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Abstract
Aim: To determine the key biological events occurring during implant failure and
then we use this knowledge to develop new biology-based strategies that improve
osseointegration.
Materials and Methods: Wild-type and Axin2LacZ/LacZ adult male mice underwent
oral implant placement, with and without primary stability. Peri-implant tissues
were evaluated using histology, alkaline phosphatase (ALP) activity, tartrate resis-
tant acid phosphatase (TRAP) activity and TUNEL staining. In addition, miner-
alization sites, collagenous matrix organization and the expression of bone
markers in the peri-implant tissues were assessed.
Results: Maxillary implants lacking primary stability show histological evidence
of persistent fibrous encapsulation and mobility, which recapitulates the clinical
problems of implant failure. Despite histological and molecular evidence of
fibrous encapsulation, osteoblasts in the gap interface exhibit robust ALP activity.
This mineralization activity is counteracted by osteoclast activity that resorbs any
new bony matrix and consequently, the fibrous encapsulation remains. Using a
genetic mouse model, we show that implants lacking primary stability undergo
osseointegration, provided that Wnt signalling is amplified.
Conclusions: In a mouse model of oral implant failure caused by a lack of
primary stability, we find evidence of active mineralization. This mineralization,
however, is outpaced by robust bone resorption, which culminates in persistent
fibrous encapsulation of the implant. Fibrous encapsulation can be prevented and
osseointegration assured if Wnt signalling is elevated at the time of implant
placement.
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Osseointegration is deemed a
requirement for the clinical success
of an implant (Branemark et al.
1977), but accurately assessing the
extent of osseointegration can often-
times be problematic. Osseointegra-
tion is defined as a direct anchorage
of the implant to surrounding bone

under functional loading, and simple
methods to assess this status include
radiographs and torque wrenches
(Albrektsson et al. 1986). More com-
plex methods include devices that
use vibrational frequency to measure
implant stability (Meredith et al.
1996), but these have inconsistent
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results (Huwiler et al. 2007). Thus,
clinicians are often left with obscure
criteria by which to determine
whether osseointegration has been
achieved.

Although not explicitly stated,
there is a long-standing assumption
that implants require primary stabil-
ity in order to osseointegrate (Mere-
dith 1998). The clinical literature,
however, provides examples of
implants that exhibit primary stabil-
ity at the time of placement but then
transiently lose this stability only to
regain it at some later time-point
(reviewed in Raghavendra et al.
2005). The biology underlying this
seemingly contradictory sequence of
events is unknown.

In previous studies, we directly
tested the assumption that primary
stability is required for osseointegra-
tion by creating a gap interface
between an implant and the sur-
rounding cortex bone (Leucht et al.
2007, Wazen et al. 2013). A gap-type
interface necessarily creates an envi-
ronment in which the implant lacks
primary stability and thus provided
us with an experimental model in
which to assess implant failure. We
found, however, that when a gap-
type interface was created in the
tibia, osseointegration still occurred,
without any apparent intermediate
step of fibrous encapsulation, pro-
vided the implant was stabilized
(Leucht et al. 2007, 2012, Wazen
et al. 2013). There are, however,
notable differences between long
bones and craniofacial bones includ-
ing embryonic origins (Leucht et al.
2008a), their osteogenic plasticity
(Leucht et al. 2008a, Richardson
2009), and in the presence (or
absence) of an osteogenic marrow
cavity. We began this project with
the objective of understanding bio-
logical criteria of successful oral
implant osseointegration, using a
murine maxillary model rather than
a tibial model. We then explored the
possibility of preventing implant fail-
ure by creating an environment of
elevated Wnt signalling around the
implant. We specifically employed
Wnt reporter (Axin2LacZ/LacZ) mice
for this purpose because of they rep-
resent a robust model of enhanced
Wnt signalling (Minear et al. 2010,
Liu et al. 2013). In doing so, we
gained new insights into the biology
of fibrous encapsulation and the

tantilizing possibility that this end-
stage failure state may be reversible.

