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The conversation, taken from one of Dentaltown’s  
busiest message boards, begins on the next page. 
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Sigh. What a way to start off my day … Plus we’re getting a huge nor’easter later today. And 

my wrist hurts. Sorry, I’m spiraling. 

Anyway, I placed this immediate today and ran into a new situation for me. This guy had 

zero density to his bone (I forget what this is called, but I think there’s a name for it.) I didn’t 

catch it on the CT. 

Prepped the osteotomy, placed the implant and “ploop”—it sank alllllllll the way down. I tried 

to back it out, but to no avail. It has just enough retention that placing Teflon tape won’t grip it. I’m 

afraid of putting too much apical pressure for fear of sending it off into no-man’s land. 

Here it is. Flame away. 

This is my last immediate. I’m done. I’m going to get him back in ASAP for removal, but 

any advice on getting it out would be appreciated. 

It’s a Blue Sky Bio BioMax. Do you think when I remove the implant I could place another, 

larger implant in its place? Or should I let everything heal and place this conventionally? I can’t 

imagine getting primary stability, but if I’m able to, what do you think? n

NO!!

Remove the implant and graft the site. Let it heal a few months, then go back in there. 

Hopefully the graft will allow you to increase the bone density a little bit. Then when you come 

back for the implant, undersize the osteotomy by one or even two sizes. n

Do they make a long two-piece tool that will allow you to insert a hex, thread a pin into it 

locking it to the implant, and then allowing you to spin the entire assembly out? Gotta watch 

that nerve! n

How about screwing an impression post into the implant and trying to lift it out with that? n

That’s a really good idea! n
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Most companies will make 
short and long impression posts 
for their implant systems. It is a 
good idea to keep a long impression post around. You 
can screw that into the implant. Assuming the torque 
is very poor in this situation, you can use a hemostat 
(or pair of pliers) to grab onto the impression post and 
slowly screw that thing out counterclockwise. 

If that doesn’t work then, yeah, you are going to have 
to remove some bone around the crestal portion of that 
implant to get it out. n

Interested in hearing solu-
tions to this. “Hollow jaw” is the 
term that some other threads 
have used. I don’t know that it being an immediate is 
the reason, so stopping won’t avoid in the future. I recall 
others couldn’t get anything to screw in, because it kept 
moving. n

Even if you stop doing imme-
diates, you still may eventually 
run into another hollow jaw. 
Radiographs usually don’t give us a hint of this lack of 
density, but our drills do. If your drill suddenly is in mush, 
beware! Switch from drills to dull bone expanders and select 
a larger diameter implant than the hole you expanded. Feel 
for a firm bottom before placing the implant. n

“Feel for a firm bottom” is a 
great point that goes overlooked 
more than one would think. I 
like the impression post idea; use a long one and try to 
wiggle it out of there. 

If you try reversing it with the drill, it might just 
start spinning on itself because it’s not torqued. I have a 
hunch that the impression post will work. Let us know 
how it goes and sorry this happened to you! But at least 
you posted and are looking for a solution.

Do not give up on yourself. Keep placing immediates 
and get back in the saddle! n

Aaron, were there any clues 
as you did the osteotomy that 
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this was going to happen, like abnormally little bleeding, abnormally little bone on the flutes, 
etc.? Just curious to figure out how to avoid this myself. 

Coming as I do from the Bicon world, where we press-fit the implant and hence do not 
strive to achieve any placement torque, I remind you that this implant could integrate if you 
had it in the desired position. If it’s too apical then yes, remove. But I don’t know if grafting 
and coming back in six months is a guarantee of high density bone in the site. Never seen 
studies to support it. n

The long impression post is brilliant. Even if you have to use the 1557 to open things up. 
Please keep us posted and I agree things like this can happen to anyone. Great advice (that I am 
going to use) to probe for a firm bottom before dropping the implant in. n

In hindsight, I suppose there wasn’t a lot of bone in the flutes of the osteotomy former. But, I 
was down to length according to the surgical guide, and I knew I didn’t have a whole lot of apical 
preparation, so I didn’t think anything of it. No notable differences in bleeding. 

I did not probe for a solid bottom after the osteotomy was prepped, although I did feel 
a solid bottom after I extracted the tooth. I carried the implant on the driver by hand and 
then advanced it a few turns using my fingers. As soon as I hooked on the torque wrench 
I felt it drop down. I didn’t use the handpiece for placing the implant, only for preparing 
the site. n

You need to get yourself a blunt-ended probe. Always probe around the bottom of your oste-
otomy before you place the implant, as well as probe the facial/lingual aspect of the osteotomy 
to make sure that you have not perforated. n

This happens. And a surgical guide can inhibit your “feel” for bone density and increase the 
chances of overpreparing the site in a soft bone case like this. 

Sometimes you can thread a long impression pin into the implant, but often it is no longer 
straight up-and-down once it drops, so no dice. Rather than rooting around in there, it can be 
less traumatic to just open up the hole and gently remove it from the site, rather than potentially 
beating up the neurovascular bundle any more. If you were close or on the bundle, dexametha-
sone lavage +/- local injection can be helpful in reducing postop symptoms. 

