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Abstract

Hypertension and dental anxiety can complicate extensive surgical and prosthetic dental treatment,
particularly when multiple procedures and prolonged appointments are required. This case report describes
the interdisciplinary management of a 59-year-old woman who presented with a compromised maxillary
implant and mucosa-supported prosthetic rehabilitation. Clinical and radiographic evaluation demonstrated
four existing implants, peri-implant bone loss, gingival inflammation, and additional restorative and
endodontic findings requiring comprehensive reassessment. At the initial consultation, the patient was
visibly anxious and had a blood pressure of 180/110 mmHg. Elective treatment was deferred, and she was
referred for medical evaluation and management of her hypertension and anxiety. Dental anxiety was
evaluated through the patient's reported history and clinical presentation rather than a validated
assessment instrument. Fifteen days later, after taking her prescribed enalapril, her blood pressure was
129/85 mmHg, and digital records were obtained for provisional treatment planning. Digital visualization
was also used to explain the proposed rehabilitation and improve the patient's understanding and
confidence before treatment. At a subsequent appointment, her blood pressure was 125/89 mmHg, allowing
treatment to proceed.

As part of the staged rehabilitation, tooth #8 was extracted, and the site underwent bone grafting. Maxillary
sinus augmentation was performed in the region of tooth #3 using autologous platelet-rich fibrin and a
collagen membrane, followed by placement of an MIS implant in the #3 region, resulting in a total of five
maxillary implants incorporated into the rehabilitation plan. After a six-month healing period, the definitive
restorative phase was initiated during a single clinical session lasting approximately four hours. The
provisional restoration was removed, scan bodies were used for digital implant impressions, and the
restorative procedures for the implant and mucosa-supported zirconia prosthesis extending from the #3 to
#10 region, zirconia veneers on teeth #11 and #12, and a three-unit zirconia fixed dental prosthesis
extending from #13 to #15 were completed. Three and a half weeks later, the definitive prosthetic
restorations were delivered and evaluated for adaptation, occlusion, function, and esthetics. At the three-
month follow-up, the rehabilitation demonstrated a favorable clinical outcome, and the patient remained
satisfied with the functional and esthetic results. This case highlights the importance of recognizing
markedly elevated blood pressure, coordinating medical management, addressing dental anxiety, and using
staged interdisciplinary planning when providing complex implant prosthetic rehabilitation.

Categories: Cardiology, Oral Medicine, Dentistry
Keywords: dental anxiety, dental implants, hypertension, implant-supported prosthesis, maxillary sinus
augmentation

Introduction

Hypertension is a frequently encountered systemic condition in dental practice and represents an important
consideration when planning invasive, lengthy, or surgically demanding procedures. Patients may be
unaware that their blood pressure is elevated, while others with a previous diagnosis may present with
inadequate control at the time of a dental appointment. Consequently, blood pressure measurement and
assessment of the patient's medical history are important components of preoperative evaluation. Markedly
elevated blood pressure identified before an elective procedure may alter the treatment plan and indicate
the need to postpone treatment, reassess the patient, or obtain medical evaluation before proceeding [1-4].
These considerations become particularly important when treatment involves implant surgery, bone
augmentation, or prolonged restorative appointments.

Dental anxiety adds another dimension to the management of patients with hypertension. Fear of dental
procedures, previous negative experiences, anticipation of pain, and the clinical environment itself may
contribute to physiological stress responses during treatment. For this reason, evaluation of anxiety,
effective communication, stress reduction strategies, and repeated assessment of vital signs can be
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important components of dental management in susceptible patients. The objective is not simply to
complete the planned dental procedure but to determine whether the patient can safely undergo treatment
at that particular appointment. When abnormal vital signs are identified, coordination with the patient's
physician may be appropriate before elective treatment is resumed [5].

