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editorial _implants

38™ Annual International g/
Congress of DGZI T

Dear colleagues,

many factors play a leading role in giving a positive long-term prognosis for implant restorations. Albeit
the progresses in implant design, surfaces or materials, computer aided diagnosis and planning methods,
the practitioner'simplantological know-how is still one of the mostimportant reasons for successful im-
plantology. Even though, at the moment, the constructive aspects of implants (micro gap) are in the cen-
ter of interest as far as the efforts of optimizing the bone-implant interfaces are concerned, but the con-
ditions of those factors influencing long-term success of implants is much more complex than generally
described. We believe thatitis beyond doubt, thatapart from the reserves of the implantitself, functional,
parodontological, surgical and prosthetic aspects should be stated more thoroughly in their complexity
and interaction. One should take the advantage and benefit from interdisciplinary approaches more of-
ten. Our Expert Association will discuss this exciting issue on the occasion of our 38" Annual International
Congress in Bremen (September 10—11, 2008). The topic "Interdisciplinary Concepts for Implantological
Rehabilitation” will treat and discuss developmental tendencies between science and clinical practice. In
this context, | am proud to say, that once again we could gather a team of high class international speak-
ers. Well-known speakers from the USA, Italy, Austria, Switzerland, Lebanon, Jordan, SaudiArabiaand Ger-
many will take the chance to discuss, together with the congress participants, during both congress days,
proven methods and innovations in the frame of speeches, workshops and in an ample panel discussion
themed "Treatment of the Posterior Maxilla"

It would give me great pleasure to welcome you on October 10t and 11t at the Congress Centrum of
Maritim Hotel in the Free Hanseatic City of Bremen.

Yours,

e

Dr Friedhelm Heinemann
President of DGZI
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Bone resorption in
perumplantitis: The role
of the RANK/RANKL

system

authors_Werner G6tz, Michael Le, and Friedhelm Heinemann, Germany

Fig. 1_ Periimplantitis, regio 24,
implant loosening, female, 60 years.
Fig. 2a, b_ Pyogenic periimplantitis,

regio 46, implant loosening, male,

_Periimplantitis is an inflammatory process oc-
curring in tissues around an osseointegrated and
functioning implant. It is the main reason for implant
loss at a later stage, due to the loss of the supporting
bone." 2 Detailed epidemiological studies have not
been carried outyet. Roos-Jansaker etal.? could show
a prevalence of 16% in their prospective study based
on 294 patients. Warning experts forecast a dramatic
increase of this complication for the next years, as a
result of the demographical developmentand the in-
crease of the number of implantations. A periimplan-
titis can develop from a reversible, plaque induced
mucositis together with redness and swelling, which
is restricted to periimplant soft tissues.>+¢ Then, ad-
ditional progressive bone resorption and clinical in-
flammatory parameters like deep probing depth,
bleeding on probing and pus can be found. The pri-
mary etiological factoris a bacterial infection via oral
plague caused by bad oral hygiene. Proved co-factors
are marginal parodontopathies, smoking, genetic
risks or minimal keratinized periimplant mucosa. 78
There is no evidence for the involvement of further

factorslike systemic diseases, fractures ofimplants or
the role of prosthetic components, alveolar ridge de-
fects or pre-implantological augmentative proce-
dures.® The known structural characteristics of the
periimplant subepithelial soft tissue (e.g. scarring,
collagen fibers which donotinsertand run parallel to
the implant surface, lack of vessels), which favor
transmigration of pathogens and inflammation also
playanimportantrolein pathogenesis. Itisstillasub-
ject of controverse discussion, whether biomechani-
cally induced functional factors, e.g. occlusal over-
loading or parafunction can be seen as independent
causes, or only as co-factors of the inflammatory
process.” Animal experiments have shown that peri-
implantitis can be induced around implants even
without prostheticcomponents. Experimentsinadog
model proved that under inflammatory conditions a
significant periimplant loss of bone occurred with or
without occlusal loading. However, after intense
loadingbone losswasincreased.® Bone loss can be ob-
served in patientsas horizontal or vertical bowl-, fun-

58 years, heavy smoker. nel- or cleft-like defects (Figs. 1, 2). Schwarz and

L

Fig. 1
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Becker® were the first, who tried to establish a clinically relevant defect classification.
Direct interactions between resorption patterns and etiological factors are not known
yet.

_Periimplantitis and periodontitis

Apparently thereare parallelsbetween periimplantitisand periodontitisaround nat-
ural teeth, especially in view of the clinical appearance. The occurrence of plaque in-
duced pathogens, the spectrum of which corresponds to a chronic progressive peri-
odontopathy, is also present in periimplantitis. In patients with remaining teeth the
spectrum is similar to those of natural teeth in the implants’ vicinity. Gram negative
anaerobs and spirochetes are dominant. Mainly Porphyromonas gingivalis, Acti-
nobacillus actinomycetemcomitans, Tannerella forsythensis, Treponema denticola,
Prevotella intermedia, but also Fusobacterium nucleatum, Campylobacter recta and
opportunistic pathogens can be found.® %" Like in periodontitis the release of proin-
flammatory mediators like prostaglandins, interleukins, elastase or tumor necrosis fac-
toralpha (TNF-a) are considered to be a central processin theimmune response. In peri-
implantitis such factors can be found in the periimplantgingival crevicular fluid.™ Even
though the histopathological changes in the soft tissues have not been characterized
in detail for periimplantitis, the histological similarities with periodontitis are astound-
ing.Inflammatory infiltrates (Fig. 3) consisting of T-lymphocytes, plasma cellsand poly-
morph nuclear neutrophile leukocytes® 1314 can be proven. Intensified vascularization''®
and changed composition of the extracellular matrix of the periimplant connective
tissue'® are also described as histological findings similar to those detected in peri-
odontitis.

_Bone resorption due to inflammatory processes: osteoimmunology

Early investigations concerning periimplantitis have already shown that there is a
correlation between the resorption of the alveolar bone and inflammatory processes. It
isa well known pathogenetic principle, that bone resorption can be induced and main-
tained by inflammations. It is a central mechanism in diseases with osteolytic lesions
and bone resorption e.g. in rheumatoid arthritis. Thus, the pro-inflammatory sub-
stances mentioned above, which are formed and released by inflammatory and local
cells, stimulate the developmentand activation ofbone resorbing osteoclasts. After be-
ing activated, osteoclasts start the resorptive degradation of the bone substance. These
correlations are defined as "osteoimmunology". 7

In dentistry orthodontically induced tooth movement and periodontitis are typical
examples for immunologically controlled bone resorption. In the first case proinflam-
matory substances on the pressure side of a moved tooth induce the activation of
osteoclasts, which resorb the alveolar bone at the direction of the movement, but can
also trigger the activation of odontoclasts, which attack cementum and dentin and
cause root resorptions.'®-20 Especially in parodontites the connection between immune
response and bone resorption by such mediators is proven.?' These mediators can be
welldetected notonlyinthegingivaltissuesbutalsoin patients gingival crevicular fluid.
Due to similarities between periodontitis and periimplantitis it seems to be probable
thatin periimplantitis bone resorption (Fig. 4) can also be triggered by resorptive medi-
ators. Until now, no examinations have been carried out to provide evidence of these
factors in inflammatory periimplant tissues. It is already known that the level of inter-
leukin-1,is elevated in the gingival crevicular fluid of patients with periimplantitis.?22
Collagen degradation products, so called "CrossLaps”, which might originate from bone
resorptions, can also be detected in the gingival crevicular fluid of periimplantitis pa-
tients.24Since there are no exact histological figures at hand, which might show bone
resorption in periimplantitis, the topographical correlations between the extension of
periimplant infiltration and bone surface is unknown. Infiltrates may reach much fur-
ther apically to the junctional epithelium' and may thus get spatially close to the cre-
stal bone.
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Fig. 3_ Periimplantitis: Inflammatory
infiltrate (left side of the figure)

with epithelial proliferations (right
sideof the figure); regio 21, female,
37 years, HE staining.

Fig. 4_ Periimplantitis: Biopsy with
alveolar bone fragments, lacunes
(arrows) indicate resorption; brown
marked structures: Blood vessels;
regio 27, female, 64 years, immuno-
histochemical staining for blood
vessel marker.

Fig. 5_ Interactions in the
RANK/RANKL system: RANKL on e.g.
osteoblasts binds to RANK on
osteoclast precursor cells
(macrophages) and thus induces
their further development into
osteoclasts, OPG can impede RANK
binding and inhibit osteoclast devel-
opment.

Fig. 6_ Periimplantitis, 66 years,
regio 21, immunohistochemical
detection (brown staining) of typical
inflammation markers: Elastase (6a),
plasma cells (6b), T-lymphocytes
(6¢).
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RANK, RANKL, OPG: the cytokine messenger
link between osteoblasts and osteoclast differentiation

Osteoclast

New investigations have shown that an osteoim-
munological coupling, as can be found in periodon-
topathies, is linked to other factors. These factors are
related to known cytokines, but interfere as an inde-
pendent and potent system with the process of bone
remodelling. They were detected for the first time at
the end of the nineteen-nineties and belong to the
most important regulating system of bone remodel-
ling, the RANK/RANKL system.'7.25.26 RANKL (“receptor
activator for nuclear factor kappa ligand") can be lo-
calized on osteoblasts, fibroblasts, lymphocytes, ves-
sel endothelia and other cell types. Itinteracts with its
physiological receptor RANK, which is located in the
cell membrane of osteoclasts and their precursor cells
(monocytes/macrophages). RANKL's binding to this
receptor leads to an increased differentiation of os-
teoclast precursor cells and the activation of mature
osteoclasts. The biological activity of RANKL is requ-
lated through a decoy receptor secreted by os-
teoblasts, OPG (osteoprotegerin), which binds and in-
activates RANKL

Bone resorption and apposition are therefore
linked via regulation of osteoclast differentiation and
activity by osteoblasts and other cells, and thus, a lo-
calrequlatory mechanism forbone remodelling can be
formed (Fig. 5). The relation between RANKL and OPG
is of great importance for the presence of bone re-
sorption orapposition. Research carried outin the last
few years, has shown that this system not only con-
trols the physiological bone remodelling, butalso may
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_The RANK/RANKL system be involved in the pathogenesis of local and systemic

diseasesof the musculoskeletal system.In many cases,
the overbalance of RANKL leads to an increase in re-
sorption. The influence of the RANK/RANKL system
e.g. in osteoporosis, rheumatoid arthritis, Morbus
Paget, genetic bone diseases and in the formation of
skeletal metastases in different kinds of cancer, like
breast or prostate cancer?:2 are proven. It could also
be demonstrated, that this system interacts in differ-
entmannerswith othercatabolicandanabolic factors,
like growth factors, hormones or cytokines. Therefore,
itisinvolvedinanetwork, which connectsimmunere-
actions and bone pathology in manifold ways.? It is
obvious that the manipulation of the RANK/RANKL
system allows therapeutic interventions into patho-
logical resorption processes. Various possibilities have
been tested for the last few yearsincellcultureandan-
imal experiments. Among them are the developments
ofaRANKLantibody or the systemicadministration of
OPG. A RANKL antibody (Denosumab) for post-
menopausal osteoporosis treatment is already being
tested in a clinical trial.?® A local application of OPG in
rats, which were scheduled foran experimental ortho-
dontically induced tooth movement, inhibits the for-
mation of osteoclasts in the alveolar cleft and here-
with tooth movement as well.%

_RANK/RANKL system in dentistry

The evidence of RANK/RANKL system components
in healthy and diseased oral cavities in animals and
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Fig. 7_ Periimplantitis: Biopsy with
alveolar bone fragments (arrows:
resorption lacunes), immunohisto-

chemical d
staining

etection of TNF-a (brown
) in the connective tissue,

66 years, regio 23, 12 mm bone loss.
Fig. 8_ Periimplantitis: Macrophages
as mononuclear precursor cells
(marked brown) in the lower part of
the figure fuse into multinuclear os-

teoclasts

(arrows); male, 59 years,

regio 46, 8 mm bone loss, immuno-
histochemical staining for ED1

(macrophage marker).

