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Acceptance rate of palatal implants: A
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Implants have gained popularity in orthodontics because they facilitate maximum anchorage with minimum
patient cooperation. However, some orthodontists avoid using implants because psychological aspects of
the anchorage systems have not been fully reported. In this study, 85 patients who received orthodontic
treatment with palatal implants in 2 clinics in Austria completed questionnaires. The results show that most
patients got used to their implants in about 2 weeks; 95% were satisfied with the treatment, and 86% would
recommend the treatment to other patients. In addition, 75% of the patients found the orthodontic
construction between the anchor teeth and the palatal implant less comfortable than the implant itself,
whereas 7% found the palatal implant less comfortable. Approximately 24 months of treatment with the
palatal implant is tolerable for patients; this is the average orthodontic treatment time. (Am J Orthod

Dentofacial Orthop 2004;126:623-6)
The use of endosseous implants as orthodontic
anchorage units has grown in popularity be-
cause they can provide anchorage in challeng-

ing situations. Implants can be used either as direct
anchorage units, when clinical forces are applied to the
implant,1-10 or as indirect anchorage units, when the
forces are applied to dental units that are stabilized by
the implants.11-26

Temporary implants can be placed midsagit-
tally17,18, 21-23 or in the paramedian region19,20,26 of the
hard palate of maxilla, in the cortical13 or alveolar4,12,14

bone of the mandibular molar area, bicortically in the
premolar and molar area,15 and in zygomatic bone8,9

for both orthodontic and orthopedic corrections.
Bone height and anatomic structures in the implant

region determine the shape, length, and thickness of
temporary implants. Different sizes of endosseous im-
plants, screws, and subperiosteal16,22 and bioresorb-
able24,25 implants are available. Despite recent im-
provements, the palatal implant (PI) is still not
commonly used in most university clinics. In addition
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to the laboratory and surgical expenses, a reason for the
restraint might be apprehension about patient accep-
tance and tolerance of a PI. We could not find any
articles in the literature reporting on the psychological
aspects of such treatment.

This study had 3 major objectives: (1) to determine
the physiological and psychological responses of the
patients to PI, (2) to inform clinicians and future
patients about treatment, and (3) to help in developing
improved PIs.

MATERIAL AND METHODS

Eighty-five patients who had received orthodontic
treatment with PIs at either of 2 clinics in Austria
completed a questionnaire before the end of treatment.
The mean age of the sample was 28 years (range, 10-59
years). Because an aim of the study was to determine
the patients’ psychological responses and their toler-
ance time to the PIs, all eligible patients in the clinics
were included in the sample, irrespective of malocclu-
sion type, biomechanics, operation technique, and type
of PI. The only criterion used was that the PI had to be
placed and loaded.

The questionnaire is given in the Figure. Response
rates are in parentheses.

The data were analyzed with SPSS 9.0 for Win-
dows (SPSS, Chicago, Ill). Frequencies for each
answer to questions 1 through 11 were calculated for
the number of subjects responding to each variable
for the whole sample size. Ranges, standard devia-
tions, means, and median values were calculated for

questions 12 and 13.
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Fig. Questionnaire (and response rate). Mean age of sample was 28 years; n � 85. *(n � 82; range,
1-90 days; SD, 17.8; mean, 16; median, 14). **(n�71; range, 1-120 months; SD, 19; mean, 27.7;

median, 24).
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RESULTS

Although 60% of the patients had full confidence in
their orthodontists and accepted the recommendations
for PI treatment, many wanted more information.
About 75% of the respondents wanted to talk to others
who already had PIs or see photos of the PI and the
operation. Less than 50% were interested in the size of
the PI. The patients preferred to talk with the oral and
maxillofacial surgeon in the presence of their orthodon-
tists.

Discomfort in speaking, chewing, swallowing, and
eating was minimal. Most subjects found the orthodon-
tic construction between the anchor teeth and the PI less
comfortable than the PI itself.

