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Abstract

D

ental implants have become the preferable choice of restoring the missing
teeth for the patient, which made the
dental professionals look for the best implant
systems, advanced research, and techniques
for constant improve in the quality of patients
life. Dental implants can be placed immedi-

ately after the extraction – “Immediate implants”
or can be placed after complete healing of the
extraction site – Delayed Implants. This article is about the author’s experience with full
mouth immediate implants and explained the
critical factors that influenced the outcome.
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Figure 1: Pre-surgical radiographic image.

INTRODUCTION
In recent years, dental implants have proven to
be a popular choice for patients compared to
traditional conventional prosthetics. Literature
shows adequate evidence of successful immediate implant function for single or full mouth prosthetics, provided patients are carefully assessed
and planned.1-3 The surgeon’s role is crucial for
successful osseointegration of dental implants.
However, the surgeon must be visionary and
think critically for successful prosthetic outcomes.

CASE REPORT
The present article presents a 40 year old female,
with no medical problems, who we diagnosed
with chronic generalized periodontitis after observation of grade 2 to 3 mobility of the remaining dentition and significant bone loss in both
arches. With all aseptic precautions, the patient
was planned for full mouth extraction, alvelo-

plasty and immediate implant placement under
local anaesthesia. After removal of the remaining diseased teeth, the sockets were well irrigated with Betadine and saline. Optimal implant
length and diameter were selected with the help
of 3D CBCT implant planning (Figures 1, 2).
Maxillary implants (Standard Mydrid plus Equinox implant system) were placed first followed
by mandibular implants. Eight implants in each
arch were placed just below the crestal level
and no bone grafts were required. Gingival tissue was then trimmed and primarily closed with
sutures. Secondary surgery was planned after
four months of healing followed by the fixed prosthesis. Interim dentures were given to the patient
until the final prostheses were delivered. Custom
abutments were used to orient the prostheses
with implant angulation (Figure 3). All the steps
of prosthetic phase (i.e., closed tray fixture level
impressions, verification jig, jaw relations, bite
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Figure 2: Pre-surgical radiographic image.

Figure 3: Intra-oral image of dental implant
abutments in place.

registration followed by metal and bisque try-in,
etc.) were accomplished before the delivery of
the laser porcelain fused to metal cement retained
implant supported fixed prosthesis (Figures 4, 5).
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Figure 4: Post-surgical radiographic image.

DISCUSSION
Full mouth immediate implants can be
a challenge for the surgeon and prosthetic outcomes must always be considered. Critical factors that a surgeon needs

Sudhir et al

Figure 5: Final implant supported fixed
prostheses.
to consider at different stages of immediate full mouth implants include the following:
Patient Evaluation
Review the patient medical history and look for
any limitations and necessary precautions to take
during surgery. Evaluate the radiographs. Look
for quality of bone and periapical lesions or any
pathology. Discuss and document patient expectations and clearly explain to the patient about
the choice of prosthesis and total estimated cost.
Other important aspects we need to consider are
motivation and preparation of the patient mentally
for a long surgical procedure, possible additional
appointments that may be necessary, and possible complications. The patient must be educated
about the importance of oral hygiene methods,
implant maintenance and follow up during the initial visits. Detailed inform consent must be taken.
Treatment planning
3-dimensional cone beam computed tomography (3D CBCT) scans help in treatment planning. Various advantages of the scan include
in-depth analysis of bone density and volume,