Fig. 9a_ Periimplantitis with different
bone loss: Correlation with the
number of osteoclast-like cells and
their precursor cells in the inflamma-
tory infiltrate (red staining);

2 mm bone loss.
Fig. 9b_ 8 mm bone loss;

TRAP staining used for osteoclast

101

identification.
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humans underlines the importance of these factors.
In the case of dentition it is probably involved in cre-
ating an eruption pathway?'and in the case of decid-
uous tooth shedding it favors the resorption of the
dental hard substances.? 3 Their components can
also be detected in healthy periodontium.34 3 The
main task in this region might be the participation in
bone remodelling processes, like those observed in
physiological drift and occlusion. Cells of the
desmodontium react with an increase in RANKL pro-
duction®*when under biomechanical stress. Hence, it
is not astonishing that also orthodontically induced
tooth movement can be regulated by RANK/RANKL
Additionally,itplaysarolein the formation of root re-
sorption as a side effect of orthodontic treatment.’¢
Finally, pathological resorption processes in jaw-
bone in case of osteolytic lesions associated with
cysts and malignancies, are also controlled by
RANK/RANKL.?7.3¢The tremendous importance of the
RANK/RANKL system in the bone loss in periodon-
topathies has been proven in numerous cell biologi-
cal, animal experimental and human studies." %
Lipopolysaccharides of gram-negative bacteria or
pathogens themselves induce the increased expres-
sion of RANKL by T-cells in the gingiva.*® Osteoclasts
are being recruited via direct interaction with osteo-
clast-precursor cells, or the mediation of proinflam-
matory cytokines like IL-1. Components of the
RANK/RANKL system can be detected in periodontitis
in the inflammed gingival tissue and in the gingival
crevicular fluidaswell.*-4'Various experimental ther-
apies to manipulate the RANK/RANKL system are be-

ing tested. Animal experiments showed that under
systemic administration of OPG or substances, which
inhibit RANKL, the periodontal inflammatory situa-
tion and the alveolar bone resorption could be im-
proved.?":3

_RANK/RANKL system in
oral implantology

Insurgicaland orthopedicendoprosthesis, RANKL,
which is formed by periprosthetic fibroblasts, is said
to be responsible for the induction of osteoclasts,
which, as a consequence, provoke loosening of pros-
theses.* # As shown in animal experiments, even a
slight debris caused by titanium implants can lead to
RANKL induced osteolysis.* RANKL and OPG are de-
tectable in the periimplant gingival crevicular fluid of
dentalimplants.* Investigations of the RANK/RANKL
systeminview of osseointegration and the survival of
implantsareinaveryearlystageatthe moment.Aco-
ordinated activity of osteoblasts and osteoclasts in
periimplantboneis of eminentimportance foran op-
timal integration of implants by bone remodelling.
The latest experimental study of Kim et al.#” showed,
thatthissystemisimportantduring osseointegration
of titanium implants in rats. RANK/RANKL and OPG
were found during the whole healing phase in the
bone. The application of a low level diode laser in the
animals provoked an increase of the protective OPG.
OPG probably does not only fulfill its protective func-
tionagainstresorptiveinfluences together with other
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Fig. 10a_ Healthy gingiva: Immuno-
histochemical detection of RANKL
(brown staining) in some epithelial
cells (upper part of the figure),
female, 20 years; immunohisto-

chemistry.

Fig. 10b_ Periimplantitis: Immuno-
histochemical detection of RANKL
(brown staining) in inflammatory
infiltrate; regio 2628, female,

52 years, immunohistochemistry.

Fig 11_ Hypothesis considering the

development of an inflammatory
mediated bone loss: Periimplant

inflammation activates the
RANK/RANKL system, which then
activates osteoclasts that perform

121

crestal bone resorption.

protective, anti inflammatory and anabolic factors,
e.g. growth factors*®in a healthy periimplant envi-
ronment, but it can also be stimulated during os-
seointegration. Cell culture studies have shown that
the microtopography of implant surfaces may defi-
nitely influence the formation of OPG.#

_RANK/RANKL and periimplantitis?

According to the explanations above, we can as-
sume that inflammatory factors and especially the
RANK/RANKL system also play an important role in
boneresorptionin periimplantitis. Monovetal.*were
the first to detect soluble RANKL in the gingival
crevicular fluid of 16 patients suffering from periim-
plantitis. However, the amount did not correlate with
the collected clinical data. In contrast, OPG could not
be found, this might be a sign for its downregulation
under inflammatory conditions and representing the
loss of a periimplant protective mechanism. A study
supported by the DGZI Research Fonds will thor-
oughly examine the role of RANK/RANKL system in
periimplantitis bone resorption. At first biopsies,
which can be obtained when implants are removed,
will be examined histologically and immunohisto-
chemically. The focus of this study is the exact
histopathological characterization, the proof of
macrophagesand osteoclastsand variousinflamma-
tory factors, including the components of the
RANK/RANKL system. These data will be correlated
with clinical and probably microbiological parame-
ters. In a second step, a multicentric study is planned.
Its aim is to obtain gingival crevicular fluid and tissue
samples from periimplantitis patients, which will
then be examined by means of biochemical and mo-

HYPOTHESIS: BONE LOSS
IN PERIIMPLANTITIS

Bone resorption

Inflammation
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lecular biological methods. We already have first re-
sults from biopsies at our disposal taken from 25 pa-
tients. The samples proved a certain diversity of
histopathological findings. Polymorph nuclear leu-
cocytes and plasma cells were predominant in in-
flammatory infiltrates, but the distribution and ap-
pearance of the various lymphocyte species differed
in each case (Fig. 6a—c). As expected, miscellaneous
inflammatory mediators could be detected ininflam-
matory tissues (Fig. 7). The detected number of osteo-
clasts and their precursor cells correlated with the
amount of alveolar bone resorption (Figs. 8, 9a, b).
Compared to the samples taken from healthy control
tissue, e.g.gingiva, RANKL (Fig. 10a, b) and RANK were
increased. If this study will confirm the involvement
of the RANK/RANKL system in the development of
bone resorption, this would be another indicator for
the importance of these factors in periimplantitis
(Fig. 11). Perhaps it will be possible in the near future
to predict the risk of a probable bone resorption in
cases of periimplant mucositis or periimplantitis via
RANK/RANKL system components in gingival crevic-
ular fluid orin tissue specimens. The relation between
RANKL and OPG in gingivia biopsies of patients with
periodontopathies showed diagnostic evidence for
the presence of gingivitis or chronic oraggressive pe-
riodontitis.> In view of the mentioned experimental
and pre-clinical studies in order to influence bone re-
sorptionviainterventionsaffecting the RANK/RANKL
system, suitable treatments for periimplantitis may
be possible. This could be done by means of local ap-
plication or administration of RANKL inhibiting sub-
stancesand antibodies respectively, OPG, or systemic
administration of RANK/RANKL modifying sub-
stances._

Prof Dr med Werner Gotz

Rheinische Friedrich-Wilhelms-Universitét,
Zentr.f. Zahn-, Mund- u. Kieferheilkunde
Welschnonnenstr. 17

53111 Bonn, Germany

E-mail: wgoetz@uni-bonn.de













case _report

Using Dental Implant and
Guided Bone Regeneration
for the Closure of Oroantral
Communication

authors_ AbouShahba, E.M.*, and Salem, G.**
*M.D. (Doctor Degree in Oral Surgery, Cairo University), Fellow ICOI, Diplomat ICOI, Professor in the Military Medical
Academy, **PhD Oral Medicine, Cairo University; Consultant Oral Medicine

_Abstract

Several methods have been recommended for the
late closure of oroantral fistulas; including different
types of mucosal flaps and monocortical bone graft.
This report introduces a promising and unique
method for the immediate and delayed closure of
chronic oroantral communications by using a ta-
pered screw-ventimplantwith guided bone regener-
ation (Fisiograft) for closure of the oroantral commu-
nication.Sixmonth postoperatively, a stable osseoin-
tegrated implant developed and a complete closure
of the bony defect was established.

_Introduction

Oroantral fistula, a pathological communication
between the maxillary sinus and the oral cavity, may
occur as a result of tooth extraction, trauma, os-
teomyelitsand syphilis, with tooth extraction being the
most common etiologic factor.! Sinus perforation will
heal spontaneously if treated adequately at the time
theyoccur.Ifthe patienthashealthysinus,anoroantral
communication of less than 4—5 mm will most likely
heal spontaneously.'? Prescribing systemic antibiotics
and topical decongestants is imperative at the time
of acute injury. Maxillary sinusitis is present when an
untreated communication has persisted for more than
48hours.'Surgical closure ofanantral communication
isindicated if the opening isover 4—5mm in size at the
time of injury. If the opening has a history of sinus dis-
ease, closure of the perforation is indicated even the
openingislessthan4mm."2The aim of managementis
not only to close the opening, but also to treat the un-
derlying sinus pathology.

Fig.4
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Several surgical procedures have been recom-
mended for primaryand late closure of oroantral com-
munication using buccal or palatal mucosal flaps.'-
The recurrence of the fistula after primary closure, es-
pecially in patients who had multiple surgical inter-
ventions, drew the interest for using an alternative
method: other than the use of mucosal flaps for the
late closure of oroantral fistulas. This article report on
closure of a chronic oroantral fistula using an os-
seointegrated dentalimplantand a biosynthetic bone
regenerations product.

_Case report

Patient

A 37 year old male, present to the department of
oral and maxillofacial Surgery, Specialized Military
Dental Hospital, Cairo, on April 2003 with symptoms
related to an oroantral communication in the site of
extracted right maxillary first molar region following
the extraction procedure before two years.

History

The patient developed the fistula and the associ-
ated symptoms following the extraction of the maxil-
lary right first molar tooth two years earlier. Since
then, he underwent three operationsin an attempt to
close the fistula by mucosal flaps all ended unsuc-
cessfully.

Clinical Examination

Clinical Examination revealed the missing of the
maxillary right firstand third molars. The mandibular
left 3¢¢ molar were also missing. An oroantral fistula
(about 5 mm in diameter) was detected in the region
ofthe missing maxillary right firstmolar tooth (Fig. 1).

Radiographic Examination

Pantomography (Fig. 2) and periapical (Fig. 3) radi-
ography confirmed the diagnosis of oroantral fistula in
the region of the maxillary right first molar tooth.

Medical evaluation

The patientwasingood health. All laboratory find-
ings were within the normal limits of value. The pa-
tient was referred to the ENT clinic for evaluation of
his sinus condition. A diagnosis of subacute right
maxillary sinusitis was made and a treatment regi-
men of antibiotics and nasal decongestants was
given. After one week, the symptoms of sinusitis im-
proved, but the dimensions of the fistula remained
the same. Surgical closure of the fistula with a differ-
ent procedure other than the use of mucosal flaps
was planned, and the patient was admitted to the
hospital for operations.

Operative Procedures
Under nasoendotracheal general anaesthesia,

with No. 15 blade; two vertical incisions were made,
extending at 45° angle from the mucobuccal fold to
about 2—3 mm mesial and distal to the edges of the
fistula. Both the buccal mucoperiosteal flap and the
palatal mucosa were reflected to expos the alveolar
ridge around the defect. The mucosa around the
edges of the fistula was excised, and the fistulous
tract up to the floor of the maxillary sinus was traced
and thoroughly curetted (Fig.4). This showed that the
bony defect about 5 mm in diameter (Fig. 5).

Preparation of the site for implant

Thebony defectsite (bony fistula) was prepared for
theimplantby using the trephine drillsrecommended
by the manufacture according to the type of implant
used and suitable with the 6 mm diameter implant
and the available bone high (Fig. 6).

Obturation of the bony defect

Selection of the implant based on the size, shape
and location of the defect. The 5 mm diameter of the
bony fistula allowing us to use at least 6 mm diame-
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ter implant to insure intimate contact between the
implant surface and the surrounding bony tissue. On
the other hand, the length of the implant is deter-
mined by the vertical thickness of the bone between
the alveolar ridge and the base of the maxillary sinus.
Generally we need at least 7 mm vertical bone thick-
ness to insure primary stability for the implant. Oth-
erwise bone augmentation is recommended to in-
crease the vertical high before implant insertion. The
selected implantinserted in the prepared bone site as
usual (Fig. 7 and 8). Fisiograft mixture of gel and gran-
ules was used to fill any spaces between the implant
surface and the surrounding bone and also to sur-
round the coronal partof theimplantin order to treat
the bony resorption of the alveolar ridge. Before ap-
plication of the Fisiograft; the bone around the defect
was curetted until bleed to facilitate bone regrowth
and resorption of the product. The thick mixture was
applied with the applicatorand modelled with a spat-
ula (Fig. 9).

Wound Closure

The mucoperiosteal flap was replaced and the
wound closed with 000 vycril without tension (Fig.
10). A periosteal incision may become necessary prior
to suturing; this is dependent on the operation site.
The periosteal incision should be vestibular. The flap
was sutured back into place ensuring complete cov-
erage of the implant and Fisiograft.

Hospital course

The patient received antibiotics for 5 days. The
stitcheswere removed after 7 daysand the patientwas
discharged to be followed up monthly for six months.
No reopening was evident 6 months postoperatively.

Subsequent Course

After 6 months of reqular monthly follow up clin-
ically and radiographically, the patient was totally
free from symptoms. Radiographic examination (Fig.
11) revealed sufficient new bone formation around
the implant.

Under local infiltration anaesthesia, with No. 15
blade; a round incision was made around the coronal
part of the implant to cover it and remove the over-
laying mucosa (Fig. 12), followed by insertion of the
healing cap (Fig. 13). After one week, the healing cap
was removed (Fig. 14) and the abutment wasinserted
and prepared (Fig. 15) for the insertion of the final
porcelain crown (Fig. 16).

