


The Myths &
Realities of

Immediately
Loaded Dental

Implants

In recent years an increasing number of articles in dental publica-

tions state that evidence-based evaluation and peer-reviewed studies

confirm the predictability of immediate loading of dental implants.

However, such a generalized and blanket assertion begs questions that

narrow the circumstances in which such a statement would be accurate,

realistic, and relevant. In other words, is this a myth, or is this a reality?

To achieve a high level of success, it has been suggested that immedi-

ate loading of dental implants requires adherence to rigid surgical,

restorative, and laboratory protocols. Further, there are multiple im-

portant factors in the decision-making process for selecting the best

strategy to meet each individual patient’s case-specific needs and

desired objectives when incorporating techniques for immediately

loading dental implants into the treatment plan.

What’s hindered understanding and acceptance of the technique over

the years have been a lack of long-term clinical trials and fear of change

in general, some believe. Additionally, it hasn’t helped that there is con-

fusion over what exactly is meant by the term “immediate loading” and

the contexts in which the term is used.

By Allison M DiMatteo, BA, MPS



Immediate loading has been defined
by the ITI Consensus Conference as a
restoration placed in occlusion with the
opposing dentition within 48 hours of
implant placement. This definition has
led to one of the myths surrounding im-
mediate loading of dental implants that
is addressed later.

According to Jon Julian, DDS, a pri-
vate practitioner in McPherson, Kansas,

there’s a difference between immediate
loading and immediate functional load-
ing. Loading an implant involves any
device or attachment (eg, healing abut-
ment, tissue former, temporary crown)
that puts the implant into connection
with the oral cavity, he explains.

“Anything we attach to the implant
that brings it into the mouth is going to
get pushed and shoved around by the

tongue and by food and, therefore, is load-
ing the implant or stressing the implant,”
Julian elaborates.

Robert Chapman, DMD, chair of pros-
thodontics and operative dentistry at Tufts
University School of Dental Medicine, ex-
plains that what is meant by immediate
loading of a dental implant is placement
of some type of prosthesis—whether per-
manent or provisional—at the same time

or very close to the timeframe in which the
implants are placed. He says that there is
some data that has been developed using
radio frequency analysis of implant place-
ment which indicates that the longer cli-
nicians wait during the first month after
implant placement before loading the
implant, the less stable the implant will
be. This relates to the fact that the whole
process of osseointegration is one of repair,
Chapman explains—repair of the osteoto-
my (ie, the implant preparation site).

“There may not be quite the stability
after a week or so that you may have ini-
tially, so there’s probably a timeline in
which it’s most appropriate to do imme-
diate loading of the implant, and that’s
probably within the first 48 to 72 hours,”
Chapman says.

Immediate function, on the other hand,
involves placing an implant and immedi-
ately putting it into full occlusion or into
function with the opposing occlusion,
Julian says. The difference is that imme-
diately loaded implants can be accom-
plished with single or multiple implants,
whereas he believes immediate function
should only be accomplished when join-
ing implants around a curve by a rigid
connector (eg, lower denture on four
implants).

In this feature presentation, Inside Den-
tistry talks with some of dentistry’s lead-
ing implant professionals to find out what’s
realistic and what isn’t when it comes to
immediately loading dental implants. By
clarifying the misconceptions, general

“I don’t want to be

irresponsible and

encourage people to

immediately load all

cases, because the

reality is that a lot

goes into case

selection...If done

improperly, there is a

higher risk of failure

than when the

procedure is

performed correctly.”

—Jeffrey Ganeles, DMD
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dentists can be better prepared to discuss
with their patients the immediately loaded
implant procedure and/or treatment plan
cases based on fact, not fiction.

What Are
the Myths?
What Are
the Realities?
MYTH: Functional load is implied
when referring to immediately loaded
implants.

REALITIES: Michael Sonick, DMD,
a private practitioner and lecturer, notes
that non-functional load (ie, the tempo-
rary is out-of-occlusion) is of paramount
importance to success. Too much [shear]
stress creates implant instability and po-
tential subsequent loss, he says. Normal
mastication, oral hygiene habits, and brux-
ism nonetheless affect interim crowns
taken out of occlusion, but to a lesser—and
usually clinically insignificant—degree,
Sonick explains.

“In particular cases, however, func-
tional load is not problematic, especially
if implants are splinted and the opposing
arch has a removable restoration,” Sonick
says. “For example, immediately loading
the mandibular arch with a full, fixed hy-
brid prosthesis (interim) is not uncommon
and in fact is a very predicable method.
The success rate of implants mirrors that
of non-temporized fixtures. Indeed, Balshi
et al reported a 98.5% survival rate of
implants in fixed, splinted temporization,
with predicators of success being a greater
number of implants placed, short canti-
lever length and adequate quality and
quantity of bone.1”

MYTH: Immediate loading of dental
implants doesn’t work.

