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The specific case

In the planning of implantological
restorations, the need for laborious
augmentations can be obviated by
targeted local measures.
Alveolar ridge preservation management
with CERASORB® Foam and I/A-PRF *
„ If an implant-based prosthetic restoration is planned, the starting conditions for subsequent
implant placement can be optimised by means of targeted local techniques. Numerous
concepts for socket preservation or augmentation (ARP = Alveolar Ridge Preservation)
are described in the literature and used clinically. Here, use of bone substitute materials
(BSM) in combination with autologous platelet concentrates (PRF = Platelet-Rich Fibrin) for
promotion of local wound healing is described in the literature as a successful technique.
In addition to the hard tissue, stable peri-implant soft tissue constitutes a central local
factor for the long-term success of implants. Local surgical measures for the management
of the soft tissue during implant placement or during exposition can be minimally invasive,
effective therapeutic procedures. In the following case study, ARP with BSM and PRF was
performed after tooth extraction. Subsequently, a sufficient dimension of the vestibular
soft tissue was achieved during implant placement by local surgical measures such as correct
3D alignment of the implant and the formation of a roll flap.“
Dr. Yasamin Habibi, MBA
& PD Dr. Dr. Keyvan Sagheb
Oromaxillofacial Surgery and Dentistry University Hospital Mainz

* I-PRF = Injectable Platelet Rich Fibrin
A-PRF = Advanced Platelet Rich Fibrin
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Case Report
Medical History
An otherwise healthy 65-year-old
male patient presented with a
tooth № 12 that was not worthy
of preservation, and a request for

A

implantological restoration (Fig.
1a – c). The initial situation shows
a crown that is clearly angulated
vestibular, and inflamed, slightly

reddened and swollen vestibular
mucosa with partial loss of the
papillary tips.

B

C

Fig. 1: The initial clinical situation with tooth № 12 having a longitudinal fracture and not worthy of preservation.

First, atraumatic extraction of
tooth № 12 was performed with
preservation of the alveolar walls
(Fig. 2a). The vestibular lamella
was already resorbed due to the
inflammatory process (Fig. 2b)
caused by a longitudinal fracture
(Fig. 2c)
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Fig. 2a – c: Atraumatic tooth extraction (a) with curettage of the granulation
tissue (b) and inflammatory loss of the vestibular bone lamella (c)

Complementing this, the alveolus
was reconstructed in terms of
ARP (Alveolar Ridge Preservation)
using autologous platelet and
fibrin concentrate (PRF: Platelet-

Rich Fibrin) in combination with
the β-tricalcium phosphate
collagen matrix Cerasorb® Foam.
(Fig. 3a – c). In order to achieve
optimal shaping of the soft
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tissue, the gap was provisionally
addressed with a removable
interim prosthesis.

C

Fig. 3a – c: ARP using I/A-PRF in combination with the β-tricalcium phosphate collagen matrix Cerasorb® Foam (a).
Filling of the non-intact extraction socket with the biologised β-tricalcium phosphate collagen matrix Cerasorb® Foam (b).
Socket seal with the A-PRF (c).
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After a healing phase of
6 months (Fig. 4a – c), the pre-

implantological planning was
carried out using digital volume

tomography
template.

and

an

X-ray

Figure 4a – c: Course of alveolar healing after 10 days (a), 4 weeks (b) and 6 months (c)

Evaluation showed sufficient
osseous reconstruction of the
alveolar bone, allowing smooth
axial alignment of the implant
in accordance with the planned
prosthetic crown (Fig. 5).

Fig. 5: The planning DVT with X-ray template shows sufficient bone stock for
implantation after primary prosthetic alignment.

In order to achieve an additional
effect on the shaping of the soft
tissue, a vestibular pedicled roll
flap technique was used for
implant placement (Fig. 6a – d).
Thus, additional thickening of the
vestibular mucosa was achieved.
Due to the very good primary
stability and for soft tissue
conditioning, transgingival healing
was carried out with a narrow
healing abutment in order to
create more space for the mucosa
to regenerate.

Fig 6a – d: In order to thicken the vestibular mucosa on the implant, a vestibular
pedicled roll flap (a–d) was formed during implant placement.
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With the aid of an orienting
drilling template, a maximally
palatal as well as steep insertion
axis of the implant was selected
in order to enable screwretained restoration with the
future crown and simultaneously
achieve a broad vestibular hard
and soft tissue volume (Fig.
7a – d). Thus the implant axis
deviates significantly from the
former natural tooth axis. A
tapered implant design with a
diameter of 3.3 mm was selected
in order to both account for the
clinical dimension of the gap and
guarantee high primary stability
of the implant for transgingival
healing.
Fig. 7a – d: Implant placement was carried out with the aid of an orienting
drilling template to ensure optimal prosthetic implant alignment (a/b).
In a condition of good primary stability, transgingival healing could be initiated
with a narrow healing abutment (c/d).

