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Rezumat

Periimplantita este o complicatie in re-
abilitarea implanto-protetica care provoacd
dereglidri morfo-functonale, masticatorii si
estetice. In functie de gravitate poate fi abor-
datd prin tratament conservativ chirurgical
sau radical. Scopul lucririi este analiza com-
parativd a metodelor conservativ chirurgi-
cale (pastrarea implantului) versus radicale
(explantarea).S-au studiat 2 pacienti care s-au
adresat la clinica SRL “Omni Dent” cu peri-
implantita. S-au comparat manifestarea, tra-
tamentul, evolutiala ambiipacienti. Criterii de
analizd: extinderea defectului osos, aspectul
tesuturilor moi, regenerarea tisulara, timpul
de reabilitare implanto-proteticd. La pacien-
tul RI au fost modificari de culoare si aspect
al tesuturilor moi periimplantare (hiperemie,
edem, eliminari purulente), radiotransparen-
ta periimplantard pe toatd suprafata implan-
tului; la pacientul TM au fost aceleasi semne
clinice insa limitate la % lungime implant. La
pacientul RI s-a efectuat explantarea cu reim-
plantarea in regiunea invecinatd 2.4 peste 4
luni cu protezare peste alte 4 luni. Regenera-
rea tisulard fard complicatii. La pacientul TM
s-a recurs la pastrarea implantului cu chiure-
taj, implantoplastie, aditie osoasa. Reabilita-
rea proteticd urmatd ulterior fara complicatii.
Adresarea la timp ar preintimpina dezvolta-
rea complicatiilor cu pierderea implantelor.
Pierderea neinsemnata a tesuturilor periim-
plantare poate fi recuperatd cu pastrarea im-
plantului, in defectele extinse solutia optimala
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Summary

Peri-implantitis is a complication in im-
plant-prosthetic rehabilitation that causes
morpho-functional, masticatory and aes-
thetic disorders. Depending on the severity
it can be approached by conservative surgi-
cal or radical treatment. The aim of the pa-
per is the comparative analysis of conserva-
tive surgical methods (implant preservation)
versus radical (explantation). We studied 2
patients who came to the SRL “Omni Dent”
clinic with peri-implantitis. Manifestation,
treatment and evolution in both patients
were compared. Analysis criteria: bone de-
fect extension, soft tissue appearance, tissue
regeneration, implant-prosthetic rehabilita-
tion time. In RI patient there were changes
in color and appearance of the peri-implant
soft tissues (hyperemia, edema, purulent dis-
charge), peri-implant radiolucency on the en-
tire implant surface; in the TM patient there
were the same clinical signs but limited to %
implant length. RI patient underwent explan-
tation with re-implantation in the neighbor-
ing region 2.4 after 4 months with prosthesis
fixing after another 4 months. Tissue regen-
eration evolved without complications. In
TM patient was decided to keep the implant
through curettage, implantoplasty and bone
addition. Prosthetic rehabilitation followed
later without complications. Timely address-
ing would prevent the development of com-
plications with implant loss. The insignificant
loss of peri-implant tissues can be recovered
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este explantarea cu reabilitarea implanto-pro-
teticd ulterioara.

Cuvinte-cheie: periimplantita, perimuco-
zita, explantare, implantoplastie.

Introducere

Cu toate cdin prezent reabilitarea pacientilor prin
intermediul implantelor este o tehnica de rutina, rata
complicatiilor inca este destul de inaltd[24]. Cele mai
frecventecomplicatii sunt periimplantita si mucozita
periimplantard, considerate drept maladii inflama-
torii (Sixth European Workshop on Periodontology)
[11].

In cazul mucozitei periimplantare se produce o
leziune inflamatorie a mucoasei,iar in cazul periim-
plantitei este afectat si osul subiacent. Existasi a treia
formd a infectiei periimplantare — hiperplazia mu-
coasei. Are loc in special in conditiile de deficit de
mucoasa cheratinizata sau in urma traumei cronice
de citre protezele dentare.

In ultimii ani in numeroase cercetiri clinice si
experimentale s-a dovedit cd formarea biofilmului
bacterial este factorul principal in aparitia si dez-
voltarea periimplantitei, insd de neglijat sunt si alti
factori secundari.Printre acestea se descriu maladiile
parodontiului, fumatul, diabetul zaharat, abuzul de
alcool, factori genetici (polimorfism IL-1), textura
suprafetei implantului, trauma ocluzala, starea mu-
coasei periimplantare (cantitatea mucoasei chera-
tinizate), calitatea suprastructurii, modul de fixare
a suprastructurii, fracturile ale implantului, pozitia
implantelor, tehnica forarii neoalveolei, tratamentul
cu bisfosfonati etc. [8].

La moment colonizarea bacteriala a implante-
lor se considera drept consecinta pierderei osoase
si nu cauza ei [19]. Prevalarea microflorei anaerobe
gramnegative se aseamana semnificativ cu infectia
parodontala [12,25].In plus componenta asociatiilor
bacteriene difera radical in spatiile periimplantare cu
inflamatie si fara [18].

Desi de reguld pacientii se adreseazd prea tarziu,
exista metodele de diagnostic pentru depistarea pre-
coce a periimplantitei. Ele includ mésurarea traditio-
nala a parametrilor clinice, cercetarile radiologice si
microbiologice. Acestea pot fi folosite la elaborarea
planului de tratament si terapia de mentinere. Insa-
pe langa obiectivitate un factor important in alegerea
metodei il reprezinta practicitatea si simplitateain
executarea lor. Printre ele se numéra sondarea pun-
gii periimplantare, determinarea clinicd a mobilitatii
implantului si diagnosticul radiologic.

