


Multiple Impacted Teeth and their Management
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History of Presenting Illness
The patient noticed that the teeth stopped erupting at the age of 
10 years.

Dental History
The patient visited the dental clinic for temporary restorations, 
her orthodontic history revealed that surgical extrusion and 
orthodontic movement would not provide a predictable result 
due to the unfavorable positions and possible ankylosis of the 
impacted teeth.

General Examination
Her medical history revealed ideal birth conditions (3.5 kg birth 
weight, 38 weeks). No trauma during childhood. The patient 
reported no medical and family history suggestive of this condition. 
No consanguineous marriage was reported. General physical 
examination was not suggestive of any syndromes either.

Clinical Examination
The patient was well built with 148 cm height and 48 kg. No other 
aberrations were observed. Routine blood investigations revealed 
normal INR, bleeding time, and clotting time. Glycated hemoglobin 
was 5.2 mg/dL. She had no history of any medications.

Extraoral examination of the face revealed a concave pro�le and 
collapsed smile due to loss of vertical dimension on the right side.

Intraoral examination revealed several isolated areas of 
edentulousness with grossly decayed dentition. Soft tissue was 
pink and healthy.

Radiological Evaluation
Orthopantomography (OPG) revealed multiple impacted teeth, i.e., 
in the maxillary arch (FDI): 18, 17, 14, 13, 23, 24, 26, 27, 28 and in the 
mandibular arch: 48, 47, 46, 33, 34, 36, 37, 38 (Fig. 1). Cone-beam CT 
was taken to evaluate the three-dimensional position of the teeth 
and also measure the width of the bone (Fig. 2).

Treatment Planning
The following teeth were planned to be extracted during the 
surgical phase (FDI). Maxillary arch: 16, 15, 12, 11, 21, 22, 62, 63, and 
25 and in the mandibular arch: 45, 44, 83, 41, 42, 31, 32, 73, and 35 
SLA implants (Ankylos) were selected as per the available bone 
width and height.

SURGiCaL PROCEDURE

The patient was prescribed antibiotics (amoxicillin 500 mg) as 
per Misch’s protocol.8 Long-acting local anesthetic (lidocaine) 
was administered at the site. Extractions were carried out as 
atraumatically as possible. The corrugated bony architecture 
was smoothened and the bone shavings collected during the 
procedure were mixed with a corticocancellous allograft (Rocky 
mountain 0.5 cc) and used for lateral augmentation. Four implants 
(A9.5 and A11) each were placed in the maxillary and mandibular 
ridge.9,10 An immediate postoperative OPG showed the parallel 
placement of the implants in the maxillary. In the mandibular 
ridge, the distal implant of the right side was angulated to get a 
larger anteroposterior spread (Fig. 3). Sutures were placed (Vicryl 
3.0) and patient was recalled after 6 weeks for prosthetic phase. 
Patient was advised to use antibiotics and analgesics (NSAIDs) 
and oral antibacterial mouth rinses (chlorhexidine gluconate) 
for a week.

PROSTHETiC PHaSE

Prosthetic procedures commenced after 6 weeks of soft and hard 
tissue healing. The patient was recalled and the closure caps were 
removed non-invasively. Impressions and maxilla mandibular 
relations were recorded with temporary abutments. Sulcus 
formers were placed for 2 weeks during the transition phase. 
During the de�nitive phase, multiunit abutments were torqued 
to 25 N cm (Fig. 4).10,11 The cast models and impressions were sent 
to the laboratory for designing and casting. A full mouth metal 
trial was done and clearance of 2 mm was ensured. A hybrid 
prosthesis called a “Malo Bridge” was designed for the patient 
considering that screw holes may pose esthetic challenges (Fig. 
5).12,13 The �nal full-arch prosthesis was veri�ed with a one-screw 
test for passive �tting. The prosthesis screws were tightened 
following the manufacturer’s instructions to 15 N cm. Te�on tape 
was used to obliterate the screw channels. Occlusal components 
like interocclusal contacts, eccentric contacts were modi�ed as 
per rules of implant biomechanics (Misch) phonetics and esthetics 
were veri�ed (Fig. 6).

Postoperative Instructions
Oral hygiene instructions were given. A Waterpik plaque removal 
kit was prescribed, and oral mouth rinses were provided.

Figs 1A and B: (A) Preoperative smile view; (B) Preoperative OPG




