
Implant patients rarely 
present themselves with 
a perfect site for implant 

placement. Frequently, pa-
tients present with the need 
for a multi-disciplinary ap-
proach such as mild ortho-
dontics, periodontal treat-
ment, restorative treatment, 
oral surgery and endodontics. 
Implant therapy tends to slot 
in somewhere between all of 
these disciplines. 

In this article I demonstrate 
a case example of a patient 
who presented to me need-
ing almost all of the above.  
Tackling such large cases  
can be a daunting task, 
but with careful treatment  

planning sessions and  
good diagnostics, they can 
be tackled, predictably and  
reliably.

This patient presented to 
me, not wanting any specific 

treatment such as whiten-
ing or implant therapy, but 

simply wanting to “fix” his 
mouth. He was aware that he 
had let his oral condition dete-
riorate over the years and felt 
now was the time to do some-
thing about it. 

Mr C presented with miss-
ing posterior teeth, evidence 
of severe wear and a missing 
UR1, which was a primary 
concern for him. Thankfully 

his plaque control was very 
good. His medical history was 

uneventful; a previous episode 
of gastric reflux, coupled with 
an acidic diet and a stress-
ful job may have contributed  
to his tooth wear. At the ex-
amination visit he was no  
longer suffering from gas-
tric reflux, had adjusted his  
diet, and was now semi-re-
tired.  He was also a non-
smoker.

Lengthy discussions were 
had with the patient and his 
wife in to the available treat-
ment options for him. A CBCT 
scan showed available bone 
volume and is a great diagnos-
tic aid in planning large cases 
such as this.

The goals of his treatment 
were:

1 To maintain his excel-

lent oral hygiene

2 Restore his vertical di-
mension and improve the ap-
pearance of his worn teeth

3 Provision of posterior 
support either by dentures or 
implants

4 Regular reviews with oral 
hygiene instruction, monitor-
ing of any evidence of par-
afunction or tooth wear

The patient did not want a 
removable solution and so an 
implant orientated solution 
was devised.
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Fig 1-3. Initial presentation

Fig 4a Pre op OPG Fig 4b-4C CBCT surgical planning

‘He was aware that he had let his oral  
condition deteriorate over the years  

and felt now was the time to do  
something about it’
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The agreed treatment plan 
was:

1 Fabrication of upper and 
lower articulated study mod-
els and diagnostic wax ups

2 Restoring of the occlus-
al vertical dimension, using  
composite build ups as per  
the diagnostics

3 Fitting of an upper partial 
denture at the new OVD

4 Assessment of the pa-
tient’s speech at the new OVD, 
assessment of the TMJ and 
parafunction

5 Implant placement  
in the UR1, LR56 UL46  
regions with an autogenous 
bone graft to restore the buc-
cal defect at the UR1 site.

6 Upper and lower Enlight-
en tooth whitening

7Hygiene therapy as neces-
sary

8 Fabrication of a four unit 
bridge replacing the UR7654, 
implant bridges replacing the 
UL654, LL56 with a single-
unit crown replacing the UR1

9 Fitting of a nocturnal 
splint

10 Review appointments 
at one month, three months 
and then six monthly

The composites were 
placed using a convention-
al two stage etch and bone 
technique. I used Empress 
direct composite and Ex-
citeF bond (both by Ivoclar.) 
In cases such as these I like  
to free hand the composites 
to begin with, refining the  

contact points and shape as the 
treatment progresses. I find 
that this means a lot less time  
in the chair for the patient, 
and it also becomes less inten-
sive for me.  

Once I was happy with 
the OVD a temporary upper  
partial denture was fabricated 
to further help with diagnos-
tics. The UR1 was lost many 

years ago and the buccal en-
velope in this region had be-
come concave. This would 
make a natural emergence dif-
ficult with the implant crown 
and make the final restora-
tion look as if it was placed on 
top of the gum as opposed to 
erupting through the gingivae. 

To help improve the aes-
thetics a combination of 
an autogenous and bovine 
graft was used at the time  
of implant placement. The 
patient also presented with 

pronounced step defects  
in the alveolar ridge height 
posteriorly. This could only 
have been rectified with a 
much larger graft (hip), which 
was something the patient was 
unwilling to have done.