Actualmente s-au efectuat putine cercetéri clini-
ce controlate randomizate care ar elucida eficacitatea
metodelor utilizate in tratamentul periimplantitei
[10]. In orice caz abordarea terapeutici e similara-
acesteia in cazul parodontopatiilor si include fazele
urmatoare: sistemicd, igienicd, de corectie si de susti-
nere. Deoarece periimplantita este indusé de prezen-
ta biofilmului [13], anume inliturarea acestuia ar fi

with the preservation of the implant, in the
extended defects the optimal solution is the
explantation with the subsequent implant-
prosthetic rehabilitation.

Key-words: peri-implantitis, peri-muco-
sitis, explantation, implantoplasty.

Introduction

Although currently rehabilitation through im-
plants is a routine technique, the complication rate
is still quite high [24]. The most common complica-
tions are peri-implantitis and peri-implant mucosi-
tis, considered as inflammatory diseases (Sixth Euro-
pean Workshop on Periodontology) [11].

In the case of peri-implant mucositis, an inflam-
matory lesion of the mucosa occurs, and in the case of
peri-implantitis, the underlying bone is also affected.
There is also a third form of peri-implant infection
— mucosal hyperplasia. It occurs especially in condi-
tions of deficiency of keratinized mucosa or follow-
ing chronic trauma by prosthetic constructions.

In recent years, numerous clinical and experimen-
tal researches have shown that the formation of bacte-
rial biofilm is the main factor in the appearance and
development of peri-implantitis, but other secondary
factors are also important. These include periodon-
tal disease, smoking, diabetes, alcohol abuse, genet-
ics (IL-1 polymorphism), implant surface texture,
occlusal trauma, condition of the peri-implant mu-
cosa (amount of keratinized mucosa), quality of the
prosthetic part and the type of its fixation, implant
fractures, implant position, neoalveolus drilling tech-
nique, bisphosphonate treatment, etc. [8].

At the moment, bacterial colonization of implants
is considered as a consequence of bone loss and not its
cause [19]. The prevalence of gram-negative anaero-
bic microflora is significantly similar to periodontal
infection [12,25]. In addition, the composition of
bacterial associations differs radically in peri-implant
spaces with and without inflammation [18].

Although patients usually come too late, there are
diagnostic methods for the early detection of peri-
implantitis. They include traditional measurement of
clinical parameters, radiological and microbiological
research. They can be used to develop a treatment
plan and maintenance therapy. Besides objectivity,
an important factor in choosing the method is the
practicality and simplicity in their execution. These
include probing the peri-implant pocket, clinical
determination of implant mobility and radiological
research.

Currently, few randomized controlled clinical
trials have been performed that would elucidate the
effectiveness of methods used in the treatment of
peri-implantitis [10]. In any case, the therapeutic ap-
proach is similar to that of periodontal diseases and
includes the following phases: systemic, hygienic, cor-
rective and supportive. As peri-implantitis is induced
by the presence of biofilm [13], its removal would



masura de bazd pentru stoparea procesului inflama-
tor si de osteorezorbtie [9]. Se desting metode non-
chirurgicale si chirurgicale. Acestea din urma se uti-
lizeazdin metodele rezective si regenerative. Pentru
decontaminarea suprafetei implantului e propus un
spectru larg de instrumente: periue, curete din titan,
Teflon, fibra de carbon, tipsuri modificate pentru
sistemele cu ultrasunet (Vector) sau abrazive (Perio
Flow) cu particule de glicind, eritritol sau bicarbonat,
lazer etc.Nici unul din metodele de decontaminare
nu au o eficacitate superioara [5]. Pe baza cercetérilor
limitate s-a presupus cé prelucrarea chirurgicala des-
chisd e mai eficientd decit cea inchisasi des stopeaza
progresarea periimplantitei si uneori chiar duce la
osteogenezdsi osteointegrare de novo [5]. Explan-
tarea poate fi efectuatain cazul aparitiei indicatiilor
absolute si relative. Indicatia absoluta spre explantare
o constituie mobilitatea clinicd[24]. Cea relativa apa-
rein cazul infectiei periimplantre rezistente, prezenta
tumorilor, radioterapia in regiunea OMF, osteomie-
lita maxilarelor, pierderea osoasa >2/3 lungimii im-
plantului.

Studiul dat a fost inspirat din incertitudinea care
mai persistasi in ziua de azi printre cercetatori si me-
dici-practicieni in alegerea planului de tratament in
multitudinea manifestarilor clinice a periimplanti-
tei. Dilema “a explanta sau a péstra” exista chiar si
atunci cind indicatiile par sigure si clare dar dorinta
de a oferiincd osansa implantului mai persista. Curi-
ozitatea de a gasi acel punct de neintoarcere si posi-
bilitdtile diagnosticului precoce la fel au motivat ini-
tierea acestui studiu. Mai ales ca noile provociri ale
mileniului adauga complexitate si imprevizibilitate la
tablourile clinice clasice cunoscute pana acum.

Scopul studiului

Analiza comparativa a metodelor conservativ
chirurgicale (péstrarea implantului) versus radica-
le (explantarea) de abord chirurgical in tratamentul
complicatiilor inflamatorii periimplantare.

