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W ith dental implants having a very high success 
rate, whether placed using an immediate or de-
layed protocol in a wide range of clinical situa-
tions in the oral cavity, it is understandable that 
they have been used exten-

sively to replace guarded and hopeless teeth.1 
Also supporting their usage is their resistance 
to dental caries and their ability to withstand 
the forces of occlusion in a properly designed 
dental reconstruction or single-tooth implant 
restoration. However, a passionately debated 
question remains: When to save or remove an 
ailing implant? 

One of the key issues with dental implants is 
that they can be associated with peri-implan-
titis and attachment loss much like teeth can 
be affected by periodontitis. One reason for 
the resurgence of this dental dilemma not previously seen with 
machined implants has to do with the microsurface texture of 

present-day implant systems. This texture can vary greatly, with 
the roughness being specific to each of the various product manu-
facturers. Different types of etching, blasting, and coatings have 
proven either more or less susceptible to bone loss over the years. 

This topic has recently gained greater signifi-
cance in the dental community since the intra-
oral survival of implants has increased, and a 
certain percentage of implants will start to ex-
hibit attachment loss. Even if this percentage is 
relatively small (eg, 5% to 10%) over time, it still 
represents a vast number of affected implants. 
In addition, a higher amount of implants are 
being placed annually. Consequently, clinicians 
must now spend more time repairing the bone 
loss associated with these implants.2,3

There are several techniques that have been 
reported on how to treat peri-implantitis, just 

as there are with periodontal disease and teeth.4 However, be-
cause of the lack of consistency in the treatment outcomes of 
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peri-implantitis, along with new technologies and devices that al-
low for minimally invasive implant removal via high-reverse torque 
instead of trephining, these devices may now incline the clinician 
more toward removal versus surgical remediation. 

Another important consideration is the esthetic outcomes of 
implants that are placed. Proper spatial placement is a key factor in 
achieving a successful esthetic implant restoration.5-7 Periodontal, 
orthodontic, and restorative “gymnastics” is frequently required 
in complex situations in an effort to make corrections, often with 
limited results.8-16 When placement is highly compromised, im-
plant removal should be considered as a tangible treatment option.

Lastly, patients may sometimes be resistant to having implants 
removed, either due to emotional or financial reasons. The time 
involved, including the number and length of treatment procedures, 
can be emotionally draining, while the cost of treatment can be 
overwhelming. Patients often become distressed when faced with 
having to pay at least twice for retreatment.

The pros and cons of saving or removing an ailing implant are 
complex, analogous to when to save or remove a tooth. Therefore, 
the clinician—with the consent of the patient—must judge each 
implant case individually. Because questions still remain regarding 
consistency in treatment and resolution of lesions around implants 
affected with peri-implantitis, the clinician must decide whether it 
is more prudent to save the implant or remove and replace it, either 
immediately or delayed.

Therefore, the purpose of this article is to give clinicians a clear 
direction in the decision-making process when presented with an 
ailing implant. The final decision for how to treat an ailing implant 
may involve a combination of several of the aforementioned factors. 
Giving consideration to these many factors will lead to the clinician 
to determining the best treatment choice based upon the clinical 
situation at presentation. 

Decision-Making Process
The variables that are involved in the decision-making process of 
when to save or remove an implant are delineated below, followed 

Fig 2. Fig 1. 

by associated clinical examples of each case type highlighting 
these factors.

Saving an Implant
An implant can be saved in the following scenarios:
1. The fixed dental prosthesis supported by the implant does not 

require replacement unless the implant is removed and esthetics 
is not a factor in treatment.

2. Adequate access for peri-implantitis treatment is available.
3. The implant is causing an esthetic problem that can be predictably 

treated by surgical and/or prosthetic means. This would include 
excessive labial implant angulation or spatial placement with 
either inadequate implant depth or intermediate-to-thick peri-
odontal phenotype.

