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Properly managed block grafts allow a post-extraction socket to be 
managed immediately.
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The management of post-extraction sockets, which may appear simple, can be challenging, especially 
with regard to the anterior sectors of the superior and inferior maxilla, when it is necessary to ensure 
not just the patient’s full functional rehabilitation but an excellent esthetic result, as well. Immediate 
placement of an implant, which may be followed by immediate function, if possible, is a welcome option 
for patients, as it makes for faster time-to-teeth, hence reducing surgical discomfort as well as lowering 
the risk of intra- and post-operative complications. 

Management of the post-extraction socket by immediately placing an implant, however, requires the 
surgeon to manage, in one single procedure, all the factors that will dictate the success of the rehabilitation, 
both in the short and in the long term: from correct stabilization of the implant to regeneration of any 
bone defects to correct management of the soft tissues. In this context, the choice of the regenerative 
approach is crucial. It is highly dependent on correct assessment of the anatomy of the alveolar process 
once extraction has been performed, in relation to the required position of the implant as dictated by 
the principles of guided prosthetic rehabilitation: having ascertained that the implant can actually be 
stabilized, one needs to define which approach will better assure regeneration of the adequate crest 
thickness, restoring the right profile to the alveolar process to adequately support the soft tissues – also 
from an esthetic point of view.

Materials

In this case a cancellous block of equine origin was 
employed, sized 20 x 20 x 10 mm (Bioteck), in combination 
with cortical-cancellous granules (Bioteck), also of 
equine origin, measuring 0.5 - 1 mm in diameter. 

Both bone substitutes were obtained by removal of 
antigens from the equine tissue through an enzymatic 
process, Zymo-Teck, which preserves unaltered 
certain features of the tissue of origin: among them, 
the possibility for the graft to undergo physiological 

remodeling by the cells of the patient’s bone tissue and, 
in the case of block grafts, mechanical resistance. 

This latter feature is crucial both for the stabilization of 
block grafts with osteosynthesis means and because 
it makes it possible to shape them with rotating tools 
without the risk of shattering. This case also entailed 
using a membrane made of collagen extracted from 
equine Achilles’ tendon (Biocollagen, Bioteck).

Fig. 4 – The post-extraction socket is 
particularly wide and shallow.

Fig. 5 – The socket is cleaned and prepared to 
receive the graft also with the aid of rotating 
tools.

Fig. 6 – The bone block is milled so that it may 
be grafted in the socket, in contact with all the 
surrounding bone walls.

Fig. 1 – The patient visited the surgeon missing 
the crown on the left lateral incisor.

Fig. 2 – Initial panoramic X-ray. The fracture of 
the left lateral incisor is conspicuous.

Fig. 3 – The tomography shows a horizontal 
contraction of the alveolar process.



               
Results
The sheet summarizes the case of a 56-year-old 
patient, who visited the surgeon following a fracture 
of the left lateral incisor. The tomography showed 
a horizontal contraction of the alveolar process at 
the site of the compromised tooth. The treatment 
plan put forth to the patient entailed atraumatic 
extraction of the compromised tooth, followed by 
immediate placement of a post- extraction implant 
and the simultaneous performance of peri-implant 
bone regeneration, in order to create the appropriate 
support for the soft tissues and thus guarantee the 
long-term success of the rehabilitation, both from a 
functional and an esthetic point of view. 

After extraction, the post-extraction socket appeared 
to be particularly shallow and having a considerable 
diameter. Although the CBCT scan showed that the 
height of the residual crest was such as to assure 
effective stabilization of the implant, the particular 
anatomy of the defect forced the surgeon to find an 
alternative strategy for the management of the hard 
tissues, since it was not possible to rely, as initially 
planned, on merely grafting with the particulate 
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according to an approach consistent with the guided 
bone regeneration technique. Consequently, the 
surgeon resorted to using a bone block, that they were 
able to suitably shape until they obtained the shape 
of the socket; in this manner, they were able to graft 
the entire block inside the socket, and subsequently 
obtained – through the graft and at the apical portion 
of the socket – the site for the placement of the implant 
through a single drilling operation. The placement of 
the implant therefore assured the very stabilization of 
the block. 

The operation continued with a particulate graft on 
the vestibular side of the crest, which was protected 
with the collagen membrane. At the same time, the 
patient was rehabilitated with an immediate loading 
temporary implant. The final implant was delivered 
after a few months. 

At the two-year follow-up, the tissues appear perfectly 
regenerated and the implant appears to be stable.

Fig. 10 – The graft is protected with the collagen 
membrane.

Fig. 11 – The surgery ends by fitting the 
immediate loading temporary implant.

Fig. 12 – State of tissue healing, two-year follow-
up after the regeneration procedure.

Fig. 7 – The shaped bone block is inserted in the 
socket. One should note the presence of a bone 
defect of the vestibular cortical bone.

Fig. 8 –  The implant tunnel is prepared through 
the block and on to the apical portion of the 
socket.

Fig. 9 – After placing the implant, the particulate 
is grafted on the vestibular side of the bone ridge.


