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The benefits and risks
of the blade implant

According to the Harvard Conference
Guide-Lines, my methods results and ana-
lyses and discussion was carried out to the
best of my ability.

Under separatc sub-headings; practice
characteristics, blade placement technique,
follow-ups, removal criteria, practice in-
fluence on the data, data completeness,
adequacy of standards of conference, be-
nefits, complications, morbidity, restrictions
on implants and considerations not consi-
dered in the conference, are all discussed.

Most radiographs show two dates: the
insertion date and the date the last xray
was taken.

Placement Technique
a. My current technique is as follows:
(1) incision of the mucopericsteal tis-
sues to at least 1'2 times the mesio-distal

length of the blade;

(2) refllection of the tissues with a
broadfaced periosteal elevator;

(3) a clean, deep and thin groove made
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on the lingual side of the crest in mandi-
bles and on the palatal side of the crest in
maxillac so as te allow a maximum amount
of bone flanking the blades buccally and
labially to be possible. The groove should
be made as deep as from the apices of the
blade to the bottom of the post or deeper;
and as long as the mesiodistal length of
the blade or slightly longer but not shorter.
The groove must also be made as narrow
as possible bucco-lingually;

(4) the blade is gently tapped into po-
sition so that the bottom of the post rests
on the alveolar crest and the shoulders are
buried equally throughout their length. 1f
there is a variance in the alveolar height
then the high areas of the bone are evened
down to the lower areas so that the entire
length of the shoulders will be buried
cqually;

(3) the tissues are sutured closed and
from 5 to 7 days they are removed.

b. My earliest technique was started late
in 1967 and my early literature stated
« bury the shoulder flush with or slightly
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below the alveolar crest) (fig 1, 2). Also,
my grooves were considered to be biseCting
erooves but inevitably the grooves always
had less bone flanking them bucally and
jabially than lingually due to the severe
concavities that always appear labijally and
buccally in both the maxilla and mandible.
Most often there was merely a paper thin
ridge of bone flanking the shoulder of the
blade on its buccal side and as much as 4
or 5 mms. flanking it ligually or palatally
where it was needed. Also, in the late

1960’s my blade designs had sharp line
angles and point angles and some of the
blades had very little retentiveness to them
(fig. 3. 4). Many of these blades however

were closed at their apices which had good
results (lig 3, 6).

In 1971 1 opened the blades apically
thinking it would have these advanta-
ges (fig 7. 8, 9):

(1) would require less tapping forces
to bury it than if it were closed apically;

(2) some of the uncut bone in a more
shallow groove can remain inside the open
ended vents, immediately after the implant
was seated;

(3) more rapid healing could occur
since a cut blood vessel would merely
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move upward or bucco-lingually to con-
tinuc its healing process in a minimum
amount of time and space:

(4) approximately in 1974 I redesigned
the blades again giving them much smaller
vents and more vents (fig 10. 11). My con-
rention being that the smaller the vent the

closer will the bone that grows inside them
be to the metal surrounding the vents which
must lead to narrower collagenous tisssues
separating the bone [rom the metal (fig
12, 18, 14, T3. 18},

Also, all apices were clsoed because of
the results | obtained from my photoclasti-

Nelle aperture pit piceole ¢'¢ piu
osso in rapporto al tessuto con-
nettivo

In the smaller venis there is more
bone to collagenous tissue ratio

16

Nelle aperture piu grandi ¢'e¢ me-
no osso e pit tessuto connettivo

“ In larger vents there is less bone
and more collagenous tissue ratio



city stress tests, [ also buried the blades
deeper (fig 17. 18). 4

¢. Most of my site requirements are not
localized. That is, wherever an implant is
indicated 1 procesd providing:

(1) there is adequate bone height and
even bone height;

(2) if very little bone exists blades are
still often my first choice providing the
ridge is wide enough in the mandible 1o go
lingual to the mandibular canal without per-
forating or fracturing the mylohyoid ridge;

(3) open socket blades are often in-
serted when one or two teeth approxima-
ting each other are missing (2 bicuspids)
providing there is enough healed bone ante-
rior and posterior to the socket so that the
blade can be buried in such a manner that
the recessed shoulder is buried 2 to 3 mm.
below the buccal or labial cortex, since it
is this side of the ridge that is more often
if not always sacrificed than the lingual or
palatal side from periodontal disorders.
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Also, the bottom of cach post must rest on
the healed alveolar bone that flanks the
socket mesiallv and distallv (fig 19, 20).
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d. The clinical circumstances under
which 1 use most of my blade-vents is
in full arch splints either as intra-tooth
supports or as the posterior supports or
combinations of both (fig. 21, 22, 23).




Often the blade implants arc used as
posterior free end saddle supports for uni-
lateral or bilateral fixed prostheses for
either arch with a high degree of predict-
ability (fig 24, 25, 26, 27, 28).

Less often but quite often 1 use four

blades for a totally edentulous maxilla or
mandible to support a full arch fixed pro-
sthesis (fig .29, 30, 31, 32, 33, 34, 35). As
of recent, I now use only three blades in
the totally edentulous mandible for the sa-
me support with a double posted anterior
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blade being longer in dimension (fig 36, 37).  lingual wings to the crown covering them

i (fig 38, 39) or. with better results, used
one neighboring tooth, splinted to the im-
plant with a full crown restoration (fig 40) .
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¢. Very seldom [ have used the blade-
vent as an exclusive single tooth replace-
ment. When | did | usually incorporated

Follow up

a. | numbered the cvaluation criteria
from the most important to the least im-
portant in the following manner:

(1) mobility-o me means an actively
[ailing implant accompanied mostly but not
always with tenderness or pain on masti-
cation. These implants must be removed
and all granulation tissue removed from
the oversized sockets (fig 41-49);

(2) X-oray - will show bone loss in a
vertical plane. Bone loss vertically may
very often not mean that the implant is
mobile but possibly periodontally involved
which could be treated mostly in the same
manner as a periodontally involved tooth
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