4. Removal cannot be performed by a reverse-torque device (and 
must otherwise be surgically removed via drill or trephine). This 
can be the case when:
•	 the	connection	of	the	implant	is	fractured	and	sheared	off	and	

cannot be engaged with the reverse-torque device
•	 the	interradicular	implant–tooth	distance	is	limited	such	as	

with the lower anterior dentition
•	 the	implant	has	more	than	adequate	length	and	cannot	be	

easily removed with reverse torque
5. The patient has psychological or emotional attachment to the 

implant.
6. Financial considerations are an issue. 

Removing an Implant
Removing the implant may be the proper decision when the fol-
lowing factors are involved:
1. The fixed dental prosthesis supported by the ailing implant re-

quires replacement. 
2. The implant is causing an esthetic problem that cannot be predict-

ably treated by surgical or prosthetic means. This would include:
•	 excessive labial implant angulation or spatial placement caus-

ing midfacial gingival recession

Fig 1.	midfacial	recession	can	affect	the	esthetics	of	a	smile	and	lead	to	an	unsatisfactory	outcome.	Fig 2.	the	cause	for	midfacial	recession	is	
excessive	labial	implant	placement.	Secondary	to	poor	placement	is	overcontouring	of	the	implant	abutment.
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•	 inadequate implant depth
•	 thin periodontal phenotype

3. There is existing attachment loss in combination with poor posi-
tion. This would mean that hard- and soft-tissue grafting would 
have to be successful to achieve a proper outcome. The success 
would depend on being able to remove the endotoxins from the 
implant surface.  

4. The implant can be reverse-torqued out without damaging the 
surrounding periodontium and adjacent teeth. 

5. Prosthetic components are no longer manufactured for the spe-
cific existing implant system.

Clinical Case Scenarios
The following case scenarios, some of which include actual 
case reports, demonstrate various clinical situations that can 

Fig 7. 

Fig 4. 

Fig 8. 

Fig 5. 

Fig 9. Fig 6. 

Fig 3. 

Fig 3.	a	patient	presented	with	a	high	smile	line	and	midfacial	recession	of	the	maxillary	right	lateral	incisor	as	evidenced	by	the	increased	tooth	
length	compared	with	the	contralateral	lateral	incisor.	Fig 4.	Intraoral	view	of	tooth	no.	7	with	the	gingival	zenith	more	apical	than	the	adjacent	
central	incisor	and	canine	tooth.	Fig 5.	a	surgical	cover	screw	was	placed	onto	the	implant	in	order	to	achieve	gingival	augmentation	in	situ	
prior	to	a	secondary	soft-tissue	procedure.	Fig 6.	a	transitional	resin-bonded-retained	dental	prosthesis	was	used	to	replace	tooth	no.	7.	Fig 7.	
the	gingiva	was	allowed	to	grow	over	the	cover	screw	for	a	2-	to	3-week	period.	the	soft-tissue	shape	was	still	deficient	and	would	require	a	
secondary	augmentation	procedure.	Fig 8.	a	subepithelial	connective	tissue	graft	was	placed.	Fig 9.	after	3	months	of	healing,	the	implant	was	
uncovered.	a	crestal	incision	was	made	with	a	palatal	bias	and	rolled	to	the	labial	side	to	increase	the	soft	tissue	to	the	facial	aspect.

guide clinicians to a decision to either save or remove an ail-
ing implant.

When to Save an Ailing Implant
Case Scenario No. 1
Problem: The implant is placed too facial with significant recession 
on the midfacial aspect of the abutment and/or crown; the implant 
is healthy and the patient has a high smile line with an intermediate 
to thick periodontal phenotype (Figure 1 and Figure 2).17-19

Solution: Decoronate the implant by placing a surgical cover screw 
on it and allow the soft tissues to migrate over the coronal aspect 
(implant decoronation).8,20,21 A few weeks later, perform the second-
stage uncovering of the implant and place a flat profiled healing or 
custom abutment to redirect the submergence profile or angle of the 
provisional crown.22 After maturation of the peri-implant mucosal 



236 Volume 37, Number 4compendium      April 2016    

ConTinuing eDuCaTion 1  |  Dental	Implant	therapy

soft tissues several weeks later, make the final impression and con-
struct the definitive restoration with compensatory flat subgingival 
contours to allow midfacial soft-tissue stability.

