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Background and Objective. Several risk factors have been implicated in onset and development of peri-implant diseases. �e
impact of these factors, however, remains controversial across the di­erent clinical settings and populations. �e aim of this
retrospective study was to evaluate the risk factors for peri-implant diseases among an Emirati population. Methods. A ret-
rospective analysis of patients aged ≥18 years and having dental implants placed at Dubai Health Authority in 2010. Relevant
information related to systemic-, patient-, implant-, site-, surgical- and prosthesis-related factors were collected. �e strength of
association between the prevalence of peri-implant mucositis and peri-implantitis and each variable was measured by chi-square
analysis. A binary logistic regression analysis was performed to identify possible risk factors. Results. A total of 162 patients with
301 implant-supported restorations were included in the study. �e age of the patients ranged between 19 and 72 with a mean age
of 46.4± 11.7 years.�e prevalence of peri-implant mucositis at the patient and implant levels were 44.4% and 38.2%, respectively.
For peri-implantitis, the prevalence at the patient level was 5.6%, while the prevalence at the implant level was 4.0%. �e binary
logistic regression identi�ed three risk factors (smoking habits, histories of treated periodontitis and lack of peri-implant
maintenance) for peri-implantitis. Conclusion. Within the limitations of this study, smoking habits, history of treated peri-
odontitis and lack of peri-implant maintenance were signi�cant risk factors for peri-implantitis. Early detection of these factors
would ensure appropriate planning and care of patients at high risk of developing peri-implant diseases.

1. Introduction

In the replacement of missing teeth, treatment outcomes
with �xed dental prostheses are associated with technical
and biological complications in the long term. With dental
implants, biological and technical complications were ob-
served in 33.6% of patients during a 5-year follow-up period
[1]. Biological complications of dental implants, (i.e. peri-
implant mucositis and peri-implantitis) can negatively im-
pact the longevity of dental implants leading to implant

failure [2–4]. Peri-implant mucositis is de�ned as an in-
�ammatory lesion of the mucosa surrounding a functionally
osseointegrated dental implant while peri-implantitis is a
progressive in�ammatory disease a­ecting the peri-implant
bone [5].

Peri-implant disease classi�cation, case de�nition, and
diagnostic criteria set to de�ne peri-implant diseases,
however, remain highly controversial [6–9].�ese variations
have made the assessment of the true prevalence of peri-
implant diseases and associated risk factors very arduous
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[10, 11]. For example, a prevalence of 46.8% and 19.8% at the
patient level were reported for peri-implant mucositis and
peri-implantitis, respectively [12], while other reviews, es-
timated the equivalent at 64.3% and 18.8%, respectively
[5, 13]. On the other hand, several risk factors were im-
plicated in the onset and development of peri-implantitis
[14]. For instance, patient-related risk factors such as in-
adequate plaque control, smoking, history of periodontitis,
and lack of regular periodontal maintenance were identified
in several retrospectives and cross-sectional studies [15].
Systemic-related risk factors such as diabetes mellitus [16]
and factors related to implant design or surface character-
istics were also described [17]. &e need to identify risk
factors associated with the onset and progression of peri-
implant diseases for clinicians to set up effective preventive
and maintenance regimens cannot be over-emphasized.
&ese programs should be based on unequivocal case def-
initions and quality reporting of peri-implant disease
prevalence [8].&e aims of the present study, therefore, were
to evaluate the prevalence of peri-implant diseases and
identify systemic-, patient-, implant-, site-, surgical- and
prosthesis-related risk factors associated with the onset of
peri-implant diseases.

2. Materials and Methods

2.1. Study Design and Participants. &is was a retrospective
study that included patients aged ≥18 years and having
dental implants placed at Dubai Health Authority (DHA) in
2010. All the patients had periodontal and radiographic
assessment prior to dental implant placement and during the
follow-up visits up to 2019. &e patients were advised to
follow a regular maintenance program every six months with
a hygienist. &e patient records at DHA included demo-
graphic data, medical and dental history as well as the
number of follow-up and maintenance visits. &e current
study was prepared in compliance with the Strengthening
the Reporting of Observational Studies in Epidemiology
(STROBE) guidelines [18].

2.2. Inclusion Criteria. &e following are the criteria:
aged ≥18 years; had dental implants placed at DHA in 2010;
had sufficient record of clinical parameters and radiographic
examination at each follow-up visit; had maintained a stable
periodontal health during the follow-up period.

