Specialists' management
decisions and attitudes towards
mucositis and peri-implantitis
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IN BRIEF

® |ndicates the lack of a universal approach
to the management of peri-implant
diseases in both Australia and the UK.

® While specialists reported seeing peri-
implant pathology in no greater than
25% of their patients, they estimated the
prevalence in the general population to
be significantly higher.

® |ocal antibiotics are more popular among
UK specialists, with systemic antibiotics
more frequently used in Australia.

Background Pathology of the peri-implant tissues, namely peri-implant mucositis and peri-implantitis are conditions that
are often encountered and can threaten the long term survival of the implants. Aim This study aimed to compare the
attitudes of registered specialists in periodontology in Australia and the UK towards aetiology, prevalence, diagnosis and
management of mucositis and peri-implantitis. Methods A validated questionnaire was used and the sample consisted
of UK and Australian specialists. Results There were differences in the demographics of specialists in the two countries,
with the Australian specialists being significantly younger. Most specialists in both countries identified the prevalence of
peri-implant pathology between 0-25%. Although there was agreement as to the role of plaque in the aetiopathogenesis
of the diseases, UK specialists were more likely to include adverse loading and smoking as etiological factors. There were
significant differences in the management of the disease between the groups, including the use of mouth rinses, local
and systemic antibiotics. Australians were more likely to use systemic antibiotics than in the UK. Conclusions The results
suggested that differences in professional demographics, educational resources and market factors, and the absence of
consensus treatment standards can significantly affect the treatment modalities patients finally receive.

INTRODUCTION

Treatment with dental implants is considered

today an effective and predictable option for
replacement of missing teeth. As a result
of more than three decades of research
and development, dental implants are now
available to an increasing proportion of the
population, and cover a wide range of indi-
cations. Despite the increasingly successful
outcomes, dental implant treatments often
present complications, which pose signifi-
cant challenges to the clinician.! Pathology
of the peri-implant tissues, namely peri-
implant mucositis and peri-implantitis, are
conditions that can threaten the long term
survival of the implants.?

With mucositis and peri-implantitis
being relatively new pathological enti-
ties, there is little scientific evidence to
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suggest a standard treatment modality at
present. Although there have been several
studies demonstrating clinical resolution
using different treatment modalities, there
is insufficient evidence to provide a ‘gold
standard’ protocol.> With an increase in
the number of implants being placed and
the fact that peri-implantitis prevalence
increases with the number of years in
function,* one can expect that the man-
agement of peri-implant pathology will be
one major challenge in the near future.
Peri-implant mucositis is a reversible
inflammatory reaction causing redness
and swelling localised to the soft tissue
around implants.' The European Consensus
workshop suggests its incidence is around
809% in subjects with 50% of implant sites
affected.!* Peri-implantitis is an inflamma-
tory reaction that is associated with loss
of the surrounding supporting bone of the
functioning implant."* Some studies place
the prevalence in the range of 2-10%,>¢
however, the Consensus Report of the
Sixth European Workshop suggests that it
affects between 28% and 56% of implants
placed.” These estimations, however, are
based on only two studies originating from
patients in one country, while there are

very few data available from other parts
of the world.

Australia, like many other areas of
the world, is undergoing a rapid growth
in the market for implant dentistry ’ The
number of implants placed each year is
rapidly increasing, even though implant
dentistry is a fairly new treatment modal-
ity for a large proportion of the population.
As a consequence, the available observa-
tion periods of functioning implants are
shorter than those encountered in major
European countries, thus the prevalence
of peri-implantitis appears far lower than
what appears in studies based on European
populations.® In contrast the UK is a more
established market and the growth rate
of dental implants is much slower than
in Australia; however, there is a greater
length of time for observation periods.
With regards to peri-implantitis in par-
ticular, this might be an important factor,
as the prevalence of pathology is shown
to increase with the increase of time of the
implant in function.*

The training of specialists within perio-
dontology in Australia and the UK has fol-
lowed a similar pathway of development
and has the same major learning outcomes
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today. As it appears that the range of
treatments for dental implants have some
differing characteristics between the UK
and Australia, one might expect this to
result in differences in the current preva-
lence of peri-implant disease. Whether
such differences are also reflected in the
attitudes, perceptions and management
strategies of practicing specialists, is open
to investigation.