anatomical landmarks and implant selection. Surgical guides can be constructed with help of the
CBCT scan and diagnostic casts that can be
made using 3D printing technology. Surgical template preparation is an important consideration
for selecting the position as well as proper alignment of implants. Preoperative estimation of buccal cortical height, thickness and the position of
the implant relatively is an important factor determines the success of immediate implants. We
have experienced the consequences of improper
treatment planning resulted in an expense of
time, energy, and money of the clinician as well
as the need for additional appointments for the
patient.4 It is better to have a case discussion
coordinating the surgeon, prosthodontist and
laboratory person before appointment for surgery.
Intraoperative factors
In the present case, as in all cases, time management and patient comfort are a concern. Atraumatic extraction preventing damage to adjacent
bone is always desired. Following tooth removal,
careful elimination of granulation tissue is paramount for future implant success. After tooth
removal and prior to implant placement, measuring
the 3D CBCT scan and the length of the extracted
roots help in estimating the depth of pilot drill. In
the present case, it took three hours for extraction, followed by implant placement and primary
closure. The surgery could have been faster and
implant placement more accurate if surgical
guides was used. Mean insertion torque value for
the implants was 45 Ncm. A minimum torque limit
of at least 20Ncm is required for the immediate
implants to survive.6,7,8 It is essential to check the
implant stability coefficient (ISQ) to decrease the
chances of implant failure. In cases of inadequate
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bone thickness, guided bone regeneration (GBR)
with bone graft and membrane may result in a better outlook of the bone morphology and implant
to crest relation by the end of surgery. Implants
placed below the bone crest may require minor
alveloplasty around the platforms to allow for complete abutment seating without impinging on the
bone. Observe for any active bleeding, hematoma formation, especially in sublingual region
during and after surgery. Post-surgical antibiotics are often a good consideration. In the present
case, a dose of Dexamethasone 4mg was administered immediately after surgery and postoperative oral antibiotics and analgesics (NSAIDS)
were advised for five days. It is advisable to take a
radiograph, preferably a CBCT scan, immediately
after surgery to verify the implant bone relation.
Prosthetic Phase
Proper alignment of implants greatly influences
the prosthetic phase. In the present case, we
have observed the failure of two implants out of
sixteen, which was due to be improper alignment
of implants with thin buccal plate and lack of primary stability. Custom abutments were made to
attain alignment of abutments and ridge parallelism. Starting from implant placement until the
abutment and crown fixation (screw retained
implants), we need to be very cautious about
applied torque, always adhering to manufacturers’
recommended values. The clinician must be thorough with all attachments and mechanics of the
implant system they are using. The limitations in
torque levels of abutment and prosthetic screws
for different implant systems must be followed.
Limit the number of times the abutment screw is
loosened and tightened. We recommend limiting multi-unit abutment screw removal to no more
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than five times prior to screw replacement. In the
present case, we encountered screw breakdown
of the mandibular posterior implant and could not
retrieve smoothly because of lack of expertise.
However, we managed by making a post to retain
the abutment for the implant. We have to accept
that this is an extra cost of time and money to the
clinician and an increase in the number of appointments for the patient. Fabrication of implant supported prostheses is challenging clinically as well
as technically. Careful attention is required during every step of fabrication including maintaining
rapport between clinician and the technical team.

CONCLUSION
Immediate implants can be a successful treatment option in full mouth rehabilitation. Proper
planning, in depth knowledge of anatomy
and biomechanics of the desired implant system is very important. Complications do
occur. We should learn from them and challenge ourselves to achieve better outcomes. l
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Atrophic Ridges: A Retrospective Study
with up to 5 Years of Follow-Up
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Abstract
BACKGROUND: The bone augmentation techniques suggested by literature including onlay
bone grafts, guided bone regeneration (GBR),
maxillary sinus elevation and distraction osteogenesis (DO) have been proved effective in
regaining bone volume. However these approach
techniques can present multiple complications and morbidity after surgery, with prolonged treatment duration and extra costs.
Short implants could be a simpler, cheaper and
faster alternative than augmentation procedures, if they can be shown to result in similar
success rates. Recently the use of extra-short
implants (6 mm) has been reported with good
outcomes5-8 and promising results have been
published in comparison with alveolar bone augmentation techniques. The aim of this clinical
retrospective study was to evaluate the survival
rate of extra-short implants in different clinical
situations with a minimum follow-up 12 months.
MATERIALS AND METHODS: Extra- short
implants with 6.0 mm height were placed in
patients of authors clinic to restore by mul-