The challenge becomes greater when a medically complex patient also requires extensive implant and
prosthetic rehabilitation. Existing implant-supported restorations may develop biological, mechanical,
functional, or esthetic complications over time. Peri-implant inflammation and progressive peri-implant
bone loss can compromise the stability and long-term prognosis of an existing rehabilitation [6,7].
Management therefore requires careful clinical and radiographic evaluation of the implants, peri-implant
tissues, available bone, prosthetic design, occlusion, and esthetic requirements before a new treatment plan
is established. In complex cases, a staged approach can allow the clinician to address biological and surgical
problems before proceeding with definitive prosthetic reconstruction.

Insufficient bone volume in the posterior maxilla presents an additional challenge when an implant is
required to improve posterior support. Maxillary sinus augmentation is a widely used surgical approach for
increasing the available bone volume in this region before or in conjunction with implant placement [8,9].
Regenerative strategies may incorporate autologous platelet concentrates, such as platelet-rich fibrin (PRF),
and barrier membranes depending on the surgical indication and clinical protocol [10,11]. These procedures
require careful treatment sequencing because adequate healing and implant integration must be achieved
before the definitive prosthetic phase is completed.

Modern digital workflows can also facilitate the restorative phase of complex implant treatment. Intraoral
scanning and implant scan bodies allow the three-dimensional positions of implants to be transferred to the
digital restorative workflow and can assist in the fabrication of definitive implant-supported prostheses
[12,13]. When implant rehabilitation is combined with treatment of the remaining dentition, coordination
between surgical and restorative clinicians becomes particularly important. The final treatment plan must
integrate implant position, soft tissue condition, occlusion, tooth preparation, restorative materials,
esthetics, and patient expectations rather than considering each procedure independently.

This case report describes the interdisciplinary management of a 59-year-old woman with hypertension and
dental anxiety who presented with compromised maxillary implant- and mucosa-supported prosthetic
rehabilitation, peri-implant bone loss, gingival inflammation, inadequate posterior support, and esthetic
concerns. A blood pressure reading of 180/110 mmHg identified at the initial consultation, consistent with
Stage 2 hypertension according to the 2017 American College of Cardiology/American Heart Association
(ACC/AHA) classification [14], resulted in postponement of elective dental treatment and referral for medical
evaluation and management. After improvement in blood pressure, treatment was performed in stages and
included management of the existing prosthetic rehabilitation, maxillary sinus augmentation, placement of
an additional implant in the #3 region, a healing period before definitive restoration, digital implant
impressions using scan bodies, and comprehensive zirconia rehabilitation. The purpose of this report is to
illustrate the importance of recognizing medical risk before elective dental treatment and integrating blood
pressure monitoring, anxiety management, medical coordination, surgical treatment, digital implant
dentistry, and interdisciplinary prosthetic planning to achieve a satisfactory short-term functional and
esthetic outcome.

Case Presentation

A 59-year-old woman presented for evaluation of an existing maxillary implant and mucosa-supported
prosthetic rehabilitation that was in poor clinical condition. The patient expressed concerns regarding the
condition, function, and appearance of the existing prosthesis and was interested in comprehensive
replacement of the rehabilitation. Her medical history was significant for hypertension and dental anxiety.

Clinical examination demonstrated an extensively compromised maxillary prosthetic rehabilitation
extending through the anterior and posterior maxillary regions. Gingival inflammation was evident in the
peri-implant region. Radiographic examination was performed to evaluate the existing implants,
surrounding bone, endodontically treated teeth, and potential sites for additional implant treatment. The
initial panoramic and periapical radiographs demonstrated the existing implant-supported rehabilitation,
peri-implant bone loss, and additional radiographic findings requiring comprehensive reassessment. The
clinical and radiographic findings, together with the condition of the existing prosthesis, indicated the need
for staged surgical and prosthetic rehabilitation (Figure ).
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FIGURE 1: Initial Radiographic Findings Before Comprehensive Implant
Prosthetic Rehabilitation.

(A\) Initial panoramic radiograph demonstrating the patient's pre-existing maxillary rehabilitation. Two implants
support a six-unit fixed dental prosthesis with cantilevered terminal units. Additional findings include previously
endodontically treated teeth and radiographic bone loss associated with the implant in the #9 region. Teeth #11
and #12 presented with existing veneers that were clinically considered inadequately adapted, and the region from
#12 to #15 was subsequently planned for a new fixed dental prosthesis.