Materials and Methods

Animal husbandry

All procedures were approved by
the Stanford Committee on
Animal Research. Wild-type and
Axin2LacZ/LacZ skeletally mature
male mice weighing an average of
28 g were obtained from the Jackson
Laboratory (Bar Harbor, ME). Ani-
mals were given a soft diet food (Bio
Serv product #S3472) and water
ad libitum. No antibiotics were given
to the operated animals and there
was no evidence of infection or pro-
longed inflammation at the surgical
site.

Implant surgery

Forty adult mice wild type and ten
Axin2LacZ/LacZ mice (males, 3–5
months old) were anaesthetized with
an intraperitoneal injection of Keta-
mine (80 mg/kg) and Xylazine
(16 mg/kg). The mouth was rinsed
using a povidone-iodine solution for
1 min followed by a sulcular incision
that extended from the maxillary
first molar to the mid-point on the
alveolar crest. A full-thickness flap
was elevated; a pilot hole was made
to prepare the implant bed on the
crest 1.5 mm in front of the first
maxillary molar, using a Ø 0.3 mm
pilot drill bit (Drill Bit City, Chi-
cago, IL, USA). Then animals were
divided into two groups, those in
which the implant had primary sta-
bility (24) and those in which pri-
mary stability was lacking (17), see
Table 1. For the former cases, the
pilot drill hole was followed with a
drill bit of Ø 0.45 mm, using a low-
speed dental engine (800 rpm). The
surgical site was carefully rinsed and
the titanium implant (0.6 mm diame-
ter titanium-6 Aluminium-4 Vana-
dium alloy “Retopins”; NTI Kahla

GmbH, Kahla, Germany) was cut at
length of 2 mm and was inserted in
the bed preparation.

In cases where the implant lacked
primary stability, the pilot drill hole
was followed with a drill bit up to a
final size of Ø 0.65 mm into which a
0.6 mm implant was placed. The lar-
ger hole ensured that the implant
lacked primary stability at the time
of placement.

The flap was closed using non-
absorbable single interrupted sutures
(Ethilon monofilament 9-0, Johnson
& Johnson Medical, Piscataway, NJ,
USA). Following surgery, mice
received subcutaneous injections of
buprenorphine (0.05–0.1 mg/kg) for
analgesia once a day for 3 days.
Mice were killed at 7, 14, 21 and
28 days post-surgery.

Sample preparation, processing, histology

Maxillae were harvested, the skin
and outer layers of muscle were
removed and the tissues fixed and
processed as described (Mouraret
et al. 2013). Histological stains, Mo-
vat’s pentachrome, Aniline blue and
Picrosirius red were preformed.

Cellular assays

Alkaline phosphatase (ALP) activity
and tartrate-resistant acid phospha-
tase (TRAP) activity were performed
using standard procedures (Mouraret
et al. 2013). After developing, the
slides were dehydrated in a series of
ethanol and xylene and subsequently
cover-slipped with Permount mount-
ing media.

Immunohistochemistry

Immunostaining was performed
using standard procedures (Mouraret
et al. 2013). Antibodies used include
proliferating cell nuclear antigen
(PCNA, Invitrogen kit, Camarillo,
CA, USA, 1/2000), Osteocalcin (Ab-
cam ab93876, Cambridge, MA,

Table 1. Design features of implants

Implant type Genotype Number of implants post-surgery

Day 7 Day 14 Day 21 Day 28

Direct contact CD1 wild type 6 6 6 6
Gap interface CD1 wild type 3 7 4 3
Gap interface Axin2LacZ/LacZ 2 3 4 1
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USA, 1/2000), Osteopontin (NIH
LF 175, Bethesday, MD, USA, 1/
4000), Decorin (NIH LF 113, 1/
1000) and Fibromodulin (LF 149, 1/
2000). Negative controls were per-
formed during each experiment.
Only when there was no evidence of
staining were the results considered
informative and included in the
manuscript.

