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Introduction
Osseointegration or osteointegration refers to a direct bone-to-metal interface without interposition of
non-bone tissue. This concept has been described by
Branemark, as consisting of a highly-differentiated tissue making "a direct structural and functional connection between ordered, living bone and the surface of a
load-carrying implant [1,2]. Through his initial observations on osseointegration, Branemark showed that titanium implants could become permanently incorporated within bone that is, the living bone could become so
fused with the titanium oxide layer of the implant that
the two could not be separated without fracture.

as the differences in bone density make differences
in bone to implant contact.
b) Available remaining bone after extraction, which has a
direct influence in choosing the width and the length
of the implant, affecting the surface area and the
bone to implant contact.
c) Parafunctional habits, which increase time, magnitude, direction, and distribution of the forces affecting bone to implant contact.
Forces and loading conditions applied on the implant
Implant-related factors:

Bone healing around implants involves a cascade
of cellular and extracellular biological events that take
place at the bone-implant interface until the implant
surface appears finally covered with a newly formed
bone [3]. These biological events include the activation
of osteogenic processes similar to those of the bone
healing process, at least in terms of initial host response
[4-6]. This cascade of biological events is regulated
by growth and differentiation factors released by the
activated blood cells at the bone-implant interface [7].

a) Implant macro design (implant body, length and diameter, threads shape, pitch, lead, depth and width,
and crest module), implant design is mainly responsible for 1- increase the surface area of the implant,
2- decrease the stress in addition to 3-distributing
the forces on the bone and convert the stresses into
favorable compressive stresses.

Factors affecting osseointegration

c) Implant surface treatment and coatings (surface
topography), responsible for increase the surface
area of the BIC, decrease the stresses, enhance
adhesion qualities to the bone-implant interface at
initial healing.

Factors enhancing osseointegration include biological and biomechanical factors, biological factors such as,
the status of the host bone bed and its intrinsic healing
potential, the biomechanical factors which will be discussed in this research divided into three main factors.

b) Chemical composition and biomaterial of the implant and its relation to biocompatibility, enhancing
healing, modulus of elasticity.

Other factors:
a) Implant tilting

Host related factors:
a) Bone density and its rule in withstanding the stresses,

b) Prosthetic passive fit
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c) Cantilever, crown high and occlusal table
d) Loading time

Host Related Factors
Bone density
Mish density bone classification: Four bone densities found in the edentulous regions of the maxilla and
mandible. D1 bone is primarily dense cortical bone; D2
bone has dense to thick porous cortical bone on the
crest and coarse trabecular bone underneath; D3 bone
has a thinner porous cortical crest and fine trabecular
bone within; and D4 bone has almost no crestal cortical
bone. The fine trabecular bone composes almost all of
the total volume of bone.
Four facts form the basis for treatment plan modification in function of the bone quality: 1) Each bone
density has a different strength; 2) Bone density affects
the elastic modulus; 3) Bone density differences result
in different amounts of bone-implant contact percent;
and 4) Bone density differences result with a different
stress-strain distribution at the implant-bone interface.
As the bone density decreases, the strength of the bone
also decreases. To decrease the incidence of micro-fracture of bone, the strain to the bone should be reduced.
Strain is directly related to stress. Consequently, the
stress to the implant system should also be reduced
as the bone density decreases. One way to reduce the
biomechanical loads on implants is by prosthesis design
to decrease force [8]. Bone is an organ that is able to
change in relation to a number of factors, including hormones, vitamins, and mechanical influences. However,
biomechanical parameters, such as duration of edentulous state, are predominant. [9,10]. Awareness of this
adaptability has been reported for more than a century Wolff, in 1892, published, “Every change in the form
and function of bone or of its function alone is followed
by certain definite changes in the internal architecture,
and equally definite alteration in its external conformation, in accordance with mathematical laws”. [11].
The modified function of bone and the definite
changes in the internal and external formation of the
vertebral skeleton as influenced by mechanical load
were reported by Murry [12].
Cortical and trabecular bone throughout the body
is constantly modified by either modeling or remodeling [13]: Modeling has independent sites of formation
and resorption and results in the change of the shape
or size of bone. Remodeling is a process of resorption
and formation at the same site that replaces previously
existing bone and primarily affects the internal turnover
of bone, including that region where teeth are lost or
the bone next to an endosteal implant [14,15].
These adaptive phenomena have been associated
with the alteration of the mechanical stress and strain
environment within the host bone [15,16]. Stress is
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determined by the magnitude of force divided by the
functional area over which it is applied. The greater the
magnitude of stress applied to the bone, the greater the
strain observed in the bone.
Frost proposed a model of four histologic patterns
for compact bone as it relates to mechanical adaptation
to strain [17]. Acute disuse window, adapted window,
mild overload zone and the pathologic overload zone.
a) The bone in the acute disuse window loses mineral
density, and disuse atrophy occurs because modeling
for new bone. The microstrain of bone for trivial
loading is reported to be 0 to 50 microstrain.
b) The adapted window (50 to 1500 microstrain) represents an equilibrium of modeling and remodeling,
and bone conditions are maintained at this level.
Bone in this strain environment remains in a steady
state, and this may be considered the homeostatic
window of health. The histologic description of this
bone is primarily lamellar or load-bearing bone. Approximately 18% of trabecular bone and 2% to 5% of
cortical bone is remodeled each 25 year in the physiologic loading zone, which corresponds to the adapted window. This is the range of strain ideally desired
around an endosteal implant.
c) The mild overload zone (1500 to 3000 macrostrain)
causes a greater rate of fatigue microfracture and
increase in the cellular turnover rate of bone. As a
result, the bone strength and density may eventually
decrease. The histologic description of bone in this
range is usually woven or repair bone. This may
be the state for bone when an endosteal implant
is overloaded and the bone interface attempts to
change the strain environment.
d) Pathologic overload zones are reached when
microstrains greater than 3000 units [14].
The stress contours in the bone are different for
each bone density: In D1 bone, highest strains are
concentrated around the implant near the crest, and the
stress in the region is of lesser magnitude. D2 bone, with
the same load, sustains a slightly greater crestal strain,
and the intensity of the stress extends farther apically
along the implant body. D4 bone exhibits the greatest
crestal strains, and the magnitude of the stress on the
implant proceeds farthest apically along the implant
body. As a result, the magnitude of a prosthetic load
may remain similar and yet give one of the following
three different clinical situations at the bone-implant
interface, based on bone density: 1) Physiologic bone
loads in the adapted window zone and no marginal
bone loss; 2) Mild overload to pathologic overload bone
loads and crestal bone loss; or 3) Generalized pathologic
overload and implant failure.
Bone density and bone-implant contact
The initial bone density not only provides mechan• Page 2 of 14 •
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ical immobilization of the implant during healing, but
after healing also permits distribution and transmission
of stresses from the prosthesis to the implant-bone interface. The mechanical distribution of stress occurs primarily where bone is in contact with the implant. Misch
noted in 1990 that the bone density influences the
amount of bone in contact with the implant surface, not
only at first stage surgery, but also at the second stage
and early prosthetic loading [18]. The bone implant contact (BIC) percentage is significantly greater in cortical
bone than in trabecular bone.

