
Dr Renouard, you have been working with short im-
plants for quite a while. Would you mind giving us your
definition of the so-called “short implant”?
There are actually several definitions for short im -

plants. At the Consensus Conference organized by the
EAO in 2006, it was decided that an implant was to be
considered short if its intraosseous component meas-
ures 8 mm or less in length. This makes it possible to
disregard the supracrestal dimensions, as these can
be quite variable depending upon the implant brand.

In 2011, the European Consensus Conference of BDIZ EDI
issued a consensus guideline on short implants. The in-
dications referred to your retrospective clinical study in
2005 on short implants in the severely resorbed max-
illa. Would you agree with their conclusion that short
implants should primarily be placed in the maxillary
and mandibular posterior segments?
Short implants are used preferentially in the poste-

rior regions, but we must expand their indications. For
example, take the canines. I think that short im plants
are fully indicated when a canine is in a position which
leaves 7–8 mm of available bone. Here we might very
well consider a short implant, with a predicted sur-
vival rate of about 96 per cent, whereas the alter-
native would be extraction of the canine, sometimes
followed by a bone graft, and ultimately almost the
same overall survival rate. Another indication is in the
anterior region where a shorter implant sometimes
allows us to avoid filling a vestibular concavity and
yields an implant position that is more “prosthetic”.
With the success rates achieved with short im plants
today, we must consider for each case whether their
utilization might not simplify the overall procedure.

Would you agree with the common definition for short
implants as “short and thick”, i.e. should the reduced

length result in a wider diameter to allow for more
bone contact?
No, I do not think that it is necessary to increase

the diameter of the implant when reducing length. I
performed an unpublished retrospective study on
247 implants in situ for between three and nine years.
All the implants had been placed before 2000, their
average dimensions were 7.1 mm in length and 3.75 mm
in diameter, and they had machined surfaces. The
success rate was 95.4 per cent. We must also consider
the results of the Swedish teams in the 90s, whose
implants also had a standard diameter. There are no
studies that compare the prognoses of short implants
by their diameter. That an increase in diameter should
be required is simply regarded by many as an unas-
sailable truth, as is asserting that a crown-to-implant
ratio greater than 1 is a risk. Moreover, studies currently
being published demonstrate that reducing implant
diameters does not affect success rates.

What do you think about immediate placement in com -
bination with short implants?
First, I am not a big fan of immediate placement.

This technique should be reserved for clinical situa-
tions that actually require it. That said, some publica-
tions do exist that show that we can use immediate
placement with short implants, and it is actually
done with some regularity in my own practice. But an
indication exists only where the bone is sufficiently
dense to provide enough primary implant stability.

Based on your experience, do short implants last as long
as the “long” ones?
To answer this question, I refer readers to a study

by Bertil Friberg published in 1991, in which he con-
cluded that short implants initially have slightly
higher failure rates than long implants, but once they
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Any time short implants are mentioned at an implantological congress, one name is certain to be mentioned – that of Dr Franck

Renouard, dentist for oral surgery in Paris. In 2006, as President of the EAO, Dr Renouard was instrumental in the publication of a

consensus paper on short implants whose conclusions still hold true today. Any literature search returns his name at the top of the

list of the most frequently quoted authors of papers and retrospective studies. Anita Wuttke of EDI Journal spoke with Dr Renouard. 
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are osseointegrated, their prognosis is the same as
that of longer implants.
If short implants present with more primary failures

than long implants, this is essentially because they are
used in areas where bone quality and bone volume
are low. A Swedish practitioner named Hermann sug-
gests that short implant usage actually reflects upon
the quality of the bone. If there are more primary fail-
ures, this is likely because the bone is of poorer qual-
ity, not because the implant itself is too short.
We must accept that the biomechanical behaviour

of osseointegrated short implants is essentially the
same as that of long implants. The main stresses con-
centrate on the first 2 or 3 mm of the implant when
a lateral force is applied. Biomechanically speaking,
8 or 15 mm length make no big difference.

In 2006, when you were President of the EAO, the
organisation released a consensus paper on short im-
plants. What changes have occurred since then in the
area of short implants?
When I wrote that paper on short implants with

David Nisand in 2006, we found all of 13 articles
devoted to short implants. David and I just submitted
a new article to Perio 2000 where we review more
than 30 articles involving more than 10,000 short
implants. So the main difference between now and
then is that the number of studies confirming the
effectiveness of short implants is enormous. It takes
a great deal of scepticism to still think that these
implants are not fully suitable for everyday use.