Histomorphometric analyses

Maxillae were collected on post-
surgical day 21 to quantify the bone-
implant contact for the direct contact,
gap interface, and Axin2LacZ/LacZ

mice. The 0.6 mm implant was repre-
sented across 20 tissue sections; at
least four sections were used to quan-
tify the bone-implant contact. All
sections were stained with Aniline
blue, which labels osteoid matrix. The
sections were photographed using a
Leica digital imaging system at the
same magnification. The resulting
digital images were analysed with
Adobe Photoshop CS5. The ruler tool
was used to make all measurements.
For each section, the length along
the implant surface that was directly
contacting the bone was determined
for both the surfaces. Then, the actual
surface length along each of the two
sides was measured. Implants were
fabricated from titanium and thus

had to be removed prior to tissue
sectioning. Therefore, the void left by
the implant was designated as the
implant surface. We defined bone-
implant contact (BIC) as the lack of
intervening soft tissue between histo-
logical bone and this void where the
implant had resided. The percentage
of BIC was then calculated for both
sides of the implant on each of the
sections obtained from each implant,
using the BIC length as the numera-
tor and the measured implant length
of the implant as the denominator.

Statistical analyses

Results are presented as the
mean � SEM. Student’s t-test was
used to quantify differences
described in this article. The p ≤ 0.05
was considered significant.

Results

Osseointegration occurs by post-surgery

day 14 in a mouse oral implant model

Our objective at the outset was to
recapitulate a condition of oral
implant osseointegration (i.e. direct
bone-implant contact) and in doing
so, capture the limitations and issues
that confront clinicians. An implant
was placed immediately anterior to
the first maxillary molar, along the

alveolar crest in the edentulous space
(Fig. S1).

Histological analyses showed that
on post-surgery day 7 evidence of
bone formation was detectable in the
peri-implant space (Fig. 1a). The new
bone appeared to extend from the
periosteal surfaces of the native max-
illary bone (Fig. 1a′,a″). On day 14,
more new bone apparently arising
from the periosteum was in contact
with the implant surface (Fig. 1b–b″),
indicating that the implant was osseo-
integrated at this point. The maxi-
mum amount of bone in contact with
the implant surface was achieved by
day 21 (Fig. 1c–c″). At day 28, the
bone continued to mature and devel-
oped a more lamellar organization
(Fig. 1d–d″). Of 24 implants placed
with this direct bone-implant contact,
23 exhibited primary stability (96%),
on par with what is reported for oral
implant osseointegration in humans
(Pjetursson et al. 2012). By histologi-
cal assessment, 17 achieved osseointe-
gration (74%).

Murine peri-implant tissue responses are

similar to large animal responses

In a separate paper, we describe the
peri-implant tissue reaction to the
maxillary surgery, and the molecular
and cellular mechanisms underlying
oral implant osseointegration in this

(a)

(a´) (a´´) (b´) (c´) (d´)(b´´) (c´´) (d´´)

(b) (c) (d)

Fig. 1. Chronology of implant osseointegration in the oral cavity. (a) Representative sagittal tissue section through a maxilla
implant site on post-surgery day 7, stained with Pentachrome. The yellow/blue colour denotes collagen-rich matrix in the defect site.
(a′ and a″) High magnification images of the bone in contact with the implant; black dotted lines outline original bone. (b) Maxilla
implant site on post-surgery day 14. (b′ and b″) High magnification image of the bone in contact with the implant. (c) Representa-
tive sagittal tissue section through a maxillary implant. (c′ and c″) High magnification images on post-surgery day 21. (d) Represen-
tative sagittal tissue section through a maxillary implant site on post-surgery day 28, stained with Pentachrome. (d′ and d″) High
magnification image of the bone in contact with the implant. Scale bars: (a–d), 200 lm; (a′–d′) 50 lm.
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model (Mouraret et al. 2013). Here,
we focused on differences between
implants that had a direct contact with
the maxillary bone (i.e. those that had
primary stability; Fig. 2a) and those
implants that had a gap-type interface
and consequently lacked primary sta-
bility (Fig. 2b). Even after 28 days,
implants placed in gap-type interfaces
remained surrounded by fibrous con-
nective tissue with no evidence of
osseointegration (Fig. 2c).

