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ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 
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potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).

Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 

Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 

prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.

CONFLICT OF INTEREST 
The authors declare that there is no conflict of interest regarding 
the publication of the article.

REFERENCES

1.  Messias A, Karasan D, Nicolau P, Pjetursson BE, Guerra 
F. Rehabilitation of full-arch edentulism with fixed or 
removable dentures retained by root-form dental 
implants: a systematic review of outcomes and outcome 
measures used in clinical research in the last 10 years. J 
Clin Periodontol. 2023 May;50 Suppl 25:38-54. 

 doi: 10.1111/jcpe.13616.
2.  Rutkunas V, Dirse J, Kules D, Mischitz I, Larsson C, 

Janda M. Misfit simulation on implant prostheses with 
different combinations of engaging and nonengaging 
titanium bases. Part 2: Screw resistance test. J Prosthet 
Dent. 2024 Feb;131(2):262-71.

 doi: 10.1016/j.prosdent.2022.04.027. 
3.  Montero J. A review of the major prosthetic factors 

influencing the prognosis of implant prosthodontics. J 
Clin Med. 2021 Feb 17;10(4):816.

 doi: 10.3390/jcm10040816.
4.  Menini M, Pesce P, Pera F, Baldi D, Pulliero A, Izzotti A. 

MicroRNAs in Peri-implant Crevicular Fluid Can Predict 
Peri-implant Bone Resorption: Clinical Trial with a 5-Year 
Follow-up. Int J Oral Maxillofac Implants. 2021 
Nov-Dec;36(6):1148-57.

 doi: 10.11607/jomi.9040.

5.  Delucchi F, Pozzetti E, Bagnasco F, Pesce P, Baldi D, 
Pera F, Di Tullio N, Pera P, Menini M. Peri-implant tissue 
behaviour next to different titanium surfaces: 16-year 
post-trial follow-up. Applied Sc. 2021;11(20):9625. 
https://doi.org/10.3390/app11209625.

6.  Menini M, Delucchi F, Baldi D, Pera F, Bagnasco F, 
Pesce P. Macrophagic inflammatory response next to 
dental implants with different macro- and micro-structure: 
an in vitro study. Applied Sc. 2021;11(12):5324. 
https://doi.org/10.3390/app11125324.

7.  Donos N, Akcali A, Padhye N, Sculean A, Calciolari E. 
Bone regeneration in implant dentistry: which are the 
factors affecting the clinical outcome? Periodontol 2000. 
2023 Oct;93(1):26-55. doi: 10.1111/prd.12518.

8.  de Elío Oliveros J, Del Canto Díaz A, Del Canto Díaz M, 
Orea CJ, Del Canto Pingarrón M, Calvo JS. Alveolar 
bone density and width affect primary implant stability. J 
Oral Implantol. 2020 Aug 1;46(4):389-395. 

 doi: 10.1563/aaid-joi-D-19-00028.
9.  Shemtov-Yona K, Rittel D, Levin L, Machtei EE. Effect of 

dental implant diameter on fatigue performance. Part I: 
mechanical behavior. Clin Implant Dent Relat Res. 2014 
Apr;16(2):172-7. doi: 10.1111/j.1708-8208.2012.00477.x. 

10.  Urban IA, Montero E, Amerio E, Palombo D, Monje A. 
Techniques on vertical ridge augmentation: Indications 
and effectiveness. Periodontol 2000. 2023 
Oct;93(1):153-82. 

 doi: 10.1111/prd.12471.
11.  Kondo Y, Sakai K, Minakuchi H, Horimai T, Kuboki T; 

JSOI Clinical Guideline Working Group collaborators. 
Implant-supported fixed prostheses with cantilever: a 
systematic review and meta-analysis. Int J Implant Dent. 
2024 Nov 21;10(1):57. 

 doi: 10.1186/s40729-024-00573-8.
12.  Pesce P, Del Fabbro M, Modenese L, Sandron S, 

Francetti L, Isola G, et al. Influence of implant diameter 
on implant survival rate and clinical outcomes in the 
posterior area: a systematic review and meta-analysis. 
BMC Oral Health. 2023 Apr 21;23(1):235. 

 doi: 10.1186/s12903-023-02962-8.
13.  Bhandari J, Adhapure P, Barve NN, Baig N, Jadhav V, 

Vispute S. Full mouth rehabilitation by implant supported 
fixed prosthesis. Contemp Clin Dent. 2020 
Apr-Jun;11(2):199-202. 

 doi: 10.4103/ccd.ccd_738_18.
14.  Moraru MC, Buzduga CM, Gurzu IL, Mereuta V-D, 

Ciurcanu OE, Balan M, et al. The advantage of all-on-six 
and all-on-eight technique compared to the all-on-four 
technique. Romanian J Oral Rehab. 2024 
April;16(1):196-214. 

 doi: 10.62610/rjor.2024.1.16.17.

