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Implant
  Failure?

An excerpt from one of 
Dentaltown’s busiest message 

boards begins on the next page.

Townies discuss whether 
a 19-year-old patient’s 
implant is compromised, 
and how to proceed
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19-year-old female with a congenitally missing #29. Implant Direct Legacy 3, 4.2x8 placed 
about 4–5 months ago; she came in this week for Stage 2. The check PA looks like a failing 
implant. However, we numbed up the gingiva and exposed the implant and it looked like solid 
bone circumferentially. 

The gingiva was numbed for the flap, so it may not be 100 percent accurate, but no pain 
or movement on reverse torquing or seating the healing cap. The healing cap BW looks good 
and doesn’t show the bone loss (and I would trust a BW over a PA usually to evaluate the bone). 

BW looks better (less bad): Some crestal bone loss to the first thread on the distal, which in 
and of itself isn’t a problem, per se. If I saw only this X-ray, I would restore without hesitation, 
but after seeing the first X-ray, I am leery.

The current plan is to have her return in a few weeks for a new X-ray and without anesthesia 
try to torque the implant and healing cap to see if there’s any pain or movement. If things are 
good, we will take the impression and restore. If not, we will redo. n

I’m not loving the radiograph, either. You could send her for a CBCT to be sure, but it looks 
like a saucer-type defect. On another note, the second distal root on #30 is pretty cool. n

 

Failure?
The periapical hints at a doomed implant, but the bitewing shows another story for this 19-year-old  

patient. Townies discuss whether this is a defect, a less-than-ideal finish or just a misread
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I guess a crater defect, as 
alluded to above, from narrow 
crestal bone at the time of place-
ment. The preop ball measurement X-ray indicates 2D 
planning, likely missed how knife-edge the crestal bone 
was. CBCT planning is helpful for that. Are there any 
postop X-rays from the day the implant was placed? n

This isn’t a failure. Less 
than ideal, but the implant 
obviously hasn’t failed. You 
reverse-torque tested it to prove it hasn’t failed (although 
I think reverse-torque testing generally isn’t a good idea). 
Also, a PA is almost useless in determining crestal bone 
levels, in my opinion. There is minor bone loss on the 
distal aspect, which may or may not be a future issue. 
Ideally, I think it would be nice to remove it and place 
a longer fixture, 10–12mm, because it looks like there 
is ample bone apically, I can’t tell M/D dimension at 
that height, obviously, though. However, I don’t think 
it’s crazy to restore as is. n

Oops. Sorry forgot to post 
the placement X-ray from day 
of surgery. 

Also, we did send the patient for a CT scan 
because the mental nerve was somewhat high on the 
PAs. The CT was done by a local ortho who has a 
CT unit in his office. I had a problem downloading 
and opening the file myself, so I can’t post any slices. 
There probably was room to place a 10mm implant 
but I choose to be safe (or chicken)—especially after 
seeing all the posts here on DT how short implants 
work, and today an 8mm implant is considered stan-
dard, not short. n

Did you flap at time of 
placement? n
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Yes. Flapped at time of surgery—nothing significant that I saw, as far as I can remember. 
The crest was narrow buccal lingually, so it would make sense if the bone loss was lingual or buc-
cal (which is usually why you see resorption on these cases if all else was good during surgery). n

What have you told the patient? These are always really tough cases to treat. n

We told the patient that the implant is questionable and may have been rejected by her body, 
and that we’ll take new X-rays and look again in a few weeks to make a final determination. n

The dimensions of the radiolucent shadow along the crest in the preop film correspond to 
the depth of vertical defects along the implant today. The body did not reject the implant. Due 
to the unintegrated microthreads, the implant will be chronically inflamed if restored. n

You mentioned that the ridge was thin. This would be a great opportunity to explant with a 
simultaneous socket-onlay graft to gain a little buccolingual ridge width. I bet you’d feel much 
better in a few months with another implant placed slightly subcrestal, with an extra couple 
mm of buccal bone. It’d be different if she was 91, but she’s 19. You want this thing to be as 
bulletproof as you can make it. n

The site you placed your implant in was very poorly mineralized and composed primarily 
of fat cells. In these cases, because of the lack of cancellous bone, the alveolar crest develops a 
cortical plate to compensate. Because implants are not designed to be placed in cortical bone, 
you fractured off the cortical plate distal to the implant. You can see the fracture line under the 
distal cortical plate when the implant was placed. 

The cortical plate has sloughed off during healing, producing apparent bone loss. The implant 
has not failed but is surely compromised, and if it was my implant, I would graft the defect distal 
to the implant before restoration. The surface is not chronically contaminated, so minor treatment 
with citric acid or tetracycline should remove any pathogens or toxins. Then graft and membrane. n

Greg, you continue to offer interesting alternative explanations. I’m not sure I quite under-
stand it or agree, but it just goes to show that we can all look at the same radiograph and draw 
different conclusions. n

As someone whose opinion I and the rest of DT respect a lot, how would you treat this case? 
(I thought about Greg’s idea for grafting, but am not sure how predictable it would be—at least 
in my hands.) n

The key, IMO, is the morphology of the bone defect around the implant. It always looks worse 
clinically than it does radiographically. Most clinicians realize that implants don’t lose bone just 
medial and distal—it’s circumferential bone loss. There are two paths in implant repair: respective 
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or regenerative. If there are infrabony walls, like a mote defect, then you can attempt to “fill” 
the defect. This does not imply you will necessarily get reosseointegration, but it will prevent 
epithelial downgrowth. If the bony defect is missing a buccal and/or lingual wall, then bone fill is 
less predictable. This may be better served with implant removal and repair of the osseous defect. 