Bone formation was not curtailed
around implants that lacked primary
stability. In addition to the native
maxillary cortical bone (dotted white
line, Fig. 2d), aniline blue staining
identified the newly mineralized
matrix induced by implant bed prepa-
ration (Mouraret et al. 2013) (arrow,
Fig. 2d). Despite this robust bone
formation, a fibrous, non-mineralized
tissue still occupied the peri-implant
space (arrow, Fig. 2d). Using Picrosi-
rus red staining and polarized light
(Dayan et al. 1989), the collagenous
matrix in the new bone was evident
(arrow, Fig. 2e) as was the persistent

lack of an organized collagenous
matrix in the gap interface (Fig. 2e).
Most of the fibrous tissue encapsulat-
ing the implant was immunopositive
for Decorin (Weis et al. 2005), an pro-
teoglycan involved in connective tis-
sue matrix assembly (Fig. 2f).

Molecular differences between

osseointegration and fibrous

encapsulation

Around implants lacking primary
stability we detected no appreciable
change in the organization of the
peri-implant tissues between days 7
and 28, suggesting that fibrous
encapsulation represented some end-
stage process of cell differentiation
(Figs 1 and 2). To determine if this
indeed was the case we evaluated the
peri-implant tissues for evidence of
bone turnover. Our controls were
the primary stability cases, where a
direct contact between bone and the
implant existed. In these direct-con-
tact cases, alkaline phosphatase
(ALP) activity (Stucki et al. 2001)

marked sites of active bone minerali-
zation around the implant (arrows
Fig. 3a). ALP activity was specifi-
cally located to sites of new bone
deposition, outlining the lacunae and
periosteal surfaces where active
mineralization was taking place
(Fig. 3a).

Around implants lacking primary
stability (e.g. gap-interface cases),
ALP activity was evident around the
new bone (red arrow, Fig. 3b) but
was conspicuously absent in the 125
micron-wide zone of fibrous tissue
immediately adjacent to the implant
(blue arrow, Fig. 3b). A thin zone of
ALP activity was consistently
observed in a 50 micron wide zone
adjacent to the native maxillary bone
(yellow arrow, Fig. 3b). Thus, bone
formation and ALP activity were
consistent features in the tissues
around implants that lacked primary
stability, but their distribution was
absent from the peri-implant tissues.

What repressed ALP activity and
consequently, new bone formation in
the zone immediately adjacent to the

(a) (b) (c)

(d) (e) (f)

Fig. 2. Comparative histology of osseointegrated and failed oral implants. (a) Representative tissue section through a direct contact
model maxilla implant site on post-surgery day 14, stained with Pentachrome; black-dotted line indicates native bone. The yellow/
blue colour denotes collagen-rich matrix. (b) Gap interface implant model on post-surgery day 14 and (c) day 28 stained with Pen-
tachrome. (d) Aniline blue staining of maxillary gap interface implant model on post-surgery day 28, the red arrow denotes new
bone formation. (e) Picrosirius Red staining of maxillary gap interface implant model on post-surgery day 28, observed with polar-
ized light; the white arrow denotes the orientation of the new collagen. (f) Representative tissue section through a gap interface
implant model on post-surgery day 28, immunostained for Decorin. Scale bars: (a–d), 100 lm.
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failed implants? We evaluated TRAP
staining as a measure of osteoclast
activity (Ashton et al. 1993). In
direct contact cases, TRAP activity
was tightly restricted to the new bone
surfaces adjacent to the implant
(Fig. 3c). In implant cases lacking
primary stability, TRAP activity was
much broader and nearly encom-
passed the entire peri-implant space
including the gap (Fig. 3d).

Cell proliferation continues around failed

implants

We found evidence of cell turnover
in cases with a gap-interface. Using
Proliferating Cell Nuclear Antigen
(PCNA) immunostaining to identify
cells undergoing active division, we
first characterized the control, direct-
contact cases, where proliferation
was largely constrained to the cells
along the edges of the new bone
(Fig. 3e). In implants with a gap-
interface, cell proliferation was
found in the same general region
(Fig. 3f), indicating that cell turn-
over and new bone formation is a
ongoing process, even around failed
implants. Thus, tissues around an
implant lacking primary stability are
far from non-viable. Instead, cell pro-
liferation as well as osteogenic differ-
entiation potential and active bone
turnover are all active cellular pro-
cesses found in implant cases charac-
terized by fibrous encapsulation.

