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Introduction:

Cannabis consumption has increased substantially in
recent years, driven by expanding legalization, shifting
societal attitudes, and the widespread availability of high-
potency formulations. According to data from the Centers for
Disease Control and Prevention (CDC), cannabis remains the
most commonly used federally illegal substance in the United
States, with approximately 22% of individuals aged 12 years
and older reporting past-year use.! Epidemiologic studies
further suggest that nearly 30% of individuals who use
cannabis may meet diagnostic criteria for cannabis use
disorder (CUD), with increased risk associated with earlier
initiation, higher frequency of use, and greater
tetrahydrocannabinol (THC) exposure.?

Although cannabis use is often perceived as relatively
benign, its pharmacologic effects extend across multiple
organ systems through activation of the endocannabinoid
system. Of relevance to oral health, cannabinoid receptors are
expressed in immune cells, bone tissue, and oral mucosa,
suggesting potential effects on inflammatory response,
wound healing, and bone metabolism. These biologic
processes are critical determinants of successful dental
implant therapy, including osseointegration and long-term
peri-implant tissue stability.

Despite the growing prevalence of cannabis use among
adults—particularly within age groups most likely to seek
implant rehabilitation—its implications in implant dentistry
remain underrecognized and insufficiently characterized.
Emerging evidence indicates that cannabis use may be
associated with altered immune function, impaired wound
healing, and changes in bone biology, all of which may
influence peri-implant health and implant success.®> However,
existing data are limited, heterogeneous, and often
extrapolated from non-dental models.

The purpose of this narrative review is to examine the
current evidence regarding the potential effects of cannabis
use on dental implant therapy. Specifically, this review aims
to summarize relevant biologic mechanisms, evaluate
available clinical and preclinical data, and provide practical
considerations for risk assessment, patient counseling, and
treatment planning in implant dentistry.

Mechanism of Action:

The principal psychoactive constituent of cannabis, A’
-tetrahydrocannabinol (THC), exerts its effects primarily
through activation of cannabinoid receptors type 1 (CB1) and
type 2 (CB2). CB1 receptors are abundantly expressed within
the central nervous system and are largely responsible for the
psychoactive effects of THC, whereas CB2 receptors are
predominantly associated with immune modulation and are
expressed in immune cells, bone tissue, and peripheral
organs, including the vasculature.

THC produces rapid and predictable psychoactive effects,
which contribute to its widespread use for perceived benefits
such as relaxation, stress reduction, euphoria, and analgesia.
However, activation of the endocannabinoid system also
influences inflammatory pathways, immune cell function,
vascular tone, and bone metabolism—biologic processes
directly relevant to wound healing and osseointegration in
dental implant therapy.

Although cannabis use is frequently perceived as “natural”
or safer than alcohol or prescription medications,
contemporary cannabis products contain substantially higher
concentrations of THC than historically encountered. As a
result, physiologic and clinical effects may vary considerably
and are influenced by dose, frequency of use, route of
administration, and individual susceptibility. These factors
complicate risk assessment and underscore the need for
careful consideration of cannabis use in patients undergoing
implant-related surgical procedures.*>

Mode of Administration:

Cannabis may be administered through multiple routes,
each associated with distinct pharmacokinetic characteristics,
patterns of systemic exposure, and local tissue interactions
that may influence peri-implant wound healing and
osseointegration. Variations in route of administration affect
the rate and extent of cannabinoid absorption, peak plasma
concentrations, duration of biologic activity, and metabolic
pathways, all of which may alter immune response, vascular
dynamics, and bone remodeling. In addition, certain delivery
methods involve direct exposure of the oral and peri-oral
tissues to physical, thermal, or chemical insults, whereas
others primarily exert systemic effects. As a result, the route of
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cannabis administration represents an important, yet often
underappreciated, variable when evaluating potential risks
associated with implant surgery and peri-implant tissue
stability.® (Figure 1) The following are the most common
routes of administration.

Inhalation methods—including smoking, vaping, and
dabbing—result in rapid systemic absorption and higher peak
plasma concentrations of A’-tetrahydrocannabinol (THC).
However, these routes also expose oral and peri-oral tissues to
thermal injury, combustion byproducts, particulate matter,
and, in some cases, residual solvents, which may contribute to
mucosal irritation, local vasoconstriction, and impaired soft-
tissue healing.

Oral routes of administration, such as edibles, capsules,
and oils, are characterized by delayed onset and prolonged
systemic effects due to gastrointestinal absorption and
hepatic first-pass metabolism. These methods are generally

(Fig.1) Cannabis plant and inhaled cannabis products.
(A) Cannabis sativa leaves representing the source plant from which medical and recreational cannabis products are derived.

(B) Examples of inhaled cannabis forms, including rolled joints and dried cannabis flower, which expose the oral cavity and peri-
implant tissues to heat, combustion byproducts, and concentrated cannabinoids that may influence oral inflammation and peri-
implant health.

Dental Implant Implications:

The use of cannabis can directly affect the dental implant
therapy via the following pathways:

1. Thermal and Chemical Injury

Inhalation of combusted cannabis exposes the oral cavity
and peri-implant tissues to a complex mixture of irritants and
toxic byproducts, including carbon monoxide, tar, volatile
organic compounds, and polycyclic aromatic hydrocarbons—
many of which mirror those found in tobacco smoke.® These
substances exert direct cytotoxic and pro-inflammatory effects
on oral mucosa, impairing the function of fibroblasts and
epithelial cells that are essential for soft-tissue repair and
wound closure. Exposure to these compounds increases
oxidative stress, disrupts collagen synthesis and deposition,
and interferes with the formation of a stable soft-tissue seal
surrounding dental implants. Such alterations compromise
early mucosal healing and may predispose peri-implant

associated with minimal direct exposure of oral tissues but
may still exert systemic effects on immune response,
inflammation, and bone metabolism that are relevant to
implant healing.

Oromucosal and sublingual delivery systems, including
sprays and tinctures, provide more rapid absorption than oral
ingestion without the thermal and combustion-related insults
associated with inhalation. While local mucosal exposure
occurs, these methods may result in less tissue irritation
compared with smoking or vaping.

Recognition of the route of cannabis administration is
clinically important, as differences in delivery method,
frequency of use, and cannabinoid composition (THC-
dominant versus cannabidiol-predominant formulations)
may differentially affect systemic physiology and the local
peri-implant environment essential for predictable
osseointegration and long-term soft-tissue stability.’

tissues to bacterial invasion.’

Preclinical animal studies suggest that chronic cannabis
smoke exposure reduces bone-to-implant contact and
diminishes peri-implant bone fill, indicating impairment of
the osseointegration process. These findings suggest that the
thermal and chemical components of cannabis smoke may
weaken implant anchorage and increase susceptibility to early
biomechanical failure, underscoring the importance of
addressing inhalation habits in patients undergoing implant
therapy.'?

2. Oral Microbiome Alterations

Cannabis use has been increasingly associated with
measurable alterations in the oral microbiome, with several
studies demonstrating a shift toward microbial communities
associated with periodontal and peri-implant disease. Regular
exposure to cannabinoids—particularly via inhalation—
appears to promote the colonization and proliferation of
pathogenic species such as Porphyromonas gingivalis,
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Tannerella forsythia, and other anaerobic Gram-negative
organisms implicated in peri-implant mucosal inflammation
and alveolar bone loss.!! These microbial changes may
be driven in part by THC-related xerostomia, altered
salivary composition, and changes in mucosal immunity,
all of which create an ecological niche favorable to
dysbiosis. Compounding this effect, cannabis-associated
immunomodulation—characterized by reduced neutrophil
function, altered macrophage activation, and suppression of
key inflammatory signaling pathways—further diminishes the
host’s ability to control pathogenic biofilm formation. The
convergence of microbial dysbiosis and impaired immune
surveillance establishes a biologic environment conducive to
peri-implant mucositis and the progression to peri-
implantitis, thereby posing a significant risk to long-term
implant stability.!?

3. Xerostomia and Altered Salivary Function

Cannabis use, particularly products high in A°-
tetrahydrocannabinol (THC), has been shown to reduce
salivary flow through inhibition of parasympathetic
stimulation of the major salivary glands. This THC-induced
xerostomia disrupts the protective functions of saliva,
including mechanical cleansing, buffering capacity, and
antimicrobial activity. Diminished salivary output results in
increased oral bacterial load and facilitates the accumulation
of dental plaque, creating a microenvironment that favors the
proliferation and maturation of pathogenic peri-implant
biofilms.!>!'* These microbial shifts are clinically significant,
as the biofilms associated with low-saliva conditions are more
likely to harbor peri-implant pathogens capable of initiating
or exacerbating mucosal inflammation. Over time, this altered
microbial ecology contributes to soft-tissue inflammation,
marginal bone loss, and accelerated peri-implant tissue
breakdown, thereby undermining the long-term stability of
dental implants. (Figure 2)

(Fig.2) Xerostomia in a patient with reported regular THC use, demonstrating diminished salivary pooling and dry oral mucosa. THC-
associated salivary hypofunction may impair oral defense mechanisms and increase risk for periodontal and peri-implant disease.

4. Gingival Enlargement

Several investigators have reported an association
between chronic cannabis use and gingival enlargement.
Baddour et. al. first described gingival overgrowth in
individuals with prolonged marijuana exposure, suggesting a
potential relationship independent of plaque-induced
inflammation.'® Rawal et al. reported similar findings, noting
a characteristic rugged or nodular gingival appearance
without evidence of clinical attachment loss in chronic
cannabis users.!®

In contrast, Momen-Heravi et al. described a case of
chronic cannabis abuse associated with moderate to severe
periodontal attachment loss accompanied by peripheral
gingival enlargement, most pronounced in the anterior
mandible.!” These findings suggest that gingival changes
observed in cannabis users may vary in severity and clinical
presentation, potentially influenced by duration of use,
frequency of exposure, oral hygiene status, and concomitant
risk factors.

Although the underlying mechanisms remain

incompletely understood, proposed explanations include
cannabinoid-mediated alterations in immune response,
inflammatory regulation, and gingival fibroblast activity.
Collectively, these reports highlight the need for heightened
clinical awareness of gingival changes in patients with chronic
cannabis use, particularly in the context of periodontal and
implant therapy.

5. Periodontal and Peri-implant Disease

A growing body of epidemiologic and experimental
research provides biologically plausible and clinically relevant
evidence linking cannabis use to adverse periodontal and
peri-implant outcomes.!® Population-based studies
consistently demonstrate that individuals who use cannabis
exhibit higher prevalence and severity of periodontal disease,
including increased clinical attachment loss, greater probing
depths, and accelerated alveolar bone destruction, even after
controlling for established confounders such as tobacco use,
alcohol consumption, and socioeconomic status. Heavy or
chronic cannabis use appears to further amplify these effects,
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with affected individuals demonstrating more pronounced
gingival inflammation and deeper periodontal pockets,
suggesting a potential dose-response relationship.!%>

Complementing these clinical observations, experimental
and animal models have shown that exposure to cannabis
smoke adversely affects critical phases of bone healing.
Specifically, cannabis exposure has been associated with
reduced bone fill, diminished bone volume, and decreased
bone-to-implant contact during osseointegration. These
findings provide biologic plausibility for compromised
implant healing and raise concern for both early and late
implant failure.

Beyond its association with periodontal destruction,
cannabis use may also contribute to marginal bone loss
around dental implants. Emerging evidence suggests that
cannabinoids and cannabis smoke exposure can disrupt
normal bone remodeling by altering osteoblast and osteoclast
activity, impairing angiogenesis, and modulating
inflammatory signaling pathways essential for peri-implant
bone maintenance. Experimental studies have demonstrated

(Fig.3)

decreased bone formation, reduced bone density, and
compromised bone-to-implant contact in the presence of
cannabis smoke exposure.?! Additionally, chronic cannabis
use may indirectly exacerbate peri-implant bone loss through
immune dysregulation, increased pro-inflammatory cytokine
expression, and microbial shifts within the peri-implant
sulcus.??

Although clinical data specifically evaluating implant
marginal bone loss in cannabis-using patients remain limited,
the convergence of epidemiologic findings, experimental
data, and biologic mechanisms provides a compelling
rationale for heightened concern. Collectively, these data
suggest that cannabis use—through immune modulation,
vascular effects, microbial dysbiosis, and potential
cytotoxicity—may compromise both natural periodontal
tissues and the biologic environment necessary for
predictable osseointegration and long-term peri-implant
stability, particularly in patients with heavy or long-term
exposure.”® (Figure 3)

(@) Clinical photograph demonstrating advanced periodontal disease affecting the natural dentition, characterized by gingival
inflammation, attachment loss, and alveolar bone destruction. Periodontal disease in cannabis users has been consistently reported
in epidemiologic studies and is supported by biologic mechanisms including altered immune response, xerostomia, and microbial

dysbiosis.

(b, ©) Clinical images demonstrating peri-implant mucosal inflammation and peri-implant bone loss in patients with a history of
chronic tetrahydrocannabinol (THC) use. While cannabis has documented adverse effects on periodontal tissues, emerging
evidence suggests that its biologic impact may be particularly relevant to peri-implant tissues, where immune modulation, impaired
wound healing, and altered bone remodeling may increase susceptibility to peri-implant disease

6. Effects on Anesthesia and Analgesia
Cannabis use has important implications for perioperative
management in dental settings.