Case Scenario No. 2
Problem: The implant is placed too facially, and there is significant 
labial gingival recession, contour change, and mucosal discolor-
ation around the implant, abutment, and crown (Figure 3 and Fig-
ure 4). The implant attachment apparatus is intact and healthy, but 
the patient has a thin periodontal phenotype. 

Solution: (1) Decoronate the implant with a sterile cover screw. 
(2) Place a tooth-supported fixed transitional provisional restora-
tion	such	as	a	temporary	resin-bonded–retained	“Maryland-type”	
bridge and allow the mucosal tissues to “creep” over the cover screw 
for a few weeks. (3) Place a subepithelial connective tissue graft 
to augment the soft tissues both horizontally and vertically. (4) 
Two months later, perform a second-stage implant uncovering 
and place a flat-profiled healing abutment. (5) After a few weeks 

of soft-tissue healing, manage the subgingival restorative contours 
of the provisional and definitive restoration.

The following case report provides an example of this case sce-
nario: A 28-year-old white female patient presented with her 
maxillary right lateral incisor significantly longer than the con-
tralateral tooth following restoration of an existing crown that 
was 10 years old (Figure 3). The patient was dissatisfied with 
the esthetic appearance of the restoration due to the increased 
length, recession of the gingival tissues, and discoloration of the 
surrounding mucosa (Figure 4). Similar to case scenario No. 1, 
the first step in treatment was to decoronate the healthy implant 
by placing a flat surgical cover screw and employing a provisional 
resin-bonded-retained (RBR) prosthesis as a transitional fixed 
restoration (Figure 5 and Figure 6). The gingival augmentation in 
situ was allowed to take place for 2 to 3 weeks and was evaluated 
after that time (Figure 7). 

It was determined that additional augmentation was required 
to increase the soft-tissue volume, so a subepithelial connective 

Fig 10.	a	flat	submergence	profile	was	created	for	the	screw-
retained	provisional	crown.	acrylic	resin	was	strategically	added	to	
the	cervical	aspect	of	the	provisional	restoration	to	accomplish	this	
goal.	Fig 11.	a	custom	alloy-based	(semi-noble	metal)	abutment	
was	fabricated.	metallic	alloy	was	selected	due	to	the	compromise	
in	abutment	diameter	as	well	as	the	severe	angulation	of	the	im-
plant	(top),	lending	to	a	thin	facial	abutment	thickness	of	material	
for	strength	(bottom).	Fig 12.	a	cement-retained	metal-ceramic	
crown	was	fabricated	as	the	definitive	restoration	and	luted	with	a	
provisional	cement	to	allow	the	crown	to	be	retrieved	in	the	future.	
Fig 13.	the	final	radiograph	of	the	seated	crown	showing	a	healthy	
bone	level	around	the	implant.	Fig 14.	the	extraoral	smile	view	of	
the	esthetically	satisfied	patient	at	4	years	recall.	

Fig 10. 

Fig 12. Fig 13. 

Fig 14. 

Fig 11. 
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tissue graft was acquired from the palate (Figure 8),23,24 placed, and 
allowed to mature for at least 3 months. Second-stage implant un-
dercovering surgery with a palatal-biased incision was performed 
after tissue maturation to further thicken the labial soft tissues. In 
addition, a flat contoured healing abutment was placed to allow 
the soft tissues to mature without risk of recession, and the RBR 
replaced (Figure 9). After 4 to 6 weeks of healing, a flat contoured 
screw-retained provisional restoration was inserted (Figure 10) 
with the proper submergence profile to restoratively sculpt the soft 
tissues. An implant-level impression was made and the definitive 
cement-retained metal-ceramic restoration fabricated and inserted 
(Figure 11 through Figure 13). The final esthetic outcome to re-
store the proper length and proportion of the right lateral incisor 
to match that of the contralateral incisor was accomplished using 

the treatment steps outlined above, where the mucosal tissues were 
augmented after implant decoronation (Figure 14). 

