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Abstract:  The major challenge in prosthodontics is restoring the function while maintaining the esthetics, 

especially considering the cases of full mounth rehabilitation. The use of a complete denture was thought to be 

the best solution in the past for these conditions but the perfect fit of the dentures raised questions in many cases. 

The advent of implants in dentistry proved tobe a boon for such patients. Dental implants are one of the most 

prefffered treatment options for such cases as they help to support and retain the fixed or removable prosthesis. 

Implant-supported prosthesis gives an opportunity to such patients to lead a normal and healthy considering their 

functional and esthetic demands. The success of implant osseointegration depends on both the surgeons 

experience and the patients anatomical-clinical and general characteristics. Therefore, only a well-trained team 

made up of an implantologist, a prosthetist in close contact with the patients wishes and his degree of acceptance 

can lead to the success of the implant-prosthetic treatment. 

Keywords: chronic marginal periodontitis, dental implant, fixed prosthodontics. 

INTRODUCTION 

The goals of prosthodontic 

treatment for tooth loss are recovery from 

functional and esthetic problems and 

improvement of oral health-related quality 

of life [1]. The quality of life is in to the 

close relationship with maintenance of oral 

health [2]. Implant-supported fixed dental 

protheses have been widely used as one of 

the prosthodontic treatments for missing 

teeth and a high sucess rate has been 

reported  [3,4].  

Loss of teeth is one of the common 

sequelae of aging process but are various 

causes of tooth loss including dental caries, 

periodontitis, trauma. Complete surgical 

replacement of the lost tissues is difficult 

and unpredictible. The bone  tissue is an 

extremely dynamic biological system, 

comprising a series of tightly regulated and 

synergistic anabolic and catabolic 

processes that lead to a metabolic 

homeostasis corresponding to skeletal 

structures [5]. The prosthetic treatment 

options  edentulous include: conventional 

fixed partial dentures, implant supported, 

removable partial dentures, fixed-

removable partial dentures. The main 
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difference between removable and fixed 

prosthetis is psyiological impact. Patients 

prefer fixed prosthetis but this cannot 

provide favourable results due to difficulty 

in maintaining hygiene, prosthesis weight, 

esthetics [6,7]. One of the important 

direction in managing dental care is to 

promote a healthy oral environment free of 

inflammation and infection [8]. A good 

oral hygiene and a reducing or eliminating 

gingivitis and periodontites also [9]. 

Peridontal disease is a chronic 

microbial infection characterized by 

persistent inflammation, connective tissue 

breackdown an alveolar bone distruction 

[10,11].  Teeth irrecuperable are extracted 

in the final phase, whereas teeth with 

questionable prognose must reexamination 

[10,12]. The periodontal pathogens such as 

Aggregatibacter actinomycetemcomitans 

and Porphyromonas gingivalis may 

jeopardize the succes of implant treatment 

in partially edentation patient. The 

periodontal pathogens were belived to be 

eliminated with the extraction of all natural 

teeth. In the past an edentulous patient who 

had a history of periodontitis was 

considered as a safe subject for treatment 

with implants. A recent research was 

conducted on bacterial floras of edentulos 

patients who were edentulos for at least 1 

yaer. Periodontal pathogens such as 

Actinomyces species and Porphyromonas 

gingivalis were observed in  significant 

numbers in the edentulous subject. 

Therefore, implant  care are essential [13]. 

      Subsequently, prosthodontic 

rehabilitation is necesarry to restore all the 

functions [10,12]. Missing teeth and 

suppporting oral tissues have been 

traditionally replaced with removable or 

fixed partial dentures [1,2]. For the past 

decades, dental implants have been an 

alternative option. They are surgically 

inserted into jaw bones to support the 

dental prosthesis and are retained throught  

osseointegration [10,14]. Success with 

dental implants has led to substantial 

changes in treatment strategies for 

removable dental prosthesis when 

extension bases can be avoided and for 

fixed dental prosthesis  with the presence 

of caries-free or well-restored adjacent 

teeth wich otherwise would have been 

prepared for use as abutments with a 

substantial loss of tooth structure. 

Additionally, implants are now more often 

used to replace teeth with a questionable 

prognosis [10,15]. Dental implants have 

thus been considered one of the most 

significant breakthroughs in dentistry over 

the past decades and a gold standard for 

the treatment of edentation [10,16].  

     In a critical review of some dogmas in 

prothodontics, Carlsson noted that the 

widespread opinion that implant treatment 

is more secure than conventional fixed 

prosthese is not in accordance with the 

current literature [17]. Likewise, based on 

numerous long-term studies and systematic 

reviews, Pjetursson and Lang opined that 

the incidence of complication is 

substantially higher in implant-supported 

than in tooth-supported reconstructions. 

