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An Itemized Study on Peri-implant Diseases after Insertion of Restorations
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Regardless of the type of implant, the loss of the implant crestal bone in the first year during post-implant-
treatment and after functioning by prosthetic treatment is often greater than that of the following year. Possible
causes for early implant bone loss include surgical trauma, occlusal overload, peri-implantitis, microgap, bio-
logical width, and crest modules of the implant itself. Plaque index and Gingival index values were also found
significantly higher for implants without KM(keratinized mucosa). KM of at least 2 mm should be maintained.
Contour of implant restoration is known as one of the risk indicators of peri-implantitis.

Prevalence of peri-implantitis was significantly greater in the bone-level group when the emergence angle
was >30 degrees compared to an angle <30 degrees. Emergence angle of >30 degrees is a signific ianndti cra-
istokr for peri-implantitis and convex profile creates an additional risk for bone-level implants, but not fo rtis-
suelevel implants. Biocom-patible materials should be used for all implant prosthetics, especially f otrhmeation
of high polished surfaces with a reasonable appearance on the transmucosal part of the imp rlaensttorations.

Bacterial products of the biofilm provoke an immune response in the gingival tissues. As btihoefilm matures-
more complex inter-reactions occur and bacteria with more virulent qualities apprpoevaork,ing a more complex
immune system response. Inflammation and immune response cannot be resolved until the bacteria biofilm is
removed. To minimize the incidence of complications, dental professionals should make great effort in choos-
ing reliable components and materials for implant- supported FDPs and the patients should be placed in well-
structured maintenance system after treatment.

Key words : implant mucositis, peri-implantitis, keratinized mucosa, bone-level implants, tissue-level implants, emer-
gence profile, biofilm
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Figure 1. Sectional structure of a natural tooth and dental implant. The appearance of the implant fixture is very
different from that of the natural tooth root, and is very vulnerable to infection and trauma caused by
external bacterial invasion.

Tissue level Bone level
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Figure 2. Classification of dental implant types according to differences in design. When the implant is planted,
there are two main categories depending on where the shoulder is designed to be located with respect
to the bone crest, and it is named ‘Tissue level (TL)" and ‘Bone level (BL).
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Figure 3. The two types of dental implants, a tissue level(TL) and a bone level(BL). TL has already determined the
appearance of the transmucosal part of the implant body, but since the implant shoulder of BL almost
coincides with the crestal bone height, the appearance of the emergence profile and cervical profile at
the transmucosal part must be designed biocompatible and high polished.

Conditioning Profile™
/ Cervical Profile \

{ Emergence Profile ‘\

Figure 4. Appearance of the transmucosal part of implant restorations. Basically, the appearance inclined at a
certain angle (within 30 degrees) without an uneven surface portion should have smooth continuity.
It is divided into an ‘emergence profile” of an abutment part, a ‘cervical profile’ under restoration, and a
‘conditioning profile’ near the cervical line of the restoration.
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Figure 5. Actual appearance of the healthy transmucosal soft tissue when implant restoration is removed. This
transmucosal soft tissue unit is divided into an emergence profile area in contact with the implant abut-
ment, a cervical profile area in contact with the lower part of the restoration, and a conditioning profile
area to adjust the esthetic appearance of the restoration.

Immediate Provisional

Final Zirconia

Immediate Provisional

Figure 6. Treatment results pursuing biocompatibility. The prosthetic design pursuing biocompatibility should be
able to maintain a natural beauty and periodontal health that remains unchanged for a long time.
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Figure 7. The importance of material selection and high polished surface treatment for restorations. Biocompatible
materials must be used for all implant prostheses, and in particular, it is essential to form high—polished
surface configuration along with the reasonable appearance of the transmucosal part on the restora—
tion. 1; Trauma and bleeding by instrumentation during periodontal treatment on the transmucosal soft
tissue, 2; When the contact surface of the transmucosal soft tissue is checked after removing the
PFM(porcelain fused to non-precious metal alloy) restoration, it is frequently confirmed that periodontal
instruments reach contaminants at all and fail to remove them. 3; Contaminants on the surface of the
gold alloy material, 4; Contaminants on the surface of hard resin material, 5; Biocompatible zirconia ma-
terial that is difficult to attach contaminants and easy to clean the surface.
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