_Discussion

A number of procedures for the primary and de-
layed closure of oroantral fistulas have been at-
tempted to overcome the complications and recur-
rence thatis some times met with the use of mucosal
flaps. Janas et al* recommended laser biostimulation

asan effective method for treatment of oroantral fis-
tulas. Complete closure of the fistulas occurred after
4daysoflaser therapy inall the 61 patients treated by
this method. Kitagawa et al® reported on 2 cases in
which the fistula was closed immediately after tooth
extraction by using a transplanted third molar with
complete root formation.

In the case presented here; the fistula was closed
using an osseointegrated dental implant together
with a bone regenerating material (Fisiograft) for
guided bone regeneration. Several studies using bone
regenerating materials have shown significant new
bone formation around implants. Ina study by Dahlin
etal’, fixture fenestrations treated with guided bone
regeneration showed more new bone formation than
control sites of fenestration defects. Coverage of ex-
posed implant surfaces by newly formed bone has
been reported in many studies by using this method
(6—12). The bone regenerating material used in this
case (Fisiograft® GHIMAS) is a biosynthetic product
based on synthetic co-polymer of polyglycolic acid
and polylactic acid. This material stimulates the for-
mation of new bone by osteoinduction. The texture of
thismaterial servesasan osteoconductive scaffold for
osteoblastic cells and stimulates deposition of bone
matrix. Particles are osseointegrated and the resorped
biomaterial isslowly replaced by newly formed bone.'?
Althoughbone regeneration materials have been used
extensively to facilitate the insertion of dental im-
plants, bone augmentation and correction of defects
attheimplantsite®-", there are noreportsin the liter-
ature about the use of a similar technique in the clo-
sure of oroantral communications. Thus, until repli-
cated; this report will stand alone.

_Conclusion

The use of an osseointegrated dental implant to-
gether with a bone regeneration material in the clo-
sure of a chronic oroantral fistula is a simple and ex-
cellent method because the implant does not only
close the communication to the maxillary sinus, but
also satisfactorily restores the function of mastica-
tion after fixation of the superstructure._

The reference list can be requested from the
editorial office.

Dr EISayed M. AbouShahba

M.D. Oral Surgery & Implantology, ICOI Fellowship,
ICOI Diplomat

55 Misr-Helwan Street, Maadi, Cairo, Egypt.
Phone: +20-2-2380 16 66

Mobil : +20-12318 14 66
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Immediate Certain-Prevail
implant placement in

the esthetic zone using a
flapless Approach

author_ Suheil M. Boutros, USA

Case 1

Fig. 1_Preoperative appearance of
right maxillary central incisor.

Fig. 2_ Preoperative radiograph of

failing root canal therapy.

Fig. 3_Flapless extraction and im-
plant placement.

Fig. 7_ Restoration one year post
placement.
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_Abstract

Endosseous implants have been
traditionally placed using a two-
stage surgical approach with a
6—12 month healing period after
tooth extraction. In order to de-
crease healing time, surgical proto-
cols were introduced to allow im-
mediate implant placement and in
certain casesimmediate non-func-
tional loading following tooth ex-
traction.

Although survival rate for this
technique is high, and predictable,

post treatment gingival recession and bone resorp-
tion in the aesthetic zone are potential limitations.
These case reports present different surgical tech-
niquesforthe preservationandaugmentationofan-
terior aesthetics that combine minimally invasive
extraction, immediate implant placement, and the
use of an implant system that allows platform
switching to preserve buccal
bone.

Dental implants have been
successfully used for the last 35
years to restore partially and
fully edentulous patients (Fig. 1,
2). Prior to implant placement,
the traditional protocol recom-
mended a 6—12monthshealing
of the alveolar bone following
tooth extraction. In addition, a
load-free healing period of 3—6
months was recommended for
osseo-integration to occur (Fig.
2).Inan attempt to decrease the
long healing period, protocols
were developed to increase the
viability of implant placement
immediately following tooth
extraction. Thus, there has been
anincreasinginterestinimplant
placement into a fresh extrac-
tion socket, because this proce-
dure has been shown to be a
predictable treatment method
(Fig. 3, 4).The advantages of im-
mediate versus delayed place-
ment include a reduction in



treatment time, fewer surgical procedures (Fig.5),
and a decrease in surgical trauma to the soft and
hard tissue at the implantsite (Fig. 6). The disadvan-
tagesofimmediate implant placementin an extrac-
tion socket in the aesthetic zone are the unpre-
dictable gingival recession and crestal bone resorp-
tion that might occur. Continued bone and soft tis-
sue loss may cause the exposure of the implant
surface, resulting in a compromised aesthetic out-
come (Fig. 7).

_Case Presentations

Case 1

A35-yearold non-smoking male patientin good
health with no contraindications to treatment pre-
sented with a questionable maxillary right central
incisor 15 years following a traumatic injury that
resulted in root canal therapy post and crown. The
tooth had Class I mobility (Fig. 1). Clinical evaluation
revealed no signs of infection but there was an in-
ternal root fracture, and the tooth wasgivenahope-
less prognosis (Fig. 2). Treatment options were given
and informed consentwassigned. A preliminary im-
pression was takenand aninterim removable partial
denture was made.

Surgical Protocol

Following administration of local anesthetic (li-
docaine with epinephrine 1:100,000), atraumatic
tooth extraction with periotomes
wasperformed without flapreflec-
tion to preserve the interproximal
papillae and the buccal plate of
bone. Following socket debride-
ment, the implant (5x13 mm,
Nano, Certain, BIOMET 3j Palm
Beach, Florida) was placed accord-
ing tothe manufacturer's protocol.
The implant was stable at 20 Ncm.
The implant was placed 2mm
mesiodistally from the adjacent
teeth (Fig. 3), lingual to the buccal
plate, toward the cingulum (Fig. 4).
Since the jumping distance (the
space between theimplanttopand
the walls of the extraction socket)
was less than 1T mm no bone graft-
ing was done. A collagen plug was
placed to promote initial clot for-
mationand 5-0chromicgutsuture
was used to hold the plug in place.
No attempt was made to achieve
primary closure over the implant.

Restorative Phase
Three months following im-
plant placement, the implant was

uncovered and a healing abutment was placed. Two
weeks later, a fixture level impression was taken. The
final abutment was 4 mm in diameter and the con-
cept of platform switching was used to preserve the
buccal plate of bone and prevent bone loss and gin-
gival recession. The final restoration was cemented
on a porcelain fused to metal crown (Fig. 5, 6). The
buccal gingival height remained stable after the
placement of the final resto-
ration. Moreover, the height of
the buccal gingival margin re-
mained the same more than a
year post loading (Fig. 7, 8).

Case 2

A 40 year old female smoker
in good health with no con-
traindications to treatment pre-
sented with aquestionable max-
illary left central incisor follow-
ing a traumatic injury that re-
sulted in root canal therapy post
and crown. The tooth had no
mobility (Fig. 9).

Clinical evaluation revealed
no signs of infection but there
was an internal/external root
fracture, and the tooth was
given a hopeless prognosis (Fig.
10).

Treatment options  were
givenandinformed consent was
signed. A preliminary impres-
sion was taken and an ovate in-
terim removable partial den-
ture was made (Fig. 11).

case _report

Fig. 4_Buccal-Lingual position of the
implant.

Fig. 5_ Final restoration. Note the
even gingival margin of the implant
restoration with the adjacent natural
leftincisor.

Fig. 6_Buccal lingual vie w of the
final.

Fig. 8_ Radiograph one year post
restoration with platform switching.

Case 2

Fig. 9_ Preoperative view of left
maxillary incisor.

Fig. 10_ Pre-operative radiograph.
Fig. 11_ Interim ovate pontic remov-
able partial denture to promote soft
tissue healing.
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Fig. 12_ Osteotomy site preparation.
Fig. 13_Implantin place note the
large gap to the buccal plate.

Fig. 14_ Collagen membrane
trimmed like an ice cream cone.

Fig. 15_ Bone Graft to fill the gap be-
tween the fixture and socket.

Fig. 16_ Collagen membrane place
between the buccal gingival and
against the buccal plate.

Fig. 17_ Mattress suture to hold the
membrane and graft material in
place ovate pontic.

Fig. 18_ Interim removable partial
denture with ovate pontic to promote
soft tissue healing

Fig. 19_ Second stage surgery.

Fig. 20, 21_ Fixture position in the
coronal apical direction and the adja-
cent teeth relation ship.

Fig. 22_ Final restoration 6 weerks
post placement.

Fig. 23_ Radiograph 18 months post
restoration.

Fig. 24_ Final restoration 18 months
post placement.
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Surgical Protocol

Following administration of local
anesthetic (lidocaine with epineph-
rine 1:100,000), atraumatic tooth
extraction with periotomes was per-
formed with a flapless approach to
preserve the interproximal papillae
and the buccal plate of bone. Follow-
ing socket debridement (Fig. 12), the
implant (4/5/4x13 mm,Nano, Prevail
Certain, Biomet 3i Palm Beach,
Florida) was placed according to the
manufacturer's protocol. The im-
plant was stable at 20 Ncm. The im-
plantwas placed 2 mm mesiodistally
from the adjacent teeth, lingual to
the buccal plate, toward the cingu-
lum (Fig. 13).

Since the jumping distance was
more than 1T mm, a collagen mem-
brane (BioMend Extend, Zimmer
Dental, Carlsbad, CA) was used be-
tween the buccal flap and the buccal
plate (Fig. 14).

The gap was filed with Bovine
bone (Bio-Oss, Osteohealth, Shirley,
NY) (Fig. 15). A 5-0 Vicryl suture was
used to keep the collagen membrane
inplaceand noattempt was made to
achieve primary closure over the im-
plant (Fig. 17). The interim partial
denture was delivered (Fig. 18).

Restorative Phase

Four months following implant
placement, the implant was uncov-
ered and a healing abutment was
placed (Fig. 19). Two weeks later, a

fixture level impression was taken. The final abut-
ment was 4 mm in diameter and the concept of
platform switching was used to preserve the buc-
cal plate of bone and prevent buccal bone loss and
gingival recession. The final restoration was ce-
mented on porcelain fused to a metal crown. The
buccal gingival height remained stable after the
placement of the final restoration (Fig. 22, 23).
Moreover, the height of the buccal gingival margin



remained the same more than a year post loading
(Fig. 24).

_Conclusion

These two case reports describe a surgical tech-
nique to preserve and augment anterior aesthetics
by combining minimally invasive surgery, atrau-
matictooth extraction, grafting of the buccal space
with bovine bone and collagen membrane without
primary coverage, using the platform switching
concept to preserve the buccal plate, and using a
nano (calcium phosphate CPA) surface to speed up
the osseointegration process . In both cases pre-
sented, the gingival tissue surrounding the im-
plants has remained stable with no recession 1.5
years following final crown placement. Additional
prospective clinical and histological studies are re-
quired to determine if this protocol using different
coronal designs and prosthetic components with
and without grafting can maintain the soft and
hard tissue levels over time._
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Use of a Bone Regeneration
Cement for the Management
of Gingival Margin in Tooth
Extraction Areas

author_ Sérgio Alexandre Gehrke, Brazil

Fig. 1_ Syringe of
PD VitalOs Cement®.

_Abstract

The procedures for guided bone regeneration
(GBR) in tooth extraction areas favour the mainte-
nance of anatomical contours and increase the pre-
dictability of aesthetic success. Nevertheless, the
complex handling of the flap associated with these
techniques can compromise the aesthetic and func-
tional results. Aiming at better and more predictable
resultsthe use ofaninjectable calcium phosphate ce-
ment is suggested in this work. A bone regeneration
cement called PD VitalOs Cement® (Produits Den-
taires SA, Vevey, Switzerland) was used to fill and
cover the extraction areas, with or without immedi-
ate placement of implants. The technique used does
not require the raise of a flap nor an additional surgi-
calsite to harvestagraft. Twenty patientsdivided into
two groups were followed up clinically and radi-
ographically. In the test group the patients were
treated with PD VitalOs Cement®, whereas the sites of
the control group were leftempty. The tissues dimen-
sions around the extraction sites were measured up
to 90 daysaftersurgery. The results show better man-
agement of the buccal gingival margins of the pa-
tients treated with PD VitalOs Cement®, which is of
prime importance for the final aestheticresults, espe-
cially for single-tooth extractions.