REALITIES: According to Jeffrey
Ganeles, DMD, an adjunct professor at
Nova Southeastern University College
of Dental Medicine and a practicing
periodontist, when cases are properly
selected and the appropriate techniques,
materials, and protocols are used, im-
mediate loading of dental implants
does work.

“I don’t want to be irresponsible and en-
courage people to immediately load all
cases, because the reality is that a lot goes
into case selection,” Ganeles cautions. “If

done improperly, there is a higher risk of
failure than when the procedure is per-
formed correctly.”

Henry Salama, DMD, and David Gar-
ber, DMD, both private practitioners and
members of “Team Atlanta,” note that with
proper planning and clinical application
utilizing certain guidelines, immediate
loading of dental implants can be accom-
plished successfully for single units and

large cases, in the maxilla as well as in the
mandible. Over the last 20 years, in an ef-
fort to improve and increase the integra-
tion of dental implants into everyday clin-
ical practice, dentistry has significantly
modified and enhanced many of the ini-
tial clinical guidelines for implant place-
ment, they explained.

Because of the nature of osseointegra-
tion, implants need stability and good

blood supply in order for the bone to grow
to the surface of the implant, Chapman
explains. Therefore, if clinicians don’t en-
sure excellent placement of the implants
by selecting an implant that has the best
capability of providing stability (ie, is long
enough, has the most appropriate macro
surface design), ensuring that there’s suf-
ficient bone, and verifying that there’s
adequate blood supply (ie, good width of

1 Balshi SF, Allen FD, Wolfinger GJ, Balshi TJ. A

resonance frequency analysis assessment of

maxillary and mandibular immediately loaded

implants. Int J Oral Maxillofac Implants. 2005;

20(4):584-594.
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bone), then no matter how nice the final
crowns look, the process is going to fail,
Chapman warns.

MYTH: Immediate loading of dental
implants can’t or shouldn’t be done.

REALITIES: According to Julian,
research and clinical experience have
demonstrated that immediate loading
can be accomplished under the right cir-
cumstances. The right circumstances, he
says, are not based necessarily upon a set
of rules, but rather decisions based on
clinical reality. How dense is the patient’s
bone? What type of occlusion does the
patient have? 

“The research that I’m seeing suggests
that the sooner we stress the bone [fol-
lowing implant placement], the better
quality the bone becomes around the
implant,” Julian says. “The trick is to not
overstress the implant by allowing oc-
clusal forces to overload it.”

Chapman notes that the occlusion must
be meticulously developed so that the
stresses on the implant—both vertically
and horizontally—are within the param-
eters where osseointegration can occur.

However, Krauser notes that immedi-
ate loading is not appropriate for all cases,
since some implant sites may have bone
defects that require bone and soft tissue
regeneration leading to a mature bone
prior to implant placement or immedi-
ate loading. Therefore, those cases may
be best suited for staged implant place-
ment, not immediate loading.

“It’s very important to understand that
there are occasions when you plan to im-
mediately load implants, but that when
you get into the clinical situation, you find
the requisite criteria (eg, initial stability,
bone quality) cannot be met,” explains
Nitzan Bichacho, DMD, professor and head
of the RE Goldstein Center for Aesthetic
Dentistry and Clinical Research Depart-
ment in Hadassah, Jerusalem. “If those
requisite criteria cannot be met, then you
should not immediately restore the im-
plants. Therefore, in most cases, unless you
have very good data that was analyzed be-
fore the surgery, you need to prepare for
an alternative.”

Patients need to be aware of this pos-
sibility, Bichacho says, as well as prepared
for it. After all, one of the biggest advan-
tages of immediately placing and resting
an implant is the emotional impact it has
for the patient, he explains.

MYTH: Immediately loaded implants
may be at higher risk for failure in the
future.

REALITIES: According to Ganeles,
this isn’t true, and he notes that once an
implant integrates, it doesn’t matter how
it was loaded. However, many implants

There are numerous factors to
review before considering immediate
loading as a possible treatment approach
for an edentulous patient, regardless of
their case type. Clinicians contemplating
immediate loading need to understand
that it is a viable treatment alternative
for their patients, but one that requires
a good knowledge of the healing process
of dental implants, explains Jeffrey
Ganeles, DMD.

