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Abstract: For the treatment of impacted maxillary canines, traction associated with a complete
orthodontic treatment is the first choice in young patients. However, in adults, this treatment
has a worse prognosis. The surgical extraction of the impacted tooth can result in a series of
complications and a compromised alveolar bone integrity, which may lead to the requirement of a
bone regeneration/grafting procedure to replace the canine with a dental implant. These case reports
aimed to describe an alternative treatment procedure to the surgical extraction of impacted maxillary
canines in adults. Following clinical and computerized tomography-scan (CT-Scan) examination,
the possibility of maintaining the impacted canine in its position and replacing the temporary canine
present in its place with a dental implant was planned. A short dental implant with an immediate
provisional crown was placed, without contacting the impacted canine. At 3 months follow-up,
a definitive metal-ceramic restoration was placed. Follow-up visits were performed periodically.
The implant site showed a physiological soft tissue color and firmness, no marginal bone loss,
no infection or inflammation, and an adequate aesthetic result in all follow-up visits. These results
suggest that the treatment carried out is a valid option to rehabilitate with an osseointegrated short
implant area where a canine is included, as long as there is a sufficient amount of the remaining bone.

Keywords: short implant; impacted canine; immediate loading

1. Introduction

The presence of an impacted maxillary canine is a relatively common situation, with a
frequency between 1 to 3% [1–3]. It is more frequent in the maxillae than in the mandible
in a 7:1 ratio approximately [4], and two-thirds of the impacted canines are localized in the
palatal region [5].

Maintaining the impacted canine in position is associated with different complica-
tions: Peri-coronal follicular cyst, migration of adjacent teeth, tooth resorptions, pain or
swelling [4,6]. Therefore, different treatment modalities have been proposed: Traction of
the impacted canine associated with a complete orthodontic treatment is the treatment of
choice in young patients [7]. However, in adults, the traction of the impacted canine has a
worse prognosis, which worsens with age [8]. The surgical extraction of the impacted tooth
compromises alveolar bone integrity, and a bone regeneration/grafting procedure may
be required to replace the canine with an osseointegrated dental implant. Furthermore,
surgical extraction may present a series of complications: Post-operatory swelling up to
2 days post-surgery (with a frequency of 19%), hematoma, alveolar osteitis, suppuration,
postoperative pain, paresthesia, unaesthetic results, maxillary sinus communication, and
adjacent tooth pulp necrosis, with a frequency from 0.5 to 2% [9,10].
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Dental implants have a high long-term success rate, according to scientific evidence [11,12].
However, in patients with periodontal disease, the success of implant therapy is lower
than in healthy patients, and they have a higher risk of peri-implantitis [13,14]. Although
periodontitis is not a contraindication for implant treatment, its correct maintenance, and
control of associated risk factors, such as tobacco, is essential in these patients [15].

The aim of these case reports was to describe an alternative treatment procedure to
the surgical extraction of impacted maxillary canines in adults.

2. Case Reports

This study was approved by the Research Ethics Commission of the University of
Murcia (ID: 2586/2019). Patients involved signed a written informed consent before
carrying out the dental treatments.

2.1. Clinical Presentation
2.1.1. Case 1

The patient was a healthy 50-year-old male treated in a private practice in Murcia,
Spain. The patient was a smoker (20 cigarettes per day), and was diagnosed with periodon-
tal disease Stage III (Bonelevel/CAL > 5 mm), Grade C (smoking > 10 c/d) [16], which was
well-controlled (full-mouth plaque score and full-mouth bleeding ≤ 20%). The absence of
tooth 13 (left maxillary canine) and the presence of the temporary canine 53 was observed
in a clinical examination. The temporary tooth exhibited mobility and discomfort for the
patient’s daily routine. A computerized tomography-scan (CT-Scan) examination revealed
the presence of an impacted maxillary canine. The impacted tooth was located in the
palatal region of the alveolar crest, and it was extended from tooth 15 to 11. The distance
from the impacted canine to the other teeth varied from 0.79 to 2.55 mm. The alveolar crest
configuration around the temporary and impacted canine was as follows: (1) The distance
from the palatal bone peak and impacted canine was 7.72 mm; (2) The distance from the
mesial and distal bone peak was 7 mm; (3) The distance from the buccal and palatal peak
was 7.28 mm (Figure 1).