Available bone after extraction
Available bone after extraction significance to
bone -implant- contact: With a greater surface area of
implant-bone contact, less stress is transmitted to the
bone, improving the implant prognosis. For a generic
root-form implant design, each 0.25-mm increase in diameter corresponds to a surface area increase of 5% to
8%. Therefore, a cylinder root-form implant 1 mm greater in diameter will have a total surface area increase of
20% to 30%. (S = F/A), the greater diameter decreases
the amount of stress at the crestal bone-implant interface. Because early bone loss and complications relate
to the crestal bone regions, the width of the implant
is much more critical than its height, once a minimum
height has been obtained.
Maxillary and mandibular atrophy followed by tooth
extraction, classification according to Carl E Mish:
a) Division A (Abundant Bone): Division A abundant
bone forms soon after the tooth is extracted. The
abundant bone volume remains for a few years,
although the interseptal bone height is reduced
and the original crestal width usually is reduced
by more than 30% within 2 years [19]. Division A
bone corresponds to abundant available bone in all
dimensions
b) Division B: As the bone resorbs, the width of available bone first decreases at the expense of the facial
cortical plate because the cortical bone is thicker on
the lingual aspect of the alveolar bone, especially in
the maxilla. A 25% decrease in bone width occurs the
first year, and 40% decrease in bone width occurs
within the first 1 to 3 years after tooth extraction
[19,20]. The resulting narrower ridge is often inadequate for many 4-mm diameter root-form implants.
Slight to moderate atrophy often is used to describe
this clinical condition. Once the bone reaches this Division B bone volume, it may remain at this level for
more than 15 years in the anterior mandible [21].
c) Division C (Compromised Bone): The Division C available bone is deficient in one or more dimensions
(height, length, width, angulation, or crown height/
bone height ratio) Therefore, the width may be less
than 2.5 mm, the crown height more than 15 mm,
and the bone angulation greater than 30 degrees.
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

d) Edentulous Division D (Deficient Bone): Long-term
bone resorption may result in the complete loss of
the alveolar process, accompanied by basal bone
atrophy. Severe atrophy describes the clinical condition of the Division D ridges site.
Bone availability dimensions
a) Available bone height: The height of available bone
is measured from the crest of the edentulous ridge
to the opposing landmark. The anterior regions of
the jaws have the greatest bone heights because the
maxillary sinus and inferior alveolar nerve limit this
dimension in the posterior regions.
The minimum height of available bone necessary for
long-term survival of endosteal implants is related in
part to the density of bone. The denser bone may
accommodate a shorter implant (i.e., 8 mm), and the
least dense, weaker bone requires a longer implant
(i.e., 12 mm). Once the minimum implant height is established for each implant design and bone density,
the width is more important than additional length.
The height of the implant also affects its total surface are an initial stability of the implant, the overall
amount of bone-implant interface, and a greater resistance to rotational torque during abutment screw
tightening. The increased height of an implant in
the immediate extraction site also facilitates healing
with a decreased risk of movement at the interface.
In addition, the crestal bone and opposing anatomical landmark often are composed of cortical bone,
which is denser and stronger than trabecular bone.
As a result, these may help stabilize the implant
while the trabecular woven bone forms. This process encourages a direct bone-implant interface and
may be of particular advantage when an immediate
loading protocol of implants is used for a transitional
prosthesis. However, once the implant has healed,
the crestal region is the zone that receives the most
stress. As a result, implant length is not an effective
way to decrease crestal loads around an implant.
b) Available bone width: Once adequate height is available for implants, the next most significant criterion
affecting long-term survival of endosteal implants is
the width of available bone.
The available bone height in an edentulous site is the
most important dimension for implant consideration
because it affects crown height, force factors and
esthetics and because bone augmentation is more
predictable in width than height. Hence even when
the width is inadequate for implant placement, bone
grafting may be indicated to create a site ideal for
the restorative requirements of implant insertion.
c) Available bone length: The mesio distal length of
available bone in an edentulous area often is limited
by adjacent teeth or implants. As a rule, the implant
should be at least 1.5 mm from an adjacent tooth.
• Page 3 of 14 •
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This dimension not only allows surgical error but also
compensates for the width of an implant or tooth
defect, which is usually less than 1.4 mm.
d) Available bone angulation: Bone angulation is the
fourth determinant for available bone. Ideally, the
bone is perpendicular to the plane of occlusion, aligned
with the forces of occlusion, and is parallel to the long
axis of the prosthodontic restoration. The incisal and
occlusal surfaces of the teeth follow the curve of Wilson and curve of Spee. As such, the roots of the maxillary teeth are angled toward a common point about
4 inches away. The mandibular roots flare, so the anatomical crowns are more lingually inclined in the posterior regions and labially inclined in the anterior area
compared with the underlying roots. The first premolar
cusp tip is usually vertical to its root apex.

Para functional habits
Para functional forces on teeth or implants are
characterized by repeated or sustained occlusion [2224]. The most common cause of implant failure after
successful surgical fixation or early loss of rigid fixation
during the first year of implant loading is the result of
parafunction. Such complications occur with greater
frequency in the maxilla, because of a decrease in bone
density and an increase in the moment of force [25].
In implant dentistry Nadler 21 has classified the
causes of parafunction into the following six categories:
1. Local
2. Systemic
3. Psychological
4. Occupational
5. Involuntary
6. Voluntary
The parafunctional groups presented are
1. Bruxism
2. Clenching
3. Tongue thrust or size
The parafunction may be categorized as:
1. Absent
2. Mild
3. Moderate
4. Severe
Bruxism: Is the vertical or horizontal, nonfunctional
grinding of teeth. The forces involved are in significant
excess of normal physiologic masticatory loads. Bruxism
may affect the teeth, muscles, joints, bone, implants,
and prostheses. These forces may occur while the patient is awake or asleep and may generate several hours
per day of increased force on the teeth. Bruxism is the
most common oral habit [24]. Sleep clinic studies have
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023
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evaluated nocturnal bruxism and have found that about
10% of those observed had obvious movement of the
mandible with occlusal contacts [26,27]. More than half
of these patients had tooth wear affecting esthetics.
Only 8% of these patients were aware of their nocturnal bruxism. One quarter of the patients’ spouses was
aware of the condition. Muscle tenderness in the morning was observed less than 10% of the time [28]. Nocturnal bruxism is often a difficult disorder to diagnose. The
maximum biting force of those with bruxism is greater
than average. Just as an experienced weight lifter can
lift more weight, the patient constantly exercising the
muscles of mastication develops greater bite force. A
male chewing paraffin wax for an hour each day for a
month can increase the bite force from 118 psi to 140
psi within 1 week. A 37-year-old patient with a long history of bruxism recorded a maximum bite force of more
than 990 psi (4 to 7 times normal) [29].
Clenching: Clenching is a habit that generates a
constant force exerted from one occlusal surface to
the other without any lateral movement. The habitual
clench position does not necessarily correspond to centric occlusion. The jaw may be positioned in any direction before the static load. Hence a bruxing and clenching combination may exist. The clench position most often is in the same repeated position and rarely changes
from one period to another. The forces involved are in
significant excess of normal physiologic loads and are
similar to bruxism in amount and duration.
Tongue thrust and size: Parafunctional tongue
thrust is the unnatural force of the tongue against the
teeth during swallowing [30]. A force of approximately 41 to 709 g/cm2 on the anterior and lateral areas of
the palate has been recorded during swallowing [31]. In
orthodontic movement a few grams per square centimeter of constant force are sufficient to displace teeth.
At least five different types of tongue thrust have been
identified; anterior, intermediate, posterior, unilateral,
and bilateral may be found and in most any combination. This condition can contribute to complications of
implant healing and prosthesis durability. Although the
force of tongue thrust is of lesser intensity than in other
parafunctional forces, it is horizontal and can increase
stress at the per mucosal site of the implant. Addressing this force is most critical for one-stage surgical approaches in which the implant resides in an elevated
position at initial placement and the implant interface is
in an early healing phase.

Forces and Loading Conditions Applied to the
Implant
Forces applied to the implant may be evaluated in
type, direction, magnitude and duration.
The surface area over which the forces are applied is
also relevant and is inversely proportional to the stress
observed within the implant system (stress = force
÷ surface area). It can be clearly seen from this basic
• Page 4 of 14 •
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engineering equation that, to reduce stress, the force
must decrease or the surface area must increase .For
a given bone volume, implant surface area should be
optimized for functional loads.

