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Section 1

Introduction to the S.T.R. And
Ramus Blade Implant Modalities

Many materials and devices have been utilized as dental implants over
the years. The Ramus Blade was first introduced in 1969. At that
time it was constructed of surgical stainless steel. The ST.R. (Single
Tooth Replacement) was introduced to the dental profession in 1972,
likewise it was first produced in surgical stainless steel. Stainless
served these two implant modalities well for many years. It was not
until the *80s that titanium and its alloys began showing the industry
their unusual compatibility with bone. By 1982, Pacific Implant, Inc.,
had changed to the use of titanium exclusively in their
manufacturing,

Experienced implantologists regard implant surgeries as procedures
that require a high level of diagnostic skill, patient management,
surgical skill and an understanding of prosthetics. All agree that an
in-depth education and hands-on training must be accomplished prior
to initial implant surgeries.

The ST.R. implant is designed to complement the Ramus Blade and
other existing implant devices, thus expanding the treatment
capabilities of an implantologist.

The ST.R. is meant to be a root replacement for centrals, laterals,
cuspids and bicuspids and can be used in either the maxillary or
mandibular arch. It is recommended that the patient has reached his
mature growth prior to placement of the ST.R. This would normally
be at 16+ years of age.

The Ramus Blade is designed for one specific area, and is to be used
in the mandibular arch only. The blade should be placed in the
ramus area, so that the head is positioned in the first through the
third molar position.

Both implant types have been passivated and are suitable for use after
proper sterilization. Either dry heat or steam autoclave is acceptable.
Federal law restricts the sale of these products except to or on the
order of a licensed dentist.



Section 2

Pre Surgical Preparation

A totally sterile environment is impossible to achieve in the tradi-
tional dental operatory. However, it is possible, practical and
relatively simple to develop a sterile surgical field, and to significantly
improve the surgical environment in the treatment area of most tradi-
tional offices where dental implant operations are performed.

Microbiologists have identified at least 29 species of micro-organisms
that are found in, and that can reproduce in the oral cavity. The
presence of various strains of streptococcus, staphylococcus, lac-
tobacillus, spores, viruses, et cetera, in the dental office is well
documented. The virus of hepatitis B is carried by one in two hun-
dred persons in the general population. The possibility of
transmission of these micro-organisms from patient to personnel,
from patient to patient, from instruments and equipment to patient
and personnel always exists. The concept of, and rationale for sterile
surgical technique in the hospital is not questioned. It should
therefore be incumbent upon each of us as responsible clinicians to
provide as favorable an environment as possible for our dental
implant procedures.

The following recommendations and methods of operating represent
improvision and adaptation of hospital operating room aseptic
techniques to the conventional dental operatory. Total operatory
sterility is not acheived, but clinical experience and empirical clinical
observation indicate that the improved surgical environment is impor-
tant and may indeed prove to be the critical factor in implant
success in some types of implant operations.

Consideration of the methods for the improvement of the surgical
environment will be as follows:

A. Definitions.

B. Methods of Sterilization: Agents and Materials Utilized.
C. Preparation of Instruments and Supplies.

D. Initial Preparation of Assistant.

E. Initial Preparation of Operatory.

F. Initial Preparation of Patient.

G. Preparation of Circulating Assistant.

H. Preparation of Doctor.

I. Final Preparation of Operatory, Patient, and Operating

Field.



A. DEFINITIONS

1. Sterilization: The literal meaning is to make incapable of
reproduction. Usually, sterilization is defined as the destruction
or removal of all forms of life, with particular reference to micro-
organisms. The limiting factor of sterilization is the destruction
of bacterial and fungal spores. Agents capable of sterilizing are
steam under pressure, high temperature, including an open flame,
gases such as Ethylene Oxide, certain types of filters, and possibly
certain types of radiation treatment.

2. Antiseptic: The literal meaning is “‘against putrefaction” and is
applied to agents that are supposed to inhibit the growth of
micro-organisms so long as there is contact between the agent
and micro-organism. By custom, the term, antiseptic is reserved
for agents applied to the body.

3. Disinfectant: This means something that frees from infection
and therefore properly refers only to the inhibition or destruction
of pathogens. By custom this term is reserved for agents applied
to inanimate objects.

4. Bactericidal: Causing the death of bacteria. A bactericide is an
agent that kills bacteria.

5. Bacteriostatic: Inhibition of the growth of bacteria without
killing them. The effects of bacteriostatic agents are reversible.

6. Asepsis: Denotes the avoidance of pathogenic organisms. In
practice, it refers to those techniques that aim to exclude all
micro-organisms.

