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Comparison of immediate implant placement in infected and non-infected
extraction sockets: a systematic review and meta-analysis
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ABSTRACT
Objective: This review aimed to investigate the feasibility of immediate implant placement in infected
extraction sockets.
Material and methods: We performed electronic and manual searches up to March 2017 to obtain
data from randomized controlled trials (RCTs) and nonrandomized controlled clinical trials (CCTs). Using
a fixed-effects model to assess the difference in survival rate (primary outcome), we evaluated the risk
difference for immediate implant placement in infected and non-infected sites. We estimated the
weighted mean differences (WMDs) of the change in marginal bone loss (MBL), probing depth (PD),
modified bleeding index (mBI), marginal gingival level (MGL) and width of keratinized gingiva (WKG) at
baseline and latest follow-up.
Results: In total, five studies (0 RCT, five CCTs) were included in the systematic review and three stud-
ies were included in the meta-analysis. The risk difference for immediate implant placement in an
infected extraction socket compared with that in a non-infected socket was �0.02. WMDs for MBL, PD,
mBI, MGL and WKG between the two groups were 0.32, 0.12, 0.07, �0.06, 0.20 and 0.51, respectively.
No statistical differences were observed between the two groups, except for the change in WKG.
Conclusions: Implants can be placed in infected extraction sockets after thorough socket debridement.
For aesthetics, WKG should be considered when performing immediate implant placement in
infected sites.
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Introduction

According to a conventional protocol, implant placement
should be done several months after tooth extraction to
allow healing of soft and hard tissue and resolution of infec-
tions [1]. In 1989, an immediate implant placement proced-
ure was introduced to reduce treatment time and surgical
interventions [2]. Recent studies have shown that immediate
implant placement provides predictable survival results and
satisfactory aesthetic outcomes [3–5].

As there is a risk for developing a local infection or inflam-
mation when implants are immediately placed in compro-
mised tooth extraction sockets, earlier reports suggested that
immediate implant placement should only be done in extrac-
tion sockets that are free of infection [6,7]. In addition, bac-
terial infections may affect implant osseointegration,
resulting in peri-implant pathosis or implant failure [8].

Recent animal and human studies on immediate implant
placement in infected sites [9–11] suggest that this proced-
ure can be performed in infected extraction sockets after
exhaustive debridement of the socket. Although there are
several systematic reviews evaluating immediate implant
placement in infected extraction sockets [12,13], evidence is
limited due to the lack of prospective human studies

comparing immediate implant placement in infected and
non-infected extraction sockets.

This systematic review aimed to investigate the feasibility
of immediate implant placement in infected extraction sock-
ets. We compared the risk difference (primary outcome) for
immediate implant placement in infected and non-infected
extraction sockets as well as differences in marginal bone
loss (MBL), probing depth (PD), modified bleeding index
(mBI), marginal gingival level (MGL) and width of keratinized
gingiva (WKG) at baseline and latest follow-up between the
two groups.

Materials and methods

We developed a detailed protocol on the basis of the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses Protocols 2015 (PRISMA-P 2015) statement guide-
lines [14].

Types of studies

In this meta-analysis, we included only longitudinal prospect-
ive studies, that is, randomized controlled trials (RCTs) or
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nonrandomized controlled clinical trials (CCTs) with immedi-
ate implant placement in infected extraction sockets (test
group) and non-infected extraction sockets (control group).

Populations of studies

Healthy individuals with no age or sex limit who underwent
immediate implant placement after tooth extraction
were included.

Types of interventions

Test group
In the test group, studies on immediate implant placement
interventions in endodontic and periodontal infection sites
were included. A minimum of 10 subjects per group were
included in the controlled studies.

Control group
In the control group, studies on immediate implant place-
ment in non-infected sites following a traumatic tooth extrac-
tion with no other intervention were included.

Outcome variables

One dichotomous (yes/no) and five continuous implant-
related outcome variables were evaluated as follows:

1. Implant failure was expressed as the number of implants
that failed to achieve osseointegration or removed after
functional loading due to pain, mobility and severe peri-
implant bone loss.

2. MBL was an average of the mesial and distal bone loss
calculated at baseline and the latest follow-up. If the
average bone loss decreased (marginal bone gain) com-
pared with that at baseline, the loss was expressed as a
negative value.

