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BOX 18.4 Treatment of Peri-lmplant Mucositis/Peri-lmplantitis

Patient Self-Administered Mechanical and/or Chemical
Plaque Control

Toothbrushes

Toothpastes

Antimicrobial rinsesfflossingforal irrigators

Topical application of ge

Systermnic antibiotics
Probiotic Lactobacillus reufer—containing tablets

Professional Monsurgical
Mechanical plague control

¢ Hand instruments

¢ Powered instruments
Chemical plague control

* | ocal delivery of antibiotics

* Chlorhexidine

* Phaosphoric acid

* Ozone, oxyoen, and saline solution
Mucogingival
Prostheses

Peri-lmplantitis
Nonsurgical
Different mechanical instruments
* MNonmetal instruments
* Rubber cups
= Ajr abrasive
* Metal instruments
* Burs
Adjunctive treatmeants
+ Microbiologic test
* |Local antimicrobials
* Systermnic antimicrobials

Disinfect titanium surfaces
* Antiseptics
s Air polishing
s | gser

Mucogingival

Prostheses

Peri-lmplantitis
Surgical
¢ Animal studies
¢ Dpen flap debridement
¢ Surface decontamination
Regenerative approach
* Biologics
* Guided tissue regenaration
* Guided bone regeneration
Human studies
* Systemic antibiotics
* Arcess surgery
= Hesective surgery
* Regeneration surgery

Retrograde Peri-lmplantitis

Maintenance and Prevention

Patient self-administered preventive regimens

Supportive periodontal therapy/maintenance (professionally)
* Mechanical nonsurgical therapy
* MNMucogingival
* Prostheses
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some cases, the majority of cases reqwre—a—r‘nore invasive approach

to ensure an effective treatment outcomg’

v'Though nonsurgical treatment of peri- m@-ﬂtltls may be;ffe ive in
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Combined Therapy

e Access to the defect & Removal of
inflamed tissues ;

mplant s e B«
. Implantoplastyperforme bucc
and supracrestally exposed implant

parts

e Decontamination of t

* Grafting of the intrabony defect (bone
substitute + barrier membrane) wi
without a connective tissue graft

* Adequate flap adaptation
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Indeed, numerous peri-implantitis surgical treatment protocol
have been proposed, which basically can be categorized.i

two main modalltr‘ w‘ »
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Surgical Management
of Peri-Implantitis

non-augmentative augmentative

| Combined
Resective (Reconstructive

+Resective)

Horizontal ( ? Horizontal (? intrabony + ; ; Intrabony (?

bone loss bone loss horizontal defects

Reconstru
ctive

Open flap
debridment







Access Flap/Open Flap Debridement with or

without apical flap positioning

The surgery consists of the following steps:

1. Access to the lesi
e Sulcular incision
* extend at least one tooth mesial and

* Full thickness flap reflection
e complete past the mucoging@?ﬂnctlon

2. Removal of granulation tissues

tooth
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3. detoxified with Decontamination of the |mEta'ht

surface
e citric acid, cleaned with curettes and titanium brush if
needed _—

4. Suturing with or without apical flap p05|t|@+ng

« Horizontal mattress sutures or interrupted sutures”
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Resective Therapy ‘ ' .

e Access to the defect

* Removal of inflame sues
* Decontamination of t |mplant face
* Implants are detoxified WM , Clea
curettes and titanium brush if nee

n’

y means—e'f
e osseous recontouring (positive ar |tecture);"

* Performance of resective therap
e with or without implantoplasty. >

_—
e Apical positioning of the mucosal flap. - é—-’
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Augmentative Therapy

- ’ | i 7 |
* Access to the defec s
* Removal of inflamed & > .




Augmentative Therapy

* Decontamination o
Detoxification:
a. Citric acid is appl

‘ face
ied ‘ce for
30 to 60 seconds.

b. Rinse with sterile saline for 30se

* Placement of the graft material ( |th ol
without a barrier membrane) ,
A resorbable membrane (extended resorbables="

collagen membrane: 4—6 months) is then ~ =)\

draped over bone graft being careful to cover3=’ |
mm past all edges of bone graft = B 3
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implant

exposed
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Implantoplasty

* Implantoplasty as a part of
periimplantitis surgical therapy may be
less prone to plaque ac '

ulation and,
ultimately, the recurrenc infection,‘

so improve soft tissue inflammatory
status; however, it can lead to more
extensive mucosal recession !

 Soft tissue volume grafting as an
adjunct to surgical peri-implant therapy
may be effective to overcome mucosa
recession in the aesthetic zone.

Simplified three-bur protocol IP procedure. (a)
Macroscopic appearance of the implant; (b) Tungsten
carbidesaur; (c) Macroscopic appearance of the
implam;éft'er applying the tungsten carbide bur; (d)
Brown sificon carbide polisher; (e) Macroscopic
appearance of the implant after applying the brown
silicon earbide polisher; (f) Green silicon carbide
polisher(g) Macroscopic appearance“\of the implant
after applying the green silicon carbide polisher.
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Decontamination ’

* the use of titanium brushes led to significantly
better PD reduction and bone defect fill
compared with the controls.
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e several qualities are ne
effective:
biofilm penetration
tissue biocompatibility

For these reasons, we recommend the use of citric acid.
Removal of macro deposits should be performed with scalers first. A cotton pellet is

soaked with 40% citric acid. It is gently dabbed to remove excess fluid then burnished
onto exposed implant surfaces for 30 to 60 seconds.



Locally dehve’ed aﬂ'bIOtIC' ' ’ /

* locally delivered antibiotic (LDA) is tetracycllne at 50
Tetracycline capsul n be opened and mixedywith
saline solution to c a paste




Systemic antibiotics

* Therefore, the systemic administration

of antibiotics, in the case of peri-
implantitis, should bé¥ethought i
of the present results, contributi
address the problem of increasing
antibiotic resistance. a

(A Systematic Review and Meta-Analysis)

A Systematic Review and Meta-Analysis of Systemic Antibiotic
Therapy in the Treatment of Peri-Implantitis

Manuel Toledano-Osorio !, Cristina Vallecillo 1, Raquel Toledano 2 Fitima S. Aguilera ! Maria T. Osorio 3,
Esther Mufoz-Soto !, Franklin Garcia-Godoy ** and Marta Vallecillo-Rivas
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resistance, a

1. Introduction




Systemic antibiotics

Preventive antibiotic therapy in bone augmentation procedures in oral
implantology: A systematic review

 Prescription of 2 or 3 ¢

of one heur before surgery
IS recommended toreduce the early

failure rate of one-stage implants and
to decrease the bacterial loac
grafted bone particles in bone
augmentation procedures with one or
two-stage implants. —
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 Amoxcillin 500 mg tid, metronidazole 250~ ey
mg, 21 tabs tid =

(Misch's Avoiding Complications in Oral Implantology)
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https://www.sciencedirect.com/topics/medicine-and-dentistry/amoxicillin