2.1.2. Case 2

The patient was a healthy non-smoker 42-year-old male treated in a private practice in
Elche, Spain. The patient presented a sinus tract from a temporary upper right canine that
presented an advanced mobility and bleeding on probing. A CT-Scan examination revealed
the presence of tooth 13 in an impacted position. The impacted canine was located in the
inner region of the basal bone, and it was extended from the anterior maxillary sinus wall
(above the apex of tooth 14) to tooth 21. The root and the crown were in close proximity to
the premolar and central incisors’ roots. The distance from the impacted canine crown to
the anterior teeth varied from 0.97 to 5.35 mm. The alveolar crest configuration around the
temporary and impacted canine was (taking the lowest values) as follows: (1) The distance
from the palatal bone peak and impacted canine was 9.9 mm; (2) The distance from the
mesial and distal bone peak was 6.93 mm; (3) The distance from the buccal and palatal
peak was 7.18 mm (Figure 2).

In both cases, the impacted canine did not exhibit any complication (i.e., root resorp-
tion, cyst, pain or swelling). The surgical extraction of the impacted canine may severely
affect the alveolar crest, requiring bone regeneration/grafting techniques and damaging the
vitality of adjacent teeth. Following a clinical and CT-Scan examination, the possibility of
maintaining the impacted canine in position and replacing the failed temporary tooth with
a dental implant was evaluated. Patients were informed on all the steps of the procedure
and given informed consent before treatment initiation.
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Figure 1. Case 1 tomography-scan (CT-Scan) images. (a) Image analogous to panoramic radiography
of the first quadrant. (b–g) Sagittal sections show the impacted canine and its relationship with the
adjacent teeth: Temporal canine 53 (b,c); tooth 12 (d,e); tooth 11 (f); and tooth 21 (g).
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Figure 2. Case 2 CT-Scan images. (a) Axial section. (b) Image analogous to a panoramic radiography. (c) Sagittal sections
show the impacted canine and its relationship with the adjacent teeth.

2.2. Clinical Procedures and Outcomes

Temporary canines were extracted, and a short dental implant was placed and
provisionally-restored on the same visit. After a radiographic examination, implants
were surgically placed without contact with the impacted canine at a safety distance of 2
to 3 mm. The area was locally anesthetized with an infiltrative technique and articaine
1:100,000.
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After surgery, patients were prescribed 500 mg of amoxicillin every 8 h for 5 days and
600 mg ibuprofen every 8 h in the presence of pain. Furthermore, patients were instructed
to rinse with chlorhexidine 0.2% twice a day for a week and avoid any trauma on the
surgical area and the provisional crown during the healing period.

2.2.1. Case 1

Following the extraction of the temporary canine, the socket was examined, and any
granulation tissue was debrided. An implant bed was prepared using implant drills and
constant irrigation with a saline solution from the apical-palatal residual socket wall. Based
on the CT-Scan and the palatal bone peak as a reference, a safe 2 mm distance to the
impacted canine was maintained. The temporary tooth presented a mobility grade of 2–3
and maintained a minimal portion of its root structure within the alveolar bone (<2 mm).
Therefore, the width of the alveolar bone up to the included canine was kept intact for
drilling and implant stabilization. All the surgical procedures were performed through
the socket without elevating any surgical flap. The dental implant (IPX, Galimplant, Lugo,
Spain) (4 × 6 mm size) platform was placed at the mesial and distal bone peak (slightly
supra-osseous to the distal bone peak and slightly infra-osseous to the mesial bone peak),
despite being an implant with its entire surface treated for its intraosseous placement.
However, the soft tissue width was 5 mm. Scientific evidence shows that an adequate soft
tissue width helps preserve the crestal bone [17–19]. Submerging the implant when the
definitive abutment is not used leads to marginal bone loss for stabilizing the peri-implant
biological width due to the repeated insertion and reinsertion of the provisional during the
prosthetic phase [20].

As a consequence of periodontal disease evolution, the patient presented a wider
band of supra-alveolar soft tissue. No gaps were present, and no soft or bone tissue
augmentation techniques were required. The temporary canine crown was adapted and
used as a provisional restoration, which was connected to the implant with a titanium
screw provisional abutment. The provisional crown sealed the socket, and no sutures were
required. The provisional prosthetic restoration of the implant was carried out immediately
after the implant was placed, but it lacked load, being freed of all types of occlusal forces
in maximum intercuspation and lateral movements (Figure 3).