tiple partial or total prostheses in the anterior and posterior regions of maxilla and
mandible areas affected by high bone resorption.
RESULTS: Between February 2009 to October 2013 a total of 302 implants were placed in
98 patients (67 women and 31 men) with mean
age of 68 years (range: 54–82 years). The total
of 302 implants were placed and distributed in
the anterior region (12 %) and posterior region
(88 %) of maxilla and mandible. Two hundred
and eighty-eight implants were restored by multiple partial and total prostheses (96.8%). These
288 implants, 8 (2.8 %) were submitted to immediate loading and 280 rehabilitated after a period
of 4 and 6 months. After 1-5 year follow-up, 288
implants are in function and 14 implants have
been lost, achieving a survival rate of 95.4 %.
CONCLUSION: The results of this study suggested that extra- short implants presented
a good survival rate and therefore should be
regarded as a predictable solution for the rehabilitation of highly resorbed mandible and maxilla.

KEY WORDS: Dental implants, short implants, success rate
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INTRODUCTION
Rehabilitation of total and partially edentulous patients with removable dentures can
be an unsatisfactory treatment option, creating discomfort and affecting ability to eat
and speak.1 An implant-supported prosthesis could be the ideal option, although alveolar resorption can result in the insufficient
bone volume. Therefore, reduced alveolar
bone height due to post-extraction atrophy
and maxillary sinus pneumatization becomes
a major challenge, especially in posterior
regions. The insufficient residual bone height
not only limits the application of implant therapy, but also increases the probability of invasive damage to some anatomical structures,
such as maxillary sinus and nasal cavity.2-4
The bone augmentation techniques suggested by literature, including onlay bone
grafts, guided bone regeneration (GBR),
5-6
maxillary sinus elevation,7-8 and distraction osteogenesis9 have been proven effective in regaining bone volume. However these
approaches can present multiple complications and morbidity after surgery, with prolonged treatment duration and extra costs.4
A bone height of 10–12 mm is generally
considered to be the minimal amount of bone
required to place implants of ‘‘sufficient’’ length,
9–11mm long, which are most likely to generate good long-term results.3 Short implants
could be a simpler, cheaper and faster alternative than augmentation procedures, if they can
be shown to result in similar success rates.4.
The definition of ‘‘short’’ implants is controversial because some authors consider
‘‘short’’ those implants with a length within
the range of 9 –10 mm whereas other authors

consider ‘‘short’’ those implants with an intrabony design.3 Recently, the use of extra-short
implants (6 mm) has been reported with good
outcomes5-8 and promising results have been
published in comparison with alveolar bone
augmentation techniques.10,11 On the other
hand some clinical follow up of short implants
have been discussed and controversial results
have been reported, with some studies presenting failures frequently.12-15 Other authors
found increased failure rates for short implants,
suggesting that short implants still presented
inadequate survival rates.16-20
Although the
use of extra-short implants is tempting, it
should only be undertaken if adequate evidence is available to support the hypothesis
that modality of implant treatment results at
least equal to those achieved with conventional implants.21 The purpose of this retrospective study was to assess
the survival
of extra-short implants in the treatment of
severe atrophic ridges in function over time.

MATERIALS AND METHODS
Patients
The patients of the author’s clinic chosen
for treatment with extra-short implants were
referred for partial and total implant rehabilitation of the maxilla and mandible. All patients
had been advised about their alveolar ridge
conditions and the reason that extra-short
implants were the treatment option proposed.
All sites had sufficient alveolar ridge width to
receive implants at least 3.75 mm in diameter.
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Figure 1: Aspects of implant design with measures.

Figure 2: Implant before placement.

Exclusion Criteria
1. T
 he patient was not able to give his/
her informed consent to participate.
2. H
 ealth conditions that did not permit the
surgical procedure.
3. P
 atients with systemic contraindications
to surgery.
4. Uncontrolled diabetes.
5. P
 atients who were treated with bisphosphonates in a long-term period.
6. Patients with abuse of alcohol or drugs.
7. Patient health or psychiatric problems.
8. Irradiated patients.

5.1 mm). They were machined from grade 4 titanium with a parallel design, intrabony designed
length of 5.3 mm and a standard 0.7-mm-high
external-hex connection (Figures 1 and 2).