Sedation: Cannabis use has been associated with increased
anesthetic requirements in both dental and surgical settings.
A recent meta-analysis reported that individuals who use
cannabis required an average of 47.33 mg more propofol than
non-users, with patients undergoing general anesthesia
requiring an additional 30.57 mg compared with controls.
These findings suggest clinically meaningful differences in
anesthetic dosing requirements among cannabis users.?*

In the ambulatory oral and maxillofacial surgery setting,
cannabis users have similarly been shown to require
significantly higher doses of multiple anesthetic agents.
Specifically, cannabis users received greater amounts of
propofol(152.5mg vs 117.5mg), midazolam (5.1mg vs 4.7mg),
ketamine (46.1mg vs 40.2mg), and fentanyl(88.6pg vs 75.2pg)

compared with non-users.?>

Cannabis may also interact with benzodiazepines,
sedatives, and other centrally acting agents, resulting in
unpredictable levels of sedation, delayed recovery, or
enhanced respiratory depression when used concomitantly.
In addition, perioperative cannabis exposure—particularly
recent inhalation of high-THC products—has been associated
with tachycardia, blood pressure variability, heightened
anxiety, dysphoria, and altered pain perception in the
postoperative period.?6:27:28

The need for increased anesthetic dosing in cannabis
users is thought to be multifactorial and may relate to
cannabinoid-induced alterations in central nervous system
receptor sensitivity, pharmacodynamic tolerance, and
interactions with y -aminobutyric acid (GABA), N-methyl-D-
aspartate (NMDA), and opioid receptor pathways. From a
clinical perspective, these findings underscore the importance
of preoperative screening for cannabis use and heightened
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vigilance during sedation and anesthesia planning in dental
implant and oral surgical procedures.

Analgesia: Available clinical and experimental evidence
indicates that cannabis use is associated with higher
postoperative pain scores and increased opioid requirements
compared with non-users, suggesting diminished opioid
analgesic efficacy in this population. Systematic reviews and
randomized controlled trials have not consistently
demonstrated consistent opioid-sparing effects of
cannabinoids in the acute postoperative setting and, in some
cases, have reported attenuation of opioid-mediated
analgesia.?%:30

In addition to concerns regarding analgesic effectiveness,
concomitant use of cannabinoids and opioids has been
associated with an increased risk of perioperative adverse
effects, including hemodynamic instability and additive
central nervous system depression. Although severe
respiratory depression has not been consistently observed,
the variability in patient response and the potential for
pharmacodynamic interactions warrant careful clinical
consideration.31:32

Given these findings, clinicians should exercise significant
caution when prescribing or administering opioids to patients
who use cannabis, particularly those with chronic or heavy
exposure. Preoperative screening for cannabis use,
individualized analgesic planning, and heightened
postoperative monitoring are recommended to mitigate
potential risks. At present, evidence is insufficient to support
routine opioid dose escalation or reduction in this population,
underscoring the need for judicious, closely monitored opioid
use and consideration of multimodal analgesic strategies.3>34

Alternative Cannabis Forms: Edibles

Although edible cannabis products do not expose the oral
cavity to the thermal or chemical irritants associated with
smoked or vaporized cannabis, their systemic pharmacologic
effects may still be relevant to peri-implant healing. Oral
ingestion of cannabis results in delayed onset but prolonged
elevations in circulating A°-tetrahydrocannabinol (THC)
levels due to gastrointestinal absorption and hepatic first-pass
metabolism. This extended systemic exposure may amplify or
prolong cannabinoid-mediated effects on immune function,
inflammatory signaling, and vascular regulation.3®

While these effects have not been specifically evaluated in
dental implant populations, they are biologically relevant
given the essential roles of immune surveillance,
angiogenesis, and microvascular integrity in early
osseointegration and soft-tissue healing. Prolonged systemic
cannabinoid exposure may therefore have indirect
implications for peri-implant tissue stability, particularly in
patients with frequent or high-dose edible use.3®

In addition, many commercially available edible cannabis
products contain high levels of fermentable carbohydrates,
which may contribute to increased plaque accumulation and
cariogenic biofilm formation. In susceptible individuals, this
may indirectly increase the risk of peri-implant mucosal
inflammation and compromise long-term peri-implant
health.?”

Although direct clinical evidence linking edible cannabis
use to adverse implant outcomes is currently lacking, these
mechanistic considerations support the inclusion of edible
cannabis consumption in comprehensive patient histories.
Clinicians should incorporate this information into
individualized risk assessment, patient counseling, and
postoperative maintenance protocols. (Figure 4)

(Fig.4) Cannabis edibles do not expose the oral cavity to heat or chemical irritants but produce delayed and prolonged systemic
THC exposure, which may influence immune response, inflammation, and vascular regulation relevant to peri-implant healing.
Additionally, the high sugar content of many edibles may increase plaque accumulation and indirectly contribute to peri-implant

mucosal inflammation.
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Clinical Recommendations for Implant
Providers

1. Comprehensive History Taking

A thorough history of cannabis use should be
incorporated into every implant evaluation, as this
information is essential for anticipating potential
intraoperative and postoperative complications. Clinicians
should verify that cannabis use is explicitly included in the
medical intake form, as many dental practices do not
routinely capture this information, leading to unrecognized
perioperative risk. Documentation should include the

frequency, duration, and quantity of cannabis consumption,
as well as the specific route of administration. Estimation of
THC potency is important, as concentrated or aerosolized
formulations may exert more pronounced physiologic and
immunologic effects. The timing of the patient’s most recent
cannabis exposure should also be established, given its
influence on anesthetic requirements and perioperative
responses. Additionally, providers should determine whether
cannabis is used recreationally or for a medical indication, as
coexisting systemic conditions or concomitant psychotropic
medications may further influence surgical risk and treatment
planning. (Figure 5)

Cannabis (Marijuana) Use

Do you currently use cannabis or cannabis-derived
products?

Freguency of use

Route of administration (check all that apply)

Duration of use

Approximate amount or potency (if known)

Patient Response

O No O Yes

0O Occasional 0O Weekly 0 Daily

O Smoked 0O Vaporized 0O Edibles O Tinctures/Oils
O Other:

(Fig.5) Cannabis-specific medical intake questionnaire.

Example of an intake form used to document cannabis use, including frequency, route of administration, duration, and potency, to
support risk assessment and clinical decision-making in implant care.

2. Preoperative Risk Stratification

Following history acquisition, clinicians should assess
individual risk factors that may predispose cannabis-using
patients to peri-implant complications. Daily cannabis
smokers or vapers, as well as users of high-potency
concentrates, may exhibit greater impairment in immune
function, vascular perfusion, and bone metabolism. Patients
with existing periodontal disease constitute a particularly
high-risk group, as periodontal inflammation is strongly
associated with adverse peri-implant outcomes. Individuals
with xerostomia or suboptimal oral hygiene practices should
also be considered at elevated risk, as reduced salivary flow
and inadequate plaque control promote the development of
pathogenic biofilms capable of accelerating peri-implant
mucosal and osseous breakdown.

3. Cannabis Cessation Recommendations

At present, no evidence-based perioperative guidelines
exist that specifically address cannabis cessation in patients
undergoing dental implant surgery. However, recommendations
can be reasonably extrapolated from established data on
wound healing, vascular reactivity, immune modulation, and
the known effects of inhaled combustibles on postoperative
outcomes. Based on these principles, it is advisable that

patients abstain from cannabis use throughout the
perioperative interval—defined as approximately one week
prior to implant placement and a minimum of four weeks
following surgery—to optimize tissue oxygenation, reduce
inflammatory burden, stabilize cardiovascular responses, and
support early osseointegration.

For individuals who wuse cannabis under medical
supervision for a defined therapeutic indication, any
perioperative modification to their regimen should be
approached cautiously. In such cases, the prescribing
physician should be consulted to evaluate the safety of
temporary cessation or dose adjustment. Collaborative
decision-making is essential to ensure that perioperative risk
reduction does not compromise the management of the
underlying condition for which cannabis was prescribed. This
interdisciplinary approach allows for individualized treatment
planning while prioritizing surgical safety and predictable
implant integration.

4. Informed Consent

Informed consent (verbal and written) is a critical
component of the pre-operative treatment planning process
to ensure patients understand the risks of the use of THC and
the intended implant procedure.
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a. Verbal

Specific Risks: Given the rapid increase in high-potency
THC formulations and concentrated delivery systems,
clinicians should emphasize that the long-term impact of
such products on implant survival remains insufficiently
concluded, however current evidence suggests the potential
for adverse effects. The consent process should therefore
include discussion of the risk for both early failures related to
impaired osseointegration and late failures associated with
peri-implant inflammation or bone loss. Patients must be
made aware that these complications may necessitate
additional interventions, including surgical revision, grafting,
or replacement of the implant.

Independent Witness Presence: Ideally, a witness (staff
member) should be present and document (consent form)
the confirmation the patient was fully informed.

b. Written

A comprehensive written consent form should be
obtained, explicitly detailing the specific risks that THC poses
to the dental implant process. This document must clearly
outline the potential complications associated with these
products, including impaired osseointegration, increased risk
of implant failure, and delayed healing. To ensure informed
decision-making, patients must review and sign the consent
form (documenting patient acknowledgment) prior to the
scheduled procedure. This process allows sufficient time for
the patient to fully comprehend the associated risks and
obtain clarification on any concerns. (Figure 6)

P

Patient's Name: Date:

Smoking Informed Consent Form

Introduction
This consent form is designed to ensute that you fullyy urdersiand the specific dsks, benefits, and potential
complications associated with dental implant or bon graft surgery. particuladly s they relate to your
smoking (vaping, waterpipe, canmabis) habit Itis important that you read this form carefully, ask any
questions you may have, and e 4 these risks.

1. Risks Specific to Smokers

- isk of experiencing complications during and after dental implant suegery:

0 Delayed Healing: Smoking reduces blood flow to the surgical site, lsading to slower healing times

o Increased Risk of Infection: The reduced oxygen supplyto tissues can impsir your immune
response, inereasing the likslihood of infection

o Higher Imp Rai
poor bone growih and osscointeg:

dueto

0 BoneLoss: Smoking can contribute to bons loss around the implant, which may lead to implant
instability or faiture.

Peri Tmplantitis: This is a0 y the i
commonin smokers, which can resultin implant loss.

o Aesthetic Ce Smoking can lead d bons Toss,
affect the appearance of your implants

d the implant, more

2. Alternatives to Dental Implants
Given: the increased risks 1ssocia ted with smoking, altemative treatment aptions have been diseussed with
you, including

o NoTreatment (aot secommended)
o Removable (pariial) dentures
o Fixedbridges
o Delaying the implant procedure niilafier smoking cessation
3. Importance of Smo king Cessation

@ fore and after fant surgery roves your
chances of a successful outome. Even one (1) cigaretts maylead to ith the

We that you siop smoking forever, 2s you the most prediciable healing
following the implant procedures. Af a minimum, you must cease smoking 2 weeks before surgery and
remain smoke-free for at least 8 weeks afterward.

Smoking Informed Consent Form (cont.)

4. Acknowledgment of Understanding
By signing this form, you acknowledge thats

s i specific risks
- Tuaderstand that amy smoking may lead to implant or bone eraft failure, additional surgical

intervention, and increased costs.

tathe suceess of dental implant surgery.

= Ihave bad the opportunity to ask questions about the procedure, the risks, benefits, and altemative

treatments, and all have been answered

» Hunderstand that despite the best cfforts of the dental team. complications related to smoking may siill
occur, and there is no guaranice of a suceessfil ovtcome.

5. Patient Responsibilities
« Preoperative: You agree to follow preoperative instructions, including smoking ccssation, taking
i d attending al

+ Postoperative: You commit 10 adhering to all postoperative care instrutions, including refraining
ing, mainiaining oral bygicne. i visits.

- Disclosure: You rust inform the dentist of any changes in your health, medication use, or smoking
habits,

6. Financial Considerations

+ Costs of Additional Treatments: If complications arise due to continued smoking, additional

treatments or surgeris necessary, These f itional cosis, whish will be:
‘your responsibility.

7, Comsent to Proceed: Tacknowledge that Tunderstand the risks, beaefits, and altermatives, and I aceept the

potential cutcomes associated with my smoking habit

(Fig.6) Resnik Implant Institute Cannabis/ Tobacco Consent Form:

Representative example of written informed consent documents used to disclose the potential risks associated with cannabis and
tobacco use in dental implant therapy, including impaired osseointegration, delayed healing, and increased risk of implant

complications.

5. Enhanced Postoperative Protocols

Because cannabis users may be at heightened risk for
peri-implant inflammation and healing complications,
modified postoperative care protocols are advisable. More
frequent recall visits and professional hygiene appointments
may be necessary to manage plaque biofilm during the early
healing phase. Adjunctive antimicrobial rinses, such as
chlorhexidine, may be beneficial in reducing bacterial load
and supporting mucosal health. Detailed education on daily
plaque control methods should be provided, emphasizing the
importance of mechanical disruption of biofilm around
implants. For patients with cannabis-related xerostomia,
management strategies—such as increased hydration, saliva
stimulants, or saliva substitutes—can be implemented to
improve oral clearance and support peri-implant tissue
stability.

Conclusion

Cannabis exposure represents an increasingly relevant
clinical variable in implant dentistry, driven by rising
prevalence, escalating product potency, and the widespread
use of inhalation-based delivery systems. Current evidence
demonstrates that cannabis—particularly when smoked or
vaporized—can adversely affect multiple physiologic
pathways essential to implant success, including soft-tissue
healing, salivary function, immune surveillance, vascular
regulation, and bone remodeling. These biologic effects
create a more permissive environment for peri-implant
inflammation, accelerate biofilm maturation, and may impair
early osseointegration, thereby increasing the likelihood of
both early and late implant complications.