As Lyndon Cooper, DDS, PhD, ex-
plains, an ideal immediately loaded im-
plant is one that is ideal in all aspects of its
placement and restoration, but just hap-
pens to have sufficient primary stability in
a patient that can manage the provisional
loading period without risking success.

Immediate loading requires that all
parts of implant dentistry be accom-
plished well (ie, surgery, grafting—if
needed, occlusal management, construc-
tion of the provisional restoration). As
others have commented, Henry Salama,
DMD, and David Garber, DMD, cau-
tion that immediate loading of dental
implants demands a more detailed level
of pre-planning than a delayed loading
protocol, and their advice for general
dentists is to collaborate with their sur-
geons and laboratory technicians to
formulate a system for delivering the
case and delegating responsibilities.

1. Case Analysis and Diagnosis. Jack
Krauser, DMD, says clinicians must
identify and study what the needs
are of the patient (eg, how long they
had missing teeth). What kind of a
case is it? Is it a conversion of a den-
ture to teeth, or is the patient losing
their natural teeth and seeking to
bypass the denture via a fixed recon-
struction? The case type is critical to
the way in which the immediate-
loading procedure will proceed,
Krauser says.

Robert Chapman, DMD, says
that like anything else in the biomed-
ical sciences, a good diagnosis—
based on radiographs, medical his-
tory, study casts—is the place to start.
Knowing what potential problems
may be related to osseointegration
(eg, radiation therapy, medications
that retard bone healing) is impor-
tant in order to identify patients
that may not be good candidates
for implants in general.

2. Determine bone quality and quan-
tity.“You must have a clinical judg-
ment of the volume and quality of

bone into which you’re placing
your implant so that it can gain
primary stability,” Jon Julian, DDS,
emphasizes. “That’s key.”

Julian believes that if there is
good primary stability and a very ri-
gid, immovable connector or abut-
ment connection to the implant is
used, then the implant can be imme-
diately loaded even if the clinician
is grafting in that situation. How-
ever, he clarifies that this would
only be done for anterior teeth in
cosmetic situations.

3. Consider the soft tissue condition.
Addressing soft tissue issues and
anatomical factors around an extrac-
tion site can involve considerations
of either resorption or remodeling of
the bone socket. With grafting, most
of the elements of the socket or bone
ridge can be preserved, Krauser ex-
plains. If an implant is placed at
the same time as an extraction, the
potential for bone changes may be
greater than for a healed, mature
ridge. If there is simultaneous ex-
traction and placement, there are
decisions that involve soft and hard
tissue responses that occur during
the integration phase that may re-
quire adjustment of the final pros-
thetic margin, he elaborates.

“The status of the buccal aspect
‘sets your fate,’” Krauser says. “This
means that greater resorption will
occur if the plate is injured, missing,
traumatized, or involved in the in-
fective-inflammatory response of
the site. A thick plate tends to be
more stable over time. Positioning
coupled with decision-making and
timing are critical elements.”

4. Determine the ideal location for the
implant. According to Cooper, an
immediately loaded implant must
be in an ideal location to support its
clinical and functional success, as
well as esthetics.“The implant has to
be in a good position, the abutment
has to be the right abutment, and
the contour of the restoration has to
be ideal to support long-term hy-
giene and prevent peri-implanti-
tis,” Cooper says.

He notes that he has seen cases
in which clinicians have added an
additional implant or moved the
location of an implant to try and as-
sure the immediate success of an im-
mediate-load prosthesis, but they’ve

only compromised the long-term
clinical outcome, particularly in
terms of esthetics.

Chapman recommends that
treatment plans include the use of
CT scans and surgical guides. Gui-
ded surgery increases the likelihood
that implants will be placed into
the depth that is needed while si-
multaneously ensuring that there
is sufficient bone and good blood
supply, he says.

5. Take the single-tooth implant out
of function. This protocol should
be followed to ensure that the sin-
gle-tooth implant does not touch in
any excursive movement. Therefore,
clinicians should identify patients
with pathologic habits, such as brux-
ism and clenching, and protect them
from those habits by utilizing night-
time appliances to support the oc-
clusion, Julian recommends.

6. Have the correct armamentarium
available. Having the correct in-
ventory of products in the correct
sizes available chairside, as well as
an inventory of different types of
bone graft materials, is important,
believes Krauser.

7. Know/prepare the prosthesis to be
placed on the implant. Chapman
says part of the treatment planning
process is knowing how the occlu-
sion is to be developed and what
type of prosthesis is to be placed
on the implant to achieve patient
comfort and esthetics, but most
importantly to ensure stability.

