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For many years now, dental academics and practitioners have been thinking about quality 
guidelines. Early in this process, BDIZ EDI considered it his responsibility to develop a quality 
guideline for implantology by consensual cooperation with academics and practitioners. 
More than 25 years ago, the Quality and Registry Committee of BDIZ EDI formulated initial 
standards for implant systems. The BDIZ EDI manual on the Implant Registry and on the 
Registry for Regenerative Materials has appeared in numerous editions. The establishment 
and development of an extensive network of competent dental experts has for many years 
been as important a contribution towards quality assurance as the introduction of quality 
management systems in dental offices and clinics. The White Book on Implantology, which 
appeared in 2000, described all dentist-related aspects of quality in implantology. However, 
long-term trends show that a qualitative evaluation of dental services is a difficult endeavour 
that has given rise and will continue to give rise to much controversy and discussions. 
 
The objective of our Quality Guideline, which first appeared in June 2002 and is pre-sented 
here in an updated version, is to offer dentists active in the field of implantology and, 
wherever possible, also patients a system of yardsticks against which to evaluate the work. 
The Quality Guideline is also intended for self-evaluation and self-assessment, since only 
the treatments providers themselves know the baseline situation, their own work and their 
patients with all their expectations and problems. Dentists and patients can evaluate how 
the prevailing conditions – which will influence any medical treatment, sometimes decisively 
so – have affected the treatment result in question, either positively or negatively. Patients, 
too, need reliable and comprehensible criteria to evaluate treatment results. 

It should be noted that the criteria defined in this Quality Guideline are based on the 
re-quirements of dental science and are therefore valid only in a political and scientific 
environment in which these requirements are not disregarded, as is unfortunately the case 
within the German statutory health insurance system and increasingly also within German 
private health insurance. The factual statements within this Quality Guideline will therefore 
be equally valid in countries outside Germany. On the other hand, these Guidelines cannot 
be transplanted to healthcare systems in which the application of the results of dental 
science is restricted by governmental or non-governmental institutions, thus affecting the 
dentist–patient relationship. Attempts to do so would lead to incorrect conclusions and 
results. 

In 2002, the Quality Guideline was a first attempt to describe the meaning of quality in 
implantology in Germany. The Guideline has been consistently modified and updated and 
will continue to require continuous modification. 

The term “dentist” includes oral and maxillofacial surgeons, who in Germany invariably have 
a dual licence to practice, both as physicians and as dentists. 

The present version of this Quality Guideline was approved by the Board of Directors of 
BDIZ EDI in March 2019.  
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Introduction 
 
Encouraging mutual trust 
Any medical activity must be based on constructive discourse and mutual trust between 
patients and physicians, or in our case between patients and dentists. To encourage and 
maintain this mutual trust is the daily job of all parties involved. The responsibilities of both 
parties – patience and dentists – must be well-defined. Together they have a deci-sive 
influence on the treatment result. Patient behaviour can contribute significantly to treatment 
success (or failure). Dentists in turn have an obligation to provide the best possible individual 
treatment for their patients, to the best of their knowledge and as seen from a professional 
point of view. In doing so, it is not only the professional competence that counts; social 
competence is also an important success factor. In today’s consumer society, patients’ 
financial resources are often limited, and different patients have different priorities. This 
means that dentists will have to optimize the use of their resources to achieve the best 
possible result in each individual case. 
 
If dentists are working within systems or in environments in which financial constraints or 
patient decisions do not allow them to employ the dental means that would be individually 
feasible and for the best of the patients, they may respond to this situation by reducing the 
means and limiting the methods employed. This may also affect implantology as a treatment 
method. The quality of the treatment must in any case be commensurate with the treatment 
method that was ultimately chosen. Any reductions should affect the treat-ment level, not 
the quality of treatment required to maintain the selected treatment level. 
 
In developing the present Quality Guideline, some internationally well-known definitions of 
quality management were intentionally not followed in every respect. This made it possible 
to address the specifics of dentistry in a distinct manner, offering dentists specific support 
for their daily practice. 
 
It has repeatedly been confirmed in surveys that Germans are satisfied with their dentists. 
While this is gratifying, it also imposes an obligation on dentists as patients expect a high 
level of professional competence. Individual dentists can achieve this competence and 
improve on it in different ways – all of which require dentists to know exactly where they 
stand. Dentists are regularly faced with challenges somewhat outside their daily routine, 
which will invariably create uncertainty. The fact that these challenges do not appear 
regularly or frequently does not say anything about the level of quality at which they are met. 
All dentists, however, should be able to assess objectively their individ-ual skills and 
capabilities. The presence practical Quality Guideline for Implantology forms the basis on 
which such assessment can be objectivized that allows all dentists to identify the strengths 
and weaknesses of their performance. Only dentists who know what deficiencies persist can 
take the appropriate steps to address them. Very important in this context is the need to 
consider all factors that have any bearing on a given course of treatment. The treatment 
providers themselves are the ones who know these factors best. They have to realize and 
document these factors in order for their treatment to be successful. This also implies that 
comprehensive and well-structured medical history data and documentation are 
preconditions for success, at the same time limiting and repairing the damage in the case of 
failure. This fact alone obliges treatment providers to evaluate their work critically and 
objectively. 
 