Materiale si metode

In studiu au fost incluse cazurile clinice a 2 paci-
enti care s-au adresat la clinica stomatologica “OMNI
DENT” cu periimplantita. S-au comparat manifesta-
rea, tratamentul, evolutia la pacientul R.I.,M/ 63 ani
cu periimplantita la Im 2.5 si pacienta T.M.,F/ 33 ani
la Im 3.2. Criteriile de analizd au cuprins extinderea
defectului osos, aspectul tesuturilor moi, regenerarea
tisulard, timpul de reabilitare implanto-protetica.

Pentru obtinerea informatiei si efectuarea cal-
culelor necesare, pacientii au fost examinati clinic si
paraclinic, au fost studiate fisele de ambulator, orto-
pantomografiile (OPG). Gradul de rezorbtie osoasa
a fost determinat cu ajutorul sondei parodontale in
timpul examenului clinic sau intraoperator. Preope-
rator, in timpul consultarii pacientilor au fost discu-
tate planurile de tratament, conditiile de realizare a
acestora, posibile riscurisi complicatii, menajarea lor,
predictibilitatea metodelor.

be the basic measure to stop the inflammatory and
osteoresorption process [9]. Both, non-surgical and
surgical methods are used. The latter are used in re-
sective and regenerative methods. A wide range of
tools is proposed for decontamination of the implant
surface: brushes, curettes made of titanium, Teflon
or carbon fiber, modified tips for ultrasound (Vec-
tor) and abrasive (Perio Flow) systems with glycine
particles, erythritol or bicarbonate, laser, etc. .None
of the decontamination methods have a superior ef-
ficacy [5]. Based on limited research, it has been as-
sumed that open surgical procedure is more efficient
than closed one and often stops the progression of
peri-implantitis and sometimes even leads to de novo
osteogenesis and osteointegration [5]. Explantation
may be performed in case of absolute and relative in-
dications. The absolute indication for explantation is
clinical mobility [24]. The relative one appears in the
case of resistant peri-implant infection, the presence
of tumors, radiotherapy in the OMF region, osteomy-
elitis of the jaws, bone loss > 2/3 of the implant length.

This study was inspired by the uncertainty that
still persists today among researchers and practitio-
ners in choosing the treatment plan in the multitude
of clinical manifestations of peri-implantitis. The di-
lemma of “explanting or preserving” exists even when
the indications seem safe and clear, but the desire to
give the implant a chance still persists. The curiosity
to find that point of no return and the possibilities of
early diagnosis also motivated the initiation of this
study. Especially since the new challenges of the mil-
lennium add complexity and unpredictability to the
classic clinical pictures known so far.

Purpose of the study

Comparative analysis of conservative surgical
methods (implant preservation) versus radical (ex-
plantation) surgical approach in the treatment of
peri-implant inflammatory complications.

Materials and methods

The study included clinical cases of 2 patients who
went to the dental clinic “OMNI DENT” with peri-
implantitis. The manifestation, treatment, evolution
in the patient R.I,, M / 63 years with peri-implantitis
at Im 2.5 and in the patient TM., F / 33 years at Im
3.2 were compared. The analysis criteria included
the extension of the bone defect, the appearance of
the soft tissues, the tissue regeneration, the implant-
prosthetic rehabilitation time.

In order to obtain the necessary information and
perform the calculations, the patients were examined
clinically and paraclinically, the patient medical files
and orthopantomograms (OPG) were studied. The
degree of bone resorption was determined using the
periodontal probe during the clinical or intra-opera-
tive examination. Preoperatively, during the consult-
ing of the patients, the treatment plans, the conditions
for their realization, possible risks and complications,
the predictability of the methods were discussed.

\ Medicina Stomatologica

N
w



44

Fig.1. Tratamentul chirurgical-conservativ la pacienta T.M., F/33 ani (cazuistica Omni Dent): a.0PG la adresare; b.decolarea lamboului;
c.explantarea Im3.2; d.situatia dupa explantare Im3.2 si decontaminare Im3.3; e.implantoplastia; f.situatia dupa implantoplastie; g.inserarea
Kolapol; h.suturarea; i.0PG de control peste 6 luni dupa interventie.

Fig.1. Surgical-conservative treatment in .M. patient, F / 33 years (Omni Dent cases): a.0PG at first visit; b.flap detachment; c.Im3.2
explantation; d.situation after Im3.2 explantation and Im3.3 decontamination; e.implantoplasty; f.situation after implantoplasty; g.insertion of
Kolapol; h.suturing; i.0PG control more than 6 months post-operatively.

Pacienta T.M., F/33 ani s-a prezentat cu urmdtoa-
rele acuze: eliminari purulente, sangvinolente, dure-
re la periaj, miros neplacut, discomfort la masticatie
in zona anterioard a mandibulei.Din anamneza s-a
constatat, ca boala a apdrut cu aprox. 11 luni in urma
cu inflamatia gingiei si inposibiliatea de a mentine
nivelul de igiena la nivelul Im.3.2 si Im 3.3, implan-
tele fiind instalate 7 ani in urmd. Adresarea la medic
s-a aminat din cauza pandemiei COVID-19.

Examenul clinic a pacientei a confirmat acuzele,
notandu-se mucoasa in jurul implantelor respectivi
edematiatasi cianotica, durere la palpare. La exami-
narea OPG (Fig.1.a) se atesta un defect osos de Cla-
sa II dupa Spiekermann, implicaind 2 implanturi. La
sondare adancimea pungii in jurul a 2 implanti a fost
de 7 mm. Dupd inlaturarea constructiei ortopedice
s-a constatat ca Im 3.2 este mobil, dar Im 3.3 e stabil
cu pierdierea osoasa aproape de 2/3. S-a luat decizia
de a explanta Im 3.2 si de a pastra Im 3.3 aplicAnd
tehnica chirurgicald conservativa reconstructiva.