After loading, pressure at the implant was sensed by
25% of the sample. Nearly all patients (95%) were
satisfied with the treatment, and 86% would recom-
mend it to others. Approximately 2 weeks was required
to get used to the PI, and patients indicated they would
tolerate PI treatment for approximately 2 years.

DISCUSSION

This questionnaire showed that 60% of the subjects
were confident enough in their orthodontists to imme-
diately agree to PI treatment, but family and friends still
play an important role in decision making. When
surgery is combined with orthodontic treatment, we
should expect patients to have some concerns. Many
patients need time to discuss their concerns with their
families and oral surgeons. Patients prefer to talk to the
oral surgeon in the presence of the orthodontist. Al-
though this can be easily arranged at a university clinic,
it might be more difficult to schedule in private prac-
tice. Creating a team, working with the same oral and
maxillofacial surgeon, and having a specific consulta-
tion day can be useful. The treatment plan should be
discussed with the surgeon before the orthodontist
explains it to the patient.

During the first consultation, most patients wanted
to know the advantages of the PI in orthodontic
treatment, and they were interested in the surgical
technique and how long the PI would remain in the
palate; the size of the PI was not a primary concern.

Patients need about 2 weeks to 3 months to get used
to the PI in the palate. Because an average of 3 months
without loading is needed for osseointegration, clini-
cians need not rush to load the implant. Surgery can be
performed before appliances are bonded. Segmented or
full arches can be leveled during the healing period
without using the maximum anchorage of the PI.

The common opinion is that clinical and laboratory

procedures for a PI are complicated, and that PIs are
more expensive and less comfortable than alternate
treatment methods. However, in some cases, PIs or
other temporarily placed implants can eliminate the
need for maxillofacial surgery. In addition, PIs are
placed under local anesthesia, and the operation takes
15-20 minutes. This is not comparable with single-jaw
surgery under general anesthesia.

More attention in the literature is given to implant
size and the length of the implant in the palate for
biomechanical, anatomic, and surgical reasons, but
implant size was not a major concern of the patients.
Patients can sense only the supramucosal parts (cap
base and cap) and the construction wires between the
implant and the teeth. The PI itself does not create
discomfort because it does not narrow the movement
area of the tongue in the oral cavity. However, the PI
with the construction wire bilaterally bonded to the
anchor teeth limits movement of the tongue by narrow-
ing its space. This indicates that the clinician should
keep the treatment time with the loaded PI short and
remove the construction wire as soon as possible after
reaching the targeted goal. The clinician should prepare
comfortable, gentle constructions and leave the implant
with the healing cap in place until the end of treatment
in case of a future need. Breaks between 2 different
treatment phases with different constructions can also
be given. In optimizing the shape and size of the PIs,
we suggest minimizing the supramucosal parts for
patient comfort.

Discomfort in chewing, eating, speaking, and swal-
lowing seemed comparable with the discomfort caused
by transpalatal bars. Transpalatal bars are easier to use
because of the posterior localization above the palate.

If 24 months is accepted as the average orthodontic
treatment time, patients can be expected to tolerate the
whole orthodontic treatment with PI. Sixteen percent of
the sample could not judge how long they would
tolerate the implant. Examining the same patients after
removal of the PI at the end of the treatment will
provide more significant results. The causes of com-
plaints about the constructions and their comparison
with the transpalatal bars can be examined in future
studies by considering the implant location, anchored
teeth (anterior/posterior), and the construction design.

CONCLUSIONS

Based on the patients’ responses to the question-
naire, we can conclude that:

● 95% of the patients were satisfied with PI treatment.
● The most unpleasant stage of the operation was the
injection of the anesthetics. Pressure was also felt
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during actual placement of the implant, but it was not
as unpleasant as the injection.

● Two weeks were required to get used to the PI.
● After orthodontic force was applied to the PI, some

patients sensed pressure at the implant, but most felt
little or no pain in the jaw bone. A few patients felt
pain in the soft tissue around the implant and
slackening of the implant.

● Patients tolerated approximately 24 months of PI
treatment; this is the average orthodontic treatment
time.
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