After a week, the area showed optimal wound healing, and the patient reported no
pain or swelling. At 3 months follow-up, a definitive metal-ceramic restoration was placed
(Figure 4). Follow-up visits were scheduled every 3 months along the first year and every
6 months after the first year. The implant site showed a physiological soft tissue color and
firmness, no marginal bone loss, no infection or inflammation, and an adequate aesthetic
result in all follow-up visits. The last follow-up visit was scheduled 3 years after the
surgery, and no changes were observed from the day of the placement of the definitive
crown (Figure 5).

2.2.2. Case 2

This case followed the aforementioned procedure, with a series of differences. A tem-
porary canine was extracted (Figure 6). A sulcular incision was performed around the
temporary canine and extended to the adjacent teeth, both mesially and distally. A buc-
cal full-thickness flap was raised until the buccal alveolar crest was exposed, in order to
increase the visibility and access, since the planned implant position and the temporary
canine socket did not coincide. The implant bed preparation was done distally from
the residual socket, and an implant (NobelParallel, Nobel Biocare, Gothenburg, Sweden)
(4.3 × 7 mm in size) was inserted approximately 4 mm apically from the cementoenamel
junction of adjacent teeth. No soft tissue or bone graft was required. In this case, a de-
hiscence <2 mm remains since is not treated by regenerative bone techniques. In the
same way as in Case 1, an adequate band of keratinized and inserted tissue (>2 mm) and
soft tissue thickness (>2 mm) guarantees the stability of the bone crest over time [17–19].
A provisional screw resin crown was designed. Finally, the flap was adapted and sutured
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(Figure 7). The follow-up visit scheme was the same as those described in Case 1. The last
follow-up visit was scheduled 2 years post-surgery, and no inflammation, pain, bleeding
on probing or any changes were shown from the visit in which the definitive restoration
was placed.
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Figure 3. The complete sequence of extraction of the temporal canine and provisionalization phase
(Case 1). Temporary canine (images in row 1). Implant placement and implant (Galimplant IPX, size
4 × 6 mm) (images in row 2). The temporary canine crown was adapted and used as a provisional
restoration connected to the implant with a titanium screw provisional abutment (rows 3 and 4).
Provisional placement and periapical radiograph (row 5).
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tissue. (d) Definitive crown.
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Figure 7. Implant and provisional crown placement (Case 2). (a) Abuccal full-thickness flap was raised until the buccal alveo-
lar crest was exposed. (b) Inserted implant: Apically from the cementoenamel junction of adjacent teeth. (c) Implant occlusal
view. (d) Implant abutment. (e) Provisional screw resin crown. (f) Flap was adapted and sutured. (g) Periapical radiograph.

3. Discussion

These case reports present two procedures of immediate post-extraction short implant
placement with immediate loading, without the extraction of impacted maxillary canines.
An impacted canine orthodontic traction or surgical extraction in failed orthodontic cases is
the first treatment choice, due to the risk of maintaining the impacted canine, mainly when
a peri-coronal cyst or root resorptions are present [21–23]. However, in adults, the presence
of asymptomatic ankylotic impacted canines with years of evolution is a common clinical
situation [24]. Furthermore, when the impacted canine occupies the central area of the basal
bone, and is related to the maxillary sinus cavity or in the proximity of the apex of adjacent
teeth, an alternative treatment without the extraction of the impacted tooth should be
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considered. For example, when the adjacent area is available for implant placement, such
as edentulous maxillae with impacted canines, a computerized three-dimensional planning
system can be used to place implants that avoid contact with the impacted canine [25].
In addition, a series of cases among the literature in which implants were placed through
the impacted teeth led to an adequate cicatrization [26].

