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INTRODUCTION 

The demand for dental implant continues to rise worldwide. This 

requires clinicians to give great attention and consideration to socket 

preservation techniques for later implant placement. The extraction of 

teeth results in resorption of the alveolar ridge (Devlin E et al., in 1991 

and Jackson BJ et al., in 2007). This resorption occurs primarily on the 

buccal aspect; with ridge width most affected but ridge height is also 

diminished (Douglas GL et al., in 2005). 

Today, it is possible to reduce the loss of alveolar bone height and 

width by methods to preserve the socket at the time of extraction, thus 

providing a better site for implant placement.with greater bone to implant 

contact by allowing the insertion of wider and longer implants ( Wang 

HL et al., in 2004 ). The healing of untreated extraction sockets results in 

filling of the socket area with vital bone but with a significant loss in 

ridge volume, which is of prime importance for future placement of 

implants (Darby I et al., in 2008).  

   Several socket preservation techniques are used, these techniques 

are based on the principle of Guided Bone Regeneration, where either 

resorbable or non resorbable membranes, with or without grafting 

materials can be used (Krauser JT et al., in 2001).  



The use of autogenous bone has always been advised, but at times, 

autogenous bone harvesting is not feasible, where now the alternatives 

are allografts, xenografts or alloplastic materials (Minsk L et al., in 

2005).  

Recent advances in barrier membranes and bone grafting materials 

along with good surgical technique, led to predictable treatment methods 

for proper preservation of alveolar bone with subsequent implant 

placement.  

 



REVIEW OF LITERATURE 

Alveolar ridge resorption is frequently observed after tooth 

extraction. This resorption causes esthetic problems for conventional or 

implant supported prosthesis placement and surgical problems by making 

the placement of implants difficult or even impossible (Callan DP et al., 

in 2000). 

Undisturbed extraction sockets heal uneventfully with bone tissue 

one to two months following extraction. This healing usually occurs with 

marked reduction of the original height and width of the alveolar bone, 

which in some cases, may aesthetically compromise an implant 

supporting prosthesis (Callan DP et al., in 2000).  

A study was conducted to study age changes in humans and found 

that the reduction in residual ridge height may be similar to disuse 

osteoporosis, which occurs with the complete immobilization of any 

bone, the effect of which causes thinning and gradual porosity in bone 

(Manson JD et al., in 1962). The importance of preserving alveolar ridge 

is that complete denture wearers, when implant placement was still 

inadvent, have a reduced biting force in comparison with their dentate 

counterparts. This reduced biting force, results in minimal amount of 


