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ABSTRACT  

For a practitioner with experience, the restoration with one or two individual crowns is relatively simple from 

clinical and technical point of view, but if a single crown has to be rebuilt in areas with major aesthetic concern, 

the prosthetic restoration becomes a challenge for any team of professionals. A major challenge for such a team 

si the unidental restoration, with or without implants, of a single incisor from the frontal maxillar area, 

especially the central superior incisors. These teeth have a highly aesthetic part since they are in direct 

connection with the shape and the aspect of the face. In the evaluation of the dental shape of the central incisors 

we can use different parameters which are closely related to the individual anatomical aspects of each patient: 

the shape and aspect of the face, the analysis of the existing casts or photos from the youth of the patient with 

the natural teeth. Finally, the decision is taken together with the patient after we establish the expectations and 

his possible personal demanding. By comparison with the frontal area, the restoration of the posterior teeth 

presents some advantages:  •The width of the initial alveolar crest is greater in the posterior area next to the 

frontal one; •The vestibular wall is denser and more extensive and allows the 4-5mm implant placement; 

• The esthetic aspect of the cervical area of the posterior teeth including the interdental spaces and the gingival 

papilae are less demanding than the frontal esthetical regions; •The esthetics of the shape of the crowns, the 

emerging profile of the crowns as well as the colour shades are less pretentious; •The placement of an implant in 

a unidental lateral space spares the practitioner of the preparation of the neighbouring teeth to the edentulous 

space, resulting a few advantages. We should not forget that, through the increasingly modern methods of mass 

media spreading, the patient is more curious and informed, consequently more demanding. All these 

requirements must be weight and if achievable, they will be analysed by the medical team then discussed with 

the patient. 
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Implant positioning in the previous in 

relation to the ridge 

Implant position is made in relation with 

the bone, not with the free edge of the teeth 

neighbours gums. 

Some authors consider that the implant 

must be lowered to 4 mm below the free 

gingival margin adjacent teeth to develop a 

profile according to the crown with a flat 

shape, to maintain health and to support the 

adjacent tissues adjacent natural teeth. In the 

same time resorption is prevented by 

lowering the hard and soft tissues of the zone 

of single implant site (fig. 1). 

In conception of the authors such 

placement provides emerging profile of the 

crown about 4-5 mm on the vestibular wall 

which approaches width of a natural tooth. 

Will disappear as "black spots", wide spaces 

between implant crown and adjacent teeth, 

this technique provides successful aesthetic 

restorations. Periimplantar bag depth of 4 mm 
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provides sufficient scaling porcelain 

necessary to achieve contour and color of a 

natural-looking crowns. However, several 

questions arise regarding health ditch around 

the implant. 

 

Fig. 1 Implant platform off the external 

cortex of the bone when the catalytic 

unidentar the ideal place from 1 apical 

conjunctival insertion zone adjacent teeth 

Gum 

After the first year of prosthetic loading is 

a significant loss of periimplantar bone rated 

between 0.8 and 1 mm, especially when the 

insertion was immediately postextractional. 

Sometimes this general resorption adds a 

bone loss of at least 0.5 mm below the 

connection blunt / implant that can extend 

beyond edge of crest, depending on the 

degree of adaptation of implant design on 

bone quality and density. 

The existence of a ditch in the vestibular  

of 4-5 mm, or more, creates difficulties in 

using cleaning and maintenance tools and 

plaque flora and have many opportunities to 

develop and produce inflammatory 

phenomena. In situations where 

periimplantary bag has 4 mm vestibular in 

interproximal areas of implant crown, 

interdental papilla corresponding areas are 

exposed to probing areas deeper than 4-5 mm 

to higher risk of bacterial retention. A thick 

and compact cortical withstand high occlusal 

stress. When the implant is lowered under 

cortical index bone, trabecular bone weaker 

which surrounds implant package has a lower 

ability to sustain occlusal loads. Another 

negative effect is biomechanically elongation 

crown and decreasing root resistance. Term 

will occur periimplantar resorption and 

decreased bone, periimplantar groove 

deepening and deficiencies in daily care. 

Finally clinical crown lengthening occurs 

which decreases in width at the package 

because as the crown narrows approaching 

the implant body diameter (3.75 to 4.2 mm). 

Aesthetic consequences are disastrous, 

occurs papilla retraction with black triangular 

spaces instead of buds and space food outlet.  

Depth of the periimplantary gingival space 

must be maintained long-term from 3 up to 4 

mm depth which may make cleaning and 

maintenance of superstructures on implants.  

