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1Dental Implants: An Overview

Vinay Sivaswamy and Sahana Vasudevan

1.1  Medical Implants: 
An Introduction

An implant is an artificial device that can repair 
the functions of biologic tissues and organs or 
provide a support structure for compromised tis-
sue or replace an entire biologic structure that is 
missing or damaged beyond repair [1]. Since it is 
an artificial structure, an implant needs to possess 
the property of biocompatibility, which in turn 
refers to the ability of materials to remain passive 
and non-reactive in human biologic tissue. An 
ideal biocompatible material can even induce the 
formation of reparative tissue around it and result 
in a harmonious union of function and form. A 
material that is not biocompatible results in a for-
eign body reaction with the implant material rec-
ognised as an invader and being rejected in the 
form of bone resorption or tissue necrosis, corre-
sponding to the tissue housing the implant pros-
theses [2].

Implants can be used for a variety of applica-
tions, the totality of which can be categorised into 
two broad modalities—Therapeutic and 
Cosmetic. Therapeutic uses of implants can fur-
ther be categorised according to the primary pur-
pose of the implant. (1) Support—surgical 
meshes which could be metallic (titanium) and 
used for supporting hard tissue following trauma 
or it could be synthetic (polypropylene, polyeth-
ylene terephthalate, polytetrafluoroethylene and 
the newer polyvinylidene fluoride, a type of 
nanofibrous mesh that is resistant to hydrolytic 
degradation and induces neo-angiogenesis). (2) 
Replacement—artificial heart, artificial heart 
valve, coronary stent and dental implant. (3) 
Repair— intraocular lens, intracorneal ring seg-
ment, myringotomy tube, cochlear implant, 
neurostimulation devices, pacemaker, electric 
implant, intrauterine devices and diaphragm 
pacers.

Cosmetic uses of implants are, as the name 
suggests, related to the improvement of appear-
ance for each individual and are performed solely 
based on everyone’s subjective requirement. The 
various cosmetic uses can be injectable fillers, 
which could be transplanted fat or synthetic poly-
mers such as calcium hydroxide, polymethyl-
methacrylate, polycaprolactone, nasal implants, 
ocular implants, mammary implants and penile 
implants. The list of prostheses categorised above 
are some of the most common usage scenarios 
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and is not intended as a definitive list of commer-
cially available implantation modalities.

A newer application for implants involves the 
transhumanism approach wherein electronic 
devices are implanted into an individual’s bio-
logic tissue to surpass human limitations. This 
approach has been termed ‘Body Hacking’ and a 
few individuals have succeeded in implanting 
small electronic devices such as RFID chips into 
their biologic systems. The most notable exam-
ples of this application include the electrode 
array implanted by British scientist Kevin 
Warwick in the year 2002 and the antenna implant 
utilised by British artist Neil Harbisson in the 
year 2005 [3]. Kevin Warwick succeeded in plac-
ing a 100-electrode array into his nervous sys-
tem. The same procedure was implemented in his 
wife, which in turn enabled the first direct com-
munication between two nervous systems. The 
antenna implant utilised by Neil Harbisson is 
claimed to expand his range of colour sensitivity. 
It should be noted, however, that this application 
cannot be adequately supported by valid scien-
tific documentation or evidence and is not recom-
mended as a routine treatment modality by any 
medical professional.

Implants are currently manufactured using 
metals and polymers in conjunction with various 
surface treatments to enable their intended 
effects. The most common metals used for 
implants are commercially pure titanium (CpTi), 
titanium alloy, zirconia, titanium–zirconium 
alloy, tantalum, stainless steel and cobalt–chrome 
alloy. The most common polymers used for 
implants are polypropylene, polyamide, poly-
methylmethacrylate, polyethylene terephthalate, 
polytetrafluoroethylene, polyhydroxyalkanoates 
and polyvinylidene fluoride [4, 5]. A comprehen-
sive dissection on materials used for implantol-
ogy will be expounded further in the following 
sections of this chapter.

1.2  Dental Implantology

Till the advent of dental implantology, the most 
common treatment options for replacing missing 
teeth involved the detrimental reduction of tooth 

structure for a fixed prosthesis or the provision of 
extensive acrylic or metal frameworks for a 
removable prosthesis. The fixed option involved 
reduction of multiple teeth for replacing a single 
tooth and necessitates endodontic therapy in case 
of unfavourable abutment positions. The remov-
able option involved routine removal of the pros-
theses for hygiene maintenance and the 
adjustment of the patient towards the optimal 
protocol of using a removable appliance [6].

The introduction of dental implants by Per 
Ingvar Branemark marked the commencement of 
a revolution in the therapeutic approach for the 
provision of fixed restorations [7]. The concept of 
a root analogue for anchorage to the underlying 
bony tissue marked a paradigm shift in the provi-
sion of both fixed and removable prostheses for 
the replacement of missing teeth. This newer 
concept eliminated the need for the reduction of 
adjacent teeth for support and provided the 
advantage of maintaining alveolar bone height 
wherever the implants are located. Cumulative 
evidence from scientific literature show that 
implants are effective as a definitive restoration 
modality with success rates ranging from 92 to 
95%, depending on the span of the restoration [8, 
9]. Other advantages of implants include the 
elimination of incidence of secondary caries, 
improved bite force and proprioception. It has 
been observed that patients develop a sense of 
proprioception and tactility following implant 
therapy. Many theories have been proposed to 
explain this occurrence, with current evidence 
leaning towards the Bonte theory that hypothe-
sises that re-innervation may occur from stimula-
tion by functional loading [10]. The re-established 
tactile sense also enables the improvement of bite 
force magnitude in patients [11]. It should be 
noted, however, that the tactility and propriocep-
tion gained around implants do not reach the 
same magnitude or intensity of natural teeth, with 
the active tactile threshold value of implants mea-
sured three times higher than that of natural teeth 
[12].

Success rate is a parameter indicating the 
treatment outcome following a particular therapy, 
which could be positive or negative. This param-
eter has been used as a prognostic indicator with 
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multitudes of studies analysing the success rates 
for various treatment modalities and suggesting a 
decision tree for corresponding modalities of 
therapy. Many studies have reported a 92–95% 
success rate for dental implant therapy in differ-
ent scenarios. It has been observed that the suc-
cess rate is inclusive of implants, whose patients 
have been subject to confounding factors, such as 
implants placed after the commencement of a 
study, which are factors to be excluded from the 
final analysis. The parameter Cumulative Survival 
Rate (CSR) is a more appropriate indicator since 
it would remove confounding factors when ana-
lysing failure rates. CSRs usually denote a lower 
value than success rates but are a far more reli-
able prognostic indicator. Very few studies have 
analysed the CSR of dental implants and data 
remains scarce on these values [13].

Even with the data currently available and the 
plethora of techniques and equipment, accurate 
prediction of the treatment outcome for every 
single case is not yet achievable. Factors such as 
environment, habit, stress and everyone’s bio-
logic response render the treatment modality a 
measure of probability rather than certainty. It 
may not be feasible to gain control of each of 
these factors, yet the implant itself could be ren-
dered conducive to functional adaptation to these 
conditions. Therefore, most studies attempt to 
identify favourable characteristics of dental 
implants to achieve universal acceptability. This 
task is made doubly difficult due to the existence 
of hundreds of implant manufacturers as well as 
the variability in methods that are employed to 
fabricate implants [14]. Despite the heterogene-
ity, there are several factors in scientific literature 
demonstrating the ideal features necessary for a 
dental implant. A dissection of the constituent 
portions of an implant is, hereafter, necessary for 
the identification of ideal features for each 
portion.

