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About the Journal

About the Journal
The Journal of Clinical and Digital Dentistry are published four times (March, June, September,
and December) annually since May 2019. The abbreviated title is “J Clin Digit Dent”. In the
journal, articles concerning any kind of clinical dentistry such as prosthodontics, orthodontics,
periodontics, implant dentistry and digital dentistry are discussed and presented.

Aims and scope
This journal aims to convey scientific and clinical progress in the field of any kind of clinical and
digital dentistry.

This journal publishes
·Original research data and high scientific merit in the field of clinical and digital dentistry.
·Review articles.
·Case reports in implant dentistry including GBR, digital dentistry, 3D printing, and prosthodontics.
·Short communications if they provide or document new technique and clinical tips.
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Editorial

Editorial

We should prepare for the coming
decade.
The dentistry faced more changes in the last decade than that in the past 50
years. In the prosthodontics, CAD-CAM based zirconia restoration mostly replaced conventional restoration materials, such as gold alloys and porcelain fused
to metal crowns (PFMs). In the implant dentistry, surgical guides have become
well known, and most of the processes from surgery to prosthetic restoration
have been established as modeless procedures. In the orthodontics, Clear aligner orthodontics is rapidly developing and growing with changes involving the
self-ligating bracket system, replacing the orthodontic treatment methods.
Unlike other medical fields, treatment methods in the dentistry change extremely quickly due to changes in the materials and technology. Insisting on using
gold crowns and past orthodontic treatments is not an alternative because
everyone looks for zirconia crowns and clear aligner systems. This is because the
consumers, which are the patients, look for treatment methods that utilize new
materials and technology.
Even though following decade has more bigger change in dentistry, we should
be more familiar and have more experience in digital dentistry. If we are not
familiar with digital dentistry, we cannot follow the future changes including
artificial intelligence and robots. Digital dentistry is almost organized in all areas
of dentistry for example implant surgical guide, modeless prosthesis, clear aligner
orthodontics, etc.
  
JCDD is sincerely committed to help dentists become completely prepared for
the upcoming changes. We hope that JCDD will help organize your digital dentistry gradually.

Wongun Chang, DDS MS PhD
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Implant second surgery using a double flap
Inwoo Cho, Ph.D

Introduction
As in every medical treatment, the surgeon makes several choices during
implant surgery. After selecting a suitable site and placing a selected
implant fixture, guided bone regeneration (GBR) is conducted with
decisions on the types of graft material, membrane, suture, and suture
method. Following the application of graft materials, a membrane is
selected. Generally, absorbable or non-absorbable membranes are used,
depending on the surgeon’s preference considering the benefits and
demerits of each material.
Titanium mesh is a non-absorbable membrane that is not often used due
to its notoriously high membrane exposure rate [1] (Briguglio et al. 2019).
However, titanium mesh has incomparably high strength than absorbable
membranes and can maintain space [2] (Rasia-dal Polo et al. 2014), which
may be useful in certain cases.

primary fusion in the first implant surgery. Subsequently, as osseointegration
is achieved, a second surgical method must be selected to expose the
fixture. For long-term health of the implant, the reduced buccal vestibule
and keratinized mucosa resulting from the releasing incision in the first
surgery must be recovered in the second surgery [3,4] (K.M. Min, J Clin
Digit Dent 2020;2(2):6-25), (K.M. Min, J Clin Digit Dent 2020;2(1):19-35).
Traditional and conventional second surgical methods include an apically
positioned flap (APF) using the remaining keratinized mucosa and a
free gingival graft (FGG), which can be conducted in the absence of
sufficient insufficient keratinized mucosa [5] (Thoma et al. 2014). These
two methods require the formation of a split-thickness flap. If a nonabsorbable membrane is used during GBR, a full thickness flap must be
formed to remove the membrane. In such a case, although surgery can be
performed twice using a double flap that forms two flaps simultaneously,
the membrane can be removed in one surgery.

Inwoo Cho
The author has obtained bachelor’s, master’s, and doctoral degrees from Dankook University School of Dentistry. He
trained in the Department of Periodontology at Dankook University Dental Hospital and has become a board-certified
periodontist. The author served as a military dentist in the Ministry of National Defense Service Support Group and has
been discharged as a captain. The author worked as a full-time clinical doctor at the Dankook University Dental Hospital
and is currently an assistant professor at the Department of Periodontology at Dankook University School of Dentistry.
The author is a research executive director at the Korean Academy of Periodontology and the editorial and planning
director at the Korean Academy of Oral and Maxillofacial Implantology.
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Case Report
The following case deals with APF using a double flap in a second surgery
after implant placement and GBR with titanium mesh.

