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Clinical Coverage of Dehiscence Defects in 
Immediate Implant Procedures: Three Surgical

Modalities to Achieve Primary Soft Tissue Closure
Carlos E. Nemcovsky, DMD1/Ofer Moses, DMD2/Zvi Artzi, DMD1/Ilana Gelernter, MA3

In 61 patients, 61 consecutive implants were placed immediately after extraction of one anterior or
premolar maxillary tooth. One of 3 surgical approaches based on rotated full (RPF) or rotated split
(RSPF) palatal flaps, with and without the use of barrier membranes to enable primary soft tissue clo-
sure, was applied. A bovine bone mineral graft was used in all cases. At the time of implant place-
ment, the distance between the most apicobuccal alveolar crestal bone and the coronal aspect of the
implant body was measured; this was measured again at second-stage surgery. All implants appeared
clinically stable. The buccal crestal bone gain was statistically significant for all groups (RPF = 2 mm,
RSPF = 1.6 mm, RSPF with membrane = 3.7 mm) (P < .001). Analysis of covariance showed a signifi-
cant covariant for preoperative measurements; however, this was not significant between groups. (INT

J ORAL MAXILLOFAC IMPLANTS 2000;15:843–852)
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Implant placement immediately after tooth extrac-
tion has proven to be a successful treatment

modality.1–9 The number of surgical appointments
and the duration of the surgical-restorative proce-
dure are reduced, thus presenting esthetic and func-
tional benefits.1,3,4

An occlusive barrier membrane is not always nec-
essary in small bony enveloped defects encountered
while placing implants in fresh extraction sites.8–13

However, larger defects are usually treated with a
barrier membrane with or without the use of bone
grafting materials.2,7,14–18 Even a staged approach, in
which localized ridge augmentation is performed to
obtain proper soft and hard tissue anatomy prior to
implant placement, may be indicated.19–21

Since many complications can arise because of the
lack of complete flap closure over the implant and/or
barrier membranes, primary flap closure is important
in immediate implant procedures.3,5,9,12–14,17,18,22,23

Early exposure of implants and/or membranes has 
a detrimental effect on the bone regeneration pro-
cess.12,13,15,17,18,23–29 Several different flap designs
have been described to achieve primary clo-
sure.10–14,30–33 Surgical procedures to achieve primary
soft tissue closure in immediate implant procedures
in the maxillary anterior area, with and without the
use of membranes, have recently been reported.11,12

The clinical results of 3 surgical approaches based
on rotated full-thickness or split-thickness palatal
flaps (plus the latter with a barrier membrane) were
evaluated and compared for their ability to enable
primary soft tissue closure and clinical coverage of
dehiscence defects after placement of single implants
into maxillary fresh extraction sockets.

MATERIALS AND METHODS

In 61 patients (mean age 46.2 years, SD 10.21), 61
consecutive implants were placed into fresh extraction
sites. All patients willing to participate in the study
signed an informed consent form. The Ethics Com-
mittee of the University approved the study. Criteria
for accepting participants included no evidence of
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draining fistulae and/or acute signs of inflammation in
the treatment area, no clinical or radiographic signs of
active periapical pathosis, and no systemic contraindi-
cations for implant surgery. Heavy smokers (more
than 10 cigarettes a day) were excluded.

Implants were procured from Calcitek (Carlsbad,
CA; n = 23) and Steri-Oss (Yorba Linda, CA; n =
38) and were either cylindric (n = 7) or screw-type
(n = 54). Surfaces were microtextured titanium (n =
13), titanium plasma-sprayed (n = 38), or hydroxya-
patite-coated (n = 10). Implant diameters were 4
mm (cylindric), 3.75/3.8 mm, or 4.5 mm, and
implant length ranged from 12 mm to 16 mm (4 =
12 mm, 10 = 13 mm, 16 = 14 mm, 13 = 15 mm, and
18 = 16 mm). Different implant types and manufac-
turers were not compared because of the small
groups within each treatment modality.

A single implant was placed in the same clinical
session in each patient immediately after tooth
extraction. Where more than 1 immediate implant
was placed, only the first was considered for the
study. Implants were placed into the prepared sites,
leveled or 1 mm apical to the height of the most
coronal wall of the proximal bony housing, but not
less than 3 mm apical to the buccal gingival margin
of approximal teeth.34 Primary implant stabilization
was achieved for all implants.35 After implant place-
ment, the location and distance from the most api-
cal aspect of the buccal crestal bone to the top of
the implant body were measured (Fig 1). A milli-
metric periodontal probe (Williams, Hu-Friedy
Mfg Co, Chicago, IL), placed parallel to the long
axis of the implant, was used.