Relationship of definitions to hospital surgery and dental implant
surgery environment: Hospital surgery is antiseptic in its attempt to
disinfect the site of the operation and the hands of the operator.
Sterilization of the air in the operating room by filtration, ultraviolet
radiation, and bactericidal aerosols is utilized in some circumstances.
Hospital surgery is aseptic in the use of sterile instruments, sutures,
implants, dressings and the wearing of sterile masks, caps, gowns, and
rubber gloves by the operator. It is our recommendation that this
environment be duplicated as closely as possible for in-office dental
implant surgery.

B. METHODS OF STERILIZATION: Agents and Materials
Utilized.

I. Autoclave: A temperature of 121 degrees C. is applied for 15-30
minutes. This temperature corresponds to 15 pounds of pressure
at sea level. Direct exposure to saturated steam at 121 degrees C.
for 10 minutes normally destroys all forms of life. In practice,
additional time must be allowed for thick packages. With few
exceptions, a maximum period of 30 minutes is sufficient.



2. *Cidex. Glutaraldehyde liquid is utilized as a germicide. It is the
most stable of chemical germicides. It is extremely toxic. It is not
active against hepatitis B virus in less than 10 hours.

3. **Betadine: Utilized as a surgical scrub. Composed of one part
fresh iodophore detergent (1% available iodine) to 20 parts of
isopropyl alcohol (70%). Before Betadine use, the patient must be
cleared for iodine allergies. After the scrub, the alcohol
evaporates and leaves a film of iodine detergent.

4. Septisol: Hexachlorophene compound not inhibited by soap and
is retained on the skin in bacteriostatic amounts for a con-
siderable length of time. Its germicial action is weak and slow,
but it absorbs firmly into the bacterial cell wall and produces a
prolonged bacteriostatic effect not easily reversed.

COMMENTS ABOUT STERILIZATION PROCEDURES AND
ADDITIONAL AGENTS SOMETIMES USED.

Remember: a) isopropyl alcohol is relatively weak as a germicide. b)
quaternary ammonium compound (benzalkonium chloride) is a
cationic detergent and is neutralized by soap. The effectiveness of the
quaternary compounds is greatly reduced by the calcium, magnesium
and iron of local hard water supply. ¢) ***color changed test strips
are available to verify that processing conditions reached wrapped
instruments. d) color changed sterilizer wrapping tape only indicates
whether or not a pack has been in the sterilizer, not if it is sterile.

Careful thought must be given to the methods and agents utilized in
sterilization procedures. Each clinician should evaluate the validity
and efficiency of his methods and equipment.

C. PREPARATION OF INSTRUMENTS AND SUPPLIES.

All implants from Pacific Implant, Inc. are sealed in clear autoclave
bags. These implants should be sterilized prior to surgery, also all
necessary instruments, materials, gowns and supplies should be
wrapped and properly sterilized. Items such as anesthetic Carpules
which cannot be autoclaved, must be sterilized in cold sterilization
solutions such as Cidex prior to the time that they will be used at
the surgical site. Whatever items are needed at the time of surgery
must somehow be sterilized and delivered to the surgical operating
field in an uncontaminated state.

Most hospitals have in their film library the training film of sterile
surgical technique and preparation of instruments. These films are
usually available on signature loan to you and may be effectively used
in the training of personnel in proper sterilizing and instrument
preparation techniques.



D. INITIAL PREPARATION OF THE ASSISTANT

The primary assistant should function as a surgical scrub nurse in the
operatory. She is responsible for the initial preparation of the
operatory, the initial preparation of the patient, setting up the
surgical area with sterile instruments, assisting the dentist with final
preparation of the area and the patient, in addition to surgical
assisting. She is a protector of the sterile environment.

Assuming that all necessary instruments, drapes, and gowns have
been wrapped, properly sterilized, and are available in a staging area,
she may proceed with preparation for surgery. A surgical scrub pro-
cedure is first done. It usually encompasses the following routine:

1. Rinse hands and forearms with water, then wash with soap.

2. Cleanse nails with an orangewood stick or nail cleaner contained
in the scrub pack.

3. Start 10-minute scrub and work to abundant lather, using brush.
The palms, backs of hands, and fingers are scrubbed first, then the
forearms. Scrub one hand and arm, then the other. This routine is
repeated for 10 minutes.

