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Peri-implant defects may be easily corrected with bone granules in a syringe.
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Placement of an immediate post-extraction implant makes it possible to save surgical time, 
achieving patient rehabilitation more rapidly. If the load protocol is immediate, it may be performed 
at the same time. However, even when the thickness of the basal bone is sufficient to assure 
primary stability to the implant, its placement almost always requires the gap between the fixture 
and bone walls to be filled with a biomaterial that promotes maintenance of the space required for 
adequate bone regeneration. Sometimes, the vestibular crest wall is partially damaged, even when 
one sought to perform the extraction in the least traumatic manner possible. In other cases the 
presence of a radicular fracture not promptly diagnosed may cause the destruction of the alveolar 
bone component. This happens most often on the vestibular side owing to the low thickness of the 
cortical bone at this level. Even in the latter situation, using a bone substitute and an appropriate 
membrane allow clinical success to be achieved. However, in order to be effective they must 
meet specific requirements, not least handling properties, due to the precision required in graft 
placement as well as the need to give an adequate shape to the membrane to efficiently protect 
the grafted site. Peri-implant regeneration, as a matter of fact, has on one hand the purpose of 
providing the implant with the best possible bone scaffold, on the other to restore correct anatomy 
of soft tissues, providing them with adequate support, for a result that is functionally faultless as 
well as aesthetically excellent.

Materials

In the case presented here, a bone graft in syringe 
was used (Osteoxenon Mix Gel, Bioteck) consisting 
of cortical and cancellous granules (Ø 0.5-1 mm), 
in proportion 1:1, hydrated with a water-based gel 
that assures their adhesion and prevents dispersal. 
A pericardium membrane (Heart, Bioteck) was also 
used in the procedure. Both grafts were obtained 
by applying the exclusive Zymo-Teck process for 
antigen removal. The bone granules still contain 
the bone collagen in its native form. 

In fact, Zymo-Teck uses an enzyme mixture 
whose composition is calibrated in order not to 
degrade this molecule. The selectivity of Zymo-
Teck also makes it possible to preserve the inter-
molecular bonds that provide the pericardium 
with mechanical resistance and elasticity – that is 
why the Heart membrane has a longer protection 
time than non cross-linked collagen membranes 
and is elastic and resistant, despite retaining 
moldability. 

Fig. 4 –The volume of the basal bone tissue is 
sufficient for correct placement of an implant, 
which however has some exposed threads on 
the vestibular side.

Fig. 5 – Occlusal view: note the width in the 
horizontal direction of the bone deficit.

Fig. 6 – The defect is filled with the bone 
substitute, which is directly extruded into the 
site from the syringe.

Fig. 1 –  Tooth 1.2, compromised due 
to a vertical root fracture, is extracted 
atraumatically.

Fig. 2 – The clinical aspect of the post-
extraction alveolus highlights the presence of 
normal gingival tissue thickness also on the 
vestibular side.

Fig. 3 –  On opening a vestibular access 
flap, one observes the presence of a wide 
dehiscence at the level of the vestibular 
cortical bone.



               
Results 
The sheet summarizes the case of a female patient 
who presented to the surgeon with an incisor (1.2), 
already previously devitalized, impaired owing to 
vertical root fracture, and reported swelling and 
pain on palpation and mastication. 

Having radiographically ascertained the presence 
of a quantity of basal bone tissue sufficient to give 
primary stability to an osseointegrated implant, it 
was suggested to the patient to perform extraction 
of the impaired tooth and placement of a fixture 
at the same time. Deep vestibular dehiscence was 
observed during the procedure for atraumatic tooth 
extraction. The implant site was then prepared 
through an osteotomy that was both parallel and 
palatal with respect to the position of the natural 
alveolus. This made correct three-dimensional 
placement of the implant possible, achieving an 
insertion torque equal to 50Ncm. Part of the implant 
was exposed on the vestibular side due to the above 
mentioned dehiscence. In order to assure correct 
clot stabilization, and to restore the crestal profile 
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Fig. 10 – Control radiograph  at the end of the 
procedure.

Fig. 11 – 24-month follow-up. The aesthetic 
result is satisfactory.

Fig. 12 – Endoral X-ray at 24 months. No 
marginal bone resorption is observed around 
the implant. 

Fig. 7 – The gel assures optimal stabilization 
of the granules, preventing their dispersal and 
making subsequent operations easier.

Fig. 8 –  A vestibular view of pericardium 
membrane placement, previously shaped.

Fig. 9 – Occlusal view of the surgical site at the 
end of the procedure.

Visit www.bioteckacademy.com for other clinical sheets and 
to access the ever up-to-date scientific literature.

both horizontally and vertically, hence providing 
the appropriate support to soft tissues, the defect 
was filled by using the bone substitute in syringe, 
appropriately molding it to assure contact with 
the implant as well as with the bone walls. The site 
was protected with a pericardium membrane after 
appropriately shaping and hydrating it. The flap 
was then sutured and the temporary prosthesis 
was applied. The sutures were removed 10 days 
after the procedure. The patient was checked after 
an additional 20 days and monthly for the next 12 
months. After that, the checks were carried out 
every 6 months. 

The patient healed after the implant placement 
and bone regeneration procedure with no 
complications. The final metal-ceramic prosthesis 
was applied after 8 months. After 24 months the 
intraoral clinical examination shows that the 
peri-implant bone tissue level is preserved, as 
is the gingival festooning both at vestibular and 
interproximal level.