After a healing phase of 3 months,
the final prosthetic restoration
was initiated under satisfactory
hard and soft tissue conditions
(Fig. 8 a/b). By implementation
of the pre-prosthetic planning
of the implant axis, it was
possible to achieve a screwretained solution for the singletooth crown (Fig. 8 c/d). The
final prosthetic restoration is a
fully ceramically veneered highgold crown for avoidance of an
adhesive gap. Replacement of
the adjacent plastic filling on
tooth № 23 could have been
considered for harmonisation of
the aesthetics. Nevertheless, the
patient’s aesthetic requirements
were met, especially in view
of the initial clinical situation.
The patient was very satisfied
with the result, although
objectively no reconstruction
of the papilla tips was achieved.
However, further “maturing” of
the papillae over the course of
time is to be expected.

Fig. 8a – d: Prior to the final restoration, bland peri-implantary soft tissue with
sufficient volume (a/b) was seen. The far-palatal and steep angulation of the
implant axis allowed a screw-retained restoration in the final prosthetics (c/d).
Four weeks after placement of the final crown, the peri-implant soft tissue
situation was satisfactory, but complete reconstruction of the papilla tips was
not achieved.

Courtesy of Deutscher Ärzteverlag.
Habibi Y, Sagheb Ka, Wentaschek S, Al-Nawas B, Sagheb K: Ästhetische Zone effektiv gestalten.
Zeitschrift für Zahnärztl Implantologie 2019; 35: 222−227 DOI 10.3238/ZZI.2019.0222−0227
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Take home messages:
	If no measures are taken to preserve the alveolar bone after tooth extraction, there is an
average loss of 50% bone width after 12 months.
	In addition to bone quality and quantity, the soft tissue plays a central role in the area
of the implant site. Both mucosa thickness and sufficiently fixed mucosa around the
implant emergence profile are important prognostic factors.
	Reconstruction of the alveolus in terms of ARP (Alveolar Ridge Preservation) was
performed using autologous platelet and fibrin concentrate (PRF: Platelet-Rich Fibrin) in
combination with the β-tricalcium phosphate collagen matrix CERASORB® Foam offers
a rational solution here.

Maximum Flexibility
CERASORB® Foam
CERASORB® Foam is a multiporous composite material consisting of collagen and resorbable
bioceramics for bone augmentation. The use of phase-pure β-tricalcium phosphate with regular
interconnecting porosity and primary particle size results in degradation of the biomaterial
simultaneously with bone formation.
The shapeable variant of the CERASORB® Foam with low density allows plastic deformation and can
be individually adapted to the defect.
CERASORB® Foam is miscible with blood and I/A-PRF at a ratio of 1:1, producing an ideal kneadable
mass for filling bone defects. The multiporosity of the granules embedded in the collagen helps bone
to grow in faster. Blood components and body fluids can permeate the bone regeneration material
unhindered and rapidly to accelerate osseous integration, vascularisation, and resorption.
Due to the specific composition of CERASORB® Foam, a high degree of volume stability is achieved
even after degradation of the more rapidly resorbable collagen, while high X-ray density is maintained.
In addition to the round granule form, which has only interconnecting micropores, CERASORB® Foam
consists of polygonally broken β-tricalcium phosphate with micro-, meso- and macropores with a pore
size up to 500 μm. The primary particles, which are above the phagocytizable size range, form a grid
which is interspersed with an interconnecting system of micropores. Through this channel system,
blood components and body fluid can enter the interior of the granules by capillary forces.
This serves both cell nutrition and hydrolytic dissolution of the material, also from the inside. In addition,
it pro-motes pervasion of the material with blood vessels, cells and callus bones. The fibrillary collagen
structure, which covers the bioceramic, also serves as an ideal scaffold for growth factors or antibiotics
and provides significant support for soft-tissue regeneration.
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Maximum Flexibility
CERASORB® Foam
Clinical use:
Socket preservation after extraction
Defect filling after atraumatic tooth extraction
(Alveolar Ridge Preservation)
External and internal sinus lift procedure
Lateral and vertical augmentation in combination
with a volume-providing membrane
Periodontal defects
Periimplantitis

Product benefits:
Fast conversion of the regenerative, synthetic
augmentation material into natural bone tissue
Dental

Foam

Easy handling due to defect-oriented modeling
and comfortable positioning
Ideal processing with blood and autologous
platelet and fibrin concentrate (I/A-PRF)

CERASORB® bone regeneration materials
We offer tailor-made solutions for diverse requirements
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You have our word!

The specifications on the inserts enclosed with CERASORB® products are binding.

Defect filling after removal of a cyst

curasan AG
Lindigstraße 4
63801 Kleinostheim
Germany
cerasorb@curasan.de
www.curasan.de

CERASORB® – Always First Choice.
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