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1 | INTRODUCTION

Immediate implant placement is often considered the treatment of
choice for tooth replacement in esthetic areas owing to advantages
such as reduced treatment time, reduced number of surgical proce-
dures, low morbidity, and the possibility of an immediate provisional
prosthesis being delivered on the day of extraction—all of which
contribute to increased patient satisfaction. In addition, survival
rates for this therapy are comparable to those of early and delayed
implant placement modalities.*™*

Nevertheless, immediate implant placement is not able to miti-
gate the buccal hard and soft tissue remodeling following tooth ex-
traction,”” and thus has also been associated with several critical
drawbacks related to the inadequate assessment/management of
the soft and hard peri-implant tissues and their subsequent remodel-
ing, ultimately resulting in the occurrence of peri-implant soft tissue

defects,®11

which can lead to an impaired esthetic outcome in time.

Traditionally, immediate implant placement in the esthetic
area has been indicated as a flapless procedure. After a tooth is
extracted, blood supply from the periodontal ligament disappears,
so vascularity to the site comes solely from soft tissue and bone.
If flaps are reflected, the scarcely vascularized cortical bone loses
its supraperiosteal blood supply, prompting some amount of bone
resorption during the initial healing phase.lz'13 Flapless techniques
are considered minimally invasive because, in a way, they pre-

serve vascularity at the surgical site by not exposing the bone or

performing incisions on the soft tissue.!* Therefore, it has been
suggested that this approach causes less trauma to the peri-implant
tissues, ultimately preserving the anatomy of the postextraction
site and neighboring teeth. However, this implicitly requires for
the future implant site to have an “ideal” baseline anatomy that
complies with basic tenets such as intact and thick (at least 1 mm)
buccal bone wall and a thick gingival phenotype. In this regard, the
literature shows that only 5%-10% of single-tooth extraction cases
could fulfill these criteria.®

Furthermore, flapless postextraction implant placement has
been linked with a series of esthetic and functional complications be-
cause of the impaired visibility that can hinder adequate assessment
of implant depth and buccolingual position in relation to the anatom-
ical position of the bone crest (leading to wrong implant position/an-
gulation), underestimation of the quality/quantity of the buccal and
interproximal soft tissues (resulting in the occurrence of mucosal
recession), chance of unnoticed fenestration or dehiscence related
to incorrect bur angulation, or a combination of the these,i'“"“”17
especially when performing freehand implant placement.

In implant therapy, whether to elevate the flap is still a subject
of debate and controversy. The effect that raising a flap has on the
remodeling of the cortical bone has been profoundly explored in
the literature.’® 2! However, in the context of implant placement,
no statistically significant difference has been found regarding cr-

14,22-24

estal bone loss between flapped and flapless procedures, and

several researchers concluded that flap design should be chosen
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according to the need for access/visibility and experience level of
the surgeon.?’

Nowadays, computer-guided implant placement allows planned
and predictable implant positioning26 even in flapless approaches
that result in impaired visual access during surgery. Nevertheless,
alterations in the bone and gingival morphology—such as altered
passive eruption or gingival recession—affecting the failing tooth or
the teeth adjacent to the extraction site could also lead to incorrect
planning and positioning of the postextraction implant. Additionally,
cases with large mucogingival deformities or buccal bone defects on
the tooth being replaced require flap mobilization in order to achieve
complete coverage of the soft and/or hard tissues being grafted.

With the goal of avoiding possible errors and complications at imme-
diate implant sites, in this article we describe the advantages of raising
a buccal flap in order to deal with the very diverse scenarios that can
be encountered both at the failing tooth and at the adjacent dentition
during post-extractive implant placement: defects of the buccal bone
wall, inadequate quantity/ quality of the buccal and interproximal soft
tissues, gingival recession, or even altered passive eruption. The purpose
of this paper is to present a mucogingival approach?’ for fully guided
immediate implant placement and provisionalization with buccal flap el-
evation in the esthetic area as an alternative to the flapless approach to
overcome some of the limitations for immediate tooth replacement in
cases that lack the pristine conditions once considered essential.

2 | THE MUCOGINGIVAL APPROACH TO
IMMEDIATE IMPLANT PLACEMENT

Beginning with a thorough analysis of the hard and soft tissue con-
ditions at the area being treated, with computer-guided implant
planning as a prerequisite, this approach encompasses the following

series of steps:

e Flap elevation.

e Intraoperative tooth extraction.

e Fully guided implant placement.

e Bone augmentation.

o Soft tissue augmentation.

e Immediate provisionalization and flap closure.

e Postsurgical care and subsequent prosthetic phases.