Implant System
All implants used were extra-short thread implants
(P-I Brånemark Philosophy –SIC Invent Group
– Switzerland) with a length of 6 mm. They
were provided by manufactured purchased and
bought from the commercial distributor by the
clinician. These implants with surface versions
nano and micro nano, are available in diameters of 3.75, 4.0 or 5.0 mm for regular-platform
implants (platform diameter: 4,1 mm) or 5.0 mm
for wide-platform implants (platform diameter:
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Treatment Planning
Prior to surgery in addition to clinical examination, intraoral radiography, panoramic radiography, and computerized tomography scans
(Figures 3-5) were taken for the preoperative
evaluation of the implant site. The results of this
evaluation were used for planning the extrashort implant length (6 mm long) to be used for
the rehabilitation of edentulous sites with 7 to 9
mm of available bone. All patients were identified, ndividual charts were recorded with age,
date of implant placement, medical history, region
of implant placement, additional surgical procedures, implants dimension and type of prostheses.
Surgical and Prosthetic Procedures
Local anesthesia was achieved using lidocaine
2% with 1:100.000 epinephrine (DFL, Rio de
Janeiro, Brazil). A supracrestal (delayed sites)
or sulcus incision (extraction sites) connected
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Figure 3: Pre-surgical radiograph.
Figure 4: CT Cone Beam.

Figure 5: Virtual Planning Dental Slice Software.

to a vertical releasing distal or mesial were performed followed a mucoperiosteal flap. Site
preparation and implant placement were performed with drill sequences and surgical protocol recommended by the manufacturer (Figures
5, 6). In cases of dehiscences, fenestrations,
and gaps between implant and alveolar walls at
this operation, biomaterial (Bio Oss, Gheistlish,
Wolhusen, Switzerland) or autogenous bone
chips were grafted to the defects. Primary closure of the wound was achieved with 5-0 mononylon sutures, and Rehrman-plasty22 (periosteal

Figure 6: Surgical access in grafted atrophic mandible
(posterior region).

incision) was used as the routine technique
to seal the extraction after implant placement.
In association with implant surgery, Amoxicillin tablets (500 mg 3 times daily for 7 days)
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Figure 8: Final radiograph with prosthetic rehabilitation.

Figure 7: Extra-short implants placed after micro-screw
removal using a trephine drill.

were systemically administered, and pain control was achieved by Tenoxycan tablets (20 mg
2 times daily for 3 days). Medication was started
1 hour before surgery and penicillin or cephalosporin-sensitive patients were medicated with
clindamycin. The patients rinsed their mouths
with chlorhexidine digluconate 0.1% solution
for 1 minute twice a day for 7 days following
implant surgery. All implants were placed by the
same surgeon and sutures were removed after
one week after surgery. The patients were then
seen once a week for the next 3 weeks for prophylaxis, instruction in oral hygiene, and monitoring of the healing process. During this time was
recommended to patients not to use removable
provisional partial dentures to avoid traumatizing
the treated area. After a period of 4 months to
mandible and 6 months to maxilla, second-stage
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surgery was performed for implants exposure and
periapical radiograph were obtained to document
healing status. In the second stage the apically
repositioned flap was used at healing abutment
connection or intermediary abutment placement.
The osseointegration was confirmed according
Albretksson et al.23 and Buser et al.24 success
criteria. Reverse torque test (10 Ncm) was also
performed that is an indicator of clinical stability
and percussion over the abutment.25 The complementary prosthetic components were used
for a fixed prosthetic restoration manufacturing.
All the patients were rehabilitated with
fixed and screwed prostheses, with micro-unit
abutments were used in the multiple implants
rehabilitation, and the minimum follow-up
was 12 months after prosthesis installation.
Post-Surgical Follow-Up
The patients were recalled for radiographic and
clinical examinations every 6–12 months. During
each visit, the clinical assessment of implants,
prostheses and perimplant tissues were respectively conducted by a surgeon and a prosth-
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Table 1: Distribution of Implants According to Location.
Size

Mandible

First Premolar

Maxilla

8		

Total
8 (2.6%)

Second Premolar

40

4

44 (14.6%)

First Molar

86

2

88 (29.1%)

Second Molar

120

7

127 (42.1%_

Anterior

5

30

35 (11.6%)

Total

259

43

302 (100%)

Failure

4

10

14 (4.6%)

odontist, who were not involved in the treatment
of the patients. Panoramic and periapical radiography were taken to evaluate the bone level
and peri-implant radiolucency. For the patients
experiencing implant loss or other complications, data related to the causes were collected.