(B) Periapical radiograph providing a detailed view of the maxillary anterior region. Arrow a indicates widening of
the periodontal ligament space, while arrow b indicates a periapical radiolucent change associated with a
previously endodontically treated tooth.

Clinical examination also demonstrated mild inflammation of the peri-implant soft tissues and a
cantilevered component of the existing prosthesis that may have contributed to unfavorable biomechanical
loading. In the anterior region, the pre-existing crown on tooth #8 had been lost, leaving compromised
residual tooth structure. Tooth #8 was therefore incorporated into the subsequent treatment plan for
extraction and bone grafting (Figure 2).

FIGURE 2: Initial Clinical Presentation of the Compromised Maxillary
Prosthetic Rehabilitation.

(A) Initial intraoral view of the existing maxillary implant-supported prosthetic rehabilitation. The yellow arrows
indicate mild gingival inflammation in the peri-implant regions. The red arrow identifies the cantilevered portion of
the existing prosthesis, which may have contributed to unfavorable biomechanical loading of the implant-
supported rehabilitation.

(B) Frontal intraoral view after loss of the pre-existing crown on tooth #8, demonstrating the remaining coronal
tooth structure (yellow arrow). Because of the compromised condition of the tooth, extraction followed by bone
grafting was incorporated into the subsequent treatment plan.

During the initial visit, the patient appeared markedly anxious. After spending approximately 30 minutes in
the waiting area, her blood pressure was recorded as 180/110 mmHg, consistent with Stage 2 hypertension
according to the 2017 American College of Cardiology/American Heart Association (ACC/AHA)
classification. The available clinical documentation did not specify the measurement device, patient
position, arm used, standardized resting duration, or whether the recorded value represented a single
measurement or an average. Given the markedly elevated blood pressure, the patient's dental anxiety, and
the extensive nature of the planned elective procedures, dental treatment was deferred. The patient was
informed of the elevated blood pressure and referred for medical evaluation and management of her
hypertension and anxiety before proceeding with elective dental treatment. A staged treatment approach
was planned to allow reassessment of her systemic condition before surgical and restorative intervention.

The patient returned approximately 15 days later following medical evaluation and management. She
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reported taking her prescribed enalapril 10 mg once daily for hypertension. Her blood pressure was 129/85
mmHg. With improvement in her blood pressure, the prosthetic treatment plan was reviewed, and digital
scanning was performed as part of the planning and fabrication process for the provisional rehabilitation.
Digital visualization was also used to explain the proposed treatment, implant positions, available
restorative space, and anticipated rehabilitation to the patient. Given her dental anxiety, this visualization
served as a communication tool to improve her understanding and confidence before proceeding with
treatment (Figure 53).

FIGURE 3: Digital Planning of the Implant-Supported Maxillary
Rehabilitation.

(A) Occlusal view of the digital treatment plan demonstrating the positions of the existing implants and the planned
posterior implant site. The posterior maxillary region was planned for sinus augmentation and regenerative
treatment with platelet-rich fibrin (PRF) before implant-supported rehabilitation.

(B) Lateral view of the digital treatment plan demonstrating implant positions in relation to the opposing dentition,
allowing evaluation of the available restorative space and anticipated interocclusal relationship. Because the
patient presented with dental anxiety, the digital visualization was also used to explain the proposed treatment and
anticipated rehabilitation, helping improve her understanding and confidence before proceeding with treatment.

At the subsequent appointment, approximately 15 days later, the patient's blood pressure was 125/89
mmHg. Her systemic status and anxiety were reassessed before treatment, and the planned clinical
intervention was initiated. The compromised prosthetic rehabilitation was managed according to the staged
treatment plan, with provisional rehabilitation maintained during the healing and surgical phases. Local
anesthesia was achieved using 3% mepivacaine hydrochloride (Carbocaine) without epinephrine.