Nitzan Bichacho,DMD,empha-
sizes that the prosthetic compo-
nent of the immediately loaded
dental implant treatment plan is
very important. He adds that clini-
cians need to be able to restore the
implants—whether they’re single
or multiple implants—in such a
way that they won’t be disturbed
for at least 2 months after placing
the restoration.

“From the very start the re-
storation must be accurate, as well
as rigid, which is very important,”
Bichacho says. “Clinicians need to
understand very well both the sur-
gical aspect and the prosthetic part
—the occlusion, the type of con-
nection, and the type of abutment
(ie, cemented or screw-retained).
All of these things are important.”

Protocol & Patient Considerations
for Immediately Loaded Implants



placed before Bränemark’s landmark pub-
lications had success rates somewhere
in the 50% range, he says, and many of
those were immediately loaded. As a result,
early implant protocols in general steered
clear of immediately loading anything,
Ganeles recalls.

“As we’ve acquired more knowledge
about osseointegration, we’ve realized
that loading isn’t necessarily the key ingre-
dient for successful healing,” Ganeles
believes.“Instead, we’re paying more atten-
tion to movement of an implant rather
than loading of an implant. It’s a subtle
distinction, but a very important one.”

According to Bichacho, requisite cri-
teria for a successful immediate loading
implant procedure include initial stabili-
ty of the implant after insertion; preferably
the use of multiple, splinted implants
around the curvature of the arch; and
provisional prosthetics—whether in full
contact or out of occlusion—that are not
disturbed during the healing process. Pri-
or to placing the implant, consideration
should be given to bone quality/quantity
into which the implant is being placed, as
well as the shape, macro- and microstruc-
ture, and surface texture of the implant,
he adds.

“You can place an implant outside of
the boundaries that I described, but
then you take risks, and the implant might
fail,” Bichacho cautions. “Usually, when
implants fail, the treatment becomes much
more complicated. This is why I would

not take risks. I would recommend to be
very rigid in the fulfillment of the pre-
requisites, and if all of those prerequi-
sites—not just a few of them—cannot be
met, then the implant should not be
immediately loaded—period.”

MYTH: All immediate loading dental
implant cases can be approached in the
same manner.

REALITIES: Different cases that are
appropriate for immediate loading should
be handled differently based on whether
the case involves a single implant, a par-
tially edentulous ridge, or a fully edentu-
lous ridge, explains Jack Krauser, DMD,
a private practitioner and lecturer.

When Carl Misch, DDS, MDS, the di-
rector and founder of the Misch Implant
Institute and co-chairman of the board

of the International Congress of Oral
Implantologists, instructs students at his
institute, he identifies four categories of
immediate load patients and the risk fac-
tors associated with each. There are those
who will receive an overdenture with im-
plant retention; completely edentulous
patients with multiple implants and fixed
full-arch prostheses; patients with multi-
ple adjacent teeth (ie, partially edentulous)

“Usually, when

implants fail,

the treatment becomes

much more complicated

...I would recommend to

be very rigid in the

fulfillment of the

prerequisites, and if all

of those prerequisites—

not just a few of them—

cannot be met, then

the implant should

not be immediately

loaded—period.”

—Nitzan Bichacho, DMD
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in which implants will be placed and splint-
ed together for the immediate load; and
then patients with a single missing tooth
who will receive a single tooth implant, he
explains. Those four types of patients for
immediate loading procedures each have
different risk factors associated with them
and require different approaches.

Salama and Garber reiterate that the
applications for immediate loading are

not the same in all applications. Imme-
diate loading of a full-arch restoration is
quite different than immediately loading
a single-unit restoration in both techni-
cal and biomechanical perspectives, they
explain. Additionally, the parameters for
successfully immediately loading an an-
terior tooth are different from those as-
sociated with a posterior tooth, Salama
and Garber say.

MYTH: Osseointegration/level of
bone will be negatively affected by im-
mediate loading.

REALITIES: According to Sonick,
some studies have shown that a certain
level of micromovement may promote
bone apposition and density rather than
resorption. Histology around immedi-
ately loaded implants in function for 8 to
9 months demonstrates bone-to-implant
contact (60% to 70%) on par with de-
layed load fixtures, he says.2

“There is no difference in survival rates
either. A Cochrane systematic review (11
RCTs, 300 patients) determined that there
was no difference between immediately
or conventionally loaded implants with
respect to implant failures or marginal
bone levels,” Sonick explains.“If applicable,
splinting immediate prostheses seems to
enhance success. Generally, if an implant
has primary stability upon placement,
then it has a very good chance of integra-
tion regardless of load timing.3”

MYTH: All implants are the same in
the context of immediate loading.