Short implants in implantology are a suitable therapeutic alternative to support single
fixed restorations. The implants’ shorter length presents several advantages for both the
practitioner and patient, such as less complex surgeries, minor discomfort, morbidity,
treatment time, and cost [27,28]. Current studies among the literature report a high success
rate and fewer complications associated to the placement of short implants than standard-
length dental implants with bone augmentation/grafting [29,30]. On the other hand, other
studies suggest that implants with less than 8 mm in length have a higher risk of failure,
added to the influence of various factors associated with peri-implant tissue and prosthetic
rehabilitation [28,31]. Short implants are used mainly to avoid sinus lift elevations and
inferior alveolar nerve damage or avoid complex surgeries in medically compromised
patients [27]. One of its uses may be to avoid contact with the included teeth.

Maintaining an impacted canine in its place and restoring the function with a short
osseointegrated implant without contact with it has been proposed and described in a pre-
vious case report [32]. However, no provisional crown was connected until the end of the
osseointegration period. In these reports, short implants were provisionalized immediately.
Immediate implant placement and immediate anterior loading are recommended proce-
dures, which are supported by an extensive scientific literature in modern dentistry [33,34].
Furthermore, the placement of an immediate flapless implant significantly reduces patient
discomfort. Lastly, immediate loading has also shown to influence the final aesthetic
results by providing support to soft tissue and avoiding marginal soft tissue collapse and
loss [33,35,36].

Case 1 shows a patient with periodontitis and also a 20 c/d smoker. Despite not
eliminating the risk factor for the stability of peri-implant health that tobacco supposes [37],
this is a patient with periodontitis controlled by constant visits for patient supervision,
reinforcement of oral hygiene, and non-surgical maintenance treatment. Therefore, peri-
odontitis, regardless of stage and grade, does not seem to be a contraindication to carry out
the proposed treatment protocol, as long as there is proper maintenance and control of the
periodontal disease [15].

4. Conclusions

Within the limitations of the present study, the reported cases present a maintenance
of impacted maxillary canines without root resorptions, cysts or any other complications
related to the impacted teeth. The aesthetic and function may be restored with short
osseointegrated implants without contact with the impacted canine and an immediate
provisionalization. Soft and bone tissues were preserved, and no grafting procedures
were required. Furthermore, in a follow-up period between 2 to 3 years, no soft tissue
alterations, marginal bone loss, bleeding or non-physiological probing depths or infections
were observed.

Author Contributions: Conceptualization, J.A.M.-R., M.R.P.-L., F.J.R.-L. and J.G.-G.; methodology,
J.A.M.-R. and M.R.P.-L.; validation, M.R.P.-L., F.J.R.-L. and J.G.-G.; investigation, J.A.M.-R. and
J.G.-G.; resources, J.A.M.-R., M.R.P.-L., F.J.R.-L. and J.G.-G.; writing—review and editing, J.A.M.-R.,
M.R.P.-L., F.J.R.-L. and J.G.-G.; visualization, J.A.M.-R., M.R.P.-L., F.J.R.-L. and J.G.-G.; supervision
J.A.M.-R.; project administration, J.A.M.-R. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines
of the Declaration of Helsinki, and approved by the Ethics Committee of University of Murcia
(ID: 2586/2019).



Materials 2021, 14, 2757 9 of 10

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data is contained within the article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Pico, C.L.; do Vale, F.J.; Caramelo, F.J.; Corte-Real, A.; Pereira, S.M. Comparative analysis of impacted upper canines: Panoramic

radiograph Vs Cone Beam Computed Tomography. J. Clin. Exp. Dent. 2017, 9, e1176–e1182. [CrossRef]
2. Al-Zoubi, H.; Alharbi, A.A.; Ferguson, D.J.; Zafar, M.S. Frequency of impacted teeth and categorization of impacted canines:

A retrospective radiographic study using orthopantomograms. Eur. J. Dent. 2017, 11, 117–121. [CrossRef]
3. D´Oleo-Aracena, M.F.; Arriola-Guillen, L.E.; Rodriguez-Cardenas, Y.A.; Ruiz-Mora, G.A. Skeletal and dentoalveolar bilateral

dimensions in unilateral palatally impacted canine using cone beam computed tomography. Prog. Orthod. 2017, 18, 7. [CrossRef]
4. Bishara, S.E. Impacted maxillary canines: A review. Am. J. Orthod. Dentofac. Orthop. 1992, 101, 159–171. [CrossRef]
5. Ericson, S.; Kurol, J. Early treatment of palatally erupting maxillary canines by extraction of the primary canines. Eur. J. Orthod.