Posterior maxillary support represented an important component of the new treatment plan. The edentulous
region corresponding to tooth #3 was evaluated for placement of an additional implant to improve posterior
support for the definitive rehabilitation. Because the available posterior maxillary anatomy required
augmentation before implant rehabilitation, a maxillary sinus elevation procedure was incorporated into

the surgical plan.

Approximately one month into the staged treatment sequence, maxillary sinus augmentation was performed
in the region of tooth #3. Autologous PRF was prepared from the patient's blood by centrifugation at a
relative centrifugal force of 700 x g for eight minutes and incorporated into the regenerative surgical
procedure. A resorbable collagen membrane (Straumann Membrane Plus, Straumann Group) was also used
as part of the augmentation protocol. An MIS dental implant measuring 4.2 mm in diameter and 8 mm in
length, with a conical connection, standard platform, and titanium alloy (Ti-6Al-4V ELI) composition (MIS
Implants Technologies, Shlomi, Israel), was subsequently placed in the region of tooth #3 according to the
surgical and prosthetic treatment plan. Tooth #8 was extracted, and the site underwent bone grafting using a
bovine-derived xenograft as part of the staged rehabilitation. The surgical site was closed using 4-0 nylon
sutures, which were removed 17 days postoperatively. The patient continued with provisional prosthetic
rehabilitation during the healing phase.

The case was managed using an interdisciplinary approach involving surgical and prosthetic planning. In
addition to management of the implant-supported segment, the definitive restorative plan incorporated the
remaining maxillary dentition to improve function, prosthetic integration, and esthetics. Two additional
clinicians contributed remotely to treatment planning and discussion of the restorative design. The
definitive plan included an implant- and mucosa-supported zirconia prosthesis extending from the #3 to #10
region, zirconia veneers for teeth #11 and #12, and a three-unit zirconia fixed dental prosthesis extending
from #13 to #15.

A six-month healing period was allowed before initiation of the definitive restorative phase. At the six-
month appointment, the provisional restoration was removed, and the implant sites were clinically
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reassessed. Panoramic radiographic evaluation demonstrated the postoperative condition following
extraction and bone grafting of the #8 site and the five maxillary implants incorporated into the planned
rehabilitation (Figure 4).

FIGURE 4: Six-Month Panoramic Radiographic Assessment Following
Surgical and Implant Rehabilitation.

Panoramic radiograph obtained at the six-month follow-up demonstrating the postoperative and implant
rehabilitation status after extraction of tooth #8 and bone grafting of the extraction site. Five maxillary implants are
visible as part of the planned rehabilitation extending from the #3 to #10 region. Following the healing period,
these implants were incorporated into the treatment plan to support the definitive implant- and mucosa-supported
prosthetic rehabilitation.

The definitive restorative procedures were coordinated during a single clinical session lasting approximately
four hours. Scan bodies were connected to the implants, and a digital intraoral scan was obtained to record
the three-dimensional implant positions for fabrication of the definitive implant and mucosa-supported
prosthesis.

During the same four-hour restorative appointment, the necessary clinical procedures and records were
completed for the planned zirconia rehabilitation. Teeth #11 and #12 were prepared for zirconia veneers, and
the appropriate preparations and restorative records were completed for the three-unit zirconia fixed dental
prosthesis extending from #13 to #15. This coordinated appointment allowed the implant-supported and
tooth-supported components of the rehabilitation to be integrated within the same definitive restorative
plan.

Approximately three and a half weeks after the definitive digital records and tooth preparations were
completed, the patient returned for delivery of the definitive prosthetic rehabilitation. The implant- and
mucosa-supported zirconia prosthesis extending from the #3 to #10 region was inserted together with the
zirconia veneers on teeth #11 and #12 and the three-unit zirconia fixed dental prosthesis extending from #13
to #15. The restorations were evaluated clinically for adaptation, proximal contacts, occlusion, function, and
esthetics. Necessary adjustments were performed before completion of the appointment. The completed
rehabilitation demonstrated satisfactory clinical integration, function, and esthetic appearance (Figure 5).
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FIGURE 5: Final Clinical Outcome Following Comprehensive Implant
Prosthetic Rehabilitation.