AIMS

This study aimed to compare and con-
trast the attitudes of registered special-
ists in periodontology both in Australia
and the UK towards prevalence, diagnosis

and management of mucositis and peri-

implantitis. The study aims were to:

e Investigate the prevalence of peri-
implant pathology in the UK and
Australia, as perceived by the
specialists in periodontology in the
two countries

e Investigate the relative management
schemes used by specialists to treat
peri-implant pathology

e Compare the potential of treatment
modalities between Australia and
the UK, as perceived by the specialist
practitioners

e Investigate the concepts of aetiology
and pathogenesis shared among UK
and Australian specialists practitioners,
as well as identify common and
different perceptions with regards to
the prevention and management of the
disease itself, which may be helpful in
the future teaching of the subject.

MATERIAL AND METHODS

A questionnaire designed and previously
validated in Australia (Griffith University)
and Sweden (University of Malmo) was

used to determine attitudes and man-
agement schemes of periodontologists
towards peri-implantitis.® The question-
naire was initially developed and vali-
dated in Sweden via a pilot with a group
of periodontology specialists. A translation
in English was undertaken by one of the
investigators involved in the development
of the Swedish version (NM) and valida-
tion of the English version through a focus
group of six Australian specialists followed
in May 2009. The questionnaire is avail-
able at http://www.mattheos.net/files/
QuestPerilmpl.pdf.
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Fig. 1 Distribution of years in specialty practice of periodontology between the UK

and Australia

UK sample

The questionnaire was mailed out to all
the periodontology specialists listed on
the General Dental Council website of the
UK with a stamped addressed envelope
included to allow the questionnaires to be
returned. The questionnaire was posted on
1 May 2010 and responses were collected
until 15 June 2010. The questionnaire sec-
tion of demographics was slightly modi-
fied for suitability in the UK. Remaining
sections were kept identical as with the one
originally used in Australia and Sweden.

Australian sample

Data from Australian specialists were col-
lected during the fourteenth scientific
meeting of the Australian/New Zealand
Academy of Periodontology (ANZAP),
which took place in Adelaide, between
20-23 May 2009. Attendance was limited
to ANZAP members who were either reg-
istered specialists of periodontology in an
Australian state or New Zealand or post-
graduate students in accredited periodon-
tology programmes. The questionnaires
were distributed at the beginning of a ple-
nary session and a five minute introduction
was given by one of the authors (NM) on
the purpose and aims of the study. Filled
questionnaires were collected at the end
of the day in a special box at the exit of
the theatre. Questionnaires from students
or New Zealand specialists were excluded
from the sample of the present study.

Two periodontology specialists were
interviewed from Australia, and two from
the UK to aid analysis of quantitative data.
The interviews followed a semi-structured
methodology where the specialists were
invited through open questions to comment

on the basic findings of the study on the
basis of their experience. These interviews
helped the authors to extrapolate from the
results of the study and attempt to reach
hypotheses based on practice realities in
the two countries.

Data were analysed using the software
Stats Direct to determine descriptive and
frequency analysis for all fields. Differences
between the two sample populations were
tested for statistical significance with the
Mann-Whitney U test. In the two cases of
matched observations (the frequency of diag-
nosis of mucositis/peri-implantitis as opposed
to perceived prevalence in general popula-
tion), statistically significant differences were
analysed with a Wilcoxon signed rank test.
Fisher’s exact test was used to examine the
association between two variables meas-
ured at the nominal level. Cramer’s V was
used as a post test to determine strengths
of association where statistical differences
were discovered. Any statistically significant
differences were discussed using additional
information from interviews undertaken and
comments made from specialists on receipt
of questionnaires as an aid.

