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  Endosseous implants are important for comprehensive treatment planning in patients who have missing 
teeth. Dental implants are now included in dental school and graduate program curricula and have gained 
widespread acceptance in world-wide dental practices. The use of dental implants has evolved historically 
into a definitive treatment option. This rapid improvement in techniques demand from dental practitioners 
to keep up with the literature, to be an attentive member of an implant study club, and to share individual 
experience with other colleagues. For these reasons, we have created “GDIA case reports” publication.

  It was and still with a great pleasure and honor that I embrace the opportunity to be the editor-in-chief 
of a such publication. Also, with a deep appreciation to the editorial board Drs. Jin Kim, W. Eric Park, 
Cary Brown, Alex Parsi, Cameron Torabi, Arash Hakhamian, Charles Park and Stephen Kallaos, for their 
support and help in this project.

  The present album consists of a collection of case reports that were published during the last year. Its 
purposes are 1) to share globally the clinical experience of many clinical implant practitioners (world-wide); 
2) to boost globally the practice of implant dentistry using DENTIS implant system; 3) to allow the reader 
to appreciate why and how to utilize basic and advanced implant dentistry concepts for the restoration of 
missing soft and hard oral tissues.

  These case reports are presented in a format that allows the clinician to utilize DENTIS implants suc-
cessfully by following the fundamentals of implant dentistry. This album contains basic information for the 
beginner in this implant dentistry field, as well as an introduction to many comprehensive procedures for 
the more experienced clinician challenged with complicated reconstructions of failing dentitions.

  A key observation has been that there are certain universal, fundamental principles that apply to each 
clinical situation, making it predictable at the end of the treatment. Shortcutting these principles diminish 
that predictability and result in costly remakes, loss of patient trust and even a tarnished reputation.

  We hope this publication is a good benefit for your practice and motivate you to take the practice of im-
plant dentistry to a higher level. This album would not be possible if it were not for their unselfish sharing 
of information of all the authors who have sent us these enclosed case reports.

 “Today is truly a remarkable time in dentistry.’
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1. To share our experience with each other, to expand our 
	 knowledge and to incite among all the love of learning 
	 globalization.

2.	 To strive to make the academy one of the strongest 
	 implant education at the national and international level. 

3.	 To recruit more passionate dentists to join our mission of 
	 teaching and to excel in this field of implant dentistry. 

4.	 To promote a professional atmosphere for learning. 
	 To us, learning is a serious matter. 

5.	 To participate in any educational events such as Study 
	 Clubs, National and International Meetings 
	 and Conventions. 

Objectives

About 
GDIA

01
Global Dental Implant Academy (GDIA) was formed in 2012, 
with a simple mission in mind to advance the field of implant 
dentistry by providing quality education and training to the 
dedicated clinicians. Global Dental Implant Academy (GDIA) 
is committed to achieving this goal through sharing of re-
sources, scientific and clinical knowledge, and collegiality 
through clinicians, academics, and the dental industry, both 
locally and globally. With this in mind, Global Dental Implant 
Academy (GDIA) provides clinical training courses, interna-
tional symposiums, and research opportunities with lead-
ing clinicians from the US, Europe, and south America, and 
Asia. Global Dental Implant Academy (GDIA) provides our 
students, the general dentist, the instruction and opportunity 
to maximize their clinical practice in performing dental im-
plant surgery. We do this by employing qualified, committed 
mentors who believe in our mission to provide and assist in 
meeting our student’s needs in a private one-to-one session 
at the student’s convenience. By providing a private mentor 
program our students will receive the proper knowledge and 
attention needed for the student to advance their clinical skill 
and practice.

Global Dental 
Implant Academy 
(GDIA) 
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Educational 
Programs in USA

Online Education
● Live Webinar & On-Demand View
● E-Learning

Introduction to Implant Dentistry
● 4-Day Basic Implant Program
● 12-Day Implant Continuum

Implant Mentorship Program 
● One-on-One Implant Training Program 
● 4 Day Implant Mentorship Program

Study Club
● Monthly Clinical Case Study Club

Hands-On Workshop
● Advanced Hands-on Training

Live-Patient Surgical Training Program 
● 3-Days Program : Building Confidence in Implant Surgery 
● 4-Days Program : Mastering Complex Surgical Techniques
● 4-Days Program : Fast Track to Fellowship Credentials

Global Dental Implant Academy
Clinical Case Report 

009Global Dental Implant Academy
Clinical Case Report 

008



DENTIS also offers dental professionals and their patients 
the benefits of a unique partnership with the Global Dental 
Implant Academy (GDIA).
 This partnership has led to many technological and thera-
peutic advances in the field and has created a platform in 
which to disseminate evidence-based educational princi-
ples to a constantly growing professional audience. GDIA 
provides an important link between DENTIS, academia and 
dental professionals.