If you have a bone defect that you can fill, then the implant must be cleaned and detoxified. I 
use tetracycline and air abrasion with glycine powder. If I am treating a difficult-to-clean surface 
(like TiUnite), then I use a titanium brush. 

The defect can be filled with different graft products. My preference is particulate autograft, 
but if that’s not readily available I will consider mineralized allograft or bovine bone mineral. 
The grafted defect is covered with a collagen membrane. Some studies have shown better out-
comes if you resubmerge the implant. Hope that helps. n

I didn’t expose the entire area when I placed the healing cap, but I did make a crestal incision 
and expose the implant, and I didn’t see any bone loss buccal or lingual. I didn’t extend the flap 
to see enough mesial and distal, but I didn’t notice any osseous defects anywhere, which is what 
is throwing me about this case. n

Based on the radiograph, I guarantee if you reflect a flap and expose the entire ridge, you 
will find a circumferential bone defect. That is the anatomy of peri-implant bone loss due to the 
soft tissue interface. n 
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Just a quick follow-up. The patient was in Friday and the implant was still solid and asymp-
tomatic, so we exposed and there was a moat-type defect around the distal extending to the 
buccal and lingual (looked like the gap around an immediate implant). So we tried to graft it 
and we’ll see in a few months if it worked or not.

There are a million opinions here, but the only one that counts is that according to the lit, 
you need ideally a 2mm bone border crestally buccal and lingual. If you don’t have it, you need 
to graft/membrane either via GBR ridge split or onlay grafting. n

To sum up what seems to be the case:

1.  The initial implant placement and subsequent healing resulted in a “crater” or “moat” 
defect round the implant neck, likely caused by less bone buccally and lingually at the 
time of placement than may be ideal (2+mm buccally and lingual). Preoperative CBCT 
scans can assist with planning in these cases to get the implant placed apically enough, 
sometimes with concurrent ridge modification, or flattening. Chalk me up as someone who 
has had this scenario occur with a patient of mine.

2.  Now that the defect has formed, the OP has tried to graft the area where the moat defect 
occurred.  Some posters think it’s worth a shot, others think removing the implant and 
replanning and replacing is the way to go. The OP still has the option to remove and 
replace if the graft doesn’t result in an ideal scenario.

3.  The OP has been extremely generous with his/her time in replying to this case and 
providing further information for evaluation and learning, and has maintained a cordial 
and professional tone throughout. As one can see from reading the thread, that is no 
small feat. n

Mark, great summary! I am pretty new to placing implants and have learned a lot from 
seeing other people’s failures on DT, and figured I would post the case so that I as well as others 
can learn. I will say certain comments are interesting and eye-opening. (I never would have even 
thought the retained root would be an issue; others disagree.)

In retrospect, I possibly should have placed a 3.7x10 instead of a 4.2x8. Or maybe counter-
sunk the 8mm implant another millimeter or two. My thinking (which I am sure some people 
will disagree with) is that in areas of concern—here being above the mental foramen—I like to 
be a bit more cautious. Maybe I am too new and inexperienced to be more daring. But I probably 
had about 12–13mm to the foramen, and because I use the Densah drills which have a tip 
that extends about 1mm past the indicated length and I might get into the safety zone placing 
a 10mm implant, I chose to place a shorter implant—especially after seeing all the posters 
here on DT whom I respect who are placing 8mm implants and considering them regular, not 
short, implants today. However, I still wonder if the failure was, as previously mentioned, from 
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Here is the postgrafting X-ray. n 
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overheating of bone by using potentially old and dull burs. Then, no matter what implant I 
placed, it would not have made a difference. n

The patient was in today to remove the membrane. Before I even took a look, she said she 
was by her orthodontist yesterday and he was roughly adjusting her retainer that didn’t fit and 
the membrane came out yesterday. The good news is that the membrane stayed in for four 
weeks; I just don’t know if it was loose and not functioning properly, or if the graft washed out 
from under it. At this point we will wait another two months and then take another X-ray and 
go from there. n

With the IA canal so far down, you might be able to put in a 13–15mm implant. If you’re 
concerned about overheating, chill your saline slightly in the fridge. Drill inside bone for no 
longer than four seconds at a time, per Misch. Don’t forget to drop the RPM as you go to a 
thicker drill bit. I, personally, do two seconds, pull out, let the drill run and squirt saline into 
the osteomy to cool it down, repeat drilling as I go down slowly to depth. 

Your outcome isn’t a failure, just not the ideal result. Restore and move on. Give her a 
discount on the next one, and consider this one part of your training cost. Light to no occlusion 
to preserve life of the implant. 

Put your finger on the buccal of the crown as she pretends to chew. Make sure you do not 
feel a major thump on the tooth, compared to the adjacent teeth. Design your restoration well 
and you can overcome this setback. The implant can 
still last many, many years. n
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Read more opinions about 
this complicated case online
How does your interpretation of the data compare 
to that of your fellow Townies? To follow this entire 
conversation and be notified about updates, go to 
dentaltown.com and under message boards, search 
“Failure?” This thread will be one of the top results. 
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