This is a standardized approach; however, particularities and

modifications for every single step will be described in detail.

3 | THE FLAP

The basic principles for the elevation of the buccal flap for immediate
implant placement derive from the techniques developed in perio-
dontal plastic surgery for multiple gingival recession coverage; that is,
the coronally advanced flap. This is a well-documented and validated

2829 and more re-

30-34

technique utilized in esthetic mucogingival surgery
cently also to treat soft tissue dehiscences at implant sites.
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The proposed technique is a redesign of the multiple coronally ad-
vanced envelope flap with a frontal approach, originally reported in the
literature as an access flap for single implant insertion in areas of esthetic
relevance.””% The implementation of guided implant placement systems
is crucial, since this allows the sole elevation of an envelope-type buccal
flap, sparing disruption to the crestal, interproximal, and palatal tissues.

The design of this flap starts with the identification of its cen-
ter of rotation, which in these cases will be represented by the fail-
ing tooth/future implant site. A series of oblique incisions directed
towards the center of rotation should be placed interproximally,
including at least one tooth mesial and distal to the implant site.
Said incisions start from the gingival margin of the adjacent tooth
and end at a distance from the vertex of the papilla that should
equal the desired amount of coronal advancement of the marginal
tissues.

The flap is raised by performing a split-full-split thickness ap-
proach. Split-thickness flap elevation starts from the interproximal in-
cisions, placing the scalpel parallel to the long axis of the tooth in order
to produce a connective surface; this creates the surgical papillae of
the flap, while leaving the anatomical papillae in situ. Full-thickness
flap elevation is then performed on the buccal aspect of the teeth in-
cluded in the surgical area, starting at the sulcus and reaching 3mm
apical to the bone crest. Coronal flap advancement is obtained by
sharp dissection consisting in two types of split-thickness incisions:
The first is “deep,” parallel to the bone surface, and the second one is
“superficial,” parallel to the inner aspect of the flap—freeing the flap
from the periosteum and from muscle insertions (Figures 1-3).

The flap design described is indicated for cases in which only the
failing tooth is affected by gingival recession, both the failing tooth and
one or more of the adjacent teeth are affected by gingival recession, or
in situations requiring bone augmentation at the extraction site. In the
latter situation, since defects on the buccal bone plate can be over- or
underestimated with preoperative radiographic evaluations, flap ele-
vation can allow their effective assessment and treatment.

However, in the presence of altered passive eruption, param-
arginal incisions should be performed solely on the teeth adjacent
to the future implant site,> and they should be placed about 1mm
more coronal than normally done for the treatment of altered pas-
sive eruption. Split-thickness incisions at the level of the papillae
and full-thickness elevation of the buccal keratinized tissues at the
future implant site are done as formerly described. In this scenario,
flap release from the deep and superficial muscle insertions is site
specific—only at the level of the failing tooth and of the two adjacent
teeth—to allow coronal advancement in the future implant site. As
previously mentioned, the palatal flap and interproximal tissues are

never reflected (Figures 4-6).

4 | INTRAOPERATIVE TOOTH
EXTRACTION

It has been reported that when a full-thickness flap is raised dur-
ing tooth extraction, an additional 0.7 mm of tissue remodeling
has to be expected.®” Nevertheless, a study by Binderman et al®®
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FIGURE 1 Case 1. A,B, Baseline situation showing gingival recession and open gingival embrasures around failing tooth 21. C, Periapical
radiograph shows advanced subgingival tooth decay. D, Digital planning with prosthetically-guided implant position. E,F, Elevation of a split-
full-split thickness flap and intraoperative tooth extraction preserves the integrity of the buccal, interproximal and palatal tissues. G, Fully

guided implant placement

FIGURE 2 Case 1. H,l, Ideal apico-coronal, bucco-lingual, and mesio-distal implant position. J,K, Filling of the bone-implant gap with a
mixture of biomaterial and autologous bone within the limits of the surrounding bone contours. L, CTG sutured to the internal aspect of
the buccal flap in a paramarginal position. M, Flap closure is started with simple interrupted sutures on the peri-implant papillae before
placement of the provisional crown. N, Flap closure is completed and improved with a sling suture suspended around the provisional crown.

comparing two approaches for the elevation of a mucoperiosteal
flap reported that an incision in the marginal gingiva for flap eleva-
tion induced marked bone remodeling, but no significant crestal
bone loss was observed when performing blunt dissection for the
elevation of the full-thickness flap. Their findings suggested that
the injury and breakdown of the marginal connective tissue was
responsible for triggering bone loss after flap elevation. In other
words, the intrasulcular use of a surgical blade should be avoided
to minimize the damage or thinning of the facial marginal tissues of
the flap, which could result in additional bone loss at the extrac-
tion site.