15.  Heimes D, Kämmerer PW, Beuer F, Pieralli S. Current 
evidence in immediate implant placement and restoration 
in full-arch situations: a narrative review. Int J 
Prosthodont. 2025 Sep 2;38(5):35-50.

 doi: 10.11607/ijp.9388.
16.  Eghbali-Fatourechi GZ, Lamsam J, Fraser D, Nagel D, 

Riggs BL, Khosla S. Circulating osteoblast-lineage cells 
in humans. New England J Med. 2005 May 
12;352(19):1959-66. 

 doi: 10.1056/NEJMoa044264.
17.  Rojas Vizcaya F. Retrospective 2- to 7-year follow-up 

study of 20 double full-arch implant-supported monolithic 
zirconia fixed prostheses: measurements and 
recommendations for optimal design. J Prosthodont. 
2018 Jul;27(6):501-8.

18.  Tribst JP, Dal Piva AD, Borges AL, Bottino MA. Effect of 
implant number and height on the biomechanics of full 
arch prosthesis. Braz J Oral Sci. 2018 Jun 
17;1-11:e18222.

19.  Dimililer G, Kücükkurt S, Cetiner S. Biomechanical 
effects of implant number and diameter on stress 
distributions in maxillary implant-supported overdentures. 
J Prosthet Dent 2018;119:244-9. 

 doi: 10.1016/j.prosdent.2017.03.016
20.  Tomar S, Saxena D, Rawat P, Madaan S, Kumar A. 

Evaluating complications, success rate, and marginal 
bone loss in cement- versus screw-retained single 
implant-supported zirconia crowns: a systematic review 
and meta-analysis. Cureus. 2025 May 2;17(5):e83370. 
doi: 10.7759/cureus.83370.

21.  Found AA, Shah S, Fouda MA, Santos MJMC, Butler S. 
Survey of screw-retained versus cement-retained implant 
restorations used in both education and private dental 
practices. J Dent Educ. 2024;88:1029–39. 
https://doi.org/10.1002/jdd.13568.

22.  Ashurko I, Trofimov A, Tarasenko S, Mekhtieva S. 
Full-mouth screw-retained implant-supported 
rehabilitation with multiunit abutments using virtual 
guided surgery and digital prosthetics protocol. Case Rep 
Dent. 2020 Sep 9;2020:3585169. 

 doi: 10.1155/2020/3585169.

Full-Mouth Rehabilitation of a Generalized Periodontitis Patient Using Dental Implants
Islam ASM1*, Mridha MN2, Mim ST3, Islam MS4, Rahman F5, Hossain J6

Case Report OPEN ACCESSEST: 2015
UPDCJ



AUTHOR’S AFFILIATION  

1. Dr. A.S.M. Ariful Islam, BDS, MS (OMFS) 
 Assistant Professor and Head
       Dept. of Oral and Maxillofacial Surgery
       Update Dental College & Hospital, Dhaka, Bangladesh 
       Cell: +8801717672225 Email: dr.arif.omfs@gmail.Com 
2. Dr. Muhammad Noyon Mridha, BDS
 Lecturer & Dental Surgeon
      Dept. of Oral and Maxillofacial Surgery
      Update Dental College & Hospital, Dhaka, Bangladesh 
      Cell: +8801886669913 Email: mdnoyonalam6@gmail.com
3. Dr. Sadia Tasnim Mim, BDS
 Lecturer & Dental Surgeon, Dept. of Oral and Maxillofacial Surgery
 Update Dental College & Hospital, Dhaka, Bangladesh 
       Cell: +8801558242300 Email: tasnim920@gmail.com
4. Dr. Md. Shofikul Islam, BDS, D-OMFS
 Assistant Professor, Dept. of Oral and Maxillofacial Surgery
      Update Dental College & Hospital, Dhaka, Bangladesh 
      Cell: +8801716901296 Email: shofikaymaan@gmail.com
5. Dr. Fahmida Rahman, BDS
 Lecturer & Dental Surgeon, Dept. of Oral and Maxillofacial Surgery
      Update Dental College & Hospital, Dhaka, Bangladesh 
      Cell: +8801680378454 Email: fahmidarahmantulipa.updc@gmail.com
6. Dr. Jahanara Hossain, BDS
 Intern Doctor, Dept. of Oral and Maxillofacial Surgery,
      Update Dental College & Hospital, Dhaka, Bangladesh 
      Cell: +8801777803138 Email: j.hossainbristy@gmail.com

 ARTICLE INFO:
 Received: January 11, 2026
 Accepted: May 05, 2026
 Volume: Vol. 16, Issue- 1, April 2026 
 DOI: https://doi.org/10.3329/updcj.v16i1.87077.
 