A genetic approach to enhancing Wnt

signalling prevents implant failure

Given the active state of cell and tis-
sue turnover around implants lack-
ing primary stability, we wondered if
the fibroblasts surrounding these
failed implants could be converted
into matrix-secreting osteoblasts. We
approached this question by focusing
on the contribution of the pro-osteo-
genic Wnt signalling pathway to
bone formation (Babij et al. 2003,
Day et al. 2005, Gaur et al. 2005).
To test if Wnt signalling plays a role
in osseointegration, we used a strain
of Wnt reporter mice, Axin2LacZ/+

(Lustig et al. 2002). In the homozy-
gous state (i.e. Axin2LacZ/LacZ), mice
lack both copies of the negative
feedback regulator, Axin2 and con-
sequently, endogenous Wnt signal-
ling is amplified (Minear et al. 2010).

(a) (b)

(c) (d)

(e) (f)

(g) (h)

Fig. 3. Molecular differences between osseointegration and fibrous encapsulation. (a)
Direct contact implant model on post-surgery day 14, stained with Alkaline phospha-
tase (ALP) staining, the activity is detectable in the newly mineralizing bone matrix;
dotted line indicates native bone, red arrows indicate areas high ALP expression and
new bone formation. (b) Gap interface implant model on post-surgery day 28, stained
with Alkaline phosphatase staining; yellow double arrow indicates zone of ALP activ-
ity, blue double headed arrow indicates area of fibrous tissue, red single arrow indi-
cates new bone formation and dotted blue line indicates implant interface. (c)
Representative sagittal tissue section through a direct contact implant on post-surgery
day 14, stained with Tartrate resistance acid phosphatase (TRAP) staining. The pink
colour denotes the osteoclast activity and dotted line indicates native bone. (d) TRAP
staining of gap interface implant model on post-surgery day 28. (e) Direct contact
implant model on post-surgery day 14, immunostained for Proliferating Cell Nuclear
Antigen (PCNA). (f) PCNA staining of gap interface implant model on post-surgery
day 28. (g) Fibromodulin (FIBRO) staining of direct contact implant model on post-
surgery day 14. (h) FIBRO staining of gap interface implant model on post-surgery
day 28. Scale bars: (a–d; g–h), 100 lm; (e–f) 50 lm.
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We placed implants in control
(wild-type and Axin2LacZ/+) and
Axin2LacZ/LacZ mice. All implants
were placed into a gap-type interface
and thus we anticipated that they
would all undergo fibrous encapsula-
tion as we had previously docu-
mented (Figs 1–3). In wild-type and
Axin2LacZ/+ mice, this hypothesis
was correct : all implants placed into
gap-type interfaces showed evidence
of fibrous encapsulation of the
implant (17/17; see Table 1 and

Figs 2 and 3). In sharp contrast,
when implants with the same
gap-interface were placed into
Axin2LacZ/LacZ mice, most underwent
osseointegration (9/10; Fig. 4a).

In Axin2LacZ/LacZ peri-implant
tissues, Pentachrome and Aniline
staining clearly outlined the lamellar
architecture of the mature bone (dot-
ted line, Fig. 4a,b) that was distin-
guished from the woven osteoid
matrix occupying the peri-implant
space (double headed arrows,

Fig. 4a,b). Polarized light and Picros-
irius red staining demarcated the
native bone (dotted line) from the new
osteoid matrix around the implant
(arrows, Fig. 4c).