Final frontal intraoral view following completion of the definitive prosthetic rehabilitation. The maxillary
reconstruction consisted of an implant- and mucosa-supported zirconia prosthesis extending from the #3 to #10
region, zirconia veneers on teeth #11 and #12, and a three-unit zirconia fixed dental prosthesis extending from
#13 to #15. The completed rehabilitation demonstrated satisfactory clinical integration, occlusal function, and
esthetic appearance.

The clinical and surgical phases were performed collaboratively by the treating clinicians, while additional
members of the multidisciplinary team contributed to case interpretation and treatment planning.

The patient expressed a high level of satisfaction with the final functional and esthetic result. She
specifically reported increased confidence in her smile and perceived the completed rehabilitation as a
positive change in her quality of life. The patient was instructed regarding maintenance of the definitive
prosthetic rehabilitation and the importance of continued follow-up.

At the three-month follow-up after delivery of the definitive restorations, the patient demonstrated a
favorable clinical outcome. The prosthetic rehabilitation remained clinically functional, and the patient
continued to report satisfaction with the esthetic and functional results. The three-month assessment
supported a favorable short-term outcome following the staged surgical and prosthetic rehabilitation.

Discussion

The present case illustrates the importance of integrating systemic health assessment with surgical and
prosthetic decision-making during complex oral rehabilitation. Although the patient initially presented
because of a compromised maxillary implant and mucosa-supported prosthetic rehabilitation, the most
immediate clinical concern at the first appointment was not the prosthesis itself but the markedly elevated
blood pressure of 180/110 mmHg in the presence of significant dental anxiety. This finding changed the
sequence of care. Rather than proceeding directly with elective treatment, intervention was postponed, and
the patient was referred for medical evaluation and management. This decision emphasizes an important
principle in dental practice: successful treatment begins with determining whether the patient can safely
undergo the planned procedure before addressing the technical aspects of rehabilitation [15].

Hypertension is particularly relevant in dentistry because patients may present with elevated blood pressure
despite having an established diagnosis or receiving antihypertensive therapy. Blood pressure may also
fluctuate in association with emotional stress, pain, anxiety, medication adherence, and other physiological
factors. Dental procedures can themselves represent a significant source of stress, especially for patients
with pre-existing dental anxiety. Activation of the sympathetic nervous system during stressful situations
can produce cardiovascular changes, including increases in heart rate and blood pressure [16,17]. Therefore,
an elevated reading should be interpreted in the context of the patient's medical history, symptoms, anxiety
level, planned procedure, and overall clinical condition rather than viewed only as an isolated numerical
value.

In this patient, the initial blood pressure of 180/110 mmHg was identified before extensive elective
treatment was initiated. The patient was visibly anxious, and the planned rehabilitation included surgical
and prolonged restorative procedures. Elective care was consequently deferred, and medical evaluation was
requested. At the subsequent visit approximately 15 days later, following medical evaluation and
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management, the patient reported taking enalapril 10 mg orally once daily for hypertension, and her blood
pressure was 129/85 mmHg. At a later appointment, a reading of 125/89 mmHg was recorded before
treatment proceeded. The improvement in serial measurements allowed the clinical team to continue
treatment in a staged manner while maintaining attention to the patient's systemic condition. Importantly,
this case should not be interpreted as establishing a universal blood pressure threshold for all dental
procedures; clinical decisions must account for the patient's overall cardiovascular status, symptoms,
medical recommendations, urgency of treatment, and invasiveness of the planned intervention.

Dental anxiety was another important component of this case. Anxiety may interfere with patient
cooperation, increase perceived discomfort, prolong appointments, and contribute to physiological stress
responses. Effective management begins with recognition of the patient's anxiety and clear communication
regarding the proposed treatment. In this case, digital visualization of the planned rehabilitation was used
not only for prosthetic planning but also as a communication tool to explain the proposed treatment
sequence, implant positions, restorative space, and anticipated outcome. This approach was intended to
improve the patient's understanding and confidence before treatment. Allowing treatment to proceed in
stages also provided opportunities for reassessment and reduced the burden associated with completing
multiple complex procedures simultaneously. The staged sequence provided time for medical management,
provisional treatment, surgical intervention, healing, and definitive prosthetic rehabilitation rather than
attempting to complete treatment while the patient's systemic condition remained inadequately controlled.
Although dental anxiety was clinically observed and considered during treatment planning, its severity was
not assessed using a validated instrument, such as the Modified Dental Anxiety Scale (MDAS). This
represents a limitation in the objective assessment of the patient's anxiety.

