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Short Dental Implants as a Treatment Option:
Results from an Observational Study in a 

Single Private Practice 
Murray L. Arlin, DDS1

Purpose: The purpose was to evaluate clinical outcome of short (6- and 8-mm) dental implants placed
in sites with low bone availability (7 to 11 mm) in a single private practice and to compare their sur-
vival with that of longer implants. Materials and Methods: Implants were placed by a single private
practitioner in a variety of clinical indications. Exclusion criteria included uncontrolled diabetes melli-
tus, alcoholism, and systemic immune disorders. Clinical data relating to implant placement and fol-
low-up appointments, including adverse events, were entered into an electronic database. Two-year
survival rates were calculated and life table analyses undertaken for implants measuring 6, 8, and 10
to 16 mm. Results: A total of 630 Straumann implants were placed in 264 patients between April
1994 and December 2003. Of these, 35 implants were 6 mm long, 141 were 8 mm long, and 454
were 10 to 16 mm long. Maximum follow-up was 64.6 months, 83.7 months, and 102 months for
implants measuring 6 mm, 8 mm, and 10 to 16 mm, respectively. Two-year survival rates were 94.3%,
99.3%, and 97.4% for 6-mm, 8-mm, and 10- to 16-mm implants, respectively. Discussion: The results
indicated that the 2-year outcome for 6-mm and 8-mm implants was comparable to that for longer (10-
to 16-mm) implants in this patient population. Conclusion: In this study, short (6- or 8-mm) implants
were used with good reliability in patients with limited bone availability, without the need for ridge aug-
mentation. Shorter implant length was not associated with reduced survival at 2 years, compared with
longer implants. (Case Series) INT J ORAL MAXILLOFAC IMPLANTS 2006;21:769–776
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In patients with advanced levels of alveolar bone
resorption, the provision of dental implants is often

problematic and may require additional surgical
intervention to augment bone levels. This is particu-
larly the case in the posterior mandibular and maxil-
lary regions, where there is a risk of involving the
inferior alveolar nerve or penetrating the maxillary
sinus during implant placement when alveolar bone
is deficient. This requirement for additional surgery
adds considerably to treatment duration and costs
and may deter some patients from undergoing pros-
thetic rehabilitation.

An alternative approach in cases where a limited
amount of bone is available is to use short implants, 6
to 8 mm in length, instead of the standard range of 10
to 16 mm. This strategy avoids the need for bone aug-

mentation procedures and simplifies treatment. How-
ever, short implants are widely perceived to have a
greater risk of failure compared with standard-length
implants, because of increased loading of the sup-
porting bone and reduced resistance to lateral forces.
A number of publications have lent support to this
view, reporting poorer outcomes for shorter
machined implants compared with longer ones.1–4 

In contrast, however, some investigators found
that implant length did not significantly influence
outcome for implants with textured surfaces.5–7 For
example, in a recent report on 1,030 implants placed
in private practice, Nedir and colleagues found that
the survival rate for short implants was equal to that
for longer implants when used to support single
crowns or fixed partial dentures of 2 to 4 units.7 It
was also observed that the use of short implant ther-
apy to avoid the need for advanced surgical inter-
vention gives private practitioners the opportunity
to rehabilitate a broader base of patients, including
higher-risk individuals such as bruxers, smokers, and
those with serious medical conditions.
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The aims of the present study were first, to
demonstrate that short implants (6 to 8 mm in
length) can produce clinical results comparable to
those achieved with longer implants and, secondly,
to demonstrate that short implants can be used in
situations in which available bone is limited—situa-
tions where longer implants could not be used with-
out additional surgical procedures such as bone
grafting or bone augmentation.

MATERIALS AND METHODS 

All treatment was carried out by a single practitioner
in a private dental practice in Toronto, Ontario,
Canada, between April 1994 and December 2003.

Patients were treated for a variety of clinical indi-
cations, including replacement of single teeth and
prosthetic treatment of partially and completely
edentulous arches. Exclusion criteria included uncon-
trolled diabetes mellitus, alcoholism, or systemic
immune disorders. Smoking was not considered a
contraindication to treatment, but patients were
advised that smoking is associated with an increased
risk of implant failure.

