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Abstract 
Immediate implants provide advantages, starting with single-stage surgeries. Placement of post-

extraction posterior implants is usually more challenging than anterior parts because of the difference 

between the size of the implant and the socket.  

Objective: Review of the literature on the conditions for the placement of posterior implants of the stock, 

according to their condition in the morphology of the tooth, the morphology of the alveolus, as well as 

the importance of the geomancy of the implant and the volume in the tissue. Materials and Methods: A 

search was made in PubMed including original articles, pilot studies, case reports and literature review, 

where a search was made in articles about literature on the conditions for the placement of posterior 

immediate implants, according to their condition in the morphology of the tooth, morphology of the 

alveolus, as well as the importance of the geometry of the implant and the volume in the tissue. The 

search included the words “Post-extraction implants”, “posterior implants” and “primaty stability”.  

Results: The conditions for the placement of posterior post extraction implants to obtain primary stability 

are the root morphology: knowing the correct position of the roots. Alveolar morphology: since we 

depend on the interradicular septum for a good anchorage. Importance of implant geometry: consider the 

area of attachment between the surface of the implant biomaterial and the surrounding bone; an interface. 

And finally the volume of tissue: thanks to the presence of healthy tissue adhered to the soft tissue 

interface in implants will achieve u long-term success gives stability both in function and aesthetics.  

Conclusion: After dental extraction is a safe option, even when implants are loaded immediately or late. 

Following the general conditions for its placement in multi-root teeth we can ensure a good anchorage 

and success in such treatment both surgical and aesthetic. 

 

Keywords: Dental implants, primary stability, post-extraction implants 

 

1. Introduction 

Alveolar reabsorption is an inevitable phenomenon that occurs after the tooth extraction [1]. 

The loss that occurs after 6 months is 40% in alveolar height and approximately 70% in width, 

this continues at a rate of 0.25% to 0.5% per year2. Implant placement is a one-step procedure 

which requires placing an implant at the time of healing of a tooth after it is removed [3].  

Currently, several dental implant placement protocols are known according to the time of 

healing after a dental extraction, such as a delayed placement, when the receiving area is not 

optimal, placing 6 months of tooth extraction [4]; an early placement, when placing the implant 

for 6 to 8 weeks, providing adequate time for the alveolus to be covered with mucosa [5] and an 

immediate placement, are after an extraction, counting on a primary stability which has a high 

rate of survival [6, 7].  

Inmediate implants provide several advantages such as reducing the duration of treatment for 

the patient, since in general, in addition to reducing the need for regenerative treatment by 

preserving the physiological resorption that occurs after tooth extraction and improving 

aesthetic results [8, 9]. 

For decades the immediate placement protocol for unirradicular pieces has been considered 
[10], however, nowadays it is known that placement in posterior area is predictable with the 

help of diagnostic tools such as the use of cone beam and diagnostic waxing [11], in addition to  
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the clinical analysis and radiographic information detailing 

the anatomical structures, occlusion and biomechanics of each 

case in particular [12]. 

Although it is intended to reduce surgical time and trauma by 

placing immediate implants in molars, it currently represents 

a challenge in seeking the ideal position of the implant 

without compromising primary stability due to the limited 

thickness of the interradicular septum13. For this reason, a 

thorough evaluation of bone quality and root angulation must 

be made, since a high percentage of distortion has been 

demonstrated at mesiodistal angles, compromising an 

accurate diagnosis [14]. 

The aim of the present study is to conduct a literature review 

on the conditions for the placement of posterior implants, 

according to their condition in the morphology of the tooth, 

the morphology of the alveolus, as well as the importance of 

the geomancy of the implant and the volume in the tissue. 

 

2. Materials and methods 

A search was made in PubMed including original articles, 

pilot studies, case reports and literature review, where a 

search was made in articles about literature on the conditions 

for the placement of posterior immediate implants, according 

to their condition in the morphology of the tooth, morphology 

of the alveolus, as well as the importance of the geometry of 

the implant and the volume in the tissue. The search included 

the words “Post-extraction implants”, “posterior implants” 

and “primaty stability”. 

 

3. Results & Discussion 

3.1 Conditions of Root-Tooth Morphology 

It is very important to evaluate radiographically the tooth 

before extracting it. The dimensions between the first and 

second molars are very similar, which makes it difficult to 

prepare the implant due to the thinness of the interarticular 

septum, and a consideration in molars is the bifurcation of the 

ridge that exists between the buccal and lingual [15]. In many 

cases, when there are multiradicular teeth like the first and 

second upper molars, they generally have 3 roots: mesial, 

distal and palatal, which offers an advantage of a wide 

interradicular septum that favors the site of preparation to 

place the implant, having a better bone coverage and fixation 
[16]. 

In case the roots body, they guide the milling right to the 

center of the interradicular septum, for that it is important that 

the roots have an adequate structure and in minimum bone 

that covers 2/3 of the root as it is essential because at that 

point the interradicular septum is wider and easier to hook the 

middle part of the alveolus to place the implant platform at a 

suitable height that will provide a transition zone for the 

restoration [17].  

Otherwise the unfavorable position of the roots, the fusion of 

them and ankylosis would be a contraindication to use the 

roots as a guide to milling. The width of the tooth at the 

cement-enamel junction, the length of the root, the length of 

the trunk, and the degree of divergence of the roots are all 

elements that will determine the morphology of the receptacle 

and, consequently, the positioning and stability of the implant 
[16]. 

The use of the interradicular technique in lower molars as 

guide for the milling and placement of the immediate implant 

is a technique that has the advantage of placing the implant 

exactly in the center of the alveolar bone, to maintain the 

edges of the bone and reduce the reabsorption of the bone, 

having a great advantage for the final prosthetic rehabilitation 

[11]. 