_Introduction and Literature Review

Preservation of alveolar margins becomes a criti-
cal issue when a tooth is extracted, since the height

Do | implants

and width of the margins are major factors influenc-
ing the success of the treatment, with implantor with
fixed prostheses. The regeneration of buccal bone lost
following trauma or disease can bring therapeutic is-
sues in the dental clinic: after a regenerative surgery
the osseous defects generally don't heal, or heal with
atissuethatdiffersfromtheoriginal one, withrespect
to morphology and function." For instance, the le-
sionsinthealveolar processes heal often with fibrous
instead of bony tissue, provoking gingival recession
and alteration of the buccal gingival margin.? Buccal
alveolar bone resorption after tooth extraction re-
sults in an important reduction in bone height. The
conjunctive tissue can have a strong influence on os-
teogenesis during alveolar healing, which resultsina
narrowing of the socket one month after extraction
due to local bone resorption. This leads to aesthetic
and restorative problems like the decrease of the vol-
ume available for implant placement.? Guided Bone
Regeneration (GBR) is a surgical technique that aims
atreducingabonedefectby promoting the formation
of new bone. It consistsin excluding soft tissues from
the bone defect through the use of a barrier allowing
only bone cells to be presentin the space to be regen-
erated. This principle is based on the findings of
Melcherin 1970,* who stated that a type of tissue de-
veloping in a given space depends on the type of cells
present in the site. The regeneration of periodontal
tissues and bone margin using physical barriers is a
well-established procedure in reconstructive surgery.
However, the characteristics of the biomaterial as well
as the design of the barrier membrane have a strong
influence on the results.> Membranes are used as me-
chanical barriers protecting the blood clot from the
migration of epithelial tissue into this space, thus al-
lowing the selection of bone cells to repopulate the
defect.? The first membranes for GBR were not re-
sorbable. Therefore, a subsequent surgery was neces-
sary to remove them. These membranes were often



exposed in the oral cavity during the healing phase,
whichresultedinasignificantdecrease in bone tissue
regeneration,’-'° consequently jeopardizing the clin-
ical success.6 The resulting inflammatory reaction re-
quires often early removal of such membranes.® Later
on, resorbable membranes were developed, based on
polymeric materials like collagen, polylactic acid,
copolymers of polylactic and polyglycolic acids, or
based on minerals like calcium sulfate™ or calcium
phosphate.™? The most common ones, based on syn-
thetic polymers, degrade through a hydrolysis
process, producing chemical substances that are in-
volved in the normal metabolic processes. However,
these materials lose their mechanicalintegrity during
hydrolysisand break up into pieces. The quantity and
physical nature of fragments can have a significant
effecton the local tissue response, leading to bone re-
sorption.” The resorption time seems to vary even
when primary closure of the wound was achieved.
However, depending on the size of the extracted
tooth, primary closure is not always achievable, thus
leaving the area partially exposed. Membranes must
fulfill the following requirements to act as passive
physical barriers: they must be biocompatible, pos-
sess occlusive properties, be able to create and main-
tain space and allow tissue integration. In addition to
that, theyshould be easy tohandle, affordableand of-
fer predictable success.™PD VitalOs Cement (Figure 1)
isaready-to-use resorbable bone regeneration mate-
rial claimed to act both as a bone filler and as a mem-
brane. This injectable calcium phosphate cement was
used in this work to assess its clinical success in GBR
procedures after tooth extraction with flapless sur-
gery. The objective of this work was to evaluate the
healing and preservation of periodontal tissues after
tooth extraction. Sites filled with PD VitalOs Cement
were compared to those left empty.

_Material and Methods

Twenty patients requiring tooth extractions were
selected for evaluation. The corresponding 23 sites

were divided randomly into two groups. In the test
group (TG) the extractionsiteswere filled with PD Vi-
talOs Cement, whereasthe sitesof the controlgroup
(CG) were not filled at all. Among the 20 patients
treated, only two did not get immediate implanta-
tion because this would have been contra-indi-
cated. They got delayed implantation, with implant
placement three months later. To be included in the
study the extraction sites had to present a gingival
architecture similar to that of the adjacent teeth.
Smokersand patients with systemic diseasesknown
as contra-indications for surgery were excluded
from the study. The patients were informed about
the different treatment options, received detailed
information related to the elected treatmentas well
asits risks and benefits. They all signed an informed
consent form before actual inclusion in the study
(i.e., before tooth extraction). The mean age of the
patients was 39.5 years, with minimum and maxi-
mum ages of 28 and 68 years respectively. 65% of
the patientswere women.The reasons for extraction
were the following: vertical root fracture (n=14),
external root resorption (n=1), extensive caries
jeopardizing the biological distance (n=6), peri-
odontal disease (horizontal bone loss) with insuffi-
cient bone to support a prosthetic crown (n=2)
(Table 1). After extraction, the remaining alveolar
walls situation was carefully evaluated and only
type 1 sites (classification of Salama and Salama)'®
were actually included in the study (Table 1).
Theimplants used were cylindrical, with diameters
matchingasmuchaspossible therootdiameter of the
extracted teeth,'® to make sure that the platform

Etiology Nr.of sites Percentage

Vertical root fracture 14 61%
Extensive caries 6 26%
Periodontal disease 2 8.5%
Root resorption 1 4.5%
TOTAL 23 100%
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Fig. 2_ Plastic model for

measurement of margin recession.

Table 1_ Etiology of the

extraction cases.
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Fig. 3a_ Pre-op situation.
Fig. 3b_ Placement of implants and
PD VitalOs Cement.

Fig. 3c_ Suture.

Table 2 _ Gingival margin recession
in the Control Group (CG).

Tooth MW Mw Mw Margin
Nr. (pre-Op) (7days) (30days) (90days) Recession
MR (90
(EVE)]
CG1 16 12.0 12.0 11.0 9.5 25
CG2 24 9.5 9.0 9.0 8.0 15
CG3 25 10.5 10.0 9.5 9.0 15
CG4 14 11.0 10.5 10.0 9.0 2.0
CG5 11 8.5 8.5 8.0 7.7 1.0
CG6 12 7.5 7.0 7.0 6.0 15
CG7 21 9.0 8.5 8.5 8.0 1.0
CG8 22 8.5 8.0 8.0 7.5 1.0
CG9 46 12.0 11.0 10.5 10.0 2.0
CG10 13 10.0 9.5 9.0 8.0 2.0

MW-Margin Width (mm),
MR-Margin Recession (mm) = MW (X days) — MW (pre-op)

24 |
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diameter is slightly smaller than the diameter of the
alveolus and to provide a minimum distance of 2 mm
between the implant and the neighboring tooth."”

_Clinical, radiographic and laboratory
evaluation

The cases were evaluated clinically, radiographi-
cally (periapical radiographs) and in the laboratory
(measurementof plaster models). These evaluations
took place pre-operativelyand 7,30 and 90 days af-
ter tooth extraction. The margin widths on the plas-
termodels were measured with a Starrett®caliperin
the bucco-lingual direction at the mid-point of the
extraction site. For each patient, a plastic guide was
molded on the pre-op plaster model. It was then
placed onto the post-operative models to ensure
precise and reproducible measurement location for
assessment of margin recession (Fig. 2). Periapical
radiographs extended between the mesial and dis-
tal edges of the extracted root and allowed assess-

ment of marginal bone resorption. One case of the
Test Group is shown in Figure 3: extraction of two
teeth, placement of two implants and defect filling
with PD VitalOs Cement. Figure 4 shows one case of
the Control Group: extraction of a molar, placement
of implantand suture without filling the bone defect.

_Results

PDVitalOsCementwasveryeasytoapplyintothe
post-extraction bone defects. The tip of the syringe
allows fast and accurate product injection. The de-
fects were always completely filled, up to the mar-
gin level. Data collection is still on-going and more
results willbe published with alonger follow-up pe-
riod. The radiographs have confirmed usual clinical
findings and showed vertical bone loss in the usual
range’® (almost 2 mm), with slightly more loss in the
control group. The mean buccal margin recession
was assessed through measurements of models
made at each follow-up step (Tables 2 and 3,
Graph 1). The measurements under 0.25 mm were
rounded down to zero and those between 0.26 and
0.49 were rounded up to 0.5 mm. The mean gingival
margin recession at 90 days after surgery was
1.6 mm in the control group and 0.4 mm in the test
group. In the control group, one site presented a re-
cession of 2.5 mm, three of 2 mm, three of 1.5 mm
andthreeof Tmm.Inthetestgroup,onesiteshowed
arecession of 1 mm, ten of 0.5 mm. In two sites, the
original anatomical contours were unchanged,
which means the dimensions were the same before
and after surgery.

_Discussion

Most of the single tooth losses are related to en-
dodontic or periodontal diseases, trauma or root
fractures. They can induce resorption of the alve-
olar bone walls, resulting in a reduction of buccal
volume.? To minimize this alveolar bone resorption,
the placement of an implantimmediately after ex-
traction is considered to have the potential to pre-
serve theosseousarchitectureandthe peri-implant
gumsin a predictable way.20?' Recently, new surgi-
cal techniques have been developed forimmediate
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Fig. 3d_ 7 days after surgery.
Fig. 3e_ 30 days after surgery.
Fig. 3f _ 90 days after surgery.

Table 3 _ Gingival margin recession
in the Test Group (TG).

Graph 1 _ Distribution of the margin
recession for the Test and Control
Groups (in mm).

single implant placement. They avoid the raise of

flaps and use of membranes and seem to preserve Tooth MW Mw Mw Margin
better the gingival architecture, mainly at the level Nr. (pre-Op) (7days) (30days) (90days) Recession
of the interproximal papillae.?2232* However, be- MR
yond the knowledge of the surgical techniques to (90 days)
minimize gingival atrophyand papilla heightloss, it
isnecessary to understand the dynamicsruling gin- 161 26 13.0 13.0 12.5 12.5 0.5
givalandbone tissuesafterimplantexposureinthe | 152 37 12.0 12.0 115 15 0.5
oral cavity as well as their interrelation with the tis-
sues supporting the adjacent teeth.?> The existence 163 24 10.0 10.0 10.0 10.0 0
ofabiologicaldistancearoundtheimplantswasev- | 164 15 9.0 9.0 85 85 05
idencedandseemsto take place withall typesofim-
plants after their exposure.?6The implants are gen- 1G4 16 14.0 14.0 13.0 13.0 1.0
erally placed close oratthe level of the crestalridge. | 155 12 85 85 80 80 05
Once exposed in the oral cavity, the interface be-
tween the implant and the healing abutment be- 166 11 95 9.5 9.5 9.0 0.5
comes colonized by bacteria and bone resorption | 167 21 9.0 9.0 9.0 9.0 0
takes place, extending almost2 mmapicallyaround
the implant platform.”® A biological explanation is 167 22 8.5 8.5 8.0 8.0 0.5
that the bone exposed to the oral cavity or close to | TG 8 11 10.0 10.0 95 95 05
the union line between implantand abutment (col-
onized by bacteria) should always be covered by pe- 169 12 9.0 9.0 9.0 8.5 0.5
riosteum, conjunctive tissueandepithelium.So,the | TG9 14 9.0 9.0 8.5 8.5 05
bonehastoresorbtogetawayfromthisareachron-

TG10 14 9.5 9.5 9.0 9.0 0.5

icallyexposed and irritated. Thisway, itensures that
the periosteum, the conjunctive tissueand the seal-
ing provided by the epithelial tissue can formthem- MW —Margin Width (mm),

selves®' to favour the osseointegration process.”® It MR —Margin Recession (mm) = MW (X days) — MW (pre-op)
has been shown? thatatleast 2 mm of buccal plate

is necessary to avoid that this horizontal compo-

nent combined with insufficient bone volume lead

toa bone dehiscence exposing theimplantsurface.

The loss of support by the peri-implant soft tissues

isobserved clinicallyasamarginrecession, 2% often 80 —
combined with the observation of a grayish shade Control Group
under the gingival tissue.°A longitudinal study of
e S concluded et p e frot 3 ot 40

after implant exposure and healing abutment in- 04—
stallation, 80% of the sites showed gingival reces- '
sion of approximately 0.75 mm. These results sug- 0 _\I\'\r\|\l\| .- '

gestthatfinalrestorationsinaestheticareasshould

be placed only after a minimum period of 3 months 0 0.5 1 1.5 2 2.5
after implant exposure, i.e. when this anatomical Buccal margin recession

modification has taken place and a stable margin

heightofthe peri-implanttissuesisobtained.’'Var-

Test Group
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Fig. 4d_ 7 days after surgery.
Fig. 4e_ 30 days after surgery.
Fig. 4f_ 90 days after surgery.
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Fig. 4a_ Pre-op situation.
Fig. 4b_ Implant placement.
Fig. 4c_ Suture.
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jousstudiesshowed similar mean buccal resorption
values after one year: 0.88 mm,3? 0.6mm32 and
0.7mm.? It is therefore expected that almost 1 mm
of buccal gingival margin recession occurs after a
surgery of implant exposure and installation of
abutment.3'In the present work, results fairly simi-
lar to those of Smalland Tarnow?' were obtained in
the Control Group (CG), since 100% of the sites pre-
sented buccal gingival margin recession, with a
mean resorption value of 1.6 mm compared to the
pre-op value. In the test group (TG) the mean value
was0.4mm, remaining closer to the initialanatom-
ical aspect and measurements. Most of the tech-
niques aiming at preserving sufficient bone height
to support the papilla require a second surgical site
to harvesta gum graft, which is source of post-op-
erative discomfort for the patient. The use of the in-
jectable PD VitalOs Cement allowed adequate gin-
gival tissue growth on top of the cement although
it was left exposed in this work. This allowed main-
tenance of anatomical peri-implant tissue con-
tours, as was shown through measurement of the
buccal margin width. PD VitalOs Cement brings
therefore reliable and predictable results for this
type of surgery.