Following this rationale, flap elevation in the mucogingival ap-
proach to immediate implant placement is performed full thickness in

the central portion by inserting the periosteum elevator directly into
the sulcus. Furthermore, surgical access facilitates tooth extraction
and helps minimize the trauma on the surrounding soft tissues. By
raising a flap, injury to the buccal soft tissues during placement of
the extraction forceps can be avoided. The improved visibility allows
atraumatic extraction of the tooth (or root fragment), which is essen-
tial for preserving the integrity of the anatomical papillae and of the
buccal bone plate.

When dealing with cases involving altered passive eruption, once
the failing tooth has been extracted, the corrective osteoplasty can
be performed initially with a mini bone scraper to collect some au-
tologous bone chips that can be used later on at the implant site
(see Section6). Afterwards, osteoplasty and ostectomy can be
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FIGURE 3 Case 1. O,P, Intimate flap adaptation creates a seal around the provisional crown, occlusal contacts and interferences are
removed. Q, Situation at 4 months post-op, final stages of soft tissue conditioning with the provisional crown. R,S,T Follow-up after 5 years
shows complete papillae fill interproximally and natural, esthetic buccal contour; the periapical radiograph shows stability of the crestal
bone level.

FIGURE 4 Case 2. A, Baseline situation showing dark root discoloration and misalignment of the gingival margin around failing tooth 11.
B,C, Diagnostic test and radiograph confirms presence of altered passive eruption in the frontal aesthetic area. D,E, Digital implant planning
foreseeing the ideal apico-coronal position of the future gingival margin. F, G, Flap design following the principles of crown-lengthening
surgery without placing paramarginal incisions on the future implant site. Flap elevation is done partial thickness in the papilla area and full
thickness at the other teeth in the surgical area, before tooth extraction

completed with rotating instruments and chisels as required, until 5 | FULLY GUIDED IMPLANT PLACEMENT
restoring a physiologic bony architecture and repositioning the buc-

cal bone crest of each affected tooth at a distance of 2-3mm from Errors in buccolingual implant position and angulation are a common
the cemento-enamel junction.36 finding in cases of immediate implant placement, mainly due to the
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FIGURE 5 Case 2. H, Restoration of the ideal bone contours after ostectomy and osteoplasty at the teeth affected by altered passive
eruption followed by fully-guided implant placement and gap fill with bone graft. |, Dimensions of the CTG should encompass the base of
the peri-implant papillae mesio-distally and its height should extend from the desired position of the gingival margin to 2-3mm apically to
the position of the buccal bone crest. J, Fixation of the CTG to the internal aspect of the flap. K, Flap closure is done with simple interrupted
sutures in the peripheral area of the flap before placement of the provisional crown. L, M, Ideal characteristics of the provisional restoration
include undercontouring in all aspects of the transgingival portion of the crown.

FIGURE 6 Case 2. N, The flap is coronally advanced around the implant and fixed with simple interrupted sutures and a final sling suture
around the provisional. O, Healing after 2 months. P,Q,R, Follow-up after 5 years showing improved aesthetics at the treated area and

stability of the peri-implant bone radiographically.

anatomy of the postextraction socket and the need for primary im-
plant stability, which can highly influence free-hand implant instal-
lation. Static computer-aided implant placement consists in the use
of high-precision restrictive surgical guides generated on the basis
of preoperative digital planning.3’~*! Fully guided implant placement
is when the aforementioned guides are used for both implant site
preparation and implant installation. According to a couple of stud-

i ae 26,42
)

ies superior accuracy and significantly lower three-dimensional

deviations between the planned and actual implant position can be
achieved with fully guided protocols compared with partially guided
and freehand placement (0.22+0.07mm, 0.69+0.15mm, and
0.80+0.35mm offset at the crest, respectively; mean differences
in angular deviation of 4.41° and of 2.11° for free hand and partially
guided placement, respectively, versus fully guided implants). Use of
digital planning software for guided implant surgery is also crucial in
cases with limited mesiodistal space in order to respect the minimum
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4344 \which is critical