Partnership & 
Sponsorship

 GDIA 
Clinical Case Report

02
GDIA Affiliated
Implant Education 
in USA

Continuing 
Education Providers 
Accreditation 
in USA

Commercial 
Activities

Clinical 
Activities 

Education 
Network 
Research
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Implant Surgery
   n a single surgery, under intravenous con-

scious sedation anesthesia, the tooth was 
removed without raising a sulcular flap. There was 
a thin bridge of buccal bone close to the gingival 
margin, which was to be preserved at all cost. An 
internal hexed, conical connection implant (4.3mm 
x 14mm, DENTIS™ s-Clean) was placed towards 
the palatal part of the socket, hugging the palatal 
lamina dura of the socket. Implant site preparation 
was carried out with ultrasonic piezoelectric 
surgery device (Surgybone™) and rotary drills. 
Primary stability was obtained by apical engage-
ment of the long implant. Implant stability was 
recorded at 61 ISQ (implant stability quotient) on 
Ostell™ device. 

Figure 5. Osteotomy 
completed in the 
socket.

Figure 6. Implant 
securely placed in the 
palatal aspect of the 
socket.

Figure 7. Socket and 
facial defect is grafted 
with “sticky bone,” and 
CGF membrane.

  Immediate provisional restoration was con-
structed with the porcelain portion of the extracted 
tooth and a hexed titanium abutment, bonded with 
light-cured composite resin.  This restoration was 
kept out of occlusion, and patient was instructed 
to avoid chewing on the front teeth. 

Figure 8. Non-functional implant tooth(NFIT) is being made with 
retrieved porcelain tooth, a titanium abutment, and light cured resin. 

  The remaining soft and hard tissue defect, 
including the vestibular area with amalgam 
tattooed soft tissue was excised widely. This area 
was grafted with “sticky bone” and CGF 
(Concentrated Growth Factors, Medifuge™).      
   “Sticky bone” was made with xenograft (Bio-
Oss™) and mineralized allograft (LifeNet™). In 
order to seal the gingival margin with graft mate-
rial and to enhance healing potential, a double 
layer of CGF was pierced through the NFIT resto-
ration immediately before it’s installation. 

This “poncho technique” of delivering CGF 
assured secure placement of the biologic 
enhancer, exactly where it was needed, at the 
edge of the gingival margin, without the use of 
conventional sutures. The mass of CGF at the 
tattoo site was secured with 4.0 chromic gut 
sutures.

Figure 9. Immediately prior to installing the NFIT, a 
double layer of CGF was pierced by the restoration for a 
“poncho technique” of delivery.

Figure 10. Clinical presentation, immediate post-surgery, 
showing stable placement of all graft material, and the NFIT.
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Rehabilitation of A Non-Restorable Maxillary Central Incisor Tooth 
for Function and Esthetic Utilizing An Immediate Placement and 
Provisionalization Protocol

Jin Y. Kim, DDS, MPH, MS, FACD
Dr. Jin Y. Kim is a dual board-certified periodontist. He is a diplomate of the American Board of Periodontology 
(ABP), American Board of Oral Implantology / Implant Dentistry (ABOI / ID), and of the International Congress of Oral 
Implantologists (ICOI). Jin is also a fellow of American Academy of Implant Dentistry (AAID), and an inducted fellow 
of the American College of Dentists (ACD). He is the co-founder and program director of Global Dental Implant 
Academy (GDIA) and operates private practices in Diamond Bar and Garden Grove, California, USA.
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Figure 1. Pre-treatment clinical view.

Figure 2. Post-treatment clinical view.

Figure 3. Cross-sectional CT of upper left central incisor.
Figure 4. DENTIS™ implant being placed into the prepared socket site.
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Figure 14. Healing at 6-months. 

Figure 11. Immediate post-surgery view 
shows over grafting of the buccal ridge to 
compensate for future post-surgical 
contraction.

