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18.  Celić R, Pandurić J, Dulcić N. Psychologic status in patients with 
temporomandibular joint disorders. Int J Prosthodont 2006; 
19:28–29.

19.  Wang K, Svensson P, Sessle BJ, Cairns BE, Arendt-Nielsen L. 
Painful  conditioning stimuli of the craniofacial region evokes 
diffuse noxious inhibitory controls in men and women. J Orofac 
Pain 2010;24:255–261.

20.  Brousseau M, Manzini C, Thie N, Lavigne G. Understanding 
and managing the interaction between sleep and pain: An up-
date for the dentist. J Can Dent Assoc 2003;69:437–442. 

21.  Yatani H, Studts J, Cordova M, Carlson CR, Okeson JP. 
Comparison of sleep quality and clinical and psychologic 
characteristics in patients with temporomandibular disorders. 
J Orofac Pain 2002;16:221–228.

22.  Vazquez-Delgado E, Schmidt JE, Carlson CR, DeLeeuw R, 
Okeson JP. Psychological and sleep quality differences be-
tween chronic daily headache and temporomandibular disor-
ders patients. Cephalgia 2004;24:446–454.

23.  Carlson CR, Reid KI, Curran SL, et al. Psychological and physi-
ological parameters of masticatory muscle pain. Pain 1998; 
76:297–307.

24.  Bailey DR. Sleep disorders. Overview and relationship to oro-
facial pain. Dent Clin North Am 1997;41:189–209. 

25.  Rompré PH, Daigle-Landry D, Guitard F, Montplaisir JY, 
Lavigne GJ. Identification of a sleep bruxism subgroup with a 
higher risk of pain. J Dent Res 2007;86:837–842.  

Literature Abstract

Long-term outcome of cemented versus screw-retained implant-supported partial restorations

The purpose of this study was to compare the long-term outcomes and complications of cemented versus screw-retained implant 
restorations in partially edentulous patients. The study included 38 consecutive patients with bilateral posterior edentulism. Implants 
were placed, and cemented or screw-retained restorations were randomly assigned to the patients in a split-mouth design. Follow-
up examinations (up to 15 years) were performed every 6 months in the first year and every 12 months in subsequent years. The 
parameters evaluated and recorded at each recall visit included ceramic fracture, abutment screw loosening, metal framework 
fracture, Gingival Index, and marginal bone loss. A total of 221 implants were followed, with no implant failure recorded during the 
follow-up period (mean follow-up: 66 ± 47 months for screw-retained restorations [range: 18 to 180 months] and 61 ± 40 months 
for cemented restorations [range: 18 to 159 months]). Ceramic fracture occurred significantly more frequently (P < .001) in screw-
retained restorations (38% ± 0.3%) than in cemented restorations (4% ± 0.1%). Similarly, abutment screw loosening occurred 
significantly more frequently (P = .001) in screw-retained restorations (32% ± 0.3%) than in cemented restorations (9% ± 0.2%). 
There was no metal framework fracture in either type of restoration. The mean Gingival Index was significantly higher (P < .001) for 
screw-retained restorations (0.48 ± 0.5) than for cemented restorations (0.09 ± 0.3). The mean marginal bone loss was significantly 
higher (P < .001) for screw-retained restorations (1.4 ± 0.6 mm) than for cemented restorations (0.69 ± 0.5 mm). The authors 
concluded that the long-term clinical and biologic outcomes of cemented implant-supported restorations were superior to that of 
screw-retained restorations.
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