4. When rinsing, raise both hands so that the water will run down
and off at the elbows.

5. When the 10-minute scrub is completed, the initial operatory
preparation is begun.

E. INITIAL PREPARATION OF DENTAL OPERATORY.

The treatment room is stripped of all items on the countertops.
Wearing gloves, using sterile towel, all surfaces of equipment and
countertops are washed thoroughly using hexachlorophene detergent.
The detergent film is wiped over tray tops and countertops. It is
removed after 10 minutes with sterile water rinse. The assistant
discards these gloves. The treatment room is now ready to receive the
patient.

E INITIAL PREPARATION OF THE PATIENT.

The initial patient preparation may begin in a treatment room adja-
cent to the prepared surgical operatory. Examination and diagnostic
phases of patient preparation have been completed at a prior appoint-
ment. Proper implants have been designed or selected and are
available.

Premedication is recommended for all patients, when surgery time
may last 45 minutes or longer. It is also advised to use it for the
apprehensive patient and for the more difficult surgeries.



G. PREPARATION OF CIRCULATING ASSISTANT.

Sterile surgical technique is greatly facilitated by the use of a cir-
culating assistant. She should be properly scrubbed and have on a cap
and mask. She may not touch or contaminate the operating field, but
is very helpful in transporting additional instruments or supplies to
the sterile area. Sterile surgical pick-ups and the “drop technique” are
used to move the necessary items into the field. She should not
violate the integrity of the operating field but is a definite asset in
protecting the sterile conditions and expediting the operation.

H. PREPARATION OF THE DOCTOR.

The doctor should apply a cap and mask, and complete the surgical
scrub as previously described. It is understood that he and all
operating personnel should be free of infectious disease.

I. FINAL PREPARATION OF OPERATORY, PATIENT, AND
PERSONNEL. CREATION OF STERILE SURGICAL
ENVIRONMENT FOR IMPLANT INSERTION.

The assistants must have all instruments, drapes, supplies, and so
forth, in proper position on countertops and staging areas, With
scrubbed, non-gloved hands the outer wrap of all wrapped surgical
packs may be opened. Care must be taken not to contaminate or
violate the inner towel wrapping protecting the sterilized items. One
assistant must now be gloved. The circulating assistant seats the
patient in the operating room, places a surgical cap on their head.
The assistant then places a nasal cannula in the nostrils and secures
it around the head and starts the flow of O,.

Electrocardiograph patches are placed, leads are attached and the
monitor started. Attach pulse oximeter finger cuff to the patient’s
forefinger and turn machine on. Make adjustments to monitor as
needed. A dental napkin is then placed around the patient’s neck.
The local anesthetic is now administered to the desired areas. The
roving assistant will now begin the facial scrub by using sterile gauze
and Betadine. Pre-op blood pressure is taken and recorded.
Intravenous sedation is now started by either the doctor or an anes-
thetist. Five hundred milliliters of lactated ringers solution is
suspended and the LV. line attached. The intra catheter is placed in
an appropriate vein, and the fluids started. Medications are selected
at the discretion of the doctor and/or the anesthetist. The patients
base line is recorded and monitoring started.

The doctor and primary assistant must now gown and glove. A three
minute scrub is recommended prior to this procedure. After the final
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scrub, the surgeon should gown without touching the outer aspects
of the gown. He may then apply gloves, making certain that only
inside surfaces are touched and further checking to make certain that
the wrists are not exposed. The outer surface of the gown sleeves
must be at least one and one-half inches down into the inner surface
of the gloves. This is an easy area to break the chain of sterility. The
assistant then follows the same procedure. Extra surgical gloves
should be available to the doctor and to the primary assistant. Com-
pletion of the patient drape is achieved with the placement of a
sterile surgical drape and a sterile surgical towel over the upper body
and beneath the chin.

The wrapped, sterilized instruments are arranged in proper position
on the work surface provided. Most offices will utilize a countertop,
mayo stand or adjustable tray of some type to station the instruments
on. Whatever surface is used should be covered with a sterile linen.
By following the preceding procedures and utilizing hospital room
sterile technique, a sterile surgical field has now been created. The
operation may proceed with improved probability of success.

SPECIAL SURGICAL NOTE

The surgical protocol(s) described in this manual should
be considered general recommendations and guidelines only, and
are not to be considered to standard of care for the p.rocedure
described. Rather, each surgeon should consider individual
experience and qualificati .ns before attempting any procedure
reviewed herein. Additionally, the prudent surgeon must be
familiar with their local and state regulations regarding the
standard of care for the plecement for orsl implants.