Although definitive long-term clinical data remain
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limited, the mechanistic and preclinical findings, combined
with consistent epidemiologic associations with periodontal
disease, justify a precautionary approach to treatment
planning. Routine evaluation of cannabis use should therefore
be incorporated into the medical history of every implant
patient, with particular attention to frequency, route of
administration, and timing of last exposure. Risk stratification,
perioperative cessation recommendations, enhanced
postoperative maintenance, and thorough informed consent
are critical components of evidence-based care in this
population.

As legalization continues to broaden access and novel
high-potency formulations proliferate, the dental community
must remain attentive to evolving scientific data and refine
clinical protocols accordingly. Recognizing cannabis use as a
meaningful risk modifier—and addressing it proactively
through interdisciplinary communication, patient education,
and tailored perioperative management—will be essential to
ensuring safe, predictable, and durable dental implant
outcomes.

References:

1. Substance Abuse and Mental Health Services Administration. Key
substance use and mental health indicators in the United States:
Results from the 2021 National Survey on Drug Use and Health
(HHS Publication No. PEP22-07-01-005, NSDUH Series H-57).
Center for Behavioral Health Statistics and Quality, Substance
Abuse and Mental Health Services Administration. 2022. https://
www.samhsa.gov/data/report/2021-nsduh-annual-national-
report. Accessed on February 9, 2024.

2. Hasin DS, Saha TD, Kerridge BT, et al. Prevalence of marijuana use
disorders in the United States between 2001-2002 and 2012-2013.
JAMA Psychiatry. 2015 Dec;72(12):1235-1242. doi: 10.1001/
jamapsychiatry.2015.1858.

3. Mims MM, Parikh AC, Sandhu Z, DeMoss N, Mhawej R, Queimado
L. Surgery-Related Considerations in Treating People Who Use
Cannabis: A Review. JAMA Otolaryngol Head Neck Surg. 2024 Oct
1;150(10):918-924. doi: 10.1001/jamaoto.2024.2545. PMID:
39172477.

4. Nogueira-Filho Gda R, Cadide T, Rosa BT, Neiva TG, Tunes R,
Peruzzo D, Nociti FH Jr, César-Neto JB. Cannabis sativa smoke
inhalation decreases bone filling around titanium implants: a
histomorphometric study in rats. Implant Dent. 2008
Dec;17(4):461-70. doi: 10.1097/ID.0b013e31818c5a2a. PMID:
19077584.

5. Nogueira-Filho GR, Todescan S, Shah A, Rosa BT, Tunes Uda R,
Cesar Neto JB. Impact of cannabis sativa (marijuana) smoke on
alveolar bone loss: a histometric study in rats. J Periodontol. 2011
Nov;82(11):1602-7. doi: 10.1902/jop.2011.100362. Epub 2011
Mar 29. PMID: 21513470.

6. Pulvers K, Jamalian N, Suh E, Faltaoos P, Stewart SL, Aston ER.
Nicotine and cannabis routes of administration and dual use
among U.S. young adults who identify as Hispanic, non-Hispanic
Black, and non-Hispanic White. Prev. Med Rep. 2024 Oct
22;48:102912. doi: 10.1016/j.pmedr.2024.102912. PMID:
39526216; PMCID: PMC11550767.

7. Singh, H., J. Katz, W. Saleh, and S. Cha. "Impact of cannabis on the
port of entry-oral tissues: an overview." Int J Oral Dent Health 5,
no. 3 (2019): 1-5.

8.  Graves BM, Johnson TJ, Nishida RT, Dias RP, Savareear B, Harynuk
JJ, Kazemimanesh M, Olfert JS, Boies AM. Comprehensive
characterization of mainstream marijuana and tobacco smoke. Sci

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Rep. 2020 Apr 28;10(1):7160. doi: 10.1038/s41598-020-63120-6.
PMID: 32345986; PMCID: PMC7188852.

Moir D, Rickert WS, Levasseur G, Larose Y, Maertens R, White P,
Desjardins S. A comparison of mainstream and sidestream
marijuana and tobacco cigarette smoke produced under two
machine smoking conditions. Chem Res Toxicol. 2008
Feb;21(2):494-502. doi: 10.1021/tx700275p. Epub 2007 Dec 7.
PMID: 18062674.

Nogueira-Filho Gda R, Cadide T, Rosa BT, Neiva TG, Tunes R,
Peruzzo D, Nociti FH Jr, César-Neto JB. Cannabis sativa smoke
inhalation decreases bone filling around titanium implants: a
histomorphometric study in rats. Implant Dent. 2008
Dec;17(4):461-70. doi: 10.1097/ID.0b013e31818c5a2a. PMID:
19077584.

Scott DA, Dukka H, Saxena D. Potential Mechanisms Underlying
Marijuana-Associated Periodontal Tissue Destruction. J Dent Res.
2022 Feb;101(2):133-142. doi: 10.1177/00220345211036072.
Epub 2021 Sep 13. PMID: 34515556; PMCID: PM(C8905217.

Gu Z, Singh S, Niyogi RG, Lamont GJ, Wang H, Lamont RJ, Scott
DA. Marijuana-Derived Cannabinoids Trigger a CB2/PI3K Axis of
Suppression of the Innate Response to Oral Pathogens. Front
Immunol. 2019 Oct 15;10:2288. doi: 10.3389/fimmu.2019.02288.
PMID: 31681262; PMCID: PMC6804395.

Andreis K, Billingsley J, Naimi Shirazi K, Wager-Miller J, Johnson C,
Bradshaw H, Straiker A. Cannabinoid CB1 receptors regulate
salivation. Sci Rep. 2022 Aug 19;12(1):14182. doi: 10.1038/
$41598-022-17987-2. PMID: 35986066; PMCID: PM(C9391487.
McConnell WR, Dewey WL, Harris LS, Borzelleca JF. A study of the
effect of delta 9-tetrahydrocannabinol (delta 9-THC) on
mammalian salivary flow. ] Pharmacol Exp Ther. 1978
Sep;206(3):567-73. PMID: 702321.

Baddour HM, Audemorte TB, Layman FD (1984) The occurrence
of diffuse gingival hyperplasia in a patient using marijuana. J] Tenn
Dent Assoc 64: 39-43.

Rawal SY, Tatakis DN, Tipton DA (2012) Periodontal and oral
manifestations of marijuana use. ] Tenn Dent Assoc 92: 26-31.
Momen-Heravi F, Kang P (2017) Management of cannabisinduced
periodontitis via resective surgical therapy: A clinical report. ] Am
Dent Assoc 148: 179-184.

Chisini LA, Cademartori MG, Francia A, Mederos M, Grazioli G,
Conde MCM, Correa MB. Is the use of Cannabis associated with
periodontitis? A systematic review and meta-analysis. ]
Periodontal Res. 2019 Aug;54(4):311-317. doi: 10.1111/jre.12639.
Epub 2019 Jan 24. PMID: 30677134.

Shariff JA, Ahluwalia KP, Papapanou PN. Relationship Between
Frequent Recreational Cannabis (Marijuana and Hashish) Use and
Periodontitis in Adults in the United States: National Health and
Nutrition Examination Survey 2011 to 2012. J Periodontol. 2017
Mar;88(3):273-280. doi: 10.1902/jop.2016.160370. Epub 2016 Oct
8. PMID: 27718772.

Thomson WM, Poulton R, Broadbent JM, Moffitt TE, Caspi A, Beck
JD, Welch D, Hancox RJ. Cannabis smoking and periodontal
disease among young adults. JAMA. 2008 Feb 6;299(5):525-31.
doi: 10.1001/jama.299.5.525. PMID: 18252882; PMCID:
PM(C2823391.

Nogueira-Filho Gda R, Cadide T, Rosa BT, Neiva TG, Tunes R,
Peruzzo D, Nociti FH Jr, César-Neto JB. Cannabis sativa smoke
inhalation decreases bone filling around titanium implants: a
histomorphometric study in rats. Implant Dent. 2008
Dec;17(4):461-70. doi: 10.1097/ID.0b013e31818c5a2a. PMID:
19077584.

Nogueira-Filho, Getulio R., Sylvia Todescan, Adnan Shah, Bruno T.
Rosa, Urbino da R. Tunes, and Joao B. Cesar Neto. "Impact of
cannabis sativa (marijuana) smoke on alveolar bone loss: a
histometric study in rats." Journal of periodontology 82, no. 11
(2011): 1602-1607.

Qi X, Liu C, Li G, Al-Alfe D, Paurazas S, Askar M, Yang D, Zhou Z.
Evaluation of Cannabinoids on the Odonto/Osteogenesis in



JICD,Yol. 7, No.1, 001, 2026

24.

25.

26.

27.

28.

29.

30.

Human Dental Pulp Cells In Vitro. ] Endod. 2021 Mar;47(3):444-
450. doi: 10.1016/j.joen.2020.12.005. Epub 2021 Jan 20. PMID:
33352148.

Baker MB, Binda DD, Nozari A, Kennedy JM, Dienes E, Baker WE.
Quantitative Analysis of Propofol Dosage in Cannabis Users: A
Systematic Review and Meta-Analysis. J Clin Med. 2025 Jan
28;14(3):858. doi: 10.3390/jcm14030858. PMID: 39941531;
PMCID: PMC11818839.

Ripperger D, Atte A, Ritto F. Cannabis Users Require More
Anesthetic Agents for General Anesthesia in Ambulatory Oral and
Maxillofacial Surgery Procedures. J Oral Maxillofac Surg. 2023
Dec;81(12):1460-1465. doi: 10.1016/j.joms.2023.09.008. Epub
2023 Sep 14. PMID: 37783364.

Shah S, Schwenk ES, Sondekoppam RV, Clarke H, Zakowski M,
Rzasa-Lynn RS, Yeung B, Nicholson K, Schwartz G, Hooten WM,
Wallace M, Viscusi ER, Narouze S. ASRA Pain Medicine consensus
guidelines on the management of the perioperative patient on
cannabis and cannabinoids. Reg Anesth Pain Med. 2023
Mar;48(3):97-117. doi: 10.1136/rapm-2022-104013. Epub 2023
Jan 3. PMID: 36596580.

Echeverria-Villalobos M, Fabian CA, Mitchell JG, Mazzotta E,
Fiorda Diaz JC, Noon K, Weaver TE. Cannabinoids and General
Anesthetics: Revisiting Molecular Mechanisms of Their
Pharmacological Interactions. Anesth Analg. 2025 Jun
1;140(6):1401-1413. doi: 10.1213/ANE.0000000000007313. Epub
2024 Nov 6. PMID: 39504269; PMCID:

Mims, Mark M., Aniruddha C. Parikh, Zainab Sandhu, Noah
DeMoss, Rachad Mhawej, and Lurdes Queimado. "Surgery-related
considerations in treating people who use cannabis: a review."
JAMA Otolaryngology-Head & Neck Surgery (2024).

Ekrami E, Sari S, Kopac O, Wang D, Mascha EJ, Stamper S, Esa
WAS, Nair H, Ruetzler K, Turan A. Association Between Cannabis
Use and Opioid Consumption, Pain, and Respiratory
Complications After Surgery: A Retrospective Cohort Analysis.
Anesth Analg. 2024 Oct 1;139(4):724-733. doi: 10.1213/
ANE.0000000000006785. Epub 2024 Jan 8. PMID: 38190341.
King DD, Temmermand R, Greenwood JE. Preoperative
cannabinoid exposure and postoperative pain: A narrative review.
J Clin Anesth. 2025 Dec 16;109:112097. doi: 10.1016/j.
jclinane.2025.112097. Epub ahead of print. PMID: 41406677.

31.

32.

33.

34.

35.

36.

37.

Shah, Shalini, Eric S. Schwenk, Rakesh V. Sondekoppam, Hance
Clarke, Mark Zakowski, Rachel S. Rzasa-Lynn, Brent Yeung et al.
"ASRA Pain Medicine consensus guidelines on the management of
the perioperative patient on cannabis and cannabinoids.” Regional
Anesthesia & Pain Medicine 48, no. 3 (2023): 97-117.

Guy D, Wootten JC, Wong M, Turski D, Lukewich M, Alboog A,
Kandasamy AR, Gregory ], Poolacherla R. Pharmacodynamic
effects following co-administration of cannabinoids and opioids: a
scoping review of human experimental studies. Pain Med. 2024 Jul
1;25(7):423-434. doi: 10.1093/pm/pnae024. PMID: 38561178.
Echeverria-Villalobos M, Todeschini AB, Stoicea N, Fiorda-Diaz J,
Weaver T, Bergese SD. Perioperative care of cannabis users: A
comprehensive review of pharmacological and anesthetic
considerations. J Clin Anesth. 2019 Nov;57:41-49. doi: 10.1016/
j.jclinane.2019.03.011. Epub 2019 Mar 7. PMID: 30852326.

Shah, Shalini, Eric S. Schwenk, Rakesh V. Sondekoppam, Hance
Clarke, Mark Zakowski, Rachel S. Rzasa-Lynn, Brent Yeung et al.
"ASRA Pain Medicine consensus guidelines on the management of
the perioperative patient on cannabis and cannabinoids.” Regional
Anesthesia & Pain Medicine 48, no. 3 (2023):97-117.

Whiting, Penny F., Robert E. Wolff, Sohan Deshpande, Marcello Di
Nisio, Steven Duffy, Adrian V. Hernandez, J. Christiaan Keurentjes
et al. "Cannabinoids for medical use: a systematic review and
meta-analysis." JAMA 313, no. 24 (2015): 2456-2473.