2.3. Exclusion Criteria. Records with missing data on more
than 50% of the follow-up time were excluded.

2.4. Ethical Approval. &e study was approved by the DHA
and the institutional review board ofMohammed Bin Rashid
University of Medicine and Health Sciences (MBRU-IRB-
2020-014) in accordance with the Declaration of Helsinki of
ethical human research practice.

2.5. Data Collection. Data were collected by one of the in-
vestigators (Z.A.) using dental practice management

software (D4W, Australia), Salama software, and explanted
implant records available at DHA. A standardized data
collection form was used to collect relevant information.&e
data were collated into four main domains:

(i) Demographic data.
(ii) Systemic and patient-related outcomes.
(iii) Implant-, site-, and surgical-related outcomes.
(iv) Prosthesis-related outcomes.

Patients were not recalled for examination. &e infor-
mation related to the clinical assessment, implant system,
and radiographic marginal bone level changes were obtained
from patient records. Data collection was divided into
several sub-categories: systemic-related factors such as
medical and social history, which were assessed at the time of
implant placement. Implant-, surgical- and prosthesis-re-
lated factors such as implant system, location, surface
roughness, height, diameter, shape, placement protocol,
number of functional years prior to peri-implant diseases,
use of grafting materials at the time of implant placement,
type of retention, screw loosening, number of maintenance
visits were also collected and analyzed as possible risk factors
for peri-implantitis.

2.6. Systemic- and Patient-Related Factors

(i) Gender.
(ii) Systemic conditions.
(iii) Diabetes Mellitus.
(iv) Dyslipidemia.
(v) Hypertension.
(vi) Osteoporosis.
(vii) Anemia.
(viii) Hypothyroidism.
(ix) Smoking habits.
(x) Parafunctional habits.
(xi) History of treated periodontitis.
(xii) Lack of regular dental attendance (regular attendance

was defined as at least one dental check-up per year).
(xiii) Lack of regular peri-implant maintenance (regular

maintenance was defined as at least one dental visit
for peri-implant maintenance per year).

2.7. Implant- And Site-Related Factors

(i) Implant system (implant surface characteristics).
(ii) Implant shape.
(iii) Implant height.
(iv) Implant diameter.
(v) Implant location.
(vi) Implant placement protocols [19].
(vii) Use of grafting material at the time of implant

placement.
(viii) Operator.
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2.8. Prosthesis-Related Factors

(i) Type of prosthesis.
(ii) Suprastructure retention.
(iii) Number of functional years prior to diagnosis.
(iv) Prosthetic complications: screw loosening.
(v) Prosthetic complications: crown chipping.
(vi) Prosthetic complications: crown debonding.

Records with missing data on more than 50% of the
follow-up time were excluded.

2.9. Case Definition. Peri-implant mucositis was defined as
an osseointegrated functional implant that demonstrated
bleeding and/or suppuration on probing, absence of in-
creasing probing depths, and bone loss beyond initial
remodeling of crestal bone levels. Peri-implantitis was de-
fined as an osseointegrated functional implant that dem-
onstrated bleeding and/or suppuration on probing,
increased probing depths and bone loss beyond initial
remodeling of crestal bone levels or >2mm in the absence of
baseline clinical parameters. A healthy implant was defined
as one which showed no clinical signs of inflammation,
absence of increased probing depths and bone loss beyond
initial remodeling of crestal bone levels [7, 20].

2.10. Reliability Study. An experienced clinician (M.A.)
conducted a training session on data collection which in-
cluded running a practice exercise using a predetermined
collection form from an actual patient file. To produce stable
and consistent results, an intra-examiner reliability tests
were performed by selecting five files from a pool of retrieved
patient files. Data were collected by the investigator (Z.A.)
two weeks apart and cross-checked by an experienced cli-
nician (M.A.). &e strength of intra-examiner reliability was
assessed by calculating Cohen’s kappa coefficients for se-
lected items with two or more categories. Kappa scores of
0.21–0.40 indicated fair reliability; 0.41–0.60 indicated
moderate reliability; 0.61–0.80 indicated substantial reli-
ability; and 0.81–1.0 indicated excellent reliability [21].

2.11. Power Analysis. &e determination of the sample size
needed was based on adopting 95% power and 5% error
using G∗ power software (version 3.1.9.4). A representative
sample size of 262 implants was calculated for the inclusion
of at least 15 risk factors. To account for possible exclusions,
a total of 300 implants were included.