* Cidex, Arbrook, Inc., Arlington, Texas 76010
** Betadine Surgical Scrub, Purdue Frederick, Yonkers, N.Y. 10701
*** Aseptic Thermal Indicator Corp., 11471 Vanowen St., North Hollywood, California.
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Section 3

S.I'R. Surgical Technique

The STR. (single tooth replacement) implant is used for root replace-
ment of centrals, laterals, cuspids and bicuspids; in both the maxillary
and the mandibular arches. A sterile pre-surgical preparation as
previously described, should be followed.

1A

Figure 1 and 1-A.Incise the tissue over the crest of the ridge, and
reflect just enough to visualize the width and
angulation of the alveolus.

Figure 2. With a 557 surgical XL burr, make an osteotomy the width
of the burr or 2mm wide by 5mm long. Depth should be
4 to 6mm. This will provide direction, as well as a starting
point for the bone spreading instrument. If the cancellous bone
is unusually dense, a deeper osteotomy should be made, thus
lessening the amount of force to spread the bone.

12



Figure 3. The spreaders come in five progressive sizes. They are
used to form the cavity for the implant, by spreading the
cancellous bone. Each of the spreaders have three
horizontal lines on them, indicating the depth required for
each of the three sizes of implants. The line nearest the
point is for the two hole implant or 12mm, the middle
line is for a three-hole implant or 15mm, and the line
nearest the handle is for a four-hole implant or 18mm.
(Also refer to Figure 11.)




Nasal floor

Figure 4.

DEPTH: When developing the bony cavity, take advantage
of all of the available bone, this means the bone from the
alveolar crest to the nasal floor. On an X-ray, the nasal
floor is shown as a fine white line. When using the five
spreaders, seat the #5 instrument to within two-thirds of
its depth. This will allow for a snug fit of the implant.

The shoulder of the implant should be seated under the
alveolar crest, leaving the polished neck and the seating
ledge (Figure 11) above the crestal bone. The space bet-
ween the crestal bone and the finish line of the crown
will permit fibrous connective tissue to form an interphase
and seal at this point.

OsteoGen, a resorbable hydroxylapatite, may be used to
fill in any bony defects around the implant post. Its use
for bone regeneration has been shown to be effective.!

'Wagner ].R,, Clinical and Histological Study Using the Resorbable HA for Repair of Osseous
Defects Prior to Endosseous Implant Surgery. Journal of Oral Implantology, Vol. 3, 1989.
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Figure 5. With the aid of sterile gauze or hemostat, place the post
portion of the implant into the opening of the seating
instrument. Proceed to partially seat the implant into the
prepared osteotomy. Next, remove the seater and examine
the post for alignment. If the post will not come into
proper alignment when seated, then remove the implant
with a sterile hemostat and place it in the bending instru-
ment as shown in Figure 5. Bend the post in the desired
direction. NOTE: The post may be bent as much as 15
degrees in any one direction. The post should not be bent
back and forth, as this will stress harden the metal, and
subject it to fracture. Reposition the implant and seat it to
its proper depth.
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Figure 6 and 7. The pink temporary is seated over the post to
within Imm of the crestal bone. This will allow
the soft tissue to form a cuff around the post, and
serve as a base for a temporary crown. Two

sutures are all that are required to close the tissue
flaps.

16
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Figure 9. With the healing process completed, examine the implant
for rigidity by removing the temporary crown and tapping
the top of the post. The implant should ring briskly and
resist lateral displacement. If for some reason the implant
did not integrate, and there is moderate mobility, you
must reflect the tissue, remove the implant, decorticate
the area and fill all voids with OsteoGen. The last 2mm
should be filled with a mixture of three parts OsteoGen to
one part Avitene, to facilitate clotting,

Next, a portion of sterile Surgicel is placed over the entire
area and tucked under the tissue edges. Finally the flap is
closed and sutures placed. This area must heal for at least
four months before a re-implantation is attempted.

Figure 9 illustrates two copings that may be used. Coping
A is a tapered coping with a prepared finish line. The
second coping, B, is an unfinished coping that can be
seated and then prepared by reduction as one would a
natural tooth. Either coping should be tried in and
checked for sub-gingival margins. If there is a need to seat
the coping deeper, reduce the gingival rest on the side of
the post, thus allowing the coping to seat closer to the
bone and further into the soft tissue. With all corrections
made, cement the coping into place and proceed with
standard impression taking.
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Figure 10. The crown fabrication is done the same as for a natural
tooth. The margins should be seated sub gingival.

Chromed

collar

.078
on all three

Figure 11. In Figure 11, all of the technical dimensions are listed.
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Q. If infection occurs and the implant becomes loose, will it
tighten again?