Force type
Forces may be described as compressive, tensile,
or shear. Compressive forces attempt to push masses
toward each other. Tensile forces pull objects apart.
Shear forces on implants cause sliding. Compressive
forces tend to maintain the integrity of a bone-implant
interface, whereas tensile and shear forces tend to
distract or disrupt such an interface. Shear forces are
most destructive to implants and bone compared with
other load modalities. In general, compressive forces
are accommodated best by the complete implantprosthesis system. Thus, an important distinction
is made between theoretical total surface area and
functional surface area of an implant. Because 1) Bone
is 65% weaker to shear forces and 35% weaker to
tensile forces, functional surface area is defined as the
area that actively serves to dissipate compressive loads
to the implant-bone interface [32]. 2) Cortical bone is
strongest in compression and weakest in shear [33]. 3)
Cements and retention screws implant components,
and bone-implant interfaces all accommodate greater
compressive forces than tensile or shear.

Force direction
Bone is weaker when loaded under an angled force
[34]. The greater the angle of load, the greater the
stresses to the implant-bone interface. The noxious
effect of angled loads to bone is further exacerbated
because of the anisotropy of bone [35]. Anisotropy
refers to how the character of bone’s mechanical
properties, including ultimate strength, depends on
the direction in which the bone is loaded. A 30-degree
angled load will increase the overall stress by 50%
compared with a long axis load, especially around the
crestal portion of the implant [36]. Therefore, under
ideal conditions, the implant body long axis should
be perpendicular to the curve of Wilson and curve of
Spee to apply a long axis load to the implant during
occlusal load in centric occlusion (where the occlusal
forces are usually the greatest). As the angle of load
to the implant-bone interface increases, the stresses
around the implant increase. As a result, virtually all
implants are designed for placement perpendicular to
the occlusal plane. Additionally, axial alignment places
less shear stress on the overall implant and decreases
the risk of complications, as screw loosening and fatigue
fractures. A force applied to a dental implant rarely is
directed longitudinally along a single axis. In fact, three
dominant clinical loading axes exist in implant dentistry:
1) Mesiodistal; 2) Labiolingual; and 3) Occlusoapical. The
process by which three-dimensional forces are broken
down into their component parts is referred to as vector
resolution and may be used routinely in clinical practice
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

for enhanced implant longevity.

Force magnitude
Normal physiology imposes constraints on the magnitude of forces that must be withstood by engineering
designs in the oral environment. The magnitude of bite
force varies as a function of anatomical region and state
of the dentition. Average bite forces can range from 10
to 350 lb [29]. The magnitude of force is greater in the
molar region (200 lb), less in the canine area (100 lb),
and least in the anterior incisor region (25 to 35 lb) [37].
Many biocompatible materials are unable to with stand
the type and magnitude of parafunctional loads that
may be imposed on dental implants. As an example, ceramic, which has excellent biocompatibility, is very susceptible to tension and bending loads. Such loads are
commonly applied to dental implants and render this
material unsuitable in many implant body applications.
Typical maximum bite force magnitudes exhibited
by adults are affected by age, sex, degree of edentulism,
bite location, and especially parafunction [38,39].

Force duration
The duration of bite forces on the dentition has a
wide range. Under ideal conditions, the teeth come
together during swallowing and eating for only brief
contacts. The total time of those brief episodes is less
than 30 minutes per day [40]. Patients who exhibit
bruxism, clenching, or other parafunctional habits,
however, may have their teeth in contact several hours
each day. This force duration essentially is able to create
a fatigue load on the implant.

Stress
S = f/A, The question arises as to what are the peak
stresses or maximum stresses that an implant and
the surrounding interfacial tissues experience. Peak
stresses occur when the stress element is positioned in
a orientation (or geometric configuration) in which all
shear stress components are zero. When an element
is in this configuration, the normal stresses are given
a name, principal stresses, and are indicated as s1, s2,
and s3. By convention, maximum principal (s1) stresses
represent the most positive stresses (typically peak
tensile stresses) in an implant or tissue region and
minimum principal. (s3) stresses, the most negative
stresses (typically peak compressive stresses). Sigma 2
(s2) represents a value intermediate between s1 and s3.
Determination of these peak normal stresses in a dental
implant system and tissues may give valuable insights
regarding sites of potential implant fracture and bone
atrophy.

Deformation and strain
A load applied to a dental implant may induce
deformation of the implant and surrounding tissues.
Biological tissues may be able to interpret deformation
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or a manifestation thereof and respond with the
initiation of remodeling activity. The deformation and
stiffness characteristics of the materials used in implant
dentistry, particularly the implant materials, may
influence interfacial tissues.

Force delivery and failure mechanisms
The way forces are applied to implant restorations
within the oral environment dictates the likelihood of
system failure. The duration of a force may affect the
ultimate outcome of an implant system.
Relatively low-magnitude forces, applied repetitively over a long time, may result in fatigue failure of an
implant or prosthesis. Stress concentrations and, ultimately, failure may develop if insufficient cross-sectional area is present to dissipate high-magnitude forces
adequately.