In a trench more than 4 mm anaerobic 

bacteria that produce periimplantitis have 

chances to develop. Lean the connective 

tissue surrounding the implant has only fibers 

arranged parallel to implant. Therefore, the 

mechanism of attachment is less adherent 

when compared with the tooth, where fibers 

are arranged perpendicularly forming a circle 

ligament around him. In peridentar sounding 

gum bag, dental probe stops in epitelio-

conjunctiva junction circular is almost at the 

bone. Dental probe from the periimplantary 

bag penetrates almost all soft tissue depth and 

the doctor can not effectively assess the 

actual depth of the groove junction epitelio-

attachment attachment.  

Numerous studies on the effect of 

accumulation of plaque around the tooth and 

implant showed that the apical extension of 

bacterial infiltration was more pronounced 

around the implant. Explanation is given by 

the availability of titanium to receive plaque 

proteins and weak defense of connective soft 

tissue around the implant. At unidentar 

implant anaerobic bacteria that grow in areas 

close to the implant may affect the adjacent 
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natural teeth. 

It was demonstrated that long-term 

reduction of gingival may relate with 

periimplantary groove depth which will 

produce a long-term poor aesthetics. But not 

all trenches around teeth more than 4 mm 

with anaerobic bacteria will lead to loss of 

cortical bone. Immune system and strict 

hygiene prevents pathological bone resorption 

and tooth stability. 

However success in implantology and 

periodontology not depends entirely on the 

patient's immune system or the nature of its 

bacterial flora. Therefore, few things are 

needed: 

- groove depth monitoring; 

- reinforcing oral hygiene; 

- periodic inspection of the restoration; 

- periimplantar radiology of bone; 

- application of periodontal procedures to 

limit the groove depth. 

Only implant survival is not the only 

criterion in contemporary dental practice. 

Crown appearance, color and shade crown 

pottery and especially the presence of cervical 

region ideal spaces, a normal gingival contour 

and gingival papilla design are equally 

important aesthetic criteria. Health of the soft 

tissues around the implant within the 

professional responsibility of the physician 

and patient obligation after awareness and 

instruction. 

After the above mentioned we recommend 

that the implant is not placed under the bone 

index. Modern implants have cervical zone 

evazive and often wound and drains and less 

depper recommended for compact bone and 

harder as cortical. That is why the implant 

platform will stop at the external cortex of the 

bone when the ideal unidental catalytic is 

placed from 1 to 2 mm apical to the gingival 

conjunctival insertion zone adjacent teeth. 

This ensures at least 3 mm of soft tissue 

emergence vestibular implant crown. 

This is an ideal and desirable situation. In 

most cases requires the application of 

augmentation material that is put on the 

vestibular and distal implant to increase soft 

tissue contour from the vestibular zone. 

Additive periimplantar graft has some 

advantages:  

- attached vestibular lining thickness 

increases;  

- facilitate surgical shaping of the 

interdental papilla;  

- improves facial contour ridge and 

vestibular slope;  

- prevents observation of color 

transparency implant titanium gray body 

with vestibular mucosa.  

At bone augmentation techniques are 

added fixed soft tissue grafting surgical 

techniques. A connective tissue graft can be 

used to achieve an additional thickness of the 

vestibular soft tissue and papilla. A bone 

augmented and structured well which is 

added conjunctival graft provides stability 

and desired height of the interdental papilla. 

After unique implant insertion radiological 

control is recommended with an examination 

of the implant to recomply position and 

relationship with adjacent teeth. 

Provisional prosthesis made above, is 

recontoured to prevent the contact with soft 

tissue which covers the implant. Acrylic 

provisional prosthesis is worn to suturing 

removal (10-14 days) is then replaced with a 

bridge from a resin adhesive. Recommend to 

wait two weeks to fix because the acid 

content deck adhesive gel may migrate in 

gingival wound and healing is compromised. 

In addition, the wires are easily removed 

when the deck is still positioned adhesive. 

Unidental acrylic prosthesis is stored for 

reuse when adhesive bridge will fracture 

during uncementation.  

The ideal posterior tooth to replace with an 

implant is the first premolar. The edentation 

of the canine presents a few disadvantages: 

the crown on the canine abutment has a high 
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risk of ceramic fracture, decementation or 

screw fracturing due to the lateral 

components of the occlusal forces. Because 

of its part in the guiding of the occlusion, the 

canine becomes the most difficult tooth to 

restore with an implant comparing with other 

teeth from the frontal or lateral area.  The 

most generous available bone in a vertical 

level is in the first premolar area next to any 

other situation in the distal area.  The first 

maxillary premolar is almost always anterior 

and seldom in relation with the floor of the 

maxillary sinus.  The mandibular first 

premolar is almost always anterior to the 

mental foramen, he anterior buckle of the 

mandibular nerve-vessel group being the 

most easy area to implant. In the first 

maxillary premolar there might be two 

disadvantages to mention:        

• The canine is frequently tilted distally 

with 11 degrees.   