RESULTS

Response rates

0f 303 questionnaires mailed out to the UK,
105 completed responses were returned.
One participant felt that his permission had
not been sought for analysis for the data
therefore his input was excluded from the
results in order to satisfy any objections.
Four questionnaires were received outside
of the specified return date and excluded
from the analysis. Thus, the response rate
was 33% in the UK.
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Of a possible 110 eligible attendants in
Australia, 70 completed questionnaires
were included in the sample resulting in a

Table 1 Frequency of diagnosis of mucositis and peri-implantitis as encountered by UK and
Australian specialists, compared with the estimation of the prevalence of these diseases in

the general population, as expressed by the same specialists

65% response rate. Questionnaires origi-

nating from postgraduate students and NZ F
. . » requency 71 10 4 1
based specialists were excluded from the Diagnosed with mucositis -
. Relative % 82.6 11.6 4.7 1.2
present analysis.
Predicted prevalence of Frequency 42 30 14 3
Demographics mucositits Relative % 47.2 337 157 33
The Australian sample was composed of Diagnosed with Frequency 84 5 1
significantly younger specialists (median peri-implantitis Relative % 933 56 11
= 35-44 han the UK 1
age . 35-44 years) than the UK sample Predicted prevalence of Frequency o - /
(median age = 45-54 years), p = 0.038. peri-implantitis Relative U ~ o e
o _Poretageof patierts i Austratin | 02500 | 26-s0m0 | s1-75m | 76-100m
cantly less years of professional prac-
. . . Frequenc 52 11 3
tice, (p = 0.0004) with the median years Diagnosed with mucositis q : Y
of practice for Australians being between Relative % 78.7 167 45
6-10 and for UK specialists being more Predicted prevalence of Frequency 37 21 7
than 10 (Fig. 1). mucositits Relative % 57.0 323 108
The distribution of gender was similar,
) o g . . Diagnosed with Frequency 63 2
with male specialists amounting to 75.3% peri-implantitis Relative % 970 1
in Australia and 69.9% in the UK sample. : 5 5
; requenc
Surgically placing implants did not have a G i eSOy aueney
o . L peri-implantitis Relative % 89.4 10.6
gender perspective in Australian specialists, : :

as the proportion of female dentists plac-
ing implants was similar to the proportion
of males (AU: female 72%, male 75%). The
same is not true, however, for the UK, as 75%
of males were reported placing implants as
opposed to 38% of females, which is a sig-
nificant difference (p = 0.005).

The percentage of overseas trained spe-
cialists in the two countries was similar
with 13.4% in AU and 17.2% in the UK.
Half of all UK specialists in this sample
were trained in the two centres the UCL
Eastman and Kings College London, com-
pared to a wider distribution between cen-
tres in Australia.

With regards to practice settings, the
majority of specialists in both countries
were active in private practice (AU 76%, UK
73.7%). The second largest affiliation in the
UK was with a hospital (33% of specialists),
while hospital affiliation existed for only 5%
of Australian specialists. Both Australian
(18%) and UK specialists (23%) reported
university affiliation. In Australia 75% of
specialists were involved purely in private
practice compared to 42.71% in the UK.

Frequency of mucositis/
peri-implantitis

The frequency of mucositis diagnosis was
similar in both countries, with the great
majority of specialists reporting it within
0-25% range of the implant patients seen
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Fig. 2 Comparison of specialists opinions with regards to smoking and adverse loading as

aetiological factors of peri-implantitis

(AU 78%, UK 82% of specialists). The
agreement was even greater in the case
of peri-implantitis, where 0-25% was the
encountered prevalence for 96% of the
Australians and 93% of the UK.

However, when the specialists were asked
to estimate the frequency of peri-implanti-
tis and mucositis in the general population,
they considered the general prevalence
to be higher. The difference between the
prevalence specialists diagnose and what
they project in the general population was
significant for both samples; mucositis
(AU p = 0.0001, UK p = 0.0001) and peri-
implantitis (AU p = 0.05, UK p = 0.0001).
This deviation was greater among UK

specialists, who estimated less prevalence
than their Australian colleagues. The most
pronounced was the case of mucositis
(mucositis experienced diagnosis median
in UK is 0-25%, mucositis perceived prev-
alence in general population median is
26-50%) (Table 1).