Implant Related Factors
Implant macro design
Thread shape and stress distribution: Most dental
implants can be found in various thread shapes developed for effective inserting and force transmission.
Threaded implants are inserted into the osteotomy
site by creating linear motion through rotation. Thread
shapes available for screw-retained implants include
square shape, V-shape, buttress and reverse buttress
threads, which are defined by the thread thickness and
face angle [41]. Once an implant is inserted, bone undergoes constant remodeling against external stress,
called bone homeostasis. When an implant receives optimal functional load, the surrounding bone experiences
remodeling and produces woven bone. However, under
extreme adverse stresses, microfractures occur in the
alveolar bone inducing “osteoclast genesis” [42]. Since
bone formation is not fast enough to fill in the damage,
the defect becomes worse, resulting in severe bone loss
and ultimately implant failure [43,44]. However, the optimal stress distribution is difficult to achieve, and too
little or much stress can induce bone resorption [42,45].
Therefore, implant threads should be fabricated to increase surface contact area and favorable forces while
reducing adverse stimuli. Recently, the finite element
analysis (FEA) has been utilized to understand the effect
of those geometric parameters on the load distribution
at the surrounding regions.
Using FEA, Chang and his colleagues evaluated the
pattern of micro motion within implants and surrounding bone with different thread designs (trapezoidal, buttress, square, and standard V-thread) under immediate
loading of 300 N axial loads [46]. The results revealed
that all micro motion was located near the interface of
cortical and cancellous bone and the square thread profile had the most favorable micro motion value. Eraslan,
et al. [47] performed the similar study with four different thread forms under a static axial load of 100 N. The
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023
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study reported that maximum stress was concentrated
at the cervical cortical regions around the first thread
and the stress value was lowest in the square thread
type. Likewise, other previous FEA and animal studies
showed the most effective stress distribution and boneto implant contact area (BIC) in the square thread shape
[48,49].
Thread pitch and lead: Thread design should maximize implant surface area and create a better spreading
of stress and primary stability [50]. Like thread shape,
pitch is another important geometric factor that determines the bone-to-implant contact and the biomechanical load distribution. Thread pitch is defined as the distance between two neighboring threads, measured on
the same side of the axis [51], It also refers to the number of threads per unit length [51]. Therefore, when
implants have the same length, smaller pitch indicates
more threads, leading to greater surface area. Another geometric parameter related to thread pitch is lead.
Lead is the distance within the same thread before and
after one complete rotation in the axial direction. That
is, for single, double, and triple-threaded implants, lead
increases by one, two, and three times the pitch respectively. Since lead indicates the distance that an implant
would move after one turn, it plays an important role
on determining the speed of implant insertion. Hence,
thread pitch is clinically significant due to its effect on
surface area and insertion speed [52]. Multiple studies
demonstrated that implants with smaller pitch showed
the greater surface area and better stress distribution
particularly in low-density bone, thread pitch plays a
more critical role in enhancing the primary stability in
low-density bone than in high-density bone.
Thread depth and width: In addition to thread shape
and pitch, its depth and width are important design
parameters that affect the stress distribution around
endosteal implants. According to Misch, thread depth
is the distance from the outermost tip to the innermost
body of the thread [53]. The same author defines thread
width as the distance between the superior most and
inferior-most tip of a single thread measured axially In
other words, thread depth can also be calculated by
difference between the major and minor diameter of
the thread [53]. Like the previously discussed geometric
variables, thread depth and width clinically influence
implant insertion and surface area. The shallower the
thread depth, the easier the implantation procedure,
especially in the high-density bone [53]. It may be able
to eliminate the need for tapping during the surgery.
On the contrary, deep threads increase the functional
surface area at the bone-implant interface, which can
improve primary stability in the low-density bone or the
region with high occlusal load.
Various implant systems are available using progressive threads; for example, Ankylos (Dentsply Friadent,
Mannheim, Germany) [54]. In this thread form, thread
depth gradually decreases from the apical end to the
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coronal neck of the implant. It is allegedly claimed that
it may transfer the stress away from the crestal cortical
region, preventing possible bone resorption [54].
Implant size (length and width): An increased
implant length is usually not significant at the crestal
bone interface, but it is a benefit for initial stability
and the overall amount of bone-implant interface. The
increased length also provides resistance to torque or
shear forces when abutments are screwed into place.
However, the increased length does little to decrease
the stress that occurs at the transosteal region around
the implant at the crest of the ridge during occlusal
loading [55,56]. Hence increasing implant size is not an
effective method to decrease stress from force factors.
The surface area of each implant is related directly to
the width of the implant. Wider root form implants have
a greater area of bone contact than narrow implants
(of similar design) resulting from their increased
circumferential bone contact areas. Each 0.25 mm
increase in implant diameter may increase the overall
surface area 5% to 10% in a cylinder implant body.
Although past theories suggested that implant
height increase was more important than width increase, the given occlusal load to the implant causes
the most stress at the crest of the ridge, where initial
bone loss occurs. The crest of the bone is where the
forces are applied to the abutment screws and is the
greatest stress to the entire system. As a result, width
is more important than height (once a minimum height
has been obtained for initial fixation and resistance to
torque) [57,58]. Bone augmentation in width may be
indicated to increase implant diameter by 1 mm when
force factors are greater than ideal.
In addition, an increase in implant diameter has been
suggested to be more effective than implant staggering
to reduce stress [59]. An interesting note is that the
natural teeth are narrower in the anterior regions of the
mouth, where the amount of force generated is less.
The natural teeth increase in diameter in the premolar
region and again in the molar region as the amount of
force increases, with a total 300% surface area increase
from the lower anterior teeth to the maxillary molars.
The length of natural teeth roots does not increase from
anterior to posterior regions of the arch but their cross
section does. The greater diameter not only decreases
stress but also decreases the likelihood of implant
fracture.
Crest module considerations: The crest module of
an implant body is the transosteal region, the crest module of the implant has a surgical influence, a biological
width influence, a loading profile consideration (characterized as a region of highly concentrated mechanical
stress).Therefore, and this area of the implant body is a
determinant for the overall implant body design. During
the surgical phase the crest module design primarily
benefits the crestal implant interface. The crest module
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023
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of an implant should be slightly larger than the outer
thread diameter of the implant body. In this way, the
crest module seals completely the osteotomy, providing a barrier and deterrent for the ingress of bacteria or
fibrous tissue during initial healing [60].
The larger crest module diameter also increases
surface area, which can further decrease stress at the
crestal region. The increase in crest module diameter
increases the platform of the abutment connection with
a stress reduction to the abutment screw during lateral
loading. In fact, the platform dimension is more critical
to reduce the stress applied to the abutment screw than
is the height (or depth) of the anti-rotational hex of the
abutment to implant body connection [44].
The concept of designing an implant crest module
with a smooth collar is for a reduction of plaque
accumulation and improved hygiene. However, the
crest module is initially placed below the bone in most
two-piece implant designs. Therefore the need for
daily hygiene and plaque control is not relevant, unless
crestal bone loss occurs .There are at least six causes
of marginal bone loss at the crestal bone region of
implants, including the formation of a “biological width”
and occlusal overload after the implant is in function
[61,62]. The biological width of an implant is related
to marginal bone loss before, or after, occlusal loading
bone loss occurred to the smooth region 1.5 mm
below the crestal region. No bone loss occurred when
the implant crest module was rough and placed at the
level of the crestal bone. Therefore, the crest module
of the implant should not have an extended smooth
area placed below the bone. The microgap between
the implant crest module and abutment may also be
reduced when polished surfaces are approximated.
The crest module is related to occlusal loading [6265]. Most of the occlusal stress occurs at the crestal
region of an implant design [62,65]. A smooth, parallelsided crest module will increase the risk of bone loss
after loading. As previously discussed, smooth metal
promotes shear stresses in the adjacent bone interface
[61]. Because bone is 65% weaker to shear loads,
attempts to limit shear are prudent. In addition, smooth
metal does not encourage bone cell contact before
loading [66]. A roughened surface and a crest module
designed to reduce shear loading. Roughened surface
(but a shear load design crest module) maintains the
bone through the biological width cycle, but may lose
the marginal bone during the occlusal load conditions,
a rough crest module may not be sufficient to stop
crestal bone loss once the implant is loaded. It has
been a common clinical observation that bone is often
lost to the first thread after loading, regardless of the
manufacturer type or design the bone loss often stops
at the first thread because the first thread changes the
shear load created by the crest module to a component
of compressive loading [67,68].
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Biomaterial and chemical composition of the implant
Appropriate selection of the implant biomaterial is a
key factor for long term success of implants. The biologic
environment does not accept completely any material
so to optimize biologic performance; implants should be
selected to reduce the negative biologic response while
maintaining adequate function, the criteria of choosing
a biomaterial for dental implant is divided into
1. Bulk properties
2. Surface properties
3. Biocompatibility
Bulk properties [69,70]
Modulus of elasticity: Implant material with modulus of elasticity comparable to bone (18 GPa) must be
selected to ensure more uniform distribution of stress
at implant and to minimize the relative movement at
implant bone interface.
a) Tensile, compressive and shear strength: An implant
material should have high tensile and compressive
strength to prevent fractures and improve functional
stability. Improved stress transfer from the implant
to bone is reported interfacial shear strength is
increased, and lower stresses in the implant.
b) Yield strength, fatigue strength: An implant material
should have high yield strength and fatigue strength
to prevent brittle fracture under cyclic loading.
c) Ductility: According to ADA a minimum ductility of
8% is required for dental implant. Ductility in implant is necessary for contouring and shaping of an
implant.
d) Hardness and Toughness: Increase in hardness decreases the incidence of wear of implant material
and increase in toughness prevents fracture of the
implants.
Surface properties:
a) Surface tension and surface energy: It determines
the wett ability of implant by wetting fluid (blood)
and cleanliness of implant surface. Osteoblasts show
improved adhesion on implant surface. Surface
energy also affects adsorption of proteins [71].
b) Surface roughness: Alterations in the surface roughness of implants influence the response of cells and
tissue by increasing the surface area of the implant
adjacent to bone and thereby improving cell attachment to the bone. Implant surfaces have been classified on different criteria, such as roughness, texture
and orientation of irregularities [72,73].
Biocompatibility: This is property of implant material to show favorable response in given biological environment in a particular function. It depends on the corrosion resistance and cytotoxicity of corrosion products.
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