© Authors retain copyright and grant the journal right of first publication 
with the work simultaneously licensed under Creative Commons 
Attribution License CC - BY 4.0 that allows others to share  the work 
with an acknowledgment of the work's authorship and initial  publication 
in this journal. https://creativecommons.org/licenses/by/4.0/ 
Publisher: Update Dental College, Dhaka, Bangladesh 
Web: www.updatedentalcollege.edu.bd 
E-mail: updcj@hotmail.com

Scan to access article citation and full online link 
Corresponding Author*:

Dr. A.S.M. Ariful Islam, BDS, MS (OMFS) 
Assistant Professor and Head, Dept. of Oral and Maxillofacial Surgery

Update Dental College & Hospital, Dhaka, Bangladesh 
Cell: +8801717672225 Email: dr.arif.omfs@gmail.Com 

ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 

potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).
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 Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 

Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 

prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.
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ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 

potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).

Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 
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Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 

prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.
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ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 

potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).

Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 

Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 
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prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.
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ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 

potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).

Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 

Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 

prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.
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ABSTRACT

Full-mouth rehabilitation with implant-supported prosthesis is 
not only the most sophisticated technique but also one of the 
most challenging topics in contemporary implant dentistry. 
Clinicians encounter challenges when providing oral 
rehabilitation to a patient who suffered considerable loss of 
alveolar bone and soft tissue as a result of severe periodontitis. 
A bone graft or gingival surgery is often needed when replacing 
loose natural teeth with a fixed prosthesis supported by dental 
implants. Here in this case report, a patient underwent 
full-mouth rehabilitation with an implant-supported fixed 
prosthesis. In this case, a 41-year-old male patient came with 
mobility in all teeth, and comprehensive periodontal treatment 
was performed as the first line of management; however, the 
patient showed no positive clinical response, indicating 
periodontal treatment failure. Poor oral hygiene care, smoking, 
alcoholism and uncontrolled diabetes mellitus worsened this 
case. There was persistent 3rd degree mobility, with 70% 
radiographic bone loss, and his HbA1c was 10%.  So, based on 
the 2018 classification of periodontitis, the patient’s condition 
was in Stage IV & Grade C. Following attainment of adequate 
glycemic control (HbA1c 5.5%), the treatment plan included 
cessation of tobacco and alcohol use and extraction of all teeth 
in both arches with immediate fixture placement from Osstem 
Implant System (Osstem Implant Co., Ltd., Seoul, South 
Korea), (13 implants; 6 implants on maxilla and 7 on mandible) 
followed by allograft bone (SureOss chip, Osstem Implant Co., 
Ltd., Seoul, South Korea) placement and successfully carried 
out to restore oral function and aesthetics.
Keywords: Dental implant, full-mouth rehabilitation, periodon-
titis, allograft. 

INTRODUCTION

In order to provide retention and support for a fixed or 
removable dental prosthesis, a dental implant is implanted into 
the oral tissues beneath the mucosal and/or periosteal layer 
within the jawbone. One of the well-researched methods of 
treating partial or complete anodontia is dental implantation.1 
Complete rehabilitation with dental implants has strong success 
rates, which are strongly correlated with preoperative planning. 
A major issue with full-arch implant-supported prostheses is 
getting the passive fitting just right. After all screws have been 
tightened, a perfect passive fit is attained when the opposing 
surfaces of the implants and the framework intaglio are in 
maximum spatial congruency, with no strains in the 
components- as long as the implant and framework surfaces 
are made precisely plain.2 The success of implant rehabilitation 
in the posterior jaw regions is influenced by various factors such 
as the location and extent of the edentulous area, the status of 
the remaining teeth, the patient's compliance with oral hygiene, 

potential parafunctions, the state of the opposing arch, implant 
surface characteristics and bone regenerating capacity3-7 
particularly the quality, height, and width of the residual bone8. 
Because of the strong masticatory pressures that have evolved 
in these locations, replacing missing parts with a regular or wide 
implant is the gold standard.9 
The goal of current implantology guidelines is to achieve the 
best possible functional and aesthetic outcomes with prosthetic 
restorations. To get benchmark results, a number of 
characteristics have been proposed, including sufficient bone 
height, width, and sagittal projection; sufficient amount and 
quality of soft tissue; preservation of the buccal sulcus; and 
sufficient papillae and gingival contour. The use of short 
implants, vertical ridge augmentation techniques, or cantilever 
prostheses are some remedies for insufficient ridge height.10,11 