2.12. Statistical Analyses. Data were analyzed using SAS
statistical software version 9.4. &e strength of association
between the prevalence of peri-implant diseases and each
variable was measured by exact chi-square analysis. Dif-
ferences were considered statistically significant at p< 0.05.
Estimates of relative risk were also calculated for all vari-
ables. For systemic and patient-related factors, the patient
was considered the unit of analysis. &erefore, only one

event of peri-implant mucositis or peri-implantitis per pa-
tient was included in the analysis to enhance statistical
accuracy [22]. For implant-, site-, and prosthesis-related
factors, the implant was considered as the statistical unit.

Risk factors for peri-implantitis were estimated by a
binary logistic regression, which is the appropriate model for
a categorical dichotomous outcome (peri-implantitis was
coded 0 if no events occurred and 1 if peri-implantitis was
reported). A backward stepwise method was selected. All
predictor variables which had p values of less than 0.05 or a
relative risk of 1.5 or greater were entered into the analysis
and coded in a binary format of 0 or 1.&en, at each step, the
variable with a significance level equal to or larger than 0.05
was removed, until the final model was obtained.

3. Results

A total of 162 patients with 301 implant-supported resto-
rations were included in the study. &e age of the patients
ranged between 19 and 72 with a mean age of 46.4± 11.7
years. &e prevalence of peri-implant mucositis at the pa-
tient and implant levels were 44.4% and 38.2%, respectively.
For peri-implantitis, the prevalence at the patient level was
5.6%, while the prevalence at the implant level was 4.0%.&e
kappa values for the intra-examiner agreement ranged be-
tween 0.88 and 0.94, indicating excellent agreement in the
data collection.

3.1. Peri-Implant Mucositis. Patients diagnosed with peri-
implant mucositis were more likely to be irregular attenders
of peri-implant maintenance visits as 55.4% of irregular
attenders were diagnosed with peri-implant mucositis
compared to 35.2% of regular attenders diagnosed with peri-
implant mucositis (p � 0.012). &ere was, however, no
significant association between history of treated peri-
odontitis or lack of regular dental attendance and peri-
implant mucositis. Gender, presence of any systemic con-
ditions, smoking and parafunctional habits had no signifi-
cant impact on the prevalence of peri-implant mucositis
(Table 1). All implants placed were roughened-surface
Ankylos, Xive or Friadent implants with grit-blasted, acid-
etched implant surfaces (Friadent plus, Dentsply Sirona),
hence, it was not possible to compare the impact of implant
surface characteristics on the prevalence of peri-implant
mucositis. Cement-retained single crown implant restora-
tions were more likely to be associated with an increased
prevalence of peri-implant mucositis. However, the differ-
ence was not statistically significant when compared with
screw-retained restorations. &e implant dimension, im-
plant location, implant placement protocol, use of grafting
materials, operator or any prosthesis-related factors did not
have any significant influence on the prevalence of peri-
implant mucositis (Table 2).

3.2. Peri-Implantitis. &e prevalence of peri-implantitis was
statistically significant among smokers, those with a history
of treated periodontitis and patients who did not attend
regular peri-implant maintenance visits. Gender, presence of
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any systemic conditions, parafunctional habits, and lack of
regular dental attendance had no significant impact on the
prevalence of peri-implantitis (Table 3). Likewise, implant-,
site-, surgical- and prosthesis-related factors did not have
any significant influence on the prevalence of peri-
implantitis (Table 4).

&e binary logistic regression showed that smoking
habits, history of treated periodontitis, and lack of peri-
implant maintenance had a statistically significant associa-
tion with the onset of peri-implantitis in the final model.&e
three variables had low standard errors implying a statis-
tically stable model and did not contain a value of 1.00
representing useful and independent predictor variables.
&e odds ratios showed that smokers, those with a history of
treated periodontitis, and those who did not attend regular
peri-implant maintenance were eight, seven, and ten times at

risk of peri-implantitis, respectively. &e overall accuracy of
the model to predict peri-implantitis (with a predicted
probability of 0.5 or greater) was 96.3%. &e estimates of the
logistic regression model, the adjusted odds ratios for the
three risk factors and their 95% CIs are summarized in
Table 5.