a) Corrosion and corrosion resistance [74]: It is the loss
of metallic ions from metal surface to the surrounding
environment. Following types of corrosion are seen.
b) Crevice corrosion: It occurs in narrow region like
implant screw-bone interface. When metallic ions
dissolve, they can create a positively charged local
environment in the crevice, which may provide
opportunities for crevice corrosion.
c) Pitting corrosion: Pitting corrosion occurs in an
implant with a small surface pit. In this the metal
ions dissolve and combine with chloride ions. Pitting
corrosion leads to roughening of the surface by
formation of pits.
d) Galvanic corrosion: This occurs because of difference
in the electrical gradients. Nickel and chrome ions
from artificial prosthesis may pass to peri-implant
tissues due to leakage of saliva between implant and
superstructure. This may result in bone reabsorption
and also affect the stability of the implant and
eventually cause failure.
e) Electrochemical corrosion: In this anodic oxidation
and cathodic reduction takes place resulting in metal
deterioration as well as charge transfer via electrons.
This type of corrosion can be prevented by presence
of passive oxide layer on metal surface.
Clinical significance of corrosion: Implant bio-material should be corrosion resistant. Corrosion can result
in roughening of the surface, weakening of the restoration, release of elements from the metal or alloy,
toxic reactions. Adjacent tissues may be discolored and
allergic reactions in patients may result due to release
of elements.
Biomaterials:
A) Metals and metal alloys: Metals have biomechanical properties which made them suitable as an
implant material. Titanium (Ti) and its alloys (mainly
Ti-6Al-4V) have become the metals of choice for dental implants. However, prosthetic components of the
implants are still made from gold alloys, stainless steel,
and cobalt-chromium and nickel-chromium alloys [75].
a) Titanium: Titanium has a good record of being used
successfully as an implant material and this success
with titanium implants is credited to its excellent
biocompatibility due to the formation of stable oxide
layer on its surface [76]. The commercially pure
titanium (cpTi) is classified into 4 grades which differ
in their oxygen content. Grade 4 is having the most
(0.4%) and grade 1 the least (0.18%) oxygen content.
The mechanical differences that exist between the
different grades of cpTi is primarily because of the
contaminants that are present in minute quantities.
Iron is added for corrosion resistance and aluminum
is added for increased strength and decreased
density, while vanadium acts as an aluminum
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scavenger to prevent corrosion. Ti is a dimorphic
metal i.e. below 882.5 °C it exists as α-phase and
above this temperature it changes form α- phase to
β phase. Because of the high passivity, controlled
thickness, rapid formation, ability to repair itself
instantaneously if damaged, resistance to chemical
attack, catalytic activity for a number of chemical
reactions, and modulus of elasticity compatible
with that of bone, Ti is the material of choice for
intraosseous applications [77,78].
b) Titanium alloys Ti6Al4V: Titanium reacts with several
other elements for e.g.: silver, Al, Ar, Cu, Fe, Ur, Va
and Zn to form alloys. Titanium alloys exists in three
forms alpha, beta and α-β. These types originate
when pure titanium is heated with elements Al, Va
in certain concentrations and cooled, the alloys most
commonly used for dental implants are of the alphabeta variety. The most common contains 6% Al and
4% Va. (Ti 6 Al 4V) [75,79].
c) Titanium-zirconium alloy (Straumann Roxolid): Titanium zirconium alloys with 13%-17% zirconium
(TiZr1317) have better mechanical attributes, such
as increased elongation and the fatigue strength
than pure titanium. Growth of osteoblasts that are
essential for osseointegration is not prevented by Titanium and Zirconium. Straumann developed Roxolid that fulfills requirements of dental implantologists
and is 50% stronger than pure titanium.
Sandblasting and acid-etching on, TiZr1317 with a
monophasic a structure results in a topographically
identical surface as on pure titanium implants. Because
of its superior mechanical properties. Thin implants
and implant components that can be subjected to high
strains can be produced using TiZr1317 due to its better
mechanical properties, provided that the material
shows a similar good biocompatibility as pure titanium
[80].
B) Ceramics: Ceramics were used for surgical
implant devices because of their inert behavior and
good strength and physical properties such as minimum
thermal and electrical conductivity. Certain properties
of ceramics like low ductility and brittleness has limited
the use of ceramics [75].
a) Zirconia: Zirconia was used for dental prosthetic
surgery with endosseous implants in early nineties.
Cranin and coworkers published first research work
on Zirconia in 1975. Ceramic implants were introduced for osteointegration, less plaque accumulation resulting in improvement of the soft tissue management, and aesthetic consideration as an alternative to titanium implants [81,82].
b) Monoclinic (M), cubic (C), and tetragonal (T) are the
three crystal forms in which polymorphic Zirconia
structure is present. The C-phase of pure Zirconia
can be stabilized by adding CaO, MgO, and Y2O3
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

(Yttrium) resulting in multiphase material called
partially stabilized zirconia (PSZ) combining cubic,
monoclinic, and tetragonal phases in the order of
importance. Tetragonal zirconia polycrystals (TZP),
containing tetragonal phase only can be obtained
by adding Yttrium at room temperature. Yttria
stabilized TZP possesses low porosity, high density,
high bending, and compression strength and is
suitable for biomedical application [83].
C) Polymers
a) PEEK (Polyetheretherketone): Has excellent mechanical properties & low Young’s modulus (3-4
GPa). Can be modified by addition of carbon fibers
to increase the elastic modulus to 18 Gpa, which is
nearly similar to bone modulus 14 Gpa.

Implant surface treatment and coatings (surface
topography)
The bone response, which means rate, quantity and
quality, are related to implant surface properties, the
composition and charges are critical for protein adsorption and cell attachment [84]. Hydrophilic surfaces seem
to favor the interactions with biological fluids and cells
when compared to the hydrophobic ones [85,86] and
hydrophilicity is affected by the surface chemical composition. Various techniques of surface treatments have
been studied and applied to improved biological surface
properties, which favors the mechanism of osseointegration [72,87] surface roughness is measured by (Ra)or
(Sa)value, and classified:
1. Smooth 0.00-0.4 μm.
2. Minimally rough 0.5-1 μm.
3. Moderatly rough 1-2 μm (best bone response for
osteointegration).
4. Rough > 2.0 μm (increased incidence for periimplantitis.
Machined surface the first generation of Osseo
integrated implants had a relatively smooth machined
surface (Branemark, et al. 1969). The machined implant
surface is solely turned and considered to be minimally
rough Different roughness values have been published
using different measuring techniques. Moreover,
manufacturing tools, bulk material, lubricant and
machining speed will influence the resulting surface
topography. Typical Sa values for machined surfaces are
0.3-1.0 μm.
Surface roughness either additive or reductive:
1) Additive:
a) Titanium plasma-spraying: This method consists in injecting titanium powders into a plasma torch
at high temperature. The titanium particles are projected onto the surface of the implants where they condense and fuse together, resulting in a titanium plasma
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sprayed (TPS) coating with an average roughness of
around 7 μm. This procedure increases substantially the
surface area of the implants [88].
b) Calcium phosphate coatings: Calcium phosphate (CaP) coatings, mainly composed by hydroxyapatite, has been used as a biocompatible, osteoconductive
and resorbable blasting materials [89]. The idea behind
the clinical use of hydroxyapatite is to use a compound
with a similar chemical composition as the mineral
phase of the bone to avoid connective tissue encapsulation and promote peri-implant bone apposition [90].
2) Reductive:
a) Acid-etching and double acid etching: The immersion of a titanium dental implant in strong acids
such as hydrochloric acid, sulfuric acid, nitric acid
and hydrogen fluoride is another method of surface
modification which produces micro pits on titanium surfaces with sizes ranging from 0.5 to 2 µm in
diameter [91]. The resulting surface shows an homogenous roughness, increased active surface area
and improved adhesion of osteoblastic lineage cells
[92]. Dual acid-etching consist in the immersion of
titanium implants for several minutes in a mixture of
concentrated HCl and H2SO4 heated above 100 ◦C to
produce a micro-rough surface [93].
b) Sand blasting: Sandblasted surface Increased roughness of an implant could be achieved by blasting the
surface by small particles, usually called sandblasting
or grit blasting. (When the particles hit the implant
surface it will create a crater. The surface roughness
is hence dependent on the bulk material, the particle
material, the particle size, the particle shape, the particle speed and the density of particles. The resulting
surface roughness is usually anisotropic consisting of
craters and ridges and occasionally particles embedded in the surface. The surface roughness increases
with the size of the particles used (Wennerberg, et
al., 1992) Typical Sa values are 0.5-2.0 μm.
c) Sandblasted and acid etched surface (SLA), mod
(SLA): Commercially available dental implants are
usually both blasted by particles and then subsequent etched by acids. This is performed to obtain a
dual surface roughness as well as removal of embedded blasting particles. The etching reduces the highest peaks while smaller pits will be created and the
average surface roughness will be reduced. Typical
Sa values for blasted and acid etched implants are
1-2 μm (moderately roughness is the best for osteointegration). Mod (SLA) implants, after acid etching
are rinsed under protective N2 gas conditions and
stored in isotonic saline solution. The process results
in a more active hydrophilic surface.
d) Electrochemical anodization: Another method that
has been shown to increase surface macrotexture
and change surface chemistry is electrochemical anElsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

odization. The combination of potentiostatic or Galvano static anodization of titanium in strong acids
at high current density or potential, results in thickening of the titanium oxide layer. Anodized surfaces
interfere positively in bone response with higher values for biomechanical and histomorphometric tests
when compared to machined surfaces [94,95].