1988, 10, 283–295. [CrossRef] [PubMed]
6. Gunduz, K.; Acikgoz, A.; Egrioglu, E. Radiologic investigation of prevalence, associated pathologies and dental anomalies of

non-third molar impacted teeth in Turkish oral patients. Chin. J. Dent. Res. 2011, 14, 141–146. [PubMed]
7. Manne, R.; Gandikota, C.; Juvvadi, S.R.; Rama, H.R.; Anche, S. Impacted canines: Etiology, diagnosis, and orthodontic manage-

ment. J. Pharm. Bioallied Sci. 2012, 4, S234–S238. [CrossRef] [PubMed]
8. Becker, A.; Chaushu, S. Success rate and duration of orthodontic treatment for adult patients with palatally impacted maxillary

canines. Am. J. Orthod. Dentofac. Orthop. 2003, 124, 509–514. [CrossRef]
9. Sajnani, A.K.; King, N.M. Complications associated with the occurrence and treatment of impacted maxillary canines.

Singapore Dent. J. 2014, 35, 53–57. [CrossRef]
10. Alberto, P.L. Management of the impacted canine and second molar. Oral Maxillofac. Surg. Clin. N. Am. 2007, 19, 59–68. [CrossRef]
11. Del Fabbro, M.; Testori, T.; Kekovic, V.; Goker, F.; Tumedei, M.; Wang, H.L. A Systematic Review of Survival Rates of Os-

seointegrated Implants in Fully and Partially Edentulous Patients Following Immediate Loading. J. Clin. Med. 2019, 8, 2142.
[CrossRef]

12. Clark, D.; Levin, L. Dental implant management and maintenance: How to improve long-term implant success? Quintessence Int.
2016, 47, 417–423. [CrossRef]

13. Smith, M.M.; Knight, E.T.; Al-Harthi, L.; Leichter, J.W. Chronic periodontitis and implant dentistry. Periodontol. 2000 2017, 74,
63–73. [CrossRef] [PubMed]

14. Schwarz, F.; Derks, J.; Monje, A.; Wang, H.L. Peri-implantitis. J. Clin. Periodontol. 2018, 45 (Suppl. 20), S246–S266. [CrossRef]
[PubMed]

15. Patel, R.M. Dental Implants for Patients with Periodontitis. Prim. Dent. J. 2020, 8, 54–61. [CrossRef] [PubMed]
16. Papapanou, P.N.; Sanz, M.; Buduneli, N.; Dietrich, T.; Feres, M.; Fine, D.H.; Flemmig, T.F.; Garcia, R.; Giannobile, W.V.; Graziani,

F.; et al. Periodontitis: Consensus report of workgroup 2 of the 2017 World Workshop on the Classification of Periodontal and
Peri-Implant Diseases and Conditions. J. Periodontol. 2018, 89 (Suppl. 1), S173–S182. [CrossRef] [PubMed]

17. Linkevicius, T.; Puisys, A.; Steigmann, M.; Vindasiute, E.; Linkeviciene, L. Influence of Vertical Soft Tissue Thickness on Crestal
Bone Changes Around Implants with Platform Switching: A Comparative Clinical Study. Clin. Implant. Dent. Relat. Res. 2015, 17,
1228–1236. [CrossRef]

18. Puisys, A.; Linkevicius, T. The influence of mucosal tissue thickening on crestal bone stability around bone-level implants.
A prospective controlled clinical trial. Clin. Oral Implants Res. 2015, 26, 123–129. [CrossRef] [PubMed]

19. Suarez-Lopez Del Amo, F.; Lin, G.H.; Monje, A.; Galindo-Moreno, P.; Wang, H.L. Influence of Soft Tissue Thickness on Peri-
Implant Marginal Bone Loss: A Systematic Review and Meta-Analysis. J. Periodontol. 2016, 87, 690–699. [CrossRef]

20. Bressan, E.; Grusovin, M.G.; D’Avenia, F.; Neumann, K.; Sbricoli, L.; Luongo, G.; Esposito, M. The influence of repeated abutment
changes on peri-implant tissue stability: 3-year post-loading results from a multicentre randomised controlled trial. Eur. J.
Oral. Implantol. 2017, 10, 373–390.