1.2.1  Design Aspects of the Dental 
Implant: The Current Trend

The term ‘Dental Implant’ refers only to the fix-
ture that is anchored to the bone. The superstruc-

ture that supports the crown, or any prostheses, is 
termed an abutment. A typical endosseous dental 
implant can be divided into coronal, middle and 
apical thirds for the sake of description.

Implants were initially manufactured in a 
cylindrical shape with the same diameter from 
the coronal to apical aspect. The fixtures cur-
rently available commercially are tapered in a 
sequentially incremental manner in the apical 
third to simulate the tapered anatomy of a natural 
root. The taper also allows easier placement into 
the prepared osteotomy site whereas a parallel- 
sided fixture would require more force for com-
plete placement and would, in turn, generate 
greater torque on the alveolar wall. There were 
concerns, initially, that the taper would reduce 
the amount of surface area contacting the bone 
and would thus, result in poorer osseointegration. 
These concerns were assuaged when scientific 
literature displayed that there were no significant 
differences between cylindrical and tapered 
implants even in poor density bone, denoting that 
tapered implants could be used in all conditions.

Implants have transitioned from a smooth, 
non-threaded surface to a roughened threaded 
surface since the threads serve a dual purpose of 
increasing the functional surface area as well as 
aid in favourable force distribution into the sup-
porting bone. The term favourable force distribu-
tion is intentionally used here to highlight the fact 
that bone is strongest against loads of a compres-
sive manner and weaker against oblique loads. 
The threads in an implant change the direction of 
force imparted longitudinally along the axis of 
the fixture into a transverse direction, which is 
compressive on the bone [6]. Fixtures with vari-
ous thread geometries have been implemented by 
commercial manufacturers across the world with 
each entity claiming superior osseointegration 
and clinical longevity due to their thread designs. 
The thread shapes that have been used till date 
are square (power thread), fixture (V-thread), 
acme, buttress thread, reverse buttress, vertical 
slot, rounded power and spiralock designs [15]. 
Studies on stress concentrations have shown that 
there is no difference between various designs, 
and this has been directly observed in clinical 
practice as well [16–18].
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A direct correlation between the quality of 
osseointegration in different bone densities and 
thread size has been observed in scientific litera-
ture. Larger threads (increased thread depth and 
thread pitch) have been found to be advantageous 
when used in the field of penurious bone density, 
such as in the posterior maxilla or in cases of 
immediate implant placement after extraction 
and smaller threads with reduced depth and pitch 
perform well in cases of moderate to highly dense 
bone structures [19].

Microthreads in the coronal portion of the fix-
ture have been observed to retain the marginal 
bone around an implant after loading. Loading of 
bone is highest at the crestal region since it is the 
most superior point of contact of the fixture with 
bone. The crestal region is thus subjected to the 
highest magnitude of forces around the implant. 
Consequently, marginal bone catastrophe is 
expected to occur till the first thread of the 
implant. Implementation of microthreads serves 
to transfer these high-intensity loads into trans-
verse compressive stresses, which the anchoring 
bone can resist in a more efficient manner. 
Clinical studies have also shown that the pres-
ence of microthreads results in reduced crestal 
bone loss when compared to implants with a non- 
threaded smooth surface [20–22].

In addition to microthreads, the method known 
as platform switching can be used for reducing 
crestal bone. Platform switching was incidentally 
observed when a narrower abutment was secured 
to a wider implant platform and resulted in 
reduced crestal bone loss [23]. Most implants 
currently implement platform switching by wid-
ening the implant platform diameter and employ-
ing an abutment with the same diameter as the 
implant body. The implant platform is, therefore, 
wider than the implant body and the overlying 
abutment and provides the effect of platform 
switching. Current evidence suggests that plat-
form switching is an effective method of reduc-
ing crestal bone loss [24–27].

Implant diameter and length have been estab-
lished as directly correlative to the main stability 
of the implant fixture. Implant with wider diam-
eters increases the functional surface area by 
200% with every 0.25 mm increase in width [6, 

28]. Conversely, implants with a width greater 
than 6  mm result in a phenomenon known as 
stress shielding [29]. Stress shielding results 
from the higher elastic modulus of the implant 
fixture relative to biologic hard tissue. This mis-
match results in viscoelastic flexure of bone 
under loading conditions whereas the stiffer fix-
ture remains resolute and can cause weakening of 
the bone–implant interface. There is no evidence, 
however, to establish the incidence of this shield-
ing phenomenon in routine clinical practice [29]. 
The lack of evidence could be hypothesised to 
the fact that implants wider than 6  mm are 
required to a negligible extent since the alveolar 
bone is very rarely wide enough to accommodate 
such diameters. Longer implants engage deeper 
into the anchoring bone and increase the inser-
tion torque values [30, 31]. Areas of minimal 
bone, such as the posterior maxilla, may not be 
able to house implants of increased dimensions. 
In such cases, a shorter implant with roughened 
surfaces has been observed to provide an accept-
able treatment outcome [32, 33].

It is common knowledge that successful 
osseointegration occurs once bone remodelling is 
complete along the implant–bone interface [34]. 
Remodelling usually requires a duration of 
3–6  months depending on the bone density, 
induction of formative strain and presence or 
absence of contributing factors, such as infection, 
diabetes, smoking, bisphosphonate therapy, 
radiotherapy and so forth [25, 35–37]. It has been 
observed in scientific literature that modifying 
the surface area of implants by roughening serves 
to hasten the rate of remodelling and augments 
the anchorage of bone to implant. This observa-
tion has resulted in a vast swath of laboratory and 
clinical studies focussed on discovering and/or 
establishing an optimal method to induce surface 
roughness and the analysis of optimal intensity of 
surface roughness that promotes maximal bone 
integration around the implants [18, 38].

An attempt to identify and categorise the opti-
mal roughness level that hastens bone integration 
was undertaken by Wennerberg et  al., who pro-
pounded that a roughness level of 1–2 μm was the 
most advantageous in improving osseointegration 
[39]. The research group analysed the surface 
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microtopography of implants and arrived at the 
conclusion that Sa values of 1–2 μm are the opti-
mal height parameter for a dental implant. They 
categorised implant surface roughness as mild for 
Sa values less than 1 μm, moderate for Sa values 
between 1 and 2 μm and maximal roughness for 
Sa values greater than 2 μm [14]. These findings 
are at the micrometre level and it is currently 
observed that certain surface treatments produce 
alterations at the nanometre level as well, which 
further influences the remodelling process.

Surface treatments for implants include addi-
tive and subtractive methods, sometimes even a 
combination of both [40]. The subtractive methods 
include acid etching, sandblasting/grit- blasting 
and laser etching. Additive methods are titanium 
plasma spraying, hydroxyapatite plasma spraying, 
anodic oxidation and sol-gel deposition. To 
increase the effectiveness, a combination of sub-
tractive and additive methods such as sandblasting 
and acid etching, sandblasting, acid etching and 
ion beam assisted deposition are followed.