1.5mm required tooth-to-implant distance,
for maintenance of esthetics and peri-implant health in the inter-
proximal area as well as for avoiding any damage to adjacent roots.
Additionally, primary implant stability—a prerequisite for immediate
implant placement and provisionalization—can be ensured by plan-
ning implant placement in a position that engages the palatal wall
and the bone 4-5mm beyond the apex of the extraction socket.*®

During planning, the apicocoronal implant position is chosen
according to the position of the gingival margin of the reference
tooth. It follows that positioning errors, such as a very shallow im-
plant placement, can result from undiagnosed altered passive erup-
tion on the teeth adjacent to the implant site. Therefore, during
digital implant planning in such cases it is necessary to predeter-
mine the amount of crown lengthening to be done on the adjacent
teeth and use these measurements to place the rough portion of
the implant at a distance of 3.5-4 mm from the ideal position of the
mucosal margin of the future implant-supported crown.*¢

The mucogingival approach to immediate implant placement
foresees that fully guided implant placement is done only after com-
plete elevation of the buccal flap and subsequent correction of the

altered passive eruption, when required.

6 | BONE AUGMENTATION

Bone thickness of 1.8-2mm on the buccal aspect of dental im-
plants has been suggested to ensure predictable long-term stabil-
ity of the hard and soft tissues.***” However, according to several

48-50

studies, the reported buccal bone thickness in the maxillary

anterior region—as measured by computed tomography in healthy

 peracartoogy 2000 RIS

patients—is frequently less than 1mm in as many as 74% of cases. In
addition, as a consequence of postextraction alveolar remodeling,
the mean changes in horizontal bone dimensions at immediate im-
plant sites in the maxillary esthetic zone amount to nearly 0.7 mm.>t
In contrast, the use of bone-substitute materials during immediate
implant placement has been advocated to reduce horizontal buccal
bone resorption;>? therefore, careful presurgical assessment should
include planning of a buccal bone graft.

When implementing the mucogingival approach to immediate
implant placement there are two possible scenarios: intact buccal
bone wall, or presence of buccal dehiscence in the postextraction
socket. In the first scenario, the gap between the buccal bone plate
and the implant surface is an area that requires bone grafting be-
cause the implant is positioned more palatal with respect to the orig-
inal root position.43 Internal socket grafting will favor bone formation
and reduce the risk of advanced remodeling of the buccal contour.”®
The gap should be filled with bone graft material, preferably com-
bined with autologous bone harvested from adjacent intraoral areas
with a bone scraper. In the presence of buccal bone dehiscence, the
defect can be treated with a mixture of bone-substitute material
and autologous bone chips covered and stabilized with a resorbable
barrier membrane.>* Thanks to the split-thickness flap elevation, the
membrane can be secured in place by suturing it to the periosteum
remaining laterally to the extraction site.

In both of the aforementioned scenarios, excessive amounts of
bone graft should be avoided, taking care to place the bone graft
at a level where buccal bone reconstruction is predictable: Vertical
augmentation should end at the level of the implant's rough surface,
and horizontal augmentation should follow the convex contour of

the buccal bone (Figures 7-9).

FIGURE 7 Case 3. A,B,C, Baseline situation shows presence of a chronic inflammatory lesion on tooth 21 associated with resorption

of the buccal bone plate. D, Digital planning shows availability of bone palatally and apically to ensure primary stability. E, A split-full-split
thickness envelope flap was raised with oblique interproximal incisions directed towards the center of rotation; guided implant placement
was successful regardless of the considerable buccal bone dehiscence defect. F,G,H, A mixture of biomaterial and autologous bone was
placed within the buccal bone contour of the adjacent teeth. The resorbable membrane was fixed with simple interrupted sutures anchored
to the periosteum laterally and a CTG was sutured to the internal aspect of the flap.
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FIGURE 8 Case 3.1, Closure of the coronally advanced flap begins with sling sutures around the peripheral areas of the flap before
placement of the provisional crown. J,K, After crown placement, simple interrupted sutures are placed at the peri-implant papillae and a

final sling suture improved adaptation and ensures marginal stability. L, Undercontouring of the provisional restoration allowed growth and
maturation of the buccal and interproximal soft tissues. M, Situation after 6 months, at the end of the soft tissue conditioning phase with the

provisional.

FIGURE 9 Case 3.N, O,P, Follow-up after 5 years showing improved aesthetics at the treated area, restoration of the buccal contour and

stability of the peri-implant bone radiographically.

Bone graft particles that impinge on the area belonging to the
supracrestal soft tissues must be removed before placing the con-
nective tissue graft, since excessive amounts of bone graft at the
supracrestal level will not integrate and risk becoming encapsulated
in scar tissue.

