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Restorative Considerations for Implant Dentistry~

  A Periodontal Perspective 
                                                                        By  Mark Zablotsky, DDS

When Valerie and Bob asked that I write an article for their newsletter, I was honored.  But I thought to myself, “Just what can a periodontist, who does practically no work with dental crown & bridge labs, tell their restorative docs???”  That being said, the more I think of it, the more I appreciate the relationships I have with Creative Arts and many of their client doctors.  So, I’ve done my best to identify some of the issues and experiences that help optimize these relationships. So here are some FAQs (frequently asked questions) with my perspectives.  But please remember, these are only my perceptions/points of view as there are many ways to “skin a cat”…

1) How does one develop a relationship with a surgeon so that they will place implants in their optimal positions for ideal restoration and in ideal gingival tissues???  We have so many talented periodontists and OMFSs (for the remainder of this article known as “surgeons”) in our area.  Yet talent is NOT enough.  We all have excellent skills in working with bone & soft tissues,  but it is incumbent on the surgeon to have an excellent working knowledge of occlusion, biomechanics, restorative space (in all three planes of space).  Communication between surgeons, mutual patients, restorative dentists, and oftentimes the lab must be in sync.  Some cases require meeting face to face with the dentist and appropriate records. Other times via emailing appropriate records, including clinical photos, or images of mounted models w/ or w/o wax-ups.   Bob is great about calling me and when necessary, dropping by with mounted models and wax-ups to show me the case oftentimes before a guide is created or the restoration is completed (I really appreciate being in the loop).  Oftentimes other team members (i.e. Orthodontists and endodontists) need to be called in to consult and sometimes assist in treatment.  Knowing when to ask for additional records or consults (as not every patient needs a CT scan in planning for implant placement) happens appropriately when “the team” is in sync from a philosophical approach.  So HOW DOES THIS HAPPEN???  Through commitment to each other and our mutual patients!!!

2) When should the case be sent for final restoration to the lab in the esthetic zone???  Depending on your relationship with the surgeon, you may want the surgeon to place a straight emergence Healing cap, a flared Healing cap, or in some cases to provisionalize the implant to assist ideal emergence profile.  In general, (for me, but some surgeons enjoy fabricating fixed provisionals), it’s my belief that the restorative dentist is MOST qualified to place this provisional and add appropriate resin contour subgingivally to “sculpt” tissues prior to final impressions.  This can best be done using a screw-retained provisional to control crown and emergence stability.  Sometimes emergence profiles can be developed with the pontic from a stayplate/RPD (but utilizing this is much less predictable due to compliance and natural displacement of the removable restoration).  Of course, fixed provisionalization requires both chair time and hard costs, which the patient should have an appropriate fee estimate and clear understanding of the time necessary to accomplish the provisional and ideal restoration.  Obviously, if the smile line is low, this is NOT always indicated.  But that being said, if the surgeon places the platform of the implant appropriately (which in general, is 2-3 mm. subgingival to the final gingival margin/s, placed in the middle of the tooth mesio-distally (and not in interdental embrasures), and slightly palatal to the future incisal edge), ideal tooth form can be predictably attained.  I will address surgical guides to predictably communicate your restorative expectations in question #4.  In summary, ALL labs greatly appreciate having optimal contours created by you for them to duplicate rather than for them to guess and leave you a more difficult time with insertion (or have untoward pressure on periimplant tissues which will leave poor gingival contours over time).  In addition, it’s very important to take parallel periapical films confirming the impression post is fully seated prior to the final impression to ensure seamless placement of the final restoration (also a medico-legal record).  Ideally, fixture level impressions give the lab the best chance for accurate predictable results and most options.  For a seamless transition from our office to the restorative office we routinely provide the impression coping and implant analog. And if the restorative doc wants provisional abutments, we will provide these as well to the patient to take to the restorative doc’s office, so that the first appointment with the restorative office can be productive. And so that the restorating office doesn’t have to find, order or stock the appropriate parts to make things move forward more smoothly.  And yes, we only charge the patient our invoice costs for this initial restorative service.  Finally, while this can be done elsewhere, it is the esthetic zone that is most demanding and surgeons can place flared healing caps elsewhere and attain a very predictable result.