Addionally, based on survival rates, 

complication and patient-related issues, the 

same authors concluded that while 

planning prosthetic rehabilitation, 

conventional end-abutment tooth-

supported fixed dental prosthetisis or 

implant-supported single crowns sholud be 

first treatment option. Only as a second 

opinion because of financial aspects, 

patient-centered preferences or anatomical 

structures should cantilever tooth-

suppported fixed dental prosthesis, 



Romanian Journal of Oral Rehabilitation 

Vol. 13, No. 1, January – March 2021 

 

104 
 

combined  tooth-implant-supported fixed 

dental prothesis or resin-bonded fixed 

dental prosthesis be chosen [18]. These 

evidence-based conclusions by Pjetursson 

and Lang are general in nature and no such 

conclusions are available for oral 

rehabilitation of periodontally 

compromised partially edentulous patients 

(with tooth loss due to progressive 

periodontitis but who had recieved through 

periodontal therapy) who present with a 

unique habitat of periodontal 

microorganisms and periodontally 

weakened abutment teeth which may or 

may not affect the long-term survival and 

succes of various prosthodontic treatment 

options. A review conducted in two parts 

by Kanno  on implant and conventional 

prosthodontic therapy treatment for 

periodontally compromised partially 

edentulous patients concluded that such 

patients could be treated succesfully with 

implants but it is difficult to evaluate 

removable dental prosthesis treatment for 

these patients. From the results of some 

long-term follow-up retrospective studies, 

fixed dental prosthesis with high-risk 

design showed excellent results [19,20]. 

 

MATERIAL AND METHOD 

In the period 2014-2020 a number 

of 5 patients with chronic marginal 

periodontitis  (stage B) and one case with 

aggresive periodontitis (stage C)were 

treated in a private dental office. Of these 

cases, only one attracted our attention, 

namely a 45-year-old male patient CA with 

chronic marginal periodontitis (stage B) as 

a manifestation of a systemic disease, type 

2 diabetes along with a cigarette 

consumption of 15-20 per day for 20 years.  

For all 6 patients, the treatment plan 

consisted of several stages, namely: stage 

1, diagnosis and treatment planning, stage 

2, removable of disease, stage 3, strategic 

extractions and removable interim 

restoration, stage 4, prosthetically driven 

implant placement followed by healling 

period, stage 5, prosthodontic procedures 

for definitive rehabilitation. This treatment 

option offers the benefits of interim 

restoration throught the treatment, 

maximum patient confort and enhaced 

control.  

In the stage 1, at the oral 

examination in 2014 revealed that he had 

several missing teeth appeared to have 

second or third degree mobility. The lateral 

incisor, premolars and the first molar had 

significal bone loss and at furcation level . 

For  31,41  extractions were performed 

following to restore the physiognomic 

function by performing a metal-ceramic 

bridge on teeth 32,33,42,43 and bridge 

corp on 31,41. The patient refused 

extraction 35 and 45 with periapical 

granulomam.  In the stage 2, prophylaxis 

was performed to reduce infection in the 

oral cavity consisting of descaling and oral 

rinsing with chlorhexidine 3% in the 

evening after brushing for 21 days. In the 

stage 3, periodontal tooth extractions were 

performed 3 weeks after removal of the 

infection. In the stage 4, the patients chose 

to wear a total mobile prosthesis for a 

period of one year from 2014 till 2020. In 

the stage 5, in the year 2020, 3 straight and 

2 angled INNO implants of dimensions 

3,5/12 and 3,5/14 were applied. 

The surgical protocol consisted first 

time in peforming a computerized 

tomography scan (CBCT) to assess bone 

density in both the maxilla and mandible 

along with the ratios of the maxillary 

sinuses to the alveolar ridge and the 

mandibular canal  and chin holes.   
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The patient was administrated intravenous 

sedation using fentanyl citrate 0,5 mg/ml 

injection, diazepam 5 mg/ml injection, as 

well nitrous oxide, oxygen inhalation. This 

was in addition to articaine hydrochloride 

4% and epinephrine bitartrate 1:100 000 

local anesthesia that was administrated in 

both block and infiltration technique. He 

also received  antibiotics (Amoxicilin 875 

mg and clavulanic acid 125 mg) 1 hour 

prior to surgery and every 8 hours daily for 

4 days thereafter, corticosteroid medication 

(Medrol) for control of the inflammatory 

response was given daily in a regressive 

mode (15 mg at surgery, 10 mg on the first 

2 days postoperatively and 5 mg in days 3 

and 4 postoperatively), antiinflamatory 

medication (Ibuprofen 600 mg) was 

administrated on day 5 postoperatively 

every 12 hours. Anagesics were given on 

the day of surgery and postoperatively for 

the first 3 days as needed.  