How would you classify the perfect candidate for short
implants?
This is an excellent question because it puts the

patient at the centre of the discussion. I am often
invited to conferences with themes like “short im -
plants vs. bone grafts”. In these conferences, it seems
clear that all practitioners perform bone grafts and
that all these patients are good candidates for these
bone grafts. We can argue that number crunching
and curve statistics can find the best solution, but
the reality is quite different. In real life, we must
recall that the majority of GDPs perform less than
50 implant procedures per year. This is almost too
little to get solid surgical experience and to find
enough indications for bone graft procedures. In real-
ity, most often the alternative to a short implant is
not a bone graft. The first alternative is non-treat-
ment, so that the patient is left edentulous. The next
options are a denture or a long-span bridge. In fact,
few dentists are able to perform bone grafts. These
procedures are difficult, requiring experience and
training, and they need to be performed regularly to
retain a high level of skill.



With regard to the patients themselves: we now
treat more and more patients who are older and
multi-medicated. Cardiologists now refuse to allow
us to stop anticoagulant therapy – so what can we
do? We need solutions to treat those at-risk patients.
We can opt for the bone graft, but what happens
if there are complications? What might the conse-
quences of these complications be? And what are
the costs of alternative treatments?
Take our previous example of the canines. On the

one hand, we propose to extract the canine and to
place a graft either intraoperatively or after a mucos-
al healing period of several months. Of course, the
graft may not work, and then we would need an
entirely new course of action. Then we place the
implant, which, with the bone graft, should have a
success rate of 96 per cent. On the other hand, we
could place a short implant in 15 minutes while still
retaining a success rate of 96 per cent. If that really
does not work, we could always still extract the
canine and perform the more complex procedure
afterwards. If it was my mouth, I know what decision
I would make!
Today we have to consider long implants in grafted

bone only if short implants are contraindicated. I
know that this may sound provocative – but once
again, we must face real life, where decision criteria
are much more complex than just comparing two dif-
ferent treatments and choosing one just because the
literature suggests it is 2 per cent more successful. 
All patients are potential candidates for short

implants. Of course, we cannot simply adopt a new
dogma, as long implants still have their uses: im -
plantation in grafted bone, extraction and immediate
placement, very soft bone etc.

Looking into the near future: will short and angled
implants replace extensive augmentation in dentistry
sooner or later?
I do not think we have to wait long for short

implants to become the number-one alternative in
complex situations – a tendency that will become
stronger in the near future. We used to believe that
increasingly technical solutions would have to be
implemented in complex situations. However, one
sometimes forgets that a human being is holding the
scalpel who will act according to their own training
and personality, as well as to the personality of the
patient. The stress induced by complex surgery ham-
pers its development, particularly amongst GDPs. I
have met many colleagues who, after placing several
implants, wanted to start using bone grafts. It generally
did not take long for them to realize the harsh reality:
either we practice a technique regularly, i.e. several
times a month, or the risk of failure will be very high. 

Are short implants the perfect treatment for clinicians
who want to avoid augmentation or are inexperienced
in this area?
We are starting to see publications that compare

short vs. long implants in bone grafts for the same
indications. The results show that there is no signifi-
cant difference. However, we must also remember
that the practitioners behind these studies and oper-
ating on these patients are generally experts and
specialists. They do not really represent the average
dentist. As I have tried to show, shorter implants
allow practitioners to treat more patients, either
because they feel more confident to offer implant
treatment at all or because the patient accepts the
treatment as simpler and less expensive. Evidence
shows that not anyone can be trained to perform
bone grafts. Training in bone augmentation tech-
niques requires time and repetition. Situations evi-
dently exist when bone grafts are necessary, particu-
larly if aesthetics is at stake; however, grafts are and
should be reserved for relatively few practitioners.
I recommend for the vast majority of practitioners to
start by envisaging the simplest treatment possible.
Short implants fall into this category of low-stress
surgery, an approach I have been advocating for
many years.

Thank you very much for giving this interview.
AWU
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Dr Franck Renouard graduated from the Dental
University of Paris V in 1982. He was the assistant
of Jean-François Tulasne in the craniomaxillo-
facial team of Paul Tessier in Paris between 1983
and 1988. He has published several articles and
book chapters and is the author of two text-
books written jointly with Bo Rangert. The first
one, “Risk Factors in Implant Dentistry: Simplified
Clinical Analysis for Predictable Treatment”, has
been published in ten languages. Renouard’s
most recent book, co-written with a professional
pilot, is about human factors and medical errors.
He lectures intensively on simplification in im -
plant dentistry (including short implants), com-
plications, biomechanics and bone grafting. In
2000, Renouard was elected to the executive
board of the European Association for Osseoin-
tegration (EAO), which he served as President
between 2006 and 2008. He is active in private
practice in Paris, specializing in oral and implant
surgery. Renouard is Visiting Professor at the
Medical Faculty of Liège, Belgium.
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