4. Discussion

&e present study reports on the prevalence rates of peri-
implant mucositis and peri-implantitis and associated risk
factors over a 10-year follow-up period.&e prevalence rates
for peri-implant mucositis were 44.4% and 38.0% at patient
and implant levels, respectively. &e corresponding rates for
peri-implantitis were 5.6% and 4.0% at patient and implant
levels, respectively.

Table 1: Characteristics of patients diagnosed with peri-implant mucositis (n� 162).

Systemic and patient-related factors: N (%) diagnosed peri-implant mucositis Relative risk (95% CI) p value∗

Gender
1.34 (0.95, 1.88) 0.109Male 34 (52.3)

Female 38 (39.2)
Presence of systemic conditions

1.04 (0.72, 1.52) 0.866Yes 22 (43.1)
No 50 (45.0)

Presence of diabetes mellitus
0.83 (0.55, 1.24) 0.415Yes 15 (51.7)

No 57 (42.9)
Presence of dyslipidemia

0.88 (0.50, 1.53) 0.781Yes 7 (50.0)
No 65 (43.9)

Presence of hypertension
1.03 (0.62, 1.70) 1.000Yes 10 (43.5)

No 62 (44.6)
Presence of osteoporosis

3.21 (0.52, 19.84) 0.133Yes 1 (14.3)
No 71 (45.8)

Presence of anemia
0.89 (0.33, 2.40) 1.000Yes 2 (50.0)

No 70 (44.3)
Presence of hypothyroidism

1.20 (0.48, 2.97) 0.734Yes 3 (37.5)
No 69 (44.8)

Smoking habits
1.01 (0.61, 1.67) 1.000Smokers 10 (43.5)

Non-smokers 60 (43.8)
Parafunctional habits

2.55 (0.72, 9.04) 0.114Yes 2 (18.2)
No 70 (46.4)

History of treated periodontitis
0.85 (0.59, 1.24) 0.466Yes 20 (50.0)

No 52 (42.6)
Lack of regular dental attendance

1.31 (0.89, 1.92) 0.221Yes 16 (55.2)
No 56 (42.1)

Lack of regular peri-implant maintenance
1.57 (1.11, 2.23) 0.012Yes 41 (55.4)

No 31 (35.2)
CI: confidence interval. †Exact chi-square test.
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Table 2: Characteristics of implants diagnosed with peri-implant mucositis (n� 301).

Implant-, site-, and surgical-related outcomes N (%) diagnosed peri-implant
mucositis Relative risk (95% CI) p value∗

Implant system

NA 0.458Ankylos 48 (38.7)
Xive 66 (39.1)
Friadent 0 (0.0)

Implant shape
1.01 (0.75, 1.35) 1.000Cylindrical 48 (38.7)

Tapered 66 (38.4)
Implant height (mm)

0.97 (0.72, 1.30) 0.903<11 72 (38.9)
≥11 43 (37.7)

Implant diameter (mm)
0.95 (0.71, 1.27) 0.722<4.5 65 (39.4)

≥4.5 50 (37.3)
Implant location

NA 0.308
Anterior maxilla 8 (25.0)
Posterior maxilla 40 (36.7)
Anterior mandible 4 (50.0)
Posterior mandible 63 (41.4)

Implant placement protocol

NA 0.580
Type I 7 (43.8)
Type II 3 (30.0)
Type III 6 (26.1)
Type IV 99 (39.3)

Bone augmentation procedure at the time of implant
placement 1.14 (0.78, 1.67) 0.50Yes 21 (34.4)

No 94 (39.2)
Operator

0.89 (0.66, 1.21) 0.463Periodontist 76 (39.8)
Oral and maxillofacial surgeon 39 (35.5)

Prosthesis-related outcomes N (%) diagnosed peri-implant
mucositis Relative risk (95% CI) p value∗

Type of prosthesis
1.34 (0.89, 2.01) 0.148Single implant crown 96 (40.3)

Multiple-unit implant-supported prosthesis 19 (30.2)
Superstructure retention

0.91 (0.67, 1.23) 0.538Screw-retained 40 (35.7)
Cement-retained 71 (39.4)

Number of functional years prior to diagnosis
1.26 (0.95, 1.68) 0.123<5 years 59 (43.1)

≥5 years 56 (34.1)
Prosthetic complications

0.93 (0.58, 1.50) 0.837Screw loosening
Yes 11 (40.7)
No 104 (38.0)

Prosthetic complications

1.15 (0.56, 2.40) 0.790Crown chipping
Yes 5 (33.3)
No 110 (38.5)

Prosthetic complications

1.00 (0.67, 1.48) 1.000Crown debonding
Yes 18 (38.3)
No 97 (38.2)

CI: confidence interval. ∗Exact chi-square test.