Prior to surgery, bone availability at the implant site
was assessed radiographically by means of orthopan-
tomographs and/or periapical views. The results of
this evaluation were used to determine the appropri-
ate implant length, with short (6 or 8 mm long)
implants considered suitable for rehabilitation of
edentulous sites with 7 to 11 mm of available bone.

All implants were placed according to a standard
Straumann protocol, in most cases 6 months or more
postextraction, and were loaded 3 to 5 months follow-
ing surgery. The exact timing was dependent on bone
quality. Implants situated in adjacent sites were rou-
tinely splinted, regardless of length. Patients were
reviewed at 1 week, at 3 to 5 months (for prepros-
thetic verification of osseointegration), and shortly
after prosthetic loading. Patients were then invited for
annual follow-up. At review appointments, implants
were tested manually for mobility and checked for
freedom from infection. Adverse events reported by
patients were recorded. All implants were evaluated
radiographically with periapical radiographs taken
with a nonstandardized long-cone paralleling tech-
nique using an XCP positioner (Dentsply Rinn, York,
PA). Crestal bone loss greater than or equal to 1 mm
apical to the rough/smooth implant junction was
recorded. Other assessments made at follow-up
appointments included oral hygiene, probing depths,
and any alterations in sensation. The results of these
assessments were recorded only if they were consid-
ered to be outside the normal range.

Data Collection and Statistical Analysis 
All clinical data relating to placement of the implants
and observations at subsequent review appoint-
ments, including adverse events, were entered into
an electronic database (Triton DIMS; Martin Lumish,
Yorktown Heights, NY) system. This system enables
the private practitioner to systematically document
and subsequently analyze the numerous clinical vari-
ables that may influence implant survival.8,9 The sta-
tistical analysis comprised calculation of 2-year
absolute success rates and life table analyses for
implants of 6 mm, 8 mm, and 10 to 16 mm in length,
according to the method described by Kalbleish and
Prentice.10

RESULTS

A total of 630 implants (Straumann, Waldenburg,
Switzerland) were placed in 264 patients, with an age
range of 13.8 to 95.7 years and a median age of 55.5
years. The patient population comprised 131 men
(49.6%) and 133 women (50.4%). Maximum follow-up
was 64.6 months for 6-mm implants, 83.7 months for
8-mm implants, and 102 months for 10- to 16-mm
implants.The maximum follow-up was 8.5 years, with a
mean of 31.7 months.

Of the 630 implants placed, 536 (85%) were
placed in partially edentulous jaws, while 94 (15.4%)
were used in the rehabilitation of completely eden-
tulous jaws. A total of 35 (5.6%) of the implants were
6 mm long, while 141 (22.4%) were 8 mm long and
the remaining 454 (72.1%) were 10 to 16 mm in
length. The numbers and dimensions of the various
types of implants used are shown in Tables 1 and 2.

The numbers of implants placed at different maxil-
lary and mandibular sites are illustrated in Fig 1. Over-
all, 82.2% of the 10- to 16-mm-long implants and
90.1% of the 8-mm-long implants were placed in the
mandible, while all 6-mm-long implants were placed
in posterior mandibular sites. The bone quality at the
recipient sites, as defined by Lekholm and Zarb,11 is
shown in Fig 2 for implants of different lengths.
Although 66.0% of all implants were placed in type 1,
2, or 3 bone, more than half of the 6 mm implants
were placed in relatively poor quality (type 4) bone.

