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Case Report:  
Morphological changes in the distal mandible influence basal implant survival
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IS
S

N
 1

8
6

4
-1

1
9

9
 /

 e
-IS

S
N

 1
8

6
4

-1
2

3
7

Published by IF Publishing, Germany

OFFPRINT



78

Implant Directions®

Disclaimer

Hazards
Great care has been taken to maintain the accuracy of the information con-
tained in this publication. However, the publisher and/or the distributer and/
or the editors and/or the authors cannot be held responsible for errors or 
any consequences arising from the use of the information contained in this 
publication. The statements or opinions contained in editorials and articles in 
this publication are solely those of the authors thereof and not of the publis-
her, and/or the distributer, and/or the IIF.
The products, procedures and therapies described in this work are hazar-
dous and are therefore only to be applied by certified and trained medical 
professionals in environment specially designed for such procedures. No sug-
gested test or procedure should be carried out unless, in the user‘s profes-
sional judgment, its risk is justified. Whoever applies products, procedures 
and therapies shown or described in this publication will do this at their own 
risk. Because of rapid advances in the medical sience, IF recommends that 
independent verification of diagnosis, therapies, drugs, dosages and operati-
on methods should be made before any action is taken. 
Although all advertising material which may be inserted into the work is ex-
pected to conform to ethical (medical) standards, inclusion in this publication 
does not constitute a guarantee or endorsement by the publisher regarding 
quality or value of such product or of the claims made of it by its manufac-
turer.

Legal restrictions
This work was produced by IF Publishing, Munich, Germany. All rights reser-
ved by IF Publishing. This publication including all parts thereof, is legally pro-
tected by copyright. Any use, exploitation or commercialization outside the 
narrow limits set forth by copyright legislation and the restrictions on use 
laid out below, without the publisher‘s consent, is illegal and liable to prosecu-
tion. This applies in particular to photostat reproduction, copying, scanning 
or duplication of any kind, translation, preparation of microfilms, electronic 
data processing, and storage such as making this publication available on 
Intranet or Internet. 
Some of the products, names, instruments, treatments, logos, designs, etc. 
reffered to in this publication are also protected by patents and trademarks 
or by other intellectual property protection laws« (eg. «IF«, «IIF« and the IF-
Logo) are registered trademarks even though specific reference to this fact 
is not always made in the text. 
Therefore, the appearance of a name, instrument, etc. without designation 
as proprietary is not to be construed as a representation by publisher that 
it is in the public domain.
Institutions‘ subscriptions allow to reproduce tables of content or prepare 
lists of Articles including abstracts for internal circulation within the institu-
tions concerned. Permission of the publisher is required for all other deriva-
tive works, including compilations and translations. Permission of the publis-
her is required to store or use electronically any material contained in this 
journal, including any article or part of an article. For inquiries contact the 
publisher at the adress indicated. 

Editorial board

Managing editor 
Dr. Mayur Khairnar
drmayurkhairnar@gmail.com

Dr. Vivek Gaur
drvivekgaur@yahoo.co.in

Coordinating editor
N. N.

Editorial board (in alphabetic order)
Dr. Yassen Dimitrov, Bulgaria
Za. Stephan Haas, Germany
Prof. Dr. Vitomir S. Konstantinovic, Serbia
Dr. Valeri Lysenko, Ukraine
Katarina Markova, Prague
Jura Mitruschenkow, Moskow
Dr. Gerald Schillig, Germany
Dr. Narender Singh, India
Dr. Katrin Tost, Greece

Evidence reports and Critical Appraisals
IF Research & Evidence Dept.
 
Single Issue Price 
Euro 30 
Annual Subscription
Euro 120

Copyright 
Copyright ©2006 - 2015 by
International Implant Foundation
DE- 80802 Munich / Germany
www.implantfoundation.org

Contact
publishing@implantfoundation.org

CMF.Impl.dir.
ISSN 1864-1199
e-ISSN 1864-1237



CMF. Impl. Dir. Vol. 10  No. 3     2015      79

The Foundation of Knowledge

®

vestibular cortical of the mandible as 2nd corti-
cal instead of using the  lingual cortical. When 
using the vestibular cortical a more favourable 
position of the implant̀ s head (after bending) 
becomes possible.
Keywords: Bone morphology, Strategic Implant®, 
vertical bone apposition, basal implant survival.

1. Introduction
In crestal implantology the level of the bone 

around the crest of the implant typically  
decreases. This involution is known to be inevita-
ble. As long as no infection is associated to this, 
such a decrease in bone level is not noticed. 
If signs of an infection become visible, a «peri-
implantitis» is diagnosed. This disease is widely 
accepted to be «inevitable» by our profession, 
but not so much by the patients. Peri-implantitis 
occurs only if endosseous implant surfaces are 
rough and the implant’s diameter is large.
«Peri-implantitis» is not found in the Strategic 