• The root of the canine has a distal 

curve in   35%  of the cases. If the root of the 

first premolar is shorter, the apex of the 

canine can extend over the one of the 

premolar. Most of the time the body of the 

implant is longer than the root of the natural 

maxillary first premolar and due to this the 

implant can be accidentally placed parallel 

with the root of the second premolar but in 

the root of the natural canine.  This error can 

lead to distalization and orthodontic treatment 

of the canine but can also cause the fracture 

of the root and the loss of the canine.  We 

recommend that the single implant for a first 

premolar should be placed parallel with its 

canine or a shorter implant should be chosen.        

Next to the anterior teeth, the crown on the 

first maxillary premolar requires a more 

vestibular placement of the implant of 5 mm 

diameter. Rather than the placement of the 

implant on the middle of the crest, the 

maxillary first premolar implant is placed 

more vestibullary for favorable esthetical 

results and to eliminate the necessity of a 

crestal void in the vestibular area.   The 

crown on the implant will have contact with 

the antagonist in the central fosse and the 

palatal cusp will be narrower to improve the 

oral hygiene of the implant and to reduce the 

ceramic fracture risk.   

In the mandibular first premolar we have 

to take into consideration the occasional 

anterior positioning of the buckle of the 

mandibular nerve. In 12% of the patients, the 

mandibular nerve advances inferior and 

anterior towards the “foramen mentale” then 

has a path upwards, distally and laterally 

emerging from the mental foramen.  

Consequently the nerve can also be placed 

underneath the apex of the first premolar.    

Since we choose longer implants than the 

natural root of the first premolar, it can press 

on the alveolar nerve.  For these situations we 

recommend shorter and wider implants. 

 

The relation of the unidental implant with 

the neighboring teeth 

The interproximal area between the 

implant body and the tooth should be a space 

of 1-2 mm to respond to the histological 

requirements of vitality maintenance in the 

bone structure and to respect the prosthetic 

and periodontal criteria.        

The medio-distal dimension of the 

mandibulary first premolar on section in the 

cervical area can have 5 mm or less. We do 

not recommend the insertion of an implant 

with a wide diameter (over 5 mm) since it 

might overlap with the papilar region of the 

neighboring teeth and it would increase the 

surgical risk of contact with the roots of the 

teeth.       

When the mesial-distal dimensions of the 

premolar are over 8-14mm it is not 

recommended to insert an implant with 

normal diameter of 4 mm. If a crown with a 

mesio-distal diameter of 13 mm is replaced 

by a crown on a 4 mm implant harmful 

occlusal loadings will appear on every side of 
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the crest.     

This increases the reception surface of the 

occlusal stress which can cause the loss of the 

bone, the screw, fracture and failure of the 

implant caused by overloading. Consequently 

when the mesio-distal dimension is of 8-13 

mm with an oral-vestibulary width greater 

than 6.5 mm it is recommended an implant 

with a 5-5.5mm in diameter.     

A greater diameter of the implant does not 

require a longer diameter which is a benefit 

since in the posterior area the vertical height 

is more reduced.   

It is important to know that the occlusal 

forces and the stress transmitted to the crestal 

bone are better receptioned by the thicker 

implants with adapted design than by the long 

implants. The implants with a wider surface  

(5.7mm) and hexagonal internal connections 

have bigger borders  and the fixing screw of 

the abutment is bigger, longer, thus more 

solid and more retentive.       

When the mesio-distal dimensions of the 

edentulous space are over 13 mm, two 

3.75mm implants would reduce the 

biomechanical stress better than the insertion 

of an implant (fig. 2, fig. 3). 

 

 

 

Figure 2. Preoperator investigation  Figure 3. Postoperator investigation 

Everything that represents the prosthetic 

mesio-distal space up to 13 mm makes the 

treatment plan more difficult. If we place a 

5mm implant there will be 3-4mm 

interproximal spaces and the crown will be 

approximately of the same dimensions.      

If we place two smaller implants we may 

encounter the earlier mentioned risks. 

 

CONCLUSION 

The additional space can be obtained in a 

few ways:   

1. The proximal shapes of the 

neighboring teeth are grinded to increase the 

mesio-distal dimension.  A space of up to 

4mm can be obtained.  Most of the times the 

diatal natural teeth, especially the second 

molar is tilted over the edentulous space and 

then it is preferred to grind its mesial surface. 

The selective ameloplastic grinding can be 

even more efficient than the other methods 

and we recommend it every time the narrow 

space can compromise the insertion.       

2. The orthodontics can be an optional 

treatment for the removal of the second molar 

when it is tilted mesially. An implant can be 

placed in the mesial area of the edentulous 

space and an arch pushes distally the second 

molar.     

3. The method of diagonal implant 

placement obtains 0.5-1mm: in the mandible 

an implant can be placed on the vestibular 

side and the other one on the palatal side, 

diagonally. 
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