Overall, 17 (2.7%) of the 630 implants placed
failed, resulting in an absolute success rate of 97.3%
for implants of all lengths and types. Absolute suc-
cess rates for the 3 implant subgroups were 94.3%,
99.3%, and 96.9% for 6-mm, 8-mm, and 10- to 16-mm
implants, respectively. The 2-year survival rates for
implants of different lengths are shown in Table 3.
There were no further losses among the 6-mm
implants after 2 years, but only 7 of these short
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Table 1 Distribution of Implants According to
Type and Length

Implant type 6 mm 8 mm 10–16 mm

Angled hollow cylinder 0 0 9
Hollow cylinder 0 0 1
Hollow screw 0 0 1
Hollow cylinder esthetic 0 0 1
Narrow neck 0 0 1
Small diameter (3.3 mm) 0 13 64
Small diameter esthetic 0 0 1
Small diameter SLA (3.3 mm) 0 6 22
Solid-screw standard (4.1 mm) 4 21 137
Solid-screw esthetic (4.1 mm) 0 4 9
Solid-screw esthetic SLA (4.1 mm) 1 4 11
Solid-screw standard SLA (4.1 mm) 18 48 102
TE Implants 4 mm 0 17 26
Wide-body implants (4.8 mm) 3 3 20
Wide neck 0 1 1
Wide body SLA 6 14 20
Wide neck SLA 3 10 28
Total 35 141 454

SLA = sandblasted, large-grid, acid-etched; TE = tapered effect. 

Table 2 Distribution of Implant Diameter Accord-
ing to Implant Length

Implant length/
implant diameter No. of implants % of implants

6 mm
4.1 23 65.7
4.8 12 34.3
Total 35 100

8 mm
3.3 21 14.9
4.1 85 60.3
4.8 35 24.8
Total 141 100

10 to 16 mm
3.3 93 20.5
3.5 11 2.4
4.1 264 58.1
4.8 86 18.9
Total 454 100
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Fig 1 Distribution of implants of different lengths (FDI numbering system).

Arlin.qxd  9/18/06  2:24 PM  Page 771



772 Volume 21, Number 5, 2006

Arlin

250

200

150

100

50

0

N
o.

 o
f i

m
pl

an
ts

6 mm
8 mm
10 to 16 mm

1 2 3 4
Bone quality

Fig 2 Frequency of implants of different lengths accordingly to
bone quality.11

Table 3 Success Rates After 2 Years According to
Implant Length

Implant length No. placed No. failed Success rate (%)

6 mm 35 2 94.3
8 mm 141 1 99.3
10 to 16 mm 454 12 97.4

Table 4 Life Table for All Implants 

No. not Implant Cumulative
No. of implants completing No. exposed No. survival survival 

Time (y) at start interval to risk lost rate (%) rate (%)

6-mm-long implants
0* 35 1 34.5 2 94.2 94.2
0–1† 32 16 24.0 0 100.0 94.2
1–2 16 9 11.5 0 100.0 94.2
2–3 7 2 6.0 0 100.0 94.2
3–4 5 3 3.5 0 100.0 94.2
4–5 2  2 1.0 0 100.0 94.2

8-mm-long implants
0* 141 22 130.0 1 99.3 99.2
0–1† 118 48 94.0 0 100.0 99.2
1–2 70 35 52.5 0 100.0 99.2
2–3 45 21 34.5 0 100.0 99.2
3–4 24 9 19.5 0 100.0 99.2
4–5 15 7 11.5 0 100.0 99.2
5–6 8 5 5.5 0 100.0 99.2
6–7 3 3 1.5 0 100.0 99.2

10- to 16-mm-long implants
0* 454 19 444.5 9 98.0 98.0
0–1† 426 97 377.5 1 99.7 97.7
1–2 328 67 294.5 2 99.3 97.0
2–3 259 55 231.5 0 100.0 97.0
3–4 204 38 185.0 0 100.0 97.0
4–5 166 68 132.0 1 99.2 96.2
5–6 97 32 81.0 0 100.0 96.2
6–7 65 28 51.0 0 100.0 96.2
7–8 37 19 27.5 1 96.4 92.7
8–9 17 17 8.5 0 100.0 92.7

*0 = placement to second stage (prior to loading).
†0–1 = second stage to 1 year.