Schlienz NJ, Spindle TR, Cone EJ, Herrmann ES, Bigelow GE,
Mitchell JM, Flegel R, LoDico C, Vandrey R. Pharmacodynamic
dose effects of oral cannabis ingestion in healthy adults who
infrequently use cannabis. Drug Alcohol Depend. 2020 Jun
1;211:107969. doi: 10.1016/j.drugalcdep.2020.107969. Epub 2020
Mar 21. PMID: 32298998; PMCID: PM(8221366.

Le A, Khoo E, Palamar JJ. Associations between Oral Health and
Cannabis Use among Adolescents and Young Adults: Implications
for Orthodontists. Int J Environ Res Public Health. 2022 Nov
18;19(22):15261. doi: 10.3390/ijerph192215261. PMID:
36429978; PMCID: PM(C9691037.



JICD,Yol. 7, No.1, 001, 2026

\ Original Article \

RIRAE -5 A BERIAEIRTY - AEP0ZABUR, R XURSE B % 1 25 5 i S i

Cannabis Use and Dental Implant Therapy: Biological Mechanisms, Clinical Risks, and Implications for Osseointegration

Randolph R. Resnik, bmp, Mps

Jon B. Suzuki, pDS, Ph.D. MBA

KBEIE . KRR, WEAME (THC), FRIMEEK, B46, MEARERE, B8R~%, tIHRs, DEMEYA DTE KE NBEE MEF?
Key words : Cannabis; tetrahydrocannabinol (THO); dental implants; osseointegration; peri-implant disease; bone metabolism; wound
healing; oral microbiome; xerostomia; anesthesia; informed consent; implant dentistry

518

WAESR, KRR T W, HEsh K ZaiE a1k
R K, BB PSRRI R iz o 5
PEo AR 3L E B = 5 i e (CDC) I, K
JERATS A 35 ] P g 5t P BB 2 T ARVE I 0T, 20 22% FY
12 % RV E AR e & — R KRR W7
R — SRR, I 30% BRI A TREAF S YK
JRAd FH S (cannabis use disorder, CUD) 2 Wibn
;s FORIGAER SR, SR S, WA M (THC)
e 0 TR XU B g o2

RUE R BN AR “ToE”, HAHAE M @t
WMIENIEYERRE RS (endocannabinoid system) 5%
M AN EE ARG 5 0 EREAC A2 © KRR Z A TE
RPN, BN OBEFE A RE, RERE
M SAE SN, B A B AR, X LAt AR IR 2
FRPHEIRYT IR R e g H #, AR E A UK
JARAE R B e e

JUE N KRR AT F 28 AW b —— 0 H & 7 B vl R
FRFPREAE S A0 N —— 0 i 5 2 1 5 i 475
AR RS EW HINRA R FrmiEdE s, KR
A RE S RPETIRE S, B A 2 L R H AR 2R AR
AHIG, IX LU R F 34 AT R i FiAE {4k JE] ] {5 A4k %
DiER3 AR, IAHERDAR, SrvEisek, HEmIE
HE / JEARHERLSME -

LN SN SN =R RN NS RN N G DO B2 S
FVRIT IS TERSIESE . BRI S, ASSOR S5 )
ZENUHL, PRI IR 5 W R AT SR 80% I AP A
PRAE RS DA, RBE B S IRIT T R se Lo

{ER#NLH

KRR B8 3 SRS 1 3 k2 A0 - P KRR (A0 -

tetrahydrocannabinol, THC) FZEHE 1 BKR
24 (CB1) H2RBRMEZMAE (CB2) KIEMEH.
CB1 ZARTER A R G rp & R IL, FEEMAFT THC
HIARSHITETER Y. 5 CB2 2R W EZ 5 G i M e, £
KT RIEMML, 5 AL DAL T I 28 e A PN R A1 A 2%
Ho

THC B 7= Az P EAR X B 7500 R RS f g Ve RGN,
HABrA, W, R, RS B AR )Tz A
SR, PR TR KR 3 RGOS IR & R M RSB I .
PEANM TR, ML Tk ) K R —— X Ll R 5 P R
FEIGRTT A A S B A A H A .

FRUERIBRH R “RAR” BLHLIFRS / b Ty 259 24
THS AR R B THC 36 B35 8 F D s B WK
Ik, HoA 5 G R A B o) BE 25 ARk, RSz IR, 4l
FISRE, D2 AN 5 BAE RS o 3 26 TR 3R 0 LR
PR E 4, MR TR PV TR B B
WA PR X — AR o4

LR

KR EES LMl , SRREAARBAR
B I2ERE, ARG AR DR ERA S BAER, AT
e A A BRI A S ESA. KA BRMES
SRM KRR BN SRR, MR B, A2~ 1E
FH R LI o] Je AR B A, 0 T IO fe i S v, LA B )
HEUE. A, ERa A S O & O AR
HIERGE T, bR, mon—Le iy L) 2
FEAEA B OV . B, FETEANFIAE TR 5 FhAE A A F4H
LR 8 M T AE XURSE B, 28 24 3 A2 — 0 B A EL O A1
AR (B 1)

WL BRI

o N (BLFEWIA, HF%4k /vaping, dabbing %)
A ECPE RGNS B R A -THC MR . &



JICD,Yol. 7, No.1, 001, 2026

1M, Xl i LS 1R AN R TR, M
BEmI =4, Bk, AR 00T BRI R, AT RE
SRR, R AW S AR A

o LN RS, R, D KIS miEk
W R SR B o AR TR R . RGEAEHE K 2R T7 K
— RO D A R B R R > BT T A A R R e
B, JRAE-5 B AT PR A 7 A AR 2% R 2 B 2800 o

o MR / & Fandh (s, BIAD BLHHA

W SC B PR, ] I s 4 W N\ 7 Y B4 R A S . R
EARTER TR R 5, (B S WA s (A b, ALZURI
ATRER o

WK RG 5 AE R by B2, O AE 4y
273, AR DL KRR 4R, (THC B vs. CBD
) AR 4 B AL PG RO R PR AL A [
RWA LT JE ORI BN 4 A 5 KRR RE TR
REET

(B 1) RAMERS RABLRRR™ Mo
(A) KRf (Cannabis sativa) Ith, RNERERSRKRBAMTRNICRED.

(B) IRABKMEZRATS, BIFESEME (oint) STRAIE (flower), AIEOERMEAREARRETH, REEIFYURSRERRER, "HER
8 O AR S ME A A B R

X F B ER T R
RIFRAE AT AT 3 DL g A B W 2F R REIG T -

1. AR5 ZEHERG

W N R E IR JRR 2 fi 11 Js 15 b JA) R 2L 2 3 B T
SRR SRR YIRS Y ARk
BEEMEAEIEYM RIS E—H P iF L SHEHE
BCAI AL o X BT AT ) R A LR B
TRV, HFE R4S F Rz 4 D RE, T iX 264
MR ERH LB 500 D& BRE . R ek
R AL R A RS DU, I T Riie i A B A g 5k
HRE P RHREE) IR HLRBE 5550
FilAL G, JFvr e P4 Ja I 4HZ T 5 R AR dH T R 28 0

I PR AT B S A, KA R BRI 55 2% 2 7T B (K b
HfR - H¥#fl (bone-to-implant contact, BIC) FfJk/>
P A B B 78 SRR B S B R . X LB R IR
RRRMA 55 v 1Y P55 1 2 BG40 7T 8 1 55 e s 2 5 14 m
FHAE Y )2 RN . BRI AR IR T R E G

TN I 15 A FE B 10

2. ORMAEY AN

TR B 2 B 5T R I, KRR AE 55 RT = 1T R
AR R R, L TR T B Hm) 5 8 e R AR
A JE B 0 AH R ) T AR WD B VR A A . AR R BR TR URR
F— L H BN B R——RIF 02 3 5 il nh bk 5 i
(Porphyromonas gingivalis), #ZEHIHAIE (Tannerella
forsythia) 4§ 5 Fivie {4 J] 1 R 98 RE S 2 18 B 36 A 5%
FAY DR A =2 B M B0 TR T A S I X B UAE
AR REFR S F THC A5G T, IR A7) A28 1 b G 92
AEAIRB, P RA R TR B (dysbiosis) A
AL HE—2, KBRS BT ——R I PR
YL THRE TR, BRI, DURREERAES 5
T8 5 O ) 0 3 1 4 T 0 P AR W O RS R
AR A 55 G P IR SZ R B0, T A TR AE A
B R (peri-implant mucositis) &4 I A FPE
R FE % (peri-implantitis) HJAYIIREE, X F
LA SR T A S XU 12




JICD,Yol. 7, No.1, 001, 2026

3. OTESERNREN %

REREE . JCHJE R A°-THC 7 i, vl 1) &)
A2 TR 22 X K e AR . 14 R 54 1T IR Y 7 . ' THC 355
A0 0 B PR R (R A DD R BRI o e, 2R o
AE N E UG e MRV A 2 B 20 R DA 4
R 25 B EHEAR AT T B AT ) T S50 1 A £ ) ] 2

PIEHEB 5 A TOR g 131 XSep EA(L R A
Wi R S, R A I 0 R 25 T TR Rl PR 2 ) 8 B T E R 4
T B0 N R S AR A R O R . KR
RSB RS S EORHLURAE . S8 WA I
SR (A R LR o 1 ) S A (A SR e T (B
2)

(B 2) —zBRME THC EARENOTRI, TEREZHS OBRMETE. THC ABXIEREIIEE A AEHI5 O R ELEIFF 805 B R ApiE s

BERBNE,

4. THiRiE A

% L 90 T 12 M R R AE 5 OF R A A R
Baddour %5 el 7 4 KRR 2 75 A A ) SF it B A=
£, PRI R R RSN TR BEIS S RAE.® Rawal
G RTERAL LI, 5 S KRR T 8 T DR AE P Y
FELRE B 45 T RE A BRAME , AE AR LI PRI 5 e SEHE o 10

M, Momen-Heravi % %38 — 618 4 KRRl A 2
L MR B E R RNE e R IR ok O R A
PURGURG F K e A AR 7 XS R BN . KR
) OF R AR R BB I R R I LT REAETEE 5%, T g
A RN, FREEAA, S AR B0 R A Bl XU (R 3%
o

RUEHMLHI MR e 2 B, P REMRALEE « KIRE
S T G SNV AR, SRRE YA 4 A T A iR RS AT A 4
WA . BRI S, X SR B2 e PR B B8 o3 X1
KRAE BR324 o, U TE A H 5 PA IR

JIH T

5. FASMEFEERR

H i 39 % BT 2 5 Se R e 4R it 7 e AR 2 b
A B H B W R RVER IR, SCRRRREEH 5 A4 BL2F
JE KRR AR A B 45 AR 56 018 BT AR T — BB
K IRRAE 35 25 el o R R 55 T BB B e, B S Y

Wi PR BR B e 5, SR BRI TR L DL 2 B PR ) 5 R A B3R
BIVASE A 2 O i TERS BN S A & BT IR OL AR TR R
D3R 5 A SR Ar o B BE S R KRR 68 AT UL - o — 20
RIXLEFLM, SRR FEB A T IR 35 A 2R Ui JE 5 B %
FF A, Jeon T REAFAEF R - LR AR 01920

5 LR RAGEAAE R, S2i 5 sh Wi 2 7R KRR
2% BBk AR R A R Bre RAKTT . KRR
Rr 5B IR, BB LA 454 W BIC R
AR XL BRI A G Z 4R I T A 2 vT fig
Vi 4R 7R U1 TR A SR ) XURS: AR T

W5 2F JE AL IR A SR A, K RRAE ] o W] RE £ o
AR S B 1A 2B Wi BT IESR R R, KRR35 KRR 25
A 05 ] A I A B AN B A o I R
A LR R 4 05 FeAE 1 ) L Ak R 22 50 B SR SO AR 5 0
B, THIEEERHE. SRFRER, fERRAE RE
FHT. BB, B B K LK BIC % .
LEAb A8 R KRR I AT RE S S e SR, A 4 TR
TR IR LU FAE A R (SRR A )
TAEPISCE . A R A gk .2

SRV BVl KRR AE FH 35 A1 10 2 98 SR Y I PR
B AR, ERITRFALI, KRS AP AL
BT [ A 8 T A NG IR SR TR g o BT S, X 243IE
PEARIR  RRRAE AT i S BE Y, AR, TR



JICD,Yol. 7, No.1, 001, 2026

KB R AN REE 40 KRR A A ZOFBIR R AT
TR 455 K IR ) P W i R ) L) 2 3R

(B 3)
(a) ERBRRRAFNEET AR, RMWAFTRRE, WERKSFEBER. ROTRAME—BIREXMERETARES N, HUBERRRMN
HE, OTESHEMREENH .
(b, o) IRREGRTEEEME THC AL EENMEAREREMESTEFAAEBRE. REXFNFAARNTRZMESGILE, HRESHR
RREEYFZINAENEEREARLNER ; FRALRRES, AT, IHRETIRS BRI RN EEEERE S BT,

6. XIS R

T IRRASE X 2 o} B T AR S P LA T2 o

B/ RREE - KR 5 TR R AR R B BRI
SRIEIAE Ko — T XM, KR & &
PiEM (propofol) “F¥JLLIEME & £ 47.33mg 5 3%
4 BRI R 5 0 BRAH EE A AN TR 2 30.57mg. %45 R
PR, RIRAE I 7R R A B 75 ok R 7E B A IR X
2252

TEI 112 O R AR AR IREE g 2 KRR H
BT AR S R Y - SRR E AL,
KIFRAE A EFERANIAE % (152.5mg vs 117.5mg), Bk
BMCHEZLZ (5.1mg vs 4.7mg). FNEAH %L (46.1mg
vs 40.2mg) DIKIFREES (88.61g vs 75.2ug) 2

KRR REH K R E, B 24 2 Ho P X 4
HYEEMEAER, FECEFUREAT N, IR,
A I PRI s R . BeAh, BIFARPIRRRBRE —
FeHAER RN & THC 7= f——5 030, MEREE),
IR, 5 / AP (dysphoria) PR 5 #9 &
%n&/ﬁ*ﬁ%oz(),zzzg

TR IRRAE P 3 5 v BRI ) R A R 2 R T 3L
Al G5 KR FE SO PR 2 AR BURE AR, 2R 2
PG y- &3 TR (GABA), N - % - D - RA&R
(NMDA) 5B Jy 32 {48 #% WA BAE A % IR |,
X L6 I R A AP AE S 1 AR AR T EE AT KRR {0
AR EEE, FEPRRTEAEER S R R b TR m .