Implant 1st surgery (GBR with titanium mesh)

Fig. 1. Panoramic radiograph at the first visit.
The patient complained of pain and mobility in the maxillary molars on both sides. After removal of the upper right fixed restoration material, periodontal
treatment was provided and the maxillary right second molar was extracted to evaluate the prognosis of the maxillary right second premolar.

Fig. 2. Panoramic radiograph 3 months after extraction.
The premolar was extracted, as mobility and discomfort in the maxillary right second premolar did not improve.

www.jcdd.org
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a

b

Fig. 3a-b. After extraction of the second premolar, the bone was grafted in the maxillary sinus using a lateral approach and three implants are placed. In the
first premolar area, the buccal bone was very thin. In the first and second molar areas, a palatal defect and a buccal bone defect were observed,
respectively.

a

b

Fig. 4a-b. Titanium mesh is applied after filling with the xenograft around the implant.

a

b

Fig. 5a-b. Following xenografting in the extraction socket, alveolar ridge preservation (ARP) is performed with an absorbable membrane using an open
healing method. After suturing (a) and 2 weeks after ARP (b), no specific findings were observed; however, vestibular depth and keratinized
mucosa width decreased.
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Fig. 6. Panoramic radiograph after implant placement and bone grafting

Implant 2nd surgery (APF using double flap)

a

b

Fig. 7a-b. (a) The buccal vestibule is reduced compared to immediately after the first surgery.
(b) The primary incision for APF and split-thickness incision are designed to utilize the palatal keratinized mucosa.

a

b

Fig. 8a-b. (a) Clinical images after split-thickness incision. The periosteum remains beneath the implants and the position of the cover screws can be
identified.
(b) Afterward, an incision is made for full-thickness flap elevation.The titanium mesh is removed and the healing abutments are connected. After
suturing the periosteum, the split-thickness elevated keratinized mucosa is apically positioned and sutured.

www.jcdd.org
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a

b

Fig. 9a-b. (a) Post-suturing clinical images in buccal view. The apically positioned keratinized gingiva and restored buccal vestibule are observed.
(b) At the time of stitch removal, the defective second premolar area is in secondary healing by the periosteum.

Fig. 10. Clinical image approximately 1 year after implant placement
showing complete restoration. The restored buccal vestibule
and keratinized mucosa of sufficient thickness are observed.
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Discussion
The most common complication in GBR using a non-absorbable
membrane, including titanium mesh, is the membrane exposure. As the
membrane has a high space retention strength, an adequate releasing
incision of the soft tissue can be conducted to solve the complication.
Additionally, contraction of the keratinized mucosa and reduced buccal
vestibule due to an excessive releasing incision during surgery must
be restored with additional soft tissue management during the second
surgery.
The common method to recover the keratinized mucosa in the second
surgery includes APF or FGG. APF is a technique to restore the keratinized
mucosa that has contracted coronally to its original position. If the mucosa
is thin or there is an insufficient amount of keratinized mucosa, FGG or
biomaterials may be used supplementarily. Compared with FGG, AFP,
which is a pedicled flap, requires a simple operation and is associated
with less discomfort in patients. Therefore, the operator must understand
the APF indications and avoid unnecessary use of FGG. In particular, in
the treatment of the maxilla, APF is preferred over FGG because the
keratinized mucosa is abundant on the palatal side.
A double flap was originally introduced as a releasing incision method
to avoid nerve damage in the posterior mandible [6] (Hur et al. 2010).
In this study, a double flap was used to remove the membrane while
simultaneously performing APF, and this is expected to reduce the number
of patient visits and contribute to the health of the peri-implant mucosa.
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Conclusion
In cases where titanium mesh is used after implant placement in the
defective maxillary posterior region, second surgery using a double flap
can easily restore the width of the keratinized mucosa and the depth of
the buccal vestibule while simultaneously removing the membrane.
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Case report: Comprehensive orthodontic treatment
with Serafin clear aligner system
Dohoon Kim, DDS, MSD

Introduction
These days, clear aligners play an important role in dentistry, and their use
has increased both in terms of their popularity and in their market share
of orthodontic treatment systems. Currently, one company occupies a
significant portion of the global clear aligner market, and many latecomers
are trying to chase lead. Serafin clear aligner system, which is one of
them developed in South Korea, pursues comprehensive orthodontic
treatment, and not just target tooth movement.
Here, I report three orthodontic treatment cases using Serafin clear
aligner system.