Other Factors
Tilted implants
Presence of the maxillary sinus or the mental foramen may prevent implant treatment in the posterior
maxilla or mandible. Tilting of distal implants supporting
fixed restorations may be a valid treatment alternative.
The stress at the most coronal bone-to-implant contact
was identical irrespective of the angle of tilt, demonstrating that tilting of splinted implants does not result
in increased stress [96].

Clinical moment arms
A total of six moments (rotations) may develop about
the three clinical coordinate axes previously described
(occlusoapical, labiolingual, and mesiodistal axesو
Such moment loads induce microrotations and stress
concentrations at the crest of the alveolar ridge at the
implant-tissue interface, which lead to crestal bone loss.
Three clinical moment arms exist in implant dentistry: (1) Occlusal height, (2) Cantilever length, and (3)
Occlusal width. Minimization of each of these moment
arms is necessary to prevent unretained restorations,
fracture of components, crestal bone loss, or complete
implant system failure.
1) Occlusal height: The occlusal height serves as the
moment arm for force components directed along
the labiolingual axis-working or balancing occlusal
contacts, tongue thrusts, or in passive loading
by cheek and oral musculature, as well as force
components directed along the mesiodistal axis.
2) In Division A bone, initial moment load at the crest is
less than in Division C or D bone because the crown
height is greater in C and D bone.
3) Cantilever length: Large moments may develop from
vertical axis force components in prosthetic environments designed with cantilever extensions or offset
loads from rigidly fixed implants. A lingual force component also may induce a twisting moment about
the implant neck axis if applied through a cantilever length. An implant with a cantilevered bar extending 1, 2, and 3 cm has significant ranges of moment loads. A 100-N force applied directly over the
implant does not induce a moment load or torque
because no rotational forces are applied through
an offset distance. The same 100-N force applied 1
cm from the implant results in a 100 N-cm moment
load. Similarly, if the load is applied 2 cm from the
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implant, then a 200 N-cm torque is applied to the implant-bone region, and at 3 cm a 300 N-cm moment
load results.
4) Occlusal width: Wide occlusal tables increase the
moment arm for any offset occlusal loads. Labiolingual tipping (rotation) can be reduced by narrowing
the occlusal tables or adjusting the occlusion to provide more centric contacts.

preserve the contact after loading, the operator will be
able to choose the suitable implant from hundreds of
implants in the market according to the category of the
biomechanical factors when the biological factors are
stable.
The biomechanical factors are

Host related factors

Prosthesis fit

a) Bone density

The non-passive restoration exerts continuous
lateral forces on the implants, in case of screw retained
fixed bridge or a hybrid bridge, the dentist can achieve
passive fit by (single screw test), before final fixation of
the bridge.

b) Available remaining bone after extraction

Loading time

Implant-related factors

Loading time of the prosthetic part of dental implants
is as follows:

a) Implant macro design (implant body, length and
diameter. Threads shape, pitch, lead, depth and
width, and crest module.

1) Immediate loading: the prosthesis is attached to the
implants the same day the implants are placed.
2) Early loading: the prosthesis is attached at a second
procedure, earlier than the conventional healing
period of 3 to 6 months. The time of loading is started
after some days/weeks.
3) Delayed loading the prosthesis is attached at a second
procedure after a conventional healing period of 3 to
6 months.
Loading either functional, the crown/bridge is in
contact with the opposing dentition in centric occlusion.
Or, Nonfunctional, the crown/ bridge is not in contact in
centric occlusion with the opposing dentition in natural
jaw position.
Immediate loading is debated: For some researchers, the concept of immediate loading is satisfied as
soon as the coronal portion of the prosthesis is inserted, even if it is kept out of occlusion [97]. For others,
the term immediate loading can be applied only if the
prosthesis is subjected to occlusal forces as soon as it is
inserted [98].
Both the immediate and early functional loading of
implants before lamellar bone formation carries an inherent biological risk. Shortened loading protocols may
expose the healing bone to implant interface to mechanical overload as described in Wolffs Law and Frosts
Mechanostat theory. Interfacial micromotion above the
biological threshold can result in the subsequent loss of
implant stability.

Conclusion
The operator should be aware of the biomechanical
factors that affect the bone to implant contacts which
have a direct effect on the success of the implant, he
role of the beneficial biomechanical factors effect
starts from the first day of placement and enhance,
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

c) Parafunctional habits

Forces and loading conditions applied on the
implant

b) Chemical composition and biomaterial of the
implant.
c) Implant surface treatment and coatings (surface
topography).

Other factors
a) Implant tilting.
b) Prosthetic passive fit.
c) Cantilever, crown high and occlusal table.
d) Loading time.

References
1. Brånemark PI (1959) Vital microscopy of bone marrow in
rabbit. Scand J Clin Lab Invest 11: 1-82.
2. Brånemark PI (1983) Osseointegration and its experimental
studies. J Prosthet Dent 50: 399-410.
3. Fini M, Giavaresi G, Torricelli P, Borsari V, Giardino R, et
al. (2004) Osteoporosis and biomaterial osteointegration.
Biomed Pharmacother 58: 487-493.
4. Rigo ECS, Boschi AO, Yoshimoto M, Allegrini S Jr, Konig B
Jr, et al. (2004) Evaluation in vitro and in vivo of biomimetic
hydroxyapatite coated on titanium dental implants. Mater
Sci Eng C 24: 647-651.
5. Soballe K, Hansen ES, Brockstedt-Rasmussen H, Bünger
C (1993) Hydroxyapatite coating converts fibrous tissueto
bone around loaded implants. J Bone Joint Surg Br 75:
270-278.
6. Soballe K (1993) Hydroxyapatite ceramic coating for bone
implant fixation. Mechanical and histological studies indogs.
Acta Orthop Sc Suppl 255: 1-58.
7. Davies JE (1998) Mechanisms of endosseous integration.
Int J Prosthodont 11: 391-401.
8. Bidez MW, Misch CE (1992) Force transfer in implant
dentistry: basic concepts and principles. J Oral Implantol
18: 264-274.
9. Roberts EW, Turley PK, Brezniak N, Fielder PJ, (1987)
• Page 11 of 14 •

DOI: 10.23937/2643-3907/1710023

Bone physiology and metabolism. J Calif Dent Assoc 15:
54-61.
10. Lavelle CLB (1993) Biomechanical considerations of
prosthodontic therapy: The urgency of research into
alveolar bone responses. Int J Oral Maxillofac Implants 8:
179-184.

ISSN: 2643-3907

30. Kydd WL, Toda JM (1962) Tongue pressures exerted on
the hard palate during swallowing. J Am Dent Assoc 65:
319.
31. Winders RV (1958) Forces exerted on the dentition by the
perioral and lingual musculature during swallowing. Angle
Orthod 28: 226.