Three groups were established according to the
surgical technique applied for primary soft tissue clo-
sure over the implant site. The decision as to which

technique was used was based on the thickness of
palatal tissues and size of the dehiscence defect.

• Group 1 (n = 18 sites): rotated split palatal flap
(RSPF) without membrane

• Group 2 (n = 18 sites): RSPF with membrane
• Group 3 (n = 25 sites): rotated palatal flap (RPF)

technique

The thickness of the palatal gingiva in the treat-
ment area was determined by sounding after admin-
istering a local anesthetic agent. Patients presenting
with more than 4 mm of gingiva were treated with
one of the RSPF procedures; otherwise, a technique
using an RPF was applied. The decision as to
whether to use a membrane (groups 1 and 2) was
based on the dimensions of the bony defect around
the implant. No membrane was used if the implant
was placed within a bony envelope. A resorbable
collagen membrane (Bio-Gide, Geistlich Söhne
AG, Wolhusen, Switzerland) was used (group 2) for
larger defects (exceeding a 4-mm-width dehiscence)
and/or where the bony housing was partially miss-
ing and more than one-fourth of the implant
perimeter was exposed beyond the bone envelope at
its final position.

A porous bovine bone mineral (Bio-Oss,
Geistlich Söhne AG) was used as the grafting mate-
rial in all patients. The material was lightly packed
to fill only the coronal gap between the implant and
the bony walls of the fresh extraction site and to
support the membrane (group 2) when used. Sec-
ond-stage implant exposure was accomplished
between 6 and 8 months after the first procedure.
At this time, the vertical distance between the
implant platform and buccal crestal bone was re-
measured. The difference between measurements
was calculated and the clinical coverage of the
defects was estimated. The distance was considered
to be zero even when the new bone covered part of
the cover screw of the implant body at second-stage
surgery. Since the preoperative values differed
between the groups, statistical analysis consisted of
1-way analysis of variance, followed by multiple
comparisons, Tukey’s method, and analysis of
covariance (ANCOVA) (with groups as main effects
and preoperative distances as covariates).

Procedures have been presented in detail in pre-
vious studies.12,13

Surgical Techniques
Group 1. Mean patient age was 46. 2 years (SD 7.45).
Teeth were extracted from the maxillary anterior or
premolar region: 8 central and 2 lateral incisors, 4
canines, and 2 first and 2 second premolars.

Fig 1 Diagram of buccopalatal view. The distance between
arrows, from the most apical aspect of the buccal crest (c) to the
top of the implant body (i), was measured.
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An intrasulcular incision was made around the
maxillary tooth to be extracted and the proximal
palatal aspect. Maximum soft tissue, including
interdental papillae, was preserved. A full-thickness
mucoperiosteal palatal flap was raised, extending at
least one tooth mesially and distally from the tooth
to be extracted. A minimal buccal flap, including
only interdental papillae and marginal gingiva,
exposing the bone crest, was also reflected. The
tooth was carefully extracted, and granulation tis-
sue, epithelium, and bone-inserting Sharpey’s fibers
were curetted. The receptor site was prepared and
the implant was placed, slightly palatally off-cen-
tered, according to the aforementioned protocol
(Fig 2a).

The palatal flap was split into two. The deeper
flap contained periosteum and the inner part of the
subepithelial connective tissue, and the superficial
flap contained epithelium and the superficial part of
the connective tissue. A second incision, involving
only the deeper flap, further disconnected these 2
flaps (Fig 2b). The deeper flap was thus transformed
into a pediculated one, becoming mobile and easily
rotated (Fig 2c). Because of the blood supply, the
pedicle should preferably be distal to the midline to
receive nourishment from the palatal arteries.

Bovine bone mineral was used to graft the
exposed part of the implant. The RSPF was tucked
and sutured under the minimally reflected buccal
flap, covering the augmented implant site (Fig 2c).
The superficial layer of the palatal flap was then
repositioned (Figs 2d and 2e) and sutured. Conse-
quently, complete primary soft tissue closure over
the implant site was achieved (Figs 2f and 2g).

Group 2. Mean patient age was 45.9 years (SD
13.19). Teeth were extracted from the maxillary
anterior or premolar region: 5 central and 3 lateral
incisors, 3 canines, and 4 first and 3 second premo-
lars. In these patients, a resorbable collagen barrier
membrane was applied.