A. This most likely will not happen. It will remain mobile and
become fibro-encapsulated.

Q. When is infection most likely to occur?
A. Within the first three weeks after surgery.

Q. Are antibiotics necessary?
A. With all implantations, this author finds the use of antibiotics to
be a major factor in achieving success.

Q. What treatment plan is advised for a mobile implant, if due
to premature contact or trauma?
A. 1. Adjust the occlusion.

2. Stabilize and allow to heal for six to eight weeks. Then re-
evaluate. If trauma has been ruled out, it must be assumed a
fibrosis union has occurred.

3. Remove the implant, decorticate the area and fill the void with
OsteoGen. Close the crestal portion with a mixture of one-
quarter Avitene and three-quarters OsteoGen, then overlay this
with a strip of Surgicel, tuck it under the tissue flaps, and close
the flaps by suturing.

Q. How long should you wait to re-implant in this site?
A. Post extraction sites should heal three to five months before
placing or replacing the implant.

Q. How do I know the implant has ankylosed?

A. After a three-month period, remove the temporary crown. With
the aid of a metal object, strike the head of the implant. There
should be a very distinct, solid ring to the post.

Q. How long after implantation do you wait to place the final
prosthesis?

A.The final seating should not be attempted for at least three
months after the surgery. Since trauma can cause failure, keep the
temporary out of occlusion for these three months. THIS IS A
MUST FOR A SUCCESSFUL IMPLANT.
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Section 4

The Ramus Blade
Surgical Technique

INTRODUCTION

The Ramus blade implant has been specifically designed to function
in the Ramus area of the mandible. It can be used effectively in
atrophic mandibles with as little as 3mm of bone above the inferior
alveolar canal.

Figure 1. The Ramus blade comes in a standard and relieved design.
The relieved design is shown above and is used for man-
dibles with minimal bone above the nerve canal. The
relieved design is made in three lengths; 5Smm x 30mm,
5mm x 35mm, and 5mm x 40mm. The standard design
is manufactured in the following sizes; 5mm x 30mm and
4mm x 30mm.
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Figure 2. The head of the implant comes in three different degrees
of angulation, which will compensate for the different
degree of placement in the ascending rami, and also

permit the post to align with the long axis of the abutting
natural teeth.

Figure 3. Labial linqual inclinations are corrected by bending the
post in the desired direction.
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Figure 4. Bending is done by inserting the base of the implant in
the slot of a bending jig, and using titanium pliers to bend
the post.

The implant can be positioned in the lower first molar area, when
there is sufficient bone, however the more routine position is the
second or third molar area.

Ramus blades are constructed of titanium and should never be con-
nected to other implants of dissimilar metals within the same arch.

Blade selection is made by superimposing a template or ramus blade
over the X-ray of the area to be implanted. Align the post of the
implant or template with the long axis of the abutment teeth. The
desired implant is then readily selected.

This type of blade implant has served the dental community since
1969.



SURGICAL PROCEDURE

Figure 5. The soft tissue incision begins 3 to 5mm above, and 3mm
lateral to the retro molar pad. When making the incision,
extend jt down and past the retro molar pad, angling
toward the crest of the ridge. Continue forward with the
incision as needed. Reflect the soft tissue, exposing the
bone. The osteotomy is to be prepared on a tangent line
to the mandible. When completed, the body of the
implant will be traversing the ascending portion of the
cornoid process.

25



Figure 6. The next step involved is locating the position of the post.
This is dictated by the following three factors: (A) the
amount of available bone (B) the opposing teeth (C) the
depth of the mylohyoid fossa. It is best not to position the
blade closer than 2mm from the crest of the mylohyoid
ridge. With the dental burr rotating, penetrate the bone to
a depth of 6mm. If the lingual fossa is fenestrated, move
to the buccal by 1-2mm and repeat the procedure. Make
the next penetration some 15-18mm distally as shown in
Figure 5. Continue by making a series of connecting
penetrations. Then join them and widen to approximately
2mm, with a depth of 6mm. It is more convenient to
begin the osteotomy with a conventional handpiece and
then change to a surgical handpiece as illustrated in
Figure 6, to finish the distal portion of the osteotomy.
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Figure 7. The three steps of blade placement are illustrated here.
Grasp the implant with a hemostat. Place the point in the
distal of the osteotomy. A titanium seating chisel is then
used to drive the body of the implant past the mesial wall
of the osteotomy. The angle of force is placed over the
head of the implant, seating it down into its receptor site.
When correctly seated, the implant should be firmly in
position, with its upper surface even with, or below the
cortex of the bone. A surgical mallet is an adjunct to this
procedure.
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Currently, the Ramus blade implant is being manufactured with two
head designs. 1. The standard tapered head

2. A milled post with a cast metal coping.
The copings come uncemented with each implant. It is recom-
mended that the coping be fitted and aligned during the surgical
placement of the implant. Then cement the coping to the post with a
hard cement.