3. PD�.
4. mBI�.
5. MGL�.
6. WKG�.

�Changes in the above parameters were calculated using the
data at baseline and the latest follow-up.

Risk for bias and methodological quality assessment

The Cochrane Collaboration’s tool for assessing risk of bias in
randomized trials was used to assess the risk for bias and the
methodological quality of the included studies [15]. The fol-
lowing parameters were evaluated for each study and were
classified as low risk, unclear risk or high risk for bias: alloca-
tion concealment, blinding of participants and personnel,
blinding of outcome assessment, incomplete outcome data,
selective reporting and other sources of bias (related to the
study design or other issues).

Inclusion criteria

1. Prospective studies (RCTs or CCTs) comparing the out-
comes of immediate implant placement in infected and
non-infected extraction sockets.

2. Studies performed in medically healthy patients with no
age limit.

Exclusion criteria

1. Retrospective studies or case reports.
2. Studies on medically compromised patients.
3. Studies lacking details regarding the extraction socket.
4. Studies using the latest data when publications reported

data on the same participants.

Search strategy

Two reviewers (JL and DP) independently performed elec-
tronic and manual searches for obtaining the data; disagree-
ments regarding inclusion eligibility were resolved by
discussion with a third reviewer (Y-ML) to reach a consensus.
The MEDLINE, EMBASE and Cochrane Central Register, LILACS
and Web of Science electronic databases were searched
using a combination of MeSH terms and text words (see
Appendix S1). The manual search was performed using the
bibliographies of the included articles; all relevant articles
and reviews were screened. Furthermore, the following jour-
nals were screened from 2001 to March 2017: Clinical Oral
Implants Research; Clinical Implant Dentistry and Related
Research; European Journal of Oral Implantology; Implant
Dentistry; International Journal of Oral and Maxillofacial
Implants; International Journal of Periodontics and Restorative
Dentistry; Journal of Clinical Periodontology; Journal of Dental
Research; Journal of Investigative and Clinical Dentistry; Journal
of Oral and Maxillofacial Surgery; Journal of Periodontology;
Oral Surgery, Oral Medicine, Oral Radiology, Oral Pathology,
and Endodontics; Journal of Periodontal & Implant Science; The
Journal of Advanced Prosthodontics; The Journal of the Korean
Dental Association; and Implantology.

There was no language limitation for article selection, and
articles were translated when necessary. We also attempted
to include unpublished trials and abstracts in the
search process.

Data extraction and synthesis

Table 1 shows the extracted data of all included studies
according to the author, title, year, study design, number of
subjects, age of subjects, number of implants, implant loca-
tion, implant position, implant type, number of failed
implants, implant insertion torque, loading protocols, obser-
vation period, implant success rates and implant survival
rates. We investigated the secondary outcomes including
marginal bone change, PD, mBI, MGL and WKG at baseline
and the latest follow-up. Raw data that could be extracted
from the studies were processed for meta-analysis. If extract-
ing or obtaining raw data was impossible, mean estimates

ACTA ODONTOLOGICA SCANDINAVICA 339

https://doi.org/10.1080/0284186X.2018.1453084


and standard deviations were used for the differences in
each intervention group, which were calculated using a pre-
viously defined method [16].

Meta-analysis was conducted using Review Manager soft-
ware (version 5.3, The Cochrane Collaboration). For a dichot-
omous outcome (e.g. implant survival rate), the risk ratio was
calculated with 95% confidence intervals (CIs). For continuous
variables (e.g. marginal bone loss, probing depth, modified
bleeding index, marginal gingival level and WKG), weighted
mean differences (WMDs) were estimated with 95% CIs. All
selected studies [17–19] in the meta-analysis were considered
to be homogenous; therefore, a fixed-effects model was
used. A statistical homogeneity assessment was conducted
along with determining the I2 index [20]. If I2 was >75%, a
subgroup analysis was performed to determine the reason
for heterogeneity.

Results

Study selection

In total, 3615 papers were identified from the electronic and
manual searches. After excluding duplicates and screening
the titles and abstracts, 10 papers were obtained for full-text
assessment. Five papers [17–19,21,22] were included (Figure 1);
three papers [23–25] were excluded due to the lack of a control
group and two [26,27] due to the publication of subsequent
reports on the same subjects.