International Journal of Dentistry 5



&e prevalence of peri-implant mucositis reported in the
present study was higher than previously reported [23]
where the estimated prevalence of peri-implant mucositis
was 20.2% at the patient level and 10.2% at the implant level.
&e present results, however, were comparable with other
studies [24, 25]. In one study [25] with a total of 4591
implants and a follow-up period of 5 to 10 years, the esti-
mated prevalence of peri-implant mucositis was 38.6% at the
implant level, while that of peri-implantitis was 4.7%.
Similarly, a cross-sectional study of 24 of 96 patients with
225 implants and a follow-up period of 11 years reported a
prevalence rate of 48% for peri-implant mucositis at the
patient level and 33% at the implant level. On the other hand,
the prevalence rate for peri-implantitis reported in the
present study was higher than those reported previously, at
both the patient and implant levels. &e observed differences

in results amongst the different studies could be a reflection
of the differences in the study designs and the clinical and
radiographic criteria used for diagnosing peri-implant dis-
eases. It is well documented that using different thresholds of
severity in reporting prevalence of peri-implantitis results in
a wide range of peri-implantitis prevalence rates [10, 26]. In
this context, our study adopted the definition of the 2017
World Workshop [7, 20] to allow comparability with other
future studies.

4.1. Systemic- And Patient-Related Factors. &e present re-
view has shown that lack of regular peri-implant mainte-
nance was a significant risk factor for the development of
peri-implant diseases as patients who did not undergo
regular peri-implant maintenance were at ten times higher
risk of peri-implantitis. &is significant association is in

Table 3: Characteristics of patients diagnosed with peri-implantitis (n� 162).

Systemic and patient-related factors: N (%) diagnosed peri-implantitis Relative risk (95% CI) p value∗

Gender
0.43 (0.09, 1.99) 0.317Male 2 (3.1)

Female 7 (7.2)
Presence of systemic conditions

0.92 (0.24, 3.53) 1.000Yes 3 (5.9)
No 6 (5.4)

Presence of diabetes mellitus
0.76 (0.17, 3.49) 1.000Yes 2 (6.9)

No 7 (5.3)
Presence of dyslipidemia

0.76 (0.10, 5.62) 1.000Yes 1 (7.1)
No 8 (5.4)

Presence of hypertension
1.32 (0.17, 10.09) 1.000Yes 1 (4.3)

No 8 (5.8)
Presence of osteoporosis

0.36 (0.05, 2.50) 0.335Yes 1 (14.3)
No 8 (5.2)

Presence of anemia
0.20 (0.03, 1.26) 0.206Yes 1 (25.0)

No 8 (5.1)
Presence of hypothyroidism

0.42 (0.06, 2.93) 0.374Yes 1 (12.5)
No 8 (5.2)

Smoking habits
9.24 (2.26, 37.60) 0.003Smokers 5 (21.7)

Non-smokers 4 (2.9)
Parafunctional habits

0.58 (0.08, 4.25) 1.000Yes 1 (9.1)
No 8 (5.3)

History of treated periodontitis
7.00 (1.66, 29.47) 0.008Yes 6 (15.0)

No 3 (2.5)
Lack of regular dental attendance

0.57 (0.07, 4.41) 0.701Yes 1 (3.4)
No 8 (6.0)

Lack of regular peri-implant maintenance
9.51 (1.22, 74.33) 0.012Yes 8 (10.8)

No 1 (1.1)
CI: confidence interval. ∗Exact chi-square test.
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accordance with the findings of other studies [13, 23, 27, 28].
In one study of 212 participants [27], the prevalence of peri-
implantitis amongst patients without supportive peri-im-
plant care was 43.9% compared to 18.0% in those that
followed regular peri-implant maintenance.

History of treated periodontitis was another significant
factor associated with peri-implantitis in the present study.
Patients with a history of treated periodontitis were found to
be at a seven times higher risk of peri-implantitis than
periodontally healthy patients. Similar findings were

Table 4: Characteristics of implants diagnosed with peri-implantitis (n� 301).