Aetiology of mucositis/
peri-implantitis

Bacterial plaque was the most popular
aetiologic factor reported by 100% of the
Australian and 98.8% of the UK special-
ists. However, there was a significant dif-
ference between countries with regards to
smoking (p = 0.001) and adverse loading
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(p = 0.004). Forty-three percent of the
Australian and 77% of UK specialists
marked smoking as an aetiologic factor,
while 15% and 369% respectively indicated
adverse loading (Fig. 2).

Management schemes for
mucositis/peri-implantitis

Oral hygiene/antimicrobial
mouth rinses

Specialists from both countries considered
oral hygiene instruction to be key in the
management of the diseases. There was no
significant difference (p = 0.07) with the
use of an antimicrobial mouth rinse/gel for
the treatment of mucositis, with 42.19% of
Australian specialists reporting that they
used it compared to UK 31.87%. There was,
however, a significant difference when it
comes to peri-implantitis, where 64.61%
of Australian specialists reported using
antimicrobial mouth rinses compared to
47.78% of UK specialists (p = 0.02).

Local antibiotics

There was a significant difference between
the two countries on the view for apply-
ing local antibiotics. Australian special-
ists reported using local antibiotics as an
adjunct less than the UK. In the treatment
of mucositis, 67.21% of Australian spe-
cialists reported never using local anti-
biotics compared to 42.53% of their UK
counterparts (p = 0.001). This was similarly
reflected in treatment of peri-implantitis
(AU 57.38% UK 20%, p = 0.001). The UK
median value for local antibiotics use
shows that they were sometimes being
used, whereas in comparison, they were
never used in Australia.

Systemic antibiotics

Both Australian and UK specialists reported
a similar approach in the use of systemic
antibiotics in the treatment of mucositis.
In contrast, Australian specialists reported
using systemic antibiotics more frequently
in the treatment of peri-implantitis
(p = 0.0002). Systemic antibiotics were
always used by 37.31% of Australians yet
only by 14.78% in the UK. 11.36% of UK
specialists never use systemic antibiotics
compared to 1.50% of AU specialists.
There was a significant difference with
regards to the timing of use of systemic anti-
biotics in the treatment of peri-implantitis

Table 2 Antibiotic scheme and dosage used by specialists (n) for the treatment of
peri-implantitis in the UK

250 mg + 200 mg

500 mg + 400 mg 6 9.83
250 - 500 mg + 200 - 400 mg 4 6.55
500 mg + 200 mg 3 491
250 mg + 400 mg 3 491
250 mg 1 1.63
No dose 1 1.63
19 + 800 mg 2 3.28

Amoxicillin 500 mg

200 mg

200 - 400 mg 1 1.63

No dose 1 1.63
Amoxicillin, metronidazole and doxycycline 250 + 200 mg + 100 mg 2 3.28
Clindamycin 150 mg 2 3.28
Tetracycline No dose 2 3.28
Doxycycline 100 mg 1 1.63
Amoxcillin + doxycycline 250 mg +100 mg 1 1.63
Metronidazole/itmoxil 500 mg 1 1.63
Other 2 3.28

Table 3 Antibiotic scheme and dosage used by specialists (n) for the treatment of

peri-implantitis in Australia

500 mg + 400 mg

Azithromycin

500 mg + 200 mg 7 14.58
400 mg + 400 mg 3 6.25
400 mg/ forte tds 1 2.08
500 g + 400 g 1 2.08
200 mg + 250 mg 1 2.08
No dose 1 2.08
250 - 500 mg + 200 - 400 mg 1 2.08
200 or 400 mg + 500 mg 1 2.08
500 mg 6 125

Amoxicillin 500 mg

200 mg

250 mg 1 2.08
Amoxicillin + doxycycline 500 mg + 100 mg 1 2.08
Augmentin 875 mg 1 2.08
Augmentin + metronidazole 875 mg + 200 mg 1 2.08
Other 6 12.4
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(p = 0.001) with Australian specialists
appearing more likely to use postopera-
tive antibiotics (frequency of always: AU
33.85%, UK 19.049%). Both countries main-
tain that the median use was often for pre-
op antibiotics in peri-implantitis.

The place of practice appears signifi-
cantly correlated with the frequency of
use of antibiotics in Australia (p = 0.0002,
Cramer’s V: r = 0.400), with the special-
ists in private practice using antibiotics
significantly more than their colleagues
in hospital/university and public service
clinics. This correlation was not found
significant in the UK sample. However,
because of the statistical analysis require-
ment for mutually exclusive groups in this
part of the questionnaire, the sample size
was greatly reduced and may have affected
the results.

No correlation was found between age or
years of experience and frequency of use
of systemic antibiotics for both Australia
and UK. Table 2 and Table 3 show the
frequency of dosage of different types of
antibiotics and their use within the two
countries. Antibiotic regimes have been
reported as they were seen in the question-
naire (original responses). It is apparent
that the UK generally uses lower dosages
than that of Australia, which is consistent
with their lower frequency of use. There
was also wider variety of use of antibiotics
in Australia given that the sample size was
smaller. The most common antibiotic used
within both countries is amoxicillin + met-
ronidazole (AU 56.25%, UK 68.85%)
although the dosage varies significantly.
The most common dosage in the UK was
250 mg amoxicillin + 200 mg metroni-
dazole (36.65%) whereas in Australia the
most common dosage was 500 mg amoxi-
cillin + 400 mg metronidazole (22.91%).
Only 9.83% of the British samples reported
using this dosage.

Instrumentation

There was a significant difference between
the choice of instrument between coun-
tries, p = 0.001. The Australians reported
a preference for stainless steel instru-
ments compared to the UK (AU 55.88%,
UK 25.80%) who reported a preference for
titanium (AU 25%, UK 46.24%) or plas-
tic instruments (AU 39.70, UK 65.59%).
However, they all seem to be in agree-
ment with regards to the use of ultrasonic

B UK M Australia
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Fig. 3 Specialists’ opinions of instrument use

scalers (Fig. 3). Finally, success of treat-
ment of peri-implantitis is given as median
of moderately effective in both countries.

Maintenance

A visit every third month was the most
popular choice among both samples as
an appropriate maintenance recall after
treatment of peri-implantitis. Specialists
in each country reported six months as
appropriate radiographic recall after treat-
ment of peri-implantitis.

DISCUSSION

Peri-implantitis is recognised as a condi-

tion that may lead to the loss of osseoin-
tegration and eventual failure of implants.
While the general dentist will encounter
such problems with increased frequency,
referral to specialists will be inevitable
in many cases. This study looked at the
attitudes towards the aetiopathogenesis,
as well as treatment regimes employed
by periodontologists in both the UK and
Australia. The results clearly indicate a
wide diversity in treatment options but
also certain differences in the attitudes
towards aetiology and pathogenesis of
peri-implant pathology. These findings
have direct implications for the educa-
tion process of specialists, as they point
out areas where more research and evi-
dence-based guidelines are needed if we
are to secure the optimal standards of
care. In particular, the use of antibiotics
appears very diverse and based on empiri-
cal factors, rather than evidence. Certain
differences exist in the professional demo-
graphics, but also the marketing of implant
dentistry in these two countries may be
reflected in these results.

There was a greater proportion of male

to female specialists and this might be in
accordance with other resources stating
that the profession worldwide is gener-
ally more male dominated.” However, the
demographics of dentistry are changing
in the Western world with greater female
enrolment into dental schools,!® which
will eventually lead to a balancing of the
male:female ratio. It has been reported that
women tend to work part time in general
practice compared to their male counter
parts, with males taking a more active role
in continuing education." This may reflect
the lower proportion of women specialists
in both countries.

The UK specialists were older in years
than their Australian counterparts with a
greater number of years of experience. One
would expect the median age to be simi-
lar given that population statistics show
the average age of the two countries to
be 37.4 years and 39.9 years respectively
and the age demographic to be similar in
proportion;'>'* however the results do not
reflect this. The national periodontology
specialty list was established in 1998 in the
UK. Specialists in Australia have been reg-
istered with a state or territory board and
as of July 1 2010 a national registration
board has also been introduced. This may
have some influence on the differences in
years of experience owing to potential var-
iation in criteria for specialty registration;
however, this argument is open to specula-
tion and requires additional research. What
is noted is that ‘oral surgery’ was not rec-
ognised as a speciality in itself until July
2010 in Australia. Undertaking a specialist
programme in periodontology in Australia
was for some the only formal pathway
towards development of specialist level
dento-alveolar surgical skills, whereas in
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the UK this could be achieved through both
the periodontology or oral surgery special-
ist lists. This would account for periodon-
tology having been an attractive prospect
for new graduates in Australia interested
in surgical procedures.

What also must be considered in regards
to experience is that to obtain specialty
status in Australia, specific postgraduate
qualifications are required.'*' This is also
required in the UK;'® however, previously
dentists were able to gain speciality sta-
tus with existing long standing speciality
practice by the ‘grandparenting’” method
in the UK, within the first two years of
the specialty instigation. Periodontology
became a specialty within dentistry in
1998, with people given two years to apply
for specialty status by mediated entry. This
is obviously no longer available, however,
the results reflect that 13.8% of specialists
achieved status by this method. This would
allow for an older specialist population,
although no formative additional qualifi-
cation was obtained.

It was found that fewer women special-
ists in the UK are placing implants com-
pared to their Australian counterparts.
This may require further investigation to
determine the background of this result.
A larger proportion of Australian spe-
cialists work solely in private practice,
which may influence treatment choices.
It is an interesting finding that private
practitioners tend to prescribe antibiotics
for the treatment of peri-implantitis more
frequently than their colleagues working
in public healthcare settings. This differ-
ence has been also identified in previous
research with Swedish specialists.® In the
present study, the difference was very sig-
nificant in the Australian sample, but not
in the UK. However, due to the type of the
analysis, much of the sample with affili-
ations both in private and public practice
had to be excluded, resulting in a much
smaller sample in this field. This fact might
have affected the results as the proportion
of private practitioners with affiliation to
public healthcare/hospitals is much higher
in the UK sample.

The majority of the UK sample of special-
ists was trained by two centres — the UCL
Eastman and Kings College London, com-
pared to a broad range over the Australian
centres. It is reasonable to expect a sig-
nificant influence on the opinions and

attitudes of specialists owing to the source
of their training. This may reflect the fact
that although plaque is seen to be an
unquestionable aetiological factor by all
specialists, there is some controversy as to
the role of smoking and adverse loading.
The controversy with regards to the role
of smoking in peri-implantitis is probably
carried on from similar discussions in the
pathogenesis of periodontitis. Literature
suggests that smokers have greater attach-
ment loss, bone loss and increased level
of pocketing.”” Some advocate that smok-
ing is an aetiological factor in periodontal
disease, affecting vasculature and causing
immunological changes and ultimately
increasing the risk of periodontal disease.
compared to non-smokers independent of
the level of oral hygiene.'®! Others, how-
ever, believe that smoking is a modifying
factor determining the severity of the dis-
ease and the healing response, and that it
is only the bacteria in the plaque that is
the aetiologic or true risk factor. It seems
that the UK specialists are more in favour
of smoking being an aetiological factor
for peri-implantitis, whereas Australians
are in favour of it being a modifying
factor. Similarly, UK specialists are of
the opinion that adverse loading is an
aetiological factor.

Both Australia and the UK suggest a
similar frequency of mucositis and peri-
implantitis; however, they expect there
to be a higher prevalence in the general
population. This perhaps is influenced by
the varying classifications for incidence
of disease and a concern that true disease
is under-reported due to lack of differen-
tiation between health and disease. Also
this might reflect a fear that effective
maintenance schemes are not always uti-
lised. True prevalence is difficult to deter-
mine and there is insufficient research
in this area, which may account for the
wide variation.

