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Rezumat

Periimplantita este intalnitd frecvent si
prezintd o maladie polietiologicd. Actual-
mente tratamentul acesteia este o provocare,
algoritmele de tratament fiind deocamdata
neclare. Scopul studiului: Evaluarea factori-
lor etiologici a complicatiilor in reabilitarea
implanto-proteticd si analiza comparativa a
metodelor de management disponibile. Mate-
riale si metode: In studiu au fost inclusi 47 de
pacienti si 108 implante. Parametrii de interes
au fost: sexul, varsta pacientilor, numarul im-
plantelor afectate, localizarea periimplantitei
dupd localizarea dintilor si repartizarea pe
maxilare, posibili factori etiologici, repartiza-
rea defectelor dupa Schwarz, nivelul rezorbfi-
ei osoase, tratamentul aplicat. Rezultate: Din
34 de implante tratate, s-a putut observa o
ameliorare in 6 cazuri, iar din cele 72 de im-
plante extrase s-au obtinut conditii favorabile
in toate cazurile. Prioritatea este acordatd pas-
trarii maxime de os si posibilitatii replantarii
ulterioare. Tratamentul chirurgical radical in
defectele extinse manifestd o predictibilitate
mai mare decat cel conservativ.

Cuvinte-cheie: implante dentare, periim-
plantita, regenerarea periimplantard, implan-
toplastia, explantarea.

Introducere

La momentul actual este unanim acceptat: in
timp ce ,mucozita periimplantard“ reprezinta o reac-
tie inflamatorie reversibila a mucoasei in jurul unui
implant functional, ,periimplantita“ inseamna o re-
actie inflamatorie obligatoriu asociatd cu pierderea
osului de suport in jurul unui implant in functie.

Este logic cd mucozita totdeauna anticipeaza pe-
riimplantita, ambele afectiuni avand o etiologie in-

THERAPEUTICAPROACH
IN PERIIMPLANTITIS

Dumitru Gheorghiev'?, resident doctor,

IP USMF “Nicolae Testemitanu”

Dumitru Sirbu'?, doctor of medical sciences, associate
professor

Dumitru Nuca?, periodontist

Chiril Voloc'?, dentoalveolar surgeon, doctoral degree
student

Stanislav Eni'?, dentoalveolar surgeon, doctoral degree
student

Daniel Sirbu'?, resident doctor, IP USMF “Nicolae
Testemitanu”

! Department of Oral and Maxillofacial Surgery and
Oral Implantology “Arsenie Gutan”, “Nicolae
Testemitanu” SUMPh

2 Dental clinic “Omni Dent” LLC

Summary

Peri-implantitis is a frequent a polyetio-
logical disease. Currently its treatment is a
challenge, the treatment algorithms still be-
ing unclear. Purpose of the study: Evaluation
of etiological factors of complications in im-
plant-prosthetic rehabilitation and compara-
tive analysis of available management meth-
ods. Materials and methods: 47 patients and
108 implants were included in the study. The
parameters of interest were: gender, age of the
patients, number of affected implants, spread-
ing of peri-implantitis according to the teeth
position and distribution between the jaws,
possible etiological factors, distribution of de-
fects according to Schwarz classification, level
of bone resorption, applied treatment. Results:
Among 34 treated implants, an improvement
was achieved in 6 cases, among 72 extracted
implants favourable conditions were obtained
in all cases. Priority is given to maximum bone
preservation and the possibility of subsequent
replantation. Radical surgical treatment in
extensive defects shows greater predictability
than conservative treatment.

Key words: dental implants, peri-implan-
titis, peri-implant regeneration, implantoplas-
ty, explantation.

Introduction

Currently, it is unanimously accepted: while
,peri-implant mucositis“ represents a reversible in-
flammatory reaction of the mucosa around an im-
plant, ,peri-implantitis“ means an inflammatory
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fectioasa legata nemijlocit de dezvoltarea biofilmului
cu continut bacterial bine cunoscut.

Implantele moderne in functie au un termen de
»supravietuire“ destul de mare ajungind cu usurintd
si pana la 10 ani. Insd ,,succesul” lor pe termen lung
este mult mai inferior. Motivul acestui dezechilibru
consta in aparitia complicatiilor ,,mecanice” si ,,bio-
logice®.

Esecurile reabilitarii implanto-protetice la fel pot
fi divizate in ,precoce dacd s-au produs inainte si
ytardive“ daca s-au manifestat dupd incércare func-
tionala.

La al 6-ea Workshop in Parodontologie (Lindhe
& Meyle 2008) au fost prezentate urmatoarele date:
mucozita a fost gasitd in 50% de indivizi-purtatori
de implante, in timp ce periimplantita a afectat de la
28% pana la 56% de subiecti [12].

Printre factorii care declanseaza sau mentin pro-
cesele inflamatorii si de resorbtie osoasa distingem
factorii legati de starea organismului-gazdd, de pro-
cedee chirurgicale, de manoperele ortopedice si ca-
racteristicile implantelor propriu zise [19].

Parodontitd in anamnezd, fumatul, igiena pre-
card, cantitatea gingiei keratinizate, suprasolicitarea
ocluzald caracteristicile suprafetei implantului, ci-
mentul rezidual micro-decalajul la nivelul jonctiunii
implant-abutment, contaminarea chimica a implan-
telor sunt doar céteva din factori favorizanti a peri-
implantitei.

La workshopul mondial din 2017 au fost aduse
dovezi certe cd periimplantita este prezentd acolo
unde accesul citre igiena bucald adecvata este limi-
tata din diferite motive [2].

O importanta majord au caracteristicile suprafe-
tei implantului. Suprafata rugoasa (de tip TiUnite)
duce la 0 acumulare mai intensiva a biofilmului in
comparatie cu suprafata netedd (produse prin fre-
zare). Deci progresia spontand a periimplantitei este
mai pronuntatd in primul caz [14].

Problema suprafetelor contaminate a fost pusa
la discutie incd in anul 1987 de profesorul Gerhard
Wahl din Universitatea Clinicd din Bonn: ,,Cu regret,
niciun implant in acest studiu nu poate fi considerat
curat. Asadar ,,murdaria sterild“ este implantatad in
osul pacientilor impreund cu implantele® [7].

In ceea ce priveste tratamentul, protocoalele de
tratament a maladiilor periimplantare sunt in plina
evolutie. Dar si in ziua de azi majoritatea modalita-
tilor terapeutice propuse sunt bazate pe observatii
empirice.

In formele incipiente de periimplantitd este
oportun in primul rand si fie evaluata posibilitatea
terapiei non-chirurgicale. Aceastd optiune ii oferd
clinicistului mai mult timp la dispozitie sa evalueze
vindecarea tesuturilor i sa aprecieze abilitétile paci-
entului in ceea ce priveste igiena orald.

Scopul principal a tratamentului chirurgical la
fel ca si celui non-chirurgical, este decontaminarea
suprafetei implantului, inlaturarea depunerilor dure
si moi prin crearea accesului adecvat catre defectul

reaction necessarily associated with the loss of sup-
porting bone around an implant.

It is obvious that mucositis always precedes peri-
implantitis, both conditions having an infectious eti-
ology directly related to the development of biofilm
with a well-known bacterial content.

Modern functional implants have a fairly long
»survival term, easily reaching up to 10 years. But
their long-term ,,success” is much lower. The reason
for this imbalance is the appearance of ,,mechanical®
and ,,biological“ complications.

