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he Zygomatic Angle

When grafting is not an option, consider the advantages of implant anchorage in the zygoma.

Patients with chronic
periodontal disease (a.k.a.
“terminal dentition patients”)
are often advised to remove
their remaining teeth in order
to improve their oral and
overall health, but time after
time, they do not follow this
recommendation. One might
ask, “How can this infor-
mation be so plain to see, yet
at the same time so hard to
convey?”

By Dr. Edmond Bedrossian

think the answer to the question

posed above is obvious. The idea

of losing all one’s teeth is devastat-
ing to most people. Even more objec-
tionable is the idea of wearing a den-
ture.

If this is true, we as dental profes-
sionals have an obligation to formu-
late and execute treatment plans that
address the social, psychological, cos-
metic—as well as the biologic—needs
of this patient group.

Implant dentistry is the best option
for existing edentulous patients or for
patients with terminal dentition for
one major reason: Implant-supported
prostheses internally load the edentu-
lous alveolus and therefore maintain
the residual volume of the alveolar
bone.

But what about the maxilla?
Treatment planning for a fixed, im-
plant-supported prostheses is restrict-
ed by unique anatomical limitations
in the maxilla.

The pneumatization of the maxil-
lary sinuses bilaterally does not readi-

ly allow for the placement of implants
in the posterior maxilla for the fabri-
cation of implant-supported prosthe-
ses. Therefore, implants are usually
placed in the os incisivum (Zone I),
between the cuspid teeth. The place-
ment of the implants in the os incisi-
vum does not allow for adequate AP
(anterior-posterior) distribution of
the implants, and results in the fabri-
cation of a tissue-supported implant
overdenture that does not internally
load the residual bone.

To physiologically load the residual
alveolar bone with biomechanically
stable implant-supported prostheses,
grafting techniques such as the sinus
lift procedure are often proposed. Al-
though sinus grafting is a stable and
predictable procedure, the multiple
surgical interventions needed, as well
as the inability to immediately load
the implants, limit the number of pa-
tients who choose to proceed with this
treatment option.

Zygomatic advantages

To address this objection, the use of zy-
gomatic implants in the posterior max-
illa in conjunction with two to four
premaxillary implants has solved the
various issues associated with estab-
lishing a predictable posterior support
for implant-supported prostheses.

The use of zygomatic implants has
many advantages over grafting the
posterior maxilla; this surgical proto-
col allows for a graftless approach, a
single surgical procedure and imme-
diate loading. These advantages result
in an increased rate of patient accep-
tance of the proposed treatment.

The zygomatic implant protocol
addresses the needs of patients who
are missing residual alveolar bone in
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Precision and stability are key words in all full-arch restoration work, but especially when working with zygomatic
implants. One should incorporate appropriate rigidity and precision in the restoration in order to decrease bending
moments and to accommodate functional, esthetic, phonetic and hygiene requirements. Stability in the bridge
framework and precision in the connecting screw joints bode well for achieving long-term success.

their premolar and molar regions;
lack of bone in Zone II (the premolar
region) and Zone III (the molar re-
gion), respectively. These groups of
patients are sometimes referred to as
having moderate to advanced re-
sorbed maxillae.

The use of the zygomatic implant
also addresses the “extremely” re-
sorbed maxilla, patients lacking bone
in Zones I, II and IIL; otherwise
known as the “untreatable” maxilla.
By placement of four zygomatic im-
plants, even this group of patients can
be treated with fixed implant-sup-
ported prostheses.

The zygomatic implant is some-
times called the “Rescue Implant”
Many patients have had multiple
grafting procedures to establish ade-
quate boney volume for the placement
of conventional implants. For various
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reasons, however, such as resorption
of the bone graft or infection of the
grafted bone, the residual boney vol-
ume remains inadequate for the place-
ment of implants. The Branemark
System Zygoma implant addresses
the needs of this group, too. The zygo-
matic concept encompasses proce-
dures that complete the implant sur-
geons repertoire of surgical skills in
treatment of the edentulous maxilla.
Consider the following possibilities:

Two scenarios

In scenario one, the surgeon is plac-
ing tilted implants for the All-on-4
procedure. During installation of
one or both of the posterior tilted
implants, 35-40 Ncm of insertion
torque is not reached. What should
the surgeon do if immediate loading
was the treatment plan proposed to
the patient?

Scenario two: the All-on-4 proce-
dure has been performed; the patient
has been immediately loaded. After
three months, the patient returns with
aloose immediately loaded provision-
al prosthesis. After removal of the
prosthesis, one of the tilted implants is
diagnosed as mobile and is removed.
After its removal, the surgeon notes
the lack of buccal bone in the area
where the failed tilted implant was re-
moved. What options does the sur-
geon have?

In scenario one, the surgeon may
decide to leave the implant, which has
an insertion torque of less than 35-40
Ncm, and not immediately load the
patient; but if this is not acceptable to
the patient, the surgeon may remove
the tilted implant and place a Brane-
mark System Zygoma implant in its

place and continue with immediate
loading.

In scenario two, the surgeon may
debride the failed implant site and
immediately place a zygoma implant,
rescuing the case and reattaching the
provisional, immediately loaded
prosthesis.

In conclusion, the Brénemark Sys-
tem Zygoma surgical protocol allows
for the treatment as well as rescue of
every possible maxillary defect. It is a
predictable protocol for either delayed
or immediate loading for the patient
with a fully edentulous maxillary arch.
Without question, the contemporary
surgeon should incorporate this surgi-
cal protocol into his or her practice. <

— More to explore:

The author’s Implant Treatment
Planning for the Edentulous Patient —
A Graftless Approach to Immediate
Loadling, with a foreword by Profes-
sor Per-Ingvar Branemark.

Foreword by P-1 Brinemark

The Nobel Biocare website is also a
goldmine of information:
nobelbiocare.com/edentulous
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