IMPRESSION TAKING

Tapered Post — Immediate: This method is preferred by the author.
After the abutment teeth have been prepared, the field is cleansed
and the patient is draped and prepped for the surgery, with the face
and chin being thoroughly scrubbed. When surgical placement of the
implant is completed then a full tray impression is taken, before the
tissue is closed. An index is taken, the temporary coping is seated on
the post and the tissue is sutured.

Tapered Post — Post Surgical:

This can be done anytime post-surgically, after the first week of
healing is completed. Both of the abutment teeth are prepared,
followed by removing the temporary coping from the implant post
and taking a full arch impression. An index is taken and the tem-
poraries are replaced until final seating takes place.

Milled Post:

Abutment preparations may be performed 10 to 14 days after the
surgical procedure has been completed. Then employ standard crown
and bridge impression taking techniques.

IMPRESSION HANDLING

The impression is cleansed and dried. The implant post cavity is

filled with Duralay or Resin Cap acrylic. Add slowly to avoid bubbles.
As the acrylic begins to set, an additional amount of material is
added to the post area, and then a dowel pin is seated in this mass, if
so desired. After the acrylic has fully set, pour the entire impression
with dye stone.

28
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IMPLANT ABUTMENT DESIGN

Tapered Post:

Figure 8. Design the abutment crowns with an infra bulge, exten-
ding to within 1 to 1Y2amm from the crestal bone. A metal
finish margin is recommended. When the bridge is com-
pleted, it should be seated with a hard cement. The soft
tissue will form a cuff around the infra bulge of the
crown on the implant.

Milled Post:
Design the abutment crown with an infra bulge, extending the
margin to the finish line of the coping.

POST HEIGHT

In some cases, where the vertical dimension is limited, the opposing
teeth and/or the post can be reduced in height. The post may be
reduced mesial distally for parallelism, if so desired also.

In conclusion, it is recommended that the final bridge be seated

within two to four weeks post-op, as is done in normal crown and

bridge procedure.
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Section 5

Information And
Instructions to The
Prospective Implant Patient

These are suggested guidelines.
MEDICAL HISTORY:

Have you had a complete physical in the past 12 months?

Yes No
Was there a complete blood work-up done? Yes No
May we call your medical doctor for the results?  Yes No
If you have had no blood work done in the past 12
months, we request that you do so before we do the
surgery.
Do you have a known allergy to any drug? Yes No
Are you now taking any medication? Yes ____ No
If so, what is it, and why are you taking this medication?
Drug: Reason:
Drug: Reason:
Drug: Reason:
Drug: Reason:

THE DAY OF SURGERY:

You should not eat anything after midnight the night before, if the
surgery is scheduled for morning; or if the surgery is to be done in
the afternoon, you could eat a light breakfast. In either case you
should have nothing to eat or drink for at least six hours before

surgery.

You will have sutures in your mouth, which will be removed in
approximately one week. At that time, the doctor will also make
more adjustments to your bite. It is sometimes difficult to adjust your

bite properly on the day of surgery.

We insist that our patients have someone come and get them and
drive them home after the surgery. We feel that it is safer for all con-
cerned if the patient does not drive for a reasonable amount of time
after surgery.

It is also advisable not to take any alcoholic beverages for at least 12

days after having surgery. Alcohol and the premedications you will be
given are not compatible.
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AFTER THE SURGERY — HOME CARE:

When you get home, we want you to take good care of yourself.
Sleep with your head elevated (1 or 2 pillows) Do not drink any hot
liquids or injest any hot foods the day of the surgery. Heat induces
hemorrhage. Do not drink with a straw, or talk very much. When a
lot of talking and/or sucking are done, the sutures will usually pull. If
that happens, the bone is exposed. Your overall healing time will be
much longer and more painful.

As soon as you get home use an ice bag on your face in the surgery
area. Keep it on for 15 minutes and off for 15 minutes. You should
repeat this procedure for at least four hours after surgery.

We want you to understand that it is a proven fact that cigarette
smoking and consumption of alcoholic beverages cause problems
with tissue healing. If these are habits of yours, it may take longer for
your tissues to heal.