Local anesthetic selection also formed part of the individualized clinical approach. Mepivacaine without
epinephrine was used during treatment. Vasoconstrictor use in patients with cardiovascular disease requires
consideration of the patient's medical status, anticipated procedure, potential drug interactions, and the
benefits of obtaining profound anesthesia [18,19]. Although avoidance of epinephrine should not be
presented as mandatory for every patient with hypertension, the anesthetic plan in this case was selected in
the context of the patient's history, initial markedly elevated blood pressure, anxiety, and planned surgical
treatment. Adequate pain control remains important because pain itself may contribute to endogenous
catecholamine release and physiological stress [20].

Once the patient's systemic condition permitted elective treatment, attention shifted to the biological,
biomechanical, and prosthetic problems associated with the existing rehabilitation. Clinical and
radiographic evaluation demonstrated four pre-existing maxillary implants, peri-implant bone loss, gingival
inflammation, compromised residual tooth structure at #8 following loss of the pre-existing crown, and a
cantilevered component of the existing prosthesis. The cantilever was considered a potential source of
unfavorable biomechanical loading; however, a direct causal relationship between the cantilever and the
observed peri-implant bone loss cannot be established from this single case [20]. Peri-implant inflammatory
conditions and progressive supporting bone loss can compromise the long-term stability of implant
rehabilitation and require careful clinical and radiographic assessment before a definitive prosthetic plan is
established. In a complex rehabilitation, replacement of the prosthesis alone may be insufficient if
underlying biological, structural, and biomechanical deficiencies are not addressed.

Previous research has investigated the potential influence of hypertension on dental implant outcomes,
particularly in relation to bone metabolism, microvascular circulation, osseointegration, and long-term
implant survival. Hypertension may affect vascular remodeling and bone metabolism, raising concerns
regarding its possible influence on peri-implant tissue healing and implant integration. However, the
available clinical evidence does not establish hypertension as an independent risk factor for dental implant
failure. In a systematic review and meta-analysis published in 2024, Hamadé et al. evaluated 24 studies
involving 4,874 implants placed in hypertensive patients and 16,192 implants placed in normotensive
patients. The analysis identified 257 implant failures in hypertensive patients and 809 failures in
normotensive patients, with no statistically significant difference in implant failure risk between the groups
(odds ratio [OR] = 1.10; p = 0.671). The authors emphasized the need for further investigations with more
rigorous hypertension classification and clearer documentation of antihypertensive treatment [21]. These
findings suggest that hypertension alone should not be considered a definitive predictor of implant failure,
although appropriate cardiovascular assessment and medical management remain essential when planning
invasive dental procedures.

The staged surgical treatment also included extraction of the compromised tooth #8 and bone grafting of the
extraction site. This procedure was incorporated into the overall reconstructive sequence before definitive
prosthetic rehabilitation. The posterior maxillary region presented an additional challenge. Placement of an
additional implant in the #3 region was planned to improve posterior support for the new rehabilitation.
However, the available anatomy required maxillary sinus augmentation. Sinus floor elevation is a commonly
employed approach for increasing bone availability in the posterior maxilla when residual bone dimensions
are inadequate for the planned implant position [22,23]. In this case, sinus augmentation was performed in
the #3 region as part of the staged surgical treatment, with autologous PRF and a collagen membrane
incorporated into the regenerative protocol, followed by placement of an MIS implant. Placement of this
additional implant resulted in a total of five maxillary implants incorporated into the subsequent
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rehabilitation plan.

