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Rules of Engagement
If you’re not planning for a screw-retained restoration, take the following rules into account.

Implants are not teeth. 
Techniques and materials 
routinely used on the natural 
dentition are not always 
suitable for implant resto-
ration.
By Dr. Chandur Wadhwani

Recently, a new issue with im-
plants has come to light, the 
association of peri-implant 

disease and residual excess cement 
(REC). Understanding why and 
how REC impacts the peri-implant 
site may help eliminate some the 
problem.

Rule number 1.
Biology: Cementing restorations on 
natural teeth has occurred for over 
 years, with few if any real prob-
lems when the tooth and surround-
ing tissues are healthy. 

However, implants are not teeth, 
and using techniques and materials 
used on the natural dentition may 
be detrimental to the implant as well 
as the implant supporting tissues. 

Biologically, a tooth has a highly 
sophisticated network of fiber bun-
dles (Sharpey type) attaching the 
soft tissues to living cementum pro-
ducing compartments that slow 
down and limit the progression of 
disease.

(Editor’s note: For some interest-
ing insight and remarkable images 
of this natural/artificial interface, 
please see pages - in this issue of 
Nobel Biocare News.)

 An implant has a weaker 
hemidesmosomal attachment that is 
more susceptible to trauma and 

stripping, and only one compart-
ment exists, which is formed by cir-
cumferential fibers that surround 
the implant like an “o-ring”.

Rule number 2. 
Restoration depth:  tooth prepara-
tions for crowns and bridges are far 
more superficially related to the gin-
gival margin. 

Rarely are they deeper than  mm, 
and most often the preparation fin-
ish line is supra-gingival. 

The flat top head of an implants is 
often  placed deeper into the tissues 
to enable emergence profiles.  It is 
known that  mm deep on the facial 
aspect can easily become  mm 
deep if a papilla is present interprox-
imally, so the cement finish line 
must be carefully controlled by the 
abutment placed on the implant. 

A recent study demonstrated  the 
deeper the cement finish line the 

greater the depth of the soft tissues 
and the greater the amount of REC 
(in-line reference please). 

Rule number 3. 
Cements designed to be protective 
of teeth may damage implant sur-
faces. 

Some cements contain fluoride—
known to protect the natural tooth. 
However, under the acidic condi-
tions found in some cements, the 
fluoride has been shown to corrode 
titanium and the manufacturers’ in-
structions often clearly state that 
they are not suitable for titanium 
structures.

Rule number 4. 
With teeth, highly radio-opaque ce-
ments may hide decay and thus may 
be detrimental to successful long-
term results. Not so with implants, 
where radio-opacity is crucial for 
finding REC around implants.

Rule number 5. 
Conventional dental cements are 
often tooth-colored to hide a visible 
cement line. Implant cements 
should never be shaded to blend 
with the gingiva, since it makes 
finding and cleaning out REC more 
difficult.

Rule number 6. 
Consider the environment that 
these cements are placed into. 

Teeth suffer from caries, so anti- 
microbial activity against the caus-
ative organisms is desirable in most 
cases. These bacteria are not prob-
lematic for implants, however. 

Anti-microbial activity against 
the likes of Aa, Pg, Fn are more ap-

propriate in conjunction with im-
plants. 

Recent research at the University 
of Washington suggests that some 
cements promote the growth of 
these disease producing bacteria, 
others limit it (in-line reference 
please).

Rule number 7. 
Understand how much cement is 
actually required with an implant 
restoration. A definite amount of 
space has been built into the design 
of the crown to allow for the ce-
ment. Use too much cement and the 
excess will have to be extruded from 
the abutment-crown system. 

A recent survey concluded that 
most dentists have no idea how 
much cement to use, or where to 
apply it (in-line reference please).

Rule number 8. 
Clean up is made much easier if the 
cement you use does not bond to 
the abutment or the implant itself. 

Most implants have rough surfac-
es to promote healing. These rough 
surfaces make clean up potentially 
more difficult. 

A non–adhesive cement is much 
more likely to be removed in un-
wanted areas. Use a softer cement, 
but utilize abutment modifications 
such as air-abrasion, less taper, in-
creased height or internal venting to 
promote better retention.  

The implant abutment is not seated correctly in the images to the left. 
Note the orientation and gap size, compared to the images to the right, 
where the seating is correct. A radiograph taken at a right angle to the the 
implant is invaluable.

The images to the left show failure of the abutment to seat fully:  
The gap is larger than 1 mm. Compare this to the images to the right, 
which show correct seating. Again, the value of a correctly angled radio-
graph is essential for appropriate interpretation of these effects.

We do this with teeth all the 
time—consider retention and resis-
tance form! 

Rule number 9. 
Isolation of the implant cement site 
may be difficult, if not impossible. 
Use of retraction cord is not recom-
mended as placement may strip the 
hemidesmosomal attachment.  

Some cements in their unset stages 
have chemicals that can cause aller-
gic responses. These can leach into 
the surrounding tissues and result in 
inflammation. 

Rule number 10. 
There is no ideal cement, but under-
standing why the techniques used 
on teeth and implants are very dif-
ferent may make this process less of 
a problem for you and your patient. 
<

  More to explore! 
For the full list of Dr. Wadhwani’s 
references, please visit: 
nobelbiocare.com/newsletter

Osseointegration can only be 
confirmed with light microscopy 
sections like this. Radiography 
simply gives an indication of bone 
to implant contact.

T&T
Tips and Techniques

Dr. Chandur Wadhwani prefers 
screw-retained restorations but 
sugests rules for cementation that 
can help to prevent restorative 
mishaps and failures. 

Dr. Wadhwani is presently involved in several 
aspects of dental research in Endodontics, 
Periodontics and Prosthodontics in 
conjunction with the University of 
Washington.