Patient? Customer? Consumer? 
In dentistry, too, more and more people like to speak of service providers and customers. 
While this may be slightly irritating from the point of view of professional ethics, it is not 
possible to negate this development. An increasing number of patients expect to be seen 
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and addressed as customers. This is understandable, as a considerable number of all dental 
treatments are elective treatments, while the number of treatments with a strict medical 
indication is shrinking due to successful dental prevention. In addition, patients now 
generally have to pay for at least part of their treatment out of their own pockets. Aesthetic 
considerations have always played a significant role in dentistry. But this does not mean that 
patients are less apt to criticize their dentists after having received an aestheti-cally excellent 
treatment. Patients have long seen themselves as consumers within the healthcare system, 
especially in dental care. Those who deny this fact need a reality check. This does not mean, 
however, that the relationship of mutual trust that should exist between patients and dentists 
is in any way obsolete. Patients who see themselves as consumers will source their services 
where they feel that this mutual trust exists. The best way for dentists to react to this 
development is to be honest with themselves about their own capabilities, strengths and 
weaknesses and – building on this – also to be honest with patients. The present Quality 
Guideline may assist them in these efforts. 
 
Patient compliance 
All definitions of quality in dentistry need to take account of the fact that the patient’s 
compliance and cooperation is an essential success factor. Therefore, some of the sections 
of this Quality Guideline emphasize patient compliance in their introductory statements 
and/or evaluation tables. Dental efforts cannot be successful in the long term without patient 
compliance. 
It is impossible to anticipate every event or development in a medical context, even when 
performing according to the state of the art. The biological response of the human organism 
will often not be amenable to “programming”, a fact that must not be forgotten. Consequently, 
quality guidelines do not and will not constitute any warranty for state-of-the-art dental 
services. 
 
Areas of application 
The present recommendations concern patients scheduled for outpatient surgical 
procedures in local or intubation anaesthesia or in whom a disease of the masticatory system 
is scheduled to be investigated. 
This Quality Guideline should be read as a recommendation. It describes the necessary 
steps to be taken in standard cases. They do not exclude the possibility that the specifics of 
the individual case might warrant deviations from the suggestions made in this Quality 
Guideline. However, this would presuppose at least a cursory log of such treatment decisions 
in the patient documentation; patients must be duly informed and give their consent. 
The recommendations are meant to assist practitioners in their interactions with their 
patients and to protect them from unjustified legal challenges. At the same time, treatment 
results may be improved by adhering to standardize procedures and treatment planning. 
 
Interdisciplinary collaboration of practitioners and academics 
This Quality Guideline was developed by intensive collaboration between university dental 
centres, professional associations in Germany and other European countries, numerous 
practitioners and BDIZ EDI as an umbrella organization and initiator. It is about time for 
universities and the field to reach a consensus and to set standards facilitating a successful 
and economically sustainable practice of dentistry now and in the future. This can only be 
assured if the dentists contribute their professional competence. Future discussions on the 
subject will require that practitioners and academics agree completely on matters to ensure 
that future guidelines are equally practical in scope. Success cannot be measured by what 
can possibly be achieved in an academic environment, but what can be achieved in the field, 
in a well-organized dental practice. 
 



6

BDIZ EDI Quality Guideline for Implantology

BDIZ EDI Quality Guideline for Implantology 
March 2019 

Page 6 von 19 

 

 

BDIZ EDI 
Mühlenstr. 18 
D-51143 Köln 
GERMANY 
 
Fon: +49-2203-80 09 339 
Fax: +49-2203-91 68 822 
office@bdizedi.org  
www.bdizedi.org 

Keeping guidelines up to date 
In a field like dentistry, characterized by rapid development and continuous change, 
guidelines, once defined, will never be definitive and will never be able to assure quality for 
all time to come. In a way, guidelines are only snapshots that must be periodically examined 
for continued validity and updated as needed. Guidelines are dynamic and practical models 
for optimization that can be employed by any dentist. The principles in the introductory 
sections for the individual quality evaluation criteria are an integral part of this Quality 
Guideline. They are a prerequisite for being able to employ the tables with evaluation criteria 
at the end of this Quality Guideline, not least because they contain important hints and 
supplementary information. 
Guidelines not only influence practical activities and training, but they will also affect 
university education and continuing education. The Quality Guideline for Implantology was 
first published in 2002. The present version was updated in March 2019. 
 
Objective 
One of the objectives of the Quality Guideline for Implantology is to provide a tool for dentists 
to assist their individual position about various activities and treatments. There will probably 
never be any dentists who are able to call themselves “A+” dentists regarding their entire 
range of professional activities pursuant to this Quality Guideline. All dentists are better at 
some tasks and less good at others, moving daily within a broad range of assessment levels. 
This means, however, that dentists must have both the opportunity and the ability to identify 
the areas where they need to deepen or update their knowledge or skills. At a time in which 
new products and techniques keep flooding the market, it is almost impossible for individual 
dentists to stay abreast of developments in every area of dentistry that they practice. The 
present Quality Guideline permits all dentists to identify their relative positions and to improve 
where necessary and appropri-ate. 
 