In Axin2LacZ/LacZ mice, ALP
activity was evident around the sur-
faces of the newly forming bone next
to the implant and around the blood
vessels in the bone (Fig. 4d). In these
same samples, TRAP activity was
evident on the remodelling surfaces
of the new osteoid matrix and

(a) (b) (c)

(g) (h) (i)

(d) (e)
(f)

Fig. 4. A genetic approach to enhancing Wnt signalling prevents implant failure. (a) Representative sagittal tissue section through a
gap interface model implant on post-surgery day 21 on a Axin2LacZ/LacZ mouse, stained with Pentachrome; dotted line indicates
native bone and double headed arrow indicates area of new bone around implant. (b) Aniline blue stain, the dark blue colour
denotes collagen in the osteoid tissue, red double headed arrow indicates area of new bone. (c) Picrosirius Red stain, observed with
polarized light; the red colour denotes the orientation of the collagen, white arrows indicate organization of new bone. (d) Alkaline
phosphatase (ALP) activity is detectable in the newly mineralizing bone matrix. (e) Tartrate resistance acid phosphatase (TRAP)
staining, is evident around newly formed bone. (f) Immunostaining for Osteopontin, osteogenic marker. (g) Osteocalcin immuno-
staining marks osteogenic cells. (h) Decorin immunostaining identifies connective tissue matrix assemblies. (i) The bone-implant
contact for three groups were quantified using histomorphometric measurements: group 1 consisted of implants that, when placed,
had direct bone contact; group 2 were implants that had a gap-type interface; and group 3, which also had a gap-type interface but
were placed in Axin2LacZ/LacZ mice. Scale bars: (a–e), 100 lm; (f–h) 25 lm. Results are presented as the mean � SEM. * p ≤ 0.05.
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around the lacunae associated with
the blood vessels (Fig. 4e). Immuno-
staining for the pro-osteogenic
markers Osteocalcin (Hoffmann
et al. 1996) and Osteopontin
(Rodan 1995) confirmed that in
Axin2LacZ/LacZ mice cells in the gap-
type interface were differentiating into
osteoblasts (Fig. 4f,g). TheAxin2LacZ/
LacZ peri-implant tissues was devoid of
the fibrous connective tissue marker,
Decorin expression (Fig. 4h).

Finally, we used histomorphome-
try to quantify the amount of peri-
implant bone that formed in all of
the test cases. Implants that had pri-
mary stability at the time of place-
ment had the highest bone-implant
contact (BIC) on day 21, in compari-
son to implants that lacked primary
stability at the time of implant place-
ment (Fig. 4i).

We then compared the BIC
between Axin2LacZ/LacZ mice with
wild-type mice. Recall that in both
strains of mice, the implants lacked
primary stability at the time of
placement. Nonetheless, on day 21
Axin2LacZ/LacZ mice had 70% BIC
versus 25% BIC in wild-type mice
(Fig. 4i). Thus, in cases where pri-
mary stability is lacking, elevating
the level of endogenous Wnt signal-
ling was sufficient to induce implant
osseointegration.

Discussion

The act of cutting into bone, even
when using a low-speed drill running
at 800 rpm, results in osteocyte cell
death. Our data demonstrate empty
lacunae evident within 24 h of an
osteotomy (Fig. S3, and Mouraret
et al. 2013). TUNEL staining of the
osteocytes near the cut edge of the
alveolar bone indicate that additional
osteocytes are undergoing pro-
grammed cell death (Mouraret et al.
2013). This cell death triggers a rapid
response: osteoclasts immediately
begin to resorb the dead bone (Fig. 3)
and via the well-described RANKL
feedback loop (O’Brien et al. 2013),
osteogenesis ensues. Consequently,
even in cases where there is direct
contact, the alveolar bone resorbs
and new bone is deposited. Histologi-
cally, the native bone can be distin-
guished from the new bone by its
lamellar architecture (Fig. 3). In cases
where direct contact does not exist,
the initial cellular responses (i.e. an

osteotomy creates a zone of cell
death, osteoclasts begin to resorb the
mineralized matrix around the empty
lacunae, and new bone deposition is
initiated) remain the same. The differ-
ence, however, is in the extent to
which this mineralization occurs:
implants lacking primary stability
show an abrupt halt in mineraliza-
tion, falling short of the implant sur-
face (Fig. 3a,b). What factors
contribute to this halt in mineraliza-
tion remain to be determined.