Fig 3 Periapical radiograph of an 8-mm-long wide-neck implant
supporting a single posterior tooth, obtained 36 months following
prosthetic restoration and 40 months after implantation.
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implants were followed for more than 2 years. Simi-
larly, no additional failures were observed among the
8-mm implants after 2 years, and thus the survival
rate was unchanged at 3 years (n = 45) and at 5 years
(n = 15). For the larger group of 10- to 16-mm
implants, survival rates after 5 years and 9 years were
97.1% and 96.9%, respectively.

The 17 implant failures were observed in a total of
12 patients. The reasons for failure included implant
mobility, persistent inflammation and infection, bone
loss exceeding 5 mm at the last examination, and
periapical pathology. Three individuals experienced
multiple implant failures; in 1 male patient, 4 implants
in the mandibular right quadrant were lost within the
first month, 1 of which accounted for the single 8-
mm implant failure in the study. In addition, 2 female
patients each lost 2 implants 10 to 16 mm in length.
Failed implants were almost all located in mandibular
sites, with only 1 maxillary implant failure occurring
at a maxillary first molar site. Failures occurred in all
types of bone (types 1 to 4), with 11 of the 17 losses
located in bone of types 3 or 4. Both 6-mm implant
losses were observed in sites with type 4 bone.

In all, 9 of the 17 failed implants were of the solid-

screw standard-diameter type, and an additional 4
were solid-screw implants with SLA surfaces. The
remaining losses comprised 2 small-diameter implants,
1 wide-body implant, and 1 wide-neck SLA implant.

Life Table Analysis
Life table analysis showed that 6-mm implants placed
in this patient population had a cumulative success
rate of 94.2% at 2 years. This figure was unchanged at
5 years; however, it should be noted that only a small
number of 6-mm implants were followed up to 3
years (n = 7) and 5 years (n = 2). Only 2 failures, both
very early, were observed in the 6-mm subgroup. The
8-mm implants suffered a single failure within the first
month and showed a 99.2% cumulative survival, while
implants of 10 mm or greater length had a cumulative
survival rate of 97.0% at 2 years and 92.7% at 9 years
(Table 4). As in the shorter implant groups, most of the
failures (9 of 14) in the long implant group occurred
within the first 3 months following implantation, prior
to prosthetic loading.

Two examples of short implants that have shown
good long-term performance are presented in Figs 3
and 4.

Fig 4 This case demonstrates what can be
achieved with short implants in what would tradi-
tionally be considered clinically unfavorable con-
ditions for implant placement. 

Fig 4a Orthopantomograph showing minimal
bone availability superior to the inferior alveolar
canal in the edentulous mandibular left molar
region.

Fig 4b Tomograph with tracing revealing 7 mm
of bone height superior to the inferior alveolar
canal. 

Fig 4c Periapical radiograph of the completed
single crown restoration, supported by a 6-mm-
long implant. After 7 years in function, there are
no signs of crestal bone loss or any other patho-
logic change. 

a

b c
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Adverse Events 
There was a low frequency of peri-implant infection
(approximately 1%). All affected sites were treated
with debridement and, in some cases, systemic
antibiotics or locally applied doxycyclin hyclate (Atri-
dox, Collagenex Pharmaceuticals, Newton, PA).
Implant sites that responded to antimicrobial treat-
ment were considered to fulfill the success criteria,
whereas those with recurrent or continuous infec-
tion were categorized as failures. No neurosensory
changes or other complications were reported.

DISCUSSION

In the present analysis of treatment, the cumulative
success rates calculated for implants are at least as
favorable as those reported by a number of other
investigators in different clinical settings.6,12–18 It is
noteworthy that the majority (76.5%) of implant fail-
ures occurred within the first year, and that 92% of
these early losses were observed prior to prosthetic
loading. Only 2 of the 17 failures occurred after 2
years. This pattern of implant failure is consistent
with the results of other long-term studies and sug-
gests that one might expect a low frequency of addi-
tional implant failures over the long term.7,12,16 How-
ever, continued long-term follow-up is required to
confirm this supposition.