Implementation 
The implementation of this Quality Guideline requires new ways of thinking on the part of 
many dentists. This rethinking process will reward all those who are honestly interested not 
only in providing “services” to their patients/customers but in offering them individually 
optimized dental treatment. It is by conscious choice that the Quality Guideline generally 
disregards structural and process quality in implantological treatment. Structural and process 
quality have been sufficiently defined in BDIZ EDI’s White Book on Implantology and many 
quality management systems available on the market. The Quality Guideline does not intend 
to prescribe or introduce standardized treatment processes or office structures. The dentist’s 
profession is a liberal profession, and it will continue to be up to dental practitioners 
themselves how they achieve the required quality. It is their responsibility that it is. Their 
patients will appreciate it. 
 
Fundamentals 
 
Oral implantology defined 
Oral implantology is concerned with the insertion of and the provision of 
superstructures for implants (= fixtures, “artificial roots”) in the jawbones of partially 
or completely edentulous patients. Implants are also used for stabilizing and fixating 
epitheses. The choice of implant system, implant locations and number of implants 
must be appropriate to the baseline situation and the planned restorative treatment. 
Implant and superstructure are meant to help restore mastication, swallowing and 
speech functions and to improve aesthetics. Oral implantology is and will continue 
to be in a steady flux so. 
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Quality assurance in oral implantology 
Since finding recognition in scientific circles, based on the biological concept of 
osseointegration, oral implantology has become an important part of current-day dentistry, 
which must now be taken into consideration whenever a treatment plan is established for 
the oral rehabilitation of partially or completely edentulous patients. Implant therapy can be 
subdivided into implant surgery and implant prosthetics. The surgical aspect has to consider 
the principles of oral and periodontal surgery, while the restorative aspect has to consider 
the principles of hybrid and crown and bridge restorations. It is advisable – by analogy with 
the SAC classification proposed by Sailer and Pajarola (1996) – to divide implant cases into 
simple, advanced and complex cases. 
 
«SAC»criteria (Sailer and Pajarola, Atlas Orale Chirurgie): 

– S = Simple case. Surgery without anatomical risks or major technical challenges. 
Low complication rate. May be performed on an outpatient basis by well-trained 
general dentists. 

– A = Advanced case. Surgery with anatomical risks, some technical challenges. 
Complications must be anticipated. May be performed on an outpatient basis by 
dentists with surgical training. 

– C= Complex case. Difficult procedure, considerable surgical difficulties, major 
proce-dure. Complications must be anticipated. May be performed by experienced 
dentists with surgical training or by maxillary surgeons. 

 
With increasing levels of difficulty, collaboration and teamwork between all actors in-volved 
in the surgical and restorative procedures become increasingly important. Teamwork 
requires a trustful and close cooperation aimed at optimizing treatment success, regardless 
of whether the entire treatment is performed by a single dentist or by several dentists/dental 
offices cooperating. The theoretical basics of oral implantology should be taught at 
universities as an integral part of a course of dental studies. Practical training, by contrast, 
will be obtained within the framework of continuing education. 
The following aspects should be noted: 

– For the surgical and restorative aspects of the treatment, postgraduate training in 
oral surgery or periodontology and prosthetics with a clinic or a specialist is 
recommended. 

– In addition, special training for the implant system to be used and continuing spe-cific 
education for the field are an advantage. 
 

This Quality Guideline was drafted by analogy with the Guidelines for Quality Assurance first 
laid down in 1996/7 by the Expert Commission of the Swiss Society for Oral Implantology 
(Schweizerische Gesellschaft für orale Implantologie, SGI) and has been updated according 
to the revised version of the Swiss Dental Association (Schweizerische Zahnärzte-
Gesellschaft, SSO) dated 2014. It is also based on the Guidelines issued annually or 
updated by the European Consensus Conference (EuCC) under the auspices of the BDIZ 
EDI since 2006 (available at www.bdizedi.org > English > European Consensus 
Conference). 
The authors principally approve of the formulation of guidelines according to the system 
proposed by the American Association of Oral and Maxillofacial Surgeons (AAOMS): 
Parameters of Care for Oral and Maxillofacial Surgery 1995. 
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Principles for the development of guidelines 
– Evidence-based medicine 
– Dentists as specialists, dentists’ medical responsibility 
– Consideration of effects on the healthcare system 
– Independence of professional politics and remuneration issue 

 
Fundamental aspects of evaluation criteria 
Measures for quality insurance can be defined by reference to structures, processes or 
results. Structure and process quality are primarily determined by the person in charge of 
running the dental office, while result quality is defined by factual and professional 
guide-lines that are determined by the current state of the art. 
 
The standardization of distinct levels of treatment quality (“Guidelines A to C”) is not 
suitable for medical treatments. Rather, recommendations regarding risk factors, informing 
patients of treatment objectives and criteria for evaluating results may contribute to assuring 
the desired quality. The present recommendations therefore primarily address results-
related quality assurance. 
 