Incisions were made and the implant site was
prepared similar to group 1 (RSPF without mem-
brane). However, in these patients, a larger expo-
sure of the buccal bone was needed. Following
preparation of the receptor site and implant place-
ment, an occlusive membrane was adapted and fit-
ted. The implants and bone graft material sup-
ported the membrane; therefore, there was no need
for fixation or further support. The RSPF was
placed covering the membrane and then tucked and
sutured under the buccal flap. The superficial layer
of the palatal flap was then repositioned and
sutured. Complete primary soft tissue closure over
the barrier membrane, covering the implant site,
was achieved.

Group 3. Mean patient age was 45.7 years (SD
9.99). Teeth were extracted from the maxillary ante-
rior or premolar region: 7 central and 5 lateral
incisors, 4 canines, and 5 first and 4 second premolars.

An intrasulcular incision was made around the
maxillary tooth to be extracted and the proximal
palatal aspect of the adjacent teeth. A minimal buc-
cal flap, including only interdental papillae and
marginal gingiva, exposing the bone crest, was
reflected. The tooth was carefully extracted, and
granulation tissue, epithelium, and bone-inserting
Sharpey’s fibers were curetted. The implant recep-
tor site was conventionally prepared to allow
implant placement slightly off-centered, palatally in
the fresh extraction site (Fig 3a). A sharp internal
beveled incision delineating a pediculated full-
thickness palatal flap was made (Figs 3b and 3c).
The extension was sufficient to allow complete cov-
erage of the alveolus and overlapping of the crestal
buccal bone. An oblique proximal incision facili-
tated rotation of the pedicle, which was wider than
5 mm (Fig 3d).

Bone grafting material filled the occlusal part of
the gap between the implant and the bony walls of
the tooth socket and, when present, dehiscence of
the buccal plate causing implant exposure. The RPF
was tucked and sutured under the minimally
reflected buccal flap covering the grafted implant
site, achieving primary soft tissue closure (Fig 3e).
The portion of the RPF covered by the buccal flap
was de-epithelialized before suturing. Further
sutures secured the RPF in the palatal tissues. The
donor palatal site, which was left exposed, healed by
secondary intention.

RESULTS

Clinical healing of defects was evident at the time of
implant uncovering (Figs 4a and 4b). Mean values
of crestal bone/implant distance obtained at both
measurements for all groups are presented in Table
1 and Fig 5.

Group 1
During follow-up visits, uneventful soft tissue heal-
ing was observed, and the pediculated flap estheti-
cally blended with the surrounding tissue as it
became secondarily epithelialized. At second-stage
surgery, all implants were clinically stable. Addi-
tional bone and/or soft tissue augmentation proce-
dures were not necessary.

Partial sloughing of the palatal flaps was
observed at 4 sites (22%). During healing, there was
spontaneous exposure of the cover screws of 2 of
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Fig 2a After tooth extraction and preparation of the site, an
implant was placed extending apically to the end of the alveolus.
A small buccal dehiscence is present, and the implant perimeter
is smaller than the fresh extraction site. Note minimal reflection
of buccal flap.

Fig 2b Diagram of full-thickness palatal flap raised and subse-
quently split into superficial and deep flaps. Another incision
involving only the deep flap (dotted line) creates a pediculated
flap. An implant is then placed (arrow).

Fig 2c The pediculated split-thickness deep palatal flap is
mobile and easily rotated in the direction of the curved arrows,
covering the implant (and bone graft, if applied), which is placed
into the fresh extraction socket (arrow).

Fig 2d The pediculated deep split-thickness palatal flap is
rotated to cover the implant.

Fig 2e Sagittal view in center of alveolus. The implant is placed
in a prepared site in the fresh extraction socket. The palatal flap
is split into superficial and deep components. The deep palatal
flap is transformed into a pediculated flap and rotated (arrow),
covering the occlusal portion of the implant.

Fig 2f Occlusal aspect postsurgically. The superficial layer of
the palatal flap has been repositioned and sutured. The implant
cover screw is covered by the deep split palatal flap to allow pri-
mary soft tissue closure over the implant site.
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Fig 2g Aspect of the alveolar ridge at time of implant uncover-
ing. Complete soft tissue coverage over the implant was main-
tained during this time.

Fig 3a Implant in place (group 3 site). Note buccal dehiscence.
A minimal buccal flap, including only interdental papillae and
marginal gingival, exposing the bone crest, was reflected.

