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mmediate and digital implantology is constantly evolving with the development

of innovative techniques and products. Among these innovations, the use of the
SSA (Sealing Socket Abutment) was described for the first time in 2016 (Finelle
& al. 2016) as an anatomical and customised supra-implant healing abutment,
ensuring stability of the alveolar clot and sealing between the post-extraction
site and the oral cavity during immediate extraction-implant placement (Fig.1a).
This abutment is mainly intended for molar sites, but can also be used for anterior
sites if immediate aesthetic treatment with a temporary tooth is not possible. This
approach provides an alternative to the following techniques:

Alveolar protection, involving several surgeries, longer treatment time, and
invasive bone regeneration procedures.

Immediate, where surgical closure is often highly invasive and can alter the peri-
implant mucosal environment.

Since 2005, several digital (printing, machining) and more conventional (composites)
techniques have been introduced and developed to make the SSA technique predictable
and simple to use. With the aim of making the technique more accessible, faster and
more biocompatible, the first industrial SSA abutment was developed and designed
in 2020 in collaboration with Biotech Dental under the name SSA-GF (SSA Gingival
Fit) (Fig.1b). The purpose of this article is to use a clinical case to introduce the new-
generation SSA-GF, which is an evolution of the SSA-GF abutment. This latest version,
planned for September 2024, includes improvements and optimisations in terms
of shape and material (Titanium), giving it unprecedented ease of use and digital
optimisation through a scanbody incorporated into the abutment structure (Fig.1c).



CLINICAL CASE
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Fig. 1. Evolution of the components related to the SSA protocol. a) Indexed temporary titanium abutment with composite customisation,
b) 1st generation SSA-GF abutment (2020, Biotech Dental), ¢) 2nd generation SSA-GF abutment (2024, Biotech Dental)

First Consultation

A 39-year-old patient in good health consulted for the replacement of a non-
symptomatic mandibular molar (36) in poor condition. Clinical examination
revealed a decayed root with significant structural loss, preventing conservation
with a good prognosis (Figs. 2 and 3). A panoramic X-ray and Cone Beam
CT (CBCT) revealed periapical lesions at the apex of 36 and a suitable inter-
radicular septal volume for immediate intraseptal implant placement (Fig. 4).

Treatment plan

Given the 36’s non-conservability, an immediate extraction-implant placement
was decided, as the presence of infectious lesions did not prevent this approach. The
prosthetic surgical plan included a Biotech Kontact™ 4.8 x 10mm implant. Planning
was based on CBCT analysis confirming a sufficient vestibular bone platform (>1mm)
and adequate apical bone height (Fig. 4).

Fig. 2-3. Decayed root with significant loss of structure



Fig.4. Planning was based on CBCT analysis confirming a sufficient
vestibular bone platform (>Imm) and adequate apical bone height
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Figs. 5-6-7-8. Immediate extraction-implant placement of the
Kontact™ 4.8x10mm implant (Biotech Dental)



SURGERY

Micro-invasive extraction and immediate implant placement

Extraction is performed using a minimally invasive approach: the roots are separated,
the supra-crestal gingival fibres severed, and the roots gently elevated to protect the
integrity of the bone structures (vestibular cortical bone and septum) and soft tissues
(Fig. 5 and Fig. 6). After curettage and irrigation, the intraseptal implant is drilled
(Fig. 7) and the Biotech Kontact™ 4.8 x 10mm implant is placed with a torque of 40 Ncm
(Fig. 8), deep enough to allow transmucosal emergence of the future SSA abutment
and later the implant-prosthetic complex. It is important to anticipate the positioning
of the SSA-GF abutment, which contains an index. One of the edges on the implant
holder should be aligned with the centre of the vestibular surface of the socket.

Selecting and fitting the new-generation SSA-GF abutment

The SSA abutment is tested to ensure its correct positioning and avoid
any interference with the surrounding bone structures that could prevent its
complete and passive insertion (Fig. 9 and Fig. 10). Here, a gingival height of 2
mm is used (available in 2 mm and 4 mm) to provide a harmonious transmucosal
emergence of the implant towards the cervical contour. The deep part of the
emergence profile should not be modified; only the superficial cervical space is
customised. Preparing the SSA abutment: After rinsing and drying the abutment,
a thin layer of primer is used to create a resin surface on which the final layer of
composite is placed directly in the mouth to customise the abutment (Fig.11a).