Case Scenario No. 3
Problem: The implant has bone loss due to peri-implantitis but is not 
in the esthetic zone and the restoration in place is clinically accept-
able. The bone loss has been progressive, and the remaining peri-
odontium is reduced in an area such as a posterior implant (Figure 
15 and Figure 16). 

Solution: Save the implant by treating the peri-implantitis defect 
with a surgical therapy protocol, ie, open flap debridement, detoxi-
fication, and bone grafting. Show the patient how to clean and main-
tain the residual tissues. 

The following case report provides an example of this case 

Fig 19. Fig 20. 

Fig 16. Fig 17. 

Fig 23.

Fig 18. 

Fig 15. 

Fig 21. 

Fig 15.	the	implant-supported	restoration	of	tooth	no.	19	presented	with	a	lack	of	attached	keratinized	gingiva,	shallow	buccal	vestibule,	and	2	
mm	of	buccal	recession.	Fig 16.	the	restoration	exhibited	an	8-mm	pocket	upon	probing,	with	bleeding	on	the	buccal	aspect.	Fig 17.	radiograph	
showed	symmetrical	infrabony	defect	affecting	50%	of	the	implant	surface.	Fig 18.	a	full-thickness	flap	from	teeth	nos.	18	to	20	revealed	
granulomatous	tissue	in	the	circumferential	defect	around	implant	no.	19.	Fig 19.	the	circumferential	defect	was	debrided.	note	excess	cement	
extending	apically	from	the	margin	of	the	crown	into	the	defect;	residual	cement	has	been	shown	to	be	complicit	in	the	development	of	peri-
implant	disease.	Fig 20.	the	implant	surface	was	thoroughly	debrided	mechanically	using	a	carbon-fiber	curette	in	the	grooves	between	the	
implant	threads.	Fig 21.	meticulous	burnishing	of	the	implant	surface	with	a	cotton	pellet	soaked	in	saline	was	done	to	mechanically	remove	the	
endotoxin	and	chemically	detoxify	the	surface	of	the	implant.	Fig 22.	Copious	irrigation	with	dilute	hydrogen	peroxide	was	used	to	chemically	
detoxify	the	surface	of	the	implant	and	the	bony	defect.	Fig 23.	Fill	of	the	infrabony	defect	with	bone	xenograft.	

Fig 22. 
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scenario: A 55-year-old Caucasian female presented with a chief 
complaint of tenderness of 1-week duration around a single im-
plant-supported crown in tooth No. 19 position; the implant and 
restoration had been placed approximately 2 years prior.

Clinical examination showed 2 mm of buccal recession with a 
shallow vestibule and absence of keratinized attached gingiva against 
the crown with 8 mm of circumferential pocketing accompanied 
by bleeding upon probing (Figure 15 and Figure 16).  A periapical 
radiograph showed a symmetrical vertical osseous defect causing 
the loss of 50% of the bone around the implant (Figure 17). Because 
the patient had made a significant investment of time and finances to 

Fig 29. 

Fig 28. 

Fig 25. 

Fig 26. Fig 27. 

Fig 24. 

replace her lost tooth with the implant, she desired that the implant 
and restoration be retained, if feasible. 

A surgical flap procedure was performed with the intent of thor-
oughly debriding the granulomatous tissue from the osseous defect 
(Figure 18 and Figure 19), mechanically and chemically detoxifying 
the surface of the implant (Figure 20 through Figure 22), and graft-
ing the infrabony component of lesion with bone xenograft (Bio-
Oss®, Geistlich Pharma, www.geistlich-na.com) in an attempt to 
reduce the vertical defect (Figure 23). To concurrently resolve the 
mucogingival problem, the plan called for placing a dermal allograft 
(Dermis Allograft, DENTSPLY International, www.dentsply.com) 

Fig 31. Fig 30. 