The problem in surgeries is the area occupied by 

multiradicular roots, since we must mill in an ideal position 

without impairing primary stability. It is very important to 

know the correct position of the root, to be able to program 

and verify what our surgical act will be, since we depend on 

an interradicular septum for our correct placement of post 

extraction implants. 

 

3.2 Conditions of the Alveolar Morphology 

The advantage of placing a post-extraction implant is the 

prevention of bone resorption [18]. After the extraction, the 

bone begins to reshape, amounts of bone remodeling occur, 

and the edentula crest of the alveolar process undergoes three-

dimensional modifications [19]. In the maxillary and 

mandibular area, the immediate implants involve several 

clinical challenges, which are related to the site specific to the 

anatomical aspect, comparing the length of the alveolus with 

the reduction of the bone becomes apical13. The healing after 

extraction, has a reduction in diameter varies between 2.6 and 

4.6mm [20]. 

The placement of immediate implant requires an adequate 

amount and quality of bone, in cases of poor volume in the 

bone. The technique for preservation is designed to minimize 

horizontal and vertical alterations in post extraction sites [6, 21]. 

According to studies report that the use of bovine bone and 

porcine collagen membrane considerably increases the 

resorption of horizontal bone compared with only the 

extraction of the tooth [13]. A new classification about the 

extraction in molar, describes the sites of the alveolus with 

stability for its prompt stability: A) right in the septum which 

allows the implant to move, without leaving spaces between 

the implant and the socket, B) enough bone in the septum to 

stabilize, but not completely for the implant, which leaves 

spaces between one or more implant surfaces and the socket, 

C) alveolus that does not have enough bone in the septum 

which requires that the implant be hooked in the periphery of 

the alveolus [11]. 

The advantage of placement post-extraction implants is to 

avoid the bone loss in the alveolus, trying to be the least 

invasive around it. The alveolus will be our total guide for the 

placement of the implant guiding us in different anatomical 

points and with only correct manipulation to the milling. The 

placement of a post-extraction implant of multirradicular teeth 

is never an easy task, since there is always a difference 

between the size of the implant and the socket. 

 

3.3 Geometric importance of the Implant  

Active bone remodeling caused by surgical damage removes 

pre-existing bone tissue and forms new bone tissue adjacent 

to the implant during post-implantation recovery. Factors 

including implant materials and bone growth agents can alter 

the quality and quantity of regenerated bone tissue at the 

implant interface [8]. The more apical location of the voltage 

peak suggests that the conical implant-abutment interface is a 

solution to the problem [16]. It is suggested that the design of 

the implant gives better result with a cortical thickness of 2.8 

mm also give the best result with a cortical thickness of 1 mm 

(the stresses being much greater) surface of potential contact. 

The degree of the surface roughness significantly influences 

the expression of the osteoblast gene [22]. The success of the 

implants depends on establishing and maintaining a direct 

structural and functional link between the surface of the 

implant load and the bone environment [23]. Techniques such 

as sandblasting and acid etching or anodic oxidation have 



 

~ 436 ~ 

International Journal of Applied Dental Sciences 
been used to roughen the surface and implants treated with 

these methods have increased affinity to bone, improving 

osseointegration [24]. 

The restorative dimensions and the adequate bone are 

fundamental to replace a unirradicular tooth post-extraction, 

because there is harmony between the restorative dimensions 

such as the crown and the existing bone dimensions, the 

alveolus should be kept in mind to select the correct geometry 

of the implant in terms of size and diameter. 

We must consider that the bone resorption will be carried out 

in which we at the moment that remove bone tissue new 

tissue will form around the implant. The geometry of the 

implant must be taken thoroughly to obtain a correct interface 

between the new generation of bone and implant7. 

 

3.4 Tissue volume 

When carrying out the dental extraction, the volume of tissue 

is marked alterations [3]. Volumetric alteration exists as a 

consequence of the mucoperiosteal elevation on the stability 

and the nutritional status of the underlying bone [25]. The sites 

increased with subepithelial connective tissue (SCTG) at the 

time of implant placement, they have better esthetics and 

thicker peri-implant tissues [14]. When SCTG is used with 

placement and provision of implants in the esthetic zone, it 

significantly improves the maintenance of the facial gingival 

level [26].  

It is of great importance to know that platelet aggregates play 

a biological role as binding agents between the different 

components of a bone or gingival graft and act as a protective 

gel for the site of operation, similar to the autologous fibrin 

glues used in the past, where fibrinogen was activated by the 

action of calcium and thrombin [27]. In case of loss of both 

bone and tissue, guided bone regeneration (GBR) as an option 

to obtain better results in post-extraction implants. The 

presence of healthy tissue adhering to the soft tissue interface 

in implants with long-term success gives stability both in 

function and aesthetics. The thicker periodontium is less 

prone to recession, due to the thickness of the cortical bone as 

well as the thickness of the surrounding gingiva [14]. 

It is important to consider that in the moment we perform the 

extraction followed by the placement of the implant the 

objective should be the regeneration of the bone and to treat a 

complete preservation of the crest, as well as the preservation 

of the volume of the tissue as this will improve certain 

conditions of the tissues to play with the aesthetics and 

function of the implant. 

 

4. Conclusions  

The immediate implants in posterior teeth have some 

challenges to face compared to post-extraction implants of 

unirradicular or anterior teeth. After tooth extraction is a safe 

option, even when the implants are loaded immediately or 

late. We must consider the factors of the patient that define 

the success of an immediate implant placement includes 

analyzing the position of the root, to be able to program and 

verify how our surgical act will be; the alveolus that will be 

our total guide for the implant placement; the correct interface 

between the geometry of the implant and the volume of the 

tissue to be able to count on the adequate conditions for its 

aesthetics and function of the implant. 
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