One significant potential confounding factor in
studies assessing implant survival is the presence of
multiple implants in individual patients, as such
implants cannot be considered to be statistically inde-
pendent from one another. No specific measures were
taken to analyze or correct for a cluster effect in this
observational study, as would be usual in a prospec-
tive, randomized clinical trial, and thus the results pre-
sented should be interpreted descriptively.

A further factor that could potentially influence
the relative survival rates of short and long implants
is the use of splinting. In this study, splinting was
applied to implants placed in adjacent sites, irrespec-
tive of implant lengths. The relative number of short
versus longer implants that were splinted has not
been analyzed, and it is likely that much larger sam-
ple sizes than those in the current report would be
required to determine the presence and size of a
splinting effect. From a more pragmatic, clinical per-
spective, the results of this study show that, whether
or not the particular clinical situation dictated the
use of splinting, successful osseointegration was
achieved with both 6- and 8-mm implants, despite
their short length, in a short observational period.

The decision to use short implants, rather than a
combination of ridge augmentation and longer

implants, was made after detailed consultation with
the patient. A key advantage of placing short
implants in patients with extensive alveolar resorp-
tion is that it obviates the need for additional
surgery, particularly, inferior alveolar nerve transposi-
tion, which carries a risk of neurosensory dysfunction
resulting from epineurial damage or ischemic
stretching.19–21 Treatment is simplified, with the
patient undergoing a single surgical procedure, The
patient remains under the care of a single surgeon,
and the number of visits to the practice and the cost
of treatment are substantially reduced. Because of
these benefits, short implants have the potential to
make implant therapy more accessible to greater
numbers of patients and dental surgeons, providing
their reliability can be well established.

There has been some debate about the reliability
of short dental implants in the literature, with a num-
ber of studies concluding that shorter implants are
more prone to failure.3,22–24 In particular, several
investigations into the long-term survival of Bråne-
mark System implants (Nobel Biocare, Göteborg, Swe-
den) have shown better outcomes for longer
implants compared with shorter ones.2–4 A more
recent study, however, found no significant difference
between survival rates of short (6- to 8.5-mm-long)
versus 10-mm-long Brånemark System implants.25

When reviewing these reports, it is important to rec-
ognize that Brånemark System implants are mea-
sured from the implant apex to the top of the
restored platform, whereas Straumann implants are
measured from the implant apex to the rough-
smooth junction. Thus, the shortest Brånemark Sys-
tem implants used in these studies (7 mm) had a cor-
responding integratable surface of less than 5.5 mm.
It also follows that the 6- and 8-mm Straumann
implants used in the present study are equivalent, in
terms of integratable surface, to Brånemark implants
measuring 8.8 and 10.8 mm. Results from studies of
Straumann implants do not suggest that length is a
determining factor in implant loss, although the
investigations did not test implants with integratable
surfaces equivalent to that of the shortest Brånemark
System implants.6,14,16 For example, in a large study of
2,359 implants in 1,003 patients, Buser and
associates6 found no significant differences in 8-year
cumulative survival between implants measuring 8
mm, 10 mm, and 12 mm. However, the fate of the
smaller group of 6-mm implants (n = 39) was not
reported.

Short implants have been used with moderate to
good success in the treatment of patients with
extremely resorbed edentulous mandibles.11,26

Stellingsma and colleagues concluded that the pro-
vision of short implants in this patient population
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was justified because of the relative simplicity and
low morbidity.26

A number of investigators have specifically stud-
ied the predictability of short implants.7,27,28 In a
multicenter study with a 1- to 7-year follow-up, ten
Bruggenkate and coworkers reported an absolute
survival rate of 97% for 253 short (6-mm) Straumann
implants, with a cumulative survival rate of 94% after
6 years (n = 218).27 Hagi and associates reviewed
outcomes from 12 studies of short (≤ 7 mm) implants
in partially edentulous patients and concluded that
surface geometry has a major influence on perfor-
mance.28 Whereas threaded implants are signifi-
cantly less reliable in short versus longer lengths, the
data showed that sintered, porous-surfaced implants
perform equally well in short or longer lengths.

