IMPLANTOLOGY FACTOIDS

1. Cera One abutment.  Anteriors usually restored with Sara 1.  Can be used on the 3.75 or 4.0mm.  The Sara 1 is screw retained with a cemented restoration. 

2. Angled abutments- not for single teeth.

3. Transmucosal Healing abutment-Let it sit for 3-4 weeks for tissue forming.  It is removed and the coping is placed in its place.

4. Standard abutments are parallel sided.  Conical abutments are converging toward the incisal.

5. Noble Biocare-Fixture has a 2mm long taper at the end.

6. Order of placement-Implant fixture; cover screw (4.1mm across), abutment, prosthetic coping, prosthetic coping screw, substructure, and veneer.

7. Screws-10N titanium screws do not need changing.  20 and 32N gold/Pd screws need changing each time.  The square gold/Pd screw takes 32N and will distort inside and therefore will not come loose.  If used for a single unit restoration it will give some anti-rotation.  The standard screw is the 20N screw.  It is better for the 3-unit restoration and has less worry about anti-rotation because the fixtures are not placed in a straight line.

8. Screws-10 Newton’s connects to abutments.  20N for Noble Biocare.  32 N for the square head.  Tighten the abutments up to 20N.

9. Implant failure-usually caused by hyper occlusion or lateral forces, or some biologic reasons.  This can happen after integration too.  You need 1.0 mm of bone facial and lingual of the implant.

10. Bone Loss-Usually 1.5mm during the first five years.

11. Oradept; is a cemented abutment that accepts a screw retained or cemented restoration.

12. UCLA abutment is cemented and accepts a screw retained or cemented restoration.  It is used for the 5.0mm and up.  

13. Spacing:  Single unit fixtures 1.5mm from PDL’s.  Usually 6-7mm between teeth for fixture.  Edge to edge spacing is 3mm, or 7mm if using the 3.75mm fixture.

14. Sequence:  #2 round, 2mm twist, 2-3 pilot, and 3.75 fixture.

15. Do not place implant fixture in ascending ramus.  

16. Sinus lift procedures:  First is Caldwell Luc (open type).  Healing at least 6 months.  Second is the Sommers osteotome technique.  

17. Stability is your concern:  Use a mark 3 or 4 to gain it.  Type 4 bone is so soft you can try an osteotome to condense the bone.  Do not countersink the mark 3 or 4.  More stability options;  Under prepare the cite, Use the osteotome for condensation, or  use the acid etched double threaded Mark III or IV.  Mark IV is root form tapered,  Mark III is not.

18. Histology-difference between real teeth and implants is the absence of Sharpey’s fibers.

19. Exam of implant: Touch with hand for mobility.  Check vertical and rotation.  Check radiograph for spaces between parts if not mobile.

20. Scaling-Always use a plastic scaler.

21. Fixture size:  Going from 3.75 to 4.0mm fixture has little affect on restorative plan.  But going from 4.0 to 5.0mm will change the plan.  

22. Countersinking- Why?  Esthetics partly.  This moves the fixture apically.  This is useful if you have a limited inter arch distance or thin soft tissue.  Thin tissues will give you a gray ring of show through and countersinking would help.   We want the fixture 2-3mm apical to the CEJ.  Why, because it gives room for the emergence profile.  Countersinking is not common anymore.  Countersinking will decrease the stability if you have a shortage of cortical bone (posterior mandible).

23. Cantilevers:  Do not cantilever in a patient with natural teeth opposing your implant borne prosthesis.

24. Mark II Implant-  Parallel sided threaded polished titanium.  Mark II is self-tapping and is pointed on the end.

25. Mark III double threaded-  Better for initial stability.  Machined, polished titanium.  Does not require all the additional sections on the coronal aspect, and therefore uses less space.

26. Mark IV root form is tapered.  Double threaded implant type III and IV bone may integrate better so you use osteotyte.

27. Minimum volume for implant placement is 1.5 mm beyond the implant all around.  Stay 1.5mm from adjacent PDL’s.  Need 13mm or longer to do well with loading.  

28. If you placed implant too far facially use a UCLA and cemented abutment.  

29. Myers cone or conical abutment is screw retained final restoration.

30. Pre-molars are best restored with a 3.75 or 4.0mm fixture which will actually measure 4.1mm at the surface of the gingiva.  Strive for 13mm in length so the literature will predict longevity.  

31. Restorations in the posterior will require an extra 10mm in vertical dimension above the fixture length so you can fit the extra armamentarium over the implant to drill.

32. For the UCLA abutment you will take a transfer type fixture level impression.

33. The mark III is parallel sided and single threaded.

34. The mark IV is wider at the top to condense bone when placed.  It is also double threaded for more retention and surface are.  It is self-tapping.