BUR - AR LWt R R, IR HEME,
KRG 8 ARG R 8, R BT R R, R
% NFEPT 7 BB RL T AT RERE AR . R LR 5 RV B
IR —BOIE L RIREFEAEAR G B AT ER “d

JUHAAE T B R BN R o2

(B 3)

B R FH B2 L, R B L A B A 3 R A
5’5‘ o 29,30

PREFUR A R RSN, KRR E ST A& 5 T AR
AN RBCRE R A 5%, B LA Bl 0 2 A RRE S AR
. RAEHIE—BORE ™ EIFR DS, HEHE
S 75 5 P T AE 280 AR AR A A5 W RS 2 R 0312

LI, Wi RAE D KRR FH 3 T R B2 7 ) 1 26 245
I BLAR AT, U H NS M B B R o R T O
AERRAE FIAE L. ) 8 A A AL B 75 58 5 P 5t AR I
PAFEAR MBS o H RESE AN BLSCRRFEIZ AR b o L
aCT YR AR, SR TR, D) e 0 B A
I B L A AR SR 03524

BRUERRERN . A& (Edibles)

UGB TR R i A 2 00 10 Ji 2 8 T WA = 2 Ak
R JBR BT i PR B f 2 R (L H 2R 0 1 24 B A
A REG R R B A A . B IR KRS B E 7iE
W W 5 R 1 o AR i AR R GR L {H AT S B B A0 -
THC AKCFHIERTF R o IXFRIE K ) R 50 5% 5 ] RETAK B
JERRIRFNS RIEINRE . RAEE 55 ME PR R .50

IR 3 B 40 I 1 AR AE ZF PR o % TPl
AT G WAL, A8 HT A 15 L 5 HE M 7 2 00 4
GHRAREE R REMER ., KLY R ALY A
Fefho PIE. HEA FA) AR GEE QPR 3R 4% 55 T E S A 4 S
Bl ZHL R R T 7 2 T 0, G R A A s R
e i

BEAh, 2 T T AL BRSO
PEEY . AT RE RN AR S BV A IR K. 7E S
JEAS AT T B TR 4R e A A BB R A A LR S



JICD,Yol. 7, No.1, 001, 2026

PR R (A L B o 57

RUE H I Bk Z 8 B RS S BRI 45 R B #%
RIREA e ARAIE DR, H_E SR 25 18 S A9 S SR 42 I

(B 4) KARRBHSFREOERETASCIEREY, EXEMERBERNARS

PN BUR BRI DL e PR DR %05 BN AL
WELIEAl, BEEHS AR TR (B4)

|

M THC RE, WREXBSHEARESGHEXNRRRE, %

ESMERE, W FERARNSES S RIENEBERF BB R A ERR KA,

MHE R R EMIEREY

1. REREFRE

TE A — URFOREL DA F 0 57 29 N RS ) R £ 1T 52
BRI BRI A o 5 R R HF 4 E G 2o i AR B
A DR S 2 P B A KORRE T L R 2 RHAL
HWIHFAEIREZGEE, SEEFARPNEHEEN. L

KM AAE R, EHERS R, DR RAS
BiE. THC BT RIFEE R, b ik B B i
il S0 AT R 7 2R T AR 3 A B G A . I Y A AR
BT KRR B 5 O IR ], PR O 2 5 i SRR I 5 2R 5
Bl F ARSI R o e Ah 75 A W KRR J S P 8 3 %
ST - B ONBEIT &, A F RGP 8Tt R R
VEZGHIT REBE— A M F AR XS 5 iR . (B 5)

Cannabis (Marijuana) Use

Do you currently use cannabis or cannabis-derived

products?

Frequency of use

Route of administration (check all that apply)

Duration of use

Approximate amount or potency (if known)

Patient Response

o No O Yes

O Occasional O Weekly O Daily

O Smoked 0O Vaporized 0O Edibles 0O Tinctures/Oils
O Other:

(B 5) KIFERRELIEE. BTICRAMERNE, L8R, ERANKSHRNNREREN, MHREITES MR IRRAK,
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ZAE . AR WA AR . AT REAE e D RE
I A FEE 5 A Ay T 2 4R E W . BRETEAPAE S A R Y
R U R, A 2 JA R AN R AL (¢ JA] L 45 %)
1R B SR o AFTE I T BT M T AR R 3 o B XU
Thii s PR o N -5 T RS 1 S AR 2 AR BN VLR )
BB, DT S A {4 ol L 2Rt 5 - LR

3. RKiRERRI

R 19 T8 % B0 28 RL R AR TR = B R TR
UL R =N o T ISR e S 1= @ VA
GV TT LU N AT SR AR S 45 JRy 2 Wi 1) B AT BIE 48 o
HEATABLAMEE . FETRLFN, EREETER AW (4
AREGTJAERGEAD 4 J8) EER MR, P24
A FARSE S, R O A SR SR LA S Ao

A B A B T B W 369 i A 18 KRR
B T AR U0 JHGFH 2475 58 EA A A 8 R 0 B AR R AT o fE U
UL 55 Ak T I A e G i 0 5 P B0 U
ZAVEo 2 SE R BRIROGH T A 6 A1 R 3 A 399 XS 4 ]
I A R B R T B R . AR T R S
AMAAIEIT TR E L [R) IOE SE OR B TR 224 5w

PR AR A o

4. FMERE

11 3k 55 =5 T %6015 ) 302 AR VA 7 T R i i A 1 5%
HEIATY, DAAAOR R E FRAR THC i FAH 5 XU LA 2L 5L it
HIFPAEAR T o

a. 13k

o HARXES : BT R THC Hl71 5 #k4a % R 5
PRI IG N, I PR R 8 R b 2 i PR A A K T
W) 3 TG A 18, AR B IEEEE R T BB AR TE AR E M. I,
FIE R AL © 5SS S AU SR R L A XU
DL K2 55 Fope s J B 9 R B 3t SRR 5% EAD R JEH 2 IS KU
FEE WM T ff, X TR RAE T BE TR EAN T, AL S
BHERE, FH B SRR B 46 o

o PNZWAEATEY - BT, MAWIEN (TAE
NG 15Y, FEERE R E B HId R B e .

b. A5 LA

AR A TR S T S R R, BHERA H THC X Fh
Ao TR ALY RS LA XU o STA 0 20035 28 10 B 5 3 26 72 iy
ARBTELETF LA, BB 4 A2, PR XU
HmE @A R R B i A g e sk, R
TEWUE F AT B2 F MR ES GeREEHIN),
DLBA HH 70 43 ) i) 2R AR A O XU T i B I AR A5 Re . (B 6)

ey

Smoking Informed Consent Form

Patieat's Name: Date:

Tntroduction

‘This consent form is designed to ensure tat you fully understand the specific ri sl:beneﬁ s, and potential
nnnnn ot bone graft surgery, relate rnvnu(

smoking (vaping, w rptpe:mbx)h:btl important that you.r Ml!m(mcaleﬁﬂlasl

questions y gy of these risks.

17 RuksSyw' Smokers

t 2 higher risk of ex perienci
dto:

ing complications during and after dental implant surgery.

0 Delayed Healing: Smoking reducs blood flow to the surgieal site, lsading to slower healing times

Increased Risk of Infe ygen supplyto fissues can impait your immune

response, increasing the likelibood of

o Higher Implint Failure Rate: Smol
‘poor bone growth and

e a significantly higher risk of implant failue due to

ribute to bons loss around the implant, which may lead to implant

y the ti d the implant, more
shich can resultin implant loss.
o Aesthetic Complications: Smoking can lead bone loss,
affect the appearance of youe implaats.
to Dental lmplants
ased sisks associaied with smoking, aliemative ireatment options have been discussed with

o NoTreatment (notrecommended)

0 Removable (partal) dentures

o Fixedbridges

0 Delaying the implant procedure nntil afier smoking cessation

gbe(m'c and after your implant surgery gmﬁmnﬂympm\:s your
n mayleadto
king forever, 25 3, healing

Following the implant procedares At s minimuum, you must cease smoking 2 weeks before surgery snd
remain smoke-free forat least 8 weeks sfterward

Smoking Informed Consent Form (cont.)

4. Acknowledgment of Understanding
By signing this form, you acknowledge that:

-1 specific risks to the success of dental implant surgery.
- Tunderstand that any smoking may lead to implant or bone graft failure, additional surgical

intervention, and increased cos

= Thave had the opportunity to ask que
il

@ tbout the procedure, the risks, benefits, and alternative
treatments, and al hay

ered

- Lunderstand that despite the best ¢Fforts of the dental team, complications related 10 smoking may still
oscur, and there is no guaraatee of s suseessful outeome.

5. Patient Responsibilities

= Preaperative: You agres fo follow preoperative instructions, including smoking scssation, taking
i d sitcading all

adhering to all postoperat
taining oeal hygiene, ip visits

= Disclosure: You must inform the dentist
habits.

of any changes in your health, medication use, or smoking

6. Financial Considerations

ionsl Treatmente 1F complications ais due o contaned smoking, addional
mecessary. These ineur additional costs, which will be.

your responsibilty

7. Consent to Proceed: hcl(mwl:d that Tundersiand the risks, benefits, and ahematives, and I aceept the
potenial outcomes associated with my smoking hbi.

Date:

Witness Signature: Date:

Date:

(B 6) Resnik Implant Institute KRk /MEMBERES : PENBEEEXMHTE, BTREARS REERETRMELRT FRBENK, B1ES

HEZR, WEERRMEFZENRIZIN,

5. ISBARELEIFTTR
ST KRR & 7T RE B 5y S A Bl A S L 9 E 5 A

FIFEAE, VORI AR R BT % (R
P B, MRETR EHE I E LA LA i B
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Cannabis Use and Dental Implant Therapy: Biological Mechanisms, Clinical Risks, and Implications for Osseointegration
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TREHELT, A FE) 4 FREMBITEHIE, B,
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A% WBA YT PRBEORY—RICERE
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THEEMED D B,

BORE5E (BHME, A7k, FA4L%E) &, H
L& 2 & O WL B K OHF i £ 0] 38 5@ 25 F (first-pass
metabolism) (2 & b, EFHOHEEMNEN, EHEHAIE
MR T 2 E WO RO H 2. ZhoDfhEkIEE, O
PR~ D EEZNREZE D R/ANRTH 25, ZhThHER
S, RAE, BAREHCN T 2 2N EE RIETREELH D,
AV 77y MBEICEET 2 BR L5,

ORI S X ONE T #EY 2T L (AL —, FU 34
2 E) F, BIEEEL O WAL, WAITHES B -
RBEEEDBEG M TE 5. RN EANDOBRE L H
2HDD, BEDPRA T E A THBRE DD 72 o TREM:
MNh 5.

KD GREM %2 RS 2 2 L IZBENICEETH D,
55, HESEE, HrFE/ A4 R (THC 838
VS, AV EVA - NVERAREA) OEWH, REEHEE X
CA V77 v FABEDRFBREIC R 5508 % RIX 3 W6
Wrdh 5. #HhEIL, FHFRZEHEAS X RN RIKRE
LB E > TARAIRTH 5.7

EEAS SUBIROAMERDRE E3DEY TH S *Cannabis sativa* (> RAR) DIE.
MARAMERBOR. BI/2FTROY 342 MOTEERE (T50—) BE. INSEOBRBLUA VPS5 SNEBEMBBZR, RREIEY,

BREAVTE/ARICETSL, OBFADRERINC A > TS S EREERMORRRECEEZE RS T UAEMENSD.

B VTS MADHE

KR, DT OREE%EC THE > 75> MA
B BRI 72 I 2 S T WM 3 B

1. BEEHS KOLRIEE

MBS H I RREZBAT 2L, OEBLOA T IV
FIPERR R — AL R, ¥ —, HEERERILEY, ZR
AIFFEWBALKE (PAHs) 72 &, RIEMS LK U#EEZ RO

BAENRZREIEDICELEINS, ZhoDPWEDEL I N
QfEICEENDZDOLEBL TWE.8 I R
wxf U CEENZMEEES S CREREERZRL,
MESFRIIE S LMo 2 BET 5. Zh o OfMfddk
HBoOBEES X CHIEICATRTH S, DL RIER
FELA P L 2AZBMEE, a7 -7 v0RK - kEZH
EL, WA > 77> bEBICEEL BB — V2B
RS 270 A%2H155.° ZOMKE, WHHOMEEE?
EHiabh, 477y FEARHBIHERAZZ TP T
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2 BVREED D 5.