While short implants have a similar short-term survival rate, 
other writers claim that their long-term effectiveness is less 
known, particularly in the posterior maxilla, where bone density 
is lower.12 Vertical augmentation and cantilever prostheses 
increase patient injury, abutment loosening and less predictable 
outcomes, leading to the "All-on-Four" technique for 
rehabilitation in edentulous jaws.13

Clinical studies have shown that using only four implants for a 
complete fixed rehabilitation of the maxilla can be successful, 
but there is evidence to suggest that, for prosthetic treatment of 
the edentulous maxilla, using more implants may be 
advantageous because the stresses on most implants were 
lower in the “All-on-Six” planning than in the “All-on-Four” 
planning.14 In this case, we use “All-on-Six” in the maxilla and 
seven implants on the mandible. The purpose of this article was 
to report a case of full-mouth prosthetic rehabilitation on six 
endosseous implants on the maxilla and seven endosseous 
implants in the mandible. For these patients, we provided an 
implant-supported, fixed, screw-retained prosthesis that 
improved both their aesthetics and oral function.

CASE REPORT

A 41-year-old male patient visited our dental facility with 
loosening of all teeth in both arches for 1 year. He was an 
alcoholic, smoker and diabetic patient. On examination (Fig. 1), 
the patient revealed a straight face profile.
Figure 1: Extraoral feature of the patient shows a straight face profile.

Figure 2: Intraoral features show class I malocclusion and 
gingival recession.

Intraoral features (Fig. 2) include class I malocclusion according 
to Angle’s classification. Generalized Grade III tooth mobility 
and gingival recessions were observed.

Figure 3: CBCT shows bone condition.

Following thorough investigations by CBCT and 
Orthopantomogram, the decision was made to place six 
implants in the maxillary arch and seven in the mandibular arch. 
CBCT confirmed adequate bone quantity and quality. The ridge 
height and width were measured and found to be within normal 
clinical limits (Fig. 3).

And an orthopantomogram was done that showed teeth # 11, 
13, 14, 15, 16, 17, 21, 22, 23, 24, 25, 26, 27, 31, 32, 33, 34, 35, 
36, 37, 38, 41, 42, 43, 44, 45, 46, and 47 teeth were present and 
severe horizontal bone loss across all quadrant were observed 
(Fig. 4).

Figure 4: OPG shows generalized severe periodontitis with 
interproximal bone loss.

During preoperative surgical preparation, GA fitness tests were 
performed, and bite registration was obtained. By taking all 
aseptic measures, all teeth were extracted under general 
anesthesia, and all sockets were curetted. Then, implants were 
immediately placed after tooth extraction. The maxilla received 
six implants: right 1st molar (7x5mm), right 1st premolar 
(10.5x4mm), right lateral incisor (10.5x4mm), left lateral incisor 
(11.5x4.5mm), left 1st premolar (8.5x4.5mm) and left 1st molar 
(7x5.5mm). The mandible received seven implants and was 
positioned on left 1st molar (8.5x5mm), left 1st premolar 
(11.5x4mm), left canine (13x4.5mm), left lateral incisor 
(13x4mm), right central incisor (13x4mm), right 1st premolar 
(11.5x4.5mm), and right 1st molar (8.5x5mm) regions 
immediately after extraction (Fig. 5).

Figure 5: Implant fixture placement immediately after 
extraction.

A bone allograft was also placed in both the maxilla and the 
mandibular extracted socket, and the surgical wound was 
closed with 3-0 Vicryl. (Fig. 6).

Figure 6: All sockets were covered by bone allograft before the 
wound was closed with sutures.

After 1 day of postoperative instruction, the patient was 
discharged and asked to return in 7 days for follow-up. An 
orthopantomogram was also performed, which showed implant 
placement without abnormality (Fig. 7).

Figure 7: Seven days postoperative panoramic radiograph of 
implant placement.

The patient was asked to come after 12 months for a prosthetic 
procedure.