Figure 13. Healing at 2-weeks. 

Figure 12. Post-surgical 
peri-apical(PA) 
radiograph.

Restorative Phase
Figure 15. Custom impression technique, using duplicated contours of 
NFIT as a custom impression coping. 

Figure 16 & Figure 17. Custom milled abutment.

Figure 18 & 19. Comparison of pre- and post-treatment (at 12-months). 
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                pproximately 3 months after the surgery, 
NFIT was removed and the ISQ remea-

sured. It recorded 76, representing a 15-point 
increase.  Definitive restorative work commenced 
with customized impression technique to accu-
rately record and convey the 3D peri-implant 
tissue contour to the dental laboratory. A milled 
titanium abutment was fabricated, and a layer of 
gold hue titanium nitrate coating was applied by 
electroplating technique. 
  The custom abutment and resin provisional 
restoration was installed at 6-months post-
surgery. Porcelain fused to metal full coverage 
restoration was fabricated and delivered at 
12-months post-surgery, after allowing a 6-month 
period of tissue maturation.
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Figure 14. Healing at 6-months. 

Figure 11. Immediate post-surgery view 
shows over grafting of the buccal ridge to 
compensate for future post-surgical 
contraction.

Figure 13. Healing at 2-weeks. 

Figure 12. Post-surgical 
peri-apical(PA) 
radiograph.

Restorative Phase
Figure 15. Custom impression technique, using duplicated contours of 
NFIT as a custom impression coping. 

Figure 16 & Figure 17. Custom milled abutment.

Figure 18 & 19. Comparison of pre- and post-treatment (at 12-months). 
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Figure 19 & 20.  Full restoration of function and esthetics 
was achieved in this case, with a highly satisfied and 
compliant patient.

Figure 22. 
Post-treatment PA. 
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• Pick-Up Impression Coping 4.5mm, hex, short   
  (DSIH45SS)

SILFRADENT (Santa Sofia FC, Italy)
• Centrifuge for CGF & “sticky bone”: Medifuge™
• Piezoelectric surgery device: Surgybone™

Other Products
• Xenograft from Bio-Oss™, Gleistlich Pharma AG, 
  Switzerland
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Case Report of an Overdenture on 
Non-aligned DENTIS™ Implants
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Utilization  of  Decalcified  Autologous  Tooth  Block  Bone  and  Powder  
Bone  for  Ridge Augmentation in Implant Dentistry 
  Part I   Simplified three-dimensional ridge augmentation performed with “Ring technique”, 
      utilizing decalcified autologous tooth block

Dong-Seok Sohn, DDS, PhD
• Professor, Department of Dentistry and Oral and Maxillofacial Surgery, Catholic University of Daegu, 
   Republic of Korea 

Editor-in-Chief: Tony Daher, DDS, MSEd
Editorial Board: Jin Y. Kim, DDS, W. Eric Park, DDS, Cary Brown, DDS, Alex Parsi, DDS, Cameron Torabi, DDS, 
Arash Hakhamian, DDS, Charles Park, DDS, Stephen Kallaos, DDS

Background and Aim

  Bone  graft  materials play an  important  role 
in  regenerating  the  atrophic  edentulous  alveolar 
bone.  There  are  various  type of  bone  grafts:  
autogenous  graft,  decalcified  autologous  tooth 
bone,  allograft,  and  xenograft.  The  best  choice 
of  graft is  autogenous  bone  because it  has both  
osteoinductivity  and  osteoconductivity.  However  
obtaining autogenous bone requires second 
surgery site causing morbidity to the patient with 
extended surgical and healing time. 
      Hence for some time, other graft materials such 
bovine bone or synthetic bone have been an alter-
native    choice    over    autogenous    bone    graft-
ing.   However  these substitutes are osteoconduc-
tive and mainly function as space makers with 
volume preservation. Autologous tooth  bone is  
recently  introduced as  the  best  new  alternative 
to  autogenous  bone  graft as it  has osteoinduc-
tivity.  An  extracted  tooth  from  the  patient can 
be utilized as  bone  graft  material after  appropriate  

1

Figure 1a-b.  a) Pre-operative radiograph,  b) 2 years 
post-operative radiograph  

W. Eric Park, DDS*, In-Sook Park, DDS*†, Grace Eun Ah Kim, DDS*††

preparation  and  decalcification  process, in  block 
or  powder  form.    The decalcification  process can 
be  effective  under  vacuum  pressure  and  ultra-
sonic  vibration, allowing  the  tooth to  still  retain  its  
protein  contents  and  collagen  structures that  aid in  
bone regeneration. 

