
 
 
 
 
 
 
 
 
 
 
 
 
Topic: Implant insertion after tooth extraction: Clinical outcomes with different approaches 
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The study is based on clinical cases from our private practices. Our purpose was: 

• to determinate if a ridge augmentation procedure using a resorbable collagen 
membrane that is healing deliberately opened, not covered by any flap, “open 
healing”, represents an alternative for a better bone preservation and new bone 
formation compared to the classic GBR protocol; 

• to determinate if this minimally invasive procedure creates an increased patient 
comfort in everyday practice. 

Background: Implant dentistry has developed over the last few years as a result 
of the patients’ requirement for aesthetics, from the implant design and connection 
concepts to prosthetic devices and accessories. More and more augmentation of 
hard and soft tissues is necessary to achieve such an aesthetic result and to be 
able to follow a precise “backward treatment plan”. Guided bone regeneration 
(GBR) is the nowadays preferred technique among augmentation procedures in 
the treatment of alveolar ridge defects and refers to the use of barrier membranes 
that will separate and protect the grafting material furthermore covered by the flap.  
Aim: The study is based on clinical cases from our private practices and our 
purpose was to determinate if a ridge augmentation procedure using a resorbable 
collagen membrane that is healing deliberately opened, not covered by any flap, 
“open healing”, represents an alternative for a better bone preservation and new 
bone formation and creates an increased patient comfort in everyday practice 
compared to the classic GBR protocol. 
Material and Methods: We analyzed 20 patients treated between 2008 and 1014, 
out of which, 14 patients received single tooth or multiple teeth extraction without 
simultaneous implant placement, 4 patients received extraction with immediate 
implant placement and 3 patients received bone split and immediate implant 
placement. In all the cases we did bone grafts without deperiostation and flap 
mobilization, we covered the augmented area from the beginning only with a 
resorbable collagen membrane and we sutured it to the wound edges in order to 
fix it in a stabile position. For 3 patients with bone height loss, we used an 
additional titanium mesh fixed beneath the collagen membrane, with a 
deperiostation of less than 2 mm for fixing the mesh. We developed a clinical post 
op control protocol including in office and home care for the primary healing 
period. X – Rays and CBCT scans were performed. Measurements were done 
before the surgery, immediate post – OP and at 6 month and 12 month follow up in 
order to determinate the bone preservation / new bone formation for each 
sequence and to integrate the results with the clinical outcome. 
Results: From the 20 patients treated, in 17 cases the membrane remained intact 
for the primary healing period of two weeks and the bone volume was preserved in 
height and width for an ideal second stage flapless implant placement after 6 
month, with a bone preservation of  98,9 % +/- 0,7 % compared with initial 
measurements. 
Conclusions and Clinical Implications: Clinical evidence is reviewed to provide 
a better understanding of the concept and to show the advantages and the limits of 
using the “open healing” protocol in socket preservation, bone splitting and in 
extended ridge augmentations, with respect to the hard tissue volume, soft tissue 
and implant stability as well as post operative patient comfort due to a lower 
surgical trauma compared with conventional methods. Further scientific studies 
needs to be done to reinforce our clinical results.  

Using the open healing technique, we were able preseve the sockets width and to 
gain bone height to the level of the adjacent tooth (24), avoiding the external 
sinus floor elevation in the second surgery stage and a possible modified crown - 
root ratio in the final prosthetic restorations. 

Due to the minimally invasive approach without raising a flap during the first 
surgery session and flapless implants insertion during the secont stage surgery, 
we determined a high patient intra-op and post-op confort, compared to clasic 
GBR techniques and flap implantation. 

The hard and soft tissue level remained stabile, including papila formation mesial 
to the 25 implant, after performing both clinical and x-ray measurments. 

In the case presented below as example for the open healing protocol, after 
atraumatic extraction of teeth 25, 27 and 28, we did bone graft without flap 
mobilization and we covered the augmented area from the beginning with a 
resorbable collagen membrane sutured to the wound edges in order to fix it in a 
stabile position. We used an additional titanium mesh fixed beneath the collagen 
membrane, with a deperiostation of less than 2 mm, just for fixing the mesh. We 
use PTFE sutures for all open healing procedures. (fig. 1 - 5). The sutures were 
cut after 3 weeks and the titanium mesh was taken out after 6 month (fig. 6 - 10), 
followed by two weeks of soft tissue healing and flapless insertion of tissue level 
implants at 25 and 27, performing an internal sinus lifting at 27. (fig. 11-12). 

We respected the biological width limit for the prosthetic restorations and we 
measured a stabile hard and soft tissue level at follow ups, including 2 years 
control CBCT. (fig. 13 - 16). 
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Clinical evidence is reviewed to provide a better understanding of the concept 
and to show the advantages and the limits of using the “open healing” protocol in 
socket preservation, bone splitting and in extended ridge augmentations, with 
respect to the hard tissue volume, soft tissue and implant stability as well as post 
operative patient comfort due to a lower surgical trauma compared with 
conventional methods. 