Fig. 1. Intraoral image with Serafin clear aligners

Clear aligner orthodontics were once neglected by orthodontists; however, of
late they have been actively used for various cases in clinical practice, following
careful selection of cases by dentists and increased demand of the patients.
Clear aligners offer the advantage of aesthetic orthodontic treatment without
brackets and wires.They help in maintaining oral hygiene, and this presents low
risks of emergency and allows treatment of long-distance patients, even those
residing in foreign countries. In addition, as clear aligners help to precisely
control the orthodontic force applied to the teeth, they may be preferred for
orthodontic treatment in patients with weak periodontium. In South Korea,
where the public tends to be self-conscious, Clear aligner orthodontics have
increased the accessibility to orthodontic treatment (Fig. 1). In adults who
have previously undergone an implant or prosthetic treatment, Past dental
history acts as a firm anchor for clear aligner orthodontics rather than an
obstacle to orthodontic treatment.
Herein, we report three cases of treatment using Serafin clear aligners,
which have been developed in South Korea. In the first case, six anterior
teeth underwent orthodontic treatment without changes in posterior
occlusal relatiohship using Serafin 20 (20 sets with additional 20 sets
available for manufacture). In the second case, Serafin Regular was applied
for comprehensive orthodontic treatment in a patient with poor periodontal
support who had previously received multiple implant treatments in
the posterior region. In the third case, Serafin Regular was applied for
comprehensive orthodontics treatment in a patient in extremely complicated
situation that may need surgical intervention.

Dohoon Kim
Dr. Dohoon Kim graduated from Seoul National University College of Dentistry (SNUCD) and also he acquired master’s
degree at SNUCD, and completed doctor’s degree course in alma mater. He completed a postgraduate residency at
Seoul Central Paik hospital in Seoul, Korea, and completed Advanced Specialty Program in Orthodontics at New York
University, and completed advanced program on TMD and Orofacial pain at University of Kentucky. He contributes
Serafin clear aligner system as consultant and is running private practice (Seoul N dental clinic) in Seongnam, Republic
of Korea.
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Case Report

[Case 1]
Diagnosis and treatment plan
A 28-year-old female patient presented with maxillary and mandibular
anterior spacing (Fig. 2, 3).
The patient showed class III bilateral posterior relationship as well as
findings of mild class III canine relationship.The labial frenum was extended
near the gingival margin between the maxillary central incisors. The
maxillary spacing was greater than the mandibular spacing. The Bolton
ratio was as follows: six anterior teeth had a Bolton ratio of 78.76%, which
was greater than the average value of 77.2%. The size of the mandibular
teeth was relatively greater than that of the maxillary teeth (Fig. 4).
Therefore, an adequate overjet was not available for space closure of the
maxillary incisors.

As a result, an appropriate interproximal reduction (IPR) was planned for
this patient. The overjet achieved as a result of IPR was used to resolve
spacing of the maxillary incisors. Frenectomy of high labial frenum was
planned for the maintenance phase after active orthodontic treatment.
Serafin 20 was planned since only the anterior teeth were supposed to
be corrected without changing the posterior occlusal relationship.

Fig. 2. Pre-treatment intraoral images

14

www.jcdd.org

J Clin Digit Dent 2022;4(2):13-26

Fig. 3. Pre-treatment panoramic radiograph

Fig. 4. Bolton analysis shown in SERAview program
Treatment results
A total of 20 sets of Serafin clear aligners was placed at weekly intervals
for successful closure of all spaces (Fig. 5).
To achieve simultaneous correction of long axis, extrusion, intrusion, and
rotation movement of teeth, preset attachments were placed, and various
desired movements of teeth were achieved accordingly. Composite resin,
a tooth colored material, was used to reduce aesthetic risks (Fig. 6).

www.jcdd.org

With the 20 sets of aligners, all spaces were closed within five months
(Fig. 7, 8); however, frenectomy of the labial frenum was not performed
for potential sophisticated movement of the mandibular incisors through
additionally manufactured devices.
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Fig. 5. Closure of all spaces using Serafin 20
clear aligners

Fig. 6. Comparison of pre- and post-treatment images: front view
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Fig. 7. Comparison of pre- and post-treatment images: side view

Fig. 8. Comparison of pre- and post-treatment images: occlusal surface view
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[Case 2]
Diagnosis and treatment plan
A 48-year-old male, who had multiple implants and zirconia prostheses in
the posterior region, presented with moderate chronic periodontitis and
generalized tooth spacing (Fig. 9).
The periodontal health was poor, resulting in mobility of multiple teeth.
Excessive resin buildup used to fill the space between the mandibular
central incisors caused vertical alveolar bone loss (Fig. 10). In such patients
that have a dentition with weak periodontal support, the conventional
bracket orthodontics can increase the distance between the bracket
attachment site and the center of resistance of the tooth which can make
biomechanical control difficult. The multiple dental implants and zirconia
prostheses in the posterior region presented difficulties in placing the
brackets as well.