Implant-prosthetic rehabilitation failures can
also be divided into ,early“ if they occurred before
and ,late” if they occurred after functional loading.

At the 6th Workshop in Periodontology (Lindhe
& Meyle 2008) the following data were presented:
mucositis was found in 50% of implant-bearing in-
dividuals, while peri-implantitis affected from 28%
to 56% of subjects [12].

Among the factors that trigger or maintain in-
flammatory and bone resorption processes, we dis-
tinguish factors related to the state of the host organ-
ism, surgical procedures, orthopedic procedures and
the characteristics of the implants themselves [19].

History of periodontitis, smoking, poor hygiene,
amount of keratinized gingiva, occlusal overload,
implant surface characteristics, residual cement, mi-
cro-gap at the implant-abutment junction, chemical
contamination of implants are just some of the fac-
tors favouring peri-implantitis.

At the 2017 global workshop there was presented
clear evidence that peri-implantitis is present where
access to adequate oral hygiene is limited for various
reasons [2].

The characteristics of the implant surface are of
major importance. The rough surface (TiUnite type)
leads to a more intensive biofilm accumulation com-
pared to the smooth surface (produced by milling).
So, the spontaneous progression of peri-implantitis
is more pronounced in the first case [14].

The problem of contaminated surfaces was dis-
cussed as early as 1987 by Professor Gerhard Wahl
from the Clinical University of Bonn: ,,Unfortunately,
no implant in this study can be considered clean. So
the ,,sterile dirt“ is implanted in the patients’ bone
together with the implants® [7].

Regarding the treatment, the treatment protocols
of peri-implant diseases are in full evolution. But
even today most of the proposed therapeutic modali-
ties are based on empirical observations.

In early forms of peri-implantitis, it is appropriate
to first evaluate the possibility of non-surgical therapy.
This option gives the clinician more time to assess tis-
sue healing and evaluate the patient’s oral hygiene skills.

The main goal of surgical treatment, as well as
non-surgical treatment, is to decontaminate the im-
plant surface, remove hard and soft deposits by cre-
ating adequate access to the bone defect and the im-
plant. Another important objective is the restoration
of bone defects where appropriate.



osos si implant. Un alt obiectiv nu mai putin impor-
tant 1l reprezintd refacerea defectelor osoase acolo
unde este cazul.

Din punct de vedere a formei defectului este
indispensabil de folosit niste criterii standardizate.
Aceasti conditie o satisface in plind masura clasifica-
rea propusd de Frank Schwarz in 2007. Sunt incluse
2 clase de defecte: intraosoase — Clasa I si supraal-
veolare — Clasa II. Aceste parametri pot fi prezise cu
0 anumitd marja de eroare prin metode radiologice.
Insi trebuie de mentionat ci situatia clinica va fi tot-
deauna mai grava decat pe cliseu [17].

In baza clasificirii propuse in 2015 de catre
Schwarz E. si Sanz-Sanchez 1. a fost elaborat algorit-
mul de conduita. Algoritmele date au fost bazate pe
experienta clinicd vastd. Date stiintifice din pécate
deocamdata sunt putine [15].

Din recomandarile lor reiese ca, daca tratamen-
tul non-chirurgical a esuat, putem intreprinde o
interventie chirurgicald. Insd numai pana la mo-
mentul cAnd defectul nu a depasit 2/3 din lungimea
implantului. La depasirea a 2/3 — putem recurge la
explantare. Designul interventiei la randul sdu va
depinde de localizarea implantului si configuratia
defectului periimplantar. In cazul leziunii pur in-
traosoase (Ie) anume reconstructia va fi variantd
de electie. In defectul pur orizontal (Clasa II) se va
apela la tehnica cu lambou sau cea rezectivd. Aceas-
ta din urmd va fi posibila in zonele fara cerinte es-
tetice elevate. Pentru defectele combinate, care se
intélnesc cel mai des (Ib+11, Ic+II), au fost sugerate
abordari combinate.

Abordarea chirurgicald cuprinde urmitoarele
metode: cu lambou (de acces), rezective si recon-
structive.

Ca in orice interventie medicala, in implantologie
au loc complicatii biologice, care pot duce la compro-
miterea totald a implantului si ca consecinta — nece-
sitatea inevitabild de explantare.

Pe parcursul timpului in literaturd s-au descris
o multitudine de metode de explantare printre care:
tehnica torque-lui invers, piezochirurgia, freze de
inalta viteza, elevatoare, cleste de extractie, trepanuri,
chirurgia cu laser etc.

Luarea deciziilor de a pastra sau explanta este
deocamdata o provocare, mai ales in absenta la ora
actuald a protocoalelor clare. De multi autori 50%
de pierdere osoasa este definitd drept esec, de altii
>75%. Sunt si aceia, pentru care esecul se incepe de
la 3 mm de os restant in contact intim cu osul [13].
Limitarea datd exclusiv la lungimea implantului fard
a lua in consideratie alte factori precum viteza pro-
gresdrii a resorbtiei, confortul pacientilor, eliminarea
factorilor de risc, optiuni protetice alternative, nu
ajutd la rezolvarea acestei sarcini.

Prioritatea este acordatd pastririi maxime de os
si posibilitétii replantarii ulterioare. Ideal ar fi ca pro-
cedura de explantare sa fie urmaté de instalarea unui
nou implant, sau de cresterea ofertei osoase necesare
pentru inserarea implantelor simultana sau améanata.

From the point of view of the shape of the defect,
it is indispensable to use some standardized crite-
ria. This condition is fully satisfied by the classifica-
tion proposed by Frank Schwarz in 2007. 2 classes
of defects are included: intra—osseous — Class I and
supra-alveolar — Class II. These parameters can be
predicted with a certain margin of error by radiologi-
cal methods. But it should be noted that the clinical
situation will always be worse than the radiologic cli-
ché [17].

Based on the above mentioned classification by
Schwarz F. and Sanz-Sanchez I. in 2015 the thera-
peutic algorithm was developed. These algorithms
were based on extensive clinical experience. Unfor-
tunately, scientific data by now are scarce [15].

It is clear from their recommendations that if
non-surgical treatment has failed, we can undertake
a surgical intervention. But only until the moment
when the defect did not exceed 2/3 of the length of
the implant. When exceeding 2/3 — we can pass
to explantation. The design of the intervention will
depend on the location of the implant and the con-
figuration of the peri-implant defect. In the case of a
purely intra—osseous lesion (Ie), reconstruction will
be the option of choice. In the purely horizontal de-
fect (Class II) the flap (resective) technique will be
applied. The last one will be possible in areas without
high aesthetic requirements. For composite defects,
which occur most often (Combined Ib+II, Com-
bined Ic+II), combined approaches have been sug-
gested.

The surgical approach includes the following
methods: flap (access), resective and reconstructive
technique.

As in any medical intervention, in implantology
biological complications occur, which can lead to
the total compromise of the implant and as a conse-
quence — the inevitable need for explantation.

Over time a multitude of explantation methods
have been described in the literature, including: re-
verse torque technique, piezo-surgery, high-speed
burs, elevators, extraction forceps, trephines, laser
surgery, etc.

Decision making process to keep or explant is
challenging today, especially in the current absence
of clear protocols. By many authors 50% bone loss
is defined as failure, by others 275%. There are also
those, for which the failure starts from 3 mm of bone
remaining in intimate contact with the bone [13].
The limitation given exclusively to the length of the
implant without taking into account other factors
such as the speed of resorption progression, patient
comfort, elimination of risk factors, alternative pros-
thetic options, does not help to solve this task.