_Conclusions

Based on the methodology employed in this
work and on the results obtained, we can draw the
following conclusions:

1.The use of PD VitalOs Cement associated with
careful tooth extraction and implant placemental-
lows preservation of the gingival architecture

around an implant during the whole observation
period (three months). This ensures a good aes-
thetic result and facilitates the management of the
final restoration.

2.The use of PD VitalOs Cement allows preserva-
tion of the gingival margin through minimally in-
vasive single-stage surgery, without flap and with-
out additional surgical site.

3.The cement exposed to the oral cavity was not
subjecttoinfectionduringthe wholehealing period
of the gum.

4.Gingival tissue was found togrow onto the ce-
mentsurface, preserving thisway theinterproximal
papillae and the gingival free margin.

5. PD VitalOs Cement acts as an efficient barrier
toavoid migration of soft tissuesinto the extraction
sites and fills up adequately the treated defects.

6. A mean buccal gingival recession of 1.6 mm
was measured after 90 days in the control group,
whereas only 0.4 mm recession took place in the
sites treated with PD VitalOs Cement._

The literature list can be requested from the au-
thor.

Dr Sérgio Alexandre Gehrke
BioFace Institut

Dr. Bozano, 571

Santa Maria — RS, Brazil

E-mail: sergio.gehrke@terra.com.br
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Welcome aboard!

New Cooperation Agreement between DGZI and The
Faculty of Oral & Dental Medicine (Cairo University)

author_ Rolf Vollmer, Germany

08 | implants

_DGZI (German Associa-
tion of Dental Implantology)
represented by its Vice Presi-
dent Dr Rolf Vollmer (Ger-
many) and the President of the
International ~ Section  Dr
Mazen Tamimi (Jordan) metin
Alexandria (Egypt) with Prof Khaled Abul Fadl, pres-
entDeanof Dental Faculty,and Prof AmrAbdel Azim,
present Director of the Continuing Dental Educa-
tion Center of the Faculty, to discuss and have a di-
alogue about education, advancement and im-
provement of all aspects of dental specialities. Prof
Khaled Abul Fadl in his speech emphasized the im-
portance of a professional development in educa-
tion with national and international renowned as-
sociationsand universities in the field of latest den-
tal technologies like oral implantology. Subse-
quently an agreement between DGZI (German
Association of Dental Implantology) and Cairo Uni-
versity was signed between the parties. In order to

A
<

*Facmky of (bl and
Doriind Madbedae™
Cambras Lisbvaralry

advance implant dentistry and scientific and tech-
nological transfer, Cairo Universityand DGZl agreed
tocooperate under the provisionsof an cooperation
agreement.
The objectives of that cooperation are
_ the advancement of science and research in the
area of implant dentistry through mutual transfer
of knowledge about latest scientific developments
and technologies;
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_ the promotion of further development of dentists ~ _ In the year 1929, the first group of dentists gradu-
through specialization in the area of implant den- ated from the Cairo Dental School.
tistry, and this particularly by conventions, work-  _ Intheyear 1934, the school was moved to the Cairo
shops, exchange of experts for congresses, collo- University Educational Hospital.
quiums or by comparable events; _ In the year 1955, it was announced as an inde-
_ enabling cooperating memberships for all mem- pendent Faculty as a part of Cairo University.
bers of the cooperating partners especially forstu-  _ In the year 1961, it was moved to a new building
dents; which is known now as the old one.
_ cooperation in scientific projects; _ Intheyear 1981, its name was changed to The Fac-
_ thedistribution of professional magazines; ulty of Oraland Dental Medicine, Cairo University.
_ mutual acceptance and accreditation of certifi- _ Intheyear2005,the new buildingand modernden-
cates of qualification and other certifications. tal educational hospital were opened with 10 floors

The meeting and the New Cooperation Agreement having well equipped clinics and laboratories for all
between DGZI and The Faculty of Oral & Dental Med- dental specialties and 4 fully equipped GA theatres,
icine (Cairo University) was very well prepared by Dr meeting rooms, lecture rooms, a huge conference
Mazen Tamimi (Jordan) and Prof Amr Abdel Azim theatre and a digital library in addition to a special

(Egypt). separate 5 floors building for paedodontics with all
DGZI says many thanks to both of them for their necessary preparationsincluding general anesthesia.
great efforts. _ TheFacultyhasaleadingrolein the developmentof
Dental Science in the Middle East area with 400

_Portrait and Facts about members of the excellently qualified teaching Staff
and their assistants, 2,489 students at all grades,

The history of The Faculty of Oral & Dental Medi- 670 Internship dentists for their training year and
cine (Cairo University) about 1,000 post-graduate students for Diplomat,

_ Cairo University was established on the year 1908. Masters Degree and PhD from Egypt and Arab
_ In the year 1925, the first dental school in Egypt countries.

and the whole Middle East area was established in
Cairo by The Egyptian Ministry of Education.

_ Intheyear 1928, itwasjoined to the School of Med-
icine (Kasr Eleiny).

_ Prof Khaled Abul Fadl is the present Dean of

Faculty and Prof Amr Abdel Azim is the present
Director of Continuing Dental Education Center
of the Faculty._
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The Annual Congress of the University of Zagreb, the eldest and largest university in South East-
ern Europe, was held from June 5 to 7, 2008. It was organized by StomatoloSka Fakulteta in co-

operation with Viskongres Organisation.

_Thetwodayscientificprogram handled general
dental topics as well as implantology issues. Croatia
isan upcoming country and thus the significance of
implantology is constantly increasing. DGZI was
represented by the members of the executive board
Dr Rainer Valentin and Dr Rolf Vollmer. In particular,
the implantology issues were of excellent quality.
Dr Istvan Urban from Budapest/Hungary, reported
on implants of the esthetic zone. Dr Rainer Valentin
from Cologne/Germany, held alecture on a new sys-
tem for bone harvesting via especially developed
hollow cylinder osteotomes. An outstanding high-

DNI1
ISKI

light was the live video conference to Dr Sascha
Jovanovicin Los Angeles/USA, who reported on new
augmentation techniques. Afterwards he presented
a new curriculum based on e-learning. Altogether,
this congress in a relaxed atmosphere was recom-
mendable.

Our thanks go to our colleagues Dean Prof Dr sc
Dragutin Komar, Prof Dr sc Ivica Ani¢, Mr sc Matko
Bozi¢ Dr stom, and Dr stom Zeljko Feric, who did a
great job in professional organization. Our special
thanks also go to the simultaneous interpreter Doc.
Dr sc Hanzi Predani¢-Gasparac._
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Basel

CAMLOG
Implant Fest

a rewarding meeting of science and practice

32 | implants

_Neitherthe glorious sunny weathernor theim-
minent Whit weekend had stopped 800 expertsinim-
plant dentistry and dental technology from more
than 20 countries attending the CAMLOG Implant
Festival 2008 in Basel, Switzerland, from May 9% to
10™. The Implant Festival 2008 was opened by a rous-
ingdrum roll from a Basel Mardi Gras band, that right
from the start set the tempo to be characteristic for
the whole Congress.

Under the joint presidency of Prof Jirgen Becker,
Disseldorf, and Prof Robert A. Sader, Frankfurt/Main,
about 50 internationally renowned speakers pre-
sented a diverse, high-quality program at the Con-
gress Center Basel, focusing on a wide range of sub-
jectsin the discipline of implant dentistry.

Particularemphasis was placed on diagnosingand
treating periimplantitis, the effects of implant hard-
ware on bones and soft tissue, the long-term results
with the CAMLOG® Implant System, and computer-
assisted implant dentistry.

Brief insights into the future were given by pre-
sentations on tissue regeneration by growth factors

and adult stem cells, as well as minimally invasive
bone preparation using gas-cooled lasers.

It goes without saying that the subjects covered
included such implantological “perennials” as red-
white esthetics, immediate implantation, immediate
loadingand bone augmentation, subjects which were
discussed in plenary after they had been expounded
in detail by the experts.

During the poster exhibition, which attracted keen
interest during the coffee and lunch breaks, high-
quality, practice-relevant research results, clinical
studies, and case documentations, as well as dental
technology techniques were demonstrated. These
posters reproduced pictorially in the truest sense of
the word the motto of the Congress, "Science meets
practice — practice meets science”

The CAMLOG Party held from the evening of the
first day until the small hours of the second day pro-
vided every opportunity for participants either to
dance the night away or to socialize with friends and
colleagues, according to their individual preferences.

On the morning of the second day of the Congress,




the President of the camlog foundation, Prof Rolf Ewers, Vienna, presented the camlog
foundation Research Award, to be awarded for the first time, and invited the up-and-
coming generation from universities, surgeries, and dental laboratories to enter into
competition with each other.

The international CAMLOG Congress 2008 concluded with lectures on 3-D imaging
techniques for planning the implant position as well as template-guided implant bed
preparation and implantinsertion.

These techniques will contribute increasingly in the future to enhancing reliability
in planning, prognosis, execution and reproducibility of the implant therapy.

Inaclosingaddress thatattracted agreatdeal of interest, the newly developed CAM-
LOG® Guide System was demonstrated with its functional principles and its detailed
modus operandiinsitu.Inthisinnovative method, theimplant positionsare planned on
the computer, in a similar way to conventional surgical navigation systems. A simple-
to-handle, high-precisiondrill templateisthen producedin thedentallaboratory, which
greatly simplifies the process of placing the implants for the surgeon. The technique is
so accurate that the restoration can be used even before the operation and can be in-
serted into the patient's mouth immediately after the operation. One striking advan-
tage of the CAMLOG® Guide System is that the template used is bone-/tooth-supported
thus eliminating possible sources of error arising from gingival support.

The CAMLOG® Guide System is expected to be launched on the market in the fourth
quarter of the year.

In his short résumé at the end of the CAMLOG Implant Festival 2008, Jiirg Eichen-
berger, CEQ of CAMLOG Biotechnologies AG, Basel, had every reason to express his sat-
isfaction and to thank everybody for the smooth running of the International CAMLOG
Congress 2008 and the substantial scientific and practice-related contents, that had
been presented.

He closed this rewarding meeting of science and practice in Basel with the words:
"I now look forward to welcoming the CAMLOG Family to our next Implant Festival in
two years."_
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13" DENTSPLY Friadent World Symposium

1n Berlin
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_More than 2,300 participants from 67 coun-
tries metin Berlin on April 18 and 19 to explore the
many factors involved in the success of implantol-
ogy in the dental practice. What is the role of tested
and proven treatment concepts, computer-guided
implant placement systems, dental competence or a
professional dental practice interior design? The pro-
gram of the 13" World Symposium presented by
DENTSPLY Friadent with the slogan "Focus on your
practice success” was a great success with a wide va-
riety of topics, dense content, and practice-oriented
scientific presentations from more than 50 interna-
tionally known lecturers and, not least, outstanding
organization.

"We concentrate on your success." DENTSPLY Fri-
adent Managing Director Dr Werner Groll greeted
participantsin the Congress with these words to em-
phasize the importance of a competent and reliable
partner in the success of implantology in the dental
practice. DENTSPLY Friadent offers holistic support,

which includes not only proven implant systems and
innovative treatmet concepts but also professional
practice marketing and management with the stepps
customer success program.

_Proven concept for
retention of bone and tissue

It is essential to retain bone and tissue if implant
treatmentis to be successful. Dennis Tarnow, Profes-
sor of Periodontology and Implant Dentistry at New
York University, recommends not delaying extrac-
tions for too long. This is important, for example, for
advanced attachmentloss in the front. Peri-implan-
titis is a problem with many systems, but not with
ANKYLOS and XiVE: “These implants have proven
resistant to periimplantitis." Dr David Garber und
DrHenry Salama, Atlanta, Georgia, USA, emphasized
the particular value of the ANKYLOS TissueCare sys-
tem.The team used computer-guided planning tore-




storeanimmediateimplantwith a final CERCON Bal-
anceabutmentand temporary crowninonly oneses-
sion.The combination of tapered connectionand mi-
crorough surface up to and over the face of the im-
plantensures that the bone grows above the level of
theimplant-abutmentconnection,according toPro-
fessor Adriano Piattelli, University of Chieti, Italy.
Piattelli says: "This is very unusual.”

_Preparation with only one template

ExpertEase was introduced in Berlin, a system de-
veloped by DENTSPLY Friadent for computer-guided
implantology, the software for which is based on the
proven SimPlant software from Materialise Dental,
theworld leaderin dental software. Dr Michael Stiller,
Berlin, Germany, demonstrated in a live operation
that only one template is required for the complete
bone preparation and placement of the implant. The
drillsare guided by the unique sleeve-on-drill system
and the drilling depth is limited by integrated stops.
Similar drill sets will be available for XiVE at the end
of May.

