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Tips and Tricks
for Implants

With the advent of dental implants a whole new option for restoring missing teeth
has become a reality. As presented by salesmen for dental companies and by
some lecturers for continuing education courses there is a simple, straightforward
method for inserting and restoring implants. Whereas the restoring of dental
implants has similarities to conventional prosthetic dentistry (although there are of
course many differences) the surgical placement of an implant is not similar to
conventional dentistry.
Surgical placement of an implant has many variables that have to be factored into
the planning and execution phases.

Planning
The planning phase for dental implants is probably the most important aspect of
the process which includes surgical placement, prosthetic restoration and
maintenance. As in any dental procedure, how an implant fits into the overall
treatment plan for the patient is very important. If doing a partially edentulous
case the periodontal health and caries condition of adjacent teeth need to be
factored in. Patients with caries susceptibility are often good candidates for

implants whereas patients with periodontal issues may benefit from conventional
splinted crowns and bridges. The number and position of implants will have to be
determined. For long spans the canine and first molar positions should be replaced with implants and not pontics. Interproximal distance between implants
and implants and teeth are different - at least 2mm between implants and teeth
and 3mm between implants. These are guidelines only since in the anterior region
there is often a need to place implants closer to teeth. If there is an exceptionally
narrow space in the anterior, orthodontics can be considered to establish a
minimum width (5mm is probably the absolute minimum with the smallest conventional implant width at 3mm). In maxillary laterals that are congenitally
missing, orthodontics can establish adequate mesio-distal space at the clinical
crown level, however a periapical radiograph will often reveal converging adjacent
roots of the natural teeth. Either additional orthodontics will need to be done, a
CT scan can be taken to determine more exact distances, or a conventional bridge
will be necessary.

Surgery
Placement of implants is rarely simple or straightforward. The clinical presentation
of the surgical site is often different than what has been anticipated. The thickness of gingival tissue can easily be misinterpreted for underlying bone. This is
especially true for the maxillary anterior area where palatal gingival tissue may
make up a large percentage of the bucco-palatal distance measured pre-surgically.
This dimension could be determined prior to surgery with a CT scan, however it
would not be practical to apply this technology to every case. One way to overcome this "misinterpretation" is to sound the tissue with a periodontal probe after
administration of local anesthesia.
Creating an osteotomy will usually proceed in an orderly step by step pattern as
laid out by the implant company's pre-determined drill sequence. Expecting that
this will be the case without the need to make changes and either add or skip
steps is not reality. For instance, even with the use of a stent it is often found that
the initial twist drill osteotomy is misaligned. Misalignment can occur in any dimension so that continuing to increase the length and width of the osteotomy can
potentially lead to large errors in implant placement. A diagnostic radiographic is
advised after the initial twist drill osteotomy. A side cutting drill can be used to
"move" the osteotomy. If the osteotomy is too large then corrections become more
difficult and can lead to aborting the procedure and having to wait several months
for another attempt. Mesia-distal and bucco-lingual positioning is simplified when
there are adjacent teeth. A purple marking pen can be used to mark the vertical
alignment of root positions of the adjacent teeth so that the osteotomy can be
made parallel to these lines while the crowns of the adjacent teeth will help align
bucco-lingually.
Ideal positioning cannot be done everytime. There are anatomical limitations that
have to be identified. The maxillary sinus is often an impediment, but augmenting

the sinus can be done either crestally or laterally. Engaging the sinus can be
avoided, if necessary, by angling the implant either mesio-distally, palatally or
using a shorter and/or wider implant. Avoiding neural anatomical features can be
more challenging, however using the same principles used in avoiding the sinus
can be applied. Careful pre-surgical planning is very important and a CT scan can
be useful to establish more precise locations of vital features. Another common
problem encountered are concavities in bone. These are often present in maxillary
anterior and premolar and mandibular posterior lingual areas. In the maxillary
situations angling the osteotomy more palatally may overcome the problem or
bone grafting either before or during implant placement. The mandibular lingual is
potentially more serious since penetration of the lingual plate can engage lingual
nerve and blood vessels. Pre-surgical mapping with a probe or palpation with a
finger can identify these areas.
The importance of a good surgical stent cannot be over-emphasized. When doing
a single tooth implant between adjacent teeth a stent is often not necessary. In
all other situations a stent is a must. Stents can be self-made or done via a lab.
If doing a self-made stent a hollow "suck down" type if often very misleading and
easily leads to mal-positioning. If doing that type an acrylic pontic tooth should be
used in the desired area so there is less room for error in the osteotomy.
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