Fig 24.	the	bone	graft	was	covered	with	dermis	allograft	that	will	act	as	a	barrier	to	prevent	epithelial	downgrowth	while	simultaneously	aug-
menting	the	vestibule	and	thin	marginal	gingiva	that	were	contributing	to	the	mucogingival	problem.	Fig 25.	the	flap	sutured	back	in	place.	Fig 
26.	nine-month	follow-up	showing	a	3-mm	probing	depth	and	an	absence	of	bleeding	on	the	buccal	of	treated	implant	no.	19.	Fig 27.	Seventeen-
month	follow-up	showing	keratinized	gingiva	at	the	free	gingival	margin,	resolution	of	the	recession	defect	and	deepening	of	the	vestibule.	Fig 
28.	Seventeen-month	post-treatment	radiograph	demonstrating	bone	close	to	the	implant	approximation	and	almost	complete	osseous	fill	of	the	
original	infrabony	defect.	Fig 29.	two	adjacent	implants	placed	in	the	esthetic	zone	can	lead	to	loss	of	the	interdental	papilla	and	a	negative	out-
come	for	a	patient	with	a	high	smile	line.	Fig 30.	the	intraoral	view	of	the	loss	of	the	interdental	papilla	between	teeth	nos.	9	and	10.	Fig 31.	the	
solution	to	the	problem	in	Figure	29	and	Figure	30	was	to	decoronate	the	implants,	augment	the	site,	uncover	1	implant,	and	place	a	cantilevered	
cement-retained	2-unit	implant-supported	fixed	dental	prosthesis.

ConTinuing eDuCaTion 1  |  Dental	Implant	therapy
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on the buccal (Figure 24) and then replacing the flap (Figure 25).
The resolution of the inflammatory aspect of the peri-implantitis 

lesion (Figure 26) was evidenced by 3-mm pocketing and an ab-
sence of bleeding upon probing. A 17-month follow-up (Figure 
27) demonstrated resolution of the mucogingival problem, as evi-
denced by a deepened buccal vestibule, a zone of keratinized gingiva, 
and correction of the recession. A 17-month post-treatment radio-
graph (Figure 28) showed bone fill with elimination of the infrabony 
component of the lesion. Even with the close bone-to-implant 

approximation evident, a claim of osseous regeneration cannot be 
validated without histologic verification.

Bone	fill	around	a	peri-implantitis–affected	implant	has	become	
more consistent as the parameters required to achieve a positive 
result are becoming better defined. Clinical cases must be chosen 
carefully, because narrow circumferential defects around single im-
plants respond more favorably than wider osseous defects around 
multiple implants.25 Thorough detoxification of the implant sur-
face is imperative.26 While multiple protocols have been offered 

Fig 36. 

Fig 33. 

Fig 38. 

Fig 34. 

Fig 37. Fig 39. 

Fig 35. 

Fig 32. 

Fig 32.	a	dissatisfied	patient	presented	with	significant	midfacial	recession	of	implant	restoration	of	tooth	no.	26.	pink	ceramic	material	was	
used	unsuccessfully	to	prosthodontically	compensate	for	the	lost	midfacial	tissue.	Fig 33.	excessive	facial	angulation	of	the	implant	placement	
shown	with	an	abutment	driver	in	the	access	screw	hole.	Fig 34.	a	surgical	cover	screw	was	placed	in	an	attempt	to	decoronate	the	implant	
and	gain	soft-tissue	coverage	in	situ.	Fig 35.	a	transitional	resin-bonded-retained	(rBr)	bridge	that	was	tooth	supported	was	placed	to	allow	
soft-tissue	maturation.	Fig 36.	two	weeks	after	rBr	placement,	the	soft	tissue	did	not	adequately	cover	the	implant.	the	problem	was	in	poor	
implant	angulation	and	proper	depth	to	allow	the	soft	tissues	to	cover	over.	Fig 37.	the	reverse-torque	driver	can	put	up	to	450	ncm	of	force	
to	disrupt	osseointegration.	Fig 38.	a	reverse-torque	screw	was	placed	into	the	implant.	Fig 39.	a	counter-torque	device	was	placed	over	the	
reverse-torque	screw.
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for decontaminating an implant surface,27-29 a predictable, low-cost 
method that is readily available worldwide would be an invaluable 
asset to a practitioner’s armamentarium. Studies have found sterile 
saline to be as effective in detoxifying an implant surface as a laser.30,31