Fabrication and final prosthesis:

At the 12-month follow-up, the patient remained asymptomatic. 
Radiographic evaluation via OPG revealed no abnormalities or 
peri-implant radiolucency. To initiate the restorative phase, the 
cover screws were removed, and healing abutments were 
placed. Following a 2-week period of soft-tissue maturation, 
rigid abutments were fixed in the fixtures (Fig. 8). 

Figure 8: Final abutment placement over the implant fixture.

Then, impression coping was done for making the ceramic 
prosthesis in the lab, similar to the vertical height register, which 
was taken before extraction. Multiple trials were pursued to 
secure occlusion before providing the final prosthesis. Finally, a 
prosthesis was given to the patient after 4 days (Fig. 9).

Figure 9: Full mouth rehabilitation by implant-supported 
ceramic prosthesis.

DISCUSSION

The biology of a recovering tooth socket is a complicated 
process. By selecting the proper implant width and length and 
making use of the remaining cortical bone, primary stability of 
implants can be achieved. Early implant placement in a healing 
socket that is only a few weeks old is not well-studied, despite 
the fact that immediate implant placement at the moment of 
tooth extraction is commonly recognized and supported by 

research.15 Following full mouth extractions, a three-week 
waiting time may have an impact locally at the extraction sites 
as well as systemically in the bone marrow and peripheral stem 
cells. Broken limbs have been demonstrated to have a systemic 
effect on circulating (peripheral) stem cells, possibly as a result 
of increased osteoblastic progenitor cells in the bone marrow.16 
Also, it was shown that three weeks following the injury, there 
was an increase in the number of circulating osteoblastic stem 
cells.
In a systematic review16, there are numerous studies examining 
the early installation of implants; nevertheless, no particular 
report or suggestion exists regarding the ideal timing for 
finishing the early implantation of dental implants following 
extractions. Separating the extraction visit from the implant 
installation visit has several benefits, such as minimizing 
operating time, reducing surgical complexity, and improving 
surgical stent fitting. Additionally, a three-week period for socket 
repair is far shorter than the two to three months typically 
required. The patient was given a full arch fixed restoration up to 
the first molar. Excessive cantilever has been shown to 
adversely affect implant-supported prosthesis biomechanics 
and to cause overloading, which raises the risk of prosthesis 
and/or abutment screw fracture.17

Furthermore, a full-arch prosthesis supported by implants with 
greater length and quantity resulted in reduced stress 
concentration under the simulated load. This is particularly 
significant when ceramic is used. For the distribution of stress 
and strain, reducing the number of implants during recovery is 
more detrimental than reducing their length.18,19 So, our team 
chose to use a six-implant-supported full-arch fixed prosthesis 
in the maxilla and seven-implant supported full arch fixed 
prosthesis in the mandible.

Accurate placement of dental implants and selecting the 
prosthetic construction type for retention is crucial for full arch 
implant-supported rehabilitation. Some benefits of 
cement-retained prostheses include reduced construction 
technology, compensation for implant placement in the absence 
of parallel axes, and passive prosthesis fitting because of the 
cement gap between the abutment and the structure. 
Nevertheless, additional problems with this type of fixation 
could include limited maintenance service availability and the 
potential for peri-implantitis to develop due to excessive cement 
in the peri-implant region, particularly in soft tissues.20 Thus, the 
majority of clinicians concur that screw retention should be 
preferred in full-arch implant-supported prosthetics. Screw 
retention, more critically, entirely removes cement from the 
peri-implant tissues, ensuring that the prosthesis can be 
maintained and removed for sanitary treatments and 
monitoring. The final step is crucial because artificial gingiva in 

prosthetic fabrication makes it challenging to regulate excess 
cement.21,22

Limitation 
Several limitations must be acknowledged in this case. First, the 
patient was in a high-risk group, which is responsible for 
peri-implant complications. Second, the patient had a history of 
periodontal treatment failure, which suggests a challenge in 
maintaining the prosthesis in the long run. Finally, the patient 
lived abroad, so long-term follow-up of the prosthesis was not 
possible.

CONCLUSION 
In full-arch implant-supported rehabilitation, dental implant 
location accuracy is critical, particularly when the final 
restoration lacks ceramic gingiva. The lack of cement in 
peri-implant tissues and the availability of maintenance services 
are two benefits that screw-retaining prostheses have over 
cement-retained structures. Multiunit abutments offer passive 
prosthesis fitting by sealing the implant neck and establishing a 
more robust and extensive hemidesmosomal bond. During the 
peri-implant tissue's stability, intraoperative installation reduces 
the need for repeated screwing and unscrewing.
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