Interventia chirurgicala (Fig.1.b-h) — dupa prea-
labila prelucrare si sub anestezie locala s-a efectuat o
incizie pe mijlocul crestei alveolare de la Im 4.2 pina
la Im 3.3 cu 2 incizii de degajare, s-a decolat lamboul
muco-periostal; s-a explantat Im3.2; s-a efectuat in-
laturarea granulatiilor, intra-operator s-a constatat
un defect osos cu 3 pereti de Clasa Ic dupa Schwarz;
decontaminarea cu ultrasunet si implantoplastia Im
3.3 la nivelul umérului implantului, prelucrarea cu

The patient T.M., F / 33 years old presented with
the following complaints: purulent and bloody elimi-
nations, pain when brushing, unpleasant smell, dis-
comfort when chewing in the anterior area of the man-
dible. From the anamnesis it was found that the disease
appeared with approx. 11 months ago with gum in-
flammation and the impossibility to maintain the hy-
giene at the level of Im.3.2 and Im 3.3, the implants be-
ing installed 7 years ago. The referral to the doctor was
postponed due to the COVID-19 pandemic.

Clinical examination of the patient confirmed the
complaints, noting edema and cyanosis of the muco-
sa around the implants and pain on palpation. Exam-
ination of OPG (Fig.1.a) shows a Class II bone defect
by Spiekermann, involving 2 implants. When prob-
ing, the depth of the pocket around 2 implants was 7
mm. After removing the orthopedic construction, it
was found that Im 3.2 is mobile, but Im 3.3 is stable
with bone loss close to 2/3. The decision was made to
explant Im 3.2 and to preserve Im 3.3 by applying the
conservative reconstructive surgical technique.

Surgical intervention (Fig.1.b-h) — after prior
antiseptic preparation and under local anesthesia,
an incision was made in the middle of the alveolar
ridge from Im 4.2 to Im 3.3 with 2 vertical incisions,
the muco-periosteal flap was open; Im3.2 explanted;
granulation tissue was removed, intra-operatively a
bone defect with 3 walls of Class Ic by Schwarz was
found; ultrasonic decontamination and Im 3.3 im-



Fig.2. Tratamentul chirurgical-radical la pacientul R.I., M/63 ani (cazuistica Omni Dent): a.0PG la adresare; b.decolarea lamboului; c.extractia d2.4;
d.explantarea Im2.5; e.situatia dupa chiuretaj; f.aplicarea KP-3M; g.suturarea; h.OPG la 4 luni post-operator; i.0PG dupa insertia implantului.

Fig.2. Surgical-radical treatment in patient R.I., M / 63 years old (Omni Dent cases): a.0PG at first visit; b.flap detachment; c.extraction d2.4;
d. Im2.5 explantation; e.situation after curettage; f.application of Kolapol; g.suturing; h.0PG at 4 months post-operatively; i.0PG after implant
insertion.

peroxid de hidrogen 3%, eliminarea particulelor de
titan de pe suprafata implantulu si a tesuturilor cu
jet de solutie fiziologicd, prelucrarea pléigii osoase cu
Tetraciclina (praf),augmentareacu 2 pernufe de bio-
material sintetic KP-CP3LM; aplicarea suturilor se-
parate. Tratament antimcrobian cu Amoxicilina 1,0
gr indicat pe 5 zile si analgezic Fortin 100,0 mg la
durere. Zilnic s-au efectuat bai bucale cu solutie an-
tiseptica Loroben. Perioada post-operatorie a decurs
fard particularitati. Peste 7 zle au fost imlaturate sutu-
rile si reinstalatd constructia protetica. Peste 4 luni la
examinarea de control s-a observat gingia sdnatoasa
roz-pald, cu o manjeta bine formata dar cu 1-2 mm
mai apical si expunerea nesemnificativa a portiunii
crestale a implantului; examinarea OPG a atestat pro-
ducerea osteogenezei si posibil o reosteointegrare a
Im 3.3.

Pacientul R.I., M/63 ani s-a adresat cu urmatoa-
rele acuze: durere locald la masticatie, durere cronica
cu iradiere in regiunea zigomaticasi temporala, rare-
ori eliminari cu gust nepldcut in regiunea Im2.5.

Din anamneza s-a constatat, cd boala a aparut cu
aprox. 18 luni in urma ca durere cronica la nivelul
Im2.5, discomfort la periaj, implantul fiind instalat 5
ani in urma. Adresarea la medic s-a amanat din cauza
pandemiei COVID-19.

La examenul clinic nu s-au atestat schimbari de
culoare evidente a mucoasei, dar la palpare s-a con-
ststat un defect circular in peretele vestibular al cres-

plantoplasty on the shoulder of the implant, treat-
ment with 3% hydrogen peroxide, removal of tita-
nium particles from the implant surface and tissues
around with physiological solution jet, applying
Tetracycline (powder) on the bone wound, augmen-
tation with 2 pads of synthetic bone substitute KP-
CP3LM; application of separate sutures. Antimicro-
bial treatment with Amoxicillin 1.0 gr for 5 days and
Fortin 100.0 mg analgesic for pain. Oral baths with
Loroben antiseptic solution were taken daily. The
post-operative period passed without particularities.
After 7 days, the sutures were removed and the pros-
thetic construction was reinstalled. After 4 months at
the control examination, a pale pink healthy gum was
observed, with a well-formed peri-implant gingiva
but 1-2 mm more apical and insignificant exposure
of the crestal portion of the implant; OPG examina-
tion attested to the occurrence of osteogenesis and
possibly a re-osteointegration of Im 3.3.