    The  apical  portion of  the  tooth  block  graft  was  
resected,  before  positioning  the  implant fixture  
directly  through  the  crown  portion of  the  tooth  
block.  Centering  the  implant  fixture directly  into  
the  desired  position  and  allowing  the  block  graft 
to  house  the  fixture  achieved great  stability  with  
vertical  and  horizontal  augmentation at  the  same  
time.  This “Ring technique”  allowed  simplified  
ridge  augmentation  for  a  case  that is  often  more  
challenging. (Fig. 4-6)  A 40 years old male visited the department 

requiring his lower right 2nd molar tooth extracted. 
Due to chronic periodontitis, severe bone resorption 
with class III mobility were present.   Along with the 
2nd  molar extraction, it was decided that the  lower  
left 3rd  molar should  also be removed and prepared 
as bone graft material for future implant surgery. 
     To  ensure  appropriate  preparation of  bone  graft  
material  from  the  2nd  right  molar  tooth,  the amal-
gam  filling  and  pulp  tissues  were  completely  
removed  using  a  high  speed  bur.   The extracted 
tooth was crushed with a mallet and particulate tooth 
bone graft was prepared after 10 min-decalcification  
process.   In  addition,  the  extracted  lower  left  3rd  
molar  tooth  was prepared as a block form.   Tooth 
block bone was prepared after 20 minutes of decal-
cification.   
      Both  extracted  teeth  were  buffered  and  treated  
with  sterilization  solution,  then  placed in  a machine 
and reagents (VacuaSonic® and DecalSi-DM®; 
Cosmobiomedicare, Seoul, Korea) to undergo 
vacuum compression and ultrasonic vibration. 
     Six  weeks  after  extraction,  healthy  soft  tissue  
healing  was  achieved  but  due to  severe  ridge 
resorption, required vertical and horizontal augmen-
tation with implant placement. (Fig. 2,3)  

Figure 7. The tooth block bone-implant 
complex placed into the socket site with 
good apical stability of the implant. 

Figure 8.  The  defect  between  implant  
and  extraction  socket  was grafted  with  
sticky  tooth  bone and covered with CGF 
membrane.
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Figure 4.  Autologous tooth powder bone 
prepared from extracted lower right 2nd molar. 

Figure 2. Preoperative 
orthopantogram showing 
hopeless lower right 2nd 
molar. This tooth and lower 
left 3rd molar was extracted 
to prepare for bone grafting 
in powder and block form.

Figure 3.  A radiograph 
showing severe vertical and 
horizontal bone resorption 
after 6 weeks post extraction. 

Figure 5.  Autologous tooth block bone 
prepared from extracted lower left 3rd molar.

Figure 6.  Tooth Block 
Bone-implant complex. 
The “Ring technique”, 
where the fixture is 
engaged to the block 
bone graft in desired 
position.2
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   The implant surgery was performed under local 
anesthesia. Patient’s venous blood was taken 
from  the  forearm to  make  autologous  fibrin  glue  
(AFG)  and  concentrated  growth  factors mem-
brane (CGF). The patient’s venous blood is 
placed in the centrifuge machine (Medifuge™, 
Silfradent  s.r.l.,  Sofia,  Italy)  using  non-coated  
vacutainers  to  obtain  AFG.  After  drawing  the 
AFG  portion  with  a  syringe it is  mixed  with  
tooth  bone  particulates to  form  polymerization 
for 5-10 minutes. AFG was used to prepare Sticky 
Bone™.  The beauty of sticky bone is that the  
graft  material  does  not  separate or  fall  apart,  
even  with  shaking  due to it’s interlinked fibrin 
networks. Use of Sticky Bone™ prevents migra-
tion of bone graft material when correcting 
defects and the healing period is also minimized. 
This convenient graft form does not require bone  
tack  or  titanium  mesh to  stabilize or  secure  the  
graft as it is  self-holding.  CGF membrane was 
also prepared using four glass coated test tubes 
excluding anticoagulants.  The blood in  the  vacu-
tainers  were  placed in  a  special  centrifuge at  
2400-2700  rpm with a rotor turning at alternated 
and controlled speeds for 12 minutes.
   Granulation  tissue at the  extraction  socket of  
lower  right  2nd  molar  was  completely  curetted 
prior to osteotomy. Under-preparation with oste-
otomy ensured apical stability of the implant and  
secured  the tooth block bone-implant complex.       
     Remaining  gaps  between  the  socket  and  the  
implant block graft was  filled with  sticky tooth 
bone. CGF  membrane was placed covering the 
bone graft to accelerate  wound  healing.  Finally,  
primary  closure  with  tension  free  sutures  were 
placed to allow good healing and regeneration. 
(Fig. 7-10)   