Most implant manufacturers employ a combi-
nation of surface treatment methodologies rather 
than rely on any single mechanism. The earliest 
instances of surface modification were titanium 
plasma spraying and hydroxyapatite plasma spray-
ing. While titanium plasma spray resulted in rough 
surfaces (Ra values of 4–5 μm), it resulted in a high 
incidence of complications and marginal bone loss. 
The hydroxyapatite plasma spray resulted in high 
initial stability with eventual coat flaking and 
delamination which resulted in a foreign body 
reaction and macrophage induced resorption [38]. 
Thus, these two methods were discontinued, and 
the other methods listed above were optimised for 
dental implant surfaces [18, 41]. Table 1.1 briefs 
different methods that have resulted in enhanced 
bone apposition on the implant surfaces when com-
pared with untreated surfaces.

With such an emphasis on implant microge-
ometry and surface alterations, it is logical to 
assume that the primary stability of an implant 
would correlate directly with successful treat-
ment outcomes [20, 42]. Primary stability is a 
measure of the amount of rigid anchorage 
attained during implant placement. It is measured 
through insertion torque using manual torque 

wrenches, implant stability quotient values using 
resonance frequency analysis [43], and recently, 
by value of micromotion as advocated by Trisi’s 
research [44, 45]. While primary stability is a 
good indicator of a successful outcome following 
stage 1 implant surgery, studies have found that 
there is no correlation between insertion torque 
values and implants under loading conditions 
[46, 47].

These criteria for endosseous dental implants 
have been sequestered and compiled from strin-
gently curated scientific literature and have 
proven to be solid indicators for a successful 
therapeutic outcome. However, the presence of 
these factors alone may not guarantee a reliable 
prognosis since the operator’s skill in treatment 
planning, clinical acumen, presence, or absence 
of endodontic and/or periodontal infections, sys-
temic factors, play a significant contributory part 
to the successful outcome of an implant 
restoration.

1.2.2  Biomaterials in Implant 
Dentistry: A Historical 
Outlook

Dental implant materials have a long history 
from using gold in early 2500  BC to advanced 

Table 1.1 Different surface treatment methods of dental 
implants currently in use

Surface treatment 
modality

Brand name 
for implant Manufacturer

Acid etching and 
anodic oxidation

TiUnite Nobel 
Biocare

Grit-blasting, dual acid 
etching and sol–gel 
method

NanoTite 
Prevail

Biomet 3i

Sandblasting (alumina) 
and acid etching

SLA Straumann

Sandblasting (zirconia) 
and acid etching

ZLA Straumann

Sandblasting, acid 
etching and ion beam 
assisted deposition

NanoTite Bicon

Sandblasting with 
resorbable blast media

Ossean Intralock

Sandblasting (titanium) 
and acid etching

Osseospeed Astratech
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functional “smart” materials in the current gen-
eration [48]. The successful osseointegration of 
the dental implant lies in the design and the mate-
rial which is chosen for the purpose. Several 
materials such as metals, ceramics, alloys, poly-
mers and glasses were tried and tested for the 
dental implant application. In addition to osseo-
integration, biocompatibility and bio functional-
ity are the factors considered important for the 
dental implant material [49]. Branemark’s monu-
mental discovery of “osseointegration” of 
 titanium to the rabbit bone is considered the 
benchmark till today. From there, the exploration 
of different materials for the dental implants 
began with researchers finding biocompatible 
materials and modifying the materials having a 
functional role is in steady progress.

Oral environment is one of the dynamic envi-
ronments with ever-changing temperature, pH, 
chemical and physical reactions, making it a 
challenge for the implant to sustain in such con-
ditions. Thus, an “ideal” implant is required to 
possess biocompatibility, corrosion resistance, 
modulus elasticity like bone, wear resistance and 
strength. These properties of the dental materials 
are classified as bulk and surface properties [49]. 
While bulk properties deal with strength and sta-
bility of the material, surface properties are cru-
cial for effective osseointegration and increased 
lifetime. Both the bulk and surface properties 
define the biocompatibility of the material cho-
sen. Bulk properties of the implant material 
include modulus of elasticity that should be com-
parable to bone (10–20 Gpa), high tensile strength 
for functional stability, improved yield strength 
to prevent fracture and increased hardness and 
toughness. Surface properties such as surface 
tension, energy and topography play an impor-
tant role in successful host–implant contact [50].

Another important factor is the bio- tribological 
properties that analyse implant performance 
based on mechanical wear and electrochemical 
corrosion [51]. Such tribological tests are impor-
tant to understand the degradation of the material 
in the oral environments, which directly trans-
lates to the success of the implant. In the case of 
metals and alloys, crack generation, degradation 
product and ions releases should be accounted to 

ensure safe clinical outcome of the implant. 
Hence the success of the dental implant depends 
on the different aspects of the material ranging 
from bulk properties to tribological properties 
[52].

Dental implant materials can be widely classi-
fied as metallic and non-metallic materials. 
Metallic implant materials include metals and its 
alloys, which are reliable for implant purposes 
for a long time.

1.2.2.1  Metal and Its Alloy
Titanium possesses a low density and high 
strength-to-weight ratio in addition to being bio-
compatible making it a preferred candidate in the 
field of dental implants since its introduction in 
1981. The integrity of the titanium and the ability 
to osseointegrate is adequate with a survival rate 
greater than 90% in the long run. The two most 
widely used titanium alloys are cpTi and 
Ti-6A1-4V (titanium–aluminium–vanadium 
alloy) and they both can readily osseointegrate. 
The cytotoxicity of Ti-6A1-4V is comparable to 
that of cpTi despite having vanadium and alu-
minium. The major alloy used is cpTi, which pre-
dictably interacts with air or tissue fluids to form 
a titanium oxide layer and maintains it without 
corrosion or breakdown in physiological condi-
tions. Interestingly, this oxide layer directs the 
implant-tissue interaction such as adhesion of 
osteoblasts and is a key player in determining the 
success of osseointegration. Given the major 
roles played by the implant surfaces in promoting 
biocompatibility, surface modification remains 
one of the obvious approaches that influences the 
outcome of the process. Myriad methods are 
available for modifying the surface with almost 
all of them aimed at enhancing the roughness of 
the surface as it would eventually favour the 
deposition of proteins promoting soft tissue and 
osseointegration [53].

Zirconium, like titanium, is a transition metal 
with excellent biophysical properties. However, 
with respect to survival and success rates its 
potential in dental implantology is low when 
compared to titanium [54]. In the case of fine 
implants that experience high stress, an alloy of 
titanium and zirconium (TiZr1317) is employed 
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due to the possession of better mechanical prop-
erties such as improved elongation and strength 
when compared to cpTi [55].

The cobalt–chromium (Co–Cr) alloys contain 
almost 60% of cobalt and carbon is often added 
to increase the strength of the alloy. Like tita-
nium, chromium forms the chromium oxide layer 
on its surface that can resist corrosion. The major 
advantages of Co–Cr alloys are affordability and 
mechanical properties such as high elastic modu-
lus and strength thereby allowing the production 
of fine implants with reduced dimensions. Given 
that chromium and cobalt are allergens, their 
application cannot be extended to fixed prosth-
odontics. They are increasingly used in European 
countries and it is seen as an alternative to nickel–
cobalt alloy in the United States [56, 57].