21. Cruz, R.M. Orthodontic traction of impacted canines: Concepts and clinical application. Dental. Press J. Orthod. 2019, 24, 74–87.
[CrossRef] [PubMed]

22. Arriola-Guillen, L.E.; Aliaga-Del Castillo, A.; Ruiz-Mora, G.A.; Rodriguez-Cardenas, Y.A.; Dias-Da Silveira, H.L. Influence of
maxillary canine impaction characteristics and factors associated with orthodontic treatment on the duration of active orthodontic
traction. Am. J. Orthod. Dentofacial Orthop. 2019, 156, 391–400. [CrossRef] [PubMed]

23. Becker, A.; Chaushu, S. Surgical Treatment of Impacted Canines: What the Orthodontist Would Like the Surgeon to Know.
Oral Maxillofac. Surg. Clin. N. Am. 2015, 27, 449–458. [CrossRef]

24. Grisar, K.; Piccart, F.; Al-Rimawi, A.S.; Basso, I.; Politis, C.; Jacobs, R. Three-dimensional position of impacted maxillary canines:
Prevalence, associated pathology and introduction to a new classification system. Clin. Exp. Dent. Res. 2019, 5, 19–25. [CrossRef]

25. Mazor, Z.; Segal, P.; Levin, L. Computer-guided implant placement for rehabilitation of the edentulous maxilla with two impacted
canines: An approach without extraction of the impacted teeth. Int. J. Periodontics Restor. Dent. 2015, 35, 93–97. [CrossRef]

http://doi.org/10.4317/jced.53652
http://doi.org/10.4103/ejd.ejd_308_16
http://doi.org/10.1186/s40510-017-0160-6
http://doi.org/10.1016/0889-5406(92)70008-X
http://doi.org/10.1093/ejo/10.1.283
http://www.ncbi.nlm.nih.gov/pubmed/3208843
http://www.ncbi.nlm.nih.gov/pubmed/22319756
http://doi.org/10.4103/0975-7406.100216
http://www.ncbi.nlm.nih.gov/pubmed/23066259
http://doi.org/10.1016/S0889-5406(03)00578-X
http://doi.org/10.1016/j.sdj.2014.07.001
http://doi.org/10.1016/j.coms.2006.11.001
http://doi.org/10.3390/jcm8122142
http://doi.org/10.3290/j.qi.a35870
http://doi.org/10.1111/prd.12190
http://www.ncbi.nlm.nih.gov/pubmed/28429486
http://doi.org/10.1111/jcpe.12954
http://www.ncbi.nlm.nih.gov/pubmed/29926484
http://doi.org/10.1308/205016820828463898
http://www.ncbi.nlm.nih.gov/pubmed/32127095
http://doi.org/10.1002/JPER.17-0721
http://www.ncbi.nlm.nih.gov/pubmed/29926951
http://doi.org/10.1111/cid.12222
http://doi.org/10.1111/clr.12301
http://www.ncbi.nlm.nih.gov/pubmed/24313250
http://doi.org/10.1902/jop.2016.150571
http://doi.org/10.1590/2177-6709.24.1.074-087.bbo
http://www.ncbi.nlm.nih.gov/pubmed/30916252
http://doi.org/10.1016/j.ajodo.2018.10.018
http://www.ncbi.nlm.nih.gov/pubmed/31474269
http://doi.org/10.1016/j.coms.2015.04.007
http://doi.org/10.1002/cre2.151
http://doi.org/10.11607/prd.2062


Materials 2021, 14, 2757 10 of 10

26. Mithridade, D.; Serge, S.M.; Keyvan, D.; Nedjoua, C.O.; Georgy, D.; Philippe, R. Unconventional Implant Placement IV. Implant
Placement through Impacted Teeth to Avoid Invasive Surgery. Long-term Results of 3 Cases. Open Dent. J. 2015, 9, 15–20.
[CrossRef] [PubMed]

