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Abstract
Especially when retentived and impacted teeth
have to be removed before providing dental
implant therapy, long healing times have to be
taken into account if conventional 2-stage implants are used. A fast and effective treatment
is possible however with the Strategic Implant®.
These implants require only cortical anchorage
in the 2nd cortical and they require immediate
splinting (with each other or in rare cases to
teeth). The initial bone height (i.e. the distance
between the 1st and 2nd corticals) is of no importance for the success of the Strategic Implant®, as long as a resorption stable 2nd or 3rd
cortical can be reached and engaged. This case
report shows how this principle is applied in a
case with a horizontally impacted canine in the
upper jaw.

Keywords: Impacted and retentived canine,
upper jaw, Strategic Implant®, immediate loading,
cortical engagement.

1. Introduction
In (conventional) crestal implantology the
amount of vertical (mainly spongeous) bone is
important when it comes to estimating the possibility and the chances of and restoration using such implants. Hence in most cases even up
to today immediate implant placement and immediate restorations are rarely done with such
implants. One of the reasons for the conservative approach, which includes first extractions,
then a waiting time for the bone’s healing and
finally a 2-stage approach with healing time is,
that such implants are equipped with rough surfaces which require being fully submerged into
bone to avoid bacterial colonisation.
The Strategic Implant® however is equipped
with the highly polished «Noitis®» surface, which
prohibits bacterial colonisation. It has been
shown that bone may even grow upwards along
this surface in an oral direction.
2. Material and Method
A 49- year old female patient, heavy-smoker,
with a large list of pathologies (treated thyroid
hyperfunction, multiple spinal herniae, lymbocytic colitis, monoclonal gammopathy u.a.) requested implant restoration due to severe aesthetic
deficits and periodontal involvement in both
jaws. (Fig. 1). The front teeth were in addition
mobile.
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Fig. 1: Pro-opera tive panoramic overview picture showing generalized bone loss and profound periodontal involvement around many teeth. The upper left canine is horizontally retentived and impacted.
Cranial to this tooth the residual bone height including the cortical of the nose is approximately
3 mm.

Technique: After a thorough intra-oral disinfection (using Betadine 5%) all teeth were removed
in local anaesthesia. Tooth 23 was impacted on
the palatal side of the maxillary crest, i.e. palatal
to the roots of 21, 22. Hence a small flap had
to be raised both towards the palatal and the
vestibular side in order to access this area and
to access the tip of the root of this tooth. The
crestal cortical was removed over the crown.
Then the crown of this canine was sectioned
off its root and removed. After this the root is
removed in one piece by chiselling it from the
vestibular side into the direction of the void area
left by the already removed crown of the canine.
The upper jaw was immediately equipped with
10 BCS implants (Strategic Implant® Brand,
Manufacturer Dr. Ihde Dental AG, CH-8737
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Gommiswald, Switzerland) almost in the classic
distribution1 for an upper jaw (see Fig. 7):
- 2 implants were anchored in the tuberopterygoid region
- 4 implants were anchored in the floor of the
nose as 2nd cortical
- another 4 implants were placed to minimize
the distance between distal and anterior
implants, all of them in cortical engagement
in the floor of the maxillary sinus as 2nd
cortical.
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Fig. 2: Intra-operative view on the area of the retentived tooth
after its removal. The long probe shows the position of the
removed canine and its direction, with the tip of the probe
peaking out of the vestibular cortical in area 24. The tooth had
been sectioned between crown and root and after removal of
the crown the root was chiselled out easily from the vestibular
side towards the centre of the osteotomy site.

Fig. 4: Clinical view of the two BCS-implants in the upper frontal area. The treads penetrate the cortical of the extracted
canine (1st cortical) and the floor of the nose (2nd cortical).
The bone height was les than 4 mm and for this reason a part
of the threat of the left implant remained in the osteotomy socket. The extraction sockets of teeth 21 and 22 are not visible
in this picture, they are located vestibular to the osteotomy
site of the canine.

All flaps were tightly closed with 3.0 silk suture
and for local disinfection sufficient rinsing with
Betadine® 5% solution was used. The whole
treatment was performed without systemic antibiotics coverage, in accordance with the wishes of the patient.

Fig. 3: After preparing a 2 mmd drill hole through the bony
floor of the nose, 2 BCS implants are inserted into the osteotomy site of the upper left canine. The defect was then filled
with «Hemospon» collagen sponge.

3. Results
The healing was uneventful, although the patient utilized an (by herself) admitted amount of
«10-15 cigarettes per day». The wounds in the
upper jaw closed especially well, where as in the
lower jaw, which was treated 2 days later, some
distances appeared.
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Fig. 5: Clinical view of healed mucosa in the upper jaw on the
5th post-operative day; at this stage of the treatment the patient had already been using the long-term temporary bridge for
2 days. The bridge was just clicked in, without cement, and the
patient was advised not to eat sticky food. Note the excellent
healing of the soft tissues after daily cleaning with Betadine
Solution (5%).

Fig. 6: Finished metal-to-plastic bridge before the cementation. The bridge contains teeth from 6-6 and distally two technical abutments

Fig. 7: Post-operative panoramic overview picture taken after insertion of the two bridges. Both
jaws had been equipped with 10 implants. All implants except those in the lower front were placed in
engagement to the 2nd cortical. The implants in area 21, 22 crossed vertically right through the extraction (osteotomy) site of the upper left canine and engaged in the cortical of the floor of the nose.
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4. Discussion
Because the initial treatment was finished in
only a few days, the final level of the hard- and
soft tissues could not be estimated then. If a lot
of tissue shrinkage occurs, a 2nd bridge may
become necessary in order to close the gaps
between the bridge and the gums. Rebasing
with pink acrylics directly inside the mouth is not
a good option, because the new acrylic surface
cannot be polished inside the mouth. Hence
such a rebasing may give rise to chronic infections of the mucosa and this may even affect
the peri-implant soft- and hard tissues badly.
We have observed however in innumerable
cases, that patients even with large gaps between the bridge and the healed gums do not
request a 2nd bridge, because they adapt their
phonetics, they are well able to chew and function otherwise and long lips cover the aesthetically sensitive zone.
Although the treatment was done within eight
days, both jaws were not operated on on the
same day. The lower jaw was operated on on
day three, the same day when the bridge in the
upper jaw was delivered. We consider this protocol useful in cases where both jaws require
treatment and when additional surgery (like the
removal of impacted teeth) prolong the operation time significantly. The disadvantage of this
procedure is however that the period of difficulties with the food uptake is longer and the
patient’s body is not provided with the necessary substrate. It may be owed to this detail of
the treatment that the gums in the lower jaw
showed a delay in healing.

We want to mention also that after the removal of retentived upper wisdom teeth immediate
placement of a Stretegic Implant® is possible.
In such cases finding the fusion area between
the distal maxilla and the sphenoid bone (i.e. the
pterygoid plate) is especially easy because this
area is located directly behind the root of the
wisdom tooth and the direction of the extraction socket allows easy drilling direction towards
the ideal position of the implant’s load transmitting thread.
4. Conclusions
Since the amount of vertical bone is of no
importance if the Strategic Implant® system
is used, even after removal of impacted teeth
(canines, 3rd molars, others). Immediate placement of implants is always possible, if the 2nd
(or 3rd) corticals are available and being used.
The technology requires cortical engagement
of the implant’s thread in the 2nd cortical and
immediate splinting through the bridge.
We have experienced for more than 10 years,
that this treatment technology is simple and
reliable, however it requires thorough and
specific training.
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