11. Wolff J (1892) Das Gesetz der Transformation der Knochen,
Berlin, Hirshwald.

32. Strong JT, Misch CE, Bidez MW Functional surface area:
thread form parameter optimization for implant.

12. Murry PDF (1936) Bones: A study of development and
structure of the vertebral skeleton, Cambridge, Cambridge
University Press.

33. Reilly DT, Burstein AH (1975) The elastic and ultimate
properties of compact bone tissue. J Biomech 8: 393.

13. Enlow DH (1963) Principles of bone remodeling: An
account of post-natal growth and remodeling processes in
long bones and the mandible, Springfield, Ill, Thomas.
14. Garretto LP, Chen J, Parr JA, Roberts WE (1974)
Remodeling dynamics of bone supporting rigidly fixed
titanium implants. A histomorphometric comparison in four
species including human. Implant Dent 4: 235-243.
15. Rhinelander FW (1974) The normal circulation of bone and
its response to surgical intervention. J Biomed Mater Res
8: 87-90.
16. Currey JD (1984) Effects of differences in mineralization
on the mechanical properties of bone. Philos Trans R Soc
Lond B Biol Sci 304: 509-518.
17. Frost HM (1989) Mechanical adaptation. Frost’s mechano
stat theory. In: Martin RB, Burr DB, Structure, function, and
adaptation of compact bone. New York, Raven Press.
18. Misch CE (1990) Density of bone: Effect on treatment
plans, surgical approach, healing, and progressive loading.
Int J Oral Implant 6: 23-31.
19. Lam RV (1960) Contour changes of the alveolar process
following extraction. J Prosthet Dent 10: 25-32.
20. Pietrokovski J, Massler M (1967) Alveolar ridge resorption
following tooth extraction. J Prosthet Dent 17: 21-27.
21. Atwood DA (1971) Reduction of residual ridges: A major
oral disease entity. J Prosthet Dent 26: 266-279.
22. Falk J, Laurell L, Lundgren D (1990) Occlusal interferences
an cantilever joint stress in implant supported prostheses
occluding with complete dentures. Int J Oral Maxillofac
Implants 5: 70-77.
23. Ramfjord SP, Ash MM (1971) Occlusion. (2nd edn),
Philadelphia, WB Saunders.
24. Alderman MM (1971) Disorders of the temporomandibular
joint and related structures. In: Burket LW, Oral medicine,
(6th edn), Philadelphia, JB Lippincott.

34. Bidez MW, Misch CE (1992) Issues in bone mechanics
related to oral implants. Implant Dent 1: 289-294.
35. Cowin SC (1989) Bone mechanics, Boca Raton, Fla, CRC
Press.
36. Misch CE, Bidez MW (1994) Implant-protected occlusion:
A biomechanical rationale. Compend Cont Educ Dent 15:
1330-1343.
37. Scott I, Ash MM Jr (1966) A six channel intra-oral transmitter
for measuring occlusal forces. J Prosthet Dent 16: 56.
38. Braun S, Bantleon HP, Hnat WP, Freudenthaler JW,
Marcotte MR, et al. (1995) A study of bite force I Relationship
to various physical characteristics. Angle Orthod 65: 367372.
39. Braun S, Hnat WP, Freudenthaler JW, Marcotte MR,
Hönigle K, et al. (1996) A study of maximum bite force
during growth and development. Angle Orthod 66: 261-264.
40. Graf H (1969) Bruxism, Dent Clin North Am 13: 659-665.
41. Boggan RS, Strong JT, Misch CE, Bidez MW (1999)
Influence of hex geometry and prosthetic table width on
static and fatigue strength of dental implants. J Prosthet
Dent 82: 436-440.
42. Hansson S, Werke M (2003) The implant thread as a
retention element in cortical bone: the effect of thread size
and thread profile: A finite element study. J Biomech 36:
1247-1258.
43. Prendergast PJ, Huiskes R (1996) Micro damage and
osteocyte-lacunastrain in bone: A microstructural finite
element analysis. J Biomech Eng 118: 240-246.
44. Brunski JB (1999) In vivo bone response to biomechanical
loading at the bone/dental-implant interface. Adv Dent Res
13: 99-119.
45. Frost HM (1990) Skeletal structural adaptations to
mechanical usage (SATMU): 1. Redefining Wolff’s law: The
bone modeling problem. Anat Rec 226: 403-413.

25. Jaffin R, Berman C (1991) The excessive loss of Brånemark
fixturesin type IV bone: A 5 year analysis. J Periodontol 62:
2-4.

46. Chang PK, Chen YC, Huang CC, Lu WH, Chen YC, et al.
(2012) Distribution of micromotion in implants and alveolar
bone with different thread profiles in immediate loading:
a finite element study. Int J Oral Maxillofac Implants 27:
e96-e101.

26. Lavigne GJ, Montplaisir JY (1994) Restless legs syndrome
and sleep bruxism: Prevalence and association among
Canadians. Sleep 17: 739-743.

47. Eraslan O, Inan O (2010) The effect of thread design on
stress distribution in a solid screw implant: A 3D finite
element analysis. Clin Oral Investig 14: 411-416.

27. Glass EG, McGlynon FD, Glaros AG, Melton K, Romans
K (1993) Prevalence of TM disorder symptoms in a major
metropolitan area. Carino 11: 217-220.

48. Steigenga J, Al-Shammari K, Misch C, Nociti FH Jr,
WangHL (2004) Effects of implant thread geometry on
percentage of osseointegration and resistance to reverse
torque in the tibia of rabbits. J Periodontol 75: 1233-1241.

28. Ohayon MM, Likk, Guilleminault C (2002) Risk factors for
sleep bruxism in the general population. Chest 119: 453461.
29. Gibbs CH, Mahan PE, Mauderli A, Lundeen HC, Walsh EK
(1986) Limits of human bite force. J Prosthet Dent 56: 226229.
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

49. Chun HJ, Cheong SY, Han JH, Heo SJ, Chung JP, et al.
(2002) Evaluation of design parameters of osseointegrated
dental implants using finite element analysis. J Oral Rehabil
29: 565-574.
50. Ivanoff CJ, Gröndahl K, Sennerby L, Bergström C, Lekholm
• Page 12 of 14 •

DOI: 10.23937/2643-3907/1710023

U (1999) Influence of variations in implant diameters: A
3-5 year retrospective clinical report. Int J Oral Maxillofac
Implants 14: 173-180.
51. Misch CE, Steignga J, Barboza E, Misch-Dietsh F, Cianciola
LJ, et al. (2006) Short dental implants in posterior partial
edentulism: A multicenter retrospective 6-year case series
study. J Periodontol 77: 1340-1347.
52. Steigenga JT, al-Shammari KF, Nociti FH, Misch CE, Wang
HL (2003) Dental implant design and its relationship to
long-term implant success. Implant Dent 12: 306-317.

ISSN: 2643-3907

year of prosthetic loading. J Oral Implant 25: 185-197.
69. Muddugangadhar BC, Amarnath GS, Tripathi S, Divya
SD (2011) Biomaterials for Dental Implants: An Overview.
International Journal of Oral Implantology and Clinical
Research 2: 1324.
70. Kawahara H (1983) Cellular responses to implant materials:
biological, physical and chemical factors. Int Dent J 33:
350-375.
71. Misch CE (1999) Contemporary implant dentistry. Implant
Dentistry 8: 90.

53. Misch CE, Strong T, Bidez MW (2008) Scientific rationale
for dental implant design. In: Misch CE, Contemporary
Implant Dentistry. (3rd edn), St. Louis, Mosby, 200-229.

72. Wennerberg A, Albrektsson T (2010) On implant surfaces:
a review of current knowledge and opinions. Int J Oral
Maxillofac Implants 25: 63-74.

54. Abuhussein H, Pagni G, Rebaudi A, Wang HL (2010) The
effect of thread pattern upon implant osseointegration. Clin
Oral Implants Res 21: 129-136.

73. Chaturvedi TP (2009) An overview of the corrosion aspect
of dental implants (titanium and its alloys) Indian J Dent
Res. 20: 91-98.