Evaluation criteria 
Defining three levels of quality within the framework of this Quality Guideline makes eminent 
sense. On one hand, the quality that can generally be achieved is covered by evaluation 
category A, “Good result, appropriate to aspire to in normal cases”. By definition, it denotes 
the result that can be achieved under normal conditions. On the other hand, discussions 
have consistently shown that dentists are not always satisfied with “good” results but would 
like to include the best conceivable treatment results in their reflections. This is why there is 
an additional evaluation category A+. This is not the individual optimum for each patient, but 
the maximum that can be achieved with the means presently at our disposal. This may 
require a great amount of time and effort.  Category A+, then, is not subject to any restrictions 
regarding the time and effort expended. If the negative evaluation matrix defines category B 
as “Deficient, potentially harmful” or category C as “Unacceptable, alternatives required”, 
potentially necessary measures may be listed 
 
It should be noted that the circumstances of the individual case will have to be consid-ered 
when evaluating a treatment. For example, a good result may not be achievable in a patient 
with extreme gagging reflexes, even though the individual optimum may have been attained. 
 
Generally, it should be noted that treatment results that must be classified as category B 
should be revised only if there is a risk of damage and it is the patient’s express wish to redo 
the respective restoration. In making these decisions, the risk of preserving the current state 
must be weighed against the risk accompanying every medical intervention, including 
revisions, improvements and re-treatment. If a result that is not in category A is left unrevised 
for a cogent reason, this fact will have to be documented in the medical history. In other 
words: A category B result does not necessarily require revision unless it is potentially 
harmful. For example, older crowns with less-than-perfect margins that have been worn by 
the patient for many years without any damage to the tissues are not an unconditional 
indication for a remake. Nevertheless, classifying this result as a category B result is still 
appropriate, as it must be ensured that the treatment result does not deteriorate and become 
a category C result. Recognizing this boundary is the key to discriminating between 
categories B and C. Category C unconditionally calls for action. Only dentists who have 
internalized the differences between the categories can give their patients the right treatment 
at the right time. 
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It should be noted for all these categorizations that the time and effort required for restoration 
or therapy must be reasonable, i.e., that all dental treatment must be based on a reasonable 
relationship between the effort expended and the patients’ individual expectations, which 
may vary greatly from patient to patient. 
 
 
Evaluation categories 
 
A+ Excellent result with no reservations whatsoever 
Treatment result or status achieved by an excellent treatment standard where neither the 
time available for treatment nor the patient’s special wishes nor any financial considerations 
dictate any restrictions. 
 
Category A+ denotes an excellent treatment result from the point of view of implant surgery 
and implant prosthetics. The treatment (procedure, modalities, result) and the restoration 
(design, technical implementation) meet the most exalted demands. The patient is 
unconditionally satisfied. No objective factors were found that might result in any negative 
biological consequences for the oral tissues. No intraoral intervention or modification of 
implants or superstructures is required once the treatment has been concluded. The result 
exceeds the treatment goals jointly defined with the patient at the outset of the treatment. 
 
A Good result, appropriate to aspire to in normal cases 
Treatment result or status achieved by a minimally acceptable treatment standard where 
there is little risk of any negative influence on the patient. 
 
Category A denotes a good treatment result from the point of view of implant surgery and 
implant prosthetics. This is the category within this Quality Guideline that dentists should 
normally aspire to. Specifically, there are no significant objective deficiencies that would 
constitute a threat to the patient’s health (systemic or local). 
 
Important: The evaluation of the treatment result must consider the following parameters: 

– The patient’s original needs and expectations 
– The baseline situation 
– Comprehensive and topical consultations/patient education by the treatment 

provider at baseline, or the absence thereof 
– Conditions under which the treatment took place 
– Time since the insertion of the restoration etc. 

 
At the same time, when evaluating the treatment result, allowance is made only for those 
limiting factors that the dentist could not influence. If the conditions prevailing during 
planning, implementation and postoperative care were optimal with regard to time, technical 
and financial considerations, etc., available as satisfactory result must be expected. 
 
 
B Deficient, potentially harmful 
Treatment result or status based on measures, or the absence of measures, that carry a risk 
of – albeit reversible – harm to the patient. 
 
Category B defines a deficient treatment result from the point of view of implant surgery and 
implant prosthetics. This may have been caused by non-treatment or incomplete treatment 
– possibly consciously or with the patient's consent– or by treatment errors or a level of 
postoperative care that does not meet professional standards. The result can be revised if 
the patient desires this. In the presence of potentially harmful elements that constitute a 
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threat to the patient’s health (systemic or local), the result should be revised by mutual 
agreement with the patient. Here, too, when evaluating the treatment result, allowance is 
made only for those parameters listed under category A and specific limiting factors that the 
dentist could not influence. 
 
