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Introduction
Immediate dental implant placement has become a popular 
alternative to conventional implant placement. If performed 
successfully, patients benefit from fewer surgical procedures 
and a faster permanent tooth solution. Historically, timing of 
implant placement has been controversial. Initially, it was rec-
ommended for the socket to heal for a period of 6-12 months 
prior to implant placement.1 With time, researchers have de-
veloped various schedules for earlier placement, including 
immediate (same day as extraction), early (within 4-8 weeks 
of extraction, allowing for soft tissue healing) and delayed 
(12-16 weeks following extraction, allowing for partial bony 
healing), assuming conditions permit.2

An abundance of literature supports the placement of 
immediate implants. Almost all studies report high survival 
rates of immediate implants from 92-100%.3 Although imme-
diate placement has been widely endorsed in the literature, 
appropriate case selection is necessary. This review article will 
address eight critical considerations in immediate implant 
therapy.

Post-extraction ridge resorption
One purported advantage of immediate implants over con-
ventional implants is maintenance of alveolar anatomy over 
extraction alone. Though resorption is expected following ex-
traction, the evidence is compelling that immediate implants 
with socket grafting reduces horizontal bone loss.3,4 However, 
socket grafting alone with subsequent implant placement has 
been shown to achieve similarly favorable volumetric results. 
Furthermore, similar bone to implant contact has been ob-
served histologically in immediate implants compared to 
conventional placement.5

A vertical loss of approximately 1mm can be expected 
whether the site is grafted alone or an immediate implant is 
placed in conjunction with a graft.6

However, if the socket does not possess adequate bone 
and requires more complex augmentation, immediate im-
plants are often not indicated. Instead, site development is 
recommended to repair the volumetric defect so that implants 
can be placed with suitable position, angulation and depth.

Facial plate
The condition of the facial plate is a critical factor in treatment 
planning immediate implants. The presence of a full facial 

plate can provide ideal conditions for immediate placement. 
However, placement of an immediate implant in the presence 
of a partial facial plate is also acceptable if certain conditions 
are met, foremost of which is operator skill. With appropriate 
guided bone regeneration techniques and soft tissue manage-
ment, predictable success can be observed. It should again be 
stressed that greater predictability lies within sockets that ex-
hibit intact bony architecture. Sockets with significant facial 
plate deficiencies are at a higher risk for esthetic compromise, 
as loss of hard and soft tissue are likelier to occur potentially 
leading to exposure of the implant.7

The width of the facial plate is also a consideration. It 
has been asserted that a minimum of 2 mm of facial bone 
provides ideal circumstances for success. While this is often 
found in molar regions, it is uncommon to find such facial 
plate thickness in the esthetic zone. Among other rationales, 
this is why it is often recommended that immediate implants 
not be placed against the facial plate and that the ensuing gap 
between the implant and the facial plate be grafted.6

Management of the peri-implant gap
The aforementioned gap located between the implant and the 
facial plate affects both hard and soft tissue healing around 
an immediate implant. Grafting this area has been shown to 
promote optimal healing and preserve horizontal bone di-
mensions. While some studies have shown spontaneous heal-
ing without regenerative materials in gaps <2mm,5 the data 
strongly suggest grafting the gap whenever possible to avoid 
resorption.8

Soft tissue thickness
Tissue type can play a significant role in the decision to place 
an immediate implant. One study showed more recession in 
immediately placed than conventionally placed implants due 
to dimensional changes in socket healing.9 Patients with thin 
gingival biotypes are more likely to have recession at one year 
than patients with a thick gingival biotype in immediate im-
plants.7 These tissue changes occur primarily during the first 
6 months of healing and can become more pronounced over 
time.10

Placing implants too facially often contributes to a higher 
incidence of recession.6 Because implants can be more read-
ily malpositioned too facially within an extraction socket, re-
cession is a common finding at immediate implant sites. This 
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concern is especially important in anterior sites and care must 
be taken to ensure there is adequate bone to place the implant 
in the correct position to avoid recession. The need for more 
complex soft tissue management can be seen as a disadvan-
tage to this technique. 

Anatomic limitations
To achieve primary stability in an extraction socket, the 
implant must engage either the apical or furcal bone or the 
surrounding walls. However, there are many sites where ana-
tomic limitations restrict access to apical bone. In the pos-
terior mandible, the mandibular canal and mental foramen 
can provide a formidable challenge and care must be taken to 
avoid these structures at all costs. A safe 2mm distance is rec-
ommended from these structures, and a CBCT is frequently 
recommended for proper identification.11

Infected sites
Early recommendations were that infection be treated prior 
to implant placement to avoid peri-implantitis and implant 
failure.12 While acute periapical infection is generally seen 
as a contraindication to immediate implant placement, the 
preponderance of evidence demonstrates that chronically 
infected sites do not compromise the healing of immediate 
implants when managed judiciously.13,14,15 Multiple systematic 
reviews on this procedure emphasize the importance of me-
ticulous debridement, antimicrobial irrigation and the use of 
systemic antibiotics.16,17 

It is common for chronic infections to cause compromise 
of the facial plate. As previously noted, this may lead to com-
promises during the healing process if not properly managed 
by intervention with soft tissue flap access and/or guided 
bone regeneration. In immediate extraction sites adjacent to 
chronically infected teeth, however, the presence of periapical 
radiolucencies on the adjacent teeth were found to increase 
immediate implant failure.14 Therefore, caution is advised 
when placing immediate implants in sites adjacent to suspi-
cious untreated radiolucencies.