Fig 3b Diagram of implant in place (large arrow). A sharp,
deep, internal beveled incision was made, delineating a pedicu-
lated full-thickness palatal flap. An oblique proximal incision facil-
itated rotation of the pedicle (small arrow).

Fig 3c The palatal flap is delineated with a sharp incision. Note
flap extension to achieve full coverage of the gingival socket.

Fig 3d The palatal flap is rotated (arrows) and tucked and
sutured under a minimally reflected buccal flap, covering the
grafted implant site.

Fig 3e The RPF is sutured to the buccal flap. The portion of the
RPF covered by the buccal flap was de-epithelialized prior to
suturing. Complete primary soft tissue closure over the implant
site was achieved.



these implants (11%), one titanium plasma-sprayed
and one hydroxyapatite-coated.

The measurement of crestal bone/implant dis-
tance postoperatively was adjusted with ANCOVA
because of the preoperative differences between the
groups. The mean distance was 0.60 mm. The mean
crestal gain was 1.6 mm (SD 0.98), which was statis-
tically significant (P < .001; paired t test). Where
there was spontaneous exposure of the implant body
cover screw, complete crestal bone healing did not
occur. A decrease in the apical bone crest/implant
platform distance was recorded at 15 sites, and at
the remaining 3 sites, there was no change.

Group 2
Primary closure over the membrane was obtained in
all patients. No adverse tissue reactions were noted,
aside from partial sloughing of the palatal flap at 3
sites (16%). At the 1-week postoperative examination,
there was premature exposure of 2 of the membranes
and subsequently of 2 implant body cover screws
(11%) from titanium plasma-sprayed implants; how-
ever, healing progressed uneventfully and early surgi-
cal implant uncovering was not necessary.

The apical crestal bone/implant postoperative
distance was adjusted with ANCOVA because of
preoperative differences between the groups. The
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Fig 4a Occlusal aspect of group 1 implant at time of uncover-
ing. Bone fill around implant is noted.

Fig 4b Healed group 3 bone defect present at time of implant
placement.

Table 1 Mean Values of Distance from Buccal
Crestal Bone to Top of Implant Body for the 3
Treatment Groups (in mm)

Group n Mean SD Min Max

Preoperative
1 18 2.0 1.14 0 4
2 18 4.5 1.20 2 7
3 25 2.6 1.76 0 7

Postoperative
1 18 0.4 0.51 0 1
2 18 0.8 0.61 0 2
3 25 0.6 0.71 0 2

Difference
1 18 1.6 0.98 0 3
2 18 3.7 1.03 2 5
3 25 2.0 1.72 –1 7

Percent difference
1 80%
2 82%
3 77%

Group 1 = RPF; Group 2 = RSPF with membrane; Group 3 = RPF.
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Fig 5 Mean pre- and postoperative distances in mm (and their
difference) from the buccal crestal bone to the top of implant
body, in the 3 groups. Group 1 = RSPF without membrane, Group
2 = RSPF with membrane, and Group 3 = RPF. Vertical lines rep-
resent standard deviations.
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mean was 0.59 mm. Mean crestal bone healing was
3.7 mm (SD 1.03), which was statistically significant
versus baseline (P < .001). Complete bone healing
was not recorded where there was spontaneous
exposure of the cover screw. Crestal bone healing
was recorded in all 18 sites.

Group 3
At second-stage surgery, all implants had clinically
achieved stability. A small superficial cleft between
the RPF and buccal flap could be seen during the
first few weeks; however, it filled in. Eventually,
there were a few granules of grafting material exfo-
liating at this position during the first weeks of
healing in 10 patients (40%). No signs of infection
were noted in any patient. Partial sloughing of the
palatal flap was observed at 3 sites (12%). In one of
these, there was spontaneous exposure of the cover
screw. At the remaining 24 sites (96%), complete
soft tissue coverage was maintained until second-
stage surgery. The pediculated flap blended with
the surrounding tissue.

The postoperative distance between the most
apical crestal bone and the coronal aspect of the
implant body was adjusted with ANCOVA because
of preoperative differences between the groups.
The mean was 0.62 mm. Thus, the mean difference
(crestal bone gain) was 2.0 mm (SD 1.72), which
was statistically significant versus baseline (P <
.001). Of 25 sites, bone formation was recorded at
21. At the only site where there was early exposure
of the implant cover screw, crestal bone loss of 1
mm occurred. No crestal bone formation was seen
in 3 sites.