Priority is given to maximum bone preservation
and the possibility of subsequent replantation. Ide-
ally, the explantation procedure would be followed
by the installation of a new implant, or by increasing
the bone supply required for simultaneous or delayed
implant insertion.
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Scopul studiului

Evaluarea factorilor etiologici a complicatiilor in
reabilitarea implanto-protetica si analiza comparati-
va a metodelor de management disponibile.

Materiale si metode

Cercetarile clinice au la bazd studiul clinic pro-
spectiv, efectuat timp de un an (2021—2022) in
cadrul Catedrei de chirurgie oro-maxilo-faciald si
implantologie orala ,,Arsenie Gutan® la clinica sto-
matologicd ,,Omni Dent“. Au fost inclusi 47 de paci-
enti (33 femei si 14 bérbati) dintr-un total de 80, care
s-au adresat cu complicatii ale tratamentului implan-
to-protetic. Au fost exclusi din studiu 37 pacienti,
care din diferite motive nu au urmat niciun trata-
ment. Varsta medie a pacientilor este de 50,3 ani, cu
valoarea minimad — 24 ani si cea maxima — 69 ani.

Numdrul total de implante dentare endoosoase
supuse studiului este 108.

Parametrii de interes au fost: sexul, varsta paci-
entilor, numarul implantelor afectate, localizarea pe-
riimplantitei dupa localizarea dintilor si repartizarea
pe maxilare, posibili factori etiologici, repartizarea
defectelor dupd Schwarz, nivelul rezorbtiei osoase,
tratamentul aplicat.

Datele preluate din materialul de studiu au fost
prelucrate in programul SPSS cu determinarea frec-
ventelor, valorilor medii, valorilor minime si maxi-
me, deviatiei si erorii standard, intervalelor de incre-
dere de 95%, comparatia fiind efectuatd prin metoda
ANOVA.

Pentru diagnosticarea preoperatorie si observatia
postoperatorie au fost utilizate date clinice (exame-
nul subiectiv §i obiectiv a pacientelor) si paraclinice
(examenul fotografic si utilizarea imaginilor radio-
grafice).

Preoperator, in timpul consultarii pacientilor au
fost discutate planurile de tratament, conditiile de re-
alizare a acestora, posibile riscuri si complicatii, me-
najarea lor, predictibilitatea metodelor, cu semnarea
in final al acordului informat.

In toate tehnicile de tratament pentru anestezia
loco-regionald a fost folositd solutia 4% de articaind
(Oralbloc). In dependenta de situatia clinicd, extin-
derea si forma defectului s-au aplicat tehnicile de
acces, rezective, regenerative sau s-a recurs la explan-
tare. Debridarea s-a realizat in concordanta cu eta-
pele protocolului standard cu utilizarea chiuretelor
speciale din titan i tipsurile ultrasonice de teflon. In
cadrul tratamentului in calitate de material de aug-
mentare a defectului osos s-a folosit material xeno-
gen BioOss (sau altul disponibil la moment) in com-
binatie sau fara rumegus de os colectat in vecinitatea
defectului, materialul sintetic Kolapol KP-3LM. De
asemenea, pentru facilitarea procesului de vindecare
s-au folosit membranele A-PRE bogate in trombocite
si factori de crestere.

Explantarea s-a efectuat dupa indicatii absolute
si relative. Indicatie absolutd cétre explantare o con-
stituie mobilitatea clinicd a implantului. Indicatiile

The purpose of the study

Evaluation of etiological factors of complications
in implant-prosthetic rehabilitation and comparative
analysis of available management methods.

Materials and methods

The clinical research is based on the prospective
clinical study, carried out for one year (2021—2022)
within the Department of Oral-Maxillo-Facial Sur-
gery and Oral Implantology ,,Arsenie Gutan® at the
dental clinic ,Omni Dent®. We included 47 patients
(33 women and 14 men) from the total of 80, who
addressed with complications of implant-prosthetic
treatment. 37 patients were excluded from the study,
who for various reasons did not follow any treatment.
The average age of the patients is 50.3 years, with the
minimum value — 24 years and the maximum — 69
years.

The total number of endoosseous dental implants
under study is 108.

The parameters of interest were: gender, age of
the patients, number of affected implants, spread-
ing of peri-implantitis according to the teeth loca-
tion and distribution between the jaws, possible
etiological factors, distribution of defects according
to Schwarz classification, level of bone resorption,
treatment applied.

The data extracted from the study materials were
processed in the SPSS program with the determina-
tion of frequencies, average values, minimum and
maximum values, standard deviation and error, 95%
confidence intervals, the comparison being carried
out by the ANOVA method.

Clinical data (subjective and objective examina-
tion of patients) and para—clinical data (photographic
examination and radiographic images) were used for
preoperative diagnosis and postoperative observation.

Preoperatory, during the patients consultation,
the treatment plans, the conditions for their imple-
mentation, possible risks and complications, their
management, the predictability of the methods were
discussed, completed by the signing of the informed
consent.

In all treatment techniques for local anaesthesia
4% articaine solution (Oralbloc) was used. Depend-
ing on the clinical situation, the extent and the shape
of the defect were used flap, resective or regenerative
techniques, otherwise explantation approach was ap-
plied. Debridement was performed according to stan-
dard protocol steps using special titanium curettes
and Teflon ultrasonic tips. During the treatment,
xenogeneic material BioOss (or another currently
available) was used as a bone defect augmentation
material in combination with or without bone shav-
ings collected in the proximity of the defect, as well
as the synthetic material Kolapol KP-3LM. A-PRF
membranes, rich in platelets and growth factors, were
also used to facilitate the healing process.

Explantation was performed according to abso-
lute or relative indications. The clinical mobility of



relative includ pierderea contactului intim a supra-
fetei implantare cu osul >2/3, implantele lamd cu pe-
riimplantita, implantele fracturate etc. In dependenta
de situatie clinica indicatiile cétre explantare se lar-
gesc. Eliberarea implantului s-a efectuat prin tehnica
ytorque-lui invers® cu ajutorul cheii dinamometrice
sau cu ajutorul trepanului Trephin.

Rezultate obtinute

Durata medie a maladiei de la inceputul mani-
festarilor subiective pand la momentul adresarii, din
spusele pacientilor, constituie 1,9 ani, cea minima fi-
ind 0,3 ani si cea maxima respectiv — 4,0 ani.

Numarul de implante a constituit 108, majorita-
tea fiind de stadiul II (demontabile) — 99 (91,7%)
unitati, urmate de implante tip ,,Jlama“ — 6 (5,6%) si
de implante de stadiul I (monolite) — 3 (2,8%) uni-
tai.

Durata medie de functionare a implantelor pana
la adresare cu acuze din partea pacientilor constituie
5,45 ani cu valorile cuprinse intre 1 an (minim) si 15
ani (maxim).

Cu referire la repartizarea implantelor in creas-
ta alveolard, ce corespunde pozitiei dintilor, se poate
mentiona céd din cele 108 implante in studiu, cele mai
des afectate au fost implantele, situate in pozitia din-
telui 6 in toate cele 4 cadrane — 52 (38,8%), urmate
de cele din pozitia d.7 — 19 (17,6%), mandibula fiind
mai predispusd comparativ cu maxila in proportie de
66/42 (Fig.1).