This case report supports this finding as meticulous burnish-
ing of the implant surface with a cotton pellet soaked with ster-
ile saline, along with copious irrigation with a 50:50 hydrogen 
peroxide-to-water solution, seems to have reduced the bacterial 
concentration on the implant surface to a level that allowed for al-
most complete radiographic osseous fill of the vertical component 
of the infrabony defect. Other readily available antiseptics with a 
high level of cytotoxicity such as sodium hypochlorite and povi-
done iodine have also been shown to be efficacious in this regard.32  

Case Scenario No. 4
Problem:	Two	adjacent	implants	are	located	in	the	central–lat-
eral incisor positions, and the patient has a high smile line along 
with loss of inter-implant papilla and midfacial recession around 
both implants (Figure 29 and Figure 30).33-38

Solution: Decoronate the implants by placing cover screws 
over both of them. Two weeks later, place connective tissue grafts 
and/or dermis allograft over the cover screws to augment soft-
tissue volume. Repeat the mucosal grafting procedure as needed. 
Expose one of the implants in a more favorable prosthodontic 
position, and then create an ovate pontic over the submerged 
implant with a cantilevered fixed dental prosthesis design 
(Figure 31). 

Fig 44. Fig 45. 

Fig 41. 

Fig 42. Fig 43. 

Fig 40. 

Fig 46. 

Fig 40.	the	implant	was	easily	unscrewed	within	minutes	in	a	minimally	invasive	manner	with	less	trauma	to	the	surgical	site.	Fig 41.	the	removed	
implant	with	some	apical	bone	adherent	to	the	surface.	Fig 42.	two	months	of	healing	was	allowed	post-implant	removal	to	create	enough	soft	
tissue	for	implant	replacement	coverage.	Fig 43.	a	full	thickness	flap	was	raised	to	place	a	new	3.25-mm	implant	into	tooth	no.	26	area	in	a	single-
stage	protocol.	Fig 44.	a	new	metal-alloy	abutment	was	fabricated	for	the	narrow-diameter	implant	with	a	cement-retained	metal-ceramic	crown.	
Fig 45.	the	definitive	crown	tooth	no.	26	seated	in	place	and	provisionally	cemented.	the	recession	defect	was	eliminated	with	the	removal	and	
replacement	of	a	new	implant	in	the	proper	position.	Fig 46.	the	post-treatment	radiograph	showing	a	healthy	stable	implant	and	restoration.

ConTinuing eDuCaTion 1  |  Dental	Implant	therapy
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When to Remove an Ailing Implant
Case Scenario No. 5
Problem: The implant is placed too facial and shallow in depth. The 
restoration is in the esthetic zone or is cosmetically unacceptable to 
the patient. Unlike clinical scenario No. 1, there will not be adequate 
soft-tissue volume after decoronation and/or augmentation to 
reposition the restoration from a prosthetic standpoint.

Solution: Using a reverse-torque device on high, remove the im-
plant with minimal trauma to the surrounding periodontium. Let 
the area heal like an extraction socket and place a new implant in 
the proper position 8 to 10 weeks later. Restore the implant, which 
will now be in a better restorative and esthetic position, with either 
a screw- or cement-retained crown.

The rationale for not grafting at the time of implant removal is 
biologic. Frequently, there is a minimal zone of keratinized attached 
gingiva around a poorly positioned implant. Allowing the soft tissues 
to heal and mature in situ (ie, nature’s connective tissue graft) will 
eliminate the need to coronally reposition the flap, thereby leaving 
the mucogingival junction in its original position.