Furthermore, meta-analysis was performed using three
[17–19] of the five included studies. The studies regarding
immediate implant placement in periapical infection sites
were included in meta-analysis. Two studies were excluded
due to the heterogeneity of the origin of infection (Table 1).

Description of studies

Table 1 shows the study design and characteristics of the
included studies [17–19,21,22]. No RCTs were found in the
database search; only five CCTs were selected. The origin of
infection was a periodontal lesion in one study [21], a periap-
ical lesion in three studies [17–19] and a periodontal and/or
periapical lesion in one study [22]. The implant location was
not limited in any of the studies. External connection-type
implants were used in two studies [17,21], and internal con-
nection-type implants were used in three studies [18,19,22].
The implant insertion torque was recorded in two studies
[17,21], and flapped surgery and two-stage surgery protocols
were performed in two studies [18,19]. Bone graft procedures
were conducted in two studies [18,19], and no augmentation
was performed in three studies [17,21,22]. Only one study
[21] involved immediate loading, whereas the others involved
delayed loading. The follow-up period after loading ranged
from 1 to 5 years.

In total, 212 implants were placed in infected sites and
326 in non-infected sites. There were two implant failures:
two (0.9%) and six (1.8%) implants placed in non-infected
and infected sites, respectively. Data regarding marginal
bone change were recorded in all studies, except for the
study by Blus et al. [22]. Mean estimates and standardTa
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deviations for the differences at baseline and the latest fol-
low-up were calculated for changes in marginal bone level,
probing depth, modified bleeding index, marginal gingival
level and WKG. Table 2 shows the results.

Quality assessment of selected studies

The investigated studies had a low quality and evidence
level. Random sequence generation, allocation concealment
and blinding of participants and personnel had a high risk
for bias. Blinding of the outcome assessment had an unclear

risk for bias, whereas incomplete outcome data and selective
reporting had a low risk. Figure 2 shows the risk for bias of
each included study, and Figure 3 shows a summary of the
risk for bias.

Meta-analysis of included studies

No statistically significant differences in implant survival rates
were found between the two groups (Figure 4(a)). The risk
difference for immediate implant placement in infected
extraction sockets compared with that in non-infected

Table 2. Mean estimates and standard deviations for the differences at baseline and latest follow-up.

Implant type Type of infection
Marginal
bone loss

Probing depth
change

Modified
bleeding index

change

Marginal
gingival level

change

With of
keratinized

gingiva change

Sweden-Martina, external Chronic
Periapical lesion

�0.16 ± 0.47 (I)
�0.17 ± 0.45 (N)

0.57 ± 0.51 (I)
0.59 ± 0.58 (N)

0.26 ± 0.32 (I)
0.28 ± 0.31 (N)

0.05 ± 0.11 (I)
0.07 ± 0.16 (N)

0.05 ± 0.11 (I)
0.07 ± 0.16 (N)

Sweden-Martina, external Chronic
Periodontal lesion

�0.22 ± 0.38 (I)
�0.25 ± 0.37 (N)

ND 0.25 ± 0.24 (I)
0.26 ± 0.38 (N)

ND ND

Straumann tissue
level, internal

Periapical lesion 1.75 ± 1.22 (I)
1.75 ± 0.95 (N)

ND ND ND �2.10 ± 1.45 (I)
�0.60 ± 1.37 (N)

Mis Iberia, C1 implant
(internal), Spain

Chronic
Periapical lesion

�0.83 ± 0.34 (I)
�0.56 ± 0.23 (N)

0.05 ± 0.53 (I)
0.14 ± 0.43 (N)

0.06 ± 0.80 (I)
0.34 ± 0.92 (N)

0.12 ± 0.67 (I)
0.00 ± 0.29 (N)

�0.17 ± 0.98 (I)
0.27 ± 0.82 (N)

Leader (Italy), Bioner
(Spain), external

Acute, chronic
periodontal/

periapical lesion

ND ND ND ND ND

I: infected group; N: non-infected group; ND: no data.

Figure 1. Flow diagram for the study.
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extraction sockets was �0.02 (95% CI, �0.10 to 0.06; p¼ .61;
heterogeneity I2¼ 0%; Pheterogeneity¼ 0.80).