3) From the surgeon’s perspective, what are the advantages & disadvantages of screw retained vs. cement on implant retained C&B???  As a periodontist I’m all for everyday conventional dentistry.  We were all taught the “KISS” rule (Keep It Simple Stupid) in dental school, and oftentimes conventional fixed crown and bridge techniques work well with implant dentistry.  When implants are placed facial to the most ideal location a screw access hole cannot work.  So, cementation makes the most sense.  BUT, I have a few concerns.  First, with the excellent fit of components and crowns cement space can be limited.  This can create RISK for cement flash subgingivally which can create periodontal maintenance issues.  The increasing use of resin cements magnify this risk.  Restorative docs might consider the use of provisional cements (when there is good axial wall length of abutments for retention and when occlusal/loading forces are not excessive) or even Zinc Phosphate and others which can work well before resorting to resin cements.  And while screw retained crown techniques (i.e. UCLA approach) have definite benefits when the abutment length is short (where axial walls do not exist significantly circumferentially), or for more predictable retrieval when necessary (if periimplant problems occur or if there’s porcelain repair necessary). They certainly add expense, complexity, and cannot always be done due to the axial inclination of the implant.  So, I guess if we surgeons place implants ideally, then restorative docs will have lots of choices and can, in concert with the lab, determine which approach is best for each patient. 

4) What are the benefits of surgical guides, and are they always needed???  Depending on the restorative knowledge of the surgeon, and his/her relationship with the restorative doc (what, how and when they need it), there are times when a surgical guide/template should be considered.  What this means is that after well over 4,000 implants placed in the past 23 years, I think I’ve learned a few things.  If I’ve been working with a talented restorative dentist for some time, there are many cases in which I do NOT need a guide.  While this topic is much more complex than I will address, in general, if the case is a single-tooth posterior implant, many immediate extraction placements, and selected multi-unit posterior cases (especially if I have worked with the restorative dentist for some time), I don’t think a guide is an absolute must.  That being said, I would NEVER say “don’t send one”.  But if we want to conserve resources or time (i.e. if we’re doing an immediate), I don’t feel that a guide is mandatory.  However, when doing multiple implants (especially in the anterior area), or if there are no neighboring anatomical structures for reference (i.e. gingival margin locations of proximal or contralateral teeth), or no way of knowing the location of the interdental space, future gingival margin, or incisal edge positions, then guides are ALWAYS indicated even when working in the most experienced team (and even if the restorative dentist is also performing implant placements!!!).  Oftentimes we want to know what the bone contours look like in 3 (three) dimensions.  So, in many cases surgical guides are fabricated with radiographic markers either painted on the tooth surfaces, through the teeth (i.e. GP or titanium tubes), or the entire tooth made of radiographic marker material (i.e. composite or barium sulfate powder mixed in orthodontic acrylic).  This allows us to image the patient’s bone in 3D with the teeth’s future ideal positions present on the images relative to available bone (in augmentation cases this gives us great information on how much is necessary and where, or perhaps consider changing the future occlusal scheme due to limitations in anatomy).  Then after the planning phase the guide can be used as a surgical guide as we can then drill the appropriate holes through the appliance to allow for use during surgery.  While there are many designs of surgical/radiographic guides, all guides need to be stable when placed in the mouth (meaning either full arch or at least around to the contralateral cuspid so that it can remain in place without much effort during surgery).  How many times have you heard another restorative dentist say “I gave him/her a surgical guide, but he/she couldn’t have used it as the implant placements are nowhere close to how we planned them???”  And how many surgeons have said “if they gave me something I could use, I would have used it???”  This requires close communication, understanding, and respect for the other discipline’s needs to accomplish ideal care.  For me, in the anterior area when I need a guide I MUST KNOW your planned future gingival margin locations for appropriate depth of placement, your future incisal edge position so I won’t be too far facial or palatal, and finally the appropriate M/D position to stay out of your embrasures.  Some say they prefer vacuform guides.  I’m fine with this as long as it gives me what I need to see.  Finally, the more experience the surgeon has the more they will feel comfortable varying from the restorative doc’s “ideal” implant position.  The times I choose to vary are most commonly when I know “ideal” position might force an additional/separate augmentation which adds cost, time in treatment and multiple surgical healing/soreness for patients, AND I’m absolutely CERTAIN that my varying will still create a great final result.  The most common place this occurs is in the anterior maxilla when there’s either a significant apical concavity or the trajectory of the pre-maxilla is too much to the facial forcing the implant trajectory to be somewhat more through the incisal edge of the future restoration than I’d normally want (3D imaging certainly helps in planning in this regard).  This surgical compromise most commonly forces the need to utilize custom or milled designed abutments.