RIS R BN ZE T, BN 2 RIFREDIRE G & 4
¥ 75 v~ OEM#E (bone-to-implant contact) Z{KT
S, A7V FEAMOEFRE (bone fil) ZEAI ¥
ZIENRENTEDY, ZhIBHA e RDEELZTR
BLTW5. 10 ZhODHMENS, KFREIZE TN DB -
BRI DA > 75 P OBEEZETD, BEOERETE
ik (biomechanical failure) (X3 2 EZE2ED %
HHERH D, ATV MREEEZZTZEE BT K
ABE~NONIGOBRBEEINFER D 172 5.

2. OF<«70N1F—LDE(L

RBREER I, BF, OfE~A 27044 —24 (OFEA
WAEYHE) OMEWRLENMEEEM TSNS LR
BMzZTws, HBEOWMET WEARBSLSA 77
JABE 5 (B S B AEMREAD Y 7 FHARD SN TW S,
RICBRAICEZH Yy FE A FANDOEMN LIRS,
*Porphyromonas gingivalis* (R 74 @€+ R - VY
MY R), *Tannerella forsythia* (¥ > *L 77 4—va
V7)) ZEILHETDE, AT T MEABMBEORES &
Ol RINIC S 3 2857 7 AEEEOES - K
ZRET 2L THB. !

25 L7zt oz iy, THC B O NP gERE (F
TARIR), WERRT DR, KEERE DL X > TH
SMCEIERI SN EEZOLN, ThLTRTHBT 4 A
WA F =Y R (BAEMHROANIE) [TEF R ERYEHN=
FEBET 5. 612, KRR BRI ER—Iarh

KRIEREDIRT, w2 v 77— VEMLDZEA, FELRIE
Wy 7P VRERBEOMH-—AER 5 2 LT, HEOHE
PWNAF 7 4 VLR ZREIT 2P S HITETT 5,12
ZDESIC, MEHBEDT 4 ANA I — v R & GIREBIR
BOKTARRICEIZ LT, 477 EAERMESL
(peri-implant mucositis) #5[&# I L, S 5ICHE#EfTL T
477 A% (peri-implantitis) ~EBTL T
AYPENBRBENE S, g, A7 7Y FORMNEZE
Bl > TERRIARAI L5,

3. OFFRIRES K UTEREEEEDZEIL

R, FiCA-TFJeFahrFES =) (THO)
EHREOEVEE L, FE AR 5 RIS R R
WA T2 2 &L TR WEEZBDEEE LN REN
TWw3, Z® THC #FEFMEO OMEZEE (xerostomia) 3,
MR DS AR R D BRI B, AR RE, PSR E vwo
TARERRE R HE T 2. EREOETIC X b OFENMES
BEML, ®E (F7—2) oE@EMeEsh, ZOHBE,
WIRMEA > 7 I > FREBEANA X7 40 L OREGE - JRICH
Rl /NSRS h B, 1314

ZD XS RBAEYHEOEIIERNICEETH b, (KIER
RETCHRENEANAL A7 4V BIZ, 47T bR
EDRFEZBIESRIT, HI20VIIESE3HEEKE2 LS
CEATVRARENEDL D 5. FHOEEE L b, D%k
U 7 B AR RE R IR AR O RE, BRIETEER (v —YF )
BRI, BX A~ 75 >~ b FEFEMRRO 2022 L,
R 75 v F ORMNZEREZEHLR S, (K2)

(& 2)

TR THC RREZE T 2RECESNDUMZIRE. EROBM/HAIL, OFEMERENZEL TLSKRFHHEEETES. THC BEED

IERHEEEE TS, DREFEREZEREEL, SARSIUC YIS NEEREDUR I ZBH 2 RN S 2.

4. tBAREX

BERDOWFE © W3, 1B MR KRR & B AIEK (gingival
enlargement) & OBEZHE L T 5. Baddour & (3,
REE~Y 7 7 FCEB SNzl CB W THRA OB

(overgrowth) 23R 65N 3 Z L %2FIH CHHEL, ZhiF
TT =T & BRAE ENFMIL U 2 BEMER D B A REE %
AL 7,15 Rawal b HROFTRAREL TE DL, 8
MR 2 KIRERE B W T, KRN E®™E (clinical
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attachment loss) OFFRDBZZWICH Db &, K72
A 72 IEEROBAEIBZE I NS iR Tn 3, 10
—75C, Momen-Heravi & %, 872 KFFRELAH & h&
JEE ~ B P D B A R R 7 1 S R B IR R AR L ¢
WIEFIZRE L TE 0, KR THERTHEE T2 OFER A
EThol.V ZhooHMED»S, KMEHEICRONS
A OZIZEREECEKWITRICBNTEETHD,
IR, BREEAEEE, DIPEMARRE, BXUOMhofiE) 22
HTIC &> THELZIT BAREED IR I NS,
ZDOWRARWE AN AL IFFEERELECIFBHI N TV
WS, AV FE A FICKBRBINE, RAEHFE, BLK
AR ESE TS R O Z A EIR & L TIRES N T 3,
Iho—EHOoWMEZ, BHENLKREAZEICBOLTHRHAD
ZALICN T 2ERNERE2 RO 2 0B E2EBHAL TB L,
RICHWABEBIOA v 7T v MABEOXRICE W CEHE
Th 5,

5. MARB LA VP>V NEBER

BN E L OEBRTTIREOERIC X D, KRG A 6 E
Higks LA 77 v~ AEHRICESEZRIET L v,
EWEC RGP ORNICEBODH 2L ET Y AHNES
Noo2H 2. 18 EHR—ZDOWHETE—EHL T, KHHEH
EDREFHOEHES LOHEEENE S, WKIAE K
DM, -y SEIOWK, WilEO2ELBEE
BT IEPHESNTVD, ZhoOBEI, BIE ARHE,
FhERETE AT HIAL 72 & D BER O R T % AT IS B L 72
BTHROOND, T, KREF L ITEMERN L RBRER X
INoOHEEZ I OICHBRT 2HAAH Y, FHFILD
BHELZEAREB L OCECEEAR Y v F 2232 2 LR
ST, ARKIGER (dose-response relationship)
DOHREMEA TR I N T B, 1920

IO LEBKBE2MET 2 X5, EBRNE XUHY

(& 3)

ETI T, RIRENOBRZE DB IHEOHEE 2 BREICEY
BRRIET I EDRRENTWS, BAEWICIE, KREZIZ
BEABRICBI 2 BRAEEORD, BABOET, B&
CEEA YT TV FOEf#E (bone-to-implant contact)
DETEBEELTWS, ZNoDHREE, A7 IV M
WOREL W RFUCEY AR Y EE2 52, BRHBXLT
BREDA LTI PRBICNT2REZ2EDIHDTH
5.

KIFRAE FH (30 o REL AR B & BRI & 8 E 59, kbAoA
Y77 v M EAEORETERE RIS ES T RS H
3. BOBOHRICENE, hrFEI A4 KB IUORBEA
DR, BFMES X UoBREMEoEES 22 s, 1
B¥i4E (angiogenesis) Z[EEL, 1> 77 v b FEAMHEHE
FHCARA R RREW Y 7 F VIR ERBEE2FAH T2 2 L ik
b, EEZBVETY v /2BATLE2z0N TS, 2
FEERITFE TIE, KFMERZE T ICB W TEROET, &
BEOWY, BIOBEA VT T7 2 FOEMARPHERS
nNTwa, S5l BN RRER L, REZHRE O,
RIEVEDT A F A v OFBULE, BLXTOEA V75 FEE
# (sulcus) N COWMAEMHEOEZBEL T, MHENICA
Y75 v ARERINE B S S AR D D B, 2

BEDEZ S, KRERZECBIZA VT I FEBO
i TE R R 2 TE B 3G L 72 BRIR T — 2 IR ST B
HOD, BRNHA, EBRNT -5, BXOEMENAH
ZALP—BLTRTEIAEND, TODVAZIINT 2E
WEED DT RBIED 5. BAWICRET, KFREEH
Vd—— SRR, METEH, BEVEDT 4 ANA A -V R,
B L EBTEN M2 /A U C——RKIR 06 O b & A 72
Tz, PHITMTRZEREEB XA v 77 v R
DEMNZEEICHE R AR 2 84S ATEY S 5.
Frio, REFLEGRANGHEAEZ2ET2BHFICBVTZ
DYRAZBEETHBLEEZONS. B (B3)

(a) RAWIICH SN DHET UICHERDEREE. WADNIE, (BRE, SIUHESRENMSENTSS. BANHR TlE—8 U TARMER
EICBIF2EARDBERENMRMEINTHY, TOBERICBRBINEDOEL, OFIRE SIUMEREDT « ANA A —YREVSIEYE

WXAZXLPBESLTVBEERASNTUS.

(b.c) BHNRT MSERODYFE /= (THO) EAEZBT 2ERECHEDSNICA VTSV MEFKRORES KU TS5 MEEBIRIN
DIRRER. AMSEEEECREEZERETIENHSHCBEO>TVEN, BEDHRTIE, ZTOEYZNEEDL (VS5 MEEEBICSNT
BICEETHDUEENRESNTVS. REFHOEL, BEEROES, 8LUBUETUYIDRBICKY, 4V TFSY NEBERERICNT S

REMENEFEDUEEMEND S,
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6. MBS K UEBNDHE
RIFMEZ, BERIEERIC BT 2 iaT - i - s DE B,
R ICIRIE - SEERHICBI L THELERZ .

#85% (Sedation)

KRIFER L, HWRHE X OARIFROmGICE T, Kb
L OB EZBEE T A LEEL TW5, RIED X
STV YRICKD L, RREMAFIIIEMAE L TP
BToTuR7 =% 47.33mg L LFEE L, 2HHKBT
DEZETIEEIHIL3057/mg L EE5Eshizlnd 2 Z
no OFERIE, KIMEMAEICE T 2 HEER S RO BRI
ICHERAZRZTRBRL TV,

kT - SHEESEIEMNIC B »TH R, KR
FRZIEEORBRIcO VW TERE LS WHEZHELE L
cZEDRINTW S, BRI, KEREHZIZIEMH
HLHBELTUTOHRZEEIN: 7R 75—
(152.5mgvs 117.5mg), 474 (5.1mgvs 4.7mg),
74 v (46.1mg vs 40.2mg), 7 =¥ ¥ =) (88.6ug
vs 75.2pg). %

7, RKRBRY Y Y 7XE Y REY), #EigH, Zofh
OHRIEREREY EHEER L, PFRRICHERL LD T
BN 22 25 8), W OEE, 72 3 FRMfiloiEzsl &
T EEMEDN D 5. X 51T, AT - i KERICHEE S
ni-Ha—FicE THC 2Rz SR A L T 7zga6—
&, MiERBICHER, MEOES), FNEEOME, FHREK
(dysphoria), B X UOERMEOLE M AZFI &SI T LN
WEEN T B, 262728

KRIFEREZEN X 0L OMEEEZHELE T 2 HHIZSH
FHTHO, HvFEI A Rk 3 hRERZARRZ
ok, FEH2WME (pharmacodynamic tolerance),
B XU GABA (y - 7 3/ Ei#B), NMDA (N- X F )L -D-
TANT — ), FEXA FREERER L OHAERDE
BELTwaLtEZOoN 5, BKHICIE, ZhoDHEARPS,
BRI > 75 > MR OEARIFMICER L T, TRl I KRR
HEZEEICA Y —=v 7L, $#HE - FREGTEICE T
RICHEBZL O DERH 2 I LEDRBEND,

8% (Analgesia)

BER AT RE R ERRINE L OEBRN T E T v Rl L hig,
KIFRGEFH 3 FRME & MR TIBER A 2 7 E L, %
EAA FEARLEMT 2EHA23H 0, ZhidZ 0EFIC
BOTAELS A FOFERMEIET LT 2R Z R
LTW3, YAT9T4 v 27 LE2—8XOEELLILE
AEE (RCT) TiE, 2AlEMigHcBIs2AhyFEI A FD
FEA A FHiEzhE (opioid-sparing effect) (F—&L T
RINTEST, CLA-HOMAETIIAESA Fick
B SERIEFDIREE L 72 & it H b B, 2930

FERROA T IITMAT, AVFEI A FEAELSA
FOFERAIE, TEERENRE O A2 E M AR s 7 FH o A
H¥EER7e &, AT - RO EEERY 27 25O 5 ARk
NP5 352 BEOEMNHNIZ-EL THEShTwsb
TRV, BERIEDIESDE RS ENHEEROR
ReMEEERT % L, EERERINGSRD NS,

IO ULEHMREZREE X, BIKRBEITRREHE —RICE
PR E I RBICHEHAL T2 EE XL TAELA
F2WLSGF7-3% 5T 381213, +okiEE2IA9RET
b5, MATORKRERBEORZ Y —=> 7, LS
BUREHE, MiBOoE=—SY v MRS RS, B
TliE, ZOEFICBWTAELA A FHEZ FRICHEEEZ
BRET 22X ITE3ET AR+ ThY, E
ErOMBEICE= SV VT8N A AL FERHE, ZHA
HEAP (multimodal) SEJEHEIE O PSEE TH 5, 333

REBENARRGD : BOBREGE (Edibles)

RO ORRES (=74 70) &, BEPRA S
WL BRREGEZRD, OFENZBW - (LAY IS
LERW, LrL, 202G EMEMIL 177
MR OBREBRICRA L UCEENH 0 5. BIER
IZ & 2 REOWBIUTTEAE 2 R U, s [0 & 2 51
(first-pass metabolism) %%} %7z, A-7F7EFn
HvFEs =) (THC) ODIMHEE ERITEBIES 555, %
OFRFERIIEL 25,3 ZoFRNLETBEL, "E
BERE, RIEMEY 7 FVEE, mMERECSTIHFES
A FEAEORERHEE - ZIEE S EELSDH 5.