Fibrous encapsulation can arise
because of over-loading (Isidor 1996,
1997), a lack of initial primary stabil-
ity (Fig. 2), or because of an infec-
tion around an implant (i.e. peri-
implantitis; Jung et al. 2012, Bordin
et al. 2009). The principal features
that distinguish among these three
possible causes of fibrous encapsula-
tion are evidence of initial primary
stability and evidence of inflamma-
tion and/or infection. In cases of
fibrous encapsulation secondary to
over-loading, the implant would ini-
tially exhibit primary stability, and
no evidence of bacterial infection
(e.g. suppuration, swelling, redness).
In cases of fibrous encapsulation
secondary to peri-implantitis, the
implant would initially exhibit pri-
mary stability, there may also be
evidence of new bone formation in
contact with the implant surface but
this would gradually be lost. In all
cases of peri-implantitis, infection is
evident early on. Here, we present
a model of fibrous encapsulation
secondary to the lack of primary
stability. At no time-point during the
healing phase did we observe bone in
contact with the implant surface, or
did we observe evidence of infection
or inflammation (Fig. S2). By virtue
of the model, where the implant bed
diameter was larger than the implant
itself, implants lack primary stability.

When such irreversible failures of
implants occur, clinical standards
dictate that the unstable implant
must be removed and, if sufficient
bone stock remains, replaced. There
is little guarantee that the next
attempt will be successful largely
because the underlying aetiology of
the initial failure is oftentimes diffi-
cult to ascertain. This is understand-
able because factors such as the
patient’s health status and behaviours
(Tonetti 1998), conditions of inap-
propriate loading (Brunski 1999),

excessive surgical trauma and
infection can all contribute to implant
failure (reviewed in Esposito et al.
1998). What if, instead of removal,
fibrous encapsulated implants could
be induced to osseointegrate?

Defining fibrous encapsulation of an

implant

In this study, we relied on histologi-
cal, cellular and molecular tools,
rather than radiographs or physical
examinations, to assess the extent of
implant osseointegration. We also
employed cellular markers of osteo-
genic differentiation and bone turn-
over, as well as histological stains, to
evaluate the quality and quantity of
bone surrounding the implant. Thus,
the term “osseointegration” could be
rigorously applied to implants placed
in direct contact with the maxillary
bone (Figs 1, 2a and 3a,c,e).

In wild-type mice, an initial lack
of primary stability resulted in fibrous
encapsulation as early as day 7, the
histological appearance of which did
not change over the course of the
experiment (Fig. 2). Thus, the pres-
ence of fibrous encapsulation around
an implant at day 28 represents a per-
sistent state. Furthermore, inflamma-
tory and immunocompetent cells
were absent from the fibrous tissue,
which is characteristic of late-stage
failed implants (Esposito et al. 1997).

Can fibrous encapsulation be reversed?

Despite persist fibrous encapsulation
on day 28 we still found evidence of
active bone mineralization around
failing implants (Fig. 3). The body’s
attempt at mineralization never
culminated in new bone formation,
however, apparently because of
simultaneous robust osteoclast activ-
ity (Fig. 3). Cell turnover, as mea-
sured by proliferation markers,
indicated the dynamic state of cells
in the fibrous sheath but this still did
not culminate in bone formation
around the implant. These data sug-
gest that cells in a gap-type interface
retain the potential to differentiate
into osteoblasts, if given the proper
physical and/or biological stimuli.

Wnt signalling as an osteogenic stimulus

The Wnt signalling pathway plays a
central role in bone development
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and homeostasis. In most cases, Wnt
ligands promote bone growth (Kim
et al. 2007, Leucht et al. 2008b,
2013, Minear et al. 2010), and
increase the speed of osseointegra-
tion in the tibia (Popelut et al.
2010). We gained insights into the
mechanism by which Wnt signalling
regulates adult bone repair through
the use of the Axin2LacZ/LacZ mouse
strain, in which the cellular response
to Wnt signalling is increased
because of the removal of a negative
Wnt regulator (Minear et al. 2010).
Unlike wild-type littermates,
implants with a gap-interface
undergo osseointegration in Axin2-
LacZ/LacZ mice (Fig. 4).