REALITIES: According to Ganeles,
the type of implant used for immediate
loading (ie, length, surface-coating) im-
pacts the procedure. “Only a few differ-
ent types of implants have any track record
with these kinds of procedures,” Ganeles
explains.“If you’re using an implant du jour
or an off-brand implant that doesn’t have a
track record, then you’re experimenting.”

Bichacho comments that today’s active
implants provide initial anchorage for all
bone types and demonstrate the capabil-
ity of expanding the bone during insertion,
without an osteotome, so the insertion site
is not too wide. He also notes that most
implants today are surface treated ade-
quately to provide good biologic response.

MYTH: A great number of immedi-
ate loading cases are being performed.

2 Piatelli A, Paolantonio M, Corigliano M, Scarano
A. Immediate loading of titanium plasma-sprayed
screw-shaped implants in man: a clinical and
histological report of two cases. J Periodontol.
1997;68(6):591-597.

3 Esposito M, Murray-Curtis L, Grusovin MG, et
al. Interventions for replacing missing teeth:
different types of dental implants. Cochrane
Database Syst Rev. 2007;(4):CD003815.

"GENERALLY, IF AN IMPLANT HAS PRIMARY

STABILITY UPON PLACEMENT, THEN IT

HAS A VERY GOOD CHANCE OF INTEGRATION

REGARDLESS OF LOAD TIMING."

—Michael Sonick, DMD
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REALITY: Krauser observes that im-
mediate loading procedures are not being
performed as often as they are perceived
to be performed. “It’s a very popular lec-
turing topic at implant meetings, so it gives
the impression that they’re being done
frequently,” Krauser says. “According to a
Q1 2008 report from Millennium Research
Group, up to 12%, and anecdotally from
meetings and colleagues up to 20%, of
cases are being done with immediate
loading.4”

MYTH: Esthetics may become com-
promised with immediate loading.

REALITIES: If an implant restora-
tion is to be immediately placed, it MUST
be an interim one, Sonick emphasizes. A
temporary crown with appropriate con-
tours and emergence profile will encour-
age papilla to form, he adds.

“During the osseointegration period, the
dentist may have to adjust the temporary
minutely and wait for the desired effect,
a process that may require several tries, but
in the end, a beautiful temporary should
translate into a beautiful (and easily fab-
ricated) final prosthesis,” Sonick explains.
“Development of an ideal mucosal drape
around an implant takes time and technical
skill but is well worth the effort. There are
certainly reports in the literature that out-
line methods of doing this.5-11”

Chapman cautions that not overload-
ing the occlusion is important. For this
reason a temporary prosthesis often is a
better approach than a final prosthesis for
many immediate loading patients. The
occlusion and the esthetics can be modi-
fied if needed, he says.

MYTH: Placing implants in the most
ideal position is a complex process.

REALITIES: Krauser says that it is
not the actual placement of the implant
for immediate loading that is complex,
but rather the pre-placement planning
that’s involved to ensure synchronized
processes. Adds Ganeles, it’s not about
difficulty, but about precision.

“Immediate loading is what I call the
NASCAR of implants. When you pull in
for a pit stop, a lot of things happen at the
same time,” Krauser says, elaborating on
the analogy. “So when everybody that’s
part of the treatment team is operating
at a high level of skill, you’re treating the
right cases, using the right size implants
or prosthetic abutments, and it involves
management concerns that are addressed
ahead of time.”

As Ganeles explains, it’s not easy to
achieve good results, but planning and ad-
hering to protocol enable clinicians to real-
ize predictable results. “The devil really is
in the details with these kinds of cases

because there are so many of them,”he says.
“However, immediate loading of dental
implants can be made extremely predict-
able when all the details are accounted for.”

Krauser notes that today, with the ad-
vent of cone beam CT for improved diag-
nosis and planning, dentists know in
advance the type of bone into which they’ll
be placing the implant and the trajectory
of it. Also, such technology enables them
to determine if they can place the implant
in a favorable spot for the ultimate pros-
thetics, whether there will be a need for
grafting, and, most importantly, whether
it’s a good case for immediate loading.

Further, three-dimensional data about
the patient’s case can be imported into an
implant planning software to create a sur-
gical guide or template that will enable
the clinician to place the implants in a very
predictable way.Also, Krauser says, the pro-
visional restoration can be made before
initiating the actual surgical event.

However, regardless of the technolog-
ical tools employed to facilitate the pro-
cess and enhance predictability, Ganeles
emphasizes that there must be a high
level of expertise throughout the whole
immediate loading process. In a tradition-
al implant delivery procedure, it means that

Education & Training for Immediately
Loading Dental Implants

4 Millennium Research Group. Q1 2008 data. Report surveying US general practitioners, oral and
maxillofacial surgeons, periodontists, and prosthodontists.