The patient R.I., M / 63 years old, presented with
the following complaints: local pain on mastication,
chronic pain irradiating in the zygomatic and tempo-
ral region, rare eliminations with unpleasant taste in
the Im2.5 region.

From the anamnesis it was found that the disease
appeared with approx. 18 months ago as chronic pain
in Im2.5, discomfort when brushing, the implant be-
ing installed 5 years ago. The referral to the doctor
was postponed due to the COVID-19 pandemic.
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tei alveolare si elimindri sangvino-purulente la presi-
une. Pe OPG s-a observat un defect voluminos sferic
ce cuprindea mai mult de 2/3 a implantului. Dupa
sectionarea puntii Im2.5-2.7 s-a constatat ca Im2.5 e
mobil ceea ce constituie indicatia absoluta spre ex-
plantare.

Interventia chirurgicala (Fig.2.b-g) — dupa pre-
alabild prelucrare si sub anestezie locald s-a efec-
tuat o incizie sulculard de la d2.3 pina la d2.6 cu
prezervarea papilelor si cu 2 incizii de degajare, s-a
decolat lamboul muco-periostal; s-a extras d2.4, s-a
explantat Im2.5; s-a efectuat inldturarea chistogra-
nulomului; augmentarea cu 2 pernufe de biomateri-
al sintetic KP-CP3LM si aplicarea suturilor separate.
Tratament antimcrobian cu Amoxicilina 1,0 gr in-
dicat pe 5 zile si analgezic Fortin 100,0mg la durere.
Zilnic s-au efectuat badi bucale cu solutie antisepti-
cd Loroben. Perioada post-operatorie a decurs fara
particularitati. Peste 7 zile au fost inldturate suturile.
Examinarea OPG la 4 luni post-operator a atestat o
regenerare completdceia ce a permis inserarea unui
implant in pozitia 2.4. cu ulterioara protezare dupa
alte 4 luni.

Rezultate si discutii

Principiul dupa care s-au ales cazurile descrise
mai sus — complexitatea proceselor patologice si
caracterul mai putin obisnuit a situatiei in care s-au
aflat pacientii respectivi. In primul caz procesul pato-
logic a fost raspindit si pe implantul vecin si era mai
avansat decat la implantul de interes, deci defectul
era extins in toate trei dimensiuni. In al doilea caz
in procesul patologic a fost antrenat si dintele vecin,
rezultind cu un defect maresi un tablou clinic bogat.
Pe de altd parte ambii pacienti au comun perrioada
de carantina in care s-au aflat din cauza pandemiei
COVID-19i care i-a impiedicat sa se adresese la me-
dic la timp.

Examinarea clinicasi radiologicd preoperatorie si
postoperatorie la distantd sunt instrumentele indis-
pensabile in activitatea clinicasi stiintificasi permit
verificarea corectitudinii stabilirii si realizarii planu-
lui de tratament dar si evaluarii in timp si comparati-
ei metodelor folosite in studiul respectiv.

Una din metodele clinice de examinareeste de-
terminarea mobilitatii implantului. Detectata manu-
al sau cu ajutorul oricariu instrument, mobilitatea
clinica dovedeste pierderea totald a osteointegrarii si
prezinta indicatia absoluta spre extractia implantu-
lui [19].

Diagnosticul radiologic (OPG) la fel folosit in
studiu este o metoda standard in apreciarea nivelu-
lui osos marginal in jurul implantului i este un aliat
sigur in depistarea si monitorizarea periimplantitei
[7], simpldin executare si accesibila [26]. Clasifica-
rea roentghenologica utilizata pe larg si propusé de
Spiekermann cuprinde 4 clase: clasa I — rezorbtia
orizontala lineara, clasa II — rezorbtia in formd de
pilnie, clasa III — rezorbtie tunelara, clasa IV — re-
zorbtie tip fantd. Este de precizat ca totui situatia cli-

At the clinical examination there were no obvious
changes in the color of the mucosa, but on palpation
there was a circular defect in the vestibular wall of
the alveolar ridge and blood-purulent discharge on
pressure. A large spherical defect was observed on
the OPG, comprising more than 2/3 of the implant.
After sectioning the Im2.5-2.7 bridge, it was found
that Im2.5 is mobile, which is the absolute indication
for explantation.

Surgical intervention (Fig.2.b-g) — after prior
antiseptic preparation and under local anesthesia, a
sulcular incision was made from d2.3 to d2.6 with
the preservation of the papillae and with 2 vertical
incisions, the muco-periosteal flap was open; d2.4
was extracted, Im2.5 was explanted; cystogranuloma
was removed; augmentation with 2 pads of synthetic
bone substitute KP-CP3LM and application of sepa-
rate sutures. Antimicrobial treatment with Amoxicil-
lin 1.0 gr for 5 days and analgesic Fortin 100.0 mg
for pain. Oral baths with Loroben antiseptic solution
were taken daily. The post-operative period passed
without particularities. In 7 days the sutures were
removed. The OPG examination at 4 months post-
operatively attested a complete regeneration that al-
lowed the insertion of an implant in position 2.4 with
subsequent prosthesis after another 4 months.