Din totalul de 108 implante cele mai multe com-
plicatii biologice au constituit periimplantitele — 91
(84,2%) cazuri, urmate de — 10 (9,3%) implante,
care nu au prezentat osteointegrare (lipsa semnelor
de inflamatie, destruc- 20
tiilor osoase); mucozi-
td periimplantard — 4
(3,7%) si periimplanti-
td apicald — 2 (1,9%).

Analiza diagramei
din fig.1 ne-a permis
sd obtinem urmatoa-
rele rezultate. Numa-
rul total de implante
analizate a fost de
237, din care cu nu-
mér de 108 implante
(45,6%) au constituit
implantele afectate de
periimplantita, 129 de
implante (54,4%) au
fost implante intacte.
Concluzionam ca pro-

B Periimplantita
200 "

® impl, Intacte

Total Implante

100

50

d.1 d.2 d3

;28 3
6 68 s il
4 4
Pozigia implard@iui d.6 d.7 Total
Fig.1: Distributia periimplantitei (numdrul implantelor), aimplantelor intacte
(neafectate de periimplantitd) si a numarului total de implante repartizate in
corespundere cu localizarea dintilor.

Fig.1: Distribution of peri-implantitis (number of implants), intact implants
(not affected by peri-implantitis) and total number of implants distributed
according to tooth location.

the implant represents absolute indication for ex-
plantation. Relative indications include loss of inti-
mate contact of the implant surface with bone >2/3,
blade implants with peri-implantitis, fractured im-
plants, etc. Depending on the clinical situation, the
indications for explantation widen. The release of the
implant was performed threw ,,reverse torque® tech-
nique with the help of the torque wrench or with the
Trephin cutters.

Results

According to the patients, the average duration
of the disease from the beginning of the subjective
manifestations to the time of addressing is 1.9 years,
the minimum being 0.3 years and the maximum re-
spectively — 4.0 years.

The number of implants was 108, the majority rep-
resenting stage II (demountable) type — 99 (91.7%)
units, followed by ,,blade type implants — 6 (5.6%)
and stage I implants (monolithic) — 3 (2.8%) units.

The average functional period of the implants
until the patients complaints occur is 5.45 years
with valuesbetween 1 year (minimum) and 15 years
(maximum).

As to the distribution of implants in the alveolar
ridge, according to the position of the teeth, it can be
mentioned that among all 108 implants in the study,
the most frequently affected were the implants lo-
cated in the position of tooth d.6 in all 4 quadrants
— 52 (38.8%), followed by those in position d.7 — 19
(17.6%), the mandible being more prone compared
to the maxilla in a proportion of 66/42 (Fig.1).

From the total of 108 implants, the most frequent
biological complications were peri-implantitis — 91

237 (84.2%) cases, fol-
lowed by — 10 (9.3%)
implants, which did
not present osseointe-

129 gration (lack of signs
of inflammation, bone
destruction); peri-im-
plant mucositis — 4
19 (3.7%) and apical peri-
implantitis — 2 (1.9%).

Analysis of the
diagram (fig.1) al-
lowed us to obtain
the following results.
The total number of
implants analyzed was
237, of which 108 im-
plants (45.6%) were
implants affected by

108

Neclare I ¢
portia implantelor in-  absenta functiel 8 peri-implantitis, 129
tacte predomini fata i i implants (54.4%) were
rtopedice I ¢

de implantele afecta-

intact implants. We

te de periimplantita.
La analiza repartiza-
rii implantelor dupi
localizarea  dintilor

Igiena precars NN 0

o 10 20 30 40 50

Numarul complicafiilor
Fig.2: Posibile cauze a complicatiilor
Fig.2: Possible causes of complications

conclude that the pro-
portion of intact im-
plants predominates
over implants affected
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se observa pastrarea
aceleasi tendinte cu
exceptia  localizérii
implantelor la nivelul
d6, astfel din 89 de
implante 52 (58,4%)
revin implantelor cu
periimplantita fatd de
37 (41,6%) pe contul
implantelor  neafec-
tate. Aceeasi situatie
in studiul nostru se
determind pentru po-
zitia d.1, insd din ca-
uza numarului mic,
defectele nu pot fi
luate in consideratie.
Din aceste observatii
concluziondm ca rata
complicatiilor ramane
a fi una destul de inal-
ta, constituind 45,6%
cu predominarea
complicatiilor la nive-
lul d.6 cu 58,4%, ceea
ce depéseste proportia
pentru implantele in-
tacte. Precdutand cau-
zele afectarii la nivelul
d.6 mai mult compa-
rativ cu alte regiuni
putem presupune im-
portanta  conditiilor
insuficiente de igiena
si fortele de mastica-
tie mai mari la acest
nivel. Pentru prein-
timpinarea  compli-
catiilor recomandim
selectarea implantelor
cu dimensiuni mai
mari (d/l), utilizarea
implantelor tissue-le-
vel, facilitarea igienei
cavitdtii bucale.
Studiul a permis de
a determina posibilele
cauze a complicatiilor
susmentionate i o sis-
tematizare, prezentatd
in fig.2. Erorile orto-
pedice (necorespun-
derea  constructiilor

protetice, lipsa adaptérii pasive, margini debordante
etc.), in cazul a 54 (47,8%; 1T 95% [46,8-62,63]) im-
plante, au avut cel mai mare impact in dezvoltarea

complicatiilor.

0
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Fig.3: Distribution of the bone defects according to Schwarz classification
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Fig.3: Repartizarea defectelor pe clase, dupa Schwarz

Fig.4: Managementul complicatiilor (numarul implantelor)

Fig.4: Management of complications (number of implants)
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Fig.5: Managementul perimplantitei prin explantare vs tratament

ulterioara.

Fig.5: Management of peri-implantitis by explantation vs conservative
treatment and subsequent rehabilitation.
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by  peri-implantitis.
As for the distribution
of implants within the
arcade, the same trend
can be observed, ex-
cept for the d.6 lo-
cation, so out of 89
implants, 52 (58.4%)
belong to implants
with peri-implantitis
versus 37 (41.6%) un-
affected implants. The
same situation in our
study is determined
for position d.1, but
due to the small num-
ber of cases, these de-
fects cannot be taken
into consideration. So
we conclude that the
percentage of compli-
cations remains quite
high, constituting
45.6% with the pre-
dominance of com-
plications at the d.6
level (58.4%), which
exceeds the propor-
tion for intact im-
plants. Looking for
the causes of the dam-
age at level d.6 higher
compared to other
regions, we can as-
sume the importance
of insufficient hygiene
conditions and higher
chewing forces at this
level. To prevent com-
plications, we recom-
mend the selection of
implants with larger
dimensions (d/l), the
use of tissue-level im-
plants, the facilitation
of oral cavity hygiene.

The study made it
possible to determine
the possible causes of
mentioned above com-
plications and a sys-
tematization, shown
in fig2. Orthopedic

errors (mismatch of prosthetic constructions, lack of
passive adaptation, overflowing edges, etc.), in the case
of 54 (47.8%; 95% CI [46.8-62.63]) implants, had the

highest impact in the development of complications.
It should be noted that such factors as residual

Este de mentionat ci asa factori ca cimentul re-

zidual la 14 (13,9%) unitéti, fractura a 10 (9,3%) im-
plante, suprasolicitare in 10 (9,3%) cazuri la fel au

cement in 14 (13.9%) units, fracture of 10 (9.3%) im-
plants, overload in 10 (9.3%) cases were also consid-



fost considerate erori ortopedice fira a le include in
categorii aparte. Un impact major in aparitia afecti-
unilor periimplantare a avut si nerespectarea igienei
orale de citre pacienti si a constituit 20 (18,5%) de
implante. Imposibilitatea de a mentine o igiend co-
respunzitoare la nivel local este determinatd si de
constructiile ortopedice deficitare §i nu totdeauna
este legatd de deprinderile si abilitétile pacientului.