This analysis was greatly facilitated by the use of a
specialized electronic database.8 Increased use of
this type of user-friendly software in private practice,
coupled with standardized protocols for treatment
and data collection, has the potential to yield a
wealth of useful information and enhance the evi-
dence-based approach to implant therapy. The pre-
sent analysis included a sample of thirty-five 6-mm-
long implants followed for up to 5 years, but it would
be desirable to analyze long-term outcomes from
larger numbers of unsplinted implants to corrobo-
rate the results of this study. Pooling of databases
from multiple private practices is one potential way
of generating large volumes of reliable information
and achieving robust statistical results.

CONCLUSIONS

For patients with limited bone availability, 6-mm and
8-mm implants can be a predictable treatment
option. Furthermore, compared with ridge augmenta-
tion and placement of longer implants, placement of
short implants can be a simpler, less time-consuming,
and less costly treatment, with low patient morbidity.

REFERENCES

1. van Steenberghe D, De Mars G, Quirynen M, Jacobs R, Naert I.
A prospective split-mouth comparative study of two screw-
shaped self-tapping pure titanium implant systems. Clin Oral
Implants Res 2000;3:202–209.

2. Bahat O. Branemark system implants in the posterior maxilla:
clinical study of 660 implants followed for 5 to 12 years. Int J
Oral Maxillofac Implants 2000;5:646–653.

3. Quirynen M, Naert I, van Steenberghe D. Fixture design and
overload influence marginal bone loss and fixture success in
the Branemark system. Clin Oral Implants Res 1992;3:104–111.

4. van Steenberghe D, Lekholm U, Bolender C, et al. Applicability
of osseointegrated oral implants in the rehabilitation of par-
tial edentulism: A prospective multicenter study on 558 fix-
tures. Int J Oral Maxillofac Implants 1990;3:272–281.

5. Testori T, Del Fabbro M, Feldman S, et al. A multicenter
prospective evaluation of 2-months loaded Osseotite
implants placed in the posterior jaws: 3-year follow-up results.
Clin Oral Implants Res 2002;2:154–161.

6. Buser D, Mericske-Stern R, Bernard JP, et al. Long-term evalua-
tion of non-submerged ITI implants. Part 1: 8-year life table
analysis of a prospective multi-center study with 2359
implants. Clin Oral Implants Res 1997;3:161–172.

7. Nedir R, Bischof M, Briaux JM, Beyer S, Szmukler-Moncler S,
Bernard JP. A 7-year life table analysis from a prospective
study on ITI implants with special emphasis on the use of
short implants. Results from a private practice. Clin Oral
Implants Res 2004;2:150–157.

8. Arlin ML. Analysis of 435 screw-vent dental implants placed in
161 patients: Software enhancement of clinical evaluation.
Implant Dent 2002;1:58–66.

9. Arlin ML. What works in implant dentistry periodontics: An
analysis of 2,235 implants placed in a private periodontal
practice. Ontario Dentist 2000; January/February:39–49.

10. Kalbleish J, Prentice R (eds).The Statistical Analysis of Failure
Time Data. New York: John Wiley and Sons, 1980.

11. Friberg B, Grondahl K, Lekholm U, Brånemark P-I. Long-term
follow-up of severely atrophic edentulous mandibles recon-
structed with short Brånemark implants. Clin Implant Dent
Relat Res 2000;4:184–189.

12. Romeo E, Chiapasco M, Ghisolfi M, Vogel G. Long-term clinical
effectiveness of oral implants in the treatment of partial eden-
tulism. Seven-year life table analysis of a prospective study
with ITI dental implants system used for single-tooth restora-
tions. Clin Oral Implants Res 2002;2:133–143.

13. Lambrecht JT, Filippi A, Kunzel AR, Schiel HJ. Long-term evalu-
ation of submerged and nonsubmerged ITI solid-screw tita-
nium implants: A 10-year life table analysis of 468 implants. Int
J Oral Maxillofac Implants 2003;6:826–834.