5) When do we consider stock vs. custom abutments??? What a great segway.  The obvious advantage of a stock abutment is cost and having a scenario that’s more like conventional C&B.  My dear friend and classmate, Dr. Ed McGlumphy, from OSU (Implant Clinic Director for many years and has run more clinical trials than anyone in the world) believes that as long as the surgeon places the implant ideally in all three planes of space, implants can be restored with almost ANY abutment design.  But when one varies or when emergence profile is most critical, custom or milled designs (whether cast to gold or milled titanium or Zirconium) give the best results when a cement-on abutment is preferred.  It also allows for the cement margin to be relatively shallow, i.e. 1-2mm. subgingival, rather than so deep that the restorative doc or their assistants cannot predictably remove excess (resin cements are notorious in these situations).  Obviously, custom milled or cast-to abutments cost more.  So when quoting fees to patients, the restorative dentist is ALWAYS at the mercy of the surgeon’s placement.  So please quote a range of fees so you don’t get burned financially.  Obviously, if implant dentistry is more profitable, it is more enjoyable.  Consult with your laboratory to discuss using stock vs. custom designed implant abutments, and work with your surgeons to encourage ideal placement which will give you and the lab the most options.

6) Does your staff know exactly what you need to properly restore your patients’ implants???  This requires proper training of all staff members.  The administrative staff needs to be sure the clinical staff knows what procedures are scheduled so they can be properly prepared with the appropriate armamentarium (i.e. torque wrenches, drivers, etc.) and components are present for the planned procedure. The implant company’s local reps can be very helpful in this regard, and of course, the lab will assist in any way possible.  Make sure to get realistic dates from the lab for case delivery!!!  ALWAYS use the proper wrenches at the appropriate torque values when placing final abutments or fixation screws, and be sure the occlusion (yet another topic for discussion) is appropriate for the diameter and length of implant/s placed.  Don’t be afraid to splint implant crowns as long as there’s access for cleaning (or consider narrow B/L occlusal tables to idealize axial loading) to give the patient a more stable result.

7) What guidelines can I give for giving a fair fee which provides the level of compensation you wish?  This is a difficult question as I said before.  Since oftentimes you’re at the mercy of the surgeon for the number, distribution and placement orientation of the implants.  And while adequate case planning will help with appropriate radiographs and guides, there’s always a chance you can be burned on a case financially.  Quote ranges to account for variations in implant numbers or the need for custom/milled abutments.   Know what you want/need per hour for the value of your time for pricing the case for profit.  Expect that for every case you may lose on financially, there will be 10 that you’ll profit.  Implant dentistry, if done appropriately, can be less stressful, more streamlined and more profitable than conventional C&B.

8) What about long-term follow up??? Who should ideally perform this and when???  That varies from team to team.  BUT I firmly believe that since we’re doing the team approach to implant planning, placement, and restorative treatment, that the surgeon should have the patient in to evaluate the occlusion, proximal contacts and contours of final and sometimes provisional restorations (and give appropriate home care instructions). I prefer the use of one time/day chlorhexidine application using local delivery via sulca brush and/or proxy-brushes/Thornton’s Floss dipped in the Chlorhexidine).  I also, prefer the patient be on either an alternating 3-4 month supportive periodontal care interval or two times/year at the restorative doc’s office and one time/year at ours so we can share in the long-term support as well as risk.

Bob and Valerie, thanks so much for giving me the opportunity to share my perspectives with your restorative doctors and their teams.  It’s a pleasure to work with such committed quality people.  And thank you for all your contributions as laboratory advisor to The Northern California Dental Forum for the past 19 years… You’re the best!!!

Warmest Regards,

Mark Zablotsky

CREATIVE ARTS DENTAL LABORATORY, INC.
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