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1: Papille médiale 012 1: Forme couronne
2: Papille Distale 012 2: Volume /contour
3: Profil de la gencive V 012 3: Teinte / valeur

4: Niveau du collet 012 4: Texture

5: Convexité radiculaire / 012 5: Translucidité /
couleur et texture des TM caracterisations

Total /10 Total /10
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La pérennité du résultat

| . Prosthesis: DR D. GAYAUD, Thiais
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Contexte ostéeo-muqueux
favorable

Contexte ostéeo-muqueux
défavorable

Composante esthétique '
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Contexte Parodontal
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L ’'anatomie...




Environement " Approche rationnelle

Parodonte Diagnostic Choix de la
assaini et ) Chronologie
stabilisé - défauts osseux gD/ EII/EITI

-TIssUus mous

TQChnique Choix de  Substitut osseu Choix des rﬁ.plant
Atraumatique la TPA ’I;/\Ainl;bra”e composants zlrlc!et:]ése
Minimalement invasive
Microchirurgie Long terme
TPS Sulvi
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Physiologique

Résorption face externe

Résorption os fasciculaire

Anatomique

Epaisseur de la table externe

Mécanique/iatrogene

Traumatisme de |'extraction

Dr Pierre Cherfane

pierre@Qdr-cherfane.com
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Fibre de Sharpey

Cément

Os fasciculaire

Os alvéolaire

Os tasciculaire 0,2 a 0,4 mm

Araujo et al. Periodontology 2000, Vol. 68, 2015, 122-134
Schroeder HE. The periodontium. Berlinjejdgthets: Springerrerlag, 1986rre &8



Araujo MG, Lindhe J: Dimensional ridge alterations following tooth extraction. An experimental study in the dog.
J Clin Periodontol 2005; 32: 212-218.



€ physiologique-anatomique

Os tasciculaire 0,23 0,4 mm
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g@ Cortlcale vestlbulalre

Tooth Rone thickness P1 Bone thickness P2
Mean (SD) Mean (SD)

Central incisor 0.6 (0.4) 0.8(0.3) <
Lo eciser S A A 4 mm de la JEC, < 0.6 mm dans 50% des dents
Canine 0.5 (0.5) 0.8 (0.49)
First premolar 0.4 (0.5) 0.9 (0.4)
Second premolar 0.8 (0.7) 1.1(0.5)
First molar 0.6 (0.6) 0.9 (0.6) Dos Santos, J. G. Et al. 2019. Journal of Oral & Maxillofacial Research.
Second molar 1.1(0.9) 1.7 (0.8)
Kruskal-Wallis test | ET = 105.061; P=0.000 | ET =233.667; P=0.000

FCD = facial crestal distance; SD = standard deviation.

Rarement épaisseur supérieure a 0.5 mm

T V.S. Todorovic et al. ImPlant Dent. Relat. Res. 2023
v\ Meta-analyse, 45 éetudes
Maxillaire Mandibule
0.76 £ 0.49 mm antérieure, 0.95 + 0.58 mm antérieure

= . 1.40 £ 0.75 mm prémolaire 0.86 + 0.51 mm prémolaire

i 1.42 + 0.74 mm molaire,  1.20 = 0.96 mm molaire
b D, Heimesetal. Healthe 2021

4 ol i i o Dr Pierre Cherfane ,oier re@dr-cherfane.com
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CBCT data set Surface mesh model Superimposed surface mesh model

Immediate pusl-exuauiun

%69

7

8 week post-extraction

0.0 1.0 2.0
Dlstance error in mm Distance errorin mm

Phénotype osseux fin  Phénotype osseux épais

Epaisseur paroi V :

< 1 MM, MOyenne 0,7 V reduction 62.3% (8-99.6%) V reduction 9.1% (5.5-38.69%)

> 0oU =1 mm, moyenne 1,4 mm _ _
/ * H reduction 10.5% (0-49.5%) H reduction 0% (0-21.2%)

Chappuis, V., Engdl, O., Reyes, M., Shahim, K., Nolte, L.-P,, & Buser, D. (2013). Ridge alterations post-extraction in the esthetic zone: A 3D analysis with CBCT. Journal of Dental
Research, 92(12 Suppl), 1955-201S. Dr Pierre Cherfane  pierre@dr-cherfane.com



L'"apport des TPA ¢
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Resorption osseuse en mm