Morfologia defectelor a fost apreciatd prin ma-
surari intraoperatorii cu ajutorul sondei parodonta-
le sau pe imagini radiografice. S-a atras atentia la
extinderea resorbtiei supraosoase si a celei intrao-
soase. Defectele periimplantare s-au clasificat dupa
Schwarz, astfel celor supraosoase fiind atribuitéd Cla-
sa I, celor intraosoase — Clasa I.

Pentru resorbtia periimplantard de Clasa II s-a
calculat o medie pentru fiecare defect periimplantar,
iar pentru leziunile de Clasa I s-a masurat adancimea
resorbtiei in 4 puncte: mezial (M), distal (D), oral (O)
si bucal (B). Resorbtia supraosoasid medie a consti-
tuit 1,79 mm cu valoare minima de 0,00 mm si cea
maximéd — 6,00 mm. Pentru resorbtia intraosoasa au
fost calculate mediile urmatoare: M — 3,84 mm, D
— 3,78, 0 — 3,57, B — 4,05.

Toate defectele au fost repartizate in clase si sub-
clase, conform clasificarii lui Schwarz. S-a constatat,
ca defectele de Clasa I au fost — 30, cele de Clasa
II — 7, cele combinate au alcatuit majoritatea — 60,
avand in componenta sa elementele din Clasa I si II.
In 12 de cazuri nu a putut fi aplicata clasificarea lui
Schwarz pentru ca se referd la defectele in jurul im-
plantelor de tip ,,Jlama® precum si defectele volumi-
noase cu o morfologie inapreciabila (Fig.3).

O caracteristicd importantd pentru luarea deci-
ziilor in tratamentul afectiunilor periimplantare este
adincimea defectului, raportata la lungimea implan-
tului. Cele mai multe situsuri implantare au fost afec-
tate pe toatd (1/1) lungimea implantului — 51 (47,6%)
de cazuri, urmate de afectarea a 1/3 din lungime — 22
(20,4%) si 2/3 din lungime — 15 (13,9%) etc.

Din totalul de procedee terapeutice, la explantare
s-a recurs in 72 (66,7%) de cazuri. Tratamentul s-a
intreprins in 34 (31,5%) de cazuri, din care tehnici
chirurgicale — in 24 de cazuri si nonchirurgicale —
in 8 cazuri (Fig.4). Din tehnici chirurgicale: de acces
— 4, regenerative — 19, rezective — 1.

Din 72 de explantari, dupa vindecarea situsurilor
respective s-a efectuat 27 (38%) reimplantari, ceea
ce constituie 25% din numarul total de implante din
studiu. Din 34 de tratamente intreprinse, in 6 (17,6%)
cazuri s-a observat o stabilizare a procesului inflama-
tor, ceea ce corespunde a 5,5% din toate implantele
din studiu. (Fig. 5)

Discutii

Chirurgia de acces (cu lambou) reprezinta inter-
ventii destul de conservative in comparatie cu altele
2, chiar dacd constau in decolarea lamboului (fig.6).
Conditia centrala aici este prezenta tesutului sdnétos
si suprafetei implantare curate. Obiectivul este de a

ered orthopedic errors without including these ones
in separate categories. A major impact in the occur-
rence of peri-implant diseases was also the non-
compliance with oral hygiene by the patients and
constituted 20 (18.5%) implants. The impossibility of
maintaining proper hygiene at the local level is also
determined by poor orthopedic constructions and is
not always related to the patient’s skills and abilities.

The morphology of the defects was assessed by
intra-operative measurements with the periodontal
probe or on radiographic images. Attention has been
drawn to the extent of supra-osseous and intra—osseous
resorption. The peri-implant defects were classified ac-
cording to Schwarz, thus the supra—osseous ones were
assigned Class II, the intra—osseous ones — Class 1.

For Class II peri-implant resorption, an average
value was calculated for each peri-implant defect, and
for Class I lesions, the depth of resorption was mea-
sured in 4 points: mesial (M), distal (D), oral (O) and
buccal (B). The average supra—osseous resorption was
1.79 mm with a minimum value of 0.00 mm and a
maximum value of 6.00 mm. The following average
values were calculated for intra—osseous resorption:
M —3.84 mm, D — 3.78, 0 — 3.57, B — 4.05.

All defects were divided in classes and subclasses
according to Schwartzs classification. It was found that
Class I defects were — 30, Class II — 7, the combined
ones made up the majority — 60, having in its composi-
tion elements from Class I and II. In 12 cases Schwartz’s
classification could not be applied because it refers to
defects around ,,blade” type implants, as well as bulky
defects with an inestimable morphology. (Fig.3)

An important characteristic for decision-making
in the treatment of peri-implant diseases is the ratio
between the depth of the defect and the length of the
implant. Most implantation sites were affected on the
entire (1/1) length of the implant — 51 (47.6%) cases,
followed by those with the damage on 1/3 of the length
— 22 (20.4%) and 2/3 of length — 15 (13.9%) etc.

From the total number of therapeutic proce-
dures, explantation was applied in 72 (66.7%) cases.
The treatment was undertaken in 34 (31.5%) cases
including surgical techniques — in 24 cases and
non-surgical techniques — in 8 cases (Fig.4). Surgi-
cal techniques were performed using following tech-
niques: flap technique — 4, regenerative — 19 and
resective one — 1.

Out of 72 explantations, after healing of the re-
spective sites, 27 (38%) re-implantations were per-
formed, which constitutes 25% of the total number
of implants in the study. Out of 34 treatments under-
taken, in 6 (17.6%) cases a stabilization of the inflam-
matory process was observed, which corresponds to
5.5% of all implants in the study. (Fig. 5)

Discussions

Access surgery (flap surgery) represents fairly
conservative interventions compared to following
two, even if they consist of reflecting the flap (fig.6).
The main condition is the presence of healthy tis-
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Fig.6: Tehnica chirurgicala de acces (cu lambou), pacienta TR/f, 46 ani; a - aspect endooral, decolarea lamboului si inldturarea tesutului de
granulatie; b - decontaminarea chimica prin aplicarea locald a antibioticului (Tetraciclina). (Cazuistica OmniDent)

Fig.6: Access (flap) technique, patient TR/f, 46 years; a - endooral aspect, reflecting the flap and removing the granulation tissue; b - chemical
decontamination through the local application of the antibiotic (Tetracycline). (Omni Dent Cases)

Fig.7: Tehnica chirurgicald rezectiva la pacientul P/b, 48 ani; a — aspect endooral dupa decolarea lamboului si inlaturarea tesuturilor de
granulatie; b - aspect dupd implantoplastie (slefuirea implantului cu freze pentru a reda suprafata neteda); (Cazuistica Omni Dent)

Fig.7: The resective technique, patient Pl/b, 48 years old; a — endooral aspect after flap reflection and removal of granulation tissue; b - aspect
afterimplantoplasty (grinding the implant with burs to restore a smooth surface) (Omni Dent Cases)