Surgery procedure was consisted in 

repositioning of the papilla, the incison 

was made into palatine area to the ridge the 

ridge crest when necessary and the flaps 

were kept as small as possible to maximize 

the blood supply to the implant site after 

surgery. A surgical guide was used for 

optimal implant positioning . The drilling 

sequence was modified to achieve maximal 

apical anchorage and countersinking was 

eliminated to preserve marginal bone. The 

implant neck was positioned at the coronal 

marginal crest level and the minimum 

insertion torque for accepting the implant 

for immediate function was 32 Ncm. After 

surgery immediate loading with temporary 

bridge was performed. 

RESULTS 

The pacient we have chosen to present is 

called CA a 45-year-old male  with chronic 

marginal periodontitis (stage B) as a 

manifestation of a systemic disease, type 2 

diabetes along with a cigarette 

consumption of 15-20 per day for 20 years. 

He preseted himself in 2014 in a private 

dental office for physiognomic and 

swalling problems (fig.1).  

 

Fig.1. Initial maxillary clinical appearance 

     The lateral incisor, premolars and the 

first molar had significal bone loss and 

through lesion of furcation .  

     For the 31,41  were performed 

extractions following and than it were  

restored the physiognomic function by 

performing a metal-ceramic bridge on 
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abutment teeth 32,33,42,43 with body by bridge  at  31,41 level  (fig.2,3,4). 

 

Fig.2. Mandibular appearance after extraction 31,41 

 

 

Fig.3. The size of the potential prosthetic space after extraction 31,41 
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Fig.4. Mandibular appearance after performing mandibular prosthetic bridges 

 

  The patient refused extraction 35 and 45 with periapical granulomam motivating a change in 

mastication and swallowing, postponing surgery and prosthetics for later stage. Between 2014 

and 2020, the patient wore a total maxillary prosthesis (fig.5). 

   

 

Fig.5. Clinical appearance at the jaw after wearing the total prosthesis 

 

In 2020, the patient decided to accept the implant treatment consisting of INNO 

implants with immediate charge (INNO fast and fixed) straight implants of size 3,5/12 and 

angular implants of size 3,5/14 along with bone addition.  This was done following a CBCT 
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in order to analyze the bone density in the jaw and the ratio of the maxillary sinuses to the 

alveolar ridge (fig.6,7). 

 

 

Fig.6. CBCT sections at the level of the maxillary sinus 

 

 

Fig.7. Maxillary ortopantomography immediately aftre the insertion of the 5 maxillary 

implants 

 

Due to the appearance of the Sars-Cov-2 pandemic and the restrictions followed by an 

infection with the Sars-Cov-2 virus and a lung damage in propostion of 60%, the patient 

postponed the visit to the prosthodontic specialist. In this patient he is to be imprinted to 

receive a definitive metal-ceramic prosthesis (fig.8). 
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Fig.8. Appearence of the partial maxillary prosthesis 

DISCUSSION 

In 2017 the World Workshop on 

Classification of Periodontal and Peri-

Implant Disease and Conditions developed 

new case definitions and establihed a 

systematic methodology fot the classifation 

of these diseases. Their goal was to review 

evidence and rationale for a revision of the 

current classification and to provide a 

framework for case definition that can be 

implamented in clinical practice, research 

and epidemiological surveillance [21,22]. 

The periodontitis case definition 

system is based on staging. Stage I to IV of 

periodontitis is defined based on severity 

(primary peridontal breakdown), 

complexity of management (pocket depht, 

infrabony defect, furcation involvement, 

tooth hypermobility, masticatory 

dysfunction) and the extent (localized or 

generalized).  The grade of peridontits is 

estimated with direct or indirect evidence 

of progression rate 3 categories: slow, 

moderate and rapid progression (grade A-

C). The use of pretreatment attachment 

level mesures and radiographs is now 

essential in the establishment of a grade 

assessment. Risk factor analysis is uded as 

grade modified. This system is belived to 

be a distinct improvement on prior 

classification systems as the rate 

progression of the disease is now taken 

into consideration [21,22]. 