5 Elian N, Tabourian G, Jalbout ZN, et al. Accurate transfer of peri-implant soft tissue emergence profile from
the provisional crown to the final prosthesis using an emergence profile cast. J Esthet Restor Dent.
2007;19(6):306-314.

6 Kourtis S, Psarri C, Andritsakis P, Doukoudakis A. Provisional restorations for optimizing esthetics in ante-
rior maxillary implants: a case report. J Esthet Restor Dent. 2007;19(1):6-17.

7 McArdle BF. Using a fixed provisional prosthesis during post-extraction healing and implant placement.
Compend Contin Educ Dent. 2006;27(3):179-184.

8 Ganddini MR, Tallents RH, Ercoli C, Ganddini R. Technique for fabricating a cement-retained single-unit
implant-supported provisional restoration in the esthetic zone. J Prosthet Dent. 2005;94(3):296-298.

9 Macintosh DC, Sutherland M. Method for developing an optimal emergence profile using heat-polymer-
ized provisional restorations for single-tooth implant-supported restorations. J Prosthet Dent.
2004;91(3):289-292.

10 Touati B, Guez G, Saadoun A. Aesthetic soft tissue integration and optimized emergence profile: provisionaliza-
tion and customized impression coping. Pract Periodontics Aesthet Dent. 1999;11(3):305-314.

11 Buskin R, Salinas TJ. Transferring emergence profile created from the provisional to the definitive restora-
tion. Pract Periodontics Aesthet Dent. 1998;10(9):1171-1179.

Carl Misch, DDS, MDS, teaches immediate-loading procedures within his institute, but only after the
participants have learned a structured, multi-phased program of traditional implant approaches.“Not only do they
have to learn that, but they should perform traditional unloaded healing approaches 50 times so that they’re com-
pletely comfortable with the procedure,” Misch explains.“It’s been shown in the literature that about 50 patients are
required before you’re knowledgeable enough to know what not to do rather than just what is ideal.”

Misch says the education then should proceed from the structured program and placing 50 implants to taking
another course specific to immediate loading that lasts more than just 1 day. Additionally, clinicians should pur-
sue education that addresses the four patient types and their risk factors, he says.

According to Jon Julian, DDS, clinicians have to perform the procedures in order to obtain the necessary expe-
rience, but that doesn’t mean that a beginning doctor should make an immediate-loaded implant his or her first
case. On the other hand, until he or she does one, they won’t have experience with it, he says.

“I believe the doctor needs to have some degree of self-judgment where he or she determines that they would
like to take another step, and that may be early in their implant career or it may be after they’ve placed many of
them,” Julian says. “I think having a mentor, a person to work with, is very important.”

Lyndon Cooper, DDS, PhD, adds that there are excellent postgraduate dental implant educational programs
in the United States and throughout the world that offer multi-year educational experiences in prosthodontics,
periodontology, and oral and maxillofacial surgery in which immediate loading is part of the curriculum.
There are also implant fellowships in which dentists who have completed postgraduate education in prostho-
dontics or other specialties can acquire implant surgical experience in 1-year mentor fellowships in an aca-
demic setting, he says.

“I can’t imagine someone learning everything they need in a day or two,” Cooper suggests. “The education and
training necessary to become skilled and proficient in these techniques are a combination of experiences that
include surgical placement of implants, diagnosis and treatment planning of complex restorative cases, and put-
ting all of the components together.”

“Not only do they have to learn
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a surgeon, restorative dentist, and labora-
tory technician would be collaborating,
using the same set of plans and under-
standing what each needs to accomplish,
he explains.

According to Salama and Garber, the
first and probably biggest challenge in
the application of immediate loading is
the additional layer of logistical planning
that’s required to coordinate the delivery
of both the surgical and the restorative
therapy in the same day, or certainly within
a couple of days. Unlike in Europe and
the rest of the world, American dentistry,
in particular, emphasizes specialties, and
the vast majority of the general practi-
tioners in the United States rely on their
periodontists or oral surgeons to place
their implants, they said. As a result, this
approach requires coordination between
at least two offices and their staffs, as well
as the preparation of the appropriate in-
ventory, Salama and Garber explain.