Statistical Analysis
Mean age was similar for all groups (difference not
statistically significant). ANCOVA (the main effects
were the treatment groups, and the covariate was
the preoperative measurements of crestal bone to
implant distance) showed a significant (P = .005)
covariant for preoperative measurements; however,
it was not significant between the groups (P = .98).
After the correction related to different preopera-
tive measurements between groups, no difference in
postoperative measurements was found between
groups. Preoperative measurements influenced the
postoperative result.

DISCUSSION

Implants placed directly into fresh extraction sites
with and/or without the use of barrier membranes
have been predictably successful in clinical trials

and experimental models.1–9,12,13,17,18,23,36,37 In the
present study, all 61 implants appeared clinically
stable at the time of their uncovering. A bone graft
was used around the implants.

In the presented procedures, bleeding and dis-
comfort were only occasional complications (in
approximately 10% of the patients). Primary soft
tissue healing was achieved with the use of rotated
palatal flaps, which preserved part of their blood
supply. A maximum of soft tissue, including proxi-
mal papillae, was preserved, thus contributing to
rehabilitation esthetics. The need for coronal repo-
sitioning of the marginal gingiva was avoided, the
mucogingival junction remained unchanged, and
vestibular depth was preserved. Potential gingival
recession at adjacent donor sites was avoided. A
minimal buccal flap was raised when a membrane
was not used; consequently, periosteum adherence
to bone was not disrupted. Therefore, the osseous
surface was not exposed, which presumably reduced
or eliminated bone plate resorption. When a mem-
brane was applied, a buccal flap was raised, usually
with no releasing incision, since it was not coronally
displaced.

In the present study, the buccal bony plate usu-
ally appeared damaged following tooth extraction.
Implants were placed in a slightly off-centered,
palatal position in the fresh socket. This created a
space between the buccal bony wall and implant
where bone could grow.38,39 Implants were placed
not more than 1 mm below the proximal crestal
bone to avoid creating an intrabony defect and, in
certain cases, to allow placement of longer implants.
Bone grafts were used to fill the coronal gap
between the implant and the bony walls and provide
support for a resorbable collagen membrane (when
used). Porous bovine bone mineral has been shown,
clinically and histologically, to be an effective bio-
compatible, osteoconductive filler with slow
degrading capability.40,41

Primary flap maintenance over immediate
implants was important to the final results, since
decreased bone regeneration was observed where
cover screws became prematurely exposed. Previous
clinical and histologic studies have reported similar
findings in short-term and long-term delayed
implantation.5,12,13,42,43

Three surgical methods were used to achieve pri-
mary soft tissue closure in single-tooth immediate
implant procedures. However, the present study was
not a randomized trial. Instead, each approach was
targeted toward a different patient group defined by
specific criteria. Therefore, differences between
groups cannot be attributed entirely to the surgical
approach.
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Better results appeared to be obtained in crestal
bone healing in group 2 (membrane used) com-
pared with groups 1 and 3; however, after the cor-
rection with ANCOVA related to different preoper-
ative measurements, results were similar. A
membrane was used only when large defects
(exceeding a 4-mm dehiscence) were evident and a
large portion of the bony housing around the
implants was missing (wider defects). In the present
study, successful bone healing was achieved in small
defects placed within a full or partial bony envelope
(space making), similar to those found in groups 1
and 3 without a membrane. However, cell-occlusive
membranes favor bone healing in patients with
advanced bone loss.27,38,44

The present short-term study refers only to clin-
ical observation, since no histologic evaluation of
the bone-implant interface was conducted.39 It is
possible that when clinical bone healing is apparent,
the tissue is not necessarily bone. Even in cases
where bone has regenerated, it should not be
assumed that this has resulted in osseointegration at
the defect site.39

There was a positive effect on crestal bone fill
with the use of membranes. At the time of implant
placement, crestal bone formation, relative to the
initial bone crest/implant distance, was approxi-
mately 82% in group 2, 79% in group 3, and 78%
in group 1. Healing of implant dehiscence defects
with and without the use of non-resorbable mem-
branes was compared in humans.39 The clinical
results suggested complete or nearly complete
regeneration of a bone-like tissue in most of the
dehiscence defects covered with a membrane, com-
pared to those seen in nearly identical control
defects. However, these clinical findings were not
statistically significant, partly because of the overall
variability in response. The histologic measure-
ments of bone area percentage and bone-to-metal
contact also failed to show significant differences.
Although the implant shoulder/bone margin dis-
tance improved in implants placed with a mem-
brane, it only approached statistical significance.39