Three studies were used for evaluating the marginal bone
change from baseline to the latest follow-up [17–19,21]; no
statistically significant difference was observed between the
two groups (Figure 4(b)). The marginal bone loss in the
infected versus non-infected sites was 0.32mm (95% CI,
�0.10 to 0.73; p¼ .13; heterogeneity I2¼ 53%;
Pheterogeneity¼ 0.12). Two studies [17,19] were used for evalu-
ating the change in probing depth and marginal gingival
level from baseline to the latest follow-up, and no statistically
significant differences were observed between the two
groups (Figure 4(c,d)). The change in probing depth in
infected versus non-infected sites was 0.12mm (95% CI,
�0.37 to 0.60; p¼ .64; heterogeneity I2¼ 0%;

Pheterogeneity¼ 0.77), and the change in marginal gingival level
in infected versus non-infected sites was �0.06mm (95% CI,
�0.54 to 0.42; p¼ .81; heterogeneity I2¼ 0%;
Pheterogeneity¼ 0.46).

Two studies [17,19,21] were used for evaluating the
change in modified bleeding index from baseline to the lat-
est follow-up; no statistically significant difference was
observed between the two groups (Figure 4(e)). The change
in modified bleeding index in infected versus non-infected
sites was 0.20 (95% CI, �0.28 to 0.68; p¼ .42; heterogeneity
I2¼ 0%; Pheterogeneity¼ 0.61).

Three studies [17–19] were used for evaluating the change
in WKG from baseline to the latest follow-up, and statistically
significant differences were found between the two groups
(Figure 4(f)). The change in WKG in infected versus non-
infected sites was 0.51mm (95% CI, 0.09 to 0.93; p¼ .02; het-
erogeneity I2¼ 23%; Pheterogeneity¼ 0.27).

Discussion

This review did not show any statistically significant differen-
ces in survival rates for immediate implants in periapically
infected and non-infected extraction sockets possibly due to
the improvement in implant fixture over the last few deca-
des. Implant surface topography has been altered to improve
osseointegration. Implants with rough versus smooth surfaces
have shown superiority in early bone-to-implant contact and
in sites with poor bone quality [28,29]. Only rough surface
implants were used in the included studies. Despite the
unfavourable environment in infected extraction sockets, the
implant survival rate did not decrease with the use of rough
surface implants. However, we were unable to conclude
whether it was safe to immediately place implants in perio-
dontally infected extraction sockets because the related data
were superficial and the indication of periodontal infection
was vague. For example, data on evidence of an inflamma-
tion, proper periodontal examination including PDs, clinical
attachment level, bleeding on probing, grade of furcation
involvement, tooth mobility and radiographic examination
were not included [21,22]. To investigate the safety and feasi-
bility of immediate implant placement in periodontally
infected sites, a more detailed case definition should be
documented in future studies.

Figure 2. Risk for bias graph, where each item is presented as a percentage across all included studies.

Figure 3. Risk for bias summary of each item for each included study.
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To our knowledge, there has been no quantitative analysis
on soft tissue profile changes around dental implants imme-
diately placed in periapically infected and non-infected sites
after tooth extraction. This is the first meta-analysis to assess
these changes in both cases. A statistically significant reduc-
tion in WKG was observed in periapically infected sites versus
non-infected sites, suggesting that there is a potential
change in the soft tissue profile when performing immediate
implant placement in infected sites, particularly those placed
for aesthetic purposes. A systematic review reported that
immediate implant placement cannot prevent gingival

recession [30] and demonstrated that patients with an intact
buccal bone wall and a thick gingival biotype who were
treated through a flapless surgery followed by immediate
implant placement may have a reduced risk for advanced
mid-facial recession. In infected sites, buccal bone is easily
destroyed and soft tissue is swollen or in a flabby state due to
lack of thickness of the buccal wall compared with the lingual
wall; these factors can increase the risk for gingival recession
after immediate implant placement. Care must be used when
performing immediate implant placement in infected sites
with a soft tissue graft to counteract soft tissue reduction.

Figure 4. Forest plot for (a) implant survival, (b) marginal bone change, (c) change in probing depth, (d) change in modified bleeding index, (e) change in marginal
gingival level and (f) change in width of keratinized gingiva in non-infected and infected extraction sockets.
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Lee et al. [31] reported on immediate implant placement
combined with connective tissue graft to correct existing
gingival recession and revealed predictable success for
immediate implant placement in infected sites with aesthetic
gingival harmony.