7 | SOFT TISSUE AUGMENTATION

Several advantages seem to be related to the adjunctive use of con-
nective tissue grafts simultaneously with immediate implant place-

5557 |t has been reported that

ment in cases of high esthetic priority.
a connective tissue graft is able to promote greater stability of peri-
implant bone levels,”®>? improve mucosal thickness and peri-implant
conditions around the implant-supported crown, and prevent risk of
future esthetic and functional complications, such as mucositis and

midfacial recession.6%¢!

Mucosal thickness plays a major role in esthetic outcomes and
peri-implant health.>” Implant sites with soft tissue grafts have
demonstrated more facial dimensional gain and significantly better
color match of the peri-implant mucosa than implant sites without
soft tissue grafts have.®? Compared with thin soft tissues, thicker tis-
sues can provide greater stability of the mucosal margin: According
to a recent meta-analysis,®” soft tissue augmentation with a con-
nective tissue graft following immediate implant placement in es-
thetic areas results in significantly less recession (mean difference
0.38mm, P=0.005) and a significantly thicker mid-buccal mucosa
(mean difference 0.87 mm, P<0.001) when compared with no graft-
ing after 1year. Furthermore, concomitant soft and hard tissue aug-
mentations have reported less marginal soft tissue recession when
compared with hard tissue augmentation alone.%*

Increased mucosal thickness (greater than 2mm) may also pro-
mote greater stability of interproximal marginal bone levels®® and
minimize peri-implant bone loss overall.?®"%” When the effect of
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phenotype modification on changes in marginal bone loss was as-
sessed in a recent meta-analysis, treatment with connective tissue
graft resulted in significantly less marginal bone loss than control
sites with no soft tissue augmentation did.”®

Furthermore, the buccal soft-tissue thickness needed to mask
the implant-prosthetic components (at least 2 mm),®® and to reduce
the risk for development of peri-implant soft tissue dehiscence, is
rarely present in immediate postextractive implant cases. Therefore,
buccal soft-tissue augmentation techniques performed simultane-
ously with postextractive, immediately provisionalized implants is
strongly suggested.

After implant placement and peri-implant bone augmentation,
the anatomical interproximal papillae included in the surgical area
need to be carefully de-epithelialized to promote first intention
wound healing with the overlying flap. The mucogingival approach
to immediate implant placement technique foresees the placement
of a de-epithelialized connective tissue graft harvested from the
posterior palate.®”7° The graft should be sutured to the internal as-
pect of the buccal flap at the implant site, where it will serve both
to stabilize the area of bone augmentation and also to increase
soft tissue thickness buccally at the level of the future peri-implant
transmucosal path. The vertical dimensions of the connective tis-
sue graft should cover from 1 mm coronal to the level of the soft
tissue margin of the reference tooth and up to 2-3mm of bone api-
cal to the buccal bone crest at the implant site; mesiodistal graft
dimensions should extend to the base of the surgical papillae of the
flap. Graft thickness should be at least 1 mm in order to guarantee
a minimum thickness of 2mm of the entire buccal soft tissues (ie,
flap plus graft).

The connective tissue graft is secured to the internal aspect of
the buccal flap with two horizontal internal mattress sutures placed
mesially and distally. The graft should be sutured in a paramarginal
position, 1mm apical to the scalloped margin of the buccal flap to
prevent graft exposure and to avoid interference with primary clo-
sure in the area of the papillae.

8 | IMMEDIATE PROVISIONALIZATION
AND FLAP CLOSURE

One crucial aspect for the stability and maturation of the peri-implant
soft tissues is the implant-supported crown.”*”2 The ideal charac-
teristics of the emergence profiles of these restorations have been
described in the literature as the critical and subcritical contours,”®
and more recently as the esthetic biological contour concept.74 The
latter article subdivides the subgingival contour of the implant res-
toration into three zones: an esthetic zone (E), corresponding to the
1 mm subgingival area immediately apical to the free gingival mar-
gin; a bounded zone (B), immediately apical to the esthetic zone and
measuring approximately 1-2mm; and a crestal zone (C), 1-1.5mm
area located immediately coronal to the implant platform. Although
the crestal and esthetic zones have an established conformation—
straight and convex, respectively—the anatomy of the middle area
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defined as zone B will depend on the position of the implant and the
thickness of the soft tissues. In this regard, special consideration has
to be given when translating this information to provisional crowns
placed on postextractive implants. Not only should overcontouring
be avoided in all aspects of the restoration, but a concave subcritical
contour is mandatory during the initial healing phase to accommo-
date the augmented buccal soft tissues. The prosthetic emergence
profile at the interproximal area should also be deliberately under-
contoured to allow space for papillae growth and maturation without
unwanted mechanical compression. Immediate provisionalization
without occlusal loading is advised.