1.2.2.2  Ceramics
Although metal and its alloys have proven to be 
durable in the oral environment, especially tita-
nium having strong osseointegration characteris-
tics, the limitations of metal-based implants are 
many—due to the ever-fluctuating pH of the oral 
environment, they tend to leach and release the 
metallic ions into the oral environment, which 
might trigger an allergic response in some indi-
viduals [58]. Previous studies show that on aver-
age 0.6% of the population tested show an allergic 
response to the metallic ions [59]. Furthermore, 
titanium implants have a lower aesthetic likable-
ness as their distinct metallic colour is often vis-
ible through the mucosal tissue [60]. Reports of 
discolouration of the soft tissue around the region 
of the implant during the use of titanium implant 
have also been studied [61]. Thus, the need for 
novel breakthroughs in material science has pro-
vided an alternative to the metal-based 
approach—ceramics. One of the first ceramics 
that was used in oral implants was Alumina, but 
its weak mechanical properties have created a 
strong need for further research in the ceramic of 
dental implants [62].

The recent developments have shown zirconia 
to be a very suitable ceramic-based dental implant 
approach. Zirconia has excellent osseointegra-
tion and mechanical properties to titanium [55] 
and hence has already been adopted into the 

implant industry. Zirconia has additionally a 
lower plaque and bacterial adhesion as compared 
to titanium, which implies lower fouling tenden-
cies of the implant [63]. It does not have the 
mucosa decolourisation, host immune reaction 
that is commonly found with titanium implants.

Hydroxyapatite is a calcium phosphate-based 
bio ceramic material that has garnered a lot of 
attention from the Dental Restorative Sciences. 
Hydroxyapatite is the same material that is 
known to make up natural teeth and bone. Hence, 
it has excellent biocompatibility and strong 
osseointegration characteristics. The major use 
case of hydroxyapatite in dental implantology 
has been in the form of coating over pre-existing 
implant materials [64]. This allows the implant to 
have a biocompatible surface characteristic while 
retaining the core mechanical structural integrity 
of the stronger materials. Since it is made up of 
the same material as the teeth, it is also subject to 
the demineralisation–remineralisation dynamics 
of natural teeth. A much more suitable alternative 
to hydroxyapatite would be fluorapatite, which is 
much more resistant to the demineralisation 
effects of low pH oral micro-environment [65].

1.2.2.3  Polymers
The discovery of synthetic polymers was one of 
the key innovative concepts of the twentieth cen-
tury that has revolutionised the way of life in the 
twenty-first century. Although many polymers 
have been discovered to date, not all of them have 
strong relevance in the medical industry due to 
various factors like biocompatibility. Specifically, 
for dental implants, osseointegration is also a key 
criterion for choosing the material among many 
others, and with titanium having well-studied 
favourable osseointegration characteristics, it has 
continued to be the material of choice [66]. But 
the discolouration and allergic reactions still pose 
a challenge to be overcome. Among many poly-
mers tried for dental implants, including PTFE, 
PSU, PMMA, one of the most promising poly-
mers in the dental implant industry is 
PolyEtherEtherKetone (PEEK) [66, 67].

PEEK has many favourable characteristics 
and is already used in the medical industry in 
orthopaedic and vertebral surgery [68]. One of 
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the most common problems with titanium 
implants is the overloading of the bone via the 
implant through “stress shielding” [69]. The 
main cause of stress shielding is the difference in 
the moduli of elasticity of the materials at the 
implant junction. PEEK does not have the prob-
lem of stress shielding as the mechanical proper-
ties of PEEK are similar to bone, thereby reducing 
the risk of damage to the bone [70]. PEEK by 
itself has poor osseointegration as compared to 
titanium [71] but can be used to form composites 
or be used as a substrate for surface coating [72]. 
Through this, PEEK-composites and coated- 
PEEK implants seem to be strong contenders for 
the future of the implant industry [73]. Hybrid 
ceramic material with the dual certain-polymer 
network has been marketed by VITA (VITA 
Zahnfabrik, Germany) under the ENAMIC brand 
name. Such hybrid materials with properties 
from the best of both materials are the need of the 
hour.

1.2.2.4  Smart Biomaterials
The long-term understanding and the use of den-
tal implants being “passive” is replaced with the 
concept of “active” biomaterials. In general, such 
“active”/“smart” materials are known to respond 
to stimuli in a controlled, reproducible and 
reversible manner [74]. The application of such 
smart materials ranges from household supplies 
to automotive components to biomedical 
applications.

The concept of “Smart” materials is itself 
inspired from the natural biological systems. It is 
well known that simple and complex biological 
pathways function in response to the stimulus 
from their environment [75]. The same principle 
is applied in the design and development of smart 
materials. Depending on the kind of external 
stimulus which can be physical (light, electric 
and magnetic fields, temperature, etc.), chemical 
(analyte concentrations, change in pH, biological 
fluids, etc.) and mechanical including stress and 
strain, the “smart” response is determined. The 
ability to reverse back to its original state is an 
important property of such smart materials.

The introduction of smart materials in den-
tistry was nickel–titanium alloys used for orth-

odontic wires. The properties of super elasticity 
and shape memory were utilised in root canal 
treatment. Furthermore, pH responsive compos-
ites are well explored as filler composites, which 
are self-healing in nature with enriched clinical 
performance. Smart ceramics mainly zirconia are 
well explored for their application as dental 
crowns [76].

With respect to dental implants, the smart 
response is often associated with surface func-
tionalisation of the dental implants [77]. The pri-
mary aspect of such functionalisation is the 
ability to release antimicrobial compounds such 
as fluorides and antibiotics to prevent infection in 
the oral cavity. Nanotechnology is the first choice 
for such functionalisation purposes owing to its 
versatile properties. Nanoparticle based surface 
functionalisation proves advantageous in several 
aspects in terms of drug stability, minimal cyto-
toxicity, sustained drug release, improved heal-
ing and enhanced osseointegration. Researchers 
have developed active implant coatings with 
hydroxyapatite having antibiotics [78]. A sus-
tained release of the antibiotics namely ciproflox-
acin and gentamicin were observed. Recently, pH 
responsive titania nanotube arrays (TNT) which 
release silver nanoparticles was reported [79]. 
The TNTs were designed to release silver 
nanoparticles when the oral environment pH 
becomes acidic. It is well known that acidogenic-
ity and aciduricity are one of the key virulence 
drivers which promote peri-implantitis. These 
properties are practically useful in preventing the 
biofilm formation on the surface of the dental 
implants. Even though stimuli responsive dental 
implants are still in the nascent stage of develop-
ment, it is to be noted that such implants will 
prove to be useful on a longer run. While design-
ing a “smart” dental implant, infection manage-
ment, osseointegration and longevity should be 
the focus.

1.3  Conclusion

Dental implants are the one-stop solution to the 
missing tooth. Implant material and design form 
the basis for successful tooth replacement. This 
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chapter gives a brief outlook on the design and 
material aspects of the dental implants. The cur-
rent approach to the dental implants holds the 
promise to restore the function of the missing 
tooth. But, with an improved understanding of 
the dynamic oral environment and oral microbi-
ome, there is huge scope for the development of 
“smart” dental implants.