_Small diameter for XiVE

According to Dr Marco Degidi, Bologna, Italy, the
wide range of options offered by the XiVE systems
have been extended with addition of the 3.0 mm di-
ameter implant. It is one of the smallest implants
available in the world and is the best solution for
small single-tooth gaps. The special thread design,
the highly osteoconductive FRIADENT plus surface,
and the user-friendly temporary componentsensure
high primary stability and a high probability of suc-
cess for immediate restorations.

_New ANKYLOS generation with
the option of indexing

The newly developed ANKYLOS C/X system gives
implantologists an implant system with a choice of
non-indexed (C/.) or indexed prosthetics (./X) for the
first time. Professor Paul Weigl, University of Frank-

worldwide _events

furt, emphasized that the abutment remains rota-
tion-locked with both options. ANKYLOS /X abut-
ments also offer a complete, keyed and rotation-
locked TissueCare Connection. Unlike other—includ-
ing other tapered—connection types, it prevents
micromovements, bacterial contamination, and
therefore atrophy of bone and soft tissue. Weigl also
presented the new DENTSPLY Friadent packaging
system, the implant shuttle, which will be supplied in
future in a double-sterile blister. The implant is re-
moved easily and safely by bending the two plastic
wings at the side slightly.

_More interaction

This year DENTSPLY Friadent successfully intro-
duced greater interaction among more than 50 pre-
senters and participants. TED consultations, expert
talks, panel discussions, opportunities to test new
productsand systems,andvisits to theintegrated ex-
hibition f more than 120 posters offered many op-
portunities for dialog. The midday sessions, which
were described as Lunch & Learn, were also very suc-
cessful. The Young Implantologists Forum, in which
young presenters from the DENTSPLY Friadent p3 de-
velopment program present their work in short con-
centrated lectures, was also very popular.

_Groove and string
power at the parcel post office

On the evening of the first day of the congress
DENTSPLY Friadent invited all 2,300 guests to relax
and celebrate at the old Berlin parcel post office, THE
STATION. Soul singer Della Miles and the cult band
Scenario with power violinist Christoph Broll gener-
ated an exciting atmosphere in the two huge hallsin
theold brick building afteradelicious dinner. Anyone
who wanted to move around could go into the other
hall and enjoy cocktails and watch acrobats and
break dancers until late into the night. And the fact
that any participants want to register for the 14
DENTSPLY Friadent World SymposiumaBarcelonaon
May19 and 20, 2010, speaks for itself._
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' author_ Dr Rainer Valentin, Germany

_Quality management is a dynamic process
which has to be adapted constantly on expert and
scientific level in accordance with permanently al-
tering general conditions. The aim should be to im-
prove its total quality. Among others, education, ad-
vanced studies and curricula can be considered as
structural improvements. Nevertheless, nobody re-
ally asks the question of how theoretical knowledge
is practically applied, or how to put the recently
learnt knowledge into practice. In this respect the
trainee is often left alone. Where is room for chair-
side teaching? At least during the clinical studies at
the university patients are involved. As we already
know, thisis of greatimportance in order to achieve,
enhance and complete one's know-how. Many cur-
ricula e.g.in implantology even up to master studies
congest the market. It is astonishing that the versa-
tile and in part very comprehensive implantological
education almost omits practical training and leave

i

trainees on their own. Good training concepts,
courses, advanced studies, curricula etc. but no
chairside teaching programs are offered in Europe,
USAand Asia. Trinon company, and recently the Ger-
man Association for Dental Implantology (DGZI), the
oldest association for implantology in Europe, be-
cameaware of thiseducational deficit. Prof. Dr. Mar-
quezRoncanand Dr.Eduardo Valencia are also com-
mitted advocates for the practical training concept
“Theoretical and clinical learning—to implant with
professional experts for the well-being of patients”.
Now, the 16t Trinon Marathon, which has been a
successful practical course since 2003, will take
place in Cuba. During the many courses, interna-
tional implantologists have implanted more than
13.000 implants free of charge for the patients. The
implantologists learnt how to put into practice the
theoreticalknowledge for the benefitof the patients.
Thisis quality management from start to finish!_
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4t Arab-German
Implantology Meeting of DGZI

Selection of Abstracts

INTRALIFT —the replacement ments) and hydraulic pressure. While a ripping of the
of classic sinus-floor-elevation- membrane with lengths between 5-12mm occurred
methods by anew qtraumatic ultra-  with conventional surgical instruments (“Summers",
sonic hydrodynamlc procedure BASS)in80%ofthe casesbecause of the tearing forces

applied to the membrane no single ripping occurred
_ DDr Angelo Troedhan, Austria, Dr Andreas using hydraulic pressure. In case of iatrogene punc-
Kurrek, Germany, Dr Marcel Wainwright, ture of the membrane the puncture represents a "lo-
Germany cus minoris resistentiae” working as the starting point

of large ruptures when tearing forces are applied to

_Abstract the membrane in the mechanical detachment process

On the basis of classic ~ while the same puncture works as a simple ventile
internal  sinus-floor-ele-  when correct membrane-specific hydraulic pressure
vation-methods  ("Sum- s applied missing any tearing forces on the mem-
mers"-technique, BASS-  brane.According to the results of the experimental se-
technique) the TKW-Re-  ries computer-aided simulations were performed in
search-Group evaluated cooperation with the Technical University Vienna.
the pneumatic and hy- These simulations revealed a further improvement
draulic pressure needed to  andsafety ofthe procedure when hydrodynamic pres-
DDr Angelo Troedhan atraumatically seperate  sureisapplied to the sinus-floor-membrane in pulses
the sinus-membrane from the bony sinus cavity.Inan  exceeding the mean relaxation-time of the various tis-
experimental serieson 100 halfsheep-headsthemean  sues forming the sinus-floor-membrane (respiratory
pneumatic pressure was 30 mbar +/- 6 mbar, the hy-  epithelium, connective tissue, vessels, periost-like
draulic pressure 20 mbar +/- 6 mbar. Applying the  membrane). The necessary frequency was determined
pressure in pulsesimproved the speed of detachment.  >20Mhzand < 50 Mhz achieving a microcavitational
Contrary to a mechanical detachment of the sinus-  effect in watery liquids that further enhances the ef-
membrane with surgical instruments ("open” sinuslift ~ fectivity and atraumaticity of the detachment of the
with lateral approach, "Summers"-technique, BASS-  sinus-membrane from the bone. After successful ex-
technique) no tearing forces work on the membrane  periments on half sheep-heads with various available
when using mere pneumatic and hydraulic pressure  oral-surgical ultrasonic devicesand demonstration of
according to the basic physics-law of equal distribu-  thesuperiority ofan ultrasonic hydrodynamic method
tionofpressureingassesand liquids. While pneumatic ~ for sinus-membrane detachment SATELEC-ACTEON
pressure results in a higher pressure-gradient neces-  agreed in manufacturing series of prototypes for the
sary for detachment of the membrane because of Piezotome according to the design developed by the
compressibility of gasses and gaseous permeability of ~ TKW-Research-Group. The now "INTRALIFT-Tips"
tissues, hydraulic pressure behaves superior with called prototypes were evaluated in various experi-
lower necessary pressure gradients and easier appli-  mental series on half sheep-heads inviting general
cation according to the experimental series. Thus the  dentists to perform the INTRALIFT-procedure on
TKW-Research-Group decided to develop the new  sheep-headswithoutpriortrainingtoimprove the de-
atraumatic procedure on the basis of hydraulic pres-  sign to analmost “fail safe” tool in the hand of the oral
sure.To prove the superior safety of hydraulicdetach-  surgeon.Inaworldwide series of Hands-on Workshops
ment of the sinus-membrane a second experimental 143 dentists performed their very first INTRALIFT-pro-
series on half sheep-heads was set up. After experi-  cedure without a single perforation of the sheeps si-
mental puncture of thesinusmembraneasitcouldoc-  nus-membrane. In an international multicenter study
cur with pilot-drills or surgical instruments the eleva- 132 patients were treated with the INTRALIFT-method
tion procedure was continued using typical surgical-  with a complication rate of less than 1% (actually one
instruments ("Summers"-instruments, BASS-instru-  patient due to a fracture of the TKW1-INTRALIFT-tip-
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We will continue the publi-
cation of the abstracts in
the next issue of implants.
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PROTOTYPE, design afterwards changed). The mean
time of the entire procedure is 30 minutes, the average
use of anesthics 4-6 ml, in 85-90% with minimal inva-
sive approach (6mm crestal punch or minimal crestal
flap) no post-surgical swelling or pain occurs. The
achievable augmentation volumina are 1-6 ml with
augmentation heightsup to 18 mm.

_Conclusion

The ultrasonic hydrodynamic sinus-floor-eleva-
tion procedure (INTRALIFT) has the potential toreplace
common sinus-floor-elevation techniques as an
atraumatic, cost-effective and time-sparing proce-
dure giving superior safety in the oral-surgeons hand.

All around the Sinus
_ DrRolf Volimer, Germany

_Abstract

Sinus  lifting  tech-
niques are known since
more than 20 years and
accepted as a standard
technique not on an ex-
perimental stage. The lec-
turedemonstratesthede-
velopment from the his-
tory explains the indirect
and direct methods and gives hints for different indi-
cations. A special crestal technique using bone block
grafts is shown and critically judged. Future possible
treatment modalities of minimal invasive procedures
are described

Clinical outcomes of flapless im-
plant surgery using a handpiece dri-
ven stereolithographic surgical

guide
_ Z.Cuneyt Karabuda, Volkan Arisan, Turkey

_Abstract
Introduction
Alveolar bone atrophy

and absence of missing
teeth  challenges the
proper positioning of im-
plants in total edentoulus
patients.  Maxillofacial
computerized tomogra-
phy and three-dimen-
sional (3-D) reconstructions enable to virtualize the
surgery on the computer screen. Stereolitographic
surgical guides allow to transfer planned implant po-
sitions to the patient. A new surgical guide is investi-
gated from the perspective of positional accuracy and
clinical applicability.

Z. Cuneyt Karabuda

_Material and Methods

Computerized tomography examination and using
a cone beam tomography was performed on selected
5 total edentulous patients. Following the 3-D recon-
struction and planning Stent Cad® software a special
surgical guide is manufactured (Otede®, Aytasarim,
Ankara, Turkey). Atriangular key lock attached on the
guideand hand piece instrumentdrivesthe hand piece
as it was planned on the computer. A total of 72 im-
plants were placed with the aid of the surgical guide.
After a transmucosal healing period of 2-4 months
new homographic images were projected on pre-op
images for determining vertical, axial and angulation
deviation. Surgeons were surveyed for the benefits
and difficulties about the guide used.

_Results

One implant was lost during the osseointegration
period. No pathologic lesions or bone resorption were
noted in the restofimplants. Deviation rates were 2,42
(+ 1,54), 2,15 (+ 2,44) and 3,65 (+ 2,88) mm for verti-
cal, coronal and apical regions respectively. Mean ax-
ial deviation was 13,45° (+ 5,11). Fixation via occlusal
table in the guide, reduction of the surgical time ad
bleeding, were reported to be the benefitsand manip-
ulation of the triangular key-lock mechanism, risk of
overheating and difficulty of access to posteior areas
were described as disadvantages about the guides.

_Discussion

Utilization of a stereolitographic guide enables cli-
nician to plan and place implants without the need of
an exposed flap in selected cases. However unaccept-
abledeviationratesseeninsomeimplantsinour study
reveals the need of further improvement and support
forexactpositioning ofimplants with flapless surgery.

CAD/AM superstructures of
implants from titanium and irco-
niumoxid in the tootleth jaw

_ Dr Joachim Eifert, Germany

_Abstract

The speaker reportson
his  experience  with
CAD/CAM manufactured
Superstructures from ti-
tanium and zirconium-
oxid of implants in the
toothless jaw. Most of
complications in implant
dentistry are complica-
tions at the prosthesis superstructures for exempel
loss of retention or ceramic fractures. The cause of
complicationsareimperfectfitand framework design.
The solution can be CAD/CAM manufactured super-
structures direct screw retained of dental implants.
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Web: www.aeedc.com

Web: www.koelnmesse.de

Apl’i| 8-10 E-mail: alkubaissy@hotmail.com (for Syria)
E-mail: drtamimi@dagzi-international.com
(for other countries)

Web: www.dgzi-international.com

Web: www.drtamimi.com

5t Arab-German Implantology Meeting of DGZI
& 1+t Joint Syrian-German Implantology Meeting

Damascus, Syria

NOVEMBER 2009

November 4-7 AOS 7t Biennial Conference Queensland, Australia Web: www.aos.org.au
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JULY 2008

Dr. Miroslav Sekal (17.07.)

Dr. Dagmar-Ulrike Spiller (07.07.)
Dr.med. dent. J6rg Junker (14.07.)
Dr. Franz Brandt (26.07.)

Dr. med. habil. Peter Schelhorn (02.07.)
Dr. Detlef Schock (08.07.)

Dr. Bernard Quetin (09.07.)