RESULTS
Summaries of implants locations, types of prostheses placed and time in function at the time of data
collection for this report are presented in Tables
1, 2 and 3. Between February 2009 and October
2013, there were 98 patients (67 women 31 men)
with a mean age of 68 years (range 54–82 years)
who were submitted to implant surgery. A total of
302 implants were placed to restore with multiple
teeth. All implants length used were, 6-mm-long
and respect to implant diameter used were, 3.75
mm, 4.0 mm and 5.0 mm in 94 % (n=285), 1%
(n=2) and 5% (n=15) of sites respectively. Two
hundred fifteen implants were used to replace

molar teeth, fifty-two implants to replace premolar
teeth and thirty-five implants in anterior mandible
or maxilla region. Two hundred fifty-four implants
(84.1%) were placed in mandible posterior region
(Figures 6-8), thirteen implants (4.3%) were
placed in maxilla posterior region, thirty implants
(10%) in maxilla anterior region and five implants
(1.6%) in mandible anterior region (Table 1). In
6% (n=18) of the implants were placed in fresh
sockets post exodontias sites grafted with biomaterial and 1.7 % (n=5) of the implants associated to guided bone regeneration technique and
2.3% (n=7) of the implants inserted in bone augmented sites. In the others 90% of sites bone
grafting was not required for implant placement.
In four patients with severe bone atrophy extrashort were splinted to zygomatic implants (Figures
9-12). All 288 implants (100%) were restored
with fixed prosthesis. Fifteen implants (5%) were
located and restored in the cantilever of total
fixed prosthesis and 10 implants (3.3%) were
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Figure 9: Radiograph exam with short implants and
zygomatic implants in maxilla.

Figure 10: Radiograph exam with extra-short implants in
the mandible.

Figure 12: Final Rehabilitation of maxilla and mandible
posterior region.
Figure 11: Occlusal view of prostheses.

submitted to immediate loading (Figures 13, 14).
No surgical or prosthetic complications associated with implant placement were observed. A
total of 288 implants were followed up for at least
1 year, 124 implants were followed up at least 2
years, 66 implants at least 3 years, 72 implants
had a follow-up period longer than 4 years, and
26 implants longer than 5 years (Table 2). Fourteen implants (4.6 %) placed in eight patients,
were lost: 10 in the maxilla and 4 in the man-
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dible. In the group of lost implants, ten implants
were with diameter of 3.75 mm (4 in mandible,
6 in maxilla) and four implants with diameter of
5.0 mm all of them in the maxilla. Eleven implants
presented mobility during healing period and had
been removed. The other three lost implants presented mobility after had been submitted to functional load using fixed provisional prostheses.
One lost implant was placed in mandible, in post
extraction sites associated to biomaterial graft.
Four implants placed in three patients
that used removable provisional prosthe-
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Figure 13: Extra-short implants associated to zygomatic
implants and submitted to immediate loading.

Figure 14: Control radiograph of final prostheses
rehabilitation after 12 months.

ses in maxilla were removed during healing
period. Two lost implants placed in the mandible posterior region in a patient with malocclusion, which presented mobility after the use of
fixed provisional prostheses were removed.
The 14 failed implants in the total of
302 placed, resulted in an overall success rate of 95%. The characteristics of
the failed implants are provided in Table 3.