 
C Unacceptable, alternatives required 
Treatment result or status based on measures, or the absence of measures, that have 
already caused irreversible harm to the patient’s masticatory organ or where such harm had 
already previously existed. 
Category C objectivizes a clearly insufficient treatment result from the point of view of implant 
surgery and implant prosthetics that mandates a revision or an alternative treatment. It is a 
direct result of non-treatment or incomplete or incorrect treatment, or negligent postoperative 
care. It is anticipated that the restoration will cause – or the restoration has caused – 
irreversible problems of oral health. A revision or alternative restoration is inevitable. 
 
As concerns patient compliance, it should be noted that this factor and its evaluation can 
influence the overall treatment results and its assessment. 
 
 
Quality criteria for implantological treatment measures 
 
List of topics 

1. Medical history 
2. Examination 
3. Treatment planning 
4. Patient education 
5. Concomitant prevention 
6. Implant surgery and implant prosthetics 

 
Five evaluation criteria are discussed and requirements are listed for each of the above 
groups. The proposed treatment measures and evaluation factors are recommendations, 
which if followed may yield a result that is satisfactory to the patient and the treatment 
provider. 
 

7. Indications 
8. Concomitant prevention objectives 
9. Risk factors 
10. Standards for treatment measures 
11. Indicators for evaluating results 

 
 

1 Medical history 
 
1.1 Indication 
Each patient’s medical history must be documented and kept up to date throughout the 
course of the treatment. A distinction is made between the general medical history and the 
specific medical history. 
 
The specific medical history provides information about the development and progression of 
an acute disease or about the efficacy of treatment. 
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1.2 Objectives 
– Patient histories provide comprehensive information about the patient’s medical 

background and existing health risks. They help make the necessary determination 
as to whether a patient will tolerate the treatment as planned. 

– In case of doubt, the physician in charge must be consulted. 
 
1.3 Risk factors 
Risk factors may adversely affect the process of documenting the patient's medical history: 

– Lack of compliance, lack of communication, systemic disease interfering with 
implant therapy 
 

1.4 Quality guidelines 
– Medical questionnaires are recommended if the results are complemented by a 

targeted interrogation. Questionnaires must be updated for each subsequent 
consultation. 

– In emergency cases, it is acceptable to obtain only a rudimentary patient history, 
which, however must still contain at least information about current health risks 
regarding anticipated emergency measures. 

– The patient data are documented in the patient’s history. 
 
1.5 Indicators for evaluating results 

– Ex-post-facto documentation of existing health risks of surgical interventions. 
– Complications related to insufficient preoperative information. 

 
 
2 Clinical examination 
 
2.1 Indications 

– A distinction is made between a clinical examination without specific complaints 
(routine check-up) and clinical examinations prompted by acute complaints or 
disease. 

– All general medical and specific examinations must be performed that are required 
for accurate planning of the surgical intervention. 
 

Required examinations: 
• Inspection 
• Palpation 
• Sensitivity testing 
• Radiograph 
• Diagnostic casts and radiological analysis 
• Examination by a general physician in the case of concomitant conditions 

 
Additional examinations: 

• X-ray in a second plane 
• Measurement of mucosal thickness 
• Cone-beam computed tomography (CBCT); according to the Guideline, CT is no 

longer to be used for 3D implant planning) 
 

2.2 Objective 
The objective of each clinical examination is to arrive at a diagnosis. The minimum result to 
be achieved is a differential diagnosis. This objective can be reached by a synopsis of 
medical history and clinical examination. Clinical examinations allow objective assertions on 
factors such as outer appearance, neurological state and function. 
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– The diagnosis of a differential diagnosis is the basis on which a treatment plan is 

being made. 
– The indication for a surgical intervention is based on these documents. 

 
2.3 Risk factors 

– Lack of appreciation of necessary treatment measures on the part of the patient or 
his or her relatives; may be concealed 

– Physical obstacles (mouth-opening problems, physical handicaps. etc.) 
– Neurologic dysfunction 
– Neuromuscular disease 
– Psychological inhibitions 
– Time constraints 
– Lack of compliance on the part of the patient or his or her relatives 
– Factors inhibiting the clinical examination must be documented. 
– The risks of any diagnostic procedures must be discussed with the patient. 
– The patient must be educated about the risks if certain necessary examinations are 

refused or if information about health risks are missing (patient signature required). 
 

2.4 Quality guidelines 
What is documented is the desired result of a clinical examination, both from the patient’s as 
from the treatment provider’s point of view. The examination includes all pathological 
processes and describes the baseline situation. 
The oral examination includes the systematic evaluation of: tooth status, periodontal status, 
occlusion, articulation, mucosal status, functional status, and sensory status. 
The radiological examination proceeds in a differentiated manner from the more general to 
the more specific, following general radiological diagnostic recommendations. 
Additional examinations (for which a referral to a specialist may be required) – such as 
bacteriological analyses, blood analyses, allergy testing, material analyses – are arranged 
on a selective basis. 
If no precise diagnosis can be made, it is mandatory to refer the patient to a specialist on 
short notice. This is particularly true of patients in whom undefined infections or malignant 
processes are suspected. 
The results are documented as part of the patient history. 
 
2.5 Indicators for evaluating results 
Discrepancies detected during follow-up when comparing the diagnosis with the results of 
the examination (clinical, radiological). 
Pathohistological findings that deviate from the diagnosis or differential diagnosis made. 
 
 
3 Treatment planning 
 
3.1 Indication 
A treatment plan is required for every patient and must be documented and kept up to date 
over the course of the treatment. 
 
3.2 Objective 
Based on the medical history and patient examination, all case-specific factors should be 
included in the treatment procedure and implementation planning. 
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3.3 Risk factors 
Lack of compliance and insufficient communication between multiple treatment providers 
(implant surgery and implant prosthetics) may adversely affect treatment planning. 
Insufficient prosthetic or surgical planning 
 
3.4 Quality guidelines 
Treatment plans must be documented. Implant surgery and implant prosthetic procedures 
are governed by the principles of oral surgery and fixed or removable prosthodon-tics. These 
principles must be considered during treatment planning. 
 
3.5 Indicators for evaluating results 
Discrepancies during follow-up when comparing the treatment planning with the treatment 
results (clinical, radiological). Pathohistological findings that deviate from the diagnosis or 
differential diagnosis made. 
 
 
4 Patient education 
 
4.1 Indication 
Patient education is required for every patient. It comprises all planned surgical, 
periodontological, implant-surgical and implant-prosthetic measures. 
 
4.2 Objectives 
Detailed patient education about the following aspects of the treatment meet legal 
requirements and ensure that the patient’s right to information about his or her treatment is 
respected. 

• Planned treatment measures 
• Serious treatment alternatives from a dental (not financial) point of view 
• Treatment procedures 
• Treatment risks potentially associated with the treatment (including periodontitis), 

unless completely irrelevant 
• Cost of treatment 
• Measures to be taken by the patient during and after the treatment in order not to 

jeopardize the treatment result 
• Recall visits 

 
4.3 Risk factors 
Lack of appreciation of necessary treatment measures or lack of compliance on the part of 
the patient or his or her relatives. 
 
4.4 Patient education standards 
Explanation of the surgical and other treatment risks and benefits; explanation of the risks in 
case of failure; information about alternative solutions; cost estimate. Patient education is 
based exclusively on dental aspects, disregarding the patient’s health insurance status. 
Financial constraints may result in other treatment options being chosen. This fact should 
be documented in the patient’s history. 
 
4.5 Indicators for evaluating results 
Written documentation of the key factors about which the patient was educated; patient’s 
written approval on medical history forms, printed information and cost estimates. 
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5 Concomitant prevention 
 
5.1 Indications 
The long-term success of every income to logical treatment will depend in part on the pre-
implantological and post-treatment oral hygiene on the part of the patient’s and 
post-operative follow-up with recall schemes and professional tooth cleaning. 
 
5.2 Concomitant prevention objectives 
Preservation of oral health by preventing or treating any infection or re-infection of 
periodontal and peri-implant tissues. 
 
5.3 Risk factors 
Lack of appreciation of necessary treatment measures or lack of compliance on the part of 
the patient. 
Poor oral hygiene. 
 
5.4 Standards 
Within the framework of an individual, problem-oriented prevention scheme, medical history, 
diagnosis, recommended measures, prescribed AIDS, professional tooth cleaning, 
treatment measures and postoperative controls should be documented in index form. 
 
5.5 Indicators for evaluating results 
In addition to a description of the clinical situation, repeated assessments of the hygienic 
status and gingival and periodontal health are indicators of treatment success. 
 
 
6 Implant surgery and implant prosthetics 
The statements on implant surgery and implant prosthetics are organized as follows: 

6.1 Potential treatment alternatives 
6.2 Indications of implant treatment 
6.3 Objectives of implant treatment 
6.4 Risk factors 
6.5 Therapeutic quality guideline 
6.6 Indicators for evaluating results 
6.7 Responsibilities in the event of failure 
 

6.1 Potential treatment alternatives 
Treatment alternatives not including implantological measures, such as conventional 
restorative solutions, should be presented to the patients. 
 
6.2 Indications of implant treatment 

– Rehabilitation of partially or completely edentulous patients (single-tooth gaps, 
cantilever situations, extensive edentulous bases, completely edentulous jaw) 

– Tooth agenesis or hypodontia; tooth loss or defects caused by trauma or tumours 
– Hard-tissue or soft-tissue defects in the oral or maxillofacial region 
– Masticatory dysfunction (maxillary and/or mandibular deformities) 
– Aesthetic deficiencies 
– Speech disorders 
– Pronounced atrophy of the alveolar ridge, insufficient denture retention 
– Pain (nerve compression, soft-tissue irritation) 
– Allergies 
– Use of implants in orthodontic treatment 
– Retention of epitheses and obturators 
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6.3 Objectives of implant treatment 
Bone and soft-tissue integration (osseointegration) of one or more implants without injury to 
the adjacent anatomical structures serving one or more of the following purposes: 

– Restoration/improvement of masticatory function 
– Restoration/improvement of aesthetics 
– Restoration/improvement of phonetics  
– Preservation of natural hard dental tissues 

Preservation of anatomical structures (prevention of activism of the alveolar ridge, 
prevention of occlusal, prevention of incorrect loading) 

– Avoidance of risky fixed restorations (white-span bridges, bridges with cantilevered 
pontics) 

– Reduction/removal of pain 
– Simplification of orthodontic procedures 
– Improvement in the stability of obturators and epitheses 
–  

6.4 Risk factors 
Clinicians must pay due attention to general risk factors. Patients must be informed and 
educated in detail regarding these risk factors. As for the local aspects, a stomathognathic 
system without infectious disease and healthy bone at the implant site are the basic 
prerequisites for implant placement. Factors potentially affecting the osseointegration of the 
implant (implant material, implant geometry, implant surface, medications) must also be 
considered. 
 
6.4.1 General high-risk factors (=absolute contraindications) 

– Severe diseases of the bones, metabolism, coagulation, cardiovascular system, 
immune system, etc. 

– Immunosuppression 
– Alcohol or drug abuse 

 
6.4.2 General risk factors (relative contraindications) 

– Radiotherapy 
– Severe diabetes, especially juvenile diabetes 
– Haemorrhagic diatheses or anticoagulant therapy 
– Nicotine abuse 
– Antiresorptive therapies 

 
6.4.3 Temporary Contraindications 

– Untreated periodontitis 
– Residual tooth roots at the implant site (possibly immediate implementation 

follow-ing extraction) 
– Local infection 

 
6.4.4 Local Risk Factors (Relative Local Contraindications) 

– Erosive or bullous diseases of the mucosa of the alveolar ridge 
– Bruxism, parafunction 
– Massive bone resorption 

 
6.5 Therapeutic quality guideline 
 
6.5.1 Surgical infrastructure 
Includes infrastructural factors such as staff, rooms, materials and medical drugs, as well as 
surgical instruments and hygienic factors. 
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Surgical workplace 
- All surgical interventions are performed using sterile instruments. 
- Appropriate hygienic situation, with a clearly indicated sterile zone: surgical field, 

instrument repository, additional equipment (drills), possibility of sterile operation of 
auxiliary instruments (OP light handles). 

- Sterile protective clothing. 
- Enough space to facilitate reanimation if required 
- Staff: trained in handling sterile supplies and assisting at surgical interventions, 

handling emergency situations; in addition, enough staff must be present to control 
any intraoperative incidents. 

-  
Surgical equipment 

- Sterile micromotors 
- Sterile water cooling for drills 
- Coagulation (optimally: bipolator) 
- Surgical field lighting 
- X-ray equipment near the treatment chair 
- Possibility to monitor the patient’s vital functions (emergency medication) 
-  

Organizational Measures 
- An emergency chart must be present that includes instructions on handling 

emer-gency situations, including the phone numbers of emergency physicians and 
emergency ambulance services. 
 

6.5.2 Implant system and implant selection 
- Quality-controlled implant system (CE certification) 
- Implantable materials must be documented by batch number (medical device 

legislation) 
 

6.5.3 Planning and teamwork 
- Planning documentation including clinical and radiological findings (implantological 

status). 
- Adequate radiological data (including surgical stent if required). 
- When working in treatment teams, the restorative planning must. precede the 

implantation. It may be fairly involved in complex situations. 
- The necessary postoperative treatment must be assured by agreement 

(implantological recall) 
-  

6.5.4 Patient Information 
- Disclosure of surgical and treatment risks (risk/benefit analysis) 
- Disclosure of risks in case of failure 
- Information about potential alternative solutions 
- Cost estimate 
-  

6.5.5 Documentation 
- Details regarding indications, treatment planning, agreements, patient information 

and the surgical and restorative procedures should be included in the patient’s 
history (surgical log, implant pass). 

- The clinical situation prior to the implantation should be documented (photographs 
or casts). 

- The position the implant should be documented radiologically after insertion. 
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6.5.6 Surgical Procedure 
- Conservation of soft tissue and bone 
- Correct surgical access 
- Prevention of heat damage to bones 
- Correct implant position (location, length, angle) 
- Implant with primary stability 
- Bone augmentation using autologous, allogenous or alloplastic material 
- Sinus floor elevation and augmentation or internal sinus lift 
- Neurolysis, repositioning of the nerve 
- Guided bone regeneration (GBR) 
- Soft-tissue grafting 

 
6.5.7 Complications 

- Postoperative bleeding 
- Injury to neighbouring anatomical structures 
- Pain 
- Neuropathies or paraesthesia 
- Infection (acute or chronic) 
- Fistulas (nasal or maxillary sinus) 
- Jaw fracture 
- Reactive gingiva hyperplasia 
- scarring 
- Implant cannot be restored 
- Instable implant 
- Implant loss 
- Tissue graft loss 
- Implant fracture 

 
6.5.8 Restorative treatment 

- A passive fit of the implant-supported restoration must be ensured. 
- The implant must not be overloaded during function. 
- The implant-supported restoration should meet aesthetic requirements. 
- The materials used must be innocuous to the implant. 
- Implant-supported restorations must facilitate oral hygiene. In addition, the patient 

should be instructed in hygiene procedures once the implant-supported restoration 
has been delivered. 
 

6.5.9 Postoperative Care/Recalls 
- Individual professional postoperative care and maintenance must be ensured. 
- The recall should be should be determined by the merits of the individual case. 
- Minimum: annual clinical recalls plus radiological check-ups after 1, 3, 5 and 10 

years. 
- In case of pathological clinical radiological findings, shorter recall intervals will 

generally be required. 
 

6.6 Indicators for evaluating results 
- Clinical examination to evaluate wound healing 
- Soft-tissue status, implant stability and radiological status after the end of the healing 

phase 
- Clinical and radiological evaluation of the implant in the functional phase 
- Subjective complaints/pain 
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- Implant stability or implant mobility 
- Local inflammation, pocket formation, peri-implantitis 
- Stable bone situation in the crestal region or bone loss 

 
6.7 Responsibilities in the event of failure 

- Early failure (healing phase): Surgical 
- Late failure (functional phase): Surgical/restorative 
- Material defects/errors in structural design: Manufacturer 
- Technical deficiencies of the superstructure: Dental laboratory 
- Non-compliance with hygienic instructions Patient 

or missed recall appointments:  
 

It is recommended to be generous when billing the patient in the event of early failure. 
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Assessment criteria and categories A+ to C 
Category Description Implant surgery Implant prosthodontics 

A+ The rehabilitation fully meets the 
patient’s expectations in every 
respect. Function, fit, comfort and 
aesthetics are perfect. 
Accessibility for oral hygiene is 
impeccable. The implants and 
their prosthetic restoration do not 
have a noxious effect but 
contribute to maintaining the 
health of the oral and surrounding 
tissues. 

Optimal utilization of the bone 
supply, no bone loss around the 
implants detectable on 
radiographs, healthy peri-implant 
tissue and attached gingiva 
around the implants. A 
customized, structured recall 
programme has been established. 
The patient’s own oral-hygiene 
efforts are excellent. 

Soft tissue, emergence profile and 
prosthetic restoration successfully 
and deceptively imitate the healthy 
appearance of natural teeth. 
Chewing function, fit, comfort and 
aesthetics are perfect. The 
restorations are not immediately 
recognizable as such even on 
closer inspection. 

A The rehabilitation meets the 
patient’s major expectations. Any 
remaining reservations do not 
require any modification. 
Function, fit, comfort and 
aesthetics are good. Accessibility 
for oral hygiene is not ideal. No 
damage to the oral or surrounding 
tissues. 

Good utilization of the existing or 
augmented bone supply, next to 
no bone loss around the implants 
detectable on radiographs, peri-
implant tissue exhibits no signs of 
inflammation. A recall programme 
has been established; the 
patient’s own oral hygiene efforts 
are regular and sufficient. 

Harmonious transitions between 
the restoration margin and the 
implant surface; radiographically 
well-sealed restoration margin. 
Multi-contact situation in 
maximum intercuspation: inter-
ference-free canine guidance or 
group function. The patient is 
satisfied with the aesthetic 
appearance and the dentist’s 
performance. The restorations are 
not recognizable from a normal 
speaking distance. 

B The rehabilitation does not meet 
the patient’s major expectations; 
there are objective but reversible 
deficiencies. Those deficiencies 
which can be detrimental to the 
patient’s health must be corrected. 
Deficiencies (e.g., of an aesthetic 
nature) that do not compromise 
oral health may be corrected if 
requested by the patient. 

Recognizable bone resorption 
around implants, deficient peri-
implant tissues with signs of 
inflammation, accessibility for oral 
hygiene is limited by the 
restoration. No regular periodontal 
and radiographic follow-up. The 
patient’s own oral hygiene efforts 
are irregular and partly insufficient. 

Slight gaps or excess material at 
the restoration margin around the 
implants, although these can be 
rectified. Slight occlusal inter-
ferences (balance-side contacts, 
premature contacts on the working 
side). The patient is not satisfied 
with the aesthetic appearance and 
complains about certain 
shortcomings of the dentist’s 
performance. 

C The rehabilitation does not meet 
the patient’s original expectations 
on any way. Function, fit, comfort 
and aesthetics are unacceptable. 
The implants or restorations cause 
or have caused significant 
irreversible damage in terms of 
function, adjacent teeth or 
appearance. A failure that can be 
attributed to inadequate diagnosis 
or treatment planning, poor 
execution or technical errors. A 
new or alternative rehabilitation is 
inevitable. 

Active pathology of the peri-
implant tissues due to a lack of 
osseointegration, disrespect for 
the biologic width or insufficient 
accessibility of the restoration for 
oral hygiene. Advanced or 
complete loss of retention of the 
implants within the bone. Follow-
up care is neither offered nor 
organized and performed. Lack of 
dental awareness on the part of 
the patient, whose own oral 
hygiene efforts are generally 
insufficient. 

Massive gaps or excess material 
at the restoration margins. 
Massive occlusal interferences, 
missing contacts in maximum 
intercuspation, incorrect occlusal 
plane. Aesthetically unacceptable 
in terms of shape and shade. The 
patient does not accept the 
dentist’s performance due to 
serious deficiencies. 
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