Digitally guided implant planning allows the fabrication of a very
precise-fitting provisional crown. In this way, the clinician does not
have to deal with a shell that has to be extensively relined and can
predictably foresee the use of a screw-retained restoration.

During flap closure, the first sutures that have to be placed are
the ones that stabilize the peripheral area of the flap; the central
area (ie, implant site) is sutured last, after the provisional crown
has been placed. Following the principles of mucogingival tech-
niques,?® sling sutures suspended around the cingula of the teeth in
the treated area are performed to stabilize the coronally advanced
flap while allowing its precise adaptation at the buccal aspect and
ensuring intimate contact between every single surgical papilla and
the interdental connective tissue surface. Coronal displacement of
the flap compensates for the tendency for its apical shrinkage and
allows simultaneous treatment of gingival recession defects present
at the implant site or on adjacent teeth.

Conversely, in cases also being treated for altered passive erup-
tion, flap closure consists of simple interrupted sutures that stabilize
the vertices of the surgical papillae at the base of the corresponding
anatomical de-epithelialized papillae, allowing apical repositioning of
the flap at the level of the teeth that need to be elongated.

At the implant site, simple interrupted sutures are first performed
on the peri-implant papillae, followed by a sling suture anchored to
the palatal cingulum of the provisional crown. Regardless of the
treatment being performed at the adjacent teeth, coronal flap ad-
vancement must always take place around the implant. This is done
to compensate for future primary and/or secondary flap shrinkage,
but especially to obtain an excessive increase in height of the buccal
and interproximal soft tissues, which can then be conditioned in pos-
terior phases to achieve optimal esthetics.

9 | POSTSURGICAL CARE AND
SUBSEQUENT PROSTHETIC PHASES

During the first 2weeks, mechanical cleaning is abandoned at the
surgical site. During this period, chemical plaque control should
be performed three times a day with a chlorhexidine digluconate
(0.12%) mouthwash. Sutures are removed after 14 days and use of
a soft toothbrush at the treated area can be reinstated afterwards.
Follow-up visits are recommended after 1, 3, and 6 months with clin-
ical examination and local hygiene of the treated area.
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Modifications on the provisional screw-retained crown, includ-
ing occlusal loading, should take place only after 3-4months from
implant insertion. This will ensure the stability and time needed for
osteointegration to occur and for the supracrestal soft tissues to
mature and grow, both buccally and interproximally. At this point,
soft tissue conditioning can be started by making small increments
to the provisional crown until achieving the desired scallop of the
mucosal margin and fill of the interproximal embrasure. In this way,
the final crown should ideally be placed 6-8 months after implant

placement.

10 | CONCLUDING REMARKS

When contemplating the possibility of performing immediate im-
plant placement in the esthetic area, thorough examination of the
case at hand should lead the clinician to establish the need for ad-
ditional therapy both at the site of the failing tooth and in the sur-
rounding dentition based on the quantity and morphology of the
soft and hard tissues.

Predetermination of the ideal implant position can be transferred
to a digital project, and fully guided implant placement is advised in
order to avoid deviations from the desired apicocoronal, mesiodistal,
and buccolingual position. However, the presence of altered passive
eruption or gingival recession in the treated area should always be
acknowledged during the treatment-planning stage.

If the case does not meet the criteria for flapless immediate
implant placement, raising a buccal flap could still make it possi-
ble to place an immediate implant. The more apical position of the
gingival margin on the tooth to be extracted is no longer a contra-
indication for the postextractive implant with immediate provision-
alization because the initial unfavorable position of the marginal
soft tissues can be compensated by the coronal advancement of
the access flap.

Elevation of a buccal flap allows the comprehensive treatment
of both the implant site—such as reconstruction of the buccal hard
and soft tissues—and the neighboring dentition—in cases with con-
comitant presence of gingival recession or altered passive eruption.
The mucogingival approach to the immediate implant placement
technique ensures adequate three-dimensional implant placement,
makes it possible to perform bone augmentation with complete
visibility of the area being treated, allows soft tissue augmentation
with proper fixation of the connective tissue graft, and foresees the
placement of an immediate provisional that can stabilize the peri-

implant tissues throughout the healing period.
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