Implant-, site-, and surgical-related outcomes N (%) diagnosed peri-implantitis Relative risk (95% CI) p value∗

Implant system
Ankylos 6 (3.6)

NA 0.794Xive 6 (4.8)
Friadent 0 (0.0)

Implant shape
1.39 (0.46, 4.20) 0.767Cylindrical 6 (4.8)

Tapered 6 (3.5)
Implant height (mm)

1.62 (0.54, 4.91) 0.546<11 6 (3.2)
≥11 6 (5.3)

Implant diameter (mm)
0.41 (0.11, 1.49) 0.237<4.5 9 (5.5)

≥4.5 3 (2.2)
Implant location

NA 0.070
Anterior maxilla 1 (3.1)
Posterior maxilla 3 (2.8)
Anterior mandible 0 (0.0)
Posterior mandible 8 (5.3)

Implant placement protocol
Type I 0 (0.0)

NA 0.906Type II 0 (0.0)
Type III 1 (4.3)
Type IV 11 (4.4)

Bone augmentation procedure at the time of implant placement
1.27 (0.29, 5.65) 0.75Yes 2 (3.3)

No 10 (4.2)
Operator

2.43 (0.79, 7.48) 0.131Periodontist 5 (2.6)
Oral and maxillofacial surgeon 7 (6.4)

Prosthesis-related outcomes N (%) diagnosed peri-implant mucositis Relative risk (95% CI) p value∗

Type of prosthesis
0.79 (0.22, 2.85) 1.000Single implant crown 9 (3.8)

Multiple-unit implant-supported prosthesis 3 (4.8)
Superstructure retention

1.15 (0.37, 3.53) 1.000Screw-retained 5 (4.5)
Cement-retained 7 (3.9)

Number of functional years prior to diagnosis
2.39 (0.74, 7.78) 0.150<5 years 8 (5.8)

≥5 years 4 (2.4)
Prosthetic complications

1.08 (0.15, 8.08) 1.000Screw loosening
Yes 1 (3.7)
No 11 (4.0)

Prosthetic complications

1.79 (0.22, 14.82) 1.000Crown chipping
Yes 1 (6.7)
No 11 (3.8)

Prosthetic complications

1.08 (0.23, 5.12) 1.000Crown debonding
Yes 2 (4.3)
No 10 (3.9)

CI: confidence interval. ∗Exact chi-square test.
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reported in several long-term studies [26, 28–37]. With over
a 10-year follow-up period, Karoussis and co-workers [38]
showed that the prevalence of peri-implantitis for peri-
odontally compromised and healthy patients were 28.6%
and 5.8%, respectively. A systematic review of 24 longitu-
dinal studies highlighted the high risk for peri-implantitis in
patients with treated periodontal diseases [39]. Besides the
history of treated periodontitis, recurrent periodontal dis-
ease with residual probing depths of six or more millimeters
during follow-ups has shown to have a significant impact on
the incidence of peri-implantitis [40]. In another study of 70
periodontally-treated patients with 165 dental implants who
were followed up for 3 to 23 years, the risk for developing
peri-implantitis was significantly high in patients with a
history of periodontitis and residual probing depths
of ≥5mm 28.

&e third risk factor found to be significant in this study
was smoking with smokers having eight times higher risk for
peri-implantitis than non-smokers. &is was in accordance
with several studies and systematic reviews [13, 15, 23, 41, 42].
In one systematic review [13], smokers had a prevalence of
peri-implantitis of 36.3%. Another systematic review and
meta-analysis of 19,836 implants showed a higher incidence
of postoperative infections and implant failure amongst
smokers compared with non-smokers [42]. Smokers were
also repeatedly reported to have a significant increase in peri-
implant bone loss over time [43–45]. In addition to signs of
inflammation, progressive bone loss beyond the bone level
changes of initial remodeling was another observation that
accompanied the diagnosis of peri-implantitis.

4.2. Implant-And Site-Related Risk Factors. An association
between implant surface characteristics and risk for peri-
implant diseases could not be detected since the implants
used in this study were roughened-surface implants. Sig-
nificant peri-implant marginal bone loss was observed
around plasma-sprayed titanium implants compared to
minimally roughened implants [46]. However; other studies
[17, 23, 47] failed to demonstrate implant system charac-
teristics as an independent risk factor for peri-implantitis.