References

 1. Puleo DA, Thomas MV. Implant surfaces. Dent Clin 
N Am. 2006;50(3):323–38. https://doi.org/10.1016/j.
cden.2006.03.001.

 2. Ratner, Buddy D.  The biocompatibility of implant 
materials: Elsevier (Host response to biomaterials); 
2015.

 3. Lee J.  Cochlear implantation, enhancements, trans-
humanism and posthumanism. Some human ques-
tions. Sci Eng Ethics. 2016;22(1):67–92. https://doi.
org/10.1007/s11948- 015- 9640- 6.

 4. Capellato P, Camargo SEA, Sachs D.  Biological 
response to nanosurface modification on metallic bio-
materials. Curr Osteoporos Rep. 2020;18(6):790–5. 
https://doi.org/10.1007/s11914- 020- 00635- x.

 5. Stewart SA, Domínguez-Robles J, Donnelly RF, 
Larrañeta E.  Implantable polymeric drug delivery 
devices. Classification, manufacture, materials, and 
clinical applications. Polymers. 2018;10(12) https://
doi.org/10.3390/polym10121379.

 6. Misch CE.  Dental implant prosthetics. 2nd ed. St. 
Louis, Missouri: Elsevier Mosby; 2015.

 7. Abraham CM. A brief historical perspective on dental 
implants, their surface coatings and treatments. Open 
Dent J. 2014;8:50–5. https://doi.org/10.2174/187421
0601408010050.

 8. Abdulmajeed AA, Lim KG, Närhi TO, Cooper 
LF. Complete-arch implant-supported monolithic zir-
conia fixed dental prostheses. A systematic review. J 
Prosthet Dent. 2016;115(6):672–677.e1. https://doi.
org/10.1016/j.prosdent.2015.08.025.

 9. Al-Sawai A-A, Labib H.  Success of immedi-
ate loading implants compared to conventionally- 
loaded implants. A literature review. J Investig Clin 
Dent. 2016;7(3):217–24. https://doi.org/10.1111/
jicd.12152.

 10. Jacobs R, van Steenberghe D.  From osseoper-
ception to implant-mediated sensory-motor 
interactions and related clinical implications. J 
Oral Rehabil. 2006;33(4):282–92. https://doi.
org/10.1111/j.1365- 2842.2006.01621.x.

 11. Mishra SK, Chowdhary R, Chrcanovic BR, 
Brånemark P-I. Osseoperception in dental implants. A 
systematic review. J Prosthodont. 2016;25(3):185–95. 
https://doi.org/10.1111/jopr.12310.

 12. Boven GC, Raghoebar GM, Vissink A, Meijer 
HJA. Improving masticatory performance, bite force, 
nutritional state and patient's satisfaction with implant 
overdentures. A systematic review of the literature. 
J Oral Rehabil. 2015;42(3):220–33. https://doi.
org/10.1111/joor.12241.

 13. Griggs JA.  Dental implants. Dent Clin N Am. 
2017;61(4):857–71. https://doi.org/10.1016/j.
cden.2017.06.007.

 14. Howe M-S, Keys W, Richards D. Long-term (10-year) 
dental implant survival. A systematic review and sen-
sitivity meta-analysis. J Dent. 2019;84:9–21. https://
doi.org/10.1016/j.jdent.2019.03.008.

 15. Atieh MA, Alsabeeha N, Duncan WJ.  Stability of 
tapered and parallel-walled dental implants. A sys-
tematic review and meta-analysis. Clin Implant 
Dent Related Res. 2018;20(4):634–45. https://doi.
org/10.1111/cid.12623.

 16. Eraslan O, Inan O.  The effect of thread design on 
stress distribution in a solid screw implant. A 3D finite 
element analysis. Clin Oral Investig. 2010;14(4):411–
6. https://doi.org/10.1007/s00784- 009- 0305- 1.

 17. Ryu H-S, Namgung C, Lee J-H, Lim Y-J. The influ-
ence of thread geometry on implant osseointegra-
tion under immediate loading. A literature review. 
J Adv Prosthodont. 2014;6(6):547–54. https://doi.
org/10.4047/jap.2014.6.6.547.

 18. Wennerberg A, Albrektsson T, Jimbo R.  Implant 
surfaces and their biological and clinical impact. 
Heidelberg: Springer; 2015.

 19. Udomsawat C, Rungsiyakull P, Rungsiyakull C, 
Khongkhunthian P.  Comparative study of stress 
characteristics in surrounding bone during insertion 
of dental implants of three different thread designs. 
A three-dimensional dynamic finite element study. 
Clin Exp Dent Res. 2019;5(1):26–37. https://doi.
org/10.1002/cre2.152.

 20. Falco A, Berardini M, Trisi P.  Correlation between 
implant geometry, implant surface, insertion torque, 
and primary stability. In vitro biomechanical analysis. 
Int J Oral Maxillofac Implants. 2018;33(4):824–30. 
https://doi.org/10.11607/jomi.6285.

 21. Lovatto ST, Bassani R, Sarkis-Onofre R, Dos Santos 
MBF. Influence of different implant geometry in clini-
cal longevity and maintenance of marginal bone. A 
systematic review. J Prosthodont. 2019;28(2):e713–
21. https://doi.org/10.1111/jopr.12790.

 22. Niu W, Wang P, Zhu S, Liu Z, Ji P.  Marginal bone 
loss around dental implants with and without micro-
threads in the neck. A systematic review and meta- 
analysis. J Prosthet Dent. 2017;117(1):34–40. https://
doi.org/10.1016/j.prosdent.2016.07.003.

 23. Al-Thobity AM, Kutkut A, Almas K. Microthreaded 
implants and crestal bone loss. A systematic review. 
J Oral Implantol. 2017;43(2):157–66. https://doi.
org/10.1563/aaid- joi- D- 16- 00170.

 24. Aslam A, Ahmed B. Platform-switching to preserve 
peri-implant bone. A meta-analysis. J Coll Physicians 
Surg Pak. 2016;26(4):315–9.

1 Dental Implants: An Overview

https://doi.org/10.1016/j.cden.2006.03.001
https://doi.org/10.1016/j.cden.2006.03.001
https://doi.org/10.1007/s11948-015-9640-6
https://doi.org/10.1007/s11948-015-9640-6
https://doi.org/10.1007/s11914-020-00635-x
https://doi.org/10.3390/polym10121379
https://doi.org/10.3390/polym10121379
https://doi.org/10.2174/1874210601408010050
https://doi.org/10.2174/1874210601408010050
https://doi.org/10.1016/j.prosdent.2015.08.025
https://doi.org/10.1016/j.prosdent.2015.08.025
https://doi.org/10.1111/jicd.12152
https://doi.org/10.1111/jicd.12152
https://doi.org/10.1111/j.1365-2842.2006.01621.x
https://doi.org/10.1111/j.1365-2842.2006.01621.x
https://doi.org/10.1111/jopr.12310
https://doi.org/10.1111/joor.12241
https://doi.org/10.1111/joor.12241
https://doi.org/10.1016/j.cden.2017.06.007
https://doi.org/10.1016/j.cden.2017.06.007
https://doi.org/10.1016/j.jdent.2019.03.008
https://doi.org/10.1016/j.jdent.2019.03.008
https://doi.org/10.1111/cid.12623
https://doi.org/10.1111/cid.12623
https://doi.org/10.1007/s00784-009-0305-1
https://doi.org/10.4047/jap.2014.6.6.547
https://doi.org/10.4047/jap.2014.6.6.547
https://doi.org/10.1002/cre2.152
https://doi.org/10.1002/cre2.152
https://doi.org/10.11607/jomi.6285
https://doi.org/10.1111/jopr.12790
https://doi.org/10.1016/j.prosdent.2016.07.003
https://doi.org/10.1016/j.prosdent.2016.07.003
https://doi.org/10.1563/aaid-joi-D-16-00170
https://doi.org/10.1563/aaid-joi-D-16-00170


10

 25. Di Girolamo M, Calcaterra R, Di Gianfilippo R, 
Arcuri C, Baggi L. Bone level changes around plat-
form switching and platform matching implants. 
A systematic review with meta-analysis. Oral 
Implantol. 2016;9(1):1–10. https://doi.org/10.11138/
orl/2016.9.1.001.