In the old days we would open these up, scratch around on the sides to make them bleed and 
close them up. Now the tendency is to pack particulate graft. I wonder if the graft particles could 
irritate the neurovascular bundle if they get down there. n

Just wanted to second what Holden said about the guide inhibiting feedback on the density 
of the bone. For this reason, I prefer a guided pilot hole and then freehand after that. You would 
definitely feel the void in the bone. I call it Type 1–4, based off the Misch classification. The 
cortical portion is Type 1, the cancellous Type 4. As soon as you pop through the cortical bone, 
the drill drops—another good reason to use drill stops. For this type of bone, it’s nice to use an 
implant that can be placed supracrestal. Make a bigger hole coronal to the implant. Remove, 
graft, wait. n
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Thanks for all the great 
replies, everyone. I really appre-
ciate it! Patient is coming in on 
Tuesday for implant removal, so I’ll post an update after 
the appointment. I put the patient on a Medrol Dosepak 
and an antibiotic, and he seems to be doing fine so far 
(knock on wood). n

What I have done when I 
felt this was take an explorer and 
feel inside the osteotomy and it 
just feels “empty” beyond the cortical bone. When you 
find this early, it makes it very easy because at that time 
I am concerned only about the width of the osteotomy 
in the cortical bone and drill only 1 or 2mm into the 
cancellous bone. I undersize the osteotomy and when I 
place the implant I am aware that it has retention only at 
the cortical bone level. Drive it down ever so slowly to the 
point where the top of the implant is flush with the bone 
and no further. The implant is held only by the cortical 
bone and is floating in whatever mush is inside that bone. 

When it heals, it looks normal and I can torque abut-
ments without a problem. What I do not know, however, 
is whether bone forms around it eventually or whether it 
just survives as a “suspended” implant hanging onto the 
cortical bone above with its bottom suspended in bony 
mush. 

Maybe someone can start a study with a coroner’s 
office to do dissections of long-standing successful 
implants to find out exactly how they survive in real life. n

I wonder if this would be a 
time to use Misch’s progressive 
loading. I don’t remember the 
details, but you bury it for the first few months, then 
put on an HA for a few weeks, then a temporary that’s 
completely out of occlusion for another few weeks, then 
the final restoration. n

I have run into similar kind 
of situations a couple of times 
but luckily I had read posts on 
Dentaltown about hollow jaw/medullary space and was 
able to make the decision of not placing the implants. It 
can happen to anyone. You couldn’t diagnose this kind 
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Share your cases online!
Dentaltown’s message boards make it easy to upload photos of your cases to get feedback from other Town-
ies—or just to show off your great work. To start a case, go to dentaltown.com and under message boards, 
select “Forum Categories.” Select the appropriate forum, then click “New Case” and follow the prompts.

of stuff on cone beam. Your best guess in situations is when you use the initial drill and as soon 
as you drill through the cortical bone the drill just drops like a high-speed handpiece through 
decayed dentin—that’s when you should just graft and go back six months later. It’s going to 
be tough retrieving that implant out. I remember reading a post by Cory Glenn a couple years 
ago where his associate had a similar case and had to retrieve the implant. You might want to 
look for it. n

Open a flap and remove facial bone to allow access to firmly hold onto the implant or to 
engage the threads to prevent apical movement. If the implant is loose enough, just lift it out 
with a forceps or similar instrument. Wedging an instrument into the threads of the implant on 
the facial may provide enough resistance to the apical force needed to place a long antirotational 
abutment that could provide a purchase for removal. It would be wise to check with the patient’s 
MD because there may be an osteoporosis problem here. If there is no contraindication the bony 
defect should be cleaned up and grafted. Do not do an immediate replacement with a wider 
implant into poor quality bone. The problem could get worse. n

Thank you, Dentaltown! 

Thankfully the patient had no nerve injury/paresthesia and had zero discomfort postoper-
atively. I removed the implant today using the impression coping technique suggested on this 
thread. Saved my butt … that implant was way too far down for me to grab onto. n

Congratulations. What a beautiful sight! n

It actually wasn’t too hard to get out. I anesthetized the patient (IAN block), curetted out all 
the tissue coronal to the implant until I could see the platform, then removed the cover screw. 
The impression coping fit right in and I tightened it up. Then I “extracted” it just like it was a 
tooth. It took maybe one minute. It came out easier than I thought it would. 

Because the patient had no postop pain, he was reluctant to have the implant removed. He 
is a contractor and was like, “Can’t you just make a longer stud (abutment)?” I drew him a few 
pictures and showed him how leaving it as-is would cause chronic inflammation, and probable 
implant failure. He was like, “I get it. I guess we don’t have to worry about bacteria in carpentry.” 
Haha! But man, I dodged a huge bullet. Hopefully once this heals up, I can avoid a repeat. n
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