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ABSTRACT
Introduction: With increasing awareness about dental health, choosing dental prosthesis for replacement of missing teeth
is but common even among the rural population. Dental implants among dental prosthesis are presently on the rise. Implant
supported prosthesis is a lot comfortable and hence successful in patients requiring oral rehabilitation. The ongoing research in
material science has made it even more possible for dental implants at a very affordable cost as well. Aim: The aim of the study
was to assess the dental practitioner point of view of the patient-related risk factor for peri-implantitis in patients receiving
endosseous dental implants. Background: Failure of dental implants is a major concern in spite of its large success rates.
Chronic alcoholism, smoking, poor oral hygiene, and other systemic disturbances interfere with the cellular and molecular
mechanisms potentially responsible for bone growth and osseointegration around the prosthesis. Materials and Methods:
A total of 200 general d practitioners in private practice and those attached to colleges. The information with regard to the
anatomical site, age, gender, and occupation were assessed. The data were extracted. Result: A total of 200 general dental
surgeons participated in the study. The results of the study were as follows: 182 participants felt age was an important criterion
and 180 dentists felt that gender does play a role in the longevity of implants. About the association with anatomical locations,
maxilla was acceptable for 25 only, whereas 175 were comfortable with the mandible, 193 accepted that the systemic health
issues can jeopardize the prognosis, 181 dentists agreed that diabetes can affect the prognosis. Similarly, 163 dentists felt
that blood pressure can affect the prognosis. Only 156 dentists agreed that smoking could result in poor prognosis. As for
alcoholism, 138 dentists opined to affect prognosis, whereas 52 dentists did not agree. That poor oral hygiene affect prognosis
was agreed by 172 dentists, still, 28 others disagreed, and parafunctional habits affect implant prognosis was agreed by 123,
while 77 others differed. Conclusion: Considering all the patient-related risk factors can affect the prognosis of dental implants,
more awareness of risk factors. Moreover, maintenance of implants is necessary among practitioners.
KEY WORDS: Alcoholism, Dental implant, Endosseous implant, Peri-implantitis, Poor oral hygiene, Rates of survival,
Smoking, Systemic illness

INTRODUCTION
With increasing awareness about dental health,
choosing dental prosthesis for replacement of missing
teeth is but common even among the rural population.
Dental implants among dental prosthesis are presently
on the rise. Implant supported prosthesis is a lot
comfortable and hence successful in patients requiring
oral rehabilitation. The ongoing research in material
science has made it even more possible for dental
implants at a very affordable cost as well.
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The criteria for success of integrated and healthy
implants suggested by the third EWOP in 1999 that the
marginal bone loss should not exceed 2 mm between
prosthesis installation and 5 years of follow-up.[1]
Peri-implant mucositis and peri-implantitis are,
however, the two common conditions predisposing to
implant failures. Peri-implant mucositis is defined[2-4]
as a reversible inflammatory reaction in the soft tissues
surrounding a functioning implant. Peri-implantitis is
defined as the presence of inflammation characterized
by the loss of supporting bone around an implant in
function.
The incidence of failure due to peri-implant mucositis
and implantitis today has mainly reduced due to the
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research contribution in areas of better sterilization,
diagnostic aids, three-dimensional imaging, bone
grafting, the metals used, implant design, and
implantation techniques. The few failures still
encountered are, therefore, a cause for much concern
and have been attributed to systemic health and habit
threats.
Patients with a history of chronic periodontitis had
a higher prevalence of peri-implantitis (28.6%) than
healthy patients (5.8%).[5] The various systemic
risk factors that lead to peri-implantitis have been
identified as, the presence of periodontitis, smoking,
alcoholism, poor oral hygiene, diabetes, and other
systemic and genetic traits.[6] This, however, needs to
be made aware of among the general population, to
overcome implant failures in the society. A previous
concluded that peri-implantitis was prevalent among
maxillary implants and associated risk factors
were smoking and poor oral hygiene.[7] A similar
understanding among the practitioners is necessary to
take adequate measures to sensitize the practitioners
about the necessary precautions they need to take
and also the necessary instructions they need to
provide the general public to preserve the integrity
of the periodontium in patients having an implant. A
treatment plan that achieves the best possible longterm outcomes for the patient, while addressing all
patient concerns and active problems with minimum
necessary intervention is an ideal treatment plan
possible by a knowledgeable practitioner. This study,
therefore, aims to understand the practitioner’s point
of view of the probable patient related systemic risk
factors contributing to peri-implantitis.

