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Abstract

The Implant periapical lesion (IPL=Implant Periapical Lesion) is an infectious-inflammatory alterations surrounding
an implant apex. The diagnosis is based on the clinical manifestations as pain, swelling, presence of fistula and
radiological findings, where a radiolucent lesion can be seen in the periapical area. It is apparent that IPL has a
multifactorial background, mainly caused by the presence of a pre-existing microbial pathology or surgical trauma
during implant surgery. To date, there are no clinical protocols for managing IPL. This case report presents a case
history related to IPL, which was caused by a pre-existing lesion.

For the treatment of the infected form of IPL, a sequential surgical therapy can be utilized, if there is no loss of
the implant stability. This includes surgical removal of the implant apical region, through debridement of the infected
lesion, systemic antibiotics, and or guided bone regeneration. The intervention was aimed to stop the progression of

osteolysis perimplant increasing the survival implant.
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Introduction

Implant failure due to apical pathology are conditions that have
not been extensively studied nor reported in the literature. The active
lesion periapical implant (IPL) or retrograde peri-implantitis has been
described as an infectious-inflammatory alterations surrounding an
implant apex. It's an extremely rare event that occurs at a rate between
0.3% -1.8% of Osseo integrated implants [1,2]. IPL is often associated
with implants that may have been overheating or excessive tightening
the implant during implant surgery, or implants that are located adjacent
to a tooth with endodontic/periodontal lesions [1-3]. Diagnosis of IPL
is clinic and radiographic. IPL can be classified into the in-active (non-
infected) and infected forms [1]. The inactive form is asymptomatic and
it is diagnosed because of the presence of radiolucency around the apex
of the implant. This radiolucency is an apical scar caused by vertical
over-preparation of the implant or by bone necrosis due to overheating
during implant insertion.

There is no treatment that is required for the inactive form, but
periodic monitoring of the lesion is recommended. In the active form,
the lesion is symptomatic and requires treatment to avoid the progress
of bone destruction. Symptoms and clinical signs which may appear
are pain, swelling, suppuration and fistula; in the radiograph implant
periapical radiolucency may be identified in some cases [1-6]. For the
treatment of the infected form of IPL, surgical approaches have been
advocated, including implant removal, resection of infected implant
apices and guided bone regeneration [1-3,5,7-14]. This case report
describe the treatment in a periapical lesion active surgical approach
by means of excision of the cystic lesion with resection and subsequent
implant periapical curettage implant with the glycerin aid.

Case Report

A Caucasian man of 52 year old presented to the Dental Clinic of
University of Trieste in September 2014 for a osteolytic lesion of implant
12, detected by 5 years (Figures 1 and 2). The clinical history shows that
his private dentist did not treated the lesion present on the element 12
was before replacement with osseointegrated implant titanium.

The surgical steps approached were the following: preparation of a
total thickness element palatal flap from 13 to 25 (Figure 3), finding of

cystic lesion origin on the palatal side (Figure 4), removal of alveolar
lesion by Hemingway instruments, implant exposure and apicectomy
made with tungsten drills on contra angle dental handpieces to 2 mm
apical, cleaning cavity with air-water syringe (Figure 5), the remaining
implant was polishing by glycerine medicated rubber mounted on
micromotor (Figure 6), absorbable suture in Vicryl® 4.0 (Ethicon,
Sommerville NJ, USA) (Figures 7 and 8), home therapy prescribed
broad-spectrum antibiotic (amoxicillin associated with clavulanic acid:
1 x 1 g twice a day for 7 days), cortisone, (rinses with chlorhexidine
0.2%) and recommended post-operative home instructions. Planned
follow-up at 1 week (Figure 9) for suture removal, at 4, 12 weeks and
24 weeks.

Discussion

This case report illustrates treatment by removal of only the involved
portion of the implant, thereby maintaining the prosthesis. It has
been proposed that the most likely causes are bacterial infection from
either remnant of extracted natural teeth. The definitive histological
examination showed the presence of a chronic inflammatory lesion
sometimes a pattern granulomatoide at the apex implant, and negative
prognostic factor predisposing to implant failure. The initial physical
examination supported by the imaging excluded perimplantitis,
while suggesting two diagnostic hypotheses: perimplantitis periapical
retrograde versus implant insertion of pre-existing lesion. The situation
inflammatory on going called for intervention in order to stop the
perimplant osteolysis and stabilize the inevitable bone resorption at the
injury that would be progressed within a year. As the stability implant
is related directly to the quantity and quality of bone osseointegrated,
in the case treated corresponded with a third of the size of the implant,
in this case sufficient to maintain the stability also in relation with the
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Figure 1: A. Axial image of TC Dental scan highlighting cystic lesion of the
implant apex.

Figure 2: Image coronal of TC Dental scan showing osteolitic area

Figure 3: Initial surgical procedures, preparation palatal flap from 25 to 13.

respective masticatory load. The most studied treatment of implant
apical lesions with no associated implant mobility is implant apical
surgery [10]. Most authors curettage the lesion and irrigated with
saline solutions [2-3,11,16-17]. Several agents have been applied for
decontamination of the implant surgery, such as chlorexidine [3] or
tetracycline pastes [3,7,16] but there is no evidence of the efficiency of

Figure 4: Finding osteolytic lesion and exposure of the implant’s apical
portion.

Figure 5: Cleaning the implant with air-water syringe.

any of them. The cavity was filled only by coagulation without affixing
filler material in order to facilitate the healing, since the spirals implant
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Figure 6: Polishing remaining portion of the implant with rubber medicated
with glycerin.

Figure 7: Suture of the palatal flap, closed by primary intention.

may consider the bacterial biofilm responsible for the previous lesion
and make failure a bone graft contextual. Properties of glycerine have
been used to further decontaminate the coils implant.

Sometimes, bone regeneration materials are used, accompanied or
not with tissue regeneration barriers, in order to achieve complete bone
regeneration [2,8]. Other authors suggest sectioning the implant apex in
those cases in which total removal of the granular tissue is not assured
[7,11]. Scarano et al. [12] removed an implant in a patient because of
pain persistence after treatment with analgesics. Oh et al. [18] decide
to remove one implant which presented mobility. The optimal implant

Figure 8: histological biopsy: chronic inflammation lymphohistiocytic.

Figure 9: 1 week follow-up: palatal implant fibrin cloth.

Figure 10: 1 year follow up axial image of TC Dental scan showing a
regressive cystic lesion of the implant apex.

therapy would be minimizing the occurrence or consequences of
implant periapical lesions by careful diagnosis, systematic treatment
planning, and appropriate treatment procedures.

Conclusion

The intervention was aimed to stop the progression of osteolysis
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Figure 11: 1 year follow up, Image coronal of Tc Dental scan revealing a
regression osteolitic area.

perimplant increasing the survival implant. The follow-up to one year
has confirmed the healing post- intervention and the formation of new
bone at the area of rarefaction (Figures 10 and 11). Within one year,
given the resolution of the disease, we evaluated the opportunity to re-
intervene in order to fill the bone defect and align the prognosis to that
of a plant in healthy tissue.
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