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Abstract
Background: The social diversity, heterogeneous culture, and inherent eco-
nomic inequality factors in Latin America (LA) justify conducting a comprehen-
sive analysis on the current status and future trends of peri-implant diseases and
conditions. Thus, the aim of this Delphi study was to predict the future trends in
the diagnosis and treatment of peri-implant diseases and conditions in LA coun-
tries for the year 2030.
Methods:ALatin American steering committee and group of experts in implant
dentistry validated a questionnaire including 64 questions divided into eight sec-
tions. The questionnaire was run twice with an interval of 45 days, with the
results from the first round made available to all the participants in the second
round. The results were expressed in percentages and data was analyzed describ-
ing the consensus level reached in each question.
Results:A total of 221 experts were invited to participate in the study and a total
214 (96.8%) completed the two rounds. Moderate (65%-85%) to high consensus
(≥ 85%)was reached in 51 questions (79.69%), except in the questions dealingwith
“prevalence”, where no consensus was reached. High and moderate consensus
was attained for all the questions in three fields (risk factors and indicators, diag-
nosis and treatment of peri-implant conditions and deficiencies, and prevention
and maintenance).
Conclusions: The present study has provided relevant and useful information
on the predictions in the diagnosis and treatment of peri-implant diseases with a
high level of consensus among experts. Nevertheless, there is still a lack of agree-
ment in certain domains.
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1 INTRODUCTION

The use of dental implants to replace missing teeth has
demonstrated long-term predictable outcomes to restore
lost masticatory function and aesthetics.1,2 The prevalence
of biological and biomechanical complications, however,
has gradually increased during the last decades and its
awareness has risen in the dental community.3–5 The most
common biological complications are the peri-implant
diseases6 that were recently classified in the last World
Workshop on the Classification of Periodontal and Peri-
Implant Diseases and Conditions as peri-implant health,
peri-implant mucositis, peri-implantitis, and soft and hard
tissue deficiencies.7,8
Peri-implant diseases were defined as inflammatory

conditions of the surrounding soft and hard tissues in
response to the accumulation of bacterial biofilm and
their diagnosis and associated risk factors were estab-
lished based on the available scientific evidence7,9. Nev-

ertheless, the application of these clinical categories with
their respective preventive and treatment recommenda-
tions have not yet being thoroughly applied in the Latin
American (LA) population, who may have a specific dis-
ease expression and different exposure to risk factors. This
population diversity, heterogeneous culture and inherent
economic and social inequality factors may justify con-
ducting a comprehensive analysis on the status and future
trends of peri-implant diseases and conditions in this
region of the world.10,11
There are different methodologies and social sciences

to establish predictions and to study trends, and the most
used in medical sciences is the Delphi methodology.12
This approach belongs to the subjective-intuitive meth-
ods of foresight, especially useful for long-range forecast-
ing, as expert opinions are the only source of informa-
tion available.13 Its main objective is to evaluate the degree
of consensus among experts in a specific topic. In this
approach, a structured group of individuals deals with

mailto:ignaciosanz@ucm.es
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complex problems through structured communication,
individual feedback, group judgment, and discussion.14
First, by evaluating the previously available information
and looking at suitable tendencies or evolution patterns
and then allowing themost probable future environments,
which are arrived by consensus.15 The answers of the
experts are obtained in consecutive rounds of anonymous
questionnaires, which try to keep the maximum inde-
pendency of criteria of the individual expert but aim
for a consensus among the experts. Once the collected
data from the surveys are analyzed, the final predic-
tion is developed depending on the degree of consensus
achieved by the selected group of experts.13 Recently, this
methodology has been successfully introduced in Den-
tistry to predict the development of different specialties
in Europe, with the support of relevant scientific societies
such as the Spanish Society of Periodontology (Sociedad
Española de Periodoncia y Oseointegración, SEPA),16 Euro-
pean Federation of Periodontology (EFP),17 and the Euro-
pean Association for Osseointegration (EAO).18 In LA,
the Ibero-Panamerican Periodontology Federation (Fed-
eración Ibero-Panamericana de Periodoncia, FIPP) is a
transnational umbrella organization gathering national
societies from 15 countries. One of the main goals of this
organization is to provide guidelines on education and
practice and to develop future trends based on scientifi-
cally proven methods, such as the Delphi methodology.
It was therefore the primary objective of this FIPP

endorsed project to use the Delphi methodology to gen-
erate by consensus the future trends in the diagnosis and
treatment of peri-implant diseases and conditions in LA
countries for the year 2030.

2 MATERIAL ANDMETHODS

2.1 Study design

This investigation was designed as a qualitative, obser-
vational, 2-round Delphi study.13 Ethical approval and
patient consent were not required, as we did not involve
patients. Therefore, it had not to be conducted in accor-
dance with the Helsinki Declaration of 1975, as revised in
2013.

2.2 Advisory committee

AnAdvisoryCommittee (M.A.A, I.S.S, A.L.P, L.T,M.E.G.V,
L.M.F, M.S.A.) was built in advance to: (1) define the con-
text and the timeframe of the forecast, (2) design and val-
idate the questionnaire, (3) select a Steering Committee
comprising experts in periodontology and oral implantol-

ogy, representing all countries from the region. The role of
this Steering Committee was to approve and finalize the
questionnaire and to select the expert panel with members
from each country with proved expertise either in the sur-
gical or the restorative aspects of oral implants.

2.3 Questionnaire

The first version of the questionnaire was discussed by
the Steering Committee in September 2020. Each member
scored each question for relevance, clarity, wording, and
order, besides evaluating the possible answers. Also, they
were asked to make free comments. Finally, the question-
naire was modified, and the final version was approved.
The structured questionnaire was designed to be com-

pleted in ∼20 minutes. The final version was constructed
using an online software*. It contained 64 close-ended
questions and was divided in the following eight sections:

A. Diagnosis (8 questions)
B. Risk factors and risk indicators (7 questions)
C. Surgical and prosthetic considerations (11 ques-
tions)

D. Prevalence (3 questions)
E. Treatment of peri-implant mucositis (6 questions)
F. Treatment of peri-implantitis (14 questions)
G. Diagnosis and treatment of peri-implant conditions
(6 questions)

H. Prevention and maintenance (9 questions)

Well-defined answers were provided to all questions.
Further, an open-end space was provided for each ques-
tion to allow for open comments by the expert, answer dif-
ferently or make any clarification. These comments were
analyzed in the consensus meeting to discuss and to clar-
ify the responses.

2.4 Selection of experts

Experts from 16 countries were selected by the Steering
Committee representing three possible professional pro-
files: academic (i.e., teaching institutions, universities),
clinical setting (i.e., private dental practice), and the pub-
lic health sector. To be considered as an expert, one of
the following inclusion criteria should be met: (1) special-
ist with a degree or certificate obtained in a university or
(2) general dentist with more than 10 years of experience
in dental implantology. Using these criteria, 221 experts
received an invitation letter to participate in the study, as

* (SurveyMonkey Inc, San Mateo, CA, U.S.A)
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well as the online address where the questionnaire should
be answered. Each country was represented in the model
by a number of experts proportional to the number of
active dentists. A minimum of six experts was set for each
country.

2.5 Data collection

The online questionnaire was sent to the selected experts
(October 2020) and a timeframe of 2 weekswas given to get
the answers. These responses were collected by the Steer-
ing Committee and then after 45 days, the second round
of questionnaires was sent to the experts, including a sum-
mary of the results of the first round (November 2020). In
this manner the experts could “align” with the thoughts of
other participants, allowing them to change their answer
or remain with their previous response.
The filled second questionnaires were collected again,

and a systematized data analysis was carried out to
describe the consensus reached. By agreement, the follow-
ing levels of consensus were established: (1) no consen-
sus when <65% of concordant answers were attained in
the second round; (2) moderate consensus when achiev-
ing between 65%–85%; and (3) high consensus when reach-
ing >85%.

2.6 Consensus conference

An online meeting conference convened by M.A.A was
held on November 2020. During this meeting, the results
from each question to the second questionnaire were pre-
sented. Discussion during the meeting specifically dealt
with those answers not reaching consensus after the sec-
ond round and those answers requiring further discussion.
These specific questions requiring further discussion were
clarified, and consensus was reached among those present
at the conference.

2.7 Data analysis

After the first and second round, the answers to each ques-
tion were individually analyzed by descriptive statistics
with data presented as absolute values and percentages,
as well as means using a specific software.† In addition to
statistical descriptors, in those questions where consensus
was not achieved, the expert’s comments were taken into
consideration, as well as any personal observation opposed
to the consensus achieved by the experts.

†Microsoft Office Excel, Los Angeles, CA, USA

3 RESULTS

A total of 221 experts from LA were invited to participate
in this study. In the first round, 100% of the participants
answered the questionnaire and 214 (96.83%) participated
in the second round. The distribution of experts for each
country is depicted in Table 1.
In the first round, the established threshold for consen-

sus (>65%) was achieved in 42 questions (65.63%) and in
the second round this level reached 51 questions (79.69%).
Moderate to high consensus was reached for all the ques-
tions in three fields: “risk factors and risk indicators,”
“diagnosis and treatment of peri-implant conditions and
deficiencies,” and “prevention and maintenance.” The
field of “prevalence” did not reach consensus on any of
the questions. The consensus achieved for each field is
depicted in Figure 1 and Table 2.
The field of “Diagnosis” reached high consensus in four

out of the eight questions. Most of the experts agreed that
an initial radiograph following implant loadingwill be nec-
essary to determine baseline bone levels (98.13%) and that
an additional one after a loading period between 6 and 12
months should be taken to establish a bone level reference
following physiological remodeling (96.73%). They also
agreed that bleeding on gentle probing should be the main
parameter for early diagnosis of peri-implant mucositis
(85.51%) and that early diagnosis of this condition will
decrease the incidence of peri-implantitis (97.20%). How-
ever, no consensus was reached regarding the role of prob-
ing (63.08%), the probe material (56.54%), or the ideal
radiographic analysis to determine peri-implant marginal
bone loss (58.88%) (Table 2A).
The field of “risk factors and risk indicators” reached

high consensus in 6 out of 7 questions. Most of the experts
considered that plaque/biofilm (87.38%), lack of profes-
sional supportive therapy (92.52%) and history of periodon-
tal diseases (90.19%) as a risk factor for peri-implantitis.
Likewise, most of the respondents estimated that smoking
(97.66%), uncontrolled diabetes (96.26%), and peri-implant
keratinizedmucosa deficiency (89.25%) should also be con-
sidered risk factors for peri-implant diseases (Table 2B).
Most of the questions in the field of “surgical and

prosthetic considerations” reached a moderate consensus.
Most of the experts agree that the quality of the implant
placement surgical procedure will influence the risk of
peri-implantitis (90.19%). However, experts agreed that
immediate implants (81.31%) and placement of implants
in previously regenerated bone (80.84%) was not a risk
factor leading to peri-implant diseases. Although there
was consensus that similar roughness implants (70.56%)
and bone level implants will be more common (76.64%),
there was no consensus for the location of the implant
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F IGURE 1 Level of consensus reached on each field (% distribution)

shoulder in regard to the bone in relation to the type of
prosthesis. Experts believed that the tendencywill be to use
screw-retained prosthesis (70.56%). In cases where there is
a need for an intermediate abutment,most experts selected
polished abutments (88.32%) and with the highest possible
transmucosal component (84.11%) (Table 2C).
No consensus was reached whether the prevalence of

peri-implantmucositis (64.02%), peri-implantitis (64.02%),
and peri-implant soft tissue deficiencies (47.20%) will be
higher, similar, or less in the future (Table 2D).
In the field of “treatment of peri-implant mucositis,”

most of the expert agree that a combination of approaches
for mechanical debridement will be used (93.93%). How-
ever, no consensus was reached for the ideal curette mate-
rial (37.38%) or for the role of lasers in the treatment of
peri-implant mucositis (43.46%). Moderate consensus was
reached for the rest of the items (Table 2E).
In the field of “treatment of peri-implantitis” most

experts have a clear perception that the treatment of
peri-implantitis will be mainly performed by a specialist
(98.13%). Further, they agree that a non-surgical phase will
be necessary before surgery (93.46%) and that the choice of
treatment approachwill depend on the peri-implant defect
morphology (99.07%). There was high consensus for the
combination of mechanical and chemical approaches to
decontaminate the implant surface (95.33%) and also for
the combination of different tools to mechanically debride
the exposed implant surface (97.20%). Although a high
consensus was obtained regarding the use of a bone substi-

tute (95.33%) and a membrane (92.99%) in reconstructive
treatments, a moderate consensus was reached regarding
the standard bone replacement graft (74.77%). Moreover,
no consensus was attained regarding the use of growth fac-
tors (59.35%) or anti-inflammatory agents (50%) as adjunc-
tive agents (Table 2F).
The questions related to the field “diagnosis and treat-

ment of peri-implant conditions and deficiencies” pro-
videdmoderate to high consensus in every item. Therewas
a clear high consensus for the role of mucosal thickness in
the aesthetic outcome (99.07%) and its relation with peri-
implant health (96.73%). When it relates to the treatment
of peri-implant soft tissue dehiscence/deficiencies, moder-
ate consensus was reached for the type of graft to be used,
for the need of removing or changing the prosthesis, and
for the predictability of reconstructing the interproximal
papilla (Table 2G).
All items achieved moderate to high consensus in

the field of “prevention and maintenance.” All the
experts agree that prevention of peri-implant diseases
will be reached by means of hygiene and patient behav-
ior. There was high consensus that individualized oral
hygiene instructions should be given based on the abil-
ity of each patient (99.53%). The treatment of peri-
odontitis, the improvement of keratinized mucosa, and
the accessibility of the implant restoration to hygiene
will be important factors in the prevention of peri-
implant diseases and maintenance of peri-implant health
(Table 2H).
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4 DISCUSSION

The results from the present Delphi study provide impor-
tant useful and updated information on the trends in diag-
nosis and treatment of the peri-implant diseases and condi-
tions in LA. Different institutions and organizations have
recently used this methodology to generate consensus on
various topics in dentistry.16,18 The importance of these
results ismagnified by the fact that the studywas carried in
LA, which presents a unique cultural and economic envi-
ronment. Moreover, the relevance of these results lies in
the fact that opinions were consulted from a wide range of
experts in implant dentistry (certificate/degree from uni-
versity and/or more than 10 years of experience in the field
of dental implantology) from across LA and from a diver-
sity of settings, from the academic field to those work-
ing primarily in private practice or in the public health
sector.

4.1 Diagnosis

The diagnosis of peri-implant health or disease is based on
a combination of clinical (presence or absence of bleeding
onprobing alongwith themagnitude or stability of probing
depth) and radiographic outcomes.7 In the present study
there was a very high consensus that bleeding on gentle
probing should be the parameter for the early diagnosis of
peri-implant mucositis, because early diagnosis and treat-
ment of this condition will decrease the incidence of peri-
implantitis. However, no consensuswas achieved in regard
to the ideal probe material, because its preference may be
more subjective than evidence based. Experts also agreed
that baseline radiographs after implant loading should be
necessary to determine the initial bone levels. However,
because it is important to consider the physiological bone
remodeling phase, the experts agreed that a radiograph 6 to
12 months after loading should be considered as the initial
reference, which is in line with the recommendationmade
in theWorldWorkshop on theClassification of Periodontal
and Peri-Implant Diseases and Conditions 19. It is remark-
able that the experts did not agree with respect to the ideal
radiographic analysis to determine peri-implant marginal
bone loss, with some recommending the use of periapi-
cal radiography, others cone beam computer tomography
(CBCT) and others, both. Although the use of CBCT in the
diagnosis of peri-implantitis may be questioned from the
ethical point of view, a recent study has shown that the
accuracy of diagnosing specific defects was higher when
using CBCT as compared to periapical radiographs, con-
cluding that clinicians should be aware of the limitations
of conventional radiographs.20

4.2 Risk factors and risk indicators

Itťs worthy to note that the experts agreed that
plaque/biofilm, lack of professional supportive ther-
apy, and history of periodontal diseases were true risk
factors for periimplantitis, what is in agreement with the
current scientific evidence.21,22 In this sense it would be
interesting to confirm whether there is a dose-dependent
effect of these factors with the risk of peri-implantitis.
Likewise, experts agreed that smoking, diabetes, factors

related to prostheses, and peri-implant keratinizedmucosa
deficiency (< 2 mm) would be considered as risk factors
for peri-implant diseases.19 Today, the role of these factors
in the development of peri-implantitis is still inconclusive.
The recently developed Implant Disease Risk Assessment
(IDRA) might be useful as a checklist to identify modifi-
able risks before implant therapy and as a tool to commu-
nicate the level of risk to the patient.9

4.3 Surgical and prosthetic
considerations

Is important to note that in this item, low tomoderate con-
sensus was achieved, what may be explained by the high
variety of implant and prosthetic systems and components
that may lead to diverse surgical and prosthetic protocols
Different aspects of the surgical procedures,which could

influence the incidence of peri-implant diseases, were
agreed among the experts. Among the most important
opinions we can highlight that there was no consen-
sus in the “implant depth positioning” (subcrestal, cre-
stal, or both). This could be supported by evidence show-
ing that although subcrestal implants have resulted in
slightly less crestal bone loss when compared with epi-
crestally placed implants, no statistically significant differ-
ences have been reported.23,24 There was a high consen-
sus that over-contoured restorations have the potential to
retain plaque andwill risk the development of peri-implant
diseases, which is in line with a study reporting that emer-
gence angles of >30 degrees were a significant risk indi-
cator for peri-implantitis.25 Although it seems that screw-
retained prosthesis was the consensus trend for the future,
when using cemented prosthesis special care should be
taken to avoid excess cement.26

4.4 Prevalence

Two out of three experts answered that the prevalence of
peri-implant diseases was going to increase, which can
be justified by the increasing number of patients with
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implant-supported restorations together with an increase
in life expectancy,18 however, there was no consensus on
specific prevalence levels, which can be explained by the
scarcity of prevalence studies in LA and the lack of agree-
ment in disease definition among published studies makes
it difficult to pool estimates of disease prevalence.27

4.5 Treatment of peri-implant
mucositis

During theConsensusmeeting itwas clearly stated that the
early treatment of peri-implant mucositis is the key strat-
egy to prevent peri-implantitis. There was consensus, that
both, mechanical and chemical approaches will be used
for biofilm removal. However, no consensus was achieved
to confirm which should be the ideal protocol. Also, it
was discussed that ideally, the instruments used to effec-
tively clean smooth surfaces should be innocuous to avoid
surface damage and to not affect the implant–soft tissue
interface.28 It is important also to remark that other factors
apart from debridement and decontaminating should be
taken into consideration, such as ease in the accessibility
to clean, with the implant position and angulation, supras-
tructure design and the anatomy of peri-implant hard and
soft tissues important determinants.29

4.6 Treatment of peri-implantitis

Experts agreed that the treatment of peri-implantitis
should mainly be carried out by a specialist. There was
a clear consensus that initial treatment should include a
non-surgical phase. However, non-surgical therapy may
not be enough to arrest disease and surgery may be
indicated.30
Mechanical implant surface decontamination will

remain the main approach for biofilm removal by com-
bining different tools, although the adjunctive use of
chemical agents will be more frequent. However, there
was no consensus on which should be the ideal chemical
agent, what is in agreement with the current scientific
evidence.31 When focusing on resective surgery there was
high consensus for the use of implantoplasty to smoothen
and flatten the implant surface, which is in agreement
with some authors reporting the effective use of this this
aggressive approach when the exposed implant surface
cannot be otherwise reconstructed.32,33
When using bone reconstructive surgeries there was

high consensus on the use of a bone substitute as a replace-
ment graft to fill the defect and the use of a barrier mem-
brane to cover the graft. Nevertheless, these predictions do

not fully agree with the current available evidence, report-
ing that the use of a bone substitute has only shown an
added positive value on radiographic outcomes,34 and the
advantage of using a membrane remains unclear.35 For
this reason, well-designed controlled clinical trials will be
needed to confirm this prediction. There was moderate
consensus towards the use of xenograft rather than autol-
ogous or allogenic grafts. This agrees with evidence that
shows that lateral bone augmentation procedures either
simultaneous or staged to implant placement have used
xenografts as the standard of therapy.36,37
Interestingly, no consensus was reached regarding the

use of anti-inflammatory agents as adjunct to the treat-
ment of peri-implantitis, in spite of the agreed inflamma-
tory bases of this disease.19 Recently, some studies have
shown that macrophage phenotype and specific inter-
leukins may play an important role in disease pathogene-
sis and progression of peri-implantitis38–40 and, therefore,
future trends to treat peri-implantitis may involve anti-
inflammatory agents to modulate inflammation and coun-
teract peri-implant tissue destruction.41–43

4.7 Diagnosis and treatment of
peri-implant conditions

Soft tissue deficiencies at implant sites are not a rare
finding.44 These conditionsmay be related to implant mal-
position, thin soft tissue phenotype (including keratinized
mucosa andmucosal thickness), marginal bone loss or soft
tissue inflammation, among others.When focusing on soft
tissue thickness there was high consensus on its impact
on aesthetic outcomes and the prevention of marginal
recession, which is in line with a recent clinical trial
showing that adding a connective tissue graft to imme-
diate implants significantly prevent the apical displace-
ment of the gingival margin.45. It has also been demon-
strated that peri-implant siteswith>2mmsoft tissue thick-
ness were associated to less bone remodeling, which may
impact the future risk for further bone loss.46 Similarly, the
experts agreed that soft tissue thicknesswould impact peri-
implant health.
Peri-implant soft tissue deficiencies can occur as the api-

cal shift of the mucosal margin, as a discrepancy between
the length of the implant-supported crown and the homol-
ogous natural tooth or a combination of both. The experts
agreed that the diagnosis of these deficiencies should be
based on the bucco-lingual position of the implant and the
height of the interproximal soft tissue, similarly to what
has been proposed by Zucchelli and coworkers.47 This clas-
sification also considers these factors to evaluate the pre-
dictability of the treatment of buccal soft tissue deficiencies
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when using autologous grafts together or not with pros-
thesis removal and/or prosthesis change. Interestingly, the
experts agreed with most of the steps described in this new
classification.

4.8 Prevention and maintenance

Most of the experts agreed that preventive strategies will
be efficient to control peri-implant diseases. It is well
known that patient compliance and professional support-
ive therapy can minimize the incidence of peri-implant
diseases.48 Despite the fact that 100% of the experts believe
that prevention of peri-implant diseases will be achieved
through personal oral hygiene and patient behavior, the
experts strongly believed that clinicians also play a fun-
damental role in the prevention of these diseases. In this
scenario, there was a high consensus for the fact that
oral hygiene instructions should be given individualized
according to the characteristics of each patient. It has
been shown that under good clinical conditions, full com-
pliance by the patient could be even more important
than recurrent professional intervention and, therefore,
it is important that during maintenance appointments
oral hygiene by the patient is checked and modified if
necessary.49
Although a reasonable maintenance interval between 5

and 6months has been suggested to reduce the risk of peri-
implant diseases,50 experts believed that in the presence
of systemic risk factors, this frequency should be every 3
months. Moreover, factors such as the presence of active
periodontitis, the absence of keratinized mucosa or the
accessibility to oral hygiene may play an important role
during preventive strategies.9

5 CONCLUSION

The use of Delphi methodology has resulted in the devel-
opment of trends for the diagnosis and treatment of peri-
implant diseases and conditions in LA. The consensus and
discrepancies reached among the experts will be used by
the Ibero-Panamerican Federation of Periodontology as a
tool for reinforcing those aspects in the diagnosis, preven-
tion and treatment of peri-implant diseases where consen-
sus among experts was not fully achieved, also identifying
areas of future research.
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