We did not observe fibrous
encapsulation of implants placed in
Axin2LacZ/LacZ mice. Even though
there was no initial primary stability
(a state which dictates that the max-
illary implant will fail in wild-type
mice), bone formed in the gap-type
interface created in Axin2LacZ/LacZ

mice (Fig. 4). From these data, we
conclude that primary stability is not
a prerequisite for implant osseointe-
gration. At least in this model sys-
tem, elevated Wnt signalling can
overcome the disadvantages resulting
from a lack of primary stability.
Elevated Wnt signalling, as seen in
Axin2LacZ/LacZ mice, prevented
implant failure. This finding suggests
that delivery of a pro-osteogenic
stimulus around an implant may
improve the chances of osseointegra-
tion especially in those cases where
anatomy or previous disease has
compromised the implant bed.
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Supporting Information

Additional Supporting Information
may be found in the online version
of this article:

Figure S1. An failure implant model
in mice. (a) Pre-operative photo-
graph of the alveolar crest, anterior
to the maxillary first molar; black-

dotted line indicates incision place-
ment. (b) The intrasulcular incision
extends from the lingual surface of
the maxillary first molar anteriorly,
to the crest of the edentulous space.
(c) A full-thickness flap is elevated
to expose the alveolar bone. (d) A
0.65 mm hole is prepared on the
crest, 1.5 mm anterior of the first
maxillary molar. (e) The 0.6 mm
diameter titanium alloy implant. (f)
The implant is placed manually, fol-
lowed by careful rinsing. (g) Wounds
are closed with non-absorbable sin-
gle interrupted sutures. (h) Skeletal
preparation showing location of the
maxillary implant relative to the
dentition and bones of the skull. (i)
Soft tissue covered the healing
implant days post-surgery. M1, max-
illa first molar; ab, alveolar bone.
Scale bars: (a–d, f–i) 900 lm; (e)
2500 lm; (h) 1500 lm.
Figure S2. Analysis of the Osteoto-
my. (a) Representative sagittal tissue
section through a maxilla cut bone
site using a low-speed drill running
at 800 rpm, post-surgery day 1, cut
site indicated by white rectangle. (b)
Stained with DAPI; blue indicates

cell nuclei and empty lacunae were
detected within 24 h of the osteoto-
my. (c) TUNEL staining, observed
with fluorescent light, the green
colour denotes cells undergoing
apoptosis near the cut site. (d)
TRAP staining is evident around cut
bone indicate osteocytes near the
cut. Scale bars: (a–e), 100 lm.
Figure S3. Inflammation of the
Implant. (a) Direct contact implant
model on post-surgery day 7, stained
with GR1 antibody, indicates granu-
locytes and peripheral neutrophils.
(b) Representative sagittal tissue sec-
tion, stained with GR1, through a
gap interface model implant on post-
surgery day 7. Scale bars: (a–b),
100 lm.
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Clinical Relevance

Scientific rationale for the study:
Implants can fail, but discriminat-
ing between the ones that are des-
tined to fail and those that will
ultimately succeed can be difficult.
This represents a real and ongoing
challenge to clinicians, who are
oftentimes forced to place implants
into patients with pre-disposing
factors, or in oral sites where suffi-
cient bony support is unavailable.
Principal findings: We created a
mouse model of implant failure by

ensuring that the implant lacked pri-
mary stability. The characteristics of
this model closely mirror what is
observed in large animal models and
in humans, but has a distinct advan-
tage: a wide array of molecular, cel-
lular and genetic tools can be used
to characterize the process of fibrous
encapsulation. Our study revealed
that even in a fibrous capsule sur-
rounding a loose implant, there is
still evidence of cell proliferation
and active bone turnover. We
showed that fibrous encapsulation

could be prevented, even in cases
where there is no primary stability,
by modulating a stem cell growth
factor that is responsible for bone
induction.
Practical implications: This mouse
model can be used to test the influ-
ence of implant surface modifica-
tions, time to loading, and
biological stimuli on the ability to
reverse or prevent implant instabil-
ity, which may then inform the
clinical practice of implantology in
humans.
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