MATERIALS AND
METHODOLOGY
Ethical approval was obtained from the Institutional
Ethical Committee. Written informed consent was
obtained from each participant, and the anonymity of
the participant was maintained throughout the study
the knowledge of associated risk factors of periimplantitis was assessed through a questionnaire.
Participants included 200 dental practitioner’s from
various other dental colleges and private dental
practitioners who were willing to participate in the
study. The information with regard to the anatomical
site, age, gender, occupation, the general health status,
and personal habits that could affect the prognosis
were derived. A detailed questionnaire containing
questions pertaining to the demographic status
along with questions related to the knowledge of
the participant about risk factors was prepared The
results were obtained after statistical analysis of the
data derived and subsequently interpreted for clinical
extrapolation.
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The questionnaire was as follows:
1. Do you think age is an important factor in the
treatment of dental implants?
Yes/No
2. Does gender play a role in the prognosis of a
systemically healthy individual?
Yes/No
3. Is the prognosis dependent on the anatomical
location of maxilla or mandible.
Yes/No
4. Do you think systemic complication affect the
prognosis of implants?
Yes/No
5. Do you think diabetes mellitus will alter the
prognosis of implants?
Yes/No
6. Does altered blood pressure affect the implant
prognosis?
Yes/No
7. Do you think smoking affects prognosis?
Yes/No
8. Do you think alcoholism affects prognosis?
Yes/No
9. Does poor oral hygiene affect prognosis?
Yes/No
10. Do parafunctional habits affect implant prognosis?
Yes/No.

RESULTS
A total of 200 general dental surgeons participated in
the study. The results of the study were as follows: As
regard the question of age consideration for implants,
182 participants felt age was an important criterion,
while 18 others felt it was not important. As regard the
gender, 180 dentists felt that gender does play a role
in the longevity of implants. About the association
with anatomical locations, maxilla was acceptable
for 25 only, whereas 175 were comfortable with
the mandible. A maximum of 193 accepted that the
systemic health issues can jeopardize the prognosis,
but seven dentists did not agree, particularly only 181
dentists agreed that diabetes can affect the prognosis
whereas 19 did not agree. Similarly, 163 dentists felt
that blood pressure can affect the prognosis but still
37 disagreed. That smoking affected the prognosis
was accepted by 156 dentists and not accepted by
44. As for alcoholism, 138 dentists opined to affect
prognosis, whereas 52 dentists did not agree. That
poor oral hygiene affect prognosis was agreed by 172
dentists, still, 28 others disagreed, and parafunctional
habits affect implant prognosis was agreed by 123,
while 77 others differed.

DISCUSSION
The success criteria most commonly reported in
clinical reports are the survival rate, a consideration if
Drug Invention Today | Vol 12 • Issue 5 • 2019
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the implant is physically present intact in the mouth or
has been removed.

In the present study, 28/200 dentists did not attach
importance to post-implant maintenance.

For the long-term success of dental implants,
osseointegration is the goal. The critical considerations
to achieve this include, the design of dental implants,
biomaterials composition, implant width, length and
geometry, biomechanical factors, surface characteristics,
medical status of the patient, bone quality, surgical
technique,[8-11] and implants related factors such as site
and quality of bone density of the implant location, the
quality of implant for osseointegration, and technique
of implant placement and loading and occlusal
equilibration. The other type of risk factors is patientrelated, such as oral hygiene, systemic conditions as in
uncontrolled diabetes, alcohol, smoking, and.[12,13]

Smoking
Reports on failures of implants due to smoking have
been attributed to mucositis and peri-implantitis
Rodriguez-Argueta et al.[21] have reported in their
study that mucositis 11.8% for smokers and 9.2% for
nonsmokers. Peri-implantitis was also more common
in smokers 9.2% and 5.3% in nonsmokers. Many
other studies have also evinced smoking as a highrisk factor in the failure of implants due to mucositis
and peri-implantitis, Hinode et al.[22] concluded in a
meta-analysis of 19 studies that a high risk of implant
failure in smokers than nonsmokers. Bain and Moy
reported an 89% success rate in smokers compared
with 95% in nonsmokers.[23]