Therefore, Serafin clear aligner system was planned for this patient. Serafin
clear aligners allow step-wise movement of teeth with significantly lesser
force than that exerted by traditional wires, which was more suitable
for this particular patient with poor periodontal support. Although the
multiple implants and zirconia prostheses cause difficulties in attaching
devices in conventional bracket orthodontics, they may provide absolute
anchorage for clear aligner orthodontics.
In addition, poor periodontal support causes a long clinical crown that
can cover the teeth, which is beneficial for clear aligner orthodontics. The
unaesthetic black triangle problem could also be resolved through IPR in
this case. This 48-year-old male patient with an active social life agreed
to the treatment plan using Serafin clear aligners instead of conventional
brackets.

Fig. 9. Pre-Treatment intraoral images
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Fig. 10. Pre-treatment panoramic radiograph

Fig. 11. Communication and establishment of treatment plan through SERAview platform
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Treatment results
A total of 36 clear aligners were manufactured for space closure in the
anterior region as well as for space closure and rotational movement in
the posterior region (Fig. 11). The aligners were placed for the patient
initially from the end of April 2021 until the end of October 2021 (the
aligners could not be worn for approximately two weeks during the
treatment period due to screw loosening of the #46 implant prosthesis).
The patient showed good compliance and exchanged the aligners once
every five days. In general, exchanging the clear aligners in five days could
seem to be irrational; however, using an Ortho Accelerator helped to
achieve the anticipated tooth movement in a short period of time.

The Ortho Accelerator used in this case was, “every 10”, manufactured
in South Korea. The device provided vibration and laser modes
simultaneously to help the clear aligners fit tight to the teeth and to
accelerate tooth movement (Fig. 12). The patient was satisfied with the
treatment (Fig. 13).
Along with space closure, the correction of the long axis of teeth and teeth
intrusion were achieved simultaneously (Fig. 14). During orthodontic
treatment, maxillary anterior spacing and pathologic occlusion that caused
trauma from occlusion (TFO) improved, leading to periodontal health
improvement and reduced tooth mobility (Fig. 15, 16).
Although the patient was satisfied with the treatment results, since Serafin
Regular which allowed manufacturing of additional orthodontic devices
free of charge for five years was applied in his case , the patient was still
recommended to undergo a reduction of the black triangle and more
precise tooth movement with additional orthodontic devices. These
additional orthodontic devices are currently under preparation.

Fig. 12. Ortho Accelerator “every10” used together with clear aligner
treatment

Fig. 13. Post-treatment intraoral images
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Fig. 14. Images showing treatment progress in clockwise direction from upper left: front view

Fig. 15. Comparison of pre- and post-treatment images: side view
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Fig. 16. Comparison of pre- and post-treatment images: occlusal view

[Case 3]
Diagnosis and treatment plan
A 32-year-old woman visited our dental clinic for malaligned teeth, open
bite, cross bite, and pain in the second molar (Fig. 17). Radiographic
findings showed malaligned teeth, high mandibular angle, open bite,
narrow maxillary arch, and mandibular asymmetry (Fig. 18, 19, 20).

The patient was recommended bimaxillary orthognathic surgery with
miniscrew assisted rapid palatal expansion (MARPE) at a previous dentist’s
consultation; however, the patient wished to undergo non-surgical
orthodontic treatment. Therefore, treatment was planned to improve
malalignment of teeth through maxillary arch expansion and to fix open
bites through maxillary molar intrusion using Serafin clear aligners, and we
decided not to correct mandibular asymmetry.

Fig. 17. A 32-year-old woman with complaints of
malalignment of teeth, open bite, cross
bite, and pain in the second molar.
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Fig. 18. Findings of teeth malalignment in panoramic images of case 3 patient

Fig. 19. Cephalogram and measured values (abnormal findings indicated in red color) of case 3 patient

www.jcdd.org

23

Kim DH


Fig. 20. Narrow arch and mandibular asymmetry in Skull PA images
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Treatment results
Serafin clear aligners allowed maxillary arch expansion and maxillary
molar intrusion for improvement of malalignment of teeth and cross bite,
as well as for reduction of open bite (Fig. 21, 22). Additional Serafin clear
aligners currently under preparation for further correction of openbite.