“People see this procedure being done
on a television screen at a meeting and they
see it occurring very quickly, without a flap,
without much bleeding, and the whole
procedure has occurred in an hour or two,
and the implication is that it’s very simple,”
observes Lyndon Cooper, DDS, PhD,
chair and graduate program director of
the department of prosthodontics at the
University of North Carolina School of
Dentistry. “Highly skilled people have
worked a long time to learn how to do
this, and the simplicity of the appearance
belies years of experience and a great deal
of planning. For every hour we spend
immediately loading a dental implant,
there are several hours of planning and
several more hours of laboratory work.”

MYTH: Only short-term and/or an-
ecdotal evidence has been reported regard-
ing immediate loading of dental implants.

REALITy: According to Sonick, pro-
spective studies on immediate tempori-
zation continue to accumulate, although
it is true that most published data in-
volve 1-year results or case reports. He
notes that a 7-year-long investigation on
immediate loading of completely and
partially edentulous jaws found ~94%
implant survival, with the prosthetic sur-
vival rate ~99%.12

MYTH: Immediate loading of dental
implants is not suitable for all patients.

REALITIES: In the right circumstances,
if the prerequisites can be met, and with
proper treatment planning, immediate
loading of dental implants can be re-
commended for patients with all types of

According to Carl Misch, DDS, MDS, it’s implied by some lecturers and authors that the
success rate of immediate loading is similar to that of traditional unloaded healing protocol. However,
he says there are studies comparing the two that show the risk of failure (ie, implants not integrating)
to be about 10%, in some cases higher and others lower.

“For the novice, that 10% sounds like a minor factor considering some of the benefits that are being
touted for immediate loading,” Misch observes. “They don’t understand that when the implant fails, it
also destroys the bone around the implant, often to the point that the labial plate or the facial plate of
the bone is completely lost.”

If that implant happens to have been placed on a bone graft, this means that this particular implant
failure could result in insufficient bone to re-implant, Misch says. It is this type of higher risk that
isn’t being mentioned enough, he says.

“People are taking the risk without understanding that the risk is not only an implant failure, but
often a need to bone graft. The bone graft procedure is not as predictable as the implant procedure,”
Misch says. “So now, on a patient that had a failure, we’re doing an even higher-risk procedure as a
consequence of the failure.”

An implant failure that results in the need for a bone graft and re-implanting the implant is the
economic equivalent of losing the profits of five successful cases, Misch emphasizes. In other words,
the overhead is high enough in implant dentistry that when it’s necessary to redo the implant and add
a bone graft to it, the profit from one successful case is insufficient to cover the cost of the failure.

“It takes about five successful cases to cover the failure,” Misch says. “Therefore, a 10% failure rate
means you’re cutting your income in half because it takes five successes to equal the failure.”

The least risk for immediate load is for a mandibular overdenture, Misch explains. His approach
would be to splint these implants together within a week. However, if the implants were allowed to heal
without a load, they wouldn’t need to be splinted together and still would be very predictable, he says.

“The profession has been given the impression that patients want their teeth faster and that
they’re willing to take the risk,” Misch says. “However, what I’ve seen in my practice is that when I do
immediate load, I charge an extra 20%. That increased fee lets patients know there’s a higher risk
and, when given the option of paying more for the increased risk, almost all of them would rather
pay less and have less risk.”

Nitzan Bichacho, DMD, emphasizes that patients who come into the practice with big expecta-
tions for immediate loading of dental implants need to understand that in order for the treatment to
take place, some objective criteria and conditions must be present, and those cannot always be pre-
dicted before surgery. He recommends that the dentist prepare an alternative treatment in the event
that the implant cannot be immediately loaded.

“I suggest the dentist be fully open with the patient and not become entangled in the patient’s wish-
ful thinking. Be very realistic about the treatment,” Bichacho says.“This is very important. It’s important
not to proceed with a treatment scheme just because the dentist wants to do it for the patient, especially
if the situation and the clinical parameters won’t enable him or her to execute such a procedure.”

Lyndon Cooper, DDS, PhD, believes that general practitioners need to appreciate that immediate
loading or provisionalization of an implant in the edentulous lower jaw is largely available to patients.
In other words, he says it’s something that dentistry can offer and then succeed with quite frequently.

“When we get beyond the lower jaw, the opportunities for immediate loading are often positive,
but the reality of that risk/benefit equation is such that we prudently divert from an immediate-load-
ing plan,” Cooper admits. “Making careful risk/benefit calculations is especially important when
extracting a tooth and placing an implant and a crown in one visit.”

There are many reasons for that, Cooper says, but the main reason is that the clinical situation does
not support the long-term functional success of the implant. “What clinicians have to ensure is that
when they discuss the range of opportunities with their patients that their patients understand that
with the immediate-loading scenario, they need to be prepared for conventional therapy as well,”
explains Cooper. “This means clinicians should be prepared for alternative treatment scenarios.”