Results and discussions

The principle according to which the cases de-
scribed above were chosen — the complexity of the
pathological processes and the less common character
of the situation in which the respective patients found
themselves. In the first case, the pathological process
was spread on the neighboring implant and was more
advanced than on the implant of interest, so the defect
was extended in all three dimensions. In the second
case, the neighboring tooth was also involved in the
pathological process, resulting in a large defect and a
rich clinical picture. On the other hand, both patients
have in common the quarantine period in which they
were due to the COVID-19 pandemic and which pre-
vented them from going to the doctor in time.

Remote preoperative and postoperative clinical
and radiological examination are indispensable tools
in clinical and scientific activity and allow to verify
the correctness of establishing and implementing the
treatment plan but also to evaluate over time and to
compare the methods used in that study.

One of the clinical methods of examination is
the determination of the implant mobility. Detected
manually or using any instrument, clinical mobility
proves the total loss of osseointegration and presents
the absolute indication for implant extraction [19].

Radiological diagnosis (OPG) also used in the
study is a standard method in assessing the marginal
bone level around the implant and is a safe ally in
detecting and monitoring peri-implantitis [7], sim-
ple to perform and accessible [26]. The widely used
roentgenological classification proposed by Spieker-
mann comprises 4 classes: class I — linear horizontal



nica totdeauna va fi mai grava decat datele imagistice
de orice fel [7].

In primul caz Clasa IT dupa Spiekermann vizuali-
zata radiologic s-a confirmat intra-operator ca fiind
un defect in forma de pilnie. In al doilea caz defectul
radiologic rotund intra-operator avea o forma sferi-
ca, iar rezorbtia in intimitatea suprafetei implantu-
lui radiologic vizualizatd ca fiind de Clasa IV dupa
Spiekermann s-a confirmat intra-operator ca un de-
fect tip fantd.

Utilizarea sondei parodontale la care s-a recurs
e considerata o metoda cu o eficacitate si simplita-
te sporita[12]. Indicele inalt de singerare la sondare
prezent in ambele cazuri e legat cu inflamatie seve-
rdin jurul implantului, indicele negativ insa ar indica
starea de sanatate ale tesuturilor periimplantare [9].
Adincimea sondarii fiziologicain cazul tesuturilor
sanatoase in mediu nu depaseste 3 mm [1]. Dacé va-
loarea respectiva este mai mare se poate presupune
prezenta unui proces inflamatoriu [16], dar nu este
cert ca are loc rezorbtia osoasa [2]. Pe baza acestor
cercetari clinice a fost elaborata clasificarea defecte-
lor osoase de catre Shcwarz et al., care la momentul
de fata este folositd pe scard larga [20].Se desting cla-
sa I — componentele intraosoase ale defectului si cla-
sa II — cele supraalveolare. Componetele intraosoase
la rindul lor clinic se impart in 5 clase: la — dehis-
cente orale sau vestibulare, Ib — dehiscente orale sau
vestibulare cu rezorbtia semicerculara spre centrul
corpului implantului, Ic — dehiscenta cu rezorbtia
circulara, Id — rezorbtia circulara cu pierderea corti-
calei oral si vestibular, Ie — rezorbtia circulara farea
pierderi corticale. De regula se intilneste o combina-
tie a defectelor de clasa I si clasa IT [20].

Rezultatele obfinute in acest studiu ne aratd ca
ambele metode au dat resultate satisfacatoare pentru
reluarea reabilitdrii implanto-protetice. Evaluand fie-
care din ele se poate observa cain primul caz planul
de tratament a fost destul de curajos tinind cont in
special de rezultatele sondarii care nu erau destul de
favorabile tehnicii consrvativ-chirurgicale. In plus
zona repectiva reprezintd o zona esteticési orice teh-
nica rezectiva ar duce la pierderea semnificativa ate-
suturilor ceea ce nu s-a putut admite, dar si pentru a
evita interventii de gingivoplastie suplimentare [15].

Dupd algoritmul clasic de luare a deciziilor in
cazul osteorezorbtiei >2/3 din corpul implantului
si PD >7mm se recomanda extractia chiar dacd nu
este o indicatie absoluti. In schimb in cazul rezorb-
tiei osoase <2/3 din corpul implantului si PD < 7mm
se recomandd metoda chirurgicald-conservativa. In
cazul rezobtiilor orizontale metoda de selectie va fi
cea rezectiva [6]. In cazul nostru ceea ce ne-a permis
saintreprindem incercarea data a fost rezorbtia ori-
zontala aproape absenta.

In ceea ce priveste implantoplastia, au fost folosi-
te freze in forma de flacdra cu scaderea treptata a ni-
velului de abraziune si polipanturi de silicon pentru
a lustrui suprafata cu scopul de a spori aderenta tesu-
turilor moi [17]. Este de mentionat insa ca procedura

resorption, class II — funnel-shaped resorption, class
III — tunnel resorption, class IV — slit-type resorp-
tion. It should be noted that the clinical situation will
always be worse than imaging data of any kind [7].

In the first case, the radiologically visualized
Class II by Spiekermann was confirmed intra-oper-
atively as a funnel-shaped defect. In the second case,
the intra-operative round radiological defect had a
spherical shape, and the resorption in the intimacy
of the radiological implant surface visualized as Class
IV by Spiekermann was confirmed intra-operatively
as a slit-type defect.