The day after surgery, you may begin to rinse your mouth with warm
salt-water, this promotes tissue healing. You may now also start taking
warm or hot foods. For the first week, it is better if you eat only soft
but nutritious foods, such as: cottage cheese, applesauce, Jello,
mashed potatoes, meat loaf, oatmeal, Cream of Wheat, green beans,
peas, squash, puddings, eggnog, ice cream, eggs, custard and soups.

COST OF THE SURGERY:

Anesthesiologist charge for pre med $

Dr. fee for the actual surgery $
Dr. fee for prosthetics $
TOTAL TO BE CHARGED FOR YOUR

IMPLANT SURGERY 3

If you have dental insurance that covers this procedure, we will be
very willing to bill them for the procedure.

CONSENT FORM:
If you decide to have surgery, we will ask you to sign a consent form

before the actual surgery date.

CONCLUSION:

Before consenting to the procedure, you must understand that each
individual reacts differently and dentistry, as medicine, is not an
exact science, and therefore, no guarantee can be made or implied as
to the success of the implant.
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Section 6

Two Examples of Dental
Implant Consent Forms

Consult your attorney prior to the use of these consent forms.
No representation or warranty regarding content, or com-
pliance with State Law is made.

DENTAL IMPLANT CONSENT

The nature of my dental problems, and the reasons that a dental
implant is being recommended has been explained to me, I under-
stand what is necessary to accomplish the placement of a dental
implant under the gum or in the bone.

I have been carefully examained. To my knowledge, 1 have given the
doctor an accurate report of my health history, including prior
allergies, unusual reactions to drugs, foods, anesthetics, pollens, dust,
insect bites, blood or body disease, gum or skin reactions, abnormal
bleeding or any other conditions related to my health.

1 was informed of other methods which could be used in replacing my
missing teeth. 1 have tried or considered these methods, but I desire a
dental implant to help secure the replacement of my missing teeth.

The doctor has explained to me that there is no way to accurately
predict the bone healing capabilities of any particular patient
following the placement of an implant.

I have been informed, and understand that occasionally there are
complications from the surgery, drugs and/or anesthetics. Such
possibilities include, but are not limited to infection, tissue discolora-
tion and/or numbness of the lip, tongue, chin or cheek or teeth
which may last for an indefinite period of time and may be irrevers-
ible. Also possible are inflammation of a vein injury to teeth, if
present, bone fractures, nasal or sinus penetrations, which may delay
healing and cause allergic reactions. It has been explained that in
some patients, implants may fail and must be removed.

I understand that smoking and alcohol, sugar or improper dietary
practices may affect the bone and gum healing and may limit the
success of the implant. I specifically agree to refrain from drinking
any alcoholic beverage for at least twelve (12) days following my
surgery. | agree to follow the home care and dietary instructions
prescribed by the doctor.
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I understand that the success of dental implants depends to a great
extent on my maintenance of meticulous oral hygiene throughout my
mouth and especially around the implant posts where they come
through the gum tissue.

I agree to return at regular intervals as specified by the doctor or his
associates for inspection of my mouth and prophylaxis by the doctor,
and to have performed such dental services as may be needed from
time to time to maintain my oral health.

I agree to report immediately to the doctor or his associates any
evidence of pain, swelling or inflammation around my implant or
implants and arrange to see him, or if not available, a dentist
approved by him, as soon as possible. A reasonable fee will be
charged for these visits, commencing one year after placement of my
implant or implants.

I agree and understand that the degree of success of any dental treat-
ment is directly related to my cooperation and that, if I fail to
cooperate as requested and instructed by the doctor or his staff, I
may suffer temporary or permanent injury to my dental health and to
the dental work performed by my dentist.

The doctor has explained to me in more detail than noted above, the
benefits and risks involved. I understand the details and have had an
opportunity to ask questions of the doctor concerning the planned
treatment.

I approve any modification in design, materials or care if, in the
doctor’s professional judgment, he feels it is in my best interest.

I acknowledge that I have not been given a guarantee or warranty of
any kind with respect to the success or prognosis of my dental
implant or implants.

I hereby authorize and/or his associates to
perform dental services for me including dental implants and other
surgery or restorative procedures necessary or advisable as a corollary
to the planned treatment. I also agree to the use of local or general
anesthesia, intravenous or oral sedation, etc., as deemed necessary in
the judgment of the dentists involved in my case. I understand that
there is a need for someone else to drive me from the doctor’s office
or hospital, and that I am to arrange this for myself in advance.

I agree not to operate any vehicle, machinery or engage in any
activity which requires reasonable skill, such as cooking, handling
flammables or unassisted stair climbing for 24 hours or more and
until fully recovered from the effects of the anesthesia or drugs given
for my care.