35. The Cera One will have the cement line below the margin.

36. The UCLA abutment with custom screw in abutment uses a gold post screw and custom margins, which can be above the gingiva.

37. Oxide layer is 50-100 A.  It provides a reactive surface for plasma proteins.  This is basis of biocompatibility.

38. Bone/implant interface is Collagen  type 1, GAGs and Osteoid and osteonectin.  Dynamic relationship with oxide growing to 2000 A at 6 years.  Boney contact going from 50-90%.  No Sharpey’s fibers.  This is difference between teeth and implant interface with bone.  Pressure receptors do exist around implants.

39. Collagen fiber cuff:  Seals the implant from epithelial down growth.

40. Failure caused by: Infection, trauma during preparation (heat), and premature loading, overloading, lack of biocompatibility.

41. Keratinized tissue:  Not required for success.  It is desired.

42. 47C is critical temperature.  Alkaline phosphatase is damaged leading to damaged alkaline calcium synthesis.  Type 1 bone makes more heat when preparing for implant placement.

43. Buttressing bone response to a functional load.  Bundle bone where ligaments/tendons attach.

44. 0.5mm of necrotic bone is next to implant after placement.

45. Wolff’s law balks of bone remodeling as a response to stress.

46. Shim Stock is .005 inches thick.  It should slightly tug when biting tight on an implant.  The anterior incisors can contact when end to end only.  

47. Bone Density is discovered using the #2 round bur.

48. Implant emergence should target the lingual of incisal edge.   Molars screw hole is placed slightly facial of the central groove.

49. Healing time-6-9 months in maxilla, maybe more in posterior.  Six months in mandible.  Anterior mandible is 3-4 months.

50. Smoking-leads to more type IV bone.  This is the softest (posterior maxilla).

51. Bone types- I- Primarily compact bone.  II thick layer of compact surrounding small core of trabecular (anterior mandible).  III thin layer of cortical surrounding large core of dense trabecular bone.  Type IV thin layer of cortical bone surrounds core of low-density trabecular.

52. Failures- 3% in type I, II or III.  35% in type IV.

53. Schneiderian membrane-on floor of sinus.

54. Surface area of implants-increased by etching, sandblasting and by titanium plasma spray.

55. Criteria for success- Osseointegrated, absence of mobility, no discomfort, no progressive soft or hard tissue changes. 97% in mandible, 90% in maxilla.

56. Gold screws- Change every 2 years for cantilever.  No changes for non-cantilevered prosthesis.

57. Hygiene- Plastic scalers, proxibrushes with no metal surfaces, fine prophy paste, super floss.

58. Periodontal Disease- The difference between implants and teeth is that teeth have A>A. and Implants do not.  They have Spirochetes and PG and P. Intermedius.

59. Ages- do not give implants to males under 18 and females under 16. 

60. Meds known to affect bone density include-Chronic steroids or heparin.  Anti-convulsants and alcohol.

61. ASA physical status from ASA- 1 Normal healthy, 2-mild to moderate systemic disease, 3-Severe systemic disease 4-Disease is threat to life, 5-Dying patient, and 6-dead patient.

62. Caries is no threat- to implants.  Periodontal disease and especially occlusion are.

63. Delayed Immediate- means 8-10 weeks after extraction.  Delayed is 9-10 months later.

64. Cantilever length- from 1.25 to 1.75 x length of distance from front of implant row to back of row.  Anterior/posterior length.

65. Radiographs required- for implants are PA, Occlusal, Pano, and lateral ceph.

66. Over 10 mm- length mesiodistal space between teeth requires a second implant.

Implant #7 on Steve Linehan CPT USN

Implant placed on 6 April 2000.  We used a 18mm Nobel Biocare Mark III fixture.  This is a double threaded parallel-sided fixture.  It has better initial stability due to the double threaded design.  The implant remained over 1mm away from the adjacent PDL.  We placed a cover screw on the top of the fixture and did our best to gain primary closure.   Gore-Tex, the gold standard for sutures, was used.  This will be observed for a period until removal of the sutures.  I will plan to do the final restoration around 9 months from now.  About January of 2000 the second stage will be performed.  Once radiographs show osseointegration, the fixture will be uncovered and the cover screw removed and the Trans-mucosal healing abutment will be placed.  Then after 4 to 6 weeks of healing a custom abutment will be fabricated and the UCLA abutment will be placed.  Details to follow. 