 26. Macedo JP, Pereira J, Vahey BR, Henriques B, 
Benfatti CAM, Magini RS, et al. Morse taper dental 
implants and platform switching. The new paradigm 
in oral implantology. Eur J Dent. 2016;10(1):148–54. 
https://doi.org/10.4103/1305- 7456.175677.

 27. Meloni SM, Lumbau A, Baldoni E, Pisano M, Spano 
G, Massarelli O, Tallarico M.  Platform switching 
versus regular platform single implants. 5-year post- 
loading results from a randomised controlled trial. Int 
J Oral Implantol (Berl). 2020;13(1):43–52.

 28. Lago L, da Silva L, Martinez-Silva I, Rilo B. Crestal 
bone level around tissue-level implants restored 
with platform matching and bone-level implants 
restored with platform switching. A 5-year random-
ized controlled trial. Int J Oral Maxillofac Implants. 
2018;33(2):448–56. https://doi.org/10.11607/
jomi.6149.

 29. Hingsammer L, Pommer B, Hunger S, Stehrer R, 
Watzek G, Insua A.  Influence of implant length and 
associated parameters upon biomechanical forces in 
finite element analyses. A systematic review. Implant 
Dent. 2019;28(3):296–305. https://doi.org/10.1097/
ID.0000000000000879.

 30. Korabi R, Shemtov-Yona K, Rittel D.  On stress/
strain shielding and the material stiffness para-
digm for dental implants. Clin Implant Dent Relat 
Res. 2017;19(5):935–43. https://doi.org/10.1111/
cid.12509.

 31. Lemos CAA, Ferro-Alves ML, Okamoto R, Mendonça 
MR, Pellizzer EP. Short dental implants versus standard 
dental implants placed in the posterior jaws. A system-
atic review and meta-analysis. J Dent. 2016;47:8–17. 
https://doi.org/10.1016/j.jdent.2016.01.005.

 32. Papaspyridakos P, Souza A d, Vazouras K, Gholami 
H, Pagni S, Weber H-P. Survival rates of short den-
tal implants (≤6 mm) compared with implants longer 
than 6  mm in posterior jaw areas. A meta-analysis. 
Clin Oral Implants Res. 2018;29 Suppl 16:8–20. 
https://doi.org/10.1111/clr.13289.

 33. Uehara PN, Matsubara VH, Igai F, Sesma N, Mukai 
MK, Araujo MG. Short dental implants (≤7mm) ver-
sus longer implants in augmented bone area. A meta- 
analysis of randomized controlled trials. Open Dent 
J. 2018;12:354–65. https://doi.org/10.2174/18742106
01812010354.

 34. Javed F, Romanos GE.  Role of implant diameter 
on long-term survival of dental implants placed in 
posterior maxilla. A systematic review. Clin Oral 
Investig. 2015;19(1):1–10. https://doi.org/10.1007/
s00784- 014- 1333- z.

 35. Gelazius R, Poskevicius L, Sakavicius D, Grimuta V, 
Juodzbalys G.  Dental implant placement in patients 
on bisphosphonate therapy. A systematic review. 
J Oral Maxillofac Res. 2018;9(3):e2. https://doi.
org/10.5037/jomr.2018.9302.

 36. Moraschini V, Barboza E dS P.  Success of dental 
implants in smokers and non-smokers. A system-
atic review and meta-analysis. Int J Oral Maxillofac 
Surg. 2016;45(2):205–15. https://doi.org/10.1016/j.
ijom.2015.08.996.

 37. Naujokat H, Kunzendorf B, Wiltfang J.  Dental 
implants and diabetes mellitus-a systematic review. Int 
J Implant Dent. 2016;2(1):5. https://doi.org/10.1186/
s40729- 016- 0038- 2.

 38. Halpern LR, Adams DR.  Medically complex dental 
implant patients. Controversies about systemic dis-
ease and dental implant success/survival. Dent Clin 
N Am. 2021;65(1):1–19. https://doi.org/10.1016/j.
cden.2020.08.001.

 39. Albrektsson T, Wennerberg A. On osseointegration in 
relation to implant surfaces. Clin Implant Dent Relat 
Res. 2019;21(Suppl 1):4–7. https://doi.org/10.1111/
cid.12742.

 40. Albrektsson T, Wennerberg A. Oral implant surfaces. 
Part 1—review focusing on topographic and chemical 
properties of different surfaces and in vivo responses 
to them. Int J Prosthodont. 2004;17(5):536–43.

 41. Smeets R, Stadlinger B, Schwarz F, Beck-Broichsitter 
B, Jung O, Precht C, et  al. Impact of dental 
implant surface modifications on osseointegration. 
Biomed Res Int. 2016;2016:6285620. https://doi.
org/10.1155/2016/6285620.

 42. Greenstein G, Cavallaro J.  Implant insertion torque. 
Its tole in achieving primary stability of restor-
able dental implants. Compend Contin Educ Dent. 
2017;38(2):88–95. quiz 96

 43. Lages FS, Douglas-de DW, Costa FO.  Relationship 
between implant stability measurements obtained by 
insertion torque and resonance frequency analysis. 
A systematic review. Clin Implant Dent Relat Res. 
2018;20(1):26–33. https://doi.org/10.1111/cid.12565.

 44. Trisi P, Berardini M, Falco A, Vulpiani MP. Validation 
of value of actual micromotion as a direct measure of 
implant micromobility after healing (secondary implant 
stability). An in  vivo histologic and biomechanical 
study. Clin Oral Implants Res. 2016;27(11):1423–30. 
https://doi.org/10.1111/clr.12756.

 45. Trisi P, Perfetti G, Baldoni E, Berardi D, Colagiovanni 
M, Scogna G.  Implant micromotion is related to 
peak insertion torque and bone density. Clin Oral 
Implants Res. 2009;20(5):467–71. https://doi.
org/10.1111/j.1600- 0501.2008.01679.x.

 46. Berardini M, Trisi P, Sinjari B, Rutjes AWS, Caputi 
S.  The effects of high insertion torque versus low 
insertion torque on marginal bone resorption and 
implant failure rates. A systematic review with meta- 
analyses. Implant Dent. 2016;25(4):532–40. https://
doi.org/10.1097/ID.0000000000000422.