Histologically, bone fill around implants has been
shown even in extreme cases with little or no bone-
to-implant contact.45,46

Another histologic study,43 in which immediate
implant placement was carried out in humans,
showed that for small peri-implant defects not
exceeding 1.5 mm in horizontal dimension, the use
of barrier membranes was not necessary, as long as
the socket walls were intact and a favorable defect
morphology was present. In previous dog and rabbit
studies, an even smaller bone-to-implant distance
was critical to achieve early bone-to-implant con-

tact.35,47,48 In immediate implantation, where a gap
between the implant and the bony walls exists, soft
tissue collapse may impede population of the
implant surface with cells of bony origin. The use of
membranes and/or bone grafting material35,47 and
longer healing periods after implant placement35

have been recommended. The results of the present
study were similar to other clinical reports in which
delayed implants were placed in combination with
guided bone regeneration procedures.44,49

The RPF approach does not allow for the use of
a membrane. It differs from the RSPF, creating a
surgical wound in the palate that heals by secondary
intention. However, the RPF procedure is easier to
perform than the RSPF since there is no splitting of
the palatal flap. The RPF is advised especially when
the thickness of palatal gingiva in the treatment area
is 4 mm or less (as determined through preoperative
sounding) and implants can be placed within a par-
tial or full bony envelope. Otherwise, an RSPF pro-
cedure with or without the use of a barrier mem-
brane is the technique of choice for single-tooth
immediate implant procedures.

CONCLUSIONS

1. Immediate implant placement with a bone graft
and soft tissue coverage was successful in the
short term.

2. Primary soft tissue maintenance over immediate
implants may be significant for improved crestal
bone healing.

3. The use of a barrier membrane in immediate
implant procedures probably is not mandatory,
provided the implants are placed within a bony
envelope, even if partially missing.

4. The techniques presented in this study, using
pediculated palatal flaps, can provide an effective
treatment approach to achieve primary soft tissue
coverage and clinical crestal bone healing
(approximately 80% relative to the initial bone
crest/implant distance) over implants placed
immediately after extracting single anterior or
premolar maxillary teeth, with or without the use
of barrier membranes.

ACKNOWLEDGMENT

The authors wish to thank Rita Lazar for editorial assistance
and preparation of the manuscript.



REFERENCES

1. Lazzara RJ. Immediate implant placement into extraction
sites: Surgical and restorative advantages. Int J Periodontics
Restorative Dent 1989;9:333–343.

2. Artzi Z, Nemcovsky C. Bone regeneration in extraction
sites. Part 1: The simultaneous approach. Implant Dent
1997;6:175–181.

3. Gelb DA. Immediate implant surgery: Three-year retro-
spective evaluation of 50 consecutive cases. Int J Oral Max-
illofac Implants 1993;8:388–399.

4. Werbitt MJ, Goldberg PV. The immediate implant: Bone
preservation and bone regeneration. Int J Periodontics
Restorative Dent 1992;12:207–217.

5. Rosenquist B, Grenthe B. Immediate placement of implants
into extraction sockets: Implant survival. Int J Oral Maxillo-
fac Implants 1996;11:205–209.

6. Mensdorff-Pouilly N, Haas R, Mailath G, Watzek G. The
immediate implant: A retrospective study comparing the dif-
ferent types of immediate implantation. Int J Oral Maxillo-
fac Implants 1994;9:571–578.

7. Brägger U, Hämmerle CHF, Lang NP. Immediate transmu-
cosal implants using the principle of guided tissue regenera-
tion (II). A cross-sectional study comparing the clinical out-
come 1 year after immediate to standard implant placement.
Clin Oral Implants Res 1996;7:268–276.

8. Schwartz-Arad D, Chaushu G. Placement of implants into
fresh extraction sites: 4 to 7 years retrospective evaluation of
95 immediate implants. J Periodontol 1997;68:1110–1116.

9. Becker BE, Becker W, Ricci A, Geurs N. A prospective clin-
ical trial of endosseous screw-shaped implants placed at the
time of tooth extraction without augmentation. J Periodon-
tol 1998;69:920–926.

10. Evian CI, Cutler S. Autogenous gingival grafts as epithelial
barriers for immediate implants: Case reports. J Periodontol
1994;65:201–210.

11. Landsberg CJ. Socket seal surgery combined with immedi-
ate implant placement: A novel approach for single-tooth
replacement. Int J Periodontics Restorative Dent 1997;17:
141–149.