Fig.8: Tehnica regenerative la pacienta TL/f, 52 ani; a - aspectul dupa decolarea lamboului si inlaturarea tesutului de granulatie; b - aplicarea
materialului de augmentare. (Cazuistica Omni Dent)

Fig.8: Regenerative technique, patient TL/f, 52 years old; a - aspect after reflection of the flap and removing the granulation tissue; b - insertion

72 of augmentation material. (Omni Dent Cases)



Fig.9: Tehnica explantarii cu freza trepan la pacientul PL/b, 54 ani; a - aspectul endooral al implantului cu coletul fracturat; b — aspect al frezei
trepan; ¢ — aspect al implantului explantat cu portiune de os. (Cazuistica Omni Dent)

Fig.9: Explantation technique with a trephine drill, patient PL/b, 54 years old; a - the endooral aspect of the implant with the fractured neck;
b — aspect of the trephine cutter; ¢ — aspect of the extracted implant with a bone fragment. (Omni Dent Cases)

Fig.10: Tehnica “torque-lui invers”la pacientul NV/b, 53 ani; a - aspect endooral, aplicarea torque-lui invers; b - implantul extras. (Cazuistica
Omni Dent)

Fig.10: The "reverse torque" technique, patient NV/b, 53 years old; a - endooral aspect, application of the ratchet; b - the extracted implant.
(Omni Dent Cases)

Fig.11: Tehnica bisturiului i clestelui in inlaturarea implantelor tip lama la pacienta FM/f, 54 ani; a - aspect endooral, se determind o rezistentd
la explantare datorita fibrointegrarii; b - defectul osos masiv, se observa fascicolul vasculo-nervos alveolar inferior. (Cazuistica Omni Dent)

Fig.11: Scalpel and forceps technique in the removal of blade type implant, patient FM/f, 54 years; a - endooral aspect, a resistance to
explantation is determined due to fibrointegration; b - the massive bone defect, the lower alveolar vasculo-nervous fascicle. (Omni Dent Cases)

micsora punga periimplantard prin intermediul epi-
teliului conjunctiv lung. In studiul de fati tehnica
data a fost aplicata pe 4 implante. Dovezile stiintifice
pro sau contra acestei abordéri sunt modeste. Ob-
servatia de cea mai lunga duratd a fost efectuatd de
Hetz-Mayfield et al. (2016) cu solutionarea afectiunii
in 63% de cazuri. S-a observat cd unul dintre factorii
de succes de baza a fost nivelul rezorbtiei osoase ina-

sue and a clean implant surface. The goal is to de-
crease the peri-implant pocket by means of the long
connective epithelium. In the present study this
technique was applied to 4 implants. The scientific
evidence for or against this approach is modest. The
longest observation was made by Hetz-Mayfield et
al. (2016) with resolution of the disease in 63% of
cases. One of the main success factors was observed
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intea interventiei (95% CI 0,6-49,5). De asemenea s-a
constatat ca sansele la vindecare complectd in terapia
cu lambou sunt mai bune la implantele frezate [11].

Chirurgia rezectivd este un scenariu terapeutic
in care se recurge la modificarea arhitecturii a tesutu-
rilor moi sau dure cu scopul de a micsora punga pe-
riimplantard si imbunatati posibilittile igienei orale
(fig.7). Se realizeaza prin repozitia apicald a lambo-
ului cu crearea unui nou atasament clinic. In acest
studiul tehnica datd a fost aplicatd doar intr-un caz.
Pentru sporirea predictibilitdtii sunt utilizate astfel
de procedee intraoperatorii precum implantoplastia,
antibioterapia locala si modificérile calitative a tesu-
turilor moi. Eficacitatea implantoplastiei in chirurgia
rezectiva a fost confirmata de Romeo et al., iar Bi-
anchini et al. (2019) folosind tehnica datd au primit
87% de vindecare la nivel de implante si 83% la nivel
de pacienti, cu pierderea a 13% de implante [3]. Prin-
tre dezavantaje se poate mentiona sldbirea rezistentei
la fracturd pand la 32% din cauza subtierii metalului.
De aceea o atentie deosebita trebuie atrasa la implan-
te cu diametrul mic [9]. Un alt dezavantaj intalnit
adeseori este aspectul estetic compromis prin denu-
darea implantului. Aceste dezavantaje explica refuzul
pacientilor dar si nehotérérea specialistilor catre uti-
lizarea acestei metode de tratament, fapt demonstrat
si in studiul nostru.

Chirurgia reconstructivd consta in regenerare
osoasa a defectelor ca rezultatul resorbtiei de natura
infectioasa in periimplantitd (fig.8). Presupune fo-
losirea grefelor de os cu sau fara membrane de sus-
tinere. Mult timp aceste tehnici erau privite cu ne-
incredere [16]. In studiul nostru tehnica dati a fost
aplicata pe 19 implante. Schwarz at al. a demonstrat
intr-un studiu [15] ca defectele de Clasa Ie pot fi tra-
tate cu succes prin acesta tehnicd, in timp ce Clasa Ib
si Ic prezintd un risc sporit de esec, mai ales in de-
hiscente localizate bucal. Un rezultat favorabil si mai
predictibil il oferd combinarea metodei regenerative
cu cea rezectivd in periimplantita cu defecte adanci.
Alegerea metodei potrivite trebuie sa se bazeze pe un
diagnostic minutios si o planificare riguroasa. Nici-
una din tehnici nu este perfectd. Un rol deosebit il
are igiena personala si cea profesionala in mentinerea
rezultatului scontat.

Explantarea adeseori este o metoda de electie in
caz de resorbtie progresiva de os in conditiile de in-
fectie periimplantara, in cazul osteointegrarii precare
sau chiar in scopuri profilactice pentru a preintampi-
na pierderea progresivd, rapida a osului, conditie in
care leziunea poate afecta implante sau dinti vecini
sau structuri anatomice invecinate.

Explantarea prin frezarea cu trepanuri (lame
cilindrice) — este pe larg utilizatd fiind consideratd
o metoda standard. In studiul nostru s-a recurs prin
aceasta tehnicd la explantarea a 6 implante. Drept in-
dicatii au servit situatiile in care tehnica torque-lui
invers nu a dat rezultate sau cand coletul implantului
a fost fracturat si nu a fost este posibil de adaptat in-
strumentul (Fig. 9).

to be the level of bone resorption before the interven-
tion (95% CI 0.6-49.5). It has also been found that
the chances of complete healing in flap therapy are
better with milled implants [11].

Resective surgery is a therapeutic approach meant
to modify the soft or hard tissue architecture in order
to decrease the peri-implant pocket and improve the
possibilities of oral hygiene (fig.7). It is performed by
apical repositioning of the flap with the creation of a
new clinical attachment. In this study this technique
was applied in only one case. To increase predictabil-
ity, such intra-operative procedures as implantoplasty,
local antibiotic therapy and qualitative changes of soft
tissues are used. The effectiveness of implantoplasty
in resective surgery was confirmed by Romeo et al.,
and Bianchini et al. (2019) who through this technique
received 87% healing at the implant level and 83% at
the patient level, with 13% implant loss [3]. Among the
disadvantages can be noted the weakening of the frac-
ture resistance up to 32% due to the thinning of the
metal. That is why special attention should be drawn
to implants with a small diameter [9]. Another disad-
vantage often encountered is the aesthetic appearance
compromised by the denudation of the implant. These
disadvantages explain the refusal of patients and the
indecision of specialists to use this method of treat-
ment, a fact also demonstrated in our study.