Fig. 21. Frontal view images showing treatment progress in clockwise direction from upper left: Initial, after wearing 10th Serafin clear aligner, after wearing
30th Serafin clear aligner, and after 50th Serafin clear aligner

Fig. 22. Comparison of pre- and post-treatment images of treatment course: occlusal view
Left, Initial. Right after wearing 50th Serafin clear aligner.

www.jcdd.org
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Discussion
Many patients are unable to get an orthodontic treatment for professional
or socio-economic reasons. Especially adult patients who are selfconscious often hesitate to get a conventional bracket orthodontic
treatment. Based on the clinical experiences with adult patients in their
40s or older ages, it has been observed that many such patients are
hesitant to receive orthodontic treatment, even though they don’t have
any financial difficulties.
Other treatment options include treatment using mini tubes instead
of the brackets to reduce the visibility or treatment using the lingual
brackets to achieve the desired goal. However, clear aligners are an
excellent alternative for comprehensive orthodontic treatment, and many
companies, chasing the world’s number 1 market share company, are
actively developing clear aligners in recent days.
In conventional straight wire appliance (SWA) orthodontic treatment,
leveling and alignment are performed before space closure. In cases of
space closure, clear aligners can allow space closure capable of rotation,
intrusion, or extrusion of teeth simultaneously without preceding
leveling and alignment, thus reducing the treatment period. Furthermore,
simultaneous use of Ortho Accelerator such as “every10” along with
clear aligners can reduce the interval for change of clear aligners, further
reducing the treatment period.
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Although clear aligners have been greatly improved, they seem to be still
inferior to conventional treatment methods for the specific type of tooth
movement. In those cases, the treatment period may be longer, and the
intended tooth movement may not be achieved with the use of clear
aligners. However, placement of attachments optimized for specific tooth
movement, application of inter-arch elastics, and combined treatment
with temporary anchorage devices (TADs) have helped to overcome the
limitations of clear aligners.
Compared to conventional bracket orthodontic treatment, the
manufacturing cost may be excessively high for clear aligners, however,
the continued development of clear aligners by late movers can reduce
this cost.
The Serafin clear aligner system is being developed for comprehensive
orthodontic treatment rather than simple target tooth movement. Since
Serafin clear aligner system have only been commercially available for
about a year, there are no reports of complex cases to date. In the near
future, it is expected that cases requiring more complex tooth movement
using Serafin clear aligner system would be reported accordingly.
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Case Report : Use of the Dentis SQ Guide Kit
and SQ Sinus Guide kit
Jineel Ham, DDS · Chaehwan Baek, DDS

Utility of the SQ Guide Kit in the top-down approach to
dental implant treatment

Introduction
It is possible to drill holes in the bones with maximum accuracy since
the guide sleeve and drill barrel leads the drill to the desired location
of the hole before the drill tip comes in contact with the bone, and (2)
subsequent drilling is also stabilized since the barrel–sleeve contact occurs
before the drill tip touching the alveolar bone. This allows continuous
drilling at the planned location. (Fig. 1)
In addition, it allows high-RPM drilling without concerns for
bone heating due to the external grooves on the drill
that ensure the delivery of coolants; thus, clinicians can perform drilling
procedures swiftly. (Fig. 2)

Therefore, there is more time to perform the required treatments such
as complex GBR or soft-tissue surgery with better concentration during
surgeries.
Before the case report, We will describe our
understanding of the Top-down implant approach.
Before the implant surgery, we must confirm supragingival morphology, size,
axis, teeth arrangement, the occlusal plane’s position, and facial balances with
a fabricated definitive-like initial prosthetic design.
After the initial prosthetic design is confirmed, We can easily position implant
fixtures in CAD. Then, with the help of various methods, the Clinician can
position implant fixtures in the patient’s arch with high precision.

Jineel Ham
- 2005: Graduated from the College & School of Dentistry, Kyung Hee University
- 2020: Specialist in General Dentistry
- 2021: Completed Dental Implant Masterclass / CAD/CAM Masterclass
- 2013 – present: Director, Dr. Ham Dental Clinic

Chaehwan Baek
- Head Director, New Samsung Dental Clinic
- Graduated from the College of Dentistry, Chosun University
- Resident at Department of Oral and Maxillofacial Surgery, Samsung Medical Center
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a

b

c

d

Fig. 1a-d. (a) Drill engaging before bone contact
(b) Guided drilling
(c) Guided drilling
(d) The next drill engages the guide without touching the bone

a

b

Fig. 2a-b. External irrigation groove
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Case Report
Let us discuss our top-down approach case from 2021.
We took scans of the temporary dentures and facial photographs at the
diagnostic stage. Then, the dental technician made the initial prosthetic
design using these scans and pictures, considering many factors described
above. (Fig. 3, 4)

After completing the initial prosthetic design, a try-in prosthesis was printed
with a dental 3D printer. With the printed initial design in the patient’s mouth,
We can check morphology, size, tooth axis, arrangement of teeth, the position
of the occlusal plane, and balance with facial morphology.