A previous meta-analysis compared the dimensional
changes in soft tissue around immediate implant placement
sites concomitant with a connective tissue graft with those
at baseline [32] and demonstrated that immediate implant
placement with a connective tissue graft exhibited no signifi-
cant change at the midbuccal and interproximal gingival lev-
els; although a change in WKG was observed (1.27mm; 95%
CI, �0.08 to 2.46; p¼ .04) compared with that at baseline.
Only two [31,33] of the 10 studies included in the meta-ana-
lysis presented reports on immediate implant placement in
infected sites. No active infection sites of teeth extraction
due to endodontic failure, carious lesions or root or crown
fractures were indicated in the other studies. Therefore, more
studies investigating the necessity of immediate implant
placement with a connective tissue graft in infected sites
are needed.

In our study, guided bone regeneration was performed in
two [18,19] studies, and connective tissue grafts were not
performed in any of the studies. Further investigation is war-
ranted to determine the effect of connective tissue grafts in
infected sites where implants are immediately placed after
tooth extraction.

We considered the origin and characteristics of infection
in the included studies. The origin of infection can be cate-
gorized as periodontal or periapical; the characteristics of
infection can be classified as acute or chronic. In the current
meta-analysis, most included studies investigated immediate
implant placement in periapical lesion sites, whereas only
one study [21] assessed immediate implant placement in
periodontally compromised sites. More studies are required
to investigate the effect of periodontal versus periapical
lesions in immediate implants. The characteristics of the
infections were classified in only one study [22]. No statistical
differences were observed in the survival rates of immediate
implants in acute infection sites compared with chronic infec-
tion or non-infected sites.

Changes in probing depths and modified bleeding indices
were investigated to determine the susceptibility of inflam-
mation at implant sites. Many studies showed a positive cor-
relation between periodontitis and peri-implantitis [34–37].
However, we could not determine a relationship between
periodontitis and peri-implant inflammation due to the lack
of data related to the periodontal infection site. Conversely,
some studies reported retrograde peri-implantitis following
immediate implant placement in periapically infected extrac-
tion sockets [38,39]. In this review, this type of implant failure
was not recorded in the included studies. We did not
observe an increase in probing depth or modified bleeding
index in the periapical infection sites compared with the
non-infected sites. Because probing depth and modified
bleeding index are related to peri-implant health, the history
of periapical infection seems to have a little effect on
those parameters.

The current meta-analysis has several limitations. First, the
quality of the selected articles is questionable due to the
moderate-to-high risk for bias. This might be inevitable to
some extent because concealment of the infected extraction
sites was not possible at the time of surgery; therefore, blind-
ing and randomization could not be performed. Second, the
heterogeneity of the included studies may be attributed to
variations in the follow-up periods, origin of the infections
and study designs. Well-designed and long-term follow-up
studies are required to obtain more reliable results.

Conclusion

The results of our meta-analysis suggest that immediate
implant placement in periapically infected extraction sockets
is feasible following cautious debridement and the use of
proper surgical protocols. In addition, changes in the soft tis-
sue profile and aesthetics should be considered when per-
forming immediate implant placement in infected sites. In
future studies, more detailed descriptions and examinations
of extraction socket sites, including a more detailed case def-
inition, are necessary to investigate the feasibility of immedi-
ate implant placement in infected sites.

Acknowledgements

The authors wish to acknowledge the diligent support in the manage-
ment of this study provided by the Dental Research Institute, Seoul
National University. The authors would like to thank Enago (www.enago.
co.kr) for the English language review.

Disclosure statement

The authors report no conflicts of interest related to this study.

References

[1] Hammerle CH, Chen ST, Wilson TG Jr. Consensus statements and
recommended clinical procedures regarding the placement of
implants in extraction sockets. Int J Oral Maxillofac Implants.
2004;19(Suppl):26–28.

[2] Ross SE, Strauss T, Crossetti HW, et al. The immediate placement
of an endosseous implant into an extraction wound: a clinical
case report using the RosTR System. Int J Periodontics Restorative
Dent. 1989;9:34–41.

[3] Rosenquist B, Grenthe B. Immediate placement of implants into
extraction sockets: implant survival. Int J Oral Maxillofac Implants.
1996;11:205–209.

[4] Evian CI, Emling R, Rosenberg ES, et al. Retrospective analysis of
implant survival and the influence of periodontal disease and
immediate placement on long-term results. Int J Oral Maxillofac
Implants. 2004;19:393–398.