Différence entre TPAs et TPAs — CNA = -3mm — (-5mm) = 2 mm moins de

Cicatrisation non assistee TPAsS i
resorption avec TPAs
Vv H Vv H Vv H
Van der Weijden et al.
-1,67V-2,03 L -3,87
2009
Tan et al 2012 -1,24 -3,79
Ten Heggeler et al. 2011 -0,4 a-3,9 -2,6 a -4,56 -0,38 2 -0,7

Vignoletti et al. 2012 -0,8 3-3,75 -4,56 3 -0,16 -0,7 3+1,3 1,83

Vittorini Orgeas et al.
-0,58
2013
Horvath et al. 2013 -0,8 a-3,6 -2,5a-4,6 +1,3a-
Morjaria et al. 2014 -0,9a-3,6 -2,46 a -4,56 -0,62 a +1,3 2,5
o / 2,07
Avila Ortiz et al. 2014 1,89 (1211236
(1.03-3.12) (enl:1,18)
0,739 1,198 (1,45 roG, 1,6
MacBeth et al. 2017
(0,47 ROG, 0,16 comblement osseux) comblement osseux)

Avila Ortiz et al. 2019 Vestibulaire 1,72 (lingual 1,16) 1’99

Dr Pierre Cherfane pierre@Qdr-cherfane.com



Etat initial du niveau osseux n'est pas cité dans certaines études

Et dans d'autres, les sites avec résorption V > 30% sont exclues

Conclusions

V11a22%

| | a 6 mois PA -50% résorption
Epaisseur de la corticale V 120 3 63 %
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Classification

1. Site / Esthétique
2.Epaisseur de la paroi V

3.Morphologie du défaut

Dr Pierre Cherfane pierre@Qdr-cherfane.com
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narrow < 3 mm < wide

ClaSSificatiOn superficiel < 1/3 < deep
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Prés@®ation

2 Régénération

Réduction de |a resorption

Dr Pierre Cherfane pierre@dr-cherfane.com



Principes de la ROG

Détauts 3,4 &5

Exclusion cellulaire
Stabilité du caillot/angiogenese

Préservation du volume

Dr Pierr re@dr-cherfane.com



Approche de préservation/régénération alvéolaire

1 2

Extraction
+ ROG Pose implant
(+ augmentation sinusienne) oo
s RTC minimallement
e Invasive
_|_

Dr Pierre Cherfane pierre@dr-cherfane.com



@e 23 ans, fumeur, Parodontite, RAS

Niveau gingival correct / fistule
v Corticale V défaut large et profond
v Positionnement 3D optimal / os ?

Dr Pierre Cherfane pierre@dr-chqg



PARO
IMPLANTO
FORMATIUN

Dr Pierre Cherfane pierre@dr-cherfane.com



Dr Pierre Cherfane pierre@dr-cherfane.com

Retrait membrane

6 semaines
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CBCT 3 mois

o.y 1

' .TIIIIII]IIIIIII

J

L ——————_——_—
:

F=
4

i

‘ L
p—
o
e
—
—
—
=
-
p—
e
—
- —
—

) -

) —
—

) ——
e
P
——

Dr Pierre Cherfane pierre@dr-cherfane.com



Dr Pierre Cherfane pierre@dr-cherfane.com



Vérification de 'ostéointégration a 3 mois

Dr Pierre Cherfane pierre@dr-cherfane.com
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ORIGINAL ARTICLE

WILEY

Immediate implant placement for a single anterior maxillary
tooth with a facial bone wall defect: A prospective clinical
study with a one-year follow-up period

Renzhang Liu MM, Doctor!

| Zhen Yang MD, Doctor® | Jianguo Tan MD, Professor’® |

Li Chen MD, Doctor* | Hanging Liu MM, Doctor® | Jianjun Yang MBBS, Professor®
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1 | INTRODUCTION

k1 the 19600, Professe: Bravesvark foundes: the theory of asseoctegrabion
ared poncerad v modern dents i’llDIb'l'lLl Cvur S0 yean later, nexdem
clental wnplanbticons technology i dass Fed as immesdute mglant phas-

munt (Lype 1), carly implast placement with soft tssve healing ype 2),

Abstract

Background: Clinical studies on immediate implant placement for a2 single anteror
maxillary tooth with 2 facial bone wall defect are rarely repartad.