Fig. 3. Internal/external scans of the temporary dentures

Fig. 4. Initial prosthetic design

a

After confirming the initial prosthetic design, Ideal implant positions were
determined, and the surgical guides were designed based on the initial
prosthetic design. (Fig. 5)

b

Fig. 5a-b. Surgical guide design

Surgery was performed using the 3-piece guide (Implant Masterclass
method) and Dentis SQ Guide kit to install the implant fixtures precisely
as planned as the initial prosthetic design. (Fig. 6, 7)
After osseointegration, an intraoral scan was made using the Dentis
ScanBody. (Fig. 8)

Fig. 6. 3-Piece guide from the Implant Masterclass
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Fig. 7. Post-treatment panoramic radiograph with Dentis SQ Guide Kit

Fig. 8. Scans of the maxillary and the mandibular arch before and after
connecting ScanBody

Since the implant placement was as close as possible to the initial prosthetic
design, it was possible to fabricate model-less prosthetics using a stock
abutment. (Fig. 9, 10)

Fig. 9. Finished CAD design (Ha-Sung Yoo, Intech Dental Lab)

a

b

Fig. 10a-b. After setting the final prosthesis

Conclusion
Intraoral scans and facial data are collected during the initial diagnosis.
Next, design initial prosthetics and confirm in the patient’s mouth. After
the initial design is confirmed, We can position the implant fixtures.
Because The Dentis SQ Guide Kit allows fast and accurate surgeries, We
can achieve top-down goals proper
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Maxillary sinus-floor elevation using the
SQ Sinus Guide Kit

Introduction

Case Report

Cases of atrophied residual alveolar bone in the posterior maxilla are
commonly encountered in clinical practice. Dental implant placement
in such cases is accompanied by maxillary sinus-floor elevation. Dental
implants are becoming more common and operation techniques that are
simple and cause less discomfort after surgery are preferred. Therefore,
I prefer the crestal approach to the lateral approach for maxillary sinusfloor elevation.

First, I report a case in which alveolar bone graft was accompanied by
maxillary sinus-floor elevation..

My experience suggests that osteogenesis occurs adequately when
the maxillary-sinus membrane is elevated and the space is maintained
properly. Therefore, I prefer inserting collagen-based materials following
membrane elevation using hydraulic pressure, when using the crestal
approach.

The patient presented with missing teeth in the posterior maxilla; maxillary
sinus-floor elevation was necessary since the residual alveolar bone was
approximately 5 mm. (Fig. 11, 12)
Computed tomography (CT) showed alveolar bone defects in the #27
region, with a residual alveolar bone height of approximately 2–3 mm,
which suggested the need for both maxillary sinus-floor elevation and
alveolar bone graft to reduce the height difference between the implant
platforms in the two regions. (Fig. 13)

However, while I had been concerned by the fact that satisfactory
elevation using hydraulic pressure was not achieved in all cases managed
via the crestal approach, the SQ Sinus Guide Kit from Dentis led to
satisfactory results.

Fig. 11. Pre-treatment intraoral photo

Fig. 12. Pre-treatment panoramic radiograph

Fig. 13. Pre- treatment CT
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At our hospital, guides are fabricated for all implant surgeries. Likewise,
procedures such as an oral cavity scan, CT, and implant planning were
performed to fabricate the guide for the present case. Regarding the
software, Implant Studio from 3Shape was used. (Fig. 14) The designed
guide was printed within the hospital using an LCD-type 3D printer and
underwent post-processing and sterilization in an autoclave.
For maxillary sinus-floor elevation using the crestal approach, I had been
using a hydraulic-pressure elevation system; however, for cases like this,
where the flap is opened for alveolar bone grafting, the hydro-tip fails to
form a tight seal with the implant hole, leading to leakages in the hydraulic
pressure and inadequate elevation of the maxillary-sinus membrane.

For surgery, flap reflection and try-in placement of the guides were
conducted. (Fig. 15, 16) Occasionally, some people misunderstand the
making of guides to be necessarily related to flapless surgery; however,
not all guided surgeries are flapless surgeries.
I use surgical guides to achieve good implant positions using the topdown approach, and flap reflection is decided based on the amount of
keratinized gingiva and use of GBR.