33



I authorize photographs, x-rays, or other viewing of my care and
treatment during its progress to be used for the advancement of
implant dentistry.

I have read and fully understand the above consent for dental treat-
ment. | read and understand the English language.

Date of Surgery

Patient’s Name Date
Signature Date
Witness’” Name Date
Signature Date

CONSENT TO DENTAL IMPLANT
To All Prospective Implant Patients:

One of my responsibilities, as your dentist, is to provide you with suf-
ficient information regarding dental implants in order that you may
make an intelligent decision, and should you so desire, give your
informed consent to such implant procedures. I have attempted to
explain fully the advantages and disadvantages of implant procedures.
Before consenting to the procedure, you must understand that each
individual reacts differently and that dentistry, as medicine, is not an
exact science and therefore, no guarantee can be made or implied as
to the success of the implant. Before proceeding, 1 will ask you to
read this statement by me and to read, understand and sign the con-
sent form which follows.

D.D.S.
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CONSENT TO IMPLANT

I am of adult age and capable of giving this consent. I have consulted
D.D.S., because I seek a solution to my dental
problems and desire implant procedures to support the teeth to be
replaced in my mouth. I acknowledge that Dr. has
carefully examined my mouth, discussed dental implants with me and
has answered all my questions. I feel that I am adequately informed
as to the procedure, so I can give my informed consent thereto.

Dr. has given me his professional opinion that implants
may help to solve the dental problems I have suffered. He has told
me that in his experience, many full lower implants have served well
for many years, but that full upper implants have had a lesser degree
of success. Dr. has carefully explained that
there can be no guarantee of success and that the ultimate result
depends on many things including the personal habits of the patient:
Smoking, non-moderate use of alcohol or sugar, oral hygiene, general
health and the individual body response of each person and that the
body response cannot be predicted.

Dr.___ has outlined and stressed the importance of proper
hygiene. I agree to follow his instructions as to hygiene and diet.

Dr. has explained fully and to my satisfaction, the
alternative procedures available to me. He explained that if a person
suffers dental deficiencies and such deficiencies go untreated, the
following events, among others, might occur:
1. Where all teeth are missing, further bone degeneration will con-
tinue, increasing the problems presently suffered by the patient.
2. Where only groups of teeth are missing, without replacement of
teeth, chewing forces malocclusion and malocclusion may cause
pronounced loss of bone and gum disease around remaining
teeth. Symptoms may be inflammation, infection, sensitivity,
looseness and further loss of teeth.
3. Teeth may be replaced with conventional, removable, full or
partial dentures. (Whichever is your case.)

I have either considered or tried alternative procedures and regard
them as being less desirable than dental implants.

Dr. has solicited from me a complete report on my
health history, including allergies, unusual reactions to drugs, foods,
insect bites, anesthetics, pollen, dust or any other materials, or any
other condition which I may have. To the best of my knowledge, 1
have no such medical conditions which I have not told him.
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I understand that placement of the implant involves one or more oral
surgeries. | have been informed of the possible complications of the surgery,
the anesthesia and the necessary drugs which are used. 1 am aware
that there may be pain, swelling, infection, discoloration and numbness.
The exact duration of which may not be determinable. It has been
again explained that all questions in this regard have been answered.

Dr. has advised me that if I have other
questions they will be answered by him or an associate dentist
involved with him.

It has been explained that it will be my responsibility to report to

Dr. office every six months or at any
other times he may recommend to carefully check the status of my
implant treatment. A reasonable fee will be made for these follow-up
examinations subsequent to the first year anniversary date of the
placement of the implant.

Considering myself to be fully informed, I authorize Dr.

and his associates to perform dental service for
me consisting of dental implants together with reasonable necessary
surgery, X-rays, administration of local or general anesthetic, sedation,
analgesia, administration of drugs and such other related procedures as
are reasonably necessary for the completion of the implant procedure.

I authorize Dr. and his associates to use all photos,
slides, X-rays and models (but not my name) in teaching other
doctors for the advancement of implant dentistry.

Because of the continual progress being made in implantology, 1
authorize any modification in design, materials, or care, if in

Dr. experience and professional judgment
he feels it to be in my best interests.

All questions regarding my implant and its surgical procedure have
been answered to my satisfaction by Dr.

I have read and fully understand the above consent for dental treat-
ment. I read and understand the English language.

Date of Surgery

Patient’s Name Date
Signature Date
Witness” Name Date
Signature Date
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