Periodontal disease
As in conventional implant placement, active periodontitis 
is generally a contraindication for immediate implant place-
ment. The bacteria involved in peri-implantitis are the same 
as those involved in periodontitis, and failure to clear infec-
tions can contribute to compromised results.18

Similar to deficiencies of the facial plate, proximal bone 
loss as a result of periodontitis or trauma is a challenge in 
immediate implant placement. Because supracrestal soft tis-
sue does not attach to implants and their components in the 
same way that it does to natural teeth, the structural support 
for papillae between teeth and implants is provided by the 
tooth and not the implant. 7,19,20 Additionally, when proximal 
bone deficiencies exist around a socket, 
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Table 1: Therapeutic recommendations associated with the 
placement of immediate implants

Critical Consideration Therapeutic Recommendations

1. Ridge resorption - Grafting with or without immediate 
implant placement reduces horizon-
tal bone loss

- At sites where esthetics and ridge 
form are priorities, sockets should be 
grafted even if they are pontic sites

2. Facial plate - Ideal sites exhibit thick, intact facial 
bone

- Fixtures should be placed toward the 
palate and not in contact with thin 
facial plates

- Implants can be placed with minor 
midfacial deficiencies, but grafting is 
indicated 

- With extensive midfacial deficiencies 
and those that involve interproximal 
bone, GBR is indicated followed by 
implant placement 4-6 months later

3. Gap management - Manage all peri-implant gaps with 
particulate graft material

4. Soft tissue thickness - At sites with minimal soft tissue 
thickness, soft tissue augmentation 
techniques should be considered

5. Anatomic limitations - The mandibular canal and its mental 
foramen are considered inviolable 
and should be avoided by a margin 
of safety using diagnostics, planning 
and drill stoppers, etc. 

- Delay implant placement with socket 
grafting to avoid conditions where 
apical bone is necessary for stability 
but absent in sufficient quantities

6. Infected sites - Immediates in sites with active pain 
and/ or swelling should be avoided 

- Infected sites can be prepared for 
immediate placement with judicious 
use of chemomechanical debride-
ment

7. Periodontal disease - Active periodontal defects at or near 
immediate sites should be treated 
prior to implant placement

8. Immediate loading - Single immediately loaded implants 
should be out of occlusion in centric, 
lateral excursions and protrusive

- Multiple splinted immediately loaded 
implants can be in occlusion but 
stability must be substantial and 
cross-arch stabilization is strenuously 
recommended

(continued on page 10)
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regeneration of lost facial bone becomes more difficult.21 It 
is therefore of paramount importance to not only assess the 
periodontal condition of teeth slated for extraction, but also 
the teeth adjacent to the immediate socket.

Immediate loading
The timing of loading of immediate implants is controver-
sial. Conventional loading is defined as waiting for a period 
of 3-6 months following placement, while immediate load-
ing includes loading at the time of implant placement. In a 
systematic review, no statistically significant difference was 
found in terms of survival between conventionally loaded 
and immediately loaded implants.10 It is prudent to keep in 
mind, though, that the protocols for immediate loading insist 
on cross-arch stabilization or recommend that the restoration 
be free of contact in centric, lateral excursive and protrusive 
movements.10,22

Case 1:
Apical fenestration evident at implant site #8. Intact nature of both hard and soft tissues at the 
coronal aspect of the socket led the clinician to decide on immediate implant placement. A 
submarginal incision was made on the facial to access the fenestration with minimal disturbance 
to both midfacial and interproximal marginal tissues. 

Conclusion
The majority of advantages related to immediate implant 
placement can be realized with skillful socket grafting tech-
niques followed by subsequent implant placement 4-6 months 
later. However, when the aforementioned considerations are 
properly monitored and managed, immediate implants can 
often provide comparable results with the added bonus of re-
ducing the number of surgeries and the overall time needed 
for treatment to conclude. ■
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Case 2:
Apical fenestration evident at implant site #7. What was deemed as insufficient architecture for 
primary stability and too narrow a strap of bone at the midfacial margin led the clinician to 
decide on a delayed approach. A dPTFE (dense polytetrafluoroethylene, Cytoplast, Osteogenics 
Biomedical) membrane was used over particulate xenograft, followed by implant placement 
approximately 4 months later. 
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You will find the Immediate Implant CE Exam on page 13


