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Implant Maintenance 

Establishing A Clinical Protocol 

By Munib Derhalli, D.M.D., M.S. 

To understand the maintenance component of implants, one 
must first understand the basics of implantology. Various styles 
and types of implants are on the market. Appropriate selection 
varies with the type of bone used with the implant and the type of 
prosthesis to be delivered, but three basic components are uni- 
versal throughout implantology. First is osseointegration: the 
attachment of bone to the implant surface as seen under a light 
microscope. Second, implants fail for two primary reasons and 
several secondary reasons. The primary reasons for failure are bio- 
mechanical overload and bacterial invasion. Bacteria that are 
pathogenic to teeth can also be detrimental to implants. There- 
fore, optimal periodontal health before proceeding with implant 
therapy is imperative, as is good oral hygiene. 

Third, the epithelial attachments that surround implants differ 
from the attachments that surround teeth. Teeth are supported by 

periodontal ligament fibers that attach vertically to the tooth and 
bone. Implants do not have a periodontal ligament attachment or 
the vertical attachment, but implants do have a circular fiber at- 
tachment. This tissue/ implant interface is known as the perimucosal 
seal. The perimucosal seal functions as the tissue barrier that pre- 
vents microorganisms and other inflammatory agents from the oral 
cavity from entering the tissues that surround the implant. It con- 
tains sulcular epithelium, and its presence is important for the 
longevity and success of the implant and prosthesis. Bacterial inva- 
sion can affect and destroy bone much more rapidly along the 
circular fiber configuration (perimucosal seal) than along the verti- 
cal fibers. As a result, implants can show signs of plaque induced 
tissue inflammation (peri-implant disease) or loss of supporting 
bone due to bacterial invasion (peri-implantitis). 

The metal most commonly used for the manufacturing of im- 
plants is Titanium. Titanium is osseophillic (bone loving), has great 
strength (as strong as steel, but much lighter), is noncorroding and 
biocompatible and is a poor electrical and heat conductor. Most 
implants are titanium-based, with a surface coating over the major- 
ity (with the exception of the coronal two to three threads) of the 
implant to allow for better osseointegration. These coatings are de- 
signed to chemically aid in bone growth. Some coatings include 
hydroxyapatite, titanium plasma spray and acid-etched materials. Titanium's major disadvantage is that it scratches easily, having a 
definitive effect on hygiene protocols. Therefore, it is indicated that 
dentists modify maintenance procedures to facilitate implant health 
with these patients. It is crucialfor hygienists to remain well-versed 
in all aspects of implant therapy, particularly to provide effective 
homecare instructions. 

Factors to be used in determining appropriate products for home- 
care include the following: 

1. Manual dexterity, 'compliance, motivation and overall 

systemic health of the patient. 

2. Prosthetic restoration design and location .. 

3. Implant abutment angulations, length and location. 
Traditional homecare regimens can be used to include a modi- 

fied Bass and C-wrap (with superfloss) flossing techniques, 
sulcabrushes, end-tuft toothbrushes, nylon-coated interproximal 
brushes and floss threaders. Successful homecare instructions should 
be individualized for each patient, and demonstrated as well as in- 
structed. Ample time should be allowed to review all aspects of 
homecare, and instructional aids should be given to the patient to 

take with them. 

The role of the hygienist in the maintenance of the implant pa- 
tient should be multifaceted. Several clinical parameters should be 
considered when setting up a successful recall program: 

1. Evaluate the patient's homecare effectiveness. 

2. Evaluate the peri-implant tissues (attachment complex). 

3. Evaluate the implant itself and the prosthetic component. 

A thorough, systematic protocol is essential to the long-term 
health and maintenance of implant patients. Implants are suscepti- 
ble to the same local factors of plaque, calculus and enzymes as 
natural dentition. However, instrumentation around implants and 
teeth differ considerably. Because Titanium scratches easily, con- 
ventional instrumentation is contraindicated for implant care. 
Several implant manufacturers have developed various types of plas- 
tic instruments. Evolution of these instruments has proven to be 
crucial with new plastic resin scalers that perform more like tradi- 
tional scalers. Care must always be taken not to disrupt the delicate 
nature of the peri-implant tissues. Sonic and ultrasonic scalers may 
be used, but with extreme caution, and only with specially designed 
plastic tip covers. Always be certain that metal-to-metal contact 
does not occur. Mild prophy pastes may be used to polish the pros- 
thesis as necessary. 

Probing around implants remains controversial, although a plas- 
tic probe should always be used. Increased probing depths may 

not always indicate disease progression. Due to the nature of the 
peri-implant fiber complex and the abutment length, probing 
depths may be larger than those normally considered healthy or 
within normal limits. Connective tissue fibers that attach to the 
implant can produce greater probing depths. During the restora- 
tion process, a longer abutment may be indicated in order to 
restore the patient to an ideal occlusion. This could result in a 
deeper probing depth due to the length of the abutment. Hygien- 
ists should be aware of this while probing, noting that an increase 
in depth does not necessarily mean disease. Good implant main- 
tenance protocol should also include radiographic evaluation, 
charting, mobility assessment and restorative evaluations. Radio- 
graphs can be used to monitor osseous changes, and should be 
recorded at baseline following prosthetic restoration-at six 
month intervals for the first year, and every 18-24 months there- 
after as necessary. Bone loss down to the first thread of the implant 
fixture is considered normal in the first year with slight varia- 
tions in subsequent years. Be prepared for the patients who 
constantly seek information from their hygienist regarding vari- 
ous aspects of dentistry. 

Dr. Derhalli is a practicin8 Periodontist in Vancouver, WA. He currently 
provides lectures about various aspects if peridental disease and implantol- 
oay. He also lectures at OHSU School if Dentistry. He can be reached at 
(360) 254-8151 or at www.periodontalconcepts.com .• 
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