 47. Lemos CAA, Verri FR, Oliveira N, Olavo B d, Cruz 
RS, Luna G, Jéssica M, da Silva Casado BG, Pellizzer 
EP.  Clinical effect of the high insertion torque on 
dental implants. A systematic review and meta- 
analysis. J Prosthet Dent. 2021;126:490. https://doi.
org/10.1016/j.prosdent.2020.06.012.

 48. Tomasetti BJ, Ewers R.  Short implants. Cham: 
Springer; 2020.

V. Sivaswamy and S. Vasudevan

https://doi.org/10.11138/orl/2016.9.1.001
https://doi.org/10.11138/orl/2016.9.1.001
https://doi.org/10.4103/1305-7456.175677
https://doi.org/10.11607/jomi.6149
https://doi.org/10.11607/jomi.6149
https://doi.org/10.1097/ID.0000000000000879
https://doi.org/10.1097/ID.0000000000000879
https://doi.org/10.1111/cid.12509
https://doi.org/10.1111/cid.12509
https://doi.org/10.1016/j.jdent.2016.01.005
https://doi.org/10.1111/clr.13289
https://doi.org/10.2174/1874210601812010354
https://doi.org/10.2174/1874210601812010354
https://doi.org/10.1007/s00784-014-1333-z
https://doi.org/10.1007/s00784-014-1333-z
https://doi.org/10.5037/jomr.2018.9302
https://doi.org/10.5037/jomr.2018.9302
https://doi.org/10.1016/j.ijom.2015.08.996
https://doi.org/10.1016/j.ijom.2015.08.996
https://doi.org/10.1186/s40729-016-0038-2
https://doi.org/10.1186/s40729-016-0038-2
https://doi.org/10.1016/j.cden.2020.08.001
https://doi.org/10.1016/j.cden.2020.08.001
https://doi.org/10.1111/cid.12742
https://doi.org/10.1111/cid.12742
https://doi.org/10.1155/2016/6285620
https://doi.org/10.1155/2016/6285620
https://doi.org/10.1111/cid.12565
https://doi.org/10.1111/clr.12756
https://doi.org/10.1111/j.1600-0501.2008.01679.x
https://doi.org/10.1111/j.1600-0501.2008.01679.x
https://doi.org/10.1097/ID.0000000000000422
https://doi.org/10.1097/ID.0000000000000422
https://doi.org/10.1016/j.prosdent.2020.06.012
https://doi.org/10.1016/j.prosdent.2020.06.012


11

 49. Cicciù M, Tallarico M.  Dental implant materi-
als. Current state and future perspectives. Materials 
(Basel). 2021;14(2) https://doi.org/10.3390/
ma14020371.

 50. Jiang X, Yao Y, Tang W, Han D, Zhang L, Zhao K, 
et al. Design of dental implants at materials level. An 
overview. J Biomed Mater Res A. 2020;108(8):1634–
61. https://doi.org/10.1002/jbm.a.36931.

 51. Kim J-J, Lee J-H, Kim JC, Lee J-B, Yeo 
I-SL. Biological responses to the transitional area of 
dental implants. Material- and structure- dependent 
responses of peri-implant tissue to abutments. 
Materials (Basel). 2019;13(1) https://doi.org/10.3390/
ma13010072.

 52. Dini C, Costa RC, Sukotjo C, Takoudis CG, Mathew 
MT, Barão VAR. Progression of bio-tribocorrosion in 
implant dentistry. Front Mech Eng. 2020;6:17. https://
doi.org/10.3389/fmech.2020.00001.

 53. Nicholson JW.  Titanium alloys for dental implants. 
A review. Prosthesis. 2020;2(2):100–16. https://doi.
org/10.3390/prosthesis2020011.

 54. Depprich R, Naujoks C, Ommerborn M, Schwarz 
F, Kübler NR, Handschel J.  Current find-
ings regarding zirconia implants. Clin Implant 
Dent Relat Res. 2014;16(1):124–37. https://doi.
org/10.1111/j.1708- 8208.2012.00454.x.

 55. Patil R.  Zirconia versus titanium dental implants. 
A systematic review. J Dent Implant. 2015;5(1):39. 
https://doi.org/10.4103/0974- 6781.154430.

 56. Holm C, Morisbak E, Kalfoss T, Dahl JE.  In vitro 
element release and biological aspects of base-metal 
alloys for metal-ceramic applications. Acta Odontol 
Scand. 2015;1(2–4):70–5. https://doi.org/10.3109/23
337931.2015.1069714.

 57. Kassapidou M, Franke SV, Hjalmarsson L, Johansson 
CB. Cobalt-chromium alloys in fixed prosthodontics 
in Sweden. Acta Odontol Scand. 2017;3(1):53–62. 
https://doi.org/10.1080/23337931.2017.1360776.

 58. Souza JCM, Apaza-Bedoya K, Benfatti CAM, Silva 
FS, Henriques B. A comprehensive review on the cor-
rosion pathways of titanium dental implants and their 
biological adverse effects. Metals. 2020;10(9):1272. 
https://doi.org/10.3390/met10091272.

 59. Sicilia A, Cuesta S, Coma G, Arregui I, Guisasola 
C, Ruiz E, Maestro A.  Titanium allergy in dental 
implant patients. A clinical study on 1500 consecutive 
patients. Clin Oral Implants Res. 2008;19(8):823–35. 
https://doi.org/10.1111/j.1600- 0501.2008.01544.x.

 60. Cosgarea R, Gasparik C, Dudea D, Culic B, Dannewitz 
B, Sculean A. Peri-implant soft tissue colour around 
titanium and zirconia abutments. A prospective ran-
domized controlled clinical study. Clin Oral Implants 
Res. 2015;26(5):537–44. https://doi.org/10.1111/
clr.12440.

 61. Thoma DS, Ioannidis A, Cathomen E, Hämmerle CHF, 
Hüsler J, Jung RE. Discoloration of the peri-implant 
mucosa caused by zirconia and titanium implants. Int 
J Periodontics Restorative Dent. 2016;36(1):39–45. 
https://doi.org/10.11607/prd.2663.

 62. Andreiotelli M, Wenz HJ, Kohal R-J.  Are ceramic 
implants a viable alternative to titanium implants? 
A systematic literature review. Clin Oral Implants 
Res. 2009;20(Suppl 4):32–47. https://doi.
org/10.1111/j.1600- 0501.2009.01785.x.

 63. Scarano A, Piattelli M, Caputi S, Favero GA, Piattelli 
A.  Bacterial adhesion on commercially pure tita-
nium and zirconium oxide disks. An in vivo human 
study. J Periodontol. 2004;75(2):292–6. https://doi.
org/10.1902/jop.2004.75.2.292.

 64. Ong JL, Chan DC.  Hydroxyapatite and their use 
as coatings in dental implants. A review. Crit Rev 
Biomed Eng. 2000;28(5–6):667–707. https://doi.
org/10.1615/CritRevBiomedEng.v28.i56.10.

 65. Pajor K, Pajchel L, Kolmas J.  Hydroxyapatite and 
fluorapatite in conservative dentistry and oral implan-
tology—A review. Materials. 2019;12(17) https://doi.
org/10.3390/ma12172683.