Alcohol
Alcohol consumption affects bone metabolism by
impairing osteoblast proliferation and increasing
osteoclastic activity in rabbit models. Alcoholic rabbits
demonstrated significantly less bone density and therefore
impaired direct bone-to-implant contact.[14] In the present
study, 52 dentists did not realize the implication of alcohol
of bone quality that could result in poor osseointegration
at a later date and eventual implant failure.
Oral Hygiene
The importance of oral hygiene maintenance to the
success of endosseous implant needs no mention.
It is best understood by the basic understanding
of the biological mechanisms of the gingiva and
periodontium in normal versus an implant.
The peri-implant mucosal seal lacks an efficient
barrier to bacterial invasion from plaque, then
the periodontium around a natural tooth, tissue
attachment.[15] The vasculature in the gingival tissue
surrounding dental implants is much less than in normal
biology. This coupled with parallel oriented collagen
fibers around the implant makes it more susceptible to
bacterial invasion and injury thereafter.[16]
Warrer et al., 1995,[17] have reported gingivitis and
periodontitis from bacterial invasion from plaque and
can also induce the development of peri-implantitis.[18]
Patients with dental implants sometimes due to fear
of losing the device generally suffer a compromise
in hygiene, resulting in losing the teeth. Studies have
opined that osseointegration is more predictable for
success than oral hygiene maintenance calling for
appropriate professional care, patient cooperation,
and effective home care.[19] The need for meticulous
maintenance is, therefore, recommended[20] with a
periodontal examination, prophylaxis, and advice
once every 3 months, with every visit lasting for an
hour provided there is no compromise in the health of
the patient and the selection of the implant.
Drug Invention Today | Vol 12 • Issue 5 • 2019

Sánchez-Pérez et al.[24] reported a failure rate of 15.8%
at 5 years for smokers and 1.4% for nonsmokers.
Therefore, smoking is a risk factor for implant
survival.[25,26] Some studies have, however, failed to
find a relationship between smoking and peri-implant
disease.[27]
In a meta-analysis,[28] the implant-related odds ratio for
smokers was 2.6 for implant failure in nonaugmentation
sites and 3.6 when bone augmentation techniques
were used. Bone regeneration techniques have
had poorer results in smokers and not only due to
membrane exposure but also due to a greater rate of
inflammation.[29]
In the present study, 44/200 dentists did not agree that
smoking could result in implant failure.
The deleterious effect of smoking is due to
multifactorial reasons attributed to the toxic effects
of the constituents of tobacco including blood flow,
chemotactic activity of leukocytes or collagen
synthesis. There are over 4000 toxins reported in
cigarette smoke, the very potent being nicotine,
carbon monoxide, nitrosamines, benzenes, aldehydes,
and hydrogen cyanide. The vasoconstriction due to
nicotine can cause glucose reduction and acidosis at
the tissue level.[30] The hydrogen cyanide induces tissue
hypoxia. In addition, suppression of bone matrixrelated gene expressions[31] has been reported which
though does not interfere with the bone formation
with harm osseointegration and bone maturation.
Vitamin C deficiency, Palmer et al. and Sørensen
et al.[32,33] reported interferes in the mechanism of
wound healing in fibroblast function and collagen
metabolism.
Systemic Disease
Literature has not adequately supported implant
failures due to systemic disease. Evidence from clinical
trials has indicated that patients with hypertension,
1079
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controlled diabetes, and other cardiovascular disorders
can undergo implant procedures under protected
medical support as in minor. Other studies[34,35] have
also demonstrated the same. It should nevertheless be
noted that patients in general with systemic ailments
normally do not opt for implants as a dental requirement
at the time of other major pathologies. Furthermore,
all studies exclude cases with systemic ailments in the
evaluation of the success of any procedure, and not to
mention in, bisphosphonate users.[36]
In our study, only seven dentists did not agree that
systemic problems could interfere with the stability of
the implants.
Age/Gender/Location
Normal bone volume and density are of paramount
importance in the success of implants. In general,
there is no adequate literature support as proof of age
and gender contributing to the failure of implants.
Compromise in the quality and quantity due to very
young age individuals or in ailing patients can greatly
contribute to failures. Age lesser than 35 and more
than 55 have been reported to be ideal for implants. In
addition, studies revealed that the success rate is low
in the maxilla[37] as bone is less dense in maxilla than in
mandible. Bryant in their review of literature reported
that mandibular sites tend to be more successful
than maxillary sites[38] for implants, particularly for
osseointegration. On the other hand, Balshe[39] reported
that rough implants of 10 mm length were more
successful than smooth surface implants irrespective
of the location selected. It is also very important to
educate dentists about the management modalities to
treat peri-implantitis.[40]

CONCLUSION
The majority of the general practitioners did perceive
that the most significant factors causing periimplantitis could be poor oral hygiene maintenance,
and systemic health conditions such as diabetes
mellitus and hypertension were predisposing factors.
Among habits, smoking was accepted to affect the
prognosis of dental implants.
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