PRF is an autologous platelet concentrate derived from the patient's blood and has been used in oral surgical
and regenerative procedures because its fibrin matrix contains platelets and other cellular and molecular
components involved in wound healing [24,25]. However, the favorable outcome in this case cannot be
attributed to PRF alone. Healing following sinus augmentation and implant placement is multifactorial and
depends on factors including surgical technique, local anatomy, vascular supply, implant stability, patient-
related factors, and postoperative healing. Similarly, the collagen membrane formed one component of the
surgical protocol rather than an independent explanation for the clinical outcome. This distinction is
important because a single case report cannot establish the superiority of one regenerative material or
technique.

In this case, a six-month healing interval was allowed following the surgical procedures before initiation of
the definitive restorative phase. This interval was incorporated into the staged treatment plan to allow
postoperative healing before proceeding with definitive prosthetic rehabilitation. After this period, the
provisional restoration was removed, and the implant sites were clinically and radiographically reassessed.
The five maxillary implants were incorporated into the definitive rehabilitation plan, and their positions
were transferred digitally using scan bodies and intraoral scanning. Digital implant impressions can
facilitate prosthetic workflows by recording implant positions and supporting the digital design and
fabrication of implant-supported restorations [26,27]. In this case, the digital implant workflow was
integrated with treatment of the natural dentition rather than performed as an isolated implant procedure.

An important feature of this rehabilitation was the interdisciplinary coordination of the definitive prosthetic
phase. During a single clinical session lasting approximately four hours, digital implant records were
obtained, and the restorative procedures required for the definitive rehabilitation were performed. The
treatment plan incorporated an implant and mucosa-supported zirconia prosthesis extending from the #3 to
#10 region, zirconia veneers on teeth #11 and #12, and a three-unit zirconia fixed dental prosthesis
extending from #13 to #15. Coordinating these components within the same restorative plan allowed the
clinicians to evaluate the relationship among implant position, tooth-supported restorations, occlusion,
function, and esthetics. Complex rehabilitation is therefore not simply a collection of individual procedures;
successful integration requires consideration of the entire dentition and the patient's functional and esthetic
objectives.

The definitive restorations were delivered approximately three and a half weeks after the restorative records
and preparations were completed. Clinical evaluation included assessment of prosthetic adaptation,
proximal contacts, occlusion, function, and esthetics. The patient reported a high level of satisfaction with
the final rehabilitation and increased confidence in her smile. At the three-month follow-up, the
rehabilitation continued to demonstrate a favorable short-term clinical outcome, and the patient remained
satisfied with both function and esthetics. Patient-reported satisfaction is relevant in comprehensive oral
rehabilitation because successful treatment encompasses not only biological and mechanical outcomes but
also the patient's perception of function, appearance, and quality of life [28-30].

Nevertheless, the three-month follow-up represents a short observation period and does not establish the
long-term stability or survival of the implant-supported and tooth-supported restorations. Longer-term
clinical and radiographic follow-up is necessary to evaluate peri-implant tissue health, marginal bone
stability, prosthetic integrity, and the durability of the functional and esthetic outcomes. Furthermore, the
findings of this single case cannot be generalized to all patients with hypertension or dental anxiety.

Conclusions

This case highlights the importance of integrating systemic health assessment with surgical and prosthetic
planning in patients with hypertension and dental anxiety requiring complex oral rehabilitation. The initial
blood pressure prompted postponement of elective dental treatment and referral for medical evaluation.
Following medical management and improvement in blood pressure, treatment proceeded through a staged
interdisciplinary approach incorporating continued assessment of the patient's systemic condition and
dental anxiety.

The rehabilitation included maxillary sinus augmentation, placement of an additional implant in the #3
region, a six-month healing period, digital implant impressions using scan bodies, and comprehensive
zirconia prosthetic reconstruction. At the three-month follow-up, the patient demonstrated a favorable
short-term clinical outcome and reported satisfaction with the functional and esthetic results. This case
emphasizes the importance of medical coordination, careful treatment sequencing, and individualized
patient management. Nevertheless, longer-term follow-up is necessary to assess the stability and durability
of the rehabilitation.
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