 66. Knaus J, Schaffarczyk D, Cölfen H.  On the future 
design of bio-inspired polyetheretherketone dental 
implants. Macromol Biosci. 2020;20(1):e1900239. 
https://doi.org/10.1002/mabi.201900239.

 67. Osman RB, Swain MV.  A critical review of dental 
implant materials with an emphasis on titanium ver-
sus zirconia. Materials (Basel). 2015;8(3):932–58. 
https://doi.org/10.3390/ma8030932.

 68. Al-Rabab'ah M, Hamadneh W', Alsalem I, Khraisat 
A, Abu Karaky A.  Use of high performance poly-
mers as dental implant abutments and frameworks. A 
case series report. J Prosthodont. 2019;28(4):365–72. 
https://doi.org/10.1111/jopr.12639.

 69. Nagasawa M, Takano R, Maeda T, Uoshima 
K.  Observation of the bone surrounding an over-
loaded implant in a novel rat model. Int J Oral 
Maxillofac Implants. 2013;28(1):109–16. https://doi.
org/10.11607/jomi.2388.

 70. Mishra S, Chowdhary R. PEEK materials as an alter-
native to titanium in dental implants. A systematic 
review. Clin Implant Dent Relat Res. 2019;21(1):208–
22. https://doi.org/10.1111/cid.12706.

 71. Najeeb S, Bds ZK, Bds SZ, Bds MSZ.  Bioactivity 
and osseointegration of PEEK are inferior to those 
of titanium. A systematic review. J Oral Implantol. 
2016;42(6):512–6. https://doi.org/10.1563/
aaid- joi- d- 16- 00072.

 72. Rahmitasari F, Ishida Y, Kurahashi K, Matsuda T, 
Watanabe M, Ichikawa T.  PEEK with reinforced 
materials and modifications for dental implant appli-
cations. Dent J. 2017;5(4) https://doi.org/10.3390/
dj5040035.

 73. Xie C, Zhang J-F, Li S. Polymer infiltrated ceramic 
hybrid composites as dental materials. Oral Health 
Dent Stud. 2018;1(1) https://doi.org/10.31532/
OralHealthDentStud.1.1.002.

 74. Badami V, Ahuja B. Biosmart materials. Breaking new 
ground in dentistry. Sci World J. 2014;2014:986912. 
https://doi.org/10.1155/2014/986912.

 75. Jeong B, Gutowska A. Lessons from nature. Stimuli- 
responsive polymers and their biomedical applica-

1 Dental Implants: An Overview

https://doi.org/10.3390/ma14020371
https://doi.org/10.3390/ma14020371
https://doi.org/10.1002/jbm.a.36931
https://doi.org/10.3390/ma13010072
https://doi.org/10.3390/ma13010072
https://doi.org/10.3389/fmech.2020.00001
https://doi.org/10.3389/fmech.2020.00001
https://doi.org/10.3390/prosthesis2020011
https://doi.org/10.3390/prosthesis2020011
https://doi.org/10.1111/j.1708-8208.2012.00454.x
https://doi.org/10.1111/j.1708-8208.2012.00454.x
https://doi.org/10.4103/0974-6781.154430
https://doi.org/10.3109/23337931.2015.1069714
https://doi.org/10.3109/23337931.2015.1069714
https://doi.org/10.1080/23337931.2017.1360776
https://doi.org/10.3390/met10091272
https://doi.org/10.1111/j.1600-0501.2008.01544.x
https://doi.org/10.1111/clr.12440
https://doi.org/10.1111/clr.12440
https://doi.org/10.11607/prd.2663
https://doi.org/10.1111/j.1600-0501.2009.01785.x
https://doi.org/10.1111/j.1600-0501.2009.01785.x
https://doi.org/10.1902/jop.2004.75.2.292
https://doi.org/10.1902/jop.2004.75.2.292
https://doi.org/10.1615/CritRevBiomedEng.v28.i56.10
https://doi.org/10.1615/CritRevBiomedEng.v28.i56.10
https://doi.org/10.3390/ma12172683
https://doi.org/10.3390/ma12172683
https://doi.org/10.1002/mabi.201900239
https://doi.org/10.3390/ma8030932
https://doi.org/10.1111/jopr.12639
https://doi.org/10.11607/jomi.2388
https://doi.org/10.11607/jomi.2388
https://doi.org/10.1111/cid.12706
https://doi.org/10.1563/aaid-joi-d-16-00072
https://doi.org/10.1563/aaid-joi-d-16-00072
https://doi.org/10.3390/dj5040035
https://doi.org/10.3390/dj5040035
https://doi.org/10.31532/OralHealthDentStud.1.1.002
https://doi.org/10.31532/OralHealthDentStud.1.1.002
https://doi.org/10.1155/2014/986912


12

tions. Trends Biotechnol. 2002;20(7):305–11. https://
doi.org/10.1016/S0167- 7799(02)01962- 5.

 76. Sivakumar P, Naseem I.  Biosmart materials 
the future of dentistry. A review. Int J Contemp 
Microbiol. 2016;9(10):1737. https://doi.
org/10.5958/0974- 360X.2016.00350.4.

 77. Wieszczycka K, Staszak K, Woźniak-Budych MJ, 
Litowczenko J, Maciejewska BM, Jurga S.  Surface 
functionalization—The way for advanced appli-
cations of smart materials. Coord Chem Rev. 
2021;436:213846. https://doi.org/10.1016/j.
ccr.2021.213846.

 78. Karacan I, Macha IJ, Choi G, Cazalbou S, Ben-
Nissan B.  Antibiotic containing poly lactic acid/
hydroxyapatite biocomposite coatings for den-
tal implant applications. KEM. 2017;758:120–
5. https://doi.org/10.4028/www.scientific.net/
KEM.758.120.

 79. Dong Y, Ye H, Liu Y, Xu L, Wu Z, Hu X, et  al. pH 
dependent silver nanoparticles releasing titanium 
implant. A novel therapeutic approach to control 
peri-implant infection. Colloids Surf B Biointerfaces. 
2017;158:127–36. https://doi.org/10.1016/j.
colsurfb.2017.06.034.

V. Sivaswamy and S. Vasudevan

https://doi.org/10.1016/S0167-7799(02)01962-5
https://doi.org/10.1016/S0167-7799(02)01962-5
https://doi.org/10.5958/0974-360X.2016.00350.4
https://doi.org/10.5958/0974-360X.2016.00350.4
https://doi.org/10.1016/j.ccr.2021.213846
https://doi.org/10.1016/j.ccr.2021.213846
https://doi.org/10.4028/www.scientific.net/KEM.758.120
https://doi.org/10.4028/www.scientific.net/KEM.758.120
https://doi.org/10.1016/j.colsurfb.2017.06.034
https://doi.org/10.1016/j.colsurfb.2017.06.034

	1: Dental Implants: An Overview
	1.1	 Medical Implants: An Introduction
	1.2	 Dental Implantology
	1.2.1	 Design Aspects of the Dental Implant: The Current Trend
	1.2.2	 Biomaterials in Implant Dentistry: A Historical Outlook
	1.2.2.1	 Metal and Its Alloy
	1.2.2.2	 Ceramics
	1.2.2.3	 Polymers
	1.2.2.4	 Smart Biomaterials


	1.3	 Conclusion
	References