14. Romeo E, Lops D, Margutti E, Ghisolfi M, Chiapasco M, Vogel G.
Long-term survival and success of oral implants in the treat-
ment of full and partial arches: A 7-year prospective study
with the ITI dental implant system. Int J Oral Maxillofac
Implants 2004;2:247–259.

15. Fugazzotto PA, Vlassis J, Butler B. ITI implant use in private
practice: Clinical results with 5,526 implants followed up to
72+ months in function. Int J Oral Maxillofac Implants 2004;
3:408–412.

16. Davarpanah M, Martinez H, Etienne D, et al. A prospective mul-
ticenter evaluation of 1,583 3i implants: 1- to 5-year data. Int J
Oral Maxillofac Implants 2002;6:820–828.

17. Brocard D, Barthet P, Baysse E, et al. A multicenter report on
1,022 consecutively placed ITI implants: A 7-year longitudinal
study. Int J Oral Maxillofac Implants 2000;5:691–700.

18. Ferrigno N, Laureti M, Fanali S, Grippaudo G. A long-term fol-
low-up study of non-submerged ITI implants in the treatment
of totally edentulous jaws. Part I: Ten-year life table analysis of
a prospective multicenter study with 1286 implants. Clin Oral
Implants Res 2002;3:260–273.

19. Kan JY, Lozada JL, Goodacre CJ, Davis WH, Hanisch O.
Endosseous implant placement in conjunction with inferior
alveolar nerve transposition: An evaluation of neurosensory
disturbance. Int J Oral Maxillofac Implants 1997;4:463–471.

20. Hori M, Sato T, Kaneko K, et al. Neurosensory function and
implant survival rate following implant placement with nerve
transpositioning: A case study. J Oral Sci 2001;2:139–144.

The International Journal of Oral & Maxillofacial Implants 775

Arlin

Arlin.qxd  9/18/06  2:24 PM  Page 775



21. Gregg JM. Neuropathic complications of mandibular implant
surgery: Review and case presentations. Ann R Australas Coll
Dent Surg 2000;15(Oct):176–180.

22. Weng D, Jacobson Z, Tarnow D, et al. A prospective multicen-
ter clinical trial of 3i machined-surface implants: Results after
6 years of follow-up. Int J Oral Maxillofac Implants 2003;3:
417–423.

23. Wheeler SL. Eight-year clinical retrospective study of titanium
plasma-sprayed and hydroxyapatite-coated cylinder implants.
Int J Oral Maxillofac Implants 1996;3:340–350.

24. Attard NJ, Zarb GA. Implant prosthodontic management of
partially edentulous patients missing posterior teeth: The
Toronto experience. J Prosthet Dent 2003;4:352–359.

25. Tawil G,Younan R. Clinical evaluation of short, machined-sur-
face implants followed for 12 to 92 months. Int J Oral Maxillo-
fac Implants 2003;6:894–901.

26. Stellingsma C, Meijer HJ, Raghoebar GM. Use of short
endosseous implants and an overdenture in the extremely
resorbed mandible: A five-year retrospective study. J Oral
Maxillofac Surg 2000;4:382–387.

27. ten Bruggenkate CM, Asikainen P, Foitzik C, Krekeler G, Sutter
F. Short (6-mm) nonsubmerged dental implants: Results of a
multicenter clinical trial of 1 to 7 years. Int J Oral Maxillofac
Implants 1998;6:791–798.

28. Hagi D, Deporter DA, Pilliar RM, Arenovich T. A targeted review
of study outcomes with short (< or = 7 mm) endosseous den-
tal implants placed in partially edentulous patients. J Peri-
odontol 2004;6:798–804.

776 Volume 21, Number 5, 2006

Arlin

Arlin.qxd  9/18/06  2:24 PM  Page 776


	COPYRIGHT © 2005 BY QUINTESSENCE PUBLISHING CO, INC: 
	   PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY: 
	  NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER: COPYRIGHT © 2005 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORMWITHOUT WRITTEN PERMISSION FROM THE PUBLISHER.