INOOHER, HWEA YT TV N EEENRICERET
filiSh7zdDTERVAE, RIHOEREEE X O
WKEBWT, EER, mEHE (angiogenesis), M/
BOREEPBO CEETHD I LE2ELD L, EWHEN
WA TE 20,3 Ldo T, HEE - IEHETT T4
TNEFEHT 2EE BV, MEBERNICAYTI7 VA
PRAHAR D ZEME (B2 TS T ARMEEL D 5.

Eolg, MROTT 4 7VEE D% T FBEERKILY
FEBECEATEBY, IR TT7—2FREL S Mk
(cariogenic) /N4 A 7 4 )V AR ERHET 2 AIREMEL D .
BEZEOECEATIEZ, ZhPMENCA YT FEH
HERDY R 7 Z2Ee, BN A Y752+ EBEHERKD
fREEZ B S Bhnd 5. %

BEDL A, T4 TVORKEHREAS VTS5V PR
Rl s OEENZERNEEZRTIET Y RAIAREL
TW3H, LioBFENERZD S, Affiyi BEBEEDIC
BOTZT4 7NVOHEREEZED L LRHYTH S,
KEZZoBHR%Z, @b hizy R 25, BHEL,
BIUOMBA YT F 270 b aVICHABAGRETH 3.
(B 4)



(B 4) KesOROBNER (I« 7)) FOBRRNZEPEZNREYICT

BIBICH, A VTSV NEAEDBRICES T 2REINE, RERID

RIFEDSEENBLID

A VTSV NEEERISERRIIHIEEIE

1. CENY TR B FERREY

KIBRAE R D 2E 2 BB 1Z, T RTOA 7T ME#E
FMlICBVTHEATH S, ZOERIE, it - #isa e
DFHAMRTH 5. %< ORBHER CIIELER 22

FIAMBERICBET 2HEPEENTES T, HRELT

il - MDY R 7 HRREBT SN L AREED D 279,
RE BT TZFECRREHOEREZHI S 2 L5 HERT

RNRETH 3. PRI NSHAEICIE, FHEE, N,
R, &LORERE (B X477, BOEREL)

BRUMERBHICHEZERETIEMENDS. 51T,
G (F5—70) OBBWE(REL, BHENICA Y FSSY NEERRNZS|ISEITURT 182
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STV, THC DESNORINAELEL, ZOIERN RIS
< DIT« TIVE

NEEhns, THCOEERE (R7ry—) OfEH EE
Thh, MEEHSPT 7 Y)VRIANL, X PEE -
R ANEEE RIT T RS D B, £, BEIFEET
KEZMHEH LR D BRI NETH S, g, B3
DLERPLHMET - M OEBOKICICHEE2 52 50T
Hob, EoIL, REZEBHNTHEALTHWSDH, £
FEEBWNTHEAL THW202bHOPICT 20ENDH 5,
BEOGG, BEFEEECHAL T3 EMESARNY
A 7 LIREEEHEN BN 22 8 2 U T TREE Y D 5. (K
5)

Cannabis (Marijuana) Use

Do you currently use cannabis or cannabis-derived

products?
Frequency of use

Route of administration (check all that apply)

Duration of use

Approximate amount or potency (if known)

Patient Response

o No O Yes

O Occasional 0O Weekly 0 Daily

0O Smoked 0O Vaporized 0O Edibles 0 Tinctures/Oils
O Other:

(B 5) KIKERICEET 2 EAMEZE

KRFREFRDIEE, KSR, #Hl, THCREREZTIRT 2D DBZEDH.

Z3HET D.

A VTSV MBEICHIT B URTFHES S URARNERRE



HEHTILATE S,
fhi i -
RA% 458E) 280 TRREMZHILT 2 2L 28D 5 X
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2. fifaTY A 7 ERNE

BMAEREOINER, WRERELxDBENA Y T7 VM
FHSEZFELPTVWI RAZHATFA2IMTRETH 3,
BHRKRZBE X 721314 7L T3 BE, BIUREE
HrFE) A FEFZEFERL TV EEZ, GREKE #

RET, BRBMOBENL VEECHLIHEELD 5, B
HFOWEAWAET2BEIRINAVRAIHETHY, WA
REA VT TV b EABMBOAR RiZR & OB E A
FHonTnwd, Fi-,
BERENPAR T LBEEDY A IDPENEAREINENE

ez 5E (xerostomia) <0 1P

TH5. BEIWBDOETET T —27ay o —LOFHE
&, AV 772 M ABEORES X OB RO R 2 i S

B BRBEMENA A 7 4 VLD ZERET 27D TH 5.

3. KIMERDDIEICR T SR

BRETIE, ®BA v 77 v FFEiER T2 BEICHT

DZARMERAP IRICEES 2 2B 5 v A2 D AifHT - it H
A RIA4VFEELZV, UL, BIEIER, &G,

R, B X ORAMERBEE iR IC 5 2 2 BEA
WS 2N ENHRAD S, AENICHRERES
INSDFEANCE S E, BHFITIE
it (4> 77 > MEAOK 1:BERFTD S itk

ETHB. Thicky, MoBEMSGIRELSN, &%

REE MBI S N, TERBIESLEL, WHOFRKE R
E3ha.,

Eﬁﬁ%?%ﬁ? CRRZERL TWw 3 BHEDOGA, i
R OBEAELEICIEEZHIRETHS. 0k
7&7 AT, —RNeERAPIECHEREOZ 2%

?MT%%bu,LﬁE&m %D LREHERES NS,
FRERT -
BHABELZDREWE S, HEELZBERRENAARTDH 3.

itV A 7 DAERIRADS, REPUG & h7- R E O

COSBHEEEE T 7o —FIic kb, ARZENE L PRI
EA v 77 v e eBEREL LYo, LS hiakE

FHEI S FIRE & 72 5.

4. A4VT74—LR-VEVH

A7 =L F-avieyh (OEBIOCEH 1, i
BAFGTEICB VLTS TEEREE TH O, BEH THC
FRHBIOA T I RIS VAT 20 BRT
52 LEBREET B,

WBEET]

- BRI ) 22 mIRE THC JAIB L O EREET Y N
V=V AT LDRARBERZREE 2, BREIXI N8R
BAVT 70 FORMAERRICEZ 2HEICOVT, Bk
BHotakiEmNPEON TRV E2HEICIEAZRE
ThH3. LEL, BETIZIET Y RAIEEMEHO RN
ZRBLTWS, 20k, ariky FEB 7ok R,
BREAEMEICL2RHERK, BLXKA V77 v FEBES
BRI R T 2 BEFRERBOWH DV A 712D\ THH
ZEDBUBENRD D, BEITIEZ, ZhoDEHHEIENMT
HEM, BER, A 77 P Rif—20E
LT AHEUERH B EDHIEEIBIRETH B,

- HEEFEOVES N EHENIZIE, A8y 7R EDEZEN
FHARFICEE L, BEPHOICHHAZRZIERB LI %
FHEFICHRT 2RETH 3.

b. EEICKDEE

Fiwiic, THC R HWEIA > 77 v MaEICE 228
K7 Y 227 ZHE L 2 ABN 2 BHAEEZRE T RE
Thb, ZOXHIIE BHEEEE 1770 KRR
27 DM, G ORBIE 2 £ OTE A PHIE 2 BIHE (< o
L nid iz oz, 5%#+ﬁ&ﬂ%®%t1M@mi
2ITA5 &S, ABRFEIFMFPEHE TICEEDHER -

4 (BEOTREZXEN) T204EDPDH 5. C@fﬂﬂx
kb, BHEEEEY A2 oICHRL, BEEHICD
WCHER - R AR TE 5. (K 6)

(®6) LAZvT - A VTSV MARET KK/ 9N IEREEE

B VTS Y MNERICBITIAMB L VI NIERICHIBENIRT (B
IBREHICAVSND, BEICKDAVTA—LR - IV EXED—H|

GBS, BREL VTSV MEHEY RTDENRE) ZBR
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5. @{tENEiigEE O
KIRERZZA > 7T > FEABARLEBEAED Y R 2
DEE->TVWAHREMERD 2720, ikor 77 e ran
2 L5 2 DRI NG, WIENREICBIT ST T —
INAZT T ANLOEBDHIC, B IO HHEEREH
WZPEMN e OEEENENLEL R 2580855, 7
TANF I EORMBINTIEE S v, MEEE
B L, MEOMELMERT 2 ECEITH 2 RBERDH
5, £, AVTIVMEABICBIBZNAF T 4 VLD
W EOBEEABHL o>, HENRSF—2av
O — )V HEIC D0 THM AR E2ITORETH S, KIHKE
O OPERZRAE (xerostomia) Z2F 2 BE IR L T,
R BECE ORI, MR e A, F 73 A TR O ff
HAEvoME2ELBIET, OBENZ I T IV A%K
EL, A V77V FABAHEBOREEREY R—FTE 3,

i)

RIF~DIEEX, ZOFEHOE X, #imo THC BE LA,
BLXUOWMARIT Y NY =2 25 LDOJRE LA HZE RIS,
WRIA 7o PRBICBLWTETETHRMICEELRRA
T ooh 3, BEOIETY RIC LT, Hicum
FIEINA I X BRI, SRR BIE, MR,
GBS, MEHRAMS, BTV IoRE, A VTS
¥ b BRI AR RN R @ B D A B 2R R B I B 2 TR S
ENRENTVE, INSDEYHERFECLD, 4V
75y FABOKIENRZ b LT WERENMER SN, N4
FT7 4 NVLDEADIMEL, VORGP EESI NS
BERD 5, ZOME, BB LTEXEDS T b
APHED Y A2 R % 5.

BR TR EMN LR T — 2 2MRRE L TR T
2H0D, AHZXLICHED L RIEERMA &, wER L
O—B L B ANBEEE2ZE T L, BETECBWTE
it oEER 7 0 —F 205 L PR YTHD., Lk
MoT, TRTDA VT T+ EEOBEFEREICKFERD
FEZEHRMNICHMERD & LU CHARAR, R HHEE,
B Gk, ELOMEHRHICERZILIRNETHSE, VA
7 F@RIAL, THG - itk O KBREER J IR HESE, Bk S 7z
BAVTFUVR, BEXUOTAHBRAVTIA—L - avky
M, ZOBEBHICHTIIET VRIZEDIL YT 7OART
RIGBEFETH 5.

S5HHABMDOERICL O REANDT 7 2 ADPEK L,
P @ERERRP I S ICERL T T, HRHERR
FRFTORENA R ICHRNICERL, WK bar%
WHEHL T DLEDRH L, KRfEHZ THERZERY R
ZEHiRT] & U TR L, ZMEEIc L 32aI2=27—
vayv, BEEE, IS nMiE - MREEEELC T

BRI AT 5 2 & 2%, RETTHIED >R L
ELAHRA ¥ 77y MERRRE R 2 7 0 R TR
<H 3.

SEHR

1. Substance Abuse and Mental Health Services Administration. Key
substance use and mental health indicators in the United States:
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Introduccioén

El consumo de cannabis ha aumentado sustancialmente
en afos recientes, impulsado por la expansion de su
legalizacién, cambios en las actitudes sociales y la amplia
disponibilidad de formulaciones de alta potencia. Seguin datos
de los Centros para el Control y la Prevencién de
Enfermedades (CDC), el cannabis sigue siendo la sustancia
ilegal a nivel federal mdas utilizada en Estados Unidos, y
aproximadamente el 22% de las personas de 12 afios o mas
reportaron haberlo usado en el ultimo afio.! Estudios
epidemioldgicos sugieren ademdas que casi el 30% de los
consumidores de cannabis podrian cumplir con los criterios
diagndsticos para trastorno por uso de cannabis (TUC), con
un riesgo mayor asociado al inicio temprano, mayor
frecuencia de uso y mayor exposicion al tetrahidrocannabinol
(THQ) 2

Aunque el uso de cannabis suele percibirse como
relativamente benigno, sus efectos farmacoldgicos se
extienden a multiples sistemas organicos mediante la
activacién del sistema endocannabinoide. En relacién con la
salud bucal, los receptores cannabinoides se expresan en
células inmunitarias, tejido 6seo y mucosa oral, lo que sugiere
efectos potenciales sobre la respuesta inflamatoria, la
cicatrizacion de heridas y el metabolismo 6éseo. Estos procesos
bioldgicos son determinantes criticos del éxito en la terapia
con implantes dentales, incluida la osteointegracién y la
estabilidad a largo plazo de los tejidos periimplantarios.

A pesar de la creciente prevalencia del consumo de
cannabis entre adultos —especialmente en los grupos etarios
con mayor probabilidad de buscar rehabilitacion con
implantes—, sus implicaciones en la implantologia dental
siguen siendo poco reconocidas e insuficientemente
caracterizadas. Evidencia emergente indica que el uso de
cannabis podria asociarse con alteraciones en la funcién
inmunitaria, deterioro en la cicatrizacién y cambios en la
biologia dsea, factores que podrian influir en la salud
periimplantaria y el éxito del implante.® Sin embargo, los
datos existentes son limitados, heterogéneos y a menudo
extrapolados de modelos no dentales.