   The final restoration was delivered after 5 
months healing. (Fig. 11,12)

Figure 9.  Primary closure with tension 
free sutures.

Figure 10.  A postoperative radiograph 
showing implant and bone graft at 
extraction socket.

Figure 11.  Mature bone regeneration 
after 5 months of healing.

Figure 12.  Radiograph, 2 years 
postoperative, note stable alveolar 
crestal height and volume.
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Discussion and Conclusion

 Implant  supported  dental  restoration  has   
become  a   major  option in  the  treatment of eden-
tulous  alveolar  ridge  for  the  past  several  
decades.  Extensive  loss of  alveolar  bone pres-
ents  a  complex  challenge  for  reconstruction.To  
reconstruct a three-dimensional  ridge defect,  
autologous  bone  block  procedure  or  conven-
tional  GBR  techniques can  be  utilized.    When  
particulate  bone  graft is used,  titanium  mesh is  
required to  contain  particulate  bone graft  during  
healing  but  these  procedures  are  surgically  
time  consuming,  and  technique sensitive.    Early  
exposure of  titanium  mesh can  cause  bone  loss  
and  infection hindering regeneration of  bone.  
    To  stabilize  particulate  bone  grafts,  the  use 
of  AFG is  recommended and it has several advan-
tages, such as fast tissue regeneration, simplified 
ridge augmentation and reduced surgical time. 
Autologous  bone is  considered  gold  standard  
for  bone  grafting  procedures  because of  its 
osteoinductivity, especially when three-dimen-
sional  ridge  augmentation is  required. 
    But  this technique  has  several  disadvantages  
such as  early  exposure of  bone  graft,  neurosen-
sory disturbance,  increased  postoperative  pain,  
delayed  surgical  time,  additional  surgery  from 
donor site and costs.   
   Decalcified tooth bone has similar components 
as human bone and is known to release diverse 
growth  factors,  and  contains  type  I  collagen  
after  appropriate  decalcification.1.2 
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     Therefore, it is  highly recommended to utilize 
the patient’s extracted tooth for immediate or future 
surgery that may require ridge augmentation. After 
proper decalcification process, an extracted tooth 
can be reformed into noble osteoinductive bone 
graft for the patient.

No risk of cross contamination from animal and human 
bone origin.
Faster bone regeneration due to its osteoinductivity. 
Tooth block is malleable, easy to handle, and provides 
substantial stable volume. 
Similar components as human bone.  
Avoids need for autologous block bone harvesting, 
reducing morbidity for patients. 
The clinician is able to prepare graft material by 
chairside.

1.

2.
3.

4.
5.

6.

   Recently,  a method to  prepare  decalcified  
tooth  block  and  powder  bone  by  chairside  was  
introduced.  A machine  (Vacuasonic®, Cosmobio-
medicare Co,  Seoul,  Republic of  Korea)  that  
produces vacuum compression and ultrasonic 
vibration to control decalcification, along with buff-
ering and  sterilization  process.  This  machine is  
able to  transform  a  patient’s  extracted  tooth  into 
osteoinductive bone in block and powder form at 
the same time directly  chairside.
        In comparison with other bone graft types, auto-
logous tooth bone has several advantages:   
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    After bone grafting, resorbable (Cytoplast RTM 
Collagen) and non-resorbable membranes 
(Cytoplast™ TXT-200) were passively placed over 
the grating materials, without detaching any perios-
teum from the buccal or lingual bone. Non-resorbable 
sutures (Cytoplast™  PTFE) were then placed over 
the socket to prevent membranes from dislodging too 
easily. (Fig. 6) 
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