[5] Tortamano P, Camargo LO, Bello-Silva MS, et al. Immediate
implant placement and restoration in the esthetic zone: a pro-
spective study with 18 months of follow-up. Int J Oral Maxillofac
Implants. 2010;25:345–350.

[6] Werbitt MJ, Goldberg PV. The immediate implant: bone preserva-
tion and bone regeneration. Int J Periodontics Restorative Dent.
1992;12:206–217.

[7] Quirynen M, Gijbels F, Jacobs R. An infected jawbone site com-
promising successful osseointegration. Periodontology 2000.
2003;33:129–144.

344 J. LEE ET AL.

http://www.enago.co.kr
http://www.enago.co.kr


[8] McCracken MS, Chavali RV, Al-Naief NS, et al. A residual granu-
loma in association with a dental implant. Implant Dent.
2012;21:87–90.

[9] Papalexiou V, Novaes AB Jr, Grisi MF, et al. Influence of implant
microstructure on the dynamics of bone healing around immedi-
ate implants placed into periodontally infected sites. A confocal
laser scanning microscopic study. Clin Oral Implants Res.
2004;15:44–53.

[10] Novaes AB Jr, Papalexiou V, Grisi MF, et al. Influence of implant
microstructure on the osseointegration of immediate implants
placed in periodontally infected sites. A histomorphometric study
in dogs. Clin Oral Implants Res. 2004;15:34–43.

[11] Polizzi G, Grunder U, Goene R, et al. Immediate and delayed
implant placement into extraction sockets: a 5-year report. Clin
Implant Dent Rel Res. 2000;2:93–99.

[12] Chrcanovic BR, Martins MD, Wennerberg A. Immediate placement
of implants into infected sites: a systematic review. Clin Implant
Dent Relat Res. 2015;17(Suppl 1):e1–e16.

[13] Waasdorp JA, Evian CI, Mandracchia M. Immediate placement of
implants into infected sites: a systematic review of the literature.
J Periodontol. 2010;81:801–808.

[14] Shamseer L, Moher D, Clarke M, et al. Preferred reporting items
for systematic review and meta-analysis protocols (PRISMA-P)
2015: elaboration and explanation. BMJ. 2015;349:g7647.

[15] Higgins JP, Altman DG, Gotzsche PC, et al. The cochrane collabo-
ration's tool for assessing risk of bias in randomised trials. BMJ.
2011;343:d5928.

[16] Azarpazhooh A, Shah PS, Tenenbaum HC, et al. The effect of
photodynamic therapy for periodontitis: a systematic review and
meta-analysis. J Periodontol. 2010;81:4–14.

[17] Crespi R, Cappare P, Gherlone E. Fresh-socket implants in periapi-
cal infected sites in humans. J Periodontol. 2010;81:378–383.

[18] Jung RE, Zaugg B, Philipp AO, et al. A prospective, controlled clin-
ical trial evaluating the clinical radiological and aesthetic outcome
after 5 years of immediately placed implants in sockets exhibiting
periapical pathology. Clin Oral Impl Res. 2013;24:839–846.

[19] Montoya-Salazar V, Castillo-Oyague R, Torres-Sanchez C, et al.
Outcome of single immediate implants placed in post-extraction
infected and non-infected sites, restored with cemented crowns:
a 3-year prospective study. J Dent. 2014;42:645–652.

[20] Higgins JP, Thompson SG, Deeks JJ, et al. Measuring inconsist-
ency in meta-analyses. BMJ. 2003;327:557–560.

[21] Crespi R, Cappare P, Gherlone E. Immediate loading of dental
implants placed in periodontally infected and non-infected sites:
a 4-year follow-up clinical study. J Periodontol. 2010;81:
1140–1146.

[22] Blus C, Szmukler-Moncler S, Khoury P, et al. Immediate implants
placed in infected and noninfected sites after atraumatic tooth
extraction and placement with ultrasonic bone surgery. Clin
Implant Dent Relat Res. 2015;17(Suppl 1):e287–e297.

[23] Lindeboom JA, Tjiook Y, Kroon FH. Immediate placement of
implants in periapical infected sites: a prospective randomized
study in 50 patients. Oral Surg Oral Med Oral Pathol Oral Radiol
Endod. 2006;101:705–710.