Aggresive peridontitis is 

characterized by an early age of onset, high  

rate of disease progression and absence of 

systemic diseases that compromise the 

host. If left untreated, it can lead to early 

toth loss. The patients have a hyper-

inflammatory response. Studies have 

shown that tha subgingival microbiota can 

affect the gene expression in the adjacent 

gingival tissues of patients with 

peridontitis. Gene expression profiles of 

gingival tissue adjacent to the periodontal 
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pocket or gingival sulcus may reflect the 

inflammatory process activated by 

subgingival microbiota rather than biologic 

differences. Taiete et al compared gene 

expression profiles of patients with a 

history of generalized peridontitis and 

chronic peridontitis with those of patients 

who had not experienced any distructive 

periodontits, through transcriptomic 

analysis of healthy gingival tissues from 

edentulous sites by using microarray and 

quantitative reverse transcription 

polymerase chain reaction (qRT-PCR) 

analysis [23]. Healthy gingival tissue from 

edentulous  sites obtaind from generalized 

peridontitis (n=12), chronic periodontitis 

(n=12) and destructive periodontitis (n=12) 

patients. Genes that wewre differentially 

expressed and swowing a significant role 

on altered pathways were validated by 

qRT-PCR analysis on 12 specimens per 

group. Natural killer cell receptors and 

other genes related to th eimmune system 

were upregulated in generalized 

periodontitis while genes with functions in 

neural processes and in proliferation of 

differentiation of keratinocytes were 

undereexpressed. Chronic peridontitis was 

characterised by the increased expression 

of genes related to response to external 

stimuli and an underexpression of immune 

system-related genes. This study 

demonstrated differences in the 

transcriptome of the gingival tissues from 

edentulous sites from generalized 

peridontitis when compared with that of 

patients with chronic periodontitis or 

destructive peridontitis. These findings 

validate clinical impressions that patients 

with agressive periodontitis present with 

more periodontal tissue destruction despite 

minimal biofilm accumulation. 

Epidemiological studies have associated 

chronic peridontal inflammation with an 

increase in the incidence of vascular 

disease. The mechanism for this assciation 

is not entirely clear. Porphyromonas 

gingivalis a pathogen intimately associated  

with the onset and progresion of 

peridontitis can activate platelets, thus 

linking periodontal  disease with vascular 

stasis. Prophyromonas gingivalis (Pg) 

strains are characterized by major genetic 

heterogeneity and the commonness of 

platelet-activating Pg strains in patients 

with peridontitis is unknown. Jockel-

Scneider et al evaluated the platelet-

activation capacity of wild-type Pg isolated 

samples from patients with aggressive 

periodontitis to study their effect on 

platelet aggregation. The extent to study 

and velocity of platelet aggregation weer 

determined by light transmission 

aggregometry [24]. The role of platelets is 

to trigger the inflammatory response 

which, in turn, will trigger the presence of 

tissue growth factors that will be involved 

in the tissue repair process [25]. 

Lots of studies have stated that long term 

prognosis of implants in chronic or 

advanced peridontitis acases are similar to 

patients with no peridontal disease 

[26,27,28]. The incidence or perimplantitis 

was higher in patients with agressive 

periodontitis as opposed to that of chronic 

peridontitis [26,29]. After extraction of all 

the teeth, abundant peridontal pathogens 

could still found in the edentulous subjects 

[26,30,31]. In addition to that immune 

factors could not be adequately controlled 

after the implant treatment. The patient 

motivation and the maintainance care are 

the important requisitives for the long term 

success.  Although high survival rate of a 
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fixed detachable prosthesis over a 15 year 

period has been reported  but complication 

do exist [32]. Panos Papaspyridakos et al 

did a systematic review on biological and 

technical complication with fixed implant 

rehabilitation for edentulous patients [33]. 

He started there were both kinds of 

complications associated with these kinds 

of prosthesis. The reasons are not yet fully 

understood. Thus leading to clinicians 

select treatmnet options based on personal 

experience and observational studies 

because of scarcity of evidence based 

information.  

Fracture of prosthesis , of framework, 

functional and occlusal wear and chipping 

of vennering material are the most 

common complications associated with 

metal implant supported  fixed prosthesis 

[34]. These events may not lead to implant 

loss but lead to several repair and 

maintenance issues. Edentulos patients 

treated with implant supported fixed 

prosthesis should be informed about the 

high incidence of complications when 

considering initial treatment plan that 

includes fees for definitive prosthesis 

replacement and about the ned and 

resposnability to continue with customized 

maintenance protocol for long term 

stability. 

 

CONCLUSION 

In this article we presented the 

treatment procedures and results of o 

patient who was suffering from chronic 

marginal periodontitis (stage B) as a 

manifestation of a systemic disease, type 2 

diabetes. To select adequate treatment 

option, bone resorbtion, occlusal 

relationships between the jaw and the 

mandible, vertical space and esthetic 

problems should be considered. After 

throught clinical examination, radiographic 

assessment and provisional treatment, 

fixed prostheses were selected. 
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