The following case report provides an example of this case sce-
nario: A 24-year-old white male presented with congenitally missing 
tooth No. 26 restored with a single-tooth cement-retained implant 
restoration. The implant was placed excessively to the facial aspect 
of the edentulous site and too shallow, and the periodontal phe-
notype was thin scalloped (Figure 32). In an effort to mimic the 

lost midfacial soft tissues, pink ceramics were used as a cosmetic 
facade. Even though the restoration was not in the esthetic zone, 
the patient was highly displeased with the esthetic outcome and 
sought remediation.

The crown and screw-retained custom abutment were removed, 
and a surgical cover screw was placed into the implant, thereby 
allowing spontaneous gingival augmentation in situ (Figure 33 
and Figure 34). Note that the lingual aspect of the implant site 
was significantly more coronal than the labial aspect, which was 
positive	because	the	defect	would	be	limited	to	a	facial–lingual	
defect. A fixed RBR bridge was cemented on the adjacent teeth 
and used as a tooth-supported transitional provisional restoration 
(Figure 35). A few weeks were allotted to let the soft tissue heal and 
migrate around the cover screw (Figure 36) to see if there would 
be complete coverage, thereby allowing a soft-tissue augmenta-
tion procedure to be performed with primary flap closure as in 
clinical scenario No. 2. The major obstacle in achieving a posi-
tive tissue response was that the implant depth was also deficient 
because	the	implant–abutment	connection	was	at	the	level	of	the	
free gingival margin. It was decided that the best treatment option 
would be to remove the implant. A high-powered reverse-torque 
device (Fixture Remover Kit, NeoBiotech, www.neobiotechus.
com) was used to remove the implant atraumatically (Figure 38 
through Figure 41). The implant socket was allowed to heal for 
several months not unlike an extracted tooth (Figure 42). A new 

Fig 51. 

Fig 48. Fig 49. 

Fig 50. 

Fig 47. 

Fig 47.	Implant	tooth	no.	9	was	placed	too	close	proxi-
mally	to	tooth	no.	10.	the	result	was	violation	of	inter-
proximal	biologic	width	and	loss	of	interproximal	attach-
ment	that	clinically	translated	into	loss	of	the	interdental	
papillae.	Fig 48.	radiograph	of	implant	in	the	area	of	
tooth	no.	9	in	Figure	47.	note	the	close	proximity	of	the	
implant	no.	9	to	tooth	no.	10.	Fig 49.	Clinical	presenta-
tion	of	implants	that	were	placed	with	insufficient	inter-
implant	distance.	Forced	eruption	would	not	have	been	
appropriate	in	this	situation	because	the	interproximal	
biologic	width	was	violated. Fig 50.	note	the	lack	of	
interproximal	papilla	height	between	implants	nos.	9	
and	10.	Fig 51.	radiograph	of	implants	placed	with	insuf-
ficient	inter-implant	distance	in	Figure	49	and	Figure		
50	with	attachment	loss.
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implant was placed in a better position from both a restorative and 
esthetic perspective (Figure 43), and after a few months of healing, 
a new crown was made (Figure 44). A satisfactory functional and 
esthetic result was achieved (Figure 45 and Figure 46) without 
employing pink porcelain.

Case Scenario No. 6
Problem: Implant is placed too close proximally to an adjacent 
tooth. Forced eruption cannot be performed with the implant in 
the existing position because the interproximal dimension of the 
biologic width has been compromised (Figure 47 and Figure 48). 
Forced eruption without prior implant removal will not gain lost 
interproximal attachment.9

Solution: (1) Remove the implant and wait for soft-tissue matu-
ration. (2) Perform forced eruption of the tooth with the lost in-
terproximal attachment (ie, papilla) to the level of the adjacent 
healthy papilla. (3) Rebuild the hard and soft tissues, and replace 
the implant in the edentulous site. Augmentation can be performed 
either in conjunction with implant placement or separately based 
upon the clinician’s judgment and discretion. (4) After healing, 
provisional and definitive restoration can be managed as per prior 
clinical scenarios.9

Case Scenario No. 7
Problem: Implants are placed with insufficient inter-implant dis-
tance in the esthetic zone with significant bone loss (Figure 49 
through Figure 51).