&e present study showed that implant placement
protocol and use of grafting materials did not have any
significant influence on the prevalence of peri-implant
diseases. In contrast, a retrospective analysis of 188 patients
with 423 implant-supported restorations showed that im-
mediate implant placement and use of grafting material were
significantly associated with peri-implant mucositis but were
not identified as risk factors for peri-implantitis [23]. In-
terestingly, a retrospective study with a large sample size of
1017 patients and 3082 implant-supported restorations

showed that the use of non-autogenous bone grafting ma-
terial with immediate implant placement increased the risk
of early inflammation [48]. &e lack of correlation between
implant placement protocol or use of grafting materials and
risk for peri-implant diseases; however, it does not neces-
sarily exclude these variables as potential risk factors for
early inflammation and peri-implant disease. In the present
study, the limited number of immediately placed implants or
cases where bone grafting was used may not have allowed
proper assessment of these variables as risk factors.

4.3. Prosthesis-Related Risk Factors. &ere was no significant
association between any of the prosthesis-related factors
evaluated in this study and an increase in the risk for peri-
implant diseases. &is does not preclude that some prosthesis-
related factors could be identified as potential risk factors. For
example, cement-retained implant restorations were often
accompanied by signs of peri-implant inflammation. Com-
plete removal of subgingival excess cementmay not be possible
with a subsequent predisposition to peri-implant marginal
bone loss and peri-implantitis [49]. A retrospective study of
249 implants has shown that cement-retained implant res-
torations had a 4.6 times higher risk of gingival inflammation
compared to screw-retained implant restorations [50]. How-
ever, a statistically significant difference between cement- and
screw-retained restorations was not found in terms of implant
survival despite reporting more incidents of biological com-
plications around cement-retained restorations [51, 52].

In the present study, a higher prevalence of peri-
implantitis was reported around cement-retained implant
restorations compared to screw-retained ones but the dif-
ference was not statistically significant. Placement of res-
toration margins closer to the most coronal mucosal levels
might have allowed early detection and ease of removal of
excess cement. Nevertheless, this cannot be confirmed as
none of the participants were recalled to clinically assess the
position of the restoration margins.

Several limitations can be identified in the present study.
&e retrospective design of the study with the inherent
difficulty in collecting data or controlling all confounding
factors is common. In addition, some outcomes were re-
ported by a small number of cases and this might have
underpowered the study. &e use of implants from three
systems could limit the extrapolation of the present study
findings. Nevertheless, all included implants were placed in a
standard clinical setting using a standardized surgical ap-
proach which might have reduced the impact of other
confounding factors. In addition, the present study reported
a nine-year follow-up where all the implants were placed in
2010, and data was collected up to 2019.

Table 5: Results of logistic regression analysis.

Predictor variable
Peri-implantitis

B Coefficient (SE) p Value Odds ratio (95% CI)
Smoking habits (yes� 0, no� 1) 2.15 0.008 8.55 (1.75, 42.10)
History of treated periodontitis (yes� 0, no� 1) 1.98 0.014 7.26 (1.48, 35.52)
Lack of regular peri-implant maintenance (yes� 0, no� 1) 2.34 0.036 10.41 (1.15, 93.69)
Model Chi-square� 22.88; df� 3; p< 0.0001. CI: confidence interval.
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5. Conclusions

Within the limitations of this study, smoking habits, history
of treated periodontitis and lack of peri-implant mainte-
nance were significant risk factors for peri-implantitis. Early
detection of these factors would ensure appropriate planning
and care of patients at high risk of developing peri-implant
diseases. Further studies with larger sample sizes are still
required particularly in relation to the outcomes where data
was not sufficient.

Data Availability

&e data that support the findings of this study are available
on request from the corresponding author. &e data are not
publicly available due to privacy or ethical approval.

Additional Points

Clinical Relevance. Scientific Rationale for the Study. &ere is
an indication that the prevalence of peri-implant diseases
has increased over the last two decades. However, there is
still a lack of literature on risk factors for peri-implant
diseases in specific populations. Principal Findings. Smokers,
those with a history of treated periodontitis, and patients
who did not attend regular peri-implant maintenance visits
were at high risk of developing peri-implantitis. Practical
Implications. Early detection of smoking habits, history of
treated periodontitis and lack of peri-implant maintenance
may help clinicians in developing individualized preventive
management strategies to maintain the longevity of dental
implants.
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