Esta revision narrativa no propone pautas clinicas
formales ni afirma relaciones causales entre el uso de
cannabis y el fracaso de implantes dentales. Mds bien, tiene
como objetivo sintetizar la plausibilidad bioldgica, la

evidencia clinica y experimental emergente, y los principios
establecidos sobre cicatrizacién y biologia dsea, para apoyar
la evaluacion de riesgos, la orientacion al paciente y la toma
de decisiones clinicas en implantologia dental.

Mecanismo de accién

El principal constituyente psicoactivo del cannabis, el A’
-tetrahidrocannabinol (THC), ejerce sus efectos principalmente
mediante la activacion de los receptores cannabinoides tipo 1
(CB1) y tipo 2 (CB2). Los receptores CB1 se expresan
abundantemente en el sistema nervioso central y son en gran
parte responsables de los efectos psicoactivos del THC,
mientras que los receptores CB2 estdn predominantemente
asociados con la modulacién inmunitaria y se expresan
en células inmunitarias, tejido dseo y drganos periféricos,
incluyendo la vasculatura.

El THC produce efectos psicoactivos rapidos y predecibles,
lo que contribuye a su uso generalizado por beneficios
percibidos como relajacidon, reduccion del estrés, euforia y
analgesia. No obstante, la activacién del sistema
endocannabinoide también influye en las vias inflamatorias,
la funcién de las células inmunitarias, el tono vascular y el
metabolismo éseo —procesos bioldgicos directamente
relevantes para la cicatrizaciéon y la osteointegraciéon en la
terapia con implantes dentales.

Aunque el uso de cannabis suele percibirse como
“natural” o mas seguro que el alcohol o los medicamentos
recetados, los productos contempordneos contienen
concentraciones de THC sustancialmente mds altas que las
histéricamente encontradas. Como resultado, los efectos
fisioldgicos y clinicos pueden variar considerablemente y
estan influenciados por la dosis, la frecuencia de uso, la via de
administracion y la susceptibilidad individual. Estos factores
complican la evaluacién de riesgos y subrayan la necesidad de
considerar cuidadosamente el uso de cannabis en pacientes
sometidos a procedimientos quirtrgicos relacionados con
implantes.**

Via de administracion

El cannabis puede administrarse por multiples vias, cada
una asociada con caracteristicas farmacocinéticas distintas,
patrones de exposicion sistémica e interacciones locales con
los tejidos que pueden influir en la cicatrizacién



JICD,Yol. 7, No.1, 001, 2026

periimplantaria y la osteointegracion. Las variaciones en la via
de administracion afectan la velocidad y el grado de absorcién
de los cannabinoides, las concentraciones plasmaticas
maximas, la duracién de la actividad bioldgica y las vias
metabolicas, factores que pueden alterar la respuesta
inmunitaria, la dindmica vascular y la remodelacién 6sea.
Ademds, ciertos métodos de administracion exponen
directamente los tejidos orales y peri-orales a agresiones
fisicas, térmicas o quimicas, mientras que otros ejercen
principalmente efectos sistémicos. Por lo tanto, la via de
administraciéon del cannabis representa una variable
importante, aunque a menudo subestimada, al evaluar los
riesgos potenciales asociados con la cirugia de implantes
y la estabilidad del tejido periimplantario.® (Figura 1) A
continuacion se presentan las vias de administracion mads
comunes.

Los métodos de inhalacién —incluyendo fumar, vapear
y “dabbing”— provocan una absorcién sistémica rapida
y mayores concentraciones plasmdticas maximas de A’
-tetrahidrocannabinol (THC). Sin embargo, estas vias
también exponen los tejidos orales y peri-orales a lesiones
térmicas, subproductos de la combustién, material
particulado y, en algunos casos, solventes residuales, lo que
puede contribuir a la irritacion mucosa, la vasoconstriccién
local y 1a cicatrizacion deficiente del tejido blando.

Las vias orales de administracién, como comestibles,
capsulas y aceites, se caracterizan por un inicio retardado y
efectos sistémicos prolongados debido a la absorcién
gastrointestinal y el metabolismo hepdtico de primer paso.
Estos métodos generalmente implican una exposicién
minima directa de los tejidos orales, pero atin pueden ejercer
efectos sistémicos sobre la respuesta inmunitaria, la
inflamacién y el metabolismo 6seo relevantes para la
cicatrizacién del implante.

Los sistemas de administraciéon oromucosal y sublingual,
incluyendo aerosoles y tinturas, proporcionan una absorcién
mas rapida que la ingestion oral, sin las agresiones térmicas y
relacionadas con la combustiéon asociadas a la inhalacion.
Aunque ocurre exposicion mucosa local, estos métodos
pueden causar menos irritacién tisular en comparacién con
fumar o vapear.

El reconocimiento de la via de administraciéon del
cannabis es clinicamente importante, ya que las diferencias
en el método de administracién, la frecuencia de uso y la
composicién de cannabinoides (formulaciones dominadas
por THC frente a aquellas predominadas por cannabidiol)
pueden afectar de manera diferencial la fisiologia sistémica y
el entorno local periimplantario, esencial para una
osteointegracion predecible y la estabilidad a largo plazo del
tejido blando.”

(Fig.1) Planta de cannabis y productos inhalados de cannabis.
(A) Hojas de *Cannabis sativa* que representan la planta fuente de la cual se derivan los productos médicos y recreativos de
cannabis.
(B) Ejemplos de formas inhaladas de cannabis, incluyendo cigarrillos enrollados y flores secas de cannabis, que exponen la cavidad
oral y los tejidos periimplantarios al calor, subproductos de la combustion y cannabinoides concentrados que pueden influir en la
inflamacion oral y la salud periimplantaria.

Implicaciones en implantes dentales

El uso de cannabis puede afectar directamente la terapia
con implantes dentales a través de las siguientes vias:

1. Lesion térmica y quimica

La inhalacién de cannabis quemado expone la cavidad
oral y los tejidos periimplantarios a una mezcla compleja de
irritantes y subproductos téxicos, incluyendo mondxido de
carbono, alquitrdn, compuestos orgdnicos volatiles e

hidrocarburos aromadticos policiclicos —muchos de los cuales
se asemejan a los presentes en el humo del tabaco.® Estas
sustancias ejercen efectos citotéxicos y proinflamatorios
directos sobre la mucosa oral, deteriorando la funcion de los
fibroblastos y las células epiteliales, esenciales para la
reparacion del tejido blando y el cierre de la herida. La
exposicion a estos compuestos aumenta el estrés oxidativo,
interrumpe la sintesis y deposicién de colageno e interfiere
con la formacion de un sello estable de tejido blando
alrededor de los implantes dentales.” Tales alteraciones
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comprometen la cicatrizacion mucosa temprana y pueden
predisponer los tejidos periimplantarios a la invasion
bacteriana.

Estudios preclinicos en animales sugieren que la
exposicién crénica al humo de cannabis reduce el contacto
hueso-implante y disminuye el relleno dseo periimplantario,
lo que indica un deterioro del proceso de osteointegracion.!?
Estos hallazgos sugieren que los componentes térmicos y
quimicos del humo de cannabis podrian debilitar la fijacién
del implante y aumentar la susceptibilidad al fracaso
biomecédnico temprano, subrayando la importancia de
abordar los hdabitos de inhalacién en pacientes sometidos a
terapia con implantes.

2. Alteraciones del microbioma oral

El uso de cannabis se ha asociado cada vez mds con
alteraciones medibles del microbioma oral, y varios estudios
demuestran un desplazamiento hacia comunidades
microbianas asociadas con enfermedad periodontal y
periimplantaria. La exposicién regular a cannabinoides —
particularmente mediante inhalacién— parece promover la
colonizacion y proliferacion de especies patégenas como
*Porphyromonas gingivalis*, *Tannerella forsythia* y otros
organismos anaerobios gramnegativos implicados en la
inflamacién mucosa periimplantaria y la pérdida de hueso
alveolar.!! Estos cambios microbianos pueden estar
impulsados en parte por la xerostomia relacionada con el
THC, la alteracién de la composicion salival y los cambios en
la inmunidad mucosa, factores que crean un nicho ecoldgico
favorable a la disbiosis. Al agravar este efecto, la
inmunomodulacién asociada al cannabis —caracterizada por

la reduccidn de la funcion de neutréfilos, la alteracién de la
activacion de macréfagos y la supresion de vias clave de
sefializaciéon inflamatoria— disminuye aun mads la capacidad
del huésped para controlar la formacién de biopeliculas
patdégenas. La convergencia de la disbiosis microbiana y la
vigilancia inmunitaria deteriorada establece un entorno
bioldgico propicio para la mucositis periimplantaria y su
progresiéon a periimplantitis, lo que representa un riesgo
significativo para la estabilidad a largo plazo del implante.'?

3. Xerostomia y alteracion de la funcion salival

Se ha demostrado que el uso de cannabis, particularmente
productos ricos en A 9-tetrahidrocannabinol (THC), reduce
el flujo salival mediante la inhibicion de la estimulacion
parasimpdtica de las glandulas salivales mayores. Esta
xerostomia inducida por el THC interrumpe las funciones
protectoras de la saliva, incluyendo la limpieza mecénica, la
capacidad amortiguadora y la actividad antimicrobiana. La
disminucién de la produccién salival resulta en una mayor
carga bacteriana oral y facilita la acumulacién de placa dental,
creando un microambiente que favorece la proliferacion y
maduracion de biopeliculas periimplantarias patdgenas.'>'
Estos cambios microbianos son clinicamente significativos,
ya que las biopeliculas asociadas con condiciones de baja
saliva tienen mayor probabilidad de albergar patégenos
periimplantarios capaces de iniciar o exacerbar la inflamacion
mucosa. Con el tiempo, esta ecologia microbiana alterada
contribuye a la inflamacién del tejido blando, la pérdida 6sea
marginal y la destruccion acelerada del tejido periimplantario,
comprometiendo asi la estabilidad a largo plazo de los
implantes dentales. (Figura 2)

(Fig.2) Xerostomia en un paciente con uso regular reportado de THC, que demuestra una disminucion en la acumulacion salival y
mucosa oral seca. La hipofuncion salival asociada al THC puede deteriorar los mecanismos de defensa oral y aumentar el riesgo de

enfermedad periodontal y periimplantaria.

4. Engrosamiento gingival

Varios investigadores han reportado una asociacién entre
el uso crénico de cannabis y el engrosamiento gingival.
Baddour et al. describieron por primera vez el
sobrecrecimiento gingival en individuos con exposicion
prolongada a marihuana, sugiriendo una posible relacién
independiente de la inflamacion inducida por placa.'> Rawal

et al. reportaron hallazgos similares, observando una
apariencia gingival caracteristica, rugosa o nodular, sin
evidencia de pérdida de insercién clinica en consumidores
crénicos de cannabis.'

En contraste, Momen-Heravi et al. describieron un caso
de abuso crénico de cannabis asociado con pérdida moderada
a severa de insercién periodontal acompanada de
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engrosamiento gingival periférico, mas pronunciado en la
mandibula anterior.!” Estos hallazgos sugieren que los
cambios gingivales observados en consumidores de cannabis
pueden variar en gravedad y presentacién clinica,
posiblemente influenciados por la duracién del uso, la
frecuencia de exposicidn, el estado de higiene oral y factores
de riesgo concurrentes.

Aunque los mecanismos subyacentes ain no se
comprenden completamente, las explicaciones propuestas
incluyen alteraciones mediadas por cannabinoides en la
respuesta inmunitaria, la regulacién inflamatoria y la
actividad de los fibroblastos gingivales. En conjunto, estos
reportes destacan la necesidad de una mayor conciencia
clinica sobre los cambios gingivales en pacientes con uso
crénico de cannabis, particularmente en el contexto de la
terapia periodontal e implantoldgica.

5. Enfermedad periodontal y periimplantaria

Un creciente cuerpo de investigacion epidemioldgica y
experimental proporciona evidencia biolégicamente plausible
y clinicamente relevante que vincula el uso de cannabis con
resultados adversos periodontales y periimplantarios.'®
Estudios poblacionales demuestran consistentemente que los
individuos que consumen cannabis presentan una mayor
prevalencia y severidad de enfermedad periodontal,
incluyendo mayor pérdida de insercion clinica, profundidades
de sondaje mayores y destruccion acelerada del hueso
alveolar, incluso después de controlar factores de confusién
establecidos como el tabaquismo, el consumo de alcohol y el
estatus socioeconémico. El uso intenso o crénico de cannabis
parece amplificar ain mads estos efectos, con individuos
afectados que muestran una inflamacién gingival mas
pronunciada y bolsas periodontales més profundas, lo que
sugiere una posible relacién dosis-respuesta.!*2°

Complementando estas observaciones clinicas, modelos
experimentales y animales han demostrado que la exposicién
al humo de cannabis afecta adversamente fases criticas de la
curacion 6sea. Especificamente, la exposiciéon al cannabis se

ha asociado con menor relleno dseo, volumen d&seo
disminuido y contacto hueso-implante reducido durante la
osteointegracion. Estos hallazgos brindan plausibilidad
bioldgica para una cicatrizacién comprometida del implante y
generan preocupacion tanto por el fracaso temprano como
tardio del implante.

Mas alld de su asociacion con la destruccién periodontal,
el uso de cannabis también podria contribuir a la pérdida dsea
marginal alrededor de los implantes dentales. Evidencia
emergente sugiere que los cannabinoides y la exposicