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With over 6,000 members representing 70
countries from around the world, the
Academy of Osseointegration is extremely

dependent not only
on its Board of
Directors but its
many committees,
which provide criti-
cal services vital to
the functioning of
the Academy. The
responsibilities of
both the board and
the committees are

constantly changing as AO continues to
grow both in size and outreach.

President-Elect Dr. Stephen L. Wheeler,
Encinitas, CA (steve@wheelerdds.com), has
just completed another intensive review of
the 15 existing committees, the over 100
participating members, and the specific
responsibilities and tasks for each commit-
tee. “The committees within the AO are an
exciting way for members to get involved
with the growing needs of our organiza-
tion,” Dr. Wheeler says. “They are also
used as a means of advancement for those
who may wish to pursue possible leader-
ship roles. Virtually everyone on the Board
has participated in committees before join-
ing the Board.

“As one can imagine, keeping the AO in a
leadership position within implant organi-

zations is no easy task. This is why mem-
bers are constantly being rotated on and
off committees, with many of them moving
from committee to committee as the goals
of these committees change,” Dr. Wheeler
explains.

“The Board just completed another strate-
gic planning session to outline the goals
and aspirations for the AO for the next
three to five years. These new plans
involve everything from updating our
annual meeting to expanding our website
and global outreach. We are now integrat-
ing specific objectives into the committees
so we can reach these goals,” he adds.

Dr. Wheeler has been concentrating his
efforts on focusing the charges for each of
the 15 committees (and several task forces),
while making sure the objectives are rele-
vant and attainable within established time-
lines. Each committee also has a Board
liaison to help and guide the committee
and report back to the board.

One of the concerns identified during the
restructuring has been the overlapping of
responsibilities between some committees.
The restructuring has focused on commit-
tee interaction, and Dr. Wheeler is now
excited to see many committees working
closely together. For example, the Young
Clinicians Committee is now working
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I was recently going through the journals that seem to be for-
ever piling up on my desk and ran across an article that really

alarmed me. The article essentially
deals with evidence-based dentistry
and reinforced to me that our profes-
sion really does not know how to han-
dle the science that is generated in the
implant field. This was labeled a
“Critical Summary” in the Journal of
the American Dental Association and enti-
tled, “Platform Switching Reduces
Peri-Implant Bone Loss” (Gerard
Byrne, JADA 143(7) 2012, 787-788).

As a member of the Academy of Osseointegration and a scien-
tific investigator in this field in particular (and yes, I am about
to submit a manuscript on this topic, plus I have other papers
already published on peri-implant bone loss), I was, of course,
curious about this critical summary.

The conclusion of the critical summary listed in the table of
contents stated, “Dr. Byrne provides a critical summary of a
systematic review in which investigators found limited
evidence that platform switching preserves peri-implant bone
height.” This conclusion really piqued my interest in that the
data that we have from our studies demonstrates that platform
switching has a very significantly different effect on peri-
implant bone, when compared to a diameter matched implant-
abutment system that creates a butt joint connection, initially
introduced with submerged endosseous implants by Dr.
P.I. Brånemark. This effect is also significantly different than
the effect of a one-piece implant-abutment system (a tissue
level or non-submerged implant) introduced by the late
Dr. André Schroeder.

The reaction of the peri-implant tissues to any implant-abut-
ment configuration is not a trivial issue. It makes me wonder
why the editors of the Journal of the American Dental Association
would not ask an organization like the Academy of
Osseointegration to either write an article on the topic or at
least comment on the topic or critical summary that they are
publishing. The Academy of Osseointegration is composed of
experts and individuals whose major interest is in dental
implants, and yet their opinion or expertise was not sought out
when an issue on implants was addressed by the journal of
dentistry’s major national organization. It makes me wonder if
the editors of the Journal of the American Dental Association are,
in fact, interested in providing the best information it can to
its readership!

This leads me back to the issue of evidence-based dentistry. I
have a major concern that for some people, if you tell them
that you have written a systematic review, they immediately
think that you have obtained the “best evidence” that you can
on the topic. I believe that this is an assumption that is far

from the truth, and that our profession has become way too
enamored with this approach to the literature. This is not to
say that a systematic review (and meta-analysis, if appropriate)
is not an excellent approach if (and here is the real issue),
there are an adequate number of articles available and, if those
articles are somewhat similar in design (i.e., there is low het-
erogeneity between the studies).

The shocking aspect of the Critical Summary published in the
Journal of the American Dental Association that I am referencing
is that the article is a summary of a systematic review. In other
words, it’s a review of a review and, incredibly, as noted at the
end of the summary, this review of a review is “supported by
grant…from the National Institute of Dental and Craniofacial
Research, National Institutes of Health, Bethesda, Md.”
Wouldn’t this grant money be better served by supporting
original research? Original research makes possible reviews of
reviews in the first place. The Journal of the American Dental
Association could then come to the AO (where interest in dental
implants is the focus) and ask the AO experts to write the arti-
cles for the journal!

As noted above, one problem with systematic reviews is that
individuals don’t appreciate that such reviews can be appropri-
ate when they are based on a body of literature. The confusion
lies, I believe, with the definition of “body of literature.” The
body of literature meant for a systematic review is not the
hundreds or even thousands of articles written on a topic.
Rather, it is those articles that meet the criteria established for
the review and, if this “body of literature” is not large enough
and/or has too much heterogeneity between the studies, then
a systematic review should not be written.

One should be skeptical of any “systematic review” of 3 to 10
or so articles written after hundreds or thousands of articles on
the topic have been excluded. Under such conditions, we
should have the honesty to say that there is not a sufficient
body of literature to perform a systematic review and, instead,
write a summary of the literature that is available at each of
the levels of evidence (i.e., papers that are controlled trials,
papers that are case series, papers that are performed in ani-
mals, papers that publish histologies, etc.).

Getting back to the article referenced above in the Journal of
the American Dental Association: under the “Commentary” on
the “Importance and context,” the author states that it has
been suggested that the microbiota at the implant-abutment
junction might be the cause of the bone loss (which comes
from a reference to one of our studies and is reasonable,
although it is actually the inflammation that causes the bone
loss that is initiated in the host by the microbiota). However,
the author of the summary states emphatically, “This problem
can be avoided by moving the implant-abutment junction
away from the bone crest.” This is certainly one hypothesis,

President’s Message

Where’s the beef in implant dentistry? It’s at the AO!
By David L. Cochran, DDS, PhD
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Dr. Daniel Y. Sullivan, of Washington, DC, one of the
Academy’s founders and early presidents, died July 17 of
complications from Multiple Myeloma. An internationally

recognized expert, innovator, author,
and lecturer in implant and esthetic
dentistry, he was 64.

When Dr. Per-Ingvar Brånemark
introduced osseointegration to North
America at a conference in Toronto,
Ontario, Canada, in May 1982, Dr.
Sullivan attended as the representative
of the American College of
Prosthodontists (ACP). Dr. Sullivan
had experience with implants from his

training at the University of Southern California, and he
could see immediately that the work Dr. Brånemark was
reporting represented a significant breakthrough.

“I was stunned by what I was seeing, because I could see the
impact of it,” he said. He approached Dr. Brånemark during
the meeting and said he would like to come to Sweden to be
trained. However, Dr. Sullivan did not then hold a faculty
appointment, and Dr. Brånemark believed the science of
osseointegration should be introduced through university
faculties.

When no one from the universities signed up for training,
Dr. Sullivan received an invitation to an intensive one-week
training session that Dr. Brånemark and his colleagues con-
ducted in August 1982 at the University of Göteborg in
Sweden. He also arranged for his partner, Dr. Lloyd R.
Vakay, Alexandria, VA, and an associate in oral and maxillofa-
cial surgery, Dr. Paul H.J. Krogh, Bethesda, MD, to go to
Sweden for the training.

Two months later, Drs. Sullivan, Vakay and Krogh, with
assistance from Dr. Brånemark, placed the first U.S. titanium
endosseous implants in four patients over two days.

Dr. Sullivan became one of the founders of the Osseointe-
gration Study Group in New York City that was a forerunner
of the Academy of Osseointegration. He became the
Academy’s sixth president in 1993, and inducted Dr. André
Schroeder as the organization’s second Honorary Fellow at
the annual meeting in San Diego. Dr. Krogh, meanwhile, had
become the second president of the new organization.

Dr. Sullivan was a Diplomate of the American Board of
Prosthodontics. His many professional positions included
Past President of the Academy of Aesthetic Dentistry. Chief
among his many accomplishments and a source of great satis-
faction to Dr. Sullivan was his opportunity to mentor dental
colleagues worldwide in his areas of expertise (see adjoining
“In Memoriam” by Dr. Stephen Parel).

Dr. Daniel Sullivan

AO founder, Past President
Dr. Daniel Sullivan dies at 64

We all lost a good friend last month. Daniel Y. Sullivan was
one of those “larger than life” individuals you could meet
only once and would never forget.

Dan was a graduate of Georgetown University School of
Dentistry, and finished his graduate degree in Prosthodontics
at the University of Southern California in 1976. From that
time, he continuously maintained private practices in the spe-
cialty of prosthodontics and implant dentistry in McLean,
Virginia and Washington, D.C. In 2006, his son Daniel
Sullivan, Jr., joined the practice after completion of his
undergraduate and prosthodontics residency programs.

His honors were numerous, including being a long time
member, and eventually 2001 president of the American
Academy of Esthethic Dentistry. He authored over 27 publi-
cations and presented over 240 national and international
lectures on implant dentistry. His mentoring included many
of you reading this today and comprised over 30 outstanding
years of teaching undergraduate, graduate and post-graduate
dentistry to thousands of future and practicing clinicians. He
was recently nominated to receive the American Dental
Association Gold Medal Award for Dental Research.

His legacy with organized implant dentistry began as a
founding member of a small and elite New York based study
club that eventually grew to become the most influential and
important dental implant educational organization in the
world, the Academy of Osseointegration. He served as a
program chair, director, officer, and eventually as the 6th
president of this group in 1993.

Most of you possibly already know something of Dr.
Sullivan’s many contributions to AO and implant dentistry.
What you may not realize is that along the road to his many
successes, he took on a project…me. In the midst of a bliss-
ful and enjoyable career in academics, I attended the original
1982 Toronto Conference where Dr. George Zarb and
Professor P.I. Brånemark changed the lives of everyone
there, forever. Also in attendance, as the only invited private
practitioner (he and Dr. Paul Krogh placed and restored the
first private practice osseointegrated implants in America),
was Daniel Y. Sullivan. He apparently left that meeting as I
did, with a level of excitement matched only by the number
of questions we had about the concept.

We talked, corresponded, and figured it out for over a year
before Dan convinced me there was room in our profession
for an independent, private, and comprehensive hands-on
continuing education exposure we could teach together.
Those who knew Dan know he never lacked confidence, and
without his “confident” mentoring of me in the ways of the
world, I would never have been able to become a contribut-
ing part of this venture. My most lasting memory of that era,

Larger than life: A memorial
for Dr. Dan Sullivan
By Dr. Stephen Parel

…continued on page 6 …continued on page 13
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It was 1982 when Professor P.I. Brånemark introduced
osseointegration to North America. Back then, only a select
few were given the opportunity to dis-
cover, learn and take home a concept
that had been developed years earlier.
Sixty years after its discovery, osseoin-
tegration continues to change the way
we practice dentistry.

Osseointegration is no longer available
to only select few, but to everyone.
Osseointegration is global. It’s digital. It’s
on your phone and on your tablet. If you
are a resident, it’s even in your dreams!

If you breathe osseointegration, as we do, then what better
way to embrace it than by joining the largest implant dentistry
organization in the world? You need reasons? How about
more than 6,000 members from over 70 countries? A
Facebook page where you can connect with all of them? Or a
free subscription to the leading dental implant journal? A
smartphone application to keep you up-to-date at the annual
meetings? Online continuing education, videos and lectures?
Then, the Academy of Osseointegration is what you need!

AO is no longer for a select few. It is available to everyone.
Students, residents and established professionals can take advan-

tage of everything that AO has to offer.
If you are a member, then you need to
spread the word. We want to challenge
you. We want you to find 5 people that
you know and encourage them to
become members to help us reach
10,000 members before we meet in
Tampa! Are you up for the challenge?

If you are a dental student or resident
and you are not yet a member, then
you are missing out. You now have the
opportunity to be part of something

very special. Something that is no longer restricted to a select
group. A movement that has changed the lives of millions of
patients. Not only can you be part of it, but you can also
participate! The Academy of Osseointegration is your platform
to osseointegration.

Participate, learn, interact, network and educate with AO

We want you…for AO!

Young Clinicians Corner

We want you…for AO!
By Joan Pi-Anfruns and Andrea Henderson, Co-Chairs, Young Clinicians Committee

Dr. Joan Pi-Anfruns Dr. Andrea Henderson



If you were to glance at AO President
Dr. David Cochran’s resume before
meeting him, you might expect to meet
an imposing ivory tower intellectual:
MS, DDS, and PhD degrees, MMS and
certificate in periodontics from Harvard
University, an honorary doctorate
from the University of Bern in
Switzerland for his contributions to
implant dentistry.

The man you would meet might surprise
you at first: he sports a jovial look, a
jaunty gait, and comes on with a down-
to-earth earnestness that must be a com-
bination of growing up in Virginia and
spending most of his professional career
in Texas. It’s hard to believe he’s so high-
ly credentialed. It’s perhaps easier to
accept another fact about the man: he’s a
“car and motorcycle guy” who’s very
proud of his Harley and his Corvette.

The truth is Dr. Cochran is a top acade-
mic clinician, respected for his contribu-
tions in research and appreciated for his
dedication to patients. His President-
Elect, Dr. Stephen Wheeler, says one
of the main reasons to serve on the
Board is the quality of people you work
with there, epitomized by Dr. Cochran.
“He has an outstanding educational
background. He’s been through the
whole leadership process with another
organization as President of American
Academy of Periodontology. He’s 100
percent behind the AO and a pleasure to
work with,” says Dr. Wheeler.

Dr. Cochran is Professor and Chair,
Department of Periodontics, at The
University of Texas Health Science
Center at San Antonio Dental School.
He was previously Director of
Postgraduate Periodontics at the
Medical College of Virginia, Richmond.

An AO member since 1993 and Board
member since 2002, Dr. Cochran co-
chaired the Academy’s 2006 State of the
Science on Implant Dentistry
Workshop. He has served on the
Academy’s Board as Secretary, Treasurer,

Vice President, and Director, and was
Program Chair for AO’s 2001 Annual
Meeting in Toronto, ON, Canada.

Then Academy President Dr. Melvyn
Schwarz remembers selecting Dr.
Cochran as his Toronto Program Chair
because he combined the clinician and
academician. “The majority of our peo-
ple (AO members) are clinicians, but our
program chair has to be well grounded
in research. David Cochran is one of few
individuals who fits that mold,” Dr.
Schwarz says.

Dr. Cochran is also a Past President of
the Southwest Society of Periodontists,
a Fellow of the Academy of
Osseointegration, a Fellow and Board
member of the International Team for
Implantology, and a Fellow of both the
American and International College of
Dentists. He has received two outstand-
ing of the year alumni awards from the
Graduate School of Basic Sciences at the
Medical College of Virginia/Virginia
Commonwealth University.

He is an active clinical and basic science
researcher who has received funding
from both the NIH-NIDCR and private
industry and earned awards for his
research work at both the national and
international levels.

At Harvard, he studied with another AO
Past President, Dr. Marjorie K.
Jeffcoat, who was once his teacher there.
As a student, Dr. Cochran “asked real
good questions,” Dr. Jeffcoat reports.
“He was exceptional at putting together
the clinical work with the scientific.”

Dr. Cochran’s primary research interests
are cell biology, bone metabolism,
growth factors, regeneration, fibroblasts
and implantology. “We have been work-
ing to find ways to enhance bone cell
growth to improve patient care. In the
past, patients had to wait 6-9 months to
complete an implant. With enhanced
surfaces and guided bone regeneration,

we can get osseointegration much more
rapidly,” he says.

While at Harvard, Dr. Cochran worked
with Drs. Daniel Buser, a prominent
Swiss oral and maxillofacial surgeon who
was taking a sabbatical at Harvard in the
Department of Periodontics, and André
Schroeder in Switzerland. The late Dr.
Schroeder pioneered a model where
implants stuck up through the soft tis-
sue, so it wasn’t necessary to do a second
surgery to expose the implant when
completing the restoration.

Among Dr. Cochran’s most valued
awards is the 1996 André Schroeder
Prize. The University of Oklahoma
named him an Eminent Scholar, and he
has been named to several lists of
America’s best dentists. In 2007, he
received the William J. Gies
Periodontology Award.

Amid all of this recognition, his wife,
Monica, keeps him humble. She some-
times kids him by saying he “has a lot of
book sense but no common sense.”
They met when she was working as an
executive secretary for his father, who
was deputy state superintendent of
schools in Virginia. The couple has
three adult daughters, Kristin, Laura,
and Melissa.
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President’s Profile

No ivory tower intellectual, the real
Dr. David Cochran might surprise you

Survivors include his wife of 41 years,
Mary Lou Sullivan, of McLean, VA,
son Daniel Y., Jr., an AO member
who continues his practice with
offices in Washington and McLean,
and son Brendan T., of Chicago.

In lieu of flowers, the family request-
ed that donations be made in Dr.
Sullivan’s name to Dr. Paul
Richardson’s Multiple Myeloma
Research: the Dana Farber Cancer
Institute, 450 Brookline Ave.,
Boston, MA.

Dr. Daniel Sullivan
…continued from page 3



7

The AO Membership Committee has scheduled six resi-
dent/student outreach programs for January 2013, in advance
of the Annual Meeting in Tampa, FL, announced Committee

Chair Dr. Amerian D. Sones, Dallas,
TX. These evening programs will tar-
get postgraduate students of all spe-
cialties with the mission of exposing
the residents to the benefits of the
Academy and encouraging attendance
at the Annual Meeting.

Committee members Drs. Maria A.
Hernandez, Fort Lauderdale, FL,
and Javier E. Martinez, Ocoee, FL,
will chair an evening program at the

University of Florida, Nova. Dr. Sones is responsible for a
program at Louisiana State University, New Orleans, LA. A
program at the University of Mississippi Center School of
Dentistry will be organized by committee member Dr.
Archie A. Jones, San Antonio, TX. The committee’s Dr.
Jeff Ackerman is in charge of the program at the University
of Georgia College of Dental Medicine, Augusta, GA.
Committee members Drs. Julie K. Geiger, Orange Park,
FL, and Edward Gottesman, New York, NY, will head
programs at the University of Florida College of Dentistry,
Gainesville, FL, and the University of Alabama,
Birmingham, AL, respectively.

This will be the fifth year AO has sponsored such postgradu-
ate outreach events. Hundreds of students have attended out-
reach events held in Los Angeles (2008), Florida (2009), the
Washington, DC area (2011), and the Phoenix area (2012).

“These programs position AO as the leading organization in
implant dentistry to targeted audiences of students in oral
and maxillofacial surgery, periodontics, prosthodontics,
orthodontics, endodontics, and advanced general dentistry. It
spurs interest in the upcoming Annual Meeting and encour-
ages them to become AO members,” Dr. Sones says.

“The environment is warm and friendly, and the students
genuinely appreciate the opportunity to meet with Academy
leaders and local members and see how AO can be a fulfilling
part of their future careers,” she added.

The Membership Committee also organizes the highly
successful New Member Breakfast held during each
Annual Meeting.

Dr. Amerian Sones

Plans developing well for
AO’s first Charter Chapter
meeting in London
AO Director Dr. Michael R. Norton, London, England,
reports that plans are developing well for the Academy’s first
Charter Chapter meeting, scheduled for September 21 at the

Royal Society of Medicine, Chandos
House, in central London. “We have
26 confirmations – 13 members and 13
guests who expressed interest in join-
ing the AO,” Dr. Norton reports,
adding, “I hope to secure 30+ by the
time of the meeting.”

AO President Dr. David L. Cochran,
San Antonio, TX, and Past President
Dr. Peter K. Moy, Los Angeles, CA,
will address the meeting in an exclu-

sive one day Masterclass format. “They will cover a range of
topics, reflecting on the history of osseointegration,” says Dr.
Norton, who will chair the session.

The Charter Chapter program is a pilot program for what the
Board hopes will become a major initiative of AO’s
Committee on Global Program Development.

Dr. Jake Jinkun Chen, Tufts
University, Receives 2012
IADR AO Innovation Award

Dr. Jake Jinkun Chen, of the Tufts University School of Dental Medicine,
Boston, accepts the 2012 IADR Academy of Osseointegration Innovation in Implant
Sciences Award from IADR President E. Dianne Rekow at the International
Association for Dental Research (IADR) meeting in Iguaçu Falls, Brazil, in June.

Dr. Chen has extensive experience in translational studies of bone diseases, particu-
larly in osseointegration of bone implants. Sponsored by the AO, the award of up to
$75,000 is intended to help investigators pursue innovative and novel research in
oral care that involves, but is not limited to, dental implant therapy.

IADR is a nonprofit organization with nearly 12,000 individual members world-
wide, dedicated to: (1) advancing research and increasing knowledge to improve
oral health, (2) supporting the oral health research community, and (3) facilitating
the communication and application of research findings for the improvement of oral
health worldwide.

Dr. Michael Norton

Six AO resident/student
outreach programs planned

Update member contact info at www.osseo.org
Do we have your most current information for the
Membership Directory? Members may update their contact
information online at www.osseo.org, or send an email to
Barbara Hartmann, barbarahartmann@osseo.org.
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The expansion of implant dentistry to patients with mixed
implant natural dentitions started in the 1980s, using tradi-

tional prosthodontics. The approach
dentistry took was an attempt to sim-
plify and make available to more
patients the benefits of implant den-
tistry with traditional crown and
bridge techniques, using cement
retained restorations.

Historically, implant dentistry had
been focused primarily on totally
edentulous patients who had problems
of comfort, function, and esthetics

with a removable prosthesis of the mandible. The prosthetic
procedures completed for patients with mixed implant natural
dentition were initially on root form implants with one piece
PFM crowns that were screw retained or fixed bridgework
that might join implants to natural teeth. The overwhelming
problems that implant/prosthetic dentistry faced were: lack of
correctly positioned implants, joining natural teeth with
implants, screw access position in relation to the esthetic
crown, as well as stability of the screw retained prosthesis
long term.

Conceptually, the placement of implants at the time of
surgery was based on where the bone was and did not include
the accuracy of today’s guided surgery with virtual surgery
planning. Guided implant placement and virtual surgery plan-
ning play a crucial role in today’s precision placement and
screw retained prostheses.

The single crown attached to today’s implant, needs to have
an esthetic, well-designed custom abutment that has a strong
connection to the implant, does not flex from the implant,
with a defect opening between it and the implant, and avoids
the liability of toxins leaking from the flexing components.
Today’s esthetic crowns need to have an exact fit and cohesive
attachment to the abutments when they are luted together
with dental cement to form a single cohesive unit that is
screwed and torqued to place.

If crown cementation is done intraorally to complete the
prosthesis, cement will often be hydraulically driven subgingi-
vally from the crown under the implant abutment and can

The debate as to whether one should screw-retain or cement
implant crowns has been nicely framed by Winston and co-
authors in 1999.1 The authors presented both sides of the

argument and rationale for clinical
decision making.

Iatrogenic bone loss due to cement
retention is a clinical reality. The con-
sequences of cement retention can
have devastating effects on peri-
implant hard and soft tissues in a very
short time.2-4 Should you be afraid to
cement crowns on implant abut-
ments? The answer is yes…if you
plan on leaving cement behind!

Would you like a fistula next to your implant? Just retain
some cement!

While screw retention eliminates any consequences of cement
retention and its deleterious effects, not every implant can be
placed with the screw access hole to the lingual of the restora-
tion. This is of particular consequence in the anterior esthetic
zone. Ganz’ description of the “triangle of bone” and pros-
thetically driven implant placement requires some implants to
be placed such that the access hole would exit through the
facial surface of the restoration. Thus, a direction changing
abutment and cementation is required.5

Many cement retention issues arise with the use of stock
abutments and the inability to control marginal depth place-
ment. The only way to modify a stock abutment is to reduce
it. Thus, as modification of a stock abutment takes place prior
to crown fabrication, the margins will invariably end up more
sub-gingival. The use of patient specific CAD-CAM custom
abutments not only allows the clinician to control marginal
depth but ideal emergence profile as well. The use of these
abutments is cost effective and allows the clinician the choice
of different materials from titanium to zirconia to gold hue.
When compared to stock abutments with lab charges for
prepping, the cost is equivalent. When compared to custom
cast gold abutments the cost is significantly less with today’s
gold prices.

Shapoff and Lahey detailed a cementation sequence that pro-
vides the clinician with a predictable method to cement

Cementing implant supported restorations has presented a dilemma of hydraulically forcing adhesive cement below the gingival
cuff around the implant or abutment. The results are problematic, resulting in any number of complications from simple
gingivitis to local acute periodontitis and supporting tissue degredation. Academy News Editorial Consultants Drs. Edward Amet
and Barry Franzen offer two approaches to controlling this restorative challenge.

Clinical Technique Feature

Cement retained restorations – two ways to avoid problems

Dr. EDward Amet Dr. Barry Franzen

“No cement no clean-up”–
extraoral cementation of
implant restorations
By EDward M. Amet, DDS, BS, MSD, FACP
Academy News Editorial Consultant

Predictable implant crown
cementation
By Barry R. Franzen, DDS
Academy News Editorial Consultant

…continued on page 9…continued on page 9
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“No cement, no clean-up”…continued from page 8 Predictable implant …continued from page 8
cause insidious problems now acknowl-
edged to be worldwide. The subgingival
removal of cement requires meticulous
effort and creates trauma to a patient’s
gingival tissue as removal occurs. It can
be even more challenging if the luting
cement is a composite resin.

One of the techniques to prevent subgin-
gival cement occurrence, is to verify final
positional placement of the prosthetic
components (abutment & crown) intrao-
rally and then cement them together
extraorally (Fig 1,2,3). Following cemen-
tation extraorally, the components are
screwed and torqued to a definite posi-
tion and load on the abutment/implant
connection; then, the screw access hole is
sealed with PTFE tape and a composite
restoration (Fig 4).

The technique for exact screw position is
a diagnostic/surgical procedure that is
prosthetically driven and initiated at the
time of implant planning (virtual surgery)
and then with application of implant-
guided surgery for accurate placement
(Fig 5). The screw access hole on the
anterior or posterior implant requires
virtual (planning) surgery and lingual
positioning (anterior) or occlusal posi-
tioning (posterior), which requires an
accurate surgical guide. If the abut-
ment/crown is cemented outside the
mouth, there is no intraoral cement to
clean up and none subgingivally (Fig 5).

REFERENCES
1. Winston C, Felton, D, Johnson, P, Sullivan, D.

Cemented versus screw-retained implant pros-
thesis: Which is better? JOMI 1999

2. Wadhwani, Chandur; Controlling and select-
ing appropriate Cements for Implant
Restorations, PCSP Annual Meeting, 2011

implant crowns without cement retention.6 The technique
describes the use of a “practice” or copy abutment made of
PVS or bite registration material and seating the crown with
cement on the copy abutment. All excess cement is removed
and the crown is then immediately delivered to the final abut-
ment intra-orally. Routinely, very little cement remains at the
margins to be removed. With milled custom abutments any
retrieval necessary will be done at a reasonable sub-gingival
depth. A post-operative radiograph is indicated to verify
cement removal.

The literature is replete with discussion as to which cement
should be used. Discussions vary from permanent cements to
retrievable cement options. With the accuracy of today’s
implant-abutment interfaces one can reliably utilize either
modality and be confident the abutment screw will stay stable
in function. One additional consideration is the radiopacity of
the cement and the ability to visualize it radiographically.

A clinician can utilize cement retention with proper precau-
tions. Marginal depth control with milled abutments, the
copy abutment technique for cementation and radiographic
verification are tools to insure cemented restorations will
deliver long lasting esthetic results.

REFERENCES
1. Winston C, Felton, D, Johnson, P, Sullivan, D. Cemented versus screw-

retained implant prosthesis: Which is better? JOMI 1999

2. Gapski R, Neugeboren N, Pomeranz AZ, Reissner MW. Endosseous
implant failure influenced by crown cementation: a clinical case report.
Int J Oral Maxillofac Implants. 2008;23(5):943-946.

3. Oh TJ, Yoon J, Misch CE, Wang HL. The causes of early implant bone
loss: myth or science? J Periodontol. 2002;73(3):322-333.

4. Wilson TG. The positive relationship between cement and peri-implant
disease: A prospective clinical endoscopic study. J Periodontol.
2009;80(9):1388-1392.

5. Ganz Scott D., "The reality of anatomy and the triangle of bone". Inside
Dentistry. 2006;Volume June, pp. 72-77.

6. Shapoff C, Lahey B. Crestal bone loss and the Consequences of
Retained Excess Cement Around Dental Implants. Compendium of
Continuing Education in Dentistry. Feb 2012.

Figure 1. Intraoral Try-In
of Custom Abutment &
Crown

Figure 2. Extraoral
Cementation of Custom
Abutment & Crown,
Screw Hole Blocked Out

Figure 3. Extra oral
Cementation of Custom
Abutment & Crown
Completed

Figure 4. Insertion of
Custom Abutment &
Crown, One Piece
Prosthesis

Figure 5. Post-Op
Radiograph of Inserted
Prosthesis & Bone
Regeneration

Mark calendars: 2013 Annual Meeting, March 7-9, Tampa, FL
Mark your calendars for the 2013 AO Annual Meeting,
March 7-9, at the Tampa Convention Center, Tampa, FL.

Theme for the 28th Annual Meeting will be “Moving
Forward: Evidence, Experience, Excellence.” Program Chair
Dr. Dean Morton, Louisville, KY, and the committee have
prepared an excellent program.

Opening session speakers include Drs. Lyndon F. Cooper,
Chapel Hill, NC, Daniel Buser, Bern, Switzerland, Clark
M. Stanford, Iowa City, IA, Richard Roblee, Fayetteville,
AR, Edward P. Allen, Dallas, TX, and Robert R. Winter,
Newport Beach, CA. The three-day program includes corpo-

rate forums, round table clinics, limited attendance lectures,
divided surgical and restorative tracks, oral research presenta-
tions, clinical innovations, an implant coordinator program
planned by the Allied Professional Staff Education Sub
Committee, and lunch and learn sessions.

A major emphasis will be placed on the team approach that
AO champions, leading to an exciting closing session entitled,
“What Was, What Is and What Will Be: The Evolving Role
of Team in Implant Dentistry.” It will feature presentations
by Drs. David A. Garber, Atlanta, GA, Henry Salama,
Atlanta, GA, and Maurice A. Salama, Atlanta, GA.
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We live in a fast-paced world. We tweet
and e-mail and text each other, and our

cell phones give
us instant access
to goods, ser-
vices, and infor-
mation. Fueled
by that technolo-
gy, members of
the baby-boomer
generation know
a lot about elec-
tive medical and

dental procedures, and they’re turning
to them to improve their quality of life.

Furthermore, those with debilitated
dentitions increasingly want immediate
gratification.

When they decide that they have had
enough with their dental disease, they
want to return to full function and beau-
tiful aesthetics right now, with minimal

down time and discomfort. Given a
choice, they’ll choose the most acceler-
ated treatment available. If they’re
unaware they can get such treatment
from their own dentist’s office, they’ll
seek it from those who actively advertise
and otherwise promote it.

Every clinician today who offers treat-
ment options for missing, hopeless teeth
and/or ill fitting removable prostheses,
should thus have a well-developed strat-
egy for educating existing and new
patients about what is possible. No den-
tist can do this alone; it takes a team
effort. Every member of the dental team
can play a vital role.

Business office staff. From the
moment a new patient walks into the
practice, the receptionist can influence
that person’s perceptions and behavior.
A show of enthusiasm for someone who
has been referred for a consultation can

make that person feel rewarded for good
behavior and encouraged to win more
respect and praise. The receptionist also
should encourage existing patients to
schedule consultations.

Dental Assistant. The dental assistant
also should encourage patients to seek
elective therapy to resolve dental con-
cerns. Once a treatment plan has been
developed, the dental assistant should
endorse and otherwise validate it.

Dental Hygienist. Dental hygienists
who actively engage with their patients
can develop a great rapport. With regu-
lar contact over time, trust ensues. The
patient comes to see the dental hygienist
as a partner in maintaining optimal oral
health – someone who assists them in
that pursuit, monitors compromised or
failing dentition, and points out reliable
options, such as accelerated treatment.

Patients seek accelerated therapy
By Anita H. Daniels, RDH, Chair, Allied Professional Staff Education Sub Committee

Anita Daniels, RDH
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Committee Spotlight:

William R. Laney Award Committee
By Dr. Paige Warren Miller, Academy News Editorial Consultant

The William R. Laney Award was created to honor one of the
premier prosthodontists of our generation. Dr. William R.
Laney, Rio Verde, AZ, aided in the founding of the Academy of
Osseointegration in the mid-1980s and served as its first
President in 1986. He served two terms as the AO’s President
and in 1991 was named its first Fellow. In 2006, he received the
AO’s highest honor, the Distinguished Service Award. Dr.
Laney was also the first Editor-in-Chief of the AO’s official
journal, the International Journal of Oral and Maxillofacial
Implants (IJOMI) and held that position for 20 years.

Besides his work for the AO, Dr. Laney has also served as the
President of the Federation of Prosthodontic Organizations,
The American Board of Prosthodontics, The Academy of
Prosthodontics, the American Academy of Maxillofacial
Prosthetics, and the American Cleft Palate Association. He is
Professor Emeritus and Past Chairman of the Department of
Dentistry at the Mayo Clinic-Mayo Medical School in
Rochester, Minnesota.

Dr. Laney earned his DMD from the University of Oregon
Dental School, Eugene, OR, his Prosthodontic certificate from
the VA Medical Center, Iowa City, IA, and a MS degree from

the University of Iowa. Dr. Laney then completed an American
Cancer Society postdoctoral fellowship for maxillofacial pros-
thetics at the Memorial Center for Cancer and Allied Disease
in New York, NY. He started at the Mayo Clinic, Rochester,
MN in 1962 where he established the Section of Prostho-
dontics and founded the prosthodontic residency program.

The William R. Laney Award is given in recognition of the
best article published in IJOMI, which accepts about 130 sci-
entific articles for publication each year. The William R.
Laney Award Committee, chaired by Dr. Earl G. Freymiller,
Los Angeles, CA, is responsible for critically evaluating each
of these articles according to specified criteria for selecting the
best article. The committee’s members are Drs. Lyndon F.
Cooper, Chapel Hill, NC, Jonathan Korostoff, Philadelphia,
PA, Igor J. Pesun, Winnipeg, Manitoba, Canada, Georgios
E. Romanos, Rochester, NY, Farshid Sanavi, Elkins Park, PA,
John P. Schmitz, Shavano Park, TX, Daniel I. Taub,
Philadelphia, PA, and Ilser Turkyilmaz, San Antonio, TX.
Board liaison is AO Vice President Dr. Joseph E. Gian-
Grasso, Philadelphia, PA.

closely with the Membership
Committee and the Website Education
Committee. Clinical Innovations is
working with Research Submissions to
smooth out submission and the process-
ing of abstracts.

Dr. Wheeler applauds all the commit-
tees for the work they are doing. The
Membership Committee, for example,
has distinguished itself by taking leader-
ship of two successful new programs—
the New Member breakfast at the
Annual Meeting and the postgraduate
outreach meetings that now precede
each Annual Meeting in locations near
the host city. All of the committees at
this time are chaired and populated by
members excited to be actively involved
in making the AO an even stronger
organization in the future.

Dr. Wheeler chairs three committees,
including the Advisory Committee on
Committees, whose members also
include President Dr. David L.
Cochran, San Antonio, TX
(cochran@uthscsa.edu), and Vice

President Dr. Joseph E. Gian-Grasso,
Philadelphia, PA (joeggdmd@aol.com).

An updated list of AO Committees and
their chairs is included below. Any mem-
ber who would like to be more involved
in the work of the AO is invited to con-
tact one of the committee chairs or any
member of the Advisory Committee on
Committees listed within this article!
2013 Annual Meeting Committee,
Dr. Dean Morton, Louisville, KY
(dean.morton@louisville.edu)

2014 Annual Meeting Committee,
Dr. Lyndon F. Cooper, Chapel Hill, NC
(lyndon_cooper@dentistry.unc.edu)

Academy News Committee,
Dr. Kevin T. McNally, Culver City, CA
(ktmcnallydds@hotmail.com)

Allied Professional Staff Education Sub
Committee, Anita H. Daniels, RDH, Jupiter,
FL (anita.daniels@biomet.com)

AO & OF Research Grants Committee,
Dr. O. Ross Beirne, Seattle, WA
(slsb@u.washington,edu)

Clinical Innovations Committee,
Dr. Joerg Neugebauer, Landsberg Am Lech,
Germany (jn@omniplant.de)

Committee on Global Program Development,
Dr. Stephen Wheeler

Finance & Audit Committee,
Dr. Joseph Gian-Grasso

IJOMI Oversight Committee,
Dr. Jay P. Malmquist, Portland, OR
(jmalmqu950@aol.com)

Membership Committee,
Dr. Amerian D. Sones, Dallas, TX
(ameriansones@gmail.com)

Nominating Committee, Dr. Stephen Wheeler

Research Submission Committee,
Dr. Wendy Croll Halpern, Ambler, PA
(wmchalpern@gmail.com)

Website Education Committee,
Dr. Hom-Lay Wang, Ann Arbor, MI
(homlay@umich.edu)

William R. Laney Award Committee,
Dr. Earl G. Freymiller, Los Angeles, CA
(efreymiller@dentistry.ucla.edu)

Young Clinicians Committee, Drs. Joan Pi-
Anfruns, Los Angeles, CA (jpidds78@ucla.edu)
and Andrea L. Henderson, Los Angeles, CA
(ahenderson2007@dents.uwo.ca), Co-Chairs

Important role of AO Committees …continued from page 1
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but the problem is that there is no evi-
dence from original research that shows
this hypothesis is, in fact, true.

My comment is not meant to be critical
of this particular author. It shows how,
in reviews of reviews, such statements
can be propagated, while there may be
no basis in actual data. The author
ignores the fact that in the butt-joint sit-
uation, an external hex was used, but in
the platform-shifted designs, a much
more stable Morse taper-like internal
connection is utilized. This fact alone
may be more significant than “moving
the implant-abutment junction away
from the bone crest.” In other words,

let’s use our limited grant resources
either to fund appropriate systematic
reviews or to support more original
research, so that reviews (and even
reviews of reviews!) can be written.

A much better approach would be to
simply ask the experts in the AO to
address issues related to dental implants
and to stop the madness of using grant
funds to support reviews of reviews that
can propagate hypotheses and not con-
clusions from data! Another way to say
this is (taking words from a well-known
hamburger commercial), where’s the
beef in implant dentistry? Newsflash
friends, the beef is at the AO!

President’s Message…continued from page 2

aside from the 6-year “road show”
experience, was the textbook we even-
tually published, the first, I believe, to
address implant esthetics.

This “larger than life” individual left us
too early, left a big hole in our profes-
sion, and left an even bigger hole in my
heart. I would imagine that this was the
case with everyone he met. Our sincerest
condolences to his family. Rest in peace,
my friend, we will dearly miss you.

Dr. Stephen Parel, Dallas, TX, served as
AO President, 1995-1996, two years after
Dr. Sullivan.

Larger than life
…continued from page 3

The Academy’s Board of Directors has agreed to work with
AdvaMed, the world’s largest association of manufacturers of
medical technology, in a combined effort to provide AO mem-
bers with information about “sunshine” laws and other regula-
tions governing relationships between manufacturers and
clinicians.

The Board’s agreement came after President Dr. David L.
Cochran, San Antonio, TX, President-Elect Dr. Stephen L.
Wheeler, Encinitas, CA, Past President Dr. Kenneth F.
Hinds, Laguna Niguel, CA, and Executive Director Kevin P.
Smith met with AdvaMed representatives during the Phoenix
annual meeting. AdvaMed’s members include Straumann,
Nobel Biocare, Zimmer, Biomet 3i, Danaher, and other
companies in the dental implant industry.

AdvaMed’s position is that close and ongoing collaboration
between health care professionals and medical technology com-
panies is necessary for patient safety and medical innovation.

AdvaMed has developed a code to promote ethical conduct
and successful interactions between its members and health
care professionals. The code covers arrangements with consul-
tants and royalties. It includes member-sponsored product
training, supporting third party educational conferences, char-
itable contributions and grants.

The Physician Payments Sunshine Act passed as part of the
federal health care reform bill requires manufacturers to track
and publicly report all “transfers of value” to clinicians. Its
very broad definition of “value” includes consulting fees,
meals, honoraria, travel and lodging associated with training.

Academy to work with AdvaMed on new
“sunshine” regulations

With the multitude of implant systems available today, we
often confront the question, what implant is that? Patients
expect us to know what kind of implant they have.
Discovering the implant’s identity can be tedious, time-con-
suming and frustrating. Because of this dilemma, Drs. Nate
Farley and Kent Howell created the website:
www.whatimplantisthat.com. This is a free reference site with
a growing database of implant radiographs and images to aid
the dental clinician in the identification process.

The site has a large database of radiographs and images with a
simple filtration process so that the implant identification is
quick and easy. The radiographs are categorized by common
characteristics such as collar type, flare type, apex holes, and

threads. For the initial user, a tutorial is provided that
describes the coronal, mid-body, and apical characteristics that
differentiate the implant designs. The images provide the
implant manufacturer, type, and dimensions. Currently, the
site has 581 images, and that number is growing.

The website encourages dental professionals and dental
implant companies to send in images of implants that are not
represented on the site. The hope is to get a very comprehen-
sive listing of implants so that clinicians will have a practical
and easy reference. The simple search engine design and con-
firmation with radiographs of the implants is a valuable tool
for the practice. It makes it much easier for us to answer the
question, what implant is that?

What implant is that?
By Paige Warren Miller, DDS, Academy News Editorial Consultant
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Decisions, decisions, decisions. Our lives are full of them. We
decide what time to wake up in the morning and what time to
go to bed at night and everything in between. Most decisions

are unconscious or automatic and
carry little more consequence than
the color of our socks or the flavor of
our toothpaste.

To be sure, many of life’s pivotal
moments have hinged on decisions
that we have either agonized over or
have been completely clueless of.
Civilizations have come and gone on
the collective decisions of their leaders
and citizens alike. Some are proud
moments of reflection, while others

are regrets that never see resolution. For such a simple
notion, the act of making a decision in some cases takes
complexity to unimaginable levels. What seems like a simple
“yes” or “no” at first may have not so simple outcomes when
viewed in hindsight.

It is reasonable to assume that better decisions come from
experience. An old joke puts this into perspective:

“Sir, what is the secret to your success?” a reporter asked a
bank president.

“Two words.”

“And sir, what are they?”

“Good decisions.”

“And how do you make good decisions?”

“One word.”

“And sir, what is that?”

“Experience.”

“And how do you get Experience?”

“Two words.”

“And sir, what are they?”

“Bad decisions.”

Believe it or not, there is actually a thriving research commu-
nity dedicated to the age-old problem of how we make deci-
sions. One study showed that when we have access to
convenient information or descriptions about risky prospects
such as drug package inserts or mutual-fund brochures, we
typically overweigh the rare events in our decision making.
When we are faced with decisions based on experience where
no “owner’s manual” is available, we tend to underweight the
rare events. The outcomes were found to be measurably dif-
ferent (surprise!), requiring the creation of two different theo-
ries of risk choice.1 Personally I have found the reverse to be

true. The more one knows, the more cautious one becomes.
Ah, more research!

Fortunately for us in dental health care, we do not often face
“life-or-death” decisions, as do our medical brethren. Perhaps
that places us on a lower threat decision scale. However, this
does not minimize the complexity of decision making that is
our constant companion. Nevertheless, the consequences of
our treatment decisions for our patients can have profound
impact on their everyday lives. This is probably because our
teeth have a profound effect on the quality of our lives. No-
where is this more true than the two contemporary decisions:
to save an existing natural tooth versus extracting it and placing
a dental implant, or the question of replacing a missing tooth
with an implant as opposed to placing the traditional bridge.

Before too many toes get stepped on, let’s agree that there is
no question that dental implants in general have changed the
way we practice dental therapy today and that their benefits
far outstrip any detriments. That being understood, some
patients present challenges for us to decide which therapy –
implant or bridge – will produce the best outcome for their
specific needs. In some cases, it may be best to get out the
heroic tool bag and try to save the natural tooth. The same
can be said of the “three unit bridge.” Ultimately the best
decision we can make takes in our experience, the available
science, the patient’s condition, finances, time involved, and
any other number of parameters. It may call for us not to be
too hasty to condemn a natural tooth or rely on an older, but
well tested, modality to solve the problem.

Dental implants are pretty close to the natural goods but they
are not an automatic solution to all dental problems, nor are
they meant to be. The old saying, “if all your problems look
like nails, the only tool you need is a hammer,” should not
apply to our use of implants. Since our Academy is dedicated
to the science and application of dental implants, it may seem
odd to suggest reining in our enthusiasm for them. However,
the beauty of our craft is the ability to choose from the wide
variety of modalities available, implants being just one of
them, to repair, restore, and maintain the dentitions of our
patients. They trust in our ability to decide what is best for
them. The decision for what is best should take advantage of
all of our choices.
1Psychological Science August 2004, vol. 15, no. 8, 534-539

The Editor’s Editorial is intended to contribute to the dialogue on
issues important to implant dentists. The views expressed in the
editorial do not necessarily reflect the policy of the Academy of
Osseointegration or its Board of Directors. Readers who would like to
comment or express a point of view on the editorial are invited to write
to the editor via email at ktmcnallydds@hotmail.com. We will
endeavor to publish pertinent comments or views when space permits.

Editor’s Editorial

Exercise in judgment
By Kevin T. McNally, DDS, Newsletter Editor

Dr. Kevin McNally