The use of the periodontal probe is considered
a method with increased efficiency and simplicity
[12]. The high bleeding index on probing present in
both cases is related to severe inflammation around
the implant, but the negative index would indicate
the health of the peri-implant tissues [9]. The physi-
ological depth of probing in the case of healthy en-
vironment tissues does not exceed 3 mm [1]. If this
value is higher, the presence of an inflammatory pro-
cess can be assumed [16], but it is not certain that
bone resorption takes place [2]. Based on these clini-
cal researches, the classification of bone defects was
proposed by Shcwarz et al., which is currently widely
used [20]. Class I — the intraosseous components
of the defect and class II — the supraalveolar ones
are distinguished. The intraosseous components are
divided into 5 classes: Ia — oral or vestibular dehis-
cence, Ib — oral or vestibular dehiscence with semi-
circular resorption towards the center of the implant
body, Ic — dehiscence with circular resorption, Id —
circular resorption with oral and vestibular cortical
loss , Ie — circular resorption without cortical loss. A
combination of class I and class II defects is usually
encountered [20].

The results obtained in this study show that both
methods have given satisfactory results for the repeat-
ing of implant-prosthetic rehabilitation. Evaluating
each of them, it is clear that in the first case the treat-
ment plan was quite courageous, especially consider-
ing the results of the probing, which were not quite
favorable to the conservative-surgical technique. In
addition, the respective area is an aesthetic area and
any resective technique would lead to significant tis-
sue loss, which could not be allowed, but also to avoid
additional gingivoplasty interventions [15].

According to the classic decision-making algo-
rithm in case of osteoresorption >2/3 of the implant
body and PD >7mm, extraction is recommended
even if it is not an absolute indication. Instead, in
the case of bone resorption <2/3 of the implant body
and PD <7mm, the surgical-conservative method is
recommended. In the case of horizontal resorption,
the selection method will be the resective one [6]. In
our case, the almost absent horizontal resorption was
what allowed us to undertake this risky try.

Regarding implantoplasty, flame-shaped burs
with a gradual decrease in abrasion and silicone cups
were used to polish the surface in order to increase
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de implantoplastie nu a fost aplicatd pe toatd suprafa-
ta dezgolita a implantului cum presupune algoritmul
ci doar 2-3 mm de la umarul implantului pentru a nu
diminua din rezistenta mecanica a implantului [29]si
a nu impiedica o posibild reosteointegrare pe o por-
tiune cit mai mare posibila a suprafetei implantului.
Eliminarii microparticulelor de titan i-a fost acordata
deosebita atentie. Sunt date care afirmad ca titanul re-
zidual rezultatal implantoplastiei poate duce la esec si
pierderea ulrerioara a implantului [27].

Necesitatea administrarii antibioticilor desi de
mulfi este pusa la indoiald, a fost aleasa de noi ca o
masura de preventie. Se considera ca pentru implan-
turi frezati mésura data e mai eficace aproape de 2 ori,
dar a aratat rezultate sitisfacatoare dupd decontami-
naresiin cazul implantelor cu suprafata rugoasa[3]. E
important de precizat casi materialul de aditie folosit
Kolapol CP-3LM contine lincomicind si metronida-
zol, deci de rind cu efectul sistemic am obtinut si cel
local, care impreuna cu decontaminarea mecanicasi
chimicé anterioard exercitd o actiune tripldsi creste
predictivitatea metodei.

Defectul de Clasa Ic e unul putin favorabil in ceia
ce priveste terapia regenerativé pe care am adoptat-o
[22], dar cum a aratat examenul clinic si paraclinic
post-operator peste o perioada de 4 luni cazul nostru
a reusit sa facd parte din acea ratd micdposibila de
succes. Mai mult ca atit, probabil s-a produs si reoste-
ointegrarea care este pina in prezent recunoscuta de
putini ca fiind posibild [28]. Poate avea loc cind co-
incid un sir de conditii favorizante acestui proces[4]

Deci combinarea imlantoplastiei si metodei rcon-
structive ca si in cazul nostru poate suma avantajele
fiecareia din ele, aceastaideie fiind sustinutasi de ca-
tre Schwarz et al. [21].

Dupid explantare evidenta post-operatorie a de-
terminat lipsa semnelor de inflamatie si un relief osos
al crestei alveolare fara defecte.

In ambele cazuri s-a recurs la augmentarea cu bi-
omaterialul sintetic Kolapol KP-3LM ceia ce a con-
tribuit substantial la osteogeneza de novo in primul
caz ca o premiza pentru o posibila re-osteointegrare,
iar in al doilea — pentru a crea conditii favorabile
pentru implantarea ulterioara. Materialul dat a fost
ales pentru simplitatea utilizarii si accesibilitate in
conditiille tarii noastre [23]. Obiectivitatea rezulta-
telor imagistice post-operatorii nu poate fi pusa la
indoiald atit datoritatimpului parcurs de la inter-
ventiile in cauza cit si pentru faptul ca materialul de
aditie Kolapol KP-3LM are proprietati radiotranspa-
rente [14, 23].