55. Weinberg LA, Kruger B (1996) An evaluation of torque on
implant/prosthesis with staggered buccal and lingual offset.
Int J Oral Maxillofac Implants 16: 253.

74. Adya N, Alam M, Ravindranath T, Mubeen A, Saluja B
(2005) Corrosion in titanium dental implants: literature
review. Journal of Indian Prosthodontic Society 5: 126-131.

56. Lum LB (1991) A biomechanical rationale for the use of
short implants. J Oral Implantol 17: 126-131.

75. Sykaras N, Iacopino AM, Marker VA, Triplett RG, Woody
RD (2000) Implant materials, designs, and surface
topographies: Their effect on osseointegration. A literature
review. Int J Oral Maxillofac Implants 15: 675-690.

57. Lum LB, Osier JF (1992) Load transfer from endosteal
implants to supporting bone: An analysis using statics. J
Oral Implantol 18: 343-353.
58. Sertgoz A, Guvener S (1996) Finite element analysis of the
effect of cantilever and implant length on stress distribution
on implant supported prosthesis. J Prosthet Dent 75: 165169.
59. Sato Y, Shindoi N, Hosokawa R, Tsuga K, Akagawa Y
(2000) A biomechanical effect of wide implant placements
and offset placements of three implants in the partially
edentulous region. J Oral Rehabil 27: 15-21.
60. Misch CE, Bidez MW (1999) A scientific rationale for
dental implant design. In: Misch CE, Contemporary implant
dentistry. (2nd edn), St Louis, Mosby.
61. Misch CE (1995) Early crestal bone loss etiology and its
effect on treatment planning for implants. Dental Learning
Systems Co, Inc, Postgrad Dent 3: 3-17.
62. Misch CE, Suzuki JB, Misch-Dietsh FM, Bidez MW (2005)
A positive correlation between occlusal trauma and periimplant bone loss: Literature support. Implant Dent 14: 108116.
63. Hansson S (1999) The implant neck: Smooth or provided
with retention elements. A biomechanical approach. Clin
Oral Implants Res 10: 394-405.
64. Wiskott HW, Bleser UC (1999) Lack of integration of smooth
titanium surfaces: A working hypothesis based on strains
generated in the surrounding bone. Clin Oral Implants Res
10: 429-444.

76. Cranin AN, Silverbrand H, Sher J, Satler N (1982) The
requirements and clinical performance of dental implants.
Biocompatibility of Dental Materials 4: 92-102.
77. Tschernitschek H, Borchers L, Geurtsen W (2005)
Nonalloyed titanium as a bioinert metal-a review.
Quintessence Int 36: 523-530.
78. Williams DF (1981) Implants in dental and maxillofacial
surgery. Biomaterials 2: 133-146.
79. Ravnholt G (1988) Corrosion current and pH rise around
titanium coupled to dental alloys. Scand J Dent Res 96:
466-472.
80. Chiapasco M, Casentini P, Zaniboni M, Corsi E, Anello T
(2012) Titanium-zirconium alloy narrow-diameter implants
(Straumann Roxolid(®)) for the rehabilitation of horizontally
deficient edentulous ridges: Prospective study on 18 consecutive patients. Clin Oral Implants Res 23: 1136-1141.
81. Hoffmann O, Angelov N, Gallez F, Jung RE, Weber FE
(2008) Int J Oral Maxillofac Implants 23: 691-695.
82. Özkurt Z, Kazazoğlu E (2011) Zirconia dental implants: A
literature review. J Oral Implantol 37: 367-376.
83. Adatia ND, Bayne SC, Cooper LF, Thompson JY (2009)
Fracture resistance of yttria-stabilized zirconia dental
implant abutments. J Prosthodont 18: 17-22.
84. Junker R, Dimakis A, Thoneick M, Jansen JA (2009)
Effects of implant surface coatings and composition on
bone integration: A systematic review. Clin Oral Implants
Res 20: 185-206.

65. Misch CE (1989) A three-dimensional finite element
analysis of two blade implant neck designs [master’s
thesis], Pittsburgh, University of Pittsburgh.

85. Buser D, Broggini N, Wieland M, Schenk RK, Denzer AJ,
et al. (2004) Enhanced bone apposition to a chemically
modified SLA titanium surface. J Dent Res 83: 529-533.

66. Yukna RA (1993) Optimizing clinical success with implants:
maintenance and care. Compend Cont Educ Dent 15: 554561.

86. Zhao G, Schwartz Z, Wieland M, Rupp F, Geis-Gerstorfer
J, et al. (2005) High surface energy enhances cell response
to titanium substrate microstructure. J Biomed Mater Res A
74: 49-58.

67. Misch CE, Hoar JE, Beck G, Hazen R, Misch CM (1998) A
bone quality-based implant system: A preliminary report of
Stage I and Stage II. Implant Dent 7: 35-41.
68. Misch CE, Dietsh-Misch F, Hoar J, Beck G, Hazen R, et al.
(1999) A bone quality based implant system (BioHorizons
maestro dental implants): A prospective study of the first
Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

87. Wong M, Eulenberger J, Schenk R, Hunziker E (1995)
Effect of surface topology on the osseointegration of
implant materials in trabecular bone. J Biomed Mater Res
29: 1567-1575.

• Page 13 of 14 •

DOI: 10.23937/2643-3907/1710023

88. Al-Nawas B, Groetz KA, Goetz H, Duschner H, Wagner
W (2008) Comparative histomorphometry and resonance
frequency analysis of implants with moderately rough
surfaces in a loaded animal model. Clin Oral Implants Res
19: 1-8.
89. Tomisa A, Launey ME, Lee J, Mankani M, Wegst U, et
al. (2011) Nanotechnology approaches to improve dental
implants. Int J Oral Maxillofac Implants 26: 25-44.
90. Von Wilmowsky C, Moest T, Nkenke E, Stelzle F, Schlegel
KA (2013) Implants in bone: Part I. A current overview
about tissue response, surface modifications and future
perspectives. Oral Maxillofac Surg.
91. Massaro C, Rotolo P, Riccardis F De, Milella E, Napoli
A, et al. (2002) Comparative investigation of the surface
properties of commercial titanium dental implants. Part I:
chemical composition. J Mater Sci Mater Med 13: 535-458.
92. Braceras I, De Maeztu MA, Alava JI, Gay-Escoda C, et
al. (2009) In vivo low-density bone apposition on different
implant surface materials. Int J Oral Maxillofac Surg 38:
274-278.
93. Le Guehennec L, Soueidan A, Layrolle P, Amouriq Y
(2007) Surface treatments of titanium dental implants for

Elsayed. Res Rep Oral Maxillofac Surg 2019, 3:023

ISSN: 2643-3907

rapid osseointegration. Dent Mater 23: 844-854.
94. Sul YT, Johansson CB, Jeong Y, Wennerberg A,
Albrektsson T (2002) Resonance frequency and remova
l torque analysis of implants with turned and anodized
surface oxides. Clin Oral Implants Res 13: 252-259.
95. Rocci A, Martignoni M, Gottlow J (2003) Immediate loading
of Branemark System TiUnite and machined-surface
implants in the posterior mandible: A randomized openended clinical trial. Clin Implant Dent Relat Res 5: 57-63.
96. Zampelis A, Rangert B, Heij l L (2007) Tilting of splinted
implants for improved prosthodontic support: A twodimensional finite element analysis. J Prosthet Dent 97:
S35-S43.
97. Szmukler-Moncler S, Salama H, Reingewirtz Y, Dubruille
JH (1998) The timing of loading and the effect of micromotion on the dental implant-bone interface: A review of the
experimental literature. J Biomed Mater Res 43: 192-203.
98. Cooper LF, Rahman A, Moriarty J, Chaffee N, Sacco D
(2002) Immediate mandibular rehabilitation with endosseous implants: Simultaneous extraction, implant placement
and loading. Int J Oral Maxillofac Implants 17: 517-525.

• Page 14 of 14 •