Once the OVD was stabi-
lised implant placement was 
carried out. This was spread 
over two visits under local 

anaesthetic. The implants 
placed were Astra Tech Osse-
ospeed TX implants. The UL6 
was placed using the DASK 
internal sinus lift kit, with 
the bond for the UR1 labial 
graft being obtained from the  
ramus. The patient healed 
without incident and the im-
plants were left for three 
months to integrate.

Once the implants had 
integrated the UR1 implant 
was exposed and a composite 
provisional restoration was 

placed. This was to develop 
the delicate soft tissue profile 
and to assess colour, length 
of tooth/incisal edge. After 
a six-week period, the UL1 
was prepared to receive a ce-
ramic crown, fixture level im-
pressions of all the implants 
including the bridgework 
was taken in impregum (3M 
ESPE). Along with a facebow 
record, photographs and an 
occlusal registration.

The implant bridges were 
fabricated as screw retained 
units for simple retrievabil-
ity. The long span bridge in 
the URQ was a precious metal 
fused to porcelain bridge and 
was cemented using Pana-
via. The UR1 was an Atlan-
tis Zirconia abutment (Astra  
Tech) and E-max (Ivoclar) 
crowns were used to restore 
UR1 and UL1.  The implant 
crown was cemented using 
TempBond, with the crown 
being cemented with Vari-
oLink (Ivoclar).

The composite build-ups 
were further refined and pol-
ished to balance the patient’s 
occlusion. This was a complex 
case, requiring a joint oral 
surgery, perio and implant 
treatment plan. The patient 
was very pleased with the final 
result and is wearing an upper 

‘In cases such as these I like to free hand 
the composites to begin with, refining  

the contact points and shape as the treat-
ment progresses’

Fig 5 Fig 6 Fig 7 Fig 8

Fig 9 Fig 10

Fig 5-7   Appearance after free-hand composite build-ups with upper acrylic denture in place

Fig 11-13. Preparation for posterior bridge and implant impressions

Fig 8. Autogenous and bovine bone graft at implant stage 1 UR

Fig 11 Fig 12

Fig 13

Fig 9. Closure of the UR1 implant site

Fig 14. UR1 provisional composite crown 
on an Astra Tech TempDesign abutment Fig 15-16 Shade taking UL1

Fig 16. UR1-UL1 E-max crowns

Fig 17 Final bridgework in-situ

Fig 14
Fig 15

Fig 16

Fig 17
Fig 18

Fig 10 Two weeks healing

dtuk_2012_Implant_tribune_11-17.indd   12 08/08/2012   15:14:43



13Implant TribuneAugust 13-19, 2012United Kingdom EditionUnited Kingdom Edition

For more information or to place an order 
please call 0800 169 9692 
email sales.uk.csd@carestream.com
or visit www.carestreamdental.co.uk

© Carestream Dental Ltd., 2012.

features of r4
R4 Mobile

Direct link to PIN pad
Patient Check-in Kiosk

Care Pathways 
Communicator 

Steritrak
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Patient Journey
on-line appointment Booking

Text Message and Email reminders
Clinical Notes
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Digital X-Ray

Managed Service
Practice Accounts

Give your patients the freedom to book 
their own appointments

• From a Laptop 
• From an iPad 
• From a Smartphone
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GIVES YOU MORE

Online Patient Appointment Booking allows patients to book appointments online, whenever they want to, or 
need to, even out of normal surgery hours.

While this makes it very convenient for your patients, you still have complete control over who can make the 
bookings, the types they can book, with who and when. 

A quick glance will tell you when an appointment has been made so that you are 
able to accept, refuse or adjust any request.

This gives your patients greater accessibility to you and your colleagues with 
increased feelings of inclusivity and you’ll have fewer missed appointments.

Fig 8. Autogenous and bovine bone graft at implant stage 1 UR

night guard (at my insistence) 
due to the small chance of  
him bruxing.  So far there 
have been no breakages or any 
evidence of this occurring. I  
will be seeing the patient  
every six months and he will 
see my hygienist four times  
a year. 

I would like to thank Rich-
ard Green at Implant Design 
Solutions for his expertise and 
assistance with this case. DT

Fig 20-21 Baseline radiographs

Fig 18-19 Appearance of final restorations

‘The patient was 
very pleased with 

the final result and 
is wearing an up-

per night guard (at 
my insistence) due 
to the small chance 

of him bruxing’
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