12. Nemcovsky CE, Artzi Z, Moses O. Rotated split palatal flap
for soft tissue primary coverage over extraction sites with
immediate implant placement: Description of the surgical
procedure and clinical results. J Periodontol 1999;70:
926–934.

13. Nemcovsky CE, Artzi Z, Moses O. Rotated palatal flap in
immediate implant procedures. Clinical evaluation of 26
consecutive cases. Clin Oral Implants Res 2000;11:83–90.

14. Becker W, Becker BE. Guided tissue regeneration for
implants placed into extraction sockets and for implant
dehiscences: Surgical techniques and case reports. Int J Peri-
odontics Restorative Dent 1990;10:376–391.

15. Mellonig JT, Nevins M. Guided bone regeneration of bone
defects associated with implants: An evidence-based out-
come assessment. Int J Periodontics Restorative Dent
1995;15:168–185.

16. Becker W, Dahlin C, Becker BE, Lekholm U, van Steen-
berghe D, Higuchi K, Kultje C. The use of e-PTFE barrier
membranes for bone promotion around titanium implants
placed into extraction sockets: A prospective multicenter
study. Int J Oral Maxillofac Implants 1994;9:31–40.

17. Gher ME, Quintero G, Assad D, Monaco E, Richardson
AE. Bone grafting and guided bone regeneration for imme-
diate implants in humans. J Periodontol 1994;65:881–891.

18. Gher ME, Quintero G, Sandifer JB, Tabacco M, Richardson
AC. Combined dental implant and guided tissue regenera-
tion therapy in humans. Int J Periodontics Restorative Dent
1994;14:332–347.

19. Nevins M, Mellonig JT. The advantages of localized ridge
augmentation prior to implant placement: A staged event.
Int J Periodontics Restorative Dent 1994;14:97–111.

20. Artzi Z, Nemcovsky C, Rosenblat O, Zohar R, Kozak D.
Bone regeneration in extraction sites. Part 2: The staged
approach. Implant Dent 1997;6:183–187.

21. Nemcovsky CE, Artzi Z. Split palatal flap: A surgical
approach for primary soft tissue healing in ridge augmenta-
tion procedures. Technique and clinical results. Int J Peri-
odontics Restorative Dent 1999;19:175–181.

22. Block MS, Kent JN. Prospective review of integral implants.
Dent Clin North Am 1992;36:27–37.

23. Gotfredsen K, Nimb L, Buser D, Hjørting-Hansen E. Eval-
uation of guided bone regeneration around implants placed
into fresh extraction sockets: An experimental study in dogs.
J Oral Maxillofac Surg 1993;51:879–884.

24. Becker W, Becker BE, Polizzi G, Bergstrom C. Autogenous
bone grafting of bone defects adjacent to implants placed
into immediate extraction sockets in patients: A prospective
study. Int J Oral Maxillofac Implants 1994;9:389–396.

25. Simion M, Baldoni M, Rossi P, Zaffe D. A comparative
study of the effectiveness of e-PTFE membranes with and
without early exposure during the healing period. Int J Peri-
odontics Restorative Dent 1994;14:167–180.

26. Lekholm U, Becker W. Dahlin C, Becker B, Donath K,
Morrison E. The role of early versus late removal of GTAM
membranes on bone formation at oral implants placed into
immediate extraction sockets: An experimental study in dog.
Clin Oral Implants Res 1993;4:121–129.

27. Jovanovic SA, Spiekerman H, Richter EJ. Bone regeneration
around titanium dental implants in dehisced sites: A clinical
study. Int J Oral Maxillofac Implants 1992;13:29–45.

28. Nowzari H, Slots J. Microbiologic and clinical study of poly-
tetrafluoroethylene membranes for guided bone regenera-
tion around implants. Int J Oral Maxillofac Implants 1995;
10:67–73.

29. Murphy KG. Postoperative healing complications associated
with Gore-Tex periodontal material. Int J Periodontics
Restorative Dent 1995;15:363–375.

30. Rosenquist B. A comparison of various methods of soft tis-
sue management following the immediate placement of
implants into extraction sockets. Int J Oral Maxillofac
Implants 1997;12:43–51.

31. Bahat O, Handelsman M. Periodontal reconstructive flaps—
Classification and surgical considerations. Int J Periodontics
Restorative Dent 1991;11:481–487.

32. Edel A. The use of a connective tissue graft for closure over
immediate implant covered with an occlusive membrane.
Clin Oral Implants Res 1995;6:60–65.