Dr. med. dent. Klaus Heerklotz (11.07.)

AUGUST 2008

Dr. med. dent. Franz-Jochen Kempter
(02.08)

Dr. Renate Casson (10.08.)
ZA Gerhard Knoblach (12.08.)
ZA Gerd Sperling (16.08.)

Dr. Alfred Hoyer (14.07.)

Dr. Hans-Dieter Werk (21.07.)
Dr. Fritzgeorg Martin (23.07.)
Dr.Ken Itoh (27.07.)

Michael Mehring (29.07.)

Dr. Masanori Nashimoto (29.07.)
ZA Konrad Jacobs (30.07.)

Dr. Zoltan Nagy (05.07.)

ZA Matthias Hemmerling (15.07.)

Dr. Martin Weber (29.07.)

Dr. med. dent. Klaus Udo Lotzkat (31.07.)

ZARalf Bannuscher (06.08.)
Dipl.-Stom. Giinther Mika (16.08.)

Dr. med. dent. Uwe Ryguschik (21.08.)
Dr. Ryo Kitamura (22.08.)

Dr. Clemens Frigge (16.08.)

Dipl. Sportmediziner Joachim Braun (26.08.) Dr. Riidiger Waechter (29.08.)

SEPTEMBER 2008

Dr. Dieter Hartloff (05.09.)

Prof. Dr. Dr. Peter Stolle (04.09.)
Dr. Vassilos Drosos (05.09.)

Dr. Manfred Sontheimer (07.09.)
Dr. Yasumasa Miyake (20.09.)
Dr. Giinter Philipp (30.09.)

Dr. Thomas Komischke (01.09.)
Dr. Wolfram Schulte (05.09.)

Dr. Hartwin Rill (25.09.)
Dr. Michael Riese (29.09.)

Dr. Houssam Fores (05.09.)

ZA Fritz Riechmann (08.09.)

Dr. Wolfgang Schmehl (12.09.)
Dr. Detlef Haak-Rasche (20.09.)
Dr. Marcos Jaslowitzer (20.09.)
Dr. Ingolf Béttcher (21.09.)
Dr.Jérg Schmidt (30.09.)
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to all DGZI-members around the world

Prof. Dr. Abed S. Al-Jahab (01.07.)

Dr. Ralph Hesse (10.07.)

Dr. med. dent. Gerd Rosenkranz (12.07.)
ZA Dirk Mario Naucke (20.07.)

Dr. Toralf Kémmling (05.07.)
Dr. Antje Tjaden (17.07.)

ZA Frank Stryga (20.07.)
Dr.Jorg Bollinger (31.07.)

Dr. Frank Drebka (01.08.)

Dr. Claudia Heid (01.08.)
Dr.Thomas Nordloh (02.08.)
Dr.Kai ZolIner (06.08.)

Dr. Meinolf Giinther (08.08.)
Dr. Martin Miinnighoff (18.08.)
Dr. Stefan Ramstdck (18.08.)
Dr.Kai Beermann (20.08.)

Dr. Faris Elia Matloob (01.09.)
Dr. Ayman Al-Madani (01.09.)
Dr. Stephan Lindner (04.09.)
Dr. Joachim Heimbach (05.09.)
ZA Gustav Savenije (23.09.)
Dr. Patrick Schmelzer (23.09.)

ZA Oliver Kraushaar (06.09.)
ZA Andre Reingen (08.09.)
ZA Mark Tesche (10.09.)

Dr. Thomas Bohne (13.09.)

ZA Andrea Klam (05.07)

Dr. Fakher Aldin Abd Almajad (11.07.)
Dr. Sukhem Aldin Abd Al Majeed (11.07.)
Dr. med. Dent. Oliver Hugo (15.07.)
Dr. Julia Alberts (18.07.)

Dr.Torsten W. Bartmann (24.07.)

Dr. Hatem Totah (24.07.)

Dr. Axel Mantel (27.07.)

Dr. Torsten Jensch (28.07.)

Dr. Ansgar von der Haar (29.07.)

Dr. Jan Tobias Zimmermann (31.07.)

ZA Monika Truckenmiiller (22.08.)
Dr.Mehrdad Arjomand (23.08.)

Dr. Meno Klein (03.08.)

Dr. Julia Biihner (12.08.)

Dr. Hussein Al-Ali (13.08)
Dr. Christos Kalotas (13.08.)
Dr.Armin Nedjat (28.08.)

Ralph Rainer Leitzbach (15.09.)

Dr. Boris Peter (20.09.)

Dr. Thilo von Samson-Himmelstjerna
(21.09))

Dr. Ulrike Schaarschmidt (23.09.)

Dr. Torsten Schnell (24.09.)
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Manufacturer News

Omnia

Simple Management
of the Operating Field
with Dental Implant
Procedure Sets by
Omnia

Medical devices with widely divergent functions and
applications are used during implant surgery. Dili-
gent, rigorous and correct preparation of the surgi-
cal environment, according to a fixed procedure, is

an essential element of success. Choosing, check-
ing, preparing and ensuring the availability of the
products necessary for the surgical procedure is an
important task requiring a lot of time on the part of
the professionals working in the operating theatre.
To fully meet their requirements, Omnia has devel-

Nobel Biocare

Nobel Biocare laun-
ches new dental im-
plant—NobelActive™ —
with an advanced
design

Nobel Biocare announced today the worldwide
launch of its new, innovative implant, NobelActive.
Designed together and tested by experienced cli-
nicians, NobelActive will expand the possibility for
implant treatment therapy to more dental pa-
tients. With its unique tip and double-variable
thread design, NobelActive condenses bone during
insertion unlike conventional self-tapping im-
plants. This bone-condensing capability delivers
high initial implant stability, even in compromised
bone situations, and can eliminate the need for
time-consuming and unpleasant implant proce-
dures for patients, such as bone-grafting.

44|
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oped an innovative and effective solution: its Proce-
dure Sets, consisting of smartly selected devices
normally used for the preparation of operating the-
atresinasingle surgical pack. On the basis of exten-
sive experience and diligent collaboration withinter-
nationally renowned dental surgeons, Omnia has
developed two lines of procedure sets: Standard
Sets and Personalized Sets. Standard Sets contain
an ample choice of devices pre-selected by Omnia
product specialists, ranging from the simplest sets
of textiles for operators and patients to more com-
plete sets for complex implant and other oral-sur-
gery procedures.These sets in-
clude everything necessary to pre-
pare an operating theatre for these
interventions: fabrics with self-ad-
hesive appliqués, sheets to keep
moisture away from the patient’s
skin, barrier sleeves, adhesive
films for keyboards and physiodis-
pensers, patient disinfection Kkits,
Mayo-table pillowcases and oper-
ator gowns. Personalized Sets are compiled directly
on the basis of the specific requirements and needs
of surgical teams. This helps improve quality and
simplifies the management of the operating field by
optimizing each preparatory step, saving time and
management cost—often not so evident to profes-
sionals. Moreover, set personalization includes the

The bone-condensing property and apical drilling
blades also allow the experienced user to “ac-
tively” change direction duringinsertiontogain op-
timal orientation of the prosthetic connection,
thereby facilitating the es-
thetic restoration process.
The unique dual-function
conical prosthetic connec-
tion, with hexagonal inter-
locking, supports a wide
range of prosthetic options,
including individually de-
signed Procera® abutments
and  Procera® Implant
Bridges Zirconia and Tita-
nium.

As with all Nobel Biocare
products and solutions, No-
belActive has undergone in-
tensive mechanical and clin-
ical testing:

name of surgical team printed on each product. Ster-
ilized sets furnish all the information required by Eu-
ropean regulations on the traceability of medical de-
vices—date and production lot as well as the expiry
dateare displayed onremovable labels thatfacilitate
recording the data related to the products used for
each patient.Traceability means that a product can
be reliably followed through all the phases of its use-
ful life, from the manufacturing process to the final
use on the patient, by recording the relevant data
correctly and durably. Personalized Procedure Sets
are meanttoimprove operating theatre efficiency by
significantly reducing preparation times and work-
loads, contributing to improved performance and
treatment quality. Advantages of procedure sets in-
clude: guaranteed preparation results for each pro-
cedure, availability of disposable medical devices in
a handy sterilized pack and a reduced risk of infec-
tions. Moreover, fewer manipulations imply a lower
contamination risk, reduced preparation times, the
effective and efficient management of emergencies,
better patient care—and optimized resource man-
agement and traceable set components.

Omnia S.p.A.

Via F. Delnevo, 190sx

43036 Fidenza - Parma (PR), Italy
E-mail: info@omniasrl.com

Web: www.omniasrl.com

e Mechanical testing has validated that NobelActive
possesses the strength to withstand the rigors of oc-
clusal loads.

* Nobel Biocare is currently running three consecu-
tive prospective multi-center studies
involving 19 centers, more than 300 pa-
tients, and more than 300 NobelActive
implants. One-year results support the
effectiveness of NobelActive.

e Prior to this launch, Nobel Biocare
subjected NobelActive to an eight-
month, intensive worldwide pre-launch
with 2,000 experienced clinicians, with
positive response from doctors in-
volved.

Nobel Biocare AB

Box 5190

40226 Gothenburg, Sweden
E-mail: info@nobelbiocare.com
Web: www.nobelbiocare.com
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CAMLOG

For a natural smile

The Pitt-Easy implant system now
offers a new abutment: the
CAD/CAM-Base for preparing in-
dividual zirconium abutments.
Especially in cases of anterior
restorations, the demands of

p.

modern patients for a high-

quality  implant-supported A . : \
denture can be met. The abut- |
ment consists of two parts. The custom-made "
zirconium part can be cemented onto the tita- _ijl

nium base. To facilitate the individual wax-up, the titanium

base is provided with an acrylic mount as base for the wax-up. A case presented
shows the restoration of region 12 and 22 with CAD/CAM-Base abutments.As an
option, a scan screw is available for positioning of the screw channel to be pre-
pared. The screw is used for scanning the internal contours of the titanium base.
Another option is the preparation according to the copy drilling process

Sybron Implant

Solutions GmbH
Julius-Bamberger-Str. 8a
28279 Bremen, Germany
E-mail: info@sybronimplants.de
Web: www.sybronimplants.de

CAMLOG announces collaboration
with Sirona

CAMLOG Biotechnologies AG in Basel, Switzerland, is to collaborate with Sirona
Dental Systems GmbH in Bensheim, Germany, in the computer-assisted manu-
facture of individual abutments for CAMLOG® implants. A cooperation agreement
tothateffectwas signed atthe end of April. The proposed solution envisages atwo-
part abutment, with the high precision fit to the implant being ensured by an in-
dustrially prefabricated titanium connection manufactured by CAMLOG. This con-
nection is adhesively connected to an individually constructed ceramic material,
which is subsequently ground in a Sirona CAD/CAM grinding machine. A special
inCoris zirconium oxide block is usedin this process. CAMLOG Biotechnologies AG
brings to this project its extensive know-how both in the field of research and de-
velopment and in the production of dental implants, and Sirona, for its part, con-
tributes many years of experience in the field of dental CAD/CAM. Thanks to the
joint CAMLOG/Sirona development, dental laboratories using Sirona’s inLab-Sys-
tem will soon be producing CAMLOG® implants with individual zirconium oxide
abutments, meeting the highest standards in terms of quality and esthetics.

CAMLOG Vertriebs GmbH
Maybachstra3e 5

71299 Wimsheim, Germany
E-mail: info@camlog.com
Web: www.camlog.com

W&H

W&H surgical
instruments with LED
and generator

Excellent lighting conditions facilitate perfect treat-
mentresults. Thatis why W&H has developed a new
generation of surgical instruments that enable you
to operate with daylight quality light and

with light sources that are self-suffi-

cient. The perfect white LED lightis

completely self-generated. This is

down to the integrated generator

thatsupplies energyto the light-
emitting diodes. En clair: Inde- ¢
pendant of the operation
unit—with or without light—
the new surgical instruments
with integrated generator allow
operations with best possible
LED illumination. Another im-
pressive addition to the W&H
product range—surgical in-
struments that provide day-
light-quality light in the treat-
mentarea, independent of the
respective drive system. Both
the SI-11 LED G straight hand-
piece and the WI-75 LED G

AD

contra-angle handpiece are compatible with any
motor with ISO coupling. As soon as the straight or
contra-angle handpiece is operated, the generator
independently produces electricity for the LEDs. An
additional, separate electricity supply is not neces-
sary. Light emitting diodes are based on semicon-
ductor connections that convert electricity directly
into light. This results in robust light sources that
barely heat up, that are shock-resist-
ant and that do not emit any harmful
IR or UVA rays. Furthermore, LEDs
have a much higher durability than
conventional light sources. Due to the
colour temperature, the LED light
colour corresponds to neutral white
light. This light creates a sharp visual
contrast, which gives significant sup-
port to the user’s vision and means
that their own eyesight is not dam-
aged. Both instruments have a tried
and tested construction and are
thermodisinfectable and steriliz-
ableat 135 °C.

ot
Since our beginnings, we have always
been focused on quality and innovation
toward the battle against

cross - contamination and infections.