Cooper explains that immediate loading of dental implants requires a great deal in terms of treat-
ment planning and bone quality/quantity in order to ensure success. When placing an immediate
load implant, the implant must be placed with primary stability in an ideal position for an ideal
restoration. The main problems clinicians encounter is that frequently the anatomy or the qual-
ity of the bone does not suit the clinical ability to gain primary stability, Cooper says.

12 Degidi M, Piatelli A. 7-year follow-up of 93

immediately loaded titanium dental implants.

J Oral Implantol. 2005;31(1):25-31.



edentulism (ie, single tooth, full-mouth,
partially edentulous), Ganeles explains.

“Most of the information available
about immediate loading has been for
patients who are edentulous in the lower
jaw,” Ganeles explains. “So, many people
thought that if you’re going to do an im-
mediately loaded implant that this was
the only kind of patient you should treat
this way.”

MYTH: Immediate loading of dental
implants is difficult restoratively.

REALITIES: According to Sonick,
temporaries used in these situations may
be made ahead of time, and most implant
systems now offer easy-to-follow kits and
parts specifically for this procedure. Pre-
formed crowns and abutments may be
used so that clinicians do not have to take
an extra implant-level impression, he says.

“Basically, if you know how to make a
temporary crown for a prepared tooth, you
will find that the process for implants is
as simple or even easier,” Sonick says.“Of-
ten, immediate temporization is straight-
forward enough for surgeons to complete.
It is possible also to use the tooth the pa-
tient came in with as a temporary cement-
ed onto a transitional abutment.”

MYTH: Only very healthy or young
patients can benefit from immediate
loading or can be treated predictably with
immediate loading.

REALITY: According to Ganeles, the
demographic, age and health requirements
of patients undergoing immediate loading
procedures are not that stringent, pro-
vided other requisite factors are controlled
(eg, bone density, occlusion, soft tissue
health, home care ability). “Anybody who
is healthy enough to have implant sur-
gery can also have immediate loading ac-
complished,” Ganeles says.

MYTH: Only specialists should per-
form immediate loading of dental implant
procedures.

REALITIES: There are general den-
tists who are experts in all phases of

implant placements and provide beauti-
ful work, Krauser says, and there are
specialists that may perform average
work even though they’re specialists.
The high degree of skill and precision
comes from each individual working
alone or as a team, he explains. These
practitioners’ skill sets vary, and not
necessarily in a straight line. Only qual-
ified, well-trained and skilled colleagues
should perform these procedures, Krauser
emphasizes.

According to Cooper, immediate load-
ing procedures are performed extremely
well by teams of clinicians in which a sur-
geon or surgical specialist, a periodontist
or an oral surgeon, and a restorative spe-
cialist—either a prosthodontist or a very
experienced restorative dentist—work
together with a radiologist who’s provid-
ed them with advanced biometric images
of the patient to plan the case. He says
that if an individual wants to pursue the
immediate-loading scenario, doing so is
well served by obtaining specialty or ad-
vance training.

“In modern dentistry, the collabora-
tive approach is a must, because there are
very few individuals that can perform all
phases of dentistry to the highest quality,”
Bichacho explains. “All treatment modal-
ities progress, so you need to invest time
to stay on the cutting edge of those treat-
ment modalities. So in general, a collab-
oration between different specialties is a
must today in order to provide the best
treatment.”

CONCLUSION
According to Julian, it’s important for
dentistry to educate general dentists about
placing implants themselves in order to
have the vision necessary to diagnose, treat-
ment plan, and restore correctly cases for
which an implant(s) may be an appropri-
ate treatment modality.

“You can’t ignore it, and the less you
know, the less you’ll do for your patients,”
Julian cautions. “The more you learn, the
more patients that could benefit from im-
plants will be diagnosed and have the op-
portunity to have implants placed. That

means more referrals to surgeons and to
specialists, and the dental community can
work together much better.”

And among the implant procedures
available is immediate loading. Sonick em-
phasizes that, if executed properly—with
non-functional temporization, correct
surgical placement, no cement left behind,
proper emergence profile—immediately
loaded implants represent a very nice serv-
ice for patients. However, he cautions that

coordination and communication between
restorative dentist and implant surgeon
is mandatory.

“Every once in a while we encounter
a patient whose life we can transform by
providing them with an immediate-load-
ing procedure,” Ganeles says. “That’s the
reason you do it, and that’s the bottom line.
There is real power in these kinds of pro-
cedures to change people’s lives, and every-
thing else is just fluff.”
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