Objective: To study the clinical outcomes of immeadiate impiant placement combined
with flap surgery, guided bone regeneration and non-submerged healing for a single
anterior maxillary tooth with a facial bone wall defect.

Materials and Methods: Forty-five patients with a single failing tooth in the anterier
maxillary region showing indications for extraction combined with a fadal bone wall
defect vere reated by means of immediate mplant placement combined with Azap sur-
gery, guided bone regeneration and non-submerged healing. During this study. the
implant survival rate, soft and hard tissue dmension changes, pink aesthetic score (PAS),
and patient aesthetic satisfaction were assessed at 1, 4, and 12 months post-uperatively.
Results: At 12 months post-operatively, the survival rate of 45 implants was 100%.
Mesial/distal papillary level reduction and midfacial soft tissue recession were mea-
sured a5 0.53. 041, and 0.31 mm, respectvely. The thickness of facial bone reduction
measured by cane heam camputed tamography was 0.94, 0.80, 0.85, 0.82, 0.45, and
041 mm at & different sites around the implant. The mean PAS and patient assthetic
satisfaction were determined 10 be 10.58% and 93%, respectively.

Condusions: The proposed surgical procedure is a valuable treatment strategy as

assessed by preliminary clinical outcomes.

REYWOCRDS
Facial bane wiall defect. Haga surgery, GBR, irmmecitats nrglant phossnent, non-subimesrged

healing

carly implant slaccmest with gartial bone tssue hualing (type 2), and late
irgrant plwenest (bype 2] acording te the tme of impancabon n a
locih extracion site,” n 1978, v first study of immod@aw implant
placermnent was completor oy Professor Wilfricd Schoke at the German
University of Tubingen, whe suggcsted the Tubingen implnt” Aficr
more than 40 yeers of basic and clinical rescarch, it has oeen showm that

11464 I & M5 Wilmy Parizdiraks, Inc.

wlayanlinelizran,.romyjramrs Ueid Zha mplar Dert Refet Aec. 2019;21:1144-1174

Dr Pierre Cherfane

FIGURE 3 The facial bone for all 45 implants was measured post-operatively (T1) and 12 months after the implant surgery (T4) by sagittal
cone beam computed tomography (CBCT) (i-CAT 17-19, Imaging Sciences International, LLC, Pennsylvania) images through the implant axis.
Five sites (D1, D2, D3, D4, and D5) located at an interval of 1/4 the length of the implant axis (from shoulder to root apex). Lines perpendicular
to the long axis of the implant were made at each site. The horizontal facial bone thickness (HFBT) was defined as the distance from the facial
outline of the implant to the outer surface of the facial bone on these lines. The vertical facial bone level (VFBL) was defined as perpendicular
to the distance from the shoulder of the implant platform to the most coronal point of the facial bone. This distance was parallel to the axis

of the implant

pierre@Qdr-cherfane.com
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DEFECT 4

60 Years old female, Typer2 diabstes osteaparesise@nigdinduced hepatitis ...



Extraction

Conditions d’asepsie d’'une chirurgie

implantaire

Dr Pierre Cherfane
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6 weeks later
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4 months after surgery
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4 5 months

4 5 months
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Guided surgery, dynamic navigation

Flapless, less traumatic

Dr Pierre Cherfane pierre@dr-cherfane.com



Dr Frédéric PUJOL, Neuilly sur seine
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Y PV O BN Sy AN Case repart

Immediate guided bone regeneration of an extraction alveolus
presenting a significant boneloss with allograft and exposed d-PTFE

membrane: case reports.

Pierre Cherfare®, Alexis Marin®

] AN (Wi

Abstract
Objective: The aim of this clinical report is o propose a simple and reproducible alveolar preservation method

that can regenewie alveoluy with defiects in the watilmlar wd/vr limgual bony wadls, The method comsists of w bore
substitute filling associated to a non-resorbable lefi exposed membrane, in a sameday setup folloving the avulsion
The objective is to obtain a sufficient bore volume suitable for the optimal positioning of the implant avoiding the
need of a classic GBR step after the avulsion. Materials and methods: Two clinical cases are presented: A 61-year.
old female witha fractured maxillary left canine and a 65-year-oli male exhibiting terminal horizontal alveolysis on
maxillary left st and secornd mowary, Initially, @ conc-beam computod tomography (CBCT) was performed to evaluate
bone defects. Non-traumatic exiraction was conducted followed by grafting with an allograft bose substitute, and
placement of a non-resorbable d-PTFE membrane fived with suures without fup elevation. Tisue healing wa;
evaluated two weeks post-procedure. The non-resorbable membrane was placea for six weeks after the avulsion,
A follow-up CBCT was taken at three months to check the bone volume and determine optimal implant dimension:
and placement Flapless implant invertion was arsisted by dymomic navigation technology Resulte significant hone
regeneration was observed between the initial CBCT and the tiree months follow-up post-operation. Both bone
stability and 5ot tissues were deemed satisfactory one year after crown placement, Conclusion: This method seems
promising. and our findings are consistent with the existing body of literature. However, largescale studies are
imperative to volidate these ressits and enhance the protocol refirement,

