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Implants in the Growing Patient

1. Children congenitally missing a single tooth
and having adjacent permanent teeth

Group 2. Children missing more than a few teeth
but having permanent teeth present adjacent to the
edentulous sites

Today, the available treatment options for an edentulous space almost always include a dental implant, the placement of which has

been restricted to patients with complete craniofadal growth. Recently, there have been reports of exceptions to this rule. Tliis issue of

Report on Prosthodontics discusses the appropriate timing of implant placement as it relates to the growth of the patient.

Timing for
Implants in an Adolescent
•BUI he success of dental implants has allowed dentists to

rehabilitate edentulous and partially edentulous
patients' oral function and social lifestyle. But place-

ment of an implant too early in a growing child's devel-
opment may lead to implant dentition height discrepan-
cies, a poor implant—crown ratio, occlusal disharmony and
discrepancies of free gingival margin height, leading to
esthetic compromise.

Sharma andVargervik from the University of California,
San Francisco, outlined the indications and timing for
the use of dental implants in adolescents. Based on pub-
lished data and their clinical experience, the authors
divided adolescents with partial and complete anodontia
into 3 groups:

3. Children completely edentulous in I arch or
having 1 or 2 teeth in poor positions in the arch

For patients in group 1,
skeletal development is
more important than
chronologic age. If an
implant is placed before
dentoalveolar growth is
complete, the implant
will become submerged
relative to the adjacent
teeth. If the implant
crown is remade to the
appropriate length, the
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Table 1.

Patient clinical presentation

Female: age, 12 years 4 months
Missing mandibular 2nd premolar
Deciduous 2nd molar present

• submerged but not ankylosed
• erupted with adjacent permanent teeth

Female: age, 8 years 3 months
Bilateral submerged mandibular 2nd molars
Deciduous 2nd molar present

• submerged
Permanent tooth continued to erupt
Mandibular incisors positioned too far lingually

Female: Adult
Missing mandibular 2nd premolar and 1st molar
Deciduous 2nd molar not present
Angle Class II
Edentulous space too large for 1 implant, too

small for 2 implants

crown—implant ratio may
be compromised. It is
recommended that
implants not be placed
until 2 consecutive
annual cephalograms
show no change in the
position of the adjacent
teeth and alveolus.

Treatment of patients in
group 2 can be the most
complex with regard to
location of the implant
and timing of implant
placement because these
patients may have

• ecto dermal dysplasia

III a nonsyndromic partial
anodontia

Removable prostheses
should be used until
implant placement. The
safest approach is to wait
until dentoalveolar devel-
opment is complete, as
determined by no change
in lateral cephalograms
taken 1 year apart. It is
critical that the patient
and the family under-
stand that when growth
is complete, either surgi-
cal repositioning of the
implant segment and/or
a replacement of the
prosthesis will be needed.

For group 3 patients, because no teeth are present, the
main concern is related to jaw discrepancies as the man-
dible grows down and forward. Since this will not affect
the position of the implant, implants may be placed in
group 3 children. However, when the growth is complete,
surgery may be necessary to correct the jaw size discrepancy.

Because of the oral-hygiene requirements necessary for
proper maintenance of an implant prosthesis, the authors
believe that implants should not be placed in a patient

Treatment alternatives for managing patients with >1 missing mandibular

2nd premolar
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Delay implant treatment
Maintain space by modifying existing

deciduous tooth

Extract deciduous teeth without space
maintenance, allowing the permanent teeth to
erupt, closing edentulous space

Orthodontic implant-site development
Mandibular incisors proclined labially, creating

space between premolar and molar; implant
establishes proper occlusion

Implant placed in appropriate position for the
definitive restoration

Implant used to aid in orthodontic movement
of the 1st molar mesially to narrow the
edentulous space

Female: age, 13 years 8 months
Missing mandibular 2nd premolar (bilaterally)
Missing maxillary 2nd premolar
Angle Class II malocclusion (5-nim overjet)
Minor maxillary and mandibular arch discrepancy

Female: age, 14 years 6 months
Missing aim d aa ar 2nd premolar
I /eciduous 2nd molar present

: ,ei emerged
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Vertical and buccolniguai narrowit
postextnic don

nitulty missing

Extraction of deciduous teeth and closure of all
edentulous spaces

Orthodontic movement of molars mesially,
creating an Angle Class I molar relationship
and a shortened dental arch

Maintain facial profile

I Extraction of deciduous tooth
Orthodontic implant-site development
Orthodontic movement of the 1st premolar

into 2nd premolar position, creating newly
regenerated bone and adequate buccolingual
width

Implant placed at age 1.7 after growth cessation

irs: clinical options. Am J Orthod Dentofacial Orthop

<7 years old. Reports have shown successful placement in
the maxillary arch and in the mandible anterior to the
mental foramen; reports of placement of implants in the
posterior mandible are lacking. Based on the authors' pro-
tocol, it is clear that the dental team must, in the early
stages of the patient's treatment, develop a well-designed
plan that will result in the best treatment for the growing
patient (Table 1).
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