33. Chen ST, Dahlin C. Connective tissue grafting for primary
closure of extraction sockets treated with an osteopromotive
membrane technique: Surgical technique and clinical results.
Int J Periodontics Restorative Dent 1996;16:349–355.

34. Salama H, Salama M. The role of orthodontic extrusive
remodeling in the enhancement of soft and hard tissue pro-
files prior to implant placement: A systematic approach to
the management of extraction site defects. Int J Periodontics
Restorative Dent 1993;13:313–333.

35. Knox R, Caudill RF, Meffert RM. Histologic evaluation of
dental osseous implants placed in surgically created extrac-
tion defects. Int J Periodontics Restorative Dent 1991;11:
365–375.

The International Journal of Oral & Maxillofacial Implants 851

NEMCOVSKY ET AL

COPYRIGHT © 2000 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING

OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF

THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITH-
OUT WRITTEN PERMISSION FROM THE PUBLISHER.



36. Becker W, Becker BE, Handelsman M, Ochsenbein C,
Albrektsson T. Guided tissue regeneration for implants
placed into extraction sockets: A study in dogs. J Periodontol
1991;62:703–709.

37. Parr GR, Steflik DE, Sisk AL. Histomorphometric and his-
tologic observations of bone healing around immediate
implants in dogs. Int J Oral Maxillofac Implants 1993;8:
534–540.

38. Buser D, Ruskin J, Higginbottom F, Hardwick R, Dahlin C,
Schenk RK. Osseointegration of titanium implants in bone
regenerated in membrane-protected defects: A histologic
study in the canine mandible. Int J Oral Maxillofac Implants
1995;10:666–681.

39. Palmer RM, Floyd PD, Palmer PJ, Smith BJ, Johansson CB,
Albrektsson T. Healing of implant dehiscence defects with
and without expanded polytetrafluoroethylene membranes:
A controlled clinical and histological study. Clin Oral
Implants Res 1994;5:98–104.

40. Artzi Z, Nemcovsky C. The application of deproteinized
bovine bone mineral for ridge preservation prior to implan-
tation. Clinical and histological observations in a case report.
J Periodontol 1998;69:1062–1067.

41. Berglundh T, Lindhe J. Healing around implants placed in
bone defects treated with Bio-Oss. An experimental study in
the dog. Clin Oral Implants Res 1997;8:117–124.

42. Wilson TG, Schenk R, Buser D, Cochran D. Implants
placed in immediate extraction sites: A report of histologic
and histometric analyses of human biopsies. Int J Oral Max-
illofac Implants 1998;13:333–341.

43. Tal H. Spontaneous early exposure of submerged implants:
I. Classification and clinical observations. J Periodontol
1999;70:213–219.

44. Dahlin C, Lekholm U, Becker W, Becker B, Higuchi K,
Callens A, van Steenberghe D. Treatment of fenestration
and dehiscence bone defects around oral implants using the
guided tissue regeneration technique: A prospective multi-
center study. Int J Oral Maxillofac Implants 1995;10:
312–318.

45. Stentz WC, Mealey BL, Gunsolley JC, Waldrop TC. Effects
of guided bone regeneration around commercially pure tita-
nium and hydroxyapatite-coated dental implants. II. Histo-
logic analysis. J Periodontol 1997;68:933–949.

46. Stentz WC, Mealey BL, Nummikoski PV, Gunsolley JC,
Waldrop TC. Effects of guided bone regeneration around
commercially pure titanium and hydroxyapatite-coated den-
tal implants. I. Radiographic analysis. J Periodontol 1997;68:
199–208.

47. Caudill RF, Meffert RM. Histologic analysis of the osseoin-
tegration of endosseous implants in simulated extraction
sockets with and without e-PTFE barriers. Part I. Prelimi-
nary findings. Int J Periodontics Restorative Dent 1991;11:
207–215.

48. Carlsson L, Rostlund T, Albrektsson B, Albrektsson T.
Implant fixation improved by close fit. Cylindrical implant-
bone interface studied in rabbits. Acta Orthop Scand 1988;
59:272–275.

49. Dahlin C, Anderson L, Lindhe A. Bone augmentation at
fenestrated implants by an osteopromotive membrane tech-
nique. A controlled clinical study. Clin Oral Implants Res
1991;2:159–165.

852 Volume 15, Number 6, 2000

NEMCOVSKY ET AL

COPYRIGHT © 2000 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING

OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF

THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITH-
OUT WRITTEN PERMISSION FROM THE PUBLISHER.


