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Setting up our patients’ dental implants for 
long-term success 

provide adequate peri-implant supracrestal tissue 
height for soft tissue adhesion or seal (4 to 5 mm). 
If the soft tissue is thin (< 4 mm), the surgeon can 
place the dental implant subcrestally to provide 
greater tissue height. Studies have shown that plat-
form-switching implants placed in a subcrestal pos-
ition reduce marginal bone loss.8 In many cases, 
this strategy may be preferred to using a soft tis-
sue graft to increase the tissue thickness. Depth of 
implant placement also influences the emergence 
profile and restorative contour. Placing a bone-level 
implant too shallow does not provide for adequate 
peri-implant supracrestal tissue height, resulting 
in an overcontoured restoration due to an acute 
emergence profile.9 An acute emergence profile has 
been identified as a risk factor for increased mar-
ginal bone loss. The implant abutment height may 
also influence peri-implant marginal bone loss. This 
prosthetic factor likely correlates again with the tis-
sue thickness. Studies have found marginal bone 
loss can be reduced significantly in early and late 
periods for bone-level implants with longer abut-
ments (> 2 mm).10 Excess cement has been identi-
fied as a potential risk factor for peri-implantitis.11 
As such, the restorative dental practitioner may 
wish to consider fabricating screw-retained restor-
ations whenever possible and/or design custom 
abutments that have margins that are accessible for 
complete cement removal.

The width of keratinised mucosa should be 
assessed routinely in patients with implant restor-
ations. Reduced keratinised mucosa width is asso-
ciated with increased plaque accumulation, soft 
tissue inflammation, greater patient discomfort 
during the administration of oral hygiene, mucosal 
recession and marginal bone loss.12 Although the 
impact of the amount of keratinised mucosa width 
(< 2 or ≥ 2  mm) as a risk factor for developing peri-
implant disease remains low,13 soft tissue augmen-
tation has been associated with more favourable 

Dental implant surgeons and restorative dental 
practitioners have several factors they can con-
trol to help improve long-term dental implant sur-
vival and provide stable peri-implant health. Sev-
eral studies suggest that early marginal bone loss 
around an implant may be a risk factor for develop-
ing peri-implantitis in the future.1-4 The goal should 
be to ensure there is adequate supporting bone 
from the start and that bone maintenance contin-
ues thereafter.

The dental implant surgeon must evaluate the 
bone volume that is required and available for 
implant placement in the planned sites. The pre-
vious recommendation of 2 mm bone surrounding 
a dental implant at the ridge crest was based on 
the circumferential horizontal loss of 1.5 mm bone 
around external hex implants. Several implant 
features are now available that can reduce this 
horizontal dimension of bone loss; these include 
platform-switching, a conical connection and tis-
sue-level designs. Studies have shown the use of 
platform-switching implants is associated with less 
marginal bone loss compared to platform-match-
ing implants.5 A conical abutment connection was 
also found to show less marginal bone loss due 
to its superior performance in terms of forming a 
soft tissue seal and offering abutment stability.6 
 Tissue-level implants have no microgap at the bone 
level, and stable soft tissue adhesion as no disrup-
tion occurs during fabrication of the crown or pros-
thesis. These features have a positive influence on 
marginal bone stability.7 In many cases, the surgeon 
can also select an implant with a narrower diameter 
to increase the volume of surrounding bone at the 
neck. The dental implant surgeon should strongly 
consider selecting an implant with bone preserving 
features and employ surgical principles that may 
positively influence bone maintenance.  

The dental implant surgeon must evaluate the 
soft tissue thickness in the planned implant site to 
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peri-implant health.14 Once dental implants have 
been loaded and are in function, an individualised 
supportive implant care programme should also 
be structured, including periodical assessment of 
peri-implant tissue health.15 As the prognosis of 
peri-implantitis treatment outcomes remains rela-
tively variable, early detection and treatment are 
crucial for peri-implant disease management16; 
however, prevention should be considered the best 
form of  treatment.
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