Hydro-tips manufactured by some companies use a screw-in mechanism
that is screwed directly into the alveolar bone of the implant hole.
Nonetheless, when I tried using them in actual practice, they did not lead
to satisfactory results.
However, since the SQ Sinus Guide Kit uses low-speed reamer drill bits
to elevate the maxillary-sinus membrane, there were no issues when
conducting the procedures with the flap reflected.

Fig. 14. Implant planning

Fig. 15. Flap reflection
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Drilling is conducted using the guides, using a Lindemann drill as the initial
drill with a stopper that is 1 mm shorter than sinus floor (Fig. 17). The
effect of the guide is reduced if the stopper is too long and does not
expose the barrel component during the initial drilling phase; in such
cases, the initial drill of the SQ Guide Kit should be used to acquire the
position and should be followed by the use of a Lindemann drill.
Then, progressively increase the diameter of the reamer drill by 1 mm.
(Fig. 18)
When you sense that the sinus floor has been penetrated, use a bone
carrier to insert the bone graft within the hole, and drill in reverse with
the reamer drill at low speed. (Fig. 19, 20) Repeat the procedure in
increments of 1 mm until you can insert the length of the fixture. (Fig. 21)
In this process, the maxillary-sinus membrane is elevated as the bone
particles are spread. After elevating the maxillary-sinus membrane up to
the length of the fixture, use the final drill included in the SQ Guide Kit to
drill, before placing a 10-mm-long fixture. (Fig. 22, 23)

After finishing the placement of the fixture and removing the guides, a
bone defect was observed in the #27 region, as planned during the presurgical phase. (Fig. 24)
A mixture of autogenous fibrin glue (AFG)—which was made from
centrifuging blood collected prior to the surgery—and bone, was
transplanted to the region with the defect. Since the use of AFG increases
manipulability and leads to better maintenance of structure following
transplant, I find it to be useful for alveolar-bone grafting.
Since the defect was a 3–4-walled defect, I did not use a membrane, and
finished after suturing. (Fig. 25-27)
The post-surgical panoramic radiograph and CT show a good domeshaped elevation of the maxillary-sinus membrane around the fixture.

Fig. 17. Lindemann drill

Fig. 18. Reamer drill

Fig. 19. Bone graft

Fig. 20. Drilling in reverse
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Fig. 21. Progress with the drill, after changing the stopper

Fig. 22. Final drilling

Fig. 23. Fixture placement

Fig. 24. Completed fixture placement

Fig. 25. Alveolar bone grafting using sticky bone

Fig. 26. Completed alveolar bone grafting

Fig. 27. Suture

www.jcdd.org

35

Baek CH

Fig. 28. Post-treatment panoramic radiograph

Fig. 29. Post-treatment CT

This case is maxillary sinus-floor elevation accompanied by placement of
dental implants immediately after extraction.

In this case, the SQ Sinus Guide Kit was used to successfully perform
maxillary sinus-floor elevation. (Fig. 30-33)

Case of inadequate elevation using hydraulic pressure for dental implant
placement immediately after extraction. This is due to the failure of
establishing a tight seal for the hydro-tip.

In addition, in cases that required caution due to the presence of a septum,
good elevation, without perforation of the maxillary-sinus membrane was
confirmed. (Fig. 34)

Fig. 30.

Fig. 31.

Fig. 32.

Fig. 33.
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Fig. 34.

Conclusion
Maxillary sinus-floor elevation is commonly performed for placement
of dental implants in the posterior maxilla. Therefore, numerous surgical
kits have been developed to make maxillary sinus-floor elevation easier;
however, few kits that minimize the patients’ discomfort during the
surgery can be used conveniently for all cases. In the short experience,
hydraulic-pressure elevation kits caused less discomfort to patients but
led to unsatisfactory results in cases of implant placement immediately
after extraction or cases accompanied by GBR. Similarly, malleting kits
have the disadvantage of causing significant patient discomfort.
Use in clinical practice indicated that the SQ Sinus Guide Kit is a very
convenient surgical kit that leads to satisfactory results in the following
cases: flapless maxillary sinus-floor elevation, implant placement
immediately after extraction, and GBR with flap reflection.