longer implants, with survival rates of 88–100%.
Friberg et al.26 reported in a retrospective clinical study a survival rate of 92.3% with
a long-term follow-up of short implants. Many
authors1,2,21,26 confirmed that short and extrashort implants constitute a reliable and predictable solution in severely atrophic arches. Other
authors10,16,27 reported on the performance of
6-mm-long implant of 94% to 97% of survival rate
Tawill and Younan28 indicated that the preparation of the surgical site was altered to ensure
greater primary stability in sites of poor bone
density. Lai4 emphasized that the low density
and poor quality of the bone in implant sites may
cause the short implant failure. The authors4,11,29
confirmed that the low bone density in the edentulous site was a risk factor for short implant failure. Therefore, the replacement of short implant
in type IV bone should be considered carefully. Other publications27,30,31 presented similar survival rates of short implants compared
with longer implants placed in posterior region
of mandible, confirming the predictability of
bone density for the success of short implants
Analyzing the results of the present study it

DISCUSSION
The bone augmentation techniques suggested
by the literature are considered as predictable
alternatives for treatment of edentulous atrophic
ridges.5-9 However, the use of short implants has
been presented by some authors as an interesting
option of treatment.16-20 Renouard and Nisand11
discussed some controversial aspects in a literature review of articles in a study about relationship between length and diameter of implants,
dividing the articles in four main sub-groups.
In three groups were not clearly confirmed the
short implant success rate. Although, the group
IV focused specifically on short implants presenting similar outcomes to those reported for
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Table 2: Distribution of Implants According to Time in Function.
Follow-up (Mo)

No of Patients

No of Implants

12 to 23

16

55

24 to 35

29

69

36 to 47

23

66

48 t0 59

22

72

60+

8

26

Total

98

288

is possible to observe some similarities with outcomes cited in the literature. The survival rate
of extra-short implants in this study was 95%
that was similar with the results reported by
many authors.2,10,16,21,27 Other authors4,11,29,30,31
emphasized the difficulty to ensure a primary
stability in sites with poor bone quality suggesting a modification in the surgical site preparation and considered a risk factor of implant
failure. The present clinical study corroborated
these authors achieving a failure rate of 4.6%,
with a higher tendency of 3.3% in the maxilla compared with 1% in the mandible, probably as a result of the softer maxillary bone.
An important aspect to be considered as a
risk failure factor was the overload during the
healing period by the use of provisional removable
prostheses and after second stage using provisional fixed prostheses. In 78% of lost implants
the causes of failure occurred in healing period
and 21% after loading. In 50% the mobility was
observed during second stage surgery, in 28%
the use of removable provisional prostheses
caused overloading and 21% after healing period
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when implants were submitted to occlusal loading with fixed provisional prostheses. However
the relationship between primary stability of lost
implants and patients using of removable prostheses was not analyzed. Therefore the relevance
of this aspect would be considered, because
was a risk failure factor detected in this study.

CONCLUSIONS
Within the limits of this retrospective clinical study,
it can be concluded that extra-short implants with
a length of 6 mm presented survival rates comparable with longer implants. The use of extra-short
implants combined or not with regular length
implants in fixed prosthesis is a recommendable
option. Aspects as primary stability, bone density
and the use of provisional removable prosthesis
during healing period are relevant risks factors
for failure that influences treatment success. l
Correspondence:
Dr. Eduardo Jose de Moraes
e-mail: moraes.edujm@gmail.com
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Table 3: Region and Characteristics of Implant Failure.
		Bone
Implant Site
Graft?

Implant
Size (mm)

Time		
Loss
Prosthesis

1
15
No
5.0 x 6mm
					

Second
stage

2
16
No
5.0 x 6mm
					

Second
stage

3
13
No
3.75 x 6mm
3 mo after
					 loading

Fixed
Prosthesis

Reason

Notes

Overload

4
12
No
5.0 x 6mm
Second		
Overload by
					
stage		 removable
							provisional
5
45
Yes
3.75 x 6mm
4 mo after
					 loading