Customisation and Finalisation

With the SSA-GF repositioned on the implant, the cervical anatomy of the socket is
transcribed using a fluid composite placed on the occlusal area (Fig.11b) (sandblasted to
optimise adhesion with the alveolar closure composite). However, the chimney will be
left intact and free of composite in order to protect the coding area of the scanbody.
Careful polishing will be performed to ensure a smooth surface. The emergence profile
is left untouched as it contains a narrow non-invasive deep design, and a smooth
machined titanium surface (unlike the occlusal surface of the abutment which is
sandblasted to improve adhesion with the closing composite), ensuring the biological
stability of the deep peri-implant area (Fig.12 and Fig.13). The patient is prescribed
antibiotics and chlorhexidine mouthwash (Fig. 14).
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Fig. 9-10. Selecting and fitting the SSA-GF abutment (KPSSAMD5020,

Biotech Dental) and composite customisation at chairside

FLOW COMPOSITE SURFACING CUSTOMISATION WITH FLOW COMPOSITE
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Fig. 11. a) Intraoral customisation of the SSA-GF abutment with flow composite, b) Extraoral finishing of
the customisation

Fig. 12-13. Placement of the customised SSA-GF abutment Fig. 14. Retroalveolar x-ray confirms correct

- to ensure socket closure positioning of implant and SSA-GF abutment



DIGITAL IMPRESSION OF THE SSA ABUTMENT

The new-generation SSA-GF abutment has an integrated anti-reflective sandblasted
titanium scanbody, allowing it to be scanned without removing the healing abutment.
An optical impression and osseointegration control were taken at 4 months (in October)
(Fig. 15). The emergence profile revealed no signs of inflammation. Extraction of the
SSA-GF abutment confirmed the absence of fibrotic tissue (Fig. 16). Here, two digital
impressions were taken, one on the day of the surgery and the other at 4 months to
compare the images (Fig. 15).
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Fig. 16. The emergence profile confirms the absence of

fibrotic tissue and shows no signs of inflammation

Fig. 17. Digital impression



FITTING THE PERMANENT CROWN

The crown was designed on a Ti-Base to match the emergence profile of the SSA
abutment (Fig. 18) by the LEPS laboratory. The crown was perfectly and passively
inserted into the implant (Fig. 19).

Fig. 18. Creation of the permanent crown on Ti-Base (LEPS Laboratory)

Fig. 19. Fitting the permanent crown



DISCUSSION

The use of SSA abutments as part of immediate extraction-implantation procedures
undeniably provides significant benefits compared with previous techniques, reducing
overall treatment time, the number of surgeries, postoperative discomfort and the
cost of treatment. Clearly, the innovative nature of the technique means that further
clinical and industrial R&D are required to strengthen the scientific evidence and
simplify its application. Thus, the first industrial innovation, the first-generation SSA-
GF presented by Biotech Dental in 2020, has largely met the biological challenges
associated with the in-situ production of a customised healing abutment in terms
of material biocompatibility and prosthetic profile. The abutment described here,
the new-generation SSA-GF, is a more advanced version based on feedback from
practitioners over 4 years of experience and use.

This new-generation SSA-GF abutment differs from the previous version:

Shape and Design improvement

. Proximal scalloping: Shape optimisation to follow alveolar proximal scalloping.
Thick vestibular support.
Differential vestibular and lingual positioning.
Thick, straight lingual edge: lingual mucosal support and stability.

Identifiable scanbody .

Improved material: change from Peek to Titanium

Radiopaque: Improves post-implant x-ray analysis, ensuring clear visualisation
of bone structures and the prosthetic contour of the SSA-GF abutment.

. Sealed and stable connection: Eliminates micro-movements, ensuring effective
stability of the peri-implant area throughout the bone healing phase.

Scanbody: Biotech Dental’s original titanium connection reduces the risk of
micro-movements and errors in positioning the scanbody. It improves the
accuracy of the digital impression.

Adhesion to composite: The surface treatment of the occlusal part provides
an optimised bond with the composite resin materials used to close the post-
extraction socket.
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