The results show no universal treat-
ment approach and there is intra- and
inter-variation. Both countries believe
oral hygiene instruction to be key in the
management of peri-implant pathology;
however Australians believe antimicrobial
mouth rinses to be a key adjunct. In addi-
tion, local antibiotics are rarely used in
Australia compared to the UK. This might
reflect differences not only in the educa-
tion/attitudes of specialists, but also the

effect of the pharmaceutical market in
the two countries. Local antibiotics are
not available in the Australian market,
although there is no reason for this type
of drug not to be licensed. Market trends
and the choices made by the pharmaceuti-
cal industry might significantly influence
treatment modalities, through the avail-
ability of drugs/substances. This could be
another factor involved in the increased
use of systemic antibiotics in Australia.

Both countries are consistent in the use
of amoxicillin and metronidazole as their
primary systemic antibiotic. However, the
dominant prescription regime for Australia
is amoxicillin 500 mg + metronidazole
400 mg, compared to the UK where half
of that dose is advocated (amoxicillin
250 mg + metronidazole 200 mg). The
UK results show increased consistency in
the use of this dosage of antibiotic; how-
ever, in Australia the range is far wider.
What is interesting to note for educational
purposes is that the dosage depicted for
treatment of peri-implantitis in the UK is
the same as that used to treat aggressive
periodontal disease. Bearing in mind the
increasing prevalence of peri-implantitis
and the consequences of systemic anti-
biotics, this appears to be an important
area where we need to urgently develop
a critical mass of evidence as to the role
and optimal dosage of antibiotics in the
treatment of peri-implantitis. Streamlining
specialist education with evidence-based
guidelines will ensure optimal patient care
while preventing abuse of systemic antibi-
otics. Finally there is a noted difference in
instrument choice between countries. The
UK specialists prefer the use of plastic or
titanium instruments whereas Australians
would rather use stainless steel. Both
countries have similar perceptions that
success of treatment is only moderately
effective. While ultrasonic instruments are
used widely on the natural dentition, there
is still an ongoing debate on their use on
implant surfaces. Research has shown that
there is damage and alteration of the tita-
nium surface with both metal and plastic
coated ultrasonic scalers.?

These results should be seen under the
limitations of the study. The questionnaires
have been previously validated and used,
however, the response rate between the
two countries is very different. This might
be due to the difference in the collection
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of the sample. In Australia the sample was
collected in person during one day, in a
small size biannual specialist conference,
which is attended by the great majority of
specialists in the country. The study and
its aims were previously introduced by one
of the investigators (NM). This obviously
allowed for a response rate in Australia
which was unusually high for question-
naire surveys. Such a possibility did not
exist, however, in the UK sample during
the period of the study. The impersonal
post-based sample collection resulted in a
much lower response rate. Consequently,
although the Australian sample size is ade-
quately representative of Australian peri-
odontology specialists, the danger exists
that the UK sample might be somewhat
‘skewed’ due to the selection method. It is
unclear if the method of posting question-
naires can bias towards specific character-
istics of the specialists sampled, however,
the results should be interpreted with
caution, especially when the differences
observed are marginal. In spite of this low
return in the UK, this work does highlight
variability in the approach of specialists to
the treatment of peri-implantitis which in
certain cases is extreme and unlikely to be
affected by a bias in the sampling, such as
in the use of antibiotics.

CONCLUSION

The data collected shows that there are
some clear differences in both the opin-
ions and attitudes of specialists, as well as

their approaches to management of peri-
implant pathology. This is not surprising,
considering the fact that there is no strong
consensus today worldwide with regards

to the treatment of peri-implantitis. This
study showed that the use and dosage of
local and systemic antibiotics, the role of
mouth rinses, smoking and adverse load-
ing in the aetiology and pathogenesis of
the disease and the selection of instru-
ments are all areas of controversy that
should be targeted by research aiming to
develop evidence-based treatment guide-
lines as soon as possible. The scientific
background of the two groups of special-
ists is very similar, as the training they
have received is comparable. However, it
appears that differences in professional
demographics, educational resources and
market factors, in the absence of consen-
sus treatment standards can significantly
affect the treatment modalities patients
finally receive.
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