In the last 20 years, we have ensured safety and protection to you
and your patients, with advanced and reliable products. Tools
that represent the ideal solution for who is operating in dentistry,
implantology/oral surgery and general surgery.

With Omnia sure to be safe.

y U8

W&H

Deutschland GmbH
Raiffeisenstrale 4

83410 Laufen, Germany
E-mail: office.de@wh.com

Disposable  Medical Devices

OMNIA S.p.A.
Via F. Delnevo, 190 - 43036 Fidenza (PR) Italy
Tel. +39 0524 527453 - Fax +39 0524 525230

www.omniasrl.com

Web: www.wh.com
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NSK

SurgicXT plus
with illumination

The new SurgicXT Plus from NSK is a smart surgi-
cal micromotor with illumination. The SurgicXT
Plus is equipped with an automatic torque adjust-
ment (Advanced Torque Calibration, ATC). The mi-
cromotor provides optimum visualisation condi-
tions for oralsurgical procedures. To work accu-
rately,the NSK SurgicXT Plus system calibrates the
r.p.m. and the torque of the micromotor to match
the contra-angle handpiece used, as soon as it is
coupled to the micromotor. This ensures the accu-
racy of the speed and of the torque. The smart, pro-
grammable electronic system reacts immediately
to user inputs. The SurgicXT Plus can be operated
forextended periods withoutthe occurrence of sig-
nificant overheating phenomena. Inaddition, ithas
an ergonomic design which is comfortable in any
hand. The new illumination function on the hand-
piece of the SurgicXT Plus provides good illumina-
tion of the work field and facilitates, accelerates
and fine-tunes the procedure. The micromotor is
the shortest and lightest in its class and has good
balance, which prevents fatigue in the hand and
the wrist, especially in long, complex procedures.
It is perfect for all hand sizes and operates ex-
tremely quietly in comparison to other motors. The
micromotor has a solid titanium body which ex-

Thommen Medical

Thommen
Medical’s Satellite
Industry

Symposium

Thommen Medical announces
its Satellite Industry Sympo-
sium session that takes place \
during the course of the 17" An-
nual Scientific Meeting of the Euro-

pean Association for Osseointegration
(EAQ) in Warsaw on September 19, 2008, 5 p.m to
7 p.m. The participants can expect an outstanding
scientific program with excellent speakers. The
moderator of the program will be Professor Maurizio
S. Tonetti, Italy.

The scientific program in detail:

Session|:

Immediate vs. delayed implant placement

First experiences & clinical cases with the SPI®Sys-
tem, Dr. Siegfried Marquardt (Germany)

40 |
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plains its light weight and extends its service life.
The equation of high power (210 W), high torque
(50 N x cm) and the extensive speed selection (200
to 40,000 min~") provides the flexibility necessary
for satisfying all of the requirements of oral-surgi-
cal procedures. Every handpiece and contra-angle
handpiece hasitsindividual force transmission ra-
tiocharacteristic,inorderto ensure absolutely pre-
cise speed and the right torque for complicated
oralsurgical procedures. NSK SurgicXT Plus cali-
brates the micromotor, in order to set the correct
force transmission ratio for every contra-angle
handpiece for the relevant application. The system
provides high speed, precise torque and reliable
safety

NSK Europe GmbH
Westerbachstra3e 58

60489 Frankfurt/Main, Germany
E-mail: info@nsk-europe.de
Web: www.nsk-europe.de

Session I

Talking implant surfaces—What makes the dif-
ference?

e Immediate placement, effect of titanium implant
surfaces treatment on bone formation—an experi-

Oﬂm 9 8 mental study in the dog mandible & maxilla,
© ()

Prof. José Luis Calvo, Univ. of Murcia
(Spain)

Q) e Evaluation of new titanium surface
treatment concept of dental im-
plants—an animal study. Dr. Bernd

Stadlinger, Univ. of Dresden (Germany)

e Performance of new ceramic surface
treatment in the mini pig mandible, Prof. Hen-

ning Schliephake, Univ. of Géttingen (Germany) Reg-

ister now under www.eao.org for this session—win
oneofthethreeiPodstouchthatwillbe drawnamong
all participants onstage Friday evening.

Thommen Medical Deutschland
GmbH

Am Rathaus 2

79576 Weil am Rhein, Germany
E-mail: info@thommenmedical.de
Web: www.thommenmedical.com

Dr. Inde Dental

SSO0° Implants with
Osmoactive® Surface

More protection against early implant loss and con-
sistently high primary stability—these are the most
important ones among the many advantages of the
new Dr.lhde Dental SSO® implant surface—now with
athree-year track record. At the core of this signifi-
cantinnovation is an ultra-thin NaCl coating. It exerts
a biocidal effect while returning to the bone a fair
share of the mineral salt that is invariably lost during
preparation of the implant bed. Dr. Ihde Dental breaks
new ground when it comes to ensuring primary im-
plant success. To date, it has not been possible to
avoid or compensate for the loss of salt that occursin
the bone during implant-bed preparation—not even
by using a physiological saline solution or Ringer’s
lactate for irrigation. Sometimes implants are deliv-
ered “wet” by the manufacturer, i.e. soaked in saline
solution—but that does not eliminate the problem,
either, because saline solution as a storage medium
makes for a great environment for bacterial survival
while doing nothing to support osteoblasts. The Os-
moactive® surface proactively tackles the salt-loss
problemwhile atthe same time creating the best pos-
sible environmentfor osteoblasts to develop.Arecent
study conducted at the University of Wiirzburg, Ger-
many (to be published shortly) has shown that im-
plants with an Osmoactive® surface have bacterici-
dal properties yet do not inhibit os-
teoblast growth—and all

that without requiring
the use of antibiotics or other
unwanted chemicals. This surface

technology is already being put to suc-
cessful use by several thousand dentists from around
the world. They are particularlyimpressed by the high
quality of the Dr. Inde Dental systems—and highly
pleased by their very reasonable price. This means
that more patients can receive implants—and more
patients will be highly pleased. Dr. Ihde Dental man-
ufactures 16 crestal and basal implant systems. The
productcatalogis available in German andin English.

Dr. lhde Dental AG
Lindenstrasse 68

8738 Uetliburg/SG, Switzerland
E-mail: info@implant.com

Web: www.implant.com
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“It’s time for a Rethink—
high quality at factory-direct
prices”

In the early 1980s, implant dentistry was still seen as a speciality reserved for oral and maxillofacial
surgeons. The development of the Core-Vent implant by Dr Gerald Niznick, USA, contributed toward
popularizing this new and promising treatment modality among general dentists. It is therefore highly
justifiedto call Gerald Niznick one of the Godfathers of implant dentistry. Now the Godfather has returned

implants

to the European market.

Dr. Niznick, You are referred to as one of the pi-
oneers in oral implantology in the United States.
What are your personal milestones in your profes-
sional career?

1982: Introduction of the the Core-Vent System.
Thisimplant had a threaded neck and a hollow basket
on the bottom for insertion with a trephine drill that
that lefta core of bone projecting into the basket. The
Core-Vent System introduced the concept of implant
prosthodontics by providing a multiple of abutment
options that varied based on clinical applications.

1986: Introduction of the Screw-Vent System. This
self-tapping implant had an internal connection that
combined an internal hex with internal threads (US
Pat. No. 4,960,381) that became the cornerstone of
modern implant design, eventually licensed to 9 im-
plant companies and copied by many more.

1990: Introduction of the Spectra-System of im-
plants with Fixture-mount, sterile packaging. The
packaging of the implant suspended on a fixture-
mount (US Pat. No. 5,062,800) simplified and stan-
dardized the surgical insertion procedures, and pro-
viding theimplantsinasterile vial eliminated the need
for dentists to clean and sterilize the implant before
placement. The fixture mount design evolved in 1997
to allow its use as as a transfer and by 1999, to allow
its use as a final abutment, reducing the need to pur-
chase additional components.

1998: Development of the Paragon implant Sys-
tem with implant designs and packaging for one-or
two-stage surgery (US. Pat. # 5,622,500

1999: Development of the Tapered Screw-Vent for
insertion into a socket prepared with a straight drill.
This allowed for a soft-bone surgical protocol provid-
ing increased stability by bone expansion, and for a
hard-bone surgical protocol allowing insertion in
dense bone without the need for bone taps.

® Implant

Direct™

simply smarter.

2006:Introductionofthe ImplantDirect's Spectra-
System of Application Specific Implants providing all-
in-one packaging for 5 implants, each with the same
body but with different platforms and packaged com-
ponents for different clinical applications.

What was your prime motive to start all over
again, after the sale of your company Paragon?

Zimmer Dental made the decision tomove itsman-
ufacturing 130 miles south of Los Angeles, leaving me
with an empty building and 90 of there former em-
ployees out of work. These employees, many of whom
had worked for me for years prior to the transition to
Zimmer, were engineers, machinists and Quality Con-
trolexperts with the key knowledge to make high qual-
itydentalimplants,developed over 15yearsofimplant
manufacturing. In the years between 2000 and 2004,
the implantindustry had expanded at a rapid rate and
the prices of dental implants had also increased sub-
stantially. | saw a business opportunity to re-enter the
field, spend the remaining 2 years of my non-compete
developinganewsystemand re-enter the market with
a broad product line incorporating the best and most
popular features at reasonable prices. The concept of
Application Specific Implants with All-in-one packag-
ing grew out of that development process.



Which philosophy does Implant Direct follow
and what are the USP's of your products?

ImplantDirect's philosophyisexplainedin our Mis-
sion Statement, "Provide experienced implantdentists
with high quality, innovative implants and abutments
through internet sales at factory-direct prices" Our
Unique Selling Proposition is that we offer the indus-
triesbroadest productline with surgicallyand/or pros-
thetically compatible with the top selling implant sys-
tems., providing all-in-one packaging for ease of or-
dering, inventory control and cost savings.

Which services do you offer to your customers
in the field of implantology? Are you also provid-
ing supportin the field of practice organizationand
cost management in practice?

Implant Direct has focused on developing on-line
customer support with an extensive library of 3-D
graphic videos to explain clinical procedures for each
of our systems. In the US and Europe we have devel-
oped technical support departments to assist with
product use and ordering. Implant Direct offers the
most comprehensive and intuitive on-line ordering
system in the implant industry, simplifying the selec-
tion of compatible parts for the various systems we of-
fer.In the US, we have a customer support department
with 24 well trained people backed up by several labo-
ratory techniciansand have started to build an outside
sales force. By the end of 2008, there will be 32 inside
customer service people each partnered with on of the
32 outside sales people. In Europe, we are starting to
follow this same model but we also have distributors
inseveral European Countries whoare knowledgeable
and able to provide education and technical support.

Which significance does Implant Direct have in
the market today and what are your goals for the
coming years?

In the first 18 months of sales, Implant Direct has
grown to the level of sales that Core-Vent/Paragon
Implant Company had achieved after 18 years. We are
not only converting customers from the big compa-
nies, weare driving down their prices as they struggle
to retain their customers in the face of what Merrill
Lynch called a "Price-Point Shiftin the Dental Implant
Industry” caused by Implant Direct's "unprecedented
lowdentalimplantprices." While thereare other com-
panies selling at prices substantially lower than the
top companies, none offer such a wide variety of two-
stage, one-stage and one-pieceimplants of such high
quality and innovations. This was made possible by
my investing $30,000,000 before selling my first im-
plant with 2.5 years of development and production
being spent before the initial product launch in Octo-
ber 2006. Thisisdiscussed inaninterview video avail-
able on the home page of www.implantdirect.com.
My goal for the coming yearsis to make implant den-
tistry accessible and affordable to as many dentists

implants _interview

S-Plus S-Direct

SPlant Sindirect
& :

and their patients as possible, by offering the highest
quality products at cost effective prices with readily
available technical support and simplified ordering
through the Internet.

Which are the most important markets to you—
today and in future?

Undoubtedly the North American Market is the
easiest for me to penetrate quickly because of the
high prices maintained by all the major implant com-
paniesand because | have trained or lectured to thou-
sands of dentists in this market over the last 25 years.
Thesecond mostimportant marketis Europeand here
| have invested in building an experienced team,
headed by two former executive Straumann market-
ing, sales and product managers, and establishing a
distribution centerin Zurich for fast, efficientdelivery
of products throughout Europe, either directly or
through distributors. We have made significant im-
pactinthemiddle east marketsthough establishment
of an Israeli Corporate office and with renewed rela-
tions with former distributors who switched from
Zimmer product to Implant Direct. Korea similarly is
poised for rapid growth again with two former Zim-
mer Dental distributors switching to Implant Direct.
Our focusisto continue to expand our websites toin-
clude all European country languages._

implants

Jerry Niznick DMD MSD
President, Implant Direct

E-mail; info-eu@implantdirekt.com
Web: www.implantdirect.com
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