Implant® 1,2,3. The main differences between con-
ventional (2-stage) implants and modern Strate-
gic Implants are:
-	 Strategic Implants feature a thin and  

	 polished implant surface as well as a mini- 
	 mal mucosal penetration diameter
-	 Load transmission takes place far away  

	 from the point of potential bacterial attack.
-	 Load transmission takes place directly into 

	 corticals.
-	 The implant can be placed immediately after  

	 tooth extraction as long as a permanent  
	 cortical («2nd» or «3rd» cortical) can be 
	 reached by the implant’s load transmitting 
	 surface4.
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Abstract
Vertical bone apposition along the polished 

implant shafts of lateral basal implants have 
been observed and proven by scientific investi-
gations. So far no reports of this kind have been 
published for screwable basal implants. 
In this case report we report on a case where 

vertical bone growth along a screwable basal 
implant (BCS brand) reached an extent where  
(self-)cleaning of the implant site failed and a 
chronic infection developed. The implant had to 
be removed.
Conclusion: Also around screwable basal im-

plants vertical bone growth must be expected 
in the distal mandible. It is recommended to 
utilize implant lengths which allow the positio-
ning of the implant head as much as possible 
away  from the mucosal penetration area. Ano-
ther useful precaution might lie in utilizing the 
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This all leads to a situation where the crestal 
bone level at the implant is of no importance 
except for achieving aesthetics. In extraction 
zones receiving implants immediately the bone- 
and soft tissue level is prone to dropping and 
this often creates the cause for a 2nd prosthet-
ic workpiece after 6 -18 months.
It has been described however, that the level 

of the bone may unexpectedly lift during the first 
18 months after implant placement, right in 
the vicinity of lateral basal implants (i.e. Diskim-
plants, BOI, TOI). These implants have been in 
use since about 1988. Dramatic vertical appo-
sition has been observed and reported for the 
distal mandible5. Reports of this kind for screw-
able basal implants are missing however.

Fig. 1: Panoramic overview-picture showing two circular bridges on 9 implant in the upper jaw and 7 
implant in the lower jaw. The implant in the left distal mandible is engaged in the lingual cortical and 
has a total length of 10 mm, with about 6 mm being positioned within the bone.

2. Material and Method
A 60 -year old female patient, a healthy non-

smoker, had received screwable basal implants 
in the mandible after conventional 2-stage 
screw implants had failed. The new prosthetic 
construction included a large blade implant, 
which was only partly osseo-integrated but  
remained without symptoms (Fig. 1).

3. Results
40 months after implant placement in the 

mandible the patient reported pain and swell-
ing around the implant in the lower left & distal 
mandible. In order to rescue the implant we per-
formed local surgery on the soft tissue around 
the implant.
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Fig. 2: Close up view of the implant in the distal mandible after 
8 months. Compared to Fig. 1 no changes in the bone level 
are visible.

Fig. 3a: Soft tissue is overgrowing the technical abutment and 
the area became impossible to clean. The QOL of the patient 
decreased due to this event.

Fig. 3b: Clinical view of the lower distal jaw, after the soft tis-
sue was revised with an electro-cauter. A stable, non-infected 
result could not be reached however: after some weeks the 
situation resembled again Fig. 3a.

Fig. 4: The crestal level of bone had risen approximately 2-3 
mm compared to the baseline situation shown in Fig. 2. The 
implant is well integrated and the cemented prosthetics fit. 
The distance between the abutment head and the cementing 
connection and the crestal level of the bone had become too 
small. (Self-)cleaning was not possible any more and a recur-
rent infection appeared.
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Since it was impossible to remove the well inte-
grated implant completely, the distal extension 
of the bridge including the technical abutment 
was cut off the bridge and the abutment head 
was cut off from the thread-part of the implant 
at the level of the bone. 

The site healed without complications within 
one day and the bridge thereafter remained 
stable on the remaining six implants, with a can-
tilever portion on the left side.

2. Discussion
Scientific evidence on a series of consecutive 

cases has shown that the vertical bone level 
around lateral basal implants can increasev. The 
increase is more pronounced, if the difference 
in total bone height in the left and right mandible 
is large. If the distal mandible shows strong at-
rophy on both sides, no such bone apposition 

Fig. 5: After cutting off the abutment at bone level the signs of 
infection disappeared instantly. 

is found. In the case shown here, no such large 
differences between the vertical bone on the left 
and right side of the distal mandible were given.
The «conservative» treatment consisting of a 

radical excision of soft tissue around the implant 
did not lead to the desired result. As an alterna-
tive, vertical reduction of bone directly around 
the implant was not tried: such a treatment step 
would probably not have been successful either, 
(1) because the bone would have been growing 
again, and (2) there would have been the risk 
of creating roughness (e.g. scratches) on the 
highly polished vertical implant surface. This by 
itself would have been supporting a chronic in-
fection of the «peri-implantitis»-type.
In this case the upper jaw and the lower jaw 

were not treated together, the upper jaw had 
been treated first. Hence the vertical dimension 
of the lower bridge could not be changed signifi-
cantly. If both jaws had been treated together 
(just as we recommended) the distribution of 
vertical space between the upper and the lower 
bridge could have been changed without chang-
ing the aesthetic or functional result noticeably.  
This way an implant with a longer intra-oral shaft 
could have been used.

4. Conclusions
Also around screwable basal implants verti-

cal bone growth must be expected in the distal 
mandible. It is recommended to utilize implant 
lengths which allow the positioning of the im-
plant head as much as possible away from the 
mucosal penetration area. Another useful pre-
caution might be to utilize the vestibular cortical 
of the mandible as 2nd cortical instead of using 
the lingual cortical. When using the vestibular 
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cortical a more favourable position of the im-
plant’s head (after bending) becomes possible.
The possibilities in tearing such a soft-tissue 

overgrowth as a result of vertical bone growth 
are small.
Raising the bite might to some extent allow 

placing longer implants in the distal mandible. 
This may lead to a situation where the abutment 
head right from the beginning can be placed in 
a larger (more safe) distance to the crest of the 
bone.
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