Solution: Remove the ailing implants, and rebuild the hard and 
soft tissues. Replace with new implants. Surgical correction is 
inconsistent when trying to reconstruct bone and ideal soft-tissue 
esthetics on failing implants with attachment loss.   

Conclusion
Positive results like the ones achieved in the cases presented offer 
optimism for the future and the profession at large. While preven-
tion is still the best treatment for peri-implant disease, alternative 
methods do exist for removing an implant when problems do occur.
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Clinical Decisions: Determining When to Save or Remove an Ailing Implant
Stephen J. Chu, DMD, MSD, CDT; Dennis P. Tarnow, DDS; and Paul D. Fletcher, DDS

1. Much like teeth can be associated with periodontitis, dental  
 implants can be affected by:
	 a.		peri-implantitis.
	 B.		 attachment	loss.
	 C.		 root	caries.
	 D.		a	and	B

2. a key factor in achieving a successful esthetic implant  
 restoration is:
	 a.	 use	of	sandblasting.
	 B.		 restorative	“gymnastics.”
	 C.		 proper	spatial	placement.
	 D.		 the	length	of	treatment	procedures.

3. When adequate access for peri-implantitis treatment is  
 available, the implant:
	 a.		can	be	saved.
	 B.		 cannot	be	saved.
	 C.		will	be	lost.
	 D.		 should	be	removed.

4.  removing the implant may be the proper decision when the:
	 a.	 fixed	dental	prosthesis	supported	by	the	implant	requires		
	 	 replacement.
	 B.	 fixed	dental	prosthesis	supported	by	the	implant	does	not		
	 	 require	replacement.
	 C.		 implant	is	causing	an	esthetic	problem	that	can	be		
	 	 predictably	treated.
	 D.		 patient	has	psychological	or	emotional	attachment	to		
	 	 the	implant.

5. When the implant can be reverse-torqued out without damaging  
 the surrounding periodontium and adjacent teeth:
	 a.		the	implant	must	be	saved.
	 B.		 it	means	the	connection	of	the	implant	cannot	be	engaged.
	 C.		 a	trephine	should	be	used	to	surgically	remove	the	implant.
	 D.		 removing	the	implant	may	be	the	proper	decision.

6. in case scenario no. 2, second-stage implant uncovering was  
 performed and what was placed?
	 a.	 a	sterile	cover	screw
	 B.		 a	flat-profiled	healing	abutment
	 C.		 a	resin-bonded-retained	maryland-type	bridge
	 D.		 a	definitive	crown

7. in case scenario no. 3, the implant was saved by treating the  
 peri-implantitis defect with: 
	 a.		open	flap	debridement.
	 B.		 detoxification.	
	 C.		 bone	grafting.
	 D.		 all	of	the	above

8.  as the parameters required to achieve a positive result have  
 become better defined, what has become more consistent?
	 a.		surgical	correction	when	reconstructing	bone	on		
	 	 failing	implants
	 B.		 decontamination	of	an	implant	surface
	 C.		 bone	fill	around	a	peri-implantitis–affected	implant
	 D.		 none	of	the	above

9. in case scenario no. 5, the rationale for not grafting at the time  
 of implant removal was:
	 a.		biologic.
	 B.		 the	restoration	being	in	the	posterior.
	 C.		 the	implant	had	been	in	a	good	restorative	position.
	 D.		 financial	hardship.

10.  in case scenario no. 5, an obstacle in achieving a positive tissue  
 response was that the implant depth was deficient because the  
 implant–abutment connection was:
	 a.		 fractured.
	 B.		 at	the	level	of	the	free	gingival	margin.
	 C.		 too	far	lingual.
	 D.		 an	internal	hexagonal	design.
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