How to cite this article: Ham JE · Baek CH. Case Report :
Use of the Dentis SQ Guide Kit and SQ Sinus Guide kit. J Clin
Digit Dent. 2022;4(2):28-37. www.jcdd.org

www.jcdd.org

37

TEAM

Hands-on Seminar

CRYSTAL COURSE

/ 개원의로서 생존하는 실전 노하우를 핵심적으로 다루는 베이직 코스 /

COURSE 1

개원가에서 꼭 필요한
구강 내 소수술 및 발치술
술 전 평가 및 술 후 발생 가능한 합병증까지 총 정리!
Hands-on

최용관 원장
엘에이치과

봉합술, 발치술
I&D, 소대 절제술, 난발치를 위한 골 삭제법 etc.

일자

시간

등록비

COURSE 2

개원의에게 필요한 부분 교정
전치부 Crowding과 Spacing의 치료 전략
임플란트 치료를 위한 Molar Uprighting & Intrusion
Hands-on

박철완 원장

전치 Tube Bonding
Wire Engagement

보스턴완치과

1차 7월 16, 17일
2차 12월 3, 4일

(토) 15:00 - 22:00
(일) 9:00 - 19:00
60만원

일자

8월 20일

시간

(토) 16:00 - 22:00

등록비

15만원

COURSE 3

총의치, 이것만 알면 환자가 기다려진다
총의치 기본 원칙 확실히 배우기
Hands-on

9월 3, 4일

시간

(토) 17:00 - 22:00
(일) 10:00 - 17:00

기성트레이 예비 인상 및 Border Molding
왁스림 제작과 조절

장원건 원장

상악 전치 치아 배열

치과마일스톤즈

일자

등록비

60만원

COURSE 4

한국치의임상 Field Manual : 엔도, 레진편
슬기로운 엔도 생활 & 레진, 인레이 보다 쉽게 하기
Hands-on
최민식 원장

이창훈 원장

서울스마트치과

인터서울치과

다양한 상황에서의 러버댐 적용
Sectional Matrix

더 이상 필요없는 1차 교정의 모든 것
Feat. Interceptive Orthodontics
박철완 원장

치과마일스톤즈 보스턴완치과

김도훈 원장

Hands-on

COURSE 6

발치 후 즉시 임플란트 식립
최용관 원장
엘에이치과

Hands-on

시간

(일) 9:30 - 17:30

등록비

25만원

일자

11월 6일

시간

(일) 10:00 - 17:00

전치 MTA, Bracket Bonding
Wire Engagement

서울N치과

10월 16일

ENDO : A/O 및 Filling

COURSE 5

장원건 원장

일자

등록비

30만원

일자

2023년 1월 7일

시간

(토) 16:00 - 20:00

SAVE Septum Kit를 활용한 발치 후 즉시 식립
등록비

15만원

TEAM
/ 각 분야의 주제를 심층적으로 다루는 상급 코스 /

Hands-on Seminar

P L AT I N U M C O U R S E

COURSE 1

상악동, 원데이 총정리
임플란트 식립을 위해 반드시 알아야 할 상악동의 평가 및 처치법
Hands-on
김도훈 원장

최용관 원장

서울N치과

엘에이치과

측방 접근법을 통한 상악동저 거상술

일자

8월 27일

시간

(토) 15:00 - 23:00

등록비

치조정 접근법을 통한 상악동저 거상술

30만원

COURSE 2

정답이 있는 임플란트 교합과
교합기 가지고 놀기

일자

8월 28일

시간

(일) 9:30 - 17:30

장소

치과마일스톤즈

임플란트 교합과 교합기 사용의 모든 것
Hands-on
장원건 원장

김도훈 원장

치과마일스톤즈

서울N치과

중심위 유도
Facebow Transfer

등록비

교합기 셋팅

30만원

COURSE 3

GRAFT 완전 정복
All about Bone Graft & Soft Tissue Graft
Hands-on
임필 원장

이동운 교수

NY필치과

원광대치과병원

흡수성/비흡수성 차폐막을 사용한 GBR

일자

11월 6, 20일

시간

(일) 10:00 - 18:00

등록비

APF, FGG, CTG, VIP-CTG

60만원

COURSE 4

지대치 삭제, 최소한 이것만은!
지대치 삭제를 위해 반드시 알아야 할 원칙과 실습
Hands-on
이승규 원장
4월31일치과

주최

전치부 크라운 삭제

온라인 등록 ( OFDENTIS.com ) > Community Programs > 교육신청 ※ 모든 코스 개별 등록 가능

장소

덴티스 서울 문정 캠퍼스 (서울 송파구 법원로11길 7, 2층)

11월 20일

시간

(일) 10:00 - 18:00

등록비

구치부 크라운 삭제

등록

일자

문의

주관 / 후원

50만원

070-4286-0017
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