Kevwords: Alveolar Bone Loss, Bone Regenecation, Bone Substitutes, Dental implantation, Membranes.

INTRODUCTION regencration (GBR) is implemented two-months post-

Constraining bone resorption subsequent to Jental
extraction represents @ major challenge in implant
treatment. Enguring adequate bone thickness facilitates
optimal implart placement, thercfore it becomes an
indispensable fictor to obtain :nhanced esthetic and
functional long-term results. To reduce post-extraction
resorption, numerous  alveolar ridge  preservation
{ARP) techniques have been proposed. predominantly
incicated n cases charactenized by intact alveolus or
those featuring succal bone defects not exceeding one-
third of the alveolar height.!

In instances of significant defects, guided bone

a Pisere Chorfans, DDS, CES: Perodonrios and
Implantology- Private practice, Paris- France.
b Alexix Marin, DDS ; Privare practice, Paris- Frane:

31

extraction, allowing for adequate soit tissue healing.
GBR includes the we of membrane or bone blocks
However, this approcch is associated with notable post.
surgical morbidity because of the necessity of achieving
tens on-free closure of soft tissue, which requires &
periosteal incision lzading to swellng and potential
hematoma formation. In 2001, the introduction of
uncovered non-resorbable membranes i immediate
extriction sites was proposed’, following promising
outcomes in rats,* Subsequent studies have consistently
reparted favorable results.

Iathis report, we present clinical cases demonstrating
the spplication of GBR for advanced alveolar defects
using a non-resorbable d-PTFE membrane voluntarily
keptuncovered. In 2021, we mtroduced a classification
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Female, 74 years,

Bisoprolol, statine
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Tg pe 4 Detect

2,5 months

4 months
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Fig 7 (left) Histologic specimen showing
fibroblasts (solid arrowheads) surrounded
by connective tissue matrix, with some
ncHA granules (open arrowheads) and
multinucleated giant cells (arrows).
Hematoxylin-eosin staining; original
magnification X 10.

Fig 8 (right) At a higher magnification,
acute inflammatory cell infiltration of
polymorphonuclear granulocytes (open
arrows) can be noted. Hematoxylin-eosin
staining; original magnification X 20.

Socket Preservation with d-PTFE Membrane: Histologic Analysis of the Newly Formed Matrix at Membrane Removal.

Laurito D, Cugnetto R, Lollobrigida M, Guerra F, Vestri A [GiafteirBosCl % bamazza L, DpfiasecAQny A-ReriedqatigeRestgmtive Dent. 2016 Nov/Dec;36(6):877-883.






Prothese Dr Ludovic ACHE, Paris

Alveolar ridge preservation using a non-resorbable membrane: randomized clinical trial with biomolecular analysis.
Mandarino D, Luz D, Moraschini V, Rodrigues DM, Barboza ESP.
Int J Oral Maxillofac Surg. 2018 Nov;47(11):1465-1473.

Less resorption and gain of keratinized tissue
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DEFECT type 5

Membrane non résorbable
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60 years old female, osteoporosis, Raloxifen, PST

herfane pierre@Qdr-cherfane.com



Socket wall inspection = Type 5 defect
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Dr Olivier VIDAL, Issy-les-moulineaux
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66 old years female, Raloxiten, SPT,
former smoker
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Trans Alveolar Sinus Augmentation
(TASA)

Dr Pierre Cherfane pierre@Qdr-cherfane.com
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Homme, 52 ans, RAS, parodontite
Dr Pierre Cherfane pierre@dr-cherfane.com
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Objectif

Traitement fiable a long terme avec un nombre
réduit de chirurgies minimalement invasives

Dr Pierre Cherfane pierre@Qdr-cherfane.com