The final impression was made today.  A custom try was  used that had a rise of wax covering over the place where the impression coping will extend.  A hole must be placed in the tray at the place where the coping will almost protrude through the tray.  Removal of the provisional tooth held by composite to the adjacent teeth was done.  This was not in contact with the implant.  The healing abutment was screwed off the top of the implant.  The impression coping was screwed on and the fit was verified by radiograph.  The impression tray was filled with heavy body PVS while the implant was surrounded by light body PVS.  The impression tray was seated and held for 6 minutes.  The screw on the end of the coping was flush with the surface of the tray and it was cleared of the impression material so that it could be accessed at the completion of the set.  When set the screw was unscrewed and the coping was released from the implant and it remained inside the PVS.  The healing abutment was screwed in immediately and the provisional was reattached.  A shade was taken to insure that the neck of the guide was used to determine the shade.  The translucency at the incisal of the teeth is not taken for granted when making the lab chit.

Delivery of screw retained restoration #30
Adjust proximal contacts, occlusal contacts and place the gold screw and tighten to 32 NCM.  Deliver the screw-retained restoration #30.

Delivery of screw retained restoration #30
Adjust proximal contacts, occlusal contacts and place the gold screw and tighten to 32 NCM.  Deliver the screw-retained restoration #30.

Multiple mandibular implants supporting a distal extension RPD using the Hader bar clips. 

1. Take a Pano

2. Check tightness of screws

3. Look at stability of prosthesis.  

4. Check occlusion.  If opposing an upper CD, the occlusion should not involve the anteriors in MIP.

5. If indicated, probe with a plastic probe.  Only if a problem appears with the gingiva or radiograph.

6. Remove the screws if needed and tighten the fixtures to 20 NCM.

7. Check the metal bar for cracks or defects.

8. Steam clean the bar.  

9. Tap the implants.

10. Pumice the implant fixture tip with fine to medium prophy paste with a slow speed.

11. If over 4 years remove the screws and replace the gold screws with new ones.  

12. Turn screws to 10 NCM.

13. If the patient says the RPD comes out easily, you may need to replace the Hader bar clip.

14. Try the RPD in and adjust occlusion if needed to avoid occlusion in the anterior segment.

15. Check the maxillary CD for stability and suction.

16. Adjust spots if needed.  Realize that a sore spot on the palate, especially in the anterior confirms that the occlusion on the anterior teeth has begun the combination syndrome.  Relieve the palate and adjust occlusion on the anteriors.

Delivery of a Full Gold Posterior Restoration UCLA on a 6.0mm 3I fixture.

Need torque driver set, Implant kit, gold screw to deliver and the proper screwdrivers for the operation.  The NNDC folks carry the square screw.  First, remove the healing abutment.  Place the crown and ensure it seats.  You may have to adjust the proximal contacts.  If you adjust them, make sure the healing abutment is in place during that brief time.  The gingiva will collapse into the space.  Adjust the tightest contact first.  By relieving the pressure there, the other may be relieved also.  Then, after it is seated, turn the gold screw to the point that it just begins to get tight.  Then take a radiograph to see the implant notches and check for seating of the crown.  If seated make sure the proximal contacts are letting shim stock freely pass.  .005 inches thick.  Then check the occlusion.   Implant protected means that the shim stock passes freely in MIP.  It also passes with a slight tug when biting very firmly.  Do not load the implant unless masticating.  Tighten the gold screw to 32 NCM with the torque driver.  Fill the access hole with cotton and Blue Moose.  Confirm with a new radiograph.  Then set a follow-up appointment for the next week.

One week follow up on UCLA Full Gold Posterior 6.0mm 3I fixture

Remove the PVS and cotton.  Check for mobility in the crown.  If mobile, remove the screw and replace with a new gold screw.  Check proximal and occlusal for contact.  Adjust if needed.  Place the crown.  Put cotton into the screw head.  Cover with white gutta percha heated with a flame and placed with an amalgam plugger.  Place TPH composite over the GP and cure.  Mission complete.  Patient will need a one-year follow-up.  

3III Implant over a custom UCLA abutment with a cemented overcasting

The 3III implant was placed in the anterior maxilla.  The healing time was cut by 3 months and the stage II surgery was performed.  The implant was uncovered and a transmucosal healing abutment was placed.  This healed for 4 weeks and the transfer coping impression was made.  At this appointment, the healing abutment was removed, the impression coping was screwed in and the PVS impression was made.  The impression tray was made with about 4 mm of wax relief over the area of the fixture above the occlusal plane.  A hole was placed in the tray just prior to the appointment and it was large enough for the coping to protrude or be flush with the exterior surface of the tray.  Adhesive was placed in the tray and heavy body impression material was squeezed in around the coping.  Light body was in the tray and the two were married.  Keep the PVS from getting into the screw head on the end of the coping.  Once set, the screw is removed and the coping comes out in the heavy body PVS.  This is then sent to the lab and a soft tissue cast is made.  This is then sent back to me for articulation.  I send in the articulated casts with instructions for the lab to fabricate a custom abutment and fabricate a PFM restoration with a porcelain labial  margin.  The overcasting will be cemented and the abutment will be screw retained.  This is because the restoration could not be screwed in without entering through the facial of the restoration.