[24] Ferrus J, Cecchinato D, Pjetursson EB, et al. Factors influencing
ridge alterations following immediate implant placement into
extraction sockets. Clin Oral Implants Res. 2010;21:22–29.

[25] Meltzer AM. Immediate implant placement and restoration in
infected sites. Int J Periodontics Restorative Dent.
2012;32:e169–e173.

[26] Siegenthaler DW, Jung RE, Holderegger C, et al. Replacement of
teeth exhibiting periapical pathology by immediate implants: a
prospective, controlled clinical trial. Clin Oral Implants Res.
2007;18:727–737.

[27] Truninger TC, Philipp AO, Siegenthaler DW, et al. A prospective,
controlled clinical trial evaluating the clinical and radiological out-
come after 3 years of immediately placed implants in sockets
exhibiting periapical pathology. Clin Oral Implants Res. 2011;22:
20–27.

[28] Rong M, Zhou L, Gou Z, et al. The early osseointegration of the
laser-treated and acid-etched dental implants surface: an experi-
mental study in rabbits. J Mater Sci: Mater Med.
2009;20:1721–1728.

[29] Lazzara RJ, Testori T, Trisi P, et al. A human histologic analysis of
osseotite and machined surfaces using implants with 2 opposing
surfaces. Int J Periodontics Restorative Dent. 1999;19:117–129.

[30] Cosyn J, Hooghe N, De Bruyn H. A systematic review on the fre-
quency of advanced recession following single immediate
implant treatment. J Clin Periodontol. 2012;39:582–589.

[31] Lee YM, Kim DY, Kim JY, et al. Peri-implant soft tissue level sec-
ondary to a connective tissue graft in conjunction with immedi-
ate implant placement: a 2-year follow-up report of 11
consecutive cases. Int J Periodontics Restorative Dent. 2012;32:
213–222.

[32] Lee CT, Tao CY, Stoupel J. The effect of subepithelial connective
tissue graft placement on esthetic outcomes after immediate
implant placement: systematic review. J Periodontol. 2016;87:
156–167.

[33] Covani U, Marconcini S, Galassini G, et al. Connective tissue graft
used as a biologic barrier to cover an immediate implant.
J Periodontol. 2007;78:1644–1649.

[34] Karoussis IK, Salvi GE, Heitz-Mayfield LJ, et al. Long-term implant
prognosis in patients with and without a history of chronic peri-
odontitis: a 10-year prospective cohort study of the ITI dental
implant system. Clin Oral Implants Res. 2003;14:329–339.

[35] Roccuzzo M, De Angelis N, Bonino L, et al. Ten-year results of a
three-arm prospective cohort study on implants in periodontally
compromised patients. Part 1: implant loss and radiographic
bone loss. Clin Oral Implants Res. 2010;21:490–496.

[36] Swierkot K, Lottholz P, Flores-de-Jacoby L, et al. Mucositis, peri-
implantitis, implant success, and survival of implants in patients
with treated generalized aggressive periodontitis: 3- to 16-year
results of a prospective long-term cohort study. J Periodontol.
2012;83:1213–1225.

[37] Jiang BQ, Lan J, Huang HY, et al. A clinical study on the effective-
ness of implant supported dental restoration in patients with
chronic periodontal diseases. Int J Oral Maxillofac Surg. 2013;42:
256–259.

[38] Waasdorp J, Reynolds M. Nonsurgical treatment of retrograde
peri-implantitis: a case report. Int J Oral Maxillofac Implants.
2010;25:831–833.

[39] Quirynen M, Vogels R, Alsaadi G, et al. Predisposing conditions
for retrograde peri-implantitis, and treatment suggestions. Clin
Oral Implants Res. 2005;16:599–608.

ACTA ODONTOLOGICA SCANDINAVICA 345


	Comparison of immediate implant placement in infected and non-infected extraction sockets: a systematic review and meta-analysis
	Introduction
	Materials and methods
	Types of studies
	Populations of studies
	Types of interventions
	Test group
	Control group

	Outcome variables
	Risk for bias and methodological quality assessment
	Inclusion criteria
	Exclusion criteria
	Search strategy
	Data extraction and synthesis

	Results
	Study selection
	Description of studies
	Quality assessment of selected studies
	Meta-analysis of included studies

	Discussion
	Conclusion
	Acknowledgements
	Disclosure statement
	References