27. Nisand, D.; Renouard, F. Short implant in limited bone volume. Periodontol. 2000 2014, 66, 72–96. [CrossRef] [PubMed]
28. Lemos, C.A.; Ferro-Alves, M.L.; Okamoto, R.; Mendonca, M.R.; Pellizzer, E.P. Short dental implants versus standard dental

implants placed in the posterior jaws: A systematic review and meta-analysis. J. Dent. 2016, 47, 8–17. [CrossRef]
29. Altaib, F.H.; Alqutaibi, A.Y.; Al-Fahd, A.; Eid, S. Short dental implant as alternative to long implant with bone augmentation of

the atrophic posterior ridge: A systematic review and meta-analysis of RCTs. Quintessence Int. 2019, 50, 636–650. [CrossRef]
30. Cruz, R.S.; Lemos, C.A.A.; Batista, V.E.S.; Oliveira, H.; Gomes, J.M.L.; Pellizzer, E.P.; Verri, F.R. Short implants versus longer

implants with maxillary sinus lift. A systematic review and meta-analysis. Braz. Oral Res. 2018, 32, e86. [CrossRef]
31. Hasanoglu Erbasar, G.N.; Hocaoglu, T.P.; Erbasar, R.C. Risk factors associated with short dental implant success: A long-term

retrospective evaluation of patients followed up for up to 9 years. Braz. Oral Res. 2019, 33, e030. [CrossRef] [PubMed]
32. Felice, P.; Barausse, C.; Stefanini, M.; Pistilli, R.; Zucchelli, G. A Minimally Invasive Approach Using a 4-mm Implant Without

Extraction of Impacted Maxillary Canine: Four-Year Postloading Results. Int. J. Periodontics Restor. Dent. 2017, 37, 819–824.
[CrossRef] [PubMed]

33. Kan, J.Y.K.; Rungcharassaeng, K.; Deflorian, M.; Weinstein, T.; Wang, H.L.; Testori, T. Immediate implant placement and
provisionalization of maxillary anterior single implants. Periodontol. 2000 2018, 77, 197–212. [CrossRef]

34. Bassir, S.H.; El Kholy, K.; Chen, C.Y.; Lee, K.H.; Intini, G. Outcome of early dental implant placement versus other dental implant
placement protocols: A systematic review and meta-analysis. J. Periodontol. 2019, 90, 493–506. [CrossRef] [PubMed]

35. Weigl, P.; Strangio, A. The impact of immediately placed and restored single-tooth implants on hard and soft tissues in the
anterior maxilla. Eur. J. Oral Implantol. 2016, 9 (Suppl. 1), S89–S106. [PubMed]

36. Bramanti, E.; Norcia, A.; Cicciu, M.; Matacena, G.; Cervino, G.; Troiano, G.; Zhurakivska, K.; Laino, L. Postextraction Dental
Implant in the Aesthetic Zone, Socket Shield Technique Versus Conventional Protocol. J. Craniofac. Surg. 2018, 29, 1037–1041.
[CrossRef] [PubMed]

37. Naseri, R.; Yaghini, J.; Feizi, A. Levels of smoking and dental implants failure: A systematic review and meta-analysis.
J. Clin. Periodontol. 2020, 47, 518–528. [CrossRef]

http://doi.org/10.2174/1874210601509010015
http://www.ncbi.nlm.nih.gov/pubmed/25674167
http://doi.org/10.1111/prd.12053
http://www.ncbi.nlm.nih.gov/pubmed/25123762
http://doi.org/10.1016/j.jdent.2016.01.005
http://doi.org/10.3290/j.qi.a42948
http://doi.org/10.1590/1807-3107bor-2018.vol32.0086
http://doi.org/10.1590/1807-3107bor-2019.vol33.0030
http://www.ncbi.nlm.nih.gov/pubmed/30994707
http://doi.org/10.11607/prd.3334
http://www.ncbi.nlm.nih.gov/pubmed/29023612
http://doi.org/10.1111/prd.12212
http://doi.org/10.1002/JPER.18-0338
http://www.ncbi.nlm.nih.gov/pubmed/30395355
http://www.ncbi.nlm.nih.gov/pubmed/27314114
http://doi.org/10.1097/SCS.0000000000004419
http://www.ncbi.nlm.nih.gov/pubmed/29489581
http://doi.org/10.1111/jcpe.13257

	Introduction 
	Case Reports 
	Clinical Presentation 
	Case 1 
	Case 2 

	Clinical Procedures and Outcomes 
	Case 1 
	Case 2 


	Discussion 
	Conclusions 
	References