Fixed
Prosthesis

Overload

Malocclusion

6
47
No
3.75 x 6mm
4 mo after
					 loading

Fixed
Prosthesis

Overload

Malocclusion

7
23
No
3.75 x 6mm
Second		
Overload by
					
stage		 removable
							provisional

Patient
Diabetic
and HIV

8
12
No
3.75 x 6mm
Second		
Overload by
					
stage		 removable
							provisional

Patient
Diabetic
and HIV

9
13
No
3.75 x 6mm
Second		
Overload by
					
stage		 removable
							provisional

Patient
Diabetic
and HIV

10
25
No
3.75 x 6mm
					

Second
stage

11
26
No
3.75 x 6mm
					

Second
stage

12
37
No
3.75 x 6mm
					

Second
stage

13
45
No
3.75 x 6mm
					

Second
stage

14
17
No
5.0 x 6mm
					

Second
stage
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Abstract

P

eriodontal referral is declining, and a
dental office must market itself to alert
potential patients to its existence. Offering a free cleaning to new patients is a marketing tool that pays long-term dividends in return
visits for dental hygiene or periodontal surgery.
The number of active dental hygiene patients
is a measure of the practice’s financial health,

as this service accounts for 40-60% of the
office’s income. A strong dental hygiene program, therefore, is essential for practice-building, and must convey an image of the practice
as trustworthy and caring. The following article
focuses on how to leverage the dental hygienist to promote the modern periodontal practice.
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P

eriodontal referral is declining, and a dental office must market itself to alert potential patients to its existence. Offering a
free cleaning to new patients is a marketing tool
that pays long-term dividends in return visits for
dental hygiene or periodontal surgery. The number of active dental hygiene patients is a measure
of the practice’s financial health,1,2 as this service
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accounts for 40–60% of the office’s income.3
A strong dental hygiene program, therefore, is
essential for practice-building, and must convey
an image of the practice as trustworthy and caring. The practice should work with patients to help
them derive maximum benefits from their insurance
coverage, and go the extra mile to offer extended
hours on evenings and weekends for the patients’

Soolari et al

convenience. The hygiene appointment is also
an opportunity for patient education, in a relaxed
atmosphere in which the patient is more likely
to be open to suggestions on lifestyle changes
such as diet modification and smoking cessation, and is more likely to commit to self-care.
Patients want to trust their hygienist and
office staff, and to have confidence that their
work would produce positive results. Subjective
and objective factors both play into the patient’s
perceptions of office visits, and differ markedly
between the dental hygiene visit and the periodontal surgery visit. The patient typically looks
forward to the dental hygiene visit and keeps the
appointment, with minimal stress and high satisfaction with the results. The patient may form a
social bond with the hygienist and office staff over
return visits, and is likely to comply with post-treatment instructions and behavioral changes suggested by the hygienist. In contrast, the prospect
of periodontal surgery does not elicit anticipation
in the patient, who dreads the upcoming appointment with its perceived stress and pain, and may
consequently defer or cancel it. Unlike the preventive hygiene appointment, periodontal surgery
is corrective and occasional; its infrequency may
preclude the patient from forming a long-term
bond with the surgeon, and the associated discomfort is less likely to lead to post-treatment
compliance and recommended lifestyle changes.
Periodontal surgery is typically followed by a
return visit to assess the results, remove sutures,
and sometimes perform a second procedure; this
adds to the patient’s stress and feelings of dread.
Objective factors include financial concerns,
namely the cost of treatments and insurance coverage. While the fees for dental hygiene cleanings
are modest and manageable, and many insurance

policies cover them, periodontal surgery costs
more and requires the patient to plan, while certain procedures may not be covered adequately
by the carrier, adding to the patient’s stress and
inclination to defer the procedure indefinitely.
The physical and medical aspects involved in the
office visit also differ: Post-treatment discomfort
is minimal or non-existent after the hygiene visit,
while periodontal surgery often involves bleeding, pain, swelling, and sutures, and may require
medications for days after the procedure. While
complications from the dental hygiene visits
are unlikely, they do occur occasionally following periodontal surgery, along with sensitivity.
The success of a dental practice rests on
patients’ acceptance of treatment plans,1,2 and
this acceptance is anchored in the patients’
trust, which is built on their perceptions of
the staff and the office. For this reason, the
hygiene appointments are practice-builders,
one cleaning at a time, for the mutual benefit of patients, hygienists, and periodontists. l
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