E necesar de mentionat ca ambii pacienti nu au
avut acces la ingrijire medicald de la momentul apa-
ritiei simptomelor pentru un timp indelungat din
cauza carantinei impuse de pandemia COVID-19.
Ceea ce ne sugereaza cdin cazul adresarii la timp
in primul caz ar fi fost posibil de tratat complicatia
fard a utiliza metode chirurgicale si pastrarii atit a
implantului vecin cit si a osului inconjuritor. In al
doilea caz, la fel ar fi posibil de luat masuri inclusiv

the adhesion of soft tissues [17]. It should be noted,
however, that the implantoplasty procedure was not
applied on the entire bare surface of the implant as
the algorithm assumes but only 2-3 mm from the im-
plant shoulder in order not to diminish the mechani-
cal strength of the implant [29] and not to impede
a possible re-osteointegration on as large portion of
the implant surface as possible. Particular attention
was paid to the removal of titanium micro particles.
There are data that state that the residual titanium
resulting from implantoplasty can lead to failure and
subsequent loss of the implant [27].

The need for antibiotics, although questioned by
many, has been chosen by us as a preventative mea-
sure. It is considered that for milled implants this mea-
sure is almost 2 times more effective, but it showed
satisfactory results after decontamination in the case
of implants with a rough surface [3]. It is important to
note that synthetic bone substitute Kolapol CP-3LM
used by us contains lincomycin and metronidazole,
so along with the systemic effect we obtained the lo-
cal one, which together with the previous mechanical
and chemical decontamination exerts a triple action
and increases the predictability of the method.

The Class I defect is a less favorable in terms of
the regenerative therapy we adopted [22], but as the
post-operative clinical and paraclinical examination
showed over a period of 4 months, our case managed
to be part of that low possible success rate. Moreover,
re-osteointegration has probably occurred, which is
so far recognized by few as possible [28]. It can oc-
cur when a number of conditions conducive to this
process coincide [4].

So the combination of the implantoplasty and of
reconstructive method as in our case can add the ad-
vantages of each of them, this idea being supported
by Schwarz et al. [21].

After explantation, the post-operative evidence
determined the absence of signs of inflammation and
a bony relief of the alveolar ridge without defects.

In both cases, augmentation was used with the
synthetic bone substitute Kolapol KP-3LM, which
contributed substantially to de novo osteogenesis in
the first case as a premise for a possible re-osteoin-
tegration, and in the second — to create favorable
conditions for subsequent implantation. The given
material was chosen for its simplicity of use and ac-
cessibility in the conditions of our country [23]. The
objectivity of postoperative imaging results cannot
be doubted both due to the time elapsed since the
interventions occurred and to the fact that synthetic
bone substitute Kolapol KP-3LM has radiolucent
properties [14, 23].

It should be noted that both patients have not
had access to medical care since the onset of symp-
toms for a long time due to the quarantine imposed
by the COVID-19 pandemic. Which suggests that in
the case of timely addressing in the first case it would
have been possible to treat the complication with-
out using surgical methods and preservation of both



pentru pastrarea dintelui 24 prin explantarea timpu-
rie sau viceversa pentru incercarea pastrarii implan-

the neighboring implant and the surrounding bone.
In the second case, it would also be possible to take

tului. measures to preserve the tooth 2.4 by early explanta-
tion or vice versa to try to preserve the implant.
Concluzii
1. Combinarea implantoplastiei si metodei re- Conclusions
constructive aduce la sumarea avantajelor fie- 1. The combination of the implantoplasty and of
carii din metode: da posibilitate de a recapata the reconstructive method leads to the sum of
atasamentulmucosaei de suprafata implan- the advantages of each of the methods: it gives
tului, cu migrarea redusi a gingiei margina- the possibility to regain the attachment of the
lespre apical datoritd augmentarii osoase pe o mucosa to the implant surface, with reduced
portiune semnificativd a implantului. apical migration of the marginal gum due to
2. Efectuarea decontaminarii chimice si meca- bone augmentation on a significant portion of
nice, antibioticoterapiei si folosirii materialu- the implant.
lui de aditie osoasa cu continut de antibiotice 2. Carrying out chemical and mechanical de-
permite sa capatdm o actiune tripld asupra fo- contamination, antibiotic therapy and the use
carului de rezorbtie si prin aceasta de a creste of synthetic bone substitute containing anti-
probabilitatea succesului. biotics allows us to get a triple action on the
3. Explantareas-a dovedit a fi o metodd sigura epicenter of resorption and thereby increase
de a restabili starea de sanatate si volumul the probability of success.
necesar pentru reimplantarea si reabilitarea 3. Explantation has proven to be a safe method
implanto-proteticd ulterioara. of restoring health and the volume needed
4. Adresarea pacientilor la timp ar permite sto- for re-implantation and subsequent implant-
parea raspindirii inflamatiei si ca consecintd prosthetic rehabilitation.
a rezorbtiei osoase, ar diminua semnificativ 4. Timely addressing of patients would stop the
indicatiile catre explantare. spread of inflammation and, as a consequen-
5. Perioada carantinei din cauza pandemiei CO- ce, bone resorption, would significantly redu-
VID-19 probabil a dus la cresterea incidentei ce indications for explantation.
complicatiilor reabilitarii implanto-protetice 5. The quarantine period due to the COVID-19

sila agravarea tablului clinic comun din cauza
imposibilitatii adresarii la medic la inceputul
aparitiei simptomelor initiale.

pandemic probably led to an increase in the
incidence of complications of implant-pros-
thetic rehabilitation and to a worsening of the
common clinical picture due to the impossi-
bility of addressing a doctor at the beginning

miento quirurgico combinado de ciru-
gia resectiva y regenerativa en el trata-
miento de periimplantitis. Periodoncia
Clinica 20015; 1:28-36.

of the initial symptoms.
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