Reconstructive surgery includes the bone regen-
eration of defects resulted from resorption of an in-
fectious nature in peri-implantitis (fig.8). It involves
the use of bone grafts with or without supporting
membranes. For along time these techniques were re-
garded with distrust [16]. In our study, the given tech-
nique was applied to 19 implants. Schwarz et al. dem-
onstrated in a study [15] that Class Ie defects can be
successfully treated with this technique, while Class
Ib and Ic present an increased risk of failure, espe-
cially in buccally localized dehiscences. A favourable
and more predictable result is provided by the com-
bination of the regenerative and the resective method
in peri-implantitis with deep defects. Selection of the
right method should be based on a thorough diagno-
sis and rigorous planning. Neither technique is per-
fect. A special role is played by personal and profes-
sional hygiene in maintaining the expected result.

Explantation is often a method of choice in case
of progressive bone resorption in the conditions of
peri-implant infection, in case of poor osseointegra-
tion or even for prophylactic purposes to prevent
progressive and rapid bone loss, a condition in which
the lesion may affect neighbouring implants, teeth or
adjacent anatomical structures.

Explantation by milling with trephines (cylin-
drical blades) — is widely used and considered a
standard method. In our study, this technique was
used to explant 6 implants. The situations in which
the reverse torque technique did not give results or
when the implant neck was fractured and it was not
possible to adapt the ratchet served as medical indi-
cations for this approach. (Fig. 9)



Aceeasi parere o intlnim in recomandarile lui
Solderer et al (2019). Frezele date ar trebui sa fie fo-
losite doar in cazurile cAnd nu poate fi aplicaté nici o
alta tehnica alternativa mai putin invaziva. Obligator,
trebuie luata in consideratie anatomia locald pentru
siguranta manoperei chirurgicale. Au fost descrise
cazuri de fracturd a mandibulei, compromiterea din-
tilor vecini, lezarea formatiunilor anatomice, osteo-
mielita etc [4].

Metoda torque-lui invers (Fig.10) este considera-
td de Froum et al (2011) cea mai putin traumatica si
permite pastrarea osului periimplantar [8]. In studiul
nostru aceastd tehnicd a fost cea de electie fiind utili-
zata de fiecare data cind era posibil (15 implanturi).

Atunci cand torque-ul aplicat depéseste 200 Ncm
se recomandd folosirea trepanului. Unii autori re-
comanda folosirea acestei tehnici in cazul prezentei
osului restant de 4 mm. Dacd acest indiciu este >4
mm, este recomandatd combinarea cu alte tehnici
rezective, in caz contrar apare riscul de fractura a
implantului. In zonele cu densitatea D3 — D4 aceste
reguli pot fi ignorate si poate fi utilizatd aceastd me-
toda, chiar in conditiile unui implant aproape total-
mente osteointegrat.

Tehnica bisturiului si clestelui este folosita ex-
clusiv pentru implantele de tip ,Lincow®, care sunt
ancorate in os printr-o combinatie de osteointegra-
re si ,fibroosteointegrare Folosirea bisturiului este
esentiald deoarece explantarea aparent usoara nu se
va produce pana cand tesutul conjunctiv nu va fi sec-
tionat. Aceleasi momente au fost observate si in cazul
studiu nostru in care s-au explantat 6 implante de tip
»lamd“ (Fig. 11).

Implantarea repetatd in situsurile implantare
esuate prezintd o provocare pentru clinicisti pentru
cé osul alveolar este in majoritatea cazurilor redus in
volum. Aceasta situatie este mult mai critica cind ca-
uza esecului este periimplantita, rezultand de obicei
in defecte osoase voluminoase [18].

De multi autori in schimb, se presupune ca dimi-
nuarea incarcaturii bacteriene prin inlaturarea im-
plantului infectat, inldturarea {esutului de granulatie
printr-un chiuretaj pe mésura a situsului si deconta-
minarea mecanicé prin forarea cu o freza de un di-
ametru mai mare creste probabilitatea supravietuirii
noului implant. Mai mult, supravietuirea implantelor
instalate imediat in situsurile infectate si neinfectate
nu demonstreaza diferente statistic semnificative, la
fel cum implantele pot fi instalate dupa extractia unui
dinte compromis endodontic sau periodontic [5,6].

Implantarea repetata dupd Gomez et al (2018) de-
monstreazd rata supraviefuirii moderata, aproape de
89% de implante, instalate in situsuri cu o istorie de
un singur epizod de esec in anamneza si 67,1% in si-
tusuri cu 2 epizoade precedente de esec [10]. Anitua
et al intr-un studiu retrospectiv recent (2021) relatea-
za despre 81% de implante inserate secundar, care au
demonstrat o resorbtie medie <0,5 mm in perioada
de 3 ani [1]. Carcuac et al la rAndul lor au raportat
rata de doar 57% de implante dupa 3 ani de follow-

The same opinion is found in the recommen-
dations of Solderer et al (2019). Such kind of burs
should only be used in cases where no alternative,
less invasive technique can be applied. Mandatory,
the local anatomy must be taken into account for the
safety of the surgical procedure. Cases of fracture of
the mandible, compromise of neighbouring teeth,
damage to anatomical structures, osteomyelitis, etc.
have been described [4].

The reverse torque technique is considered by
Froum et al (2011) to be the least traumatic and al-
lows preserving the peri-implant bone [8]. In our
study, this technique was the one of choice, being
used every time it was possible (15 implants).

When the applied torque exceeds 200 Ncm it is
recommended to use the trephine. Some authors
recommend using this technique in the presence of
4 mm of remaining bone. If this index is >4 mm, it
is recommended to combine it with other resective
techniques, otherwise there is a risk of fracture of the
implant. In areas with D3 — D4 bone density these
rules can be ignored and this method can be used,
even in the conditions of an almost totally osseoin-
tegrated implant.

The scalpel and forceps technique is used ex-
clusively for ,,Lincow type implants, which are an-
chored in the bone through a combination of osseo-
integration and ,.fibrous-osseointegration The use
of the scalpel is essential because the apparently easy
explantation will not occur until the connective tis-
sue has been sectioned. The same moments were ob-
served in the case of our study where 6 ,,blade® type
implants were explanted. (Fig.11)

Repeated implantation in failed implant sites
presents a challenge for clinicians because the alve-
olar bone is in most cases reduced in volume. This
situation is much more critical when the cause of
failure is peri-implantitis, usually resulting in bulky
bone defects [18].

By many authors instead, it is assumed that de-
creasing the bacterial load by removing the infected
implant, removing the granulation tissue by a me-
ticulous curettage of the site, and mechanical decon-
tamination by drilling with a bur of a larger diameter
increases the probability of survival of the new im-
plant. Furthermore, the survival of implants imme-
diately placed in infected and uninfected sites does
not demonstrate statistically significant differences,
just as implants can be placed after extraction of an
endodontically or periodontally compromised tooth
[5,6].

Repeated implantation according to Gomez et al.
(2018) demonstrates a moderate survival rate nearly
89% of implants placed in sites with a history of a sin-
gle episode of failure in the anamnesis and 67.1% in
sites with 2 previous episodes of failure [10]. Anitua
et al. in a recent retrospective study (2021) report on
81% of secondarily inserted implants demonstrating
mean resorption <0.5 mm over 3 years [1]. Carcuac
et al. on the other hand reported a rate of only 57%
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up dupd tratamentul chirurgical a periimplantitei. In
studiul nostru in toate cazurile s-a recurs la implan-
tare repetatd amanata dupd 4-6 luni de la explantare
pentru a permite regenerarea adecvatd a tesuturilor
dar si obtinerea unui mediu steril la nivelul situsu-
rilor implantare. Aceastd tacticd de tratament s-a
dovedit a fi optimala in viziunea noastra, ea fiind ac-
ceptatd de catre medici pentru siguranta, manipulatii
chirurgicale mai lejere dar si de citre pacientii mai
precauti.

Prin urmare, se poate conclude, ca substitutia
implantului afectat de periimplantitd demonstreaza
rezultate promitétoare si superioare in comparatie cu
rezultatele tratamentului chirurgical conservativ cu
mentinerea implantului evaluand criteriile de supra-
vietuire a implantului si stabilitatea osului marginal.

Concluzii

1. Literatura de specialitate se completeaza con-
stant cu date noi, privind studiile asupra etiologiei,
diagnosticului i metodelor de tratament a periim-
plantitei.

2. Durata medie de functionare a implantelor a
constituit 5 ani §i aproximativ jumatate din implante
au avut rata de supraviefuire <10 ani. Cea mai des
afectata este pozitia d.6, mandibula fiind mai predis-
pusa. Durata medie a maladiei constituie 2 ani, peri-
implantita fiind prevalenta la 84% de implante.

3. Majoritatea defectelor osoase sunt combinate
(intraosoase si extraosoase), cu addncime la sonda-
re maximd din vestibular. La jumétate din implante
adancimea defectului constituie >2/3 din lungimea
implantului.

4. Tratamentul chirurgical radical in defectele ex-
tinse (Clasa II, I1+Id, Ie) manifesta o predictibilitate
mai mare decét cel conservativ. Din 34 de implante
tratate, s-a putut observa o ameliorare in 6 cazuri, iar
din cele 72 de implante extrase s-au obtinut conditii
favorabile in toate cazurile.

Recomandari

1. Este necesar de luat in consideratie, cd in trata-
mentul maladiilor periimplantare sunt o multitudine
de factori, care influenteaza rezultatul tratamentului.

2. Reabilitarea implanto-proteticd vizeazd mai
multi specialisti (chirurg, ortoped, parodontolog),
astfel erori pot fi comise la diferite etape la fel si tra-
tamentul presupune interactiune in echipa a acestor
specialisti.

3. Intotdeauna in cazul periimplantitelor incipi-
ente sau de grad mediu se va incepe cu tratamentul
chirurgical-conservativ cu pastrarea implantului si
doar in cazul ineficientei se va recurge la cel chirur-
gical prin explantare.

4. Tratamentul trebuie inceput cit mai precoce,
pentru a stopa progresarea resorbtiei osoase patolo-
gice.

5. Sarcina principald in tratamentul periimplan-
titei este eradicarea pungilor osoase periimplantare.
Pungile stabile in timp cu adancime <5mm si cu

of implants after 3 years of follow-up after the sur-
gical treatment of peri-implantitis. In our study, in
all cases repeated implantation was realized after 4-6
months from explantation to allow adequate regen-
eration of the tissues but also to obtain a sterile en-
vironment at the level of the implantation sites. This
treatment tactic proved to be optimal in our view, it
being accepted by doctors for safety, lighter surgical
manipulations but also by more cautious patients.
Therefore, it can be concluded that evaluating the
criteria of implant survival and marginal bone stabil-
ity the replacement of the implant affected by peri-
implantitis demonstrates promising and superior re-
sults compared to the results of conservative surgical
treatment with the maintenance of the implant.

Conclusions

1. The specialized literature is constantly supple-
mented with new data, regarding studies on the eti-
ology, diagnosis and treatment methods of peri-im-
plantitis.

2. The average function time of implant was 5
years, and approximately half of the implants had a
survival rate of <10 years. The most frequently affect-
ed is position d.6, the mandible being more prone.
The average duration of the disease is 2 years, peri-
implantitis being prevalent in 84% of implants.

3. Most bone defects are combined ones (intra—
osseous and extra—osseous), with maximum probing
depth buccaly. In half of the implants, the depth of
the defect is >2/3 of the length of the implant.

4. Radical surgical treatment in extensive defects
(Class II, II+Id, II+Ie) shows greater predictability
than the conservative one. Among 34 treated im-
plants, an improvement could be observed in 6 cases,
on the other hand among 72 extracted implants, fa-
vourable conditions were obtained in all cases.

Recommendations

1. It is necessary to take into account that in the
treatment of peri-implant diseases there are a mul-
titude of factors that influence the outcome of the
treatment.

2. Implant-prosthetic rehabilitation involves sev-
eral specialists (surgeon, orthopedist, periodontist),
thus errors can be committed at different stages as
well and the treatment requires team interaction of
these specialists.

3. Always in the case of early or medium-grade
peri-implantitis, the conservative surgical treatment
will be started with the preservation of the implant,
and only in the case of inefficiency should be applied
the radical surgical treatment through explantation.

4. Treatment must be started as early as possible,
to stop the progression of pathological bone resorp-
tion.

5. The main task in the treatment of peri-implan-
titis is the eradication of peri-implant bone pockets.
Time-stable pockets with a depth of <5mm and with
an extended ,funnel shape bone defect are favour-



morfologia defectului extinsa, in formd de ,,palnie®
sunt conditii favorabile pentru tratamentul chirurgi-
cal-conservativ cu mentinerea rezultatului favorabili
indelungat.

6. Nu fiecare defect poate fi tratat prin tehnica re-
constructiva. In luarea deciziilor trebuie de pornit de
la morfologia defectului si situatia clinicd. Chirurgia
reconstructiva va demonstra rezultate mai promita-
toare in defectele intraosoase inguste si adanci.

7. Se va recurge la tehnica rezectiva cu implan-
toplastie, care are un efect inestetic doar in zonele
laterale si numai dupd un prealabil acord din partea
pacientului. Implantoplastia este o tehnica destul de
eficientd, dar cu risc sporit de fracturare a implan-
telor subtiri si cu rezultate estetice inadmisibile de
majoritatea pacientilor.

8. Utilizarea antibioticilor necesita o abordare
pragmatica si nu garanteaza tratamentul definitiv.

9. In cazurile avansate de periimplantitd trata-
mentul indreptat spre mentinerea implantului este
soldat esecului, de aceea este bine de exclus variantele
costisitoare si cu multe sedinte. In formele grave de
periimplantita se va recurge direct doar la tratamen-
tul chirurgical de explantare

10. Explantarea poate fi metoda de electie si in
defecte aparent mai putin severe, dac situatia clinic,
igiena defectuoasd, imposibilitatea adresarii la timp
a pacientului etc. impune aceastd variantd, pentru a
preintdmpina pierderile importante de esut osos.

11. Dupd tratament pacientul trebuie sa fie supus
unui protocol de mentinere riguros pe toatd perioada
functiondrii a implantului. Sunt indispensabile in-
structiuni asupra tehnicilor eliminarii biofilmului si
incurajarea de a renunta la fumat.

12. Pacientul trebuie si fie preintimpinat despre
recesiuni inevitabile a tesuturilor moi periimplanta-
re, expunerea par{ilor metalice, lirgirea spatiilor inte-
rimplantare/interdentare cu retenfia mai pronuntatd
a alimentelor si aspect estetic nefavorabil. Este nece-
sar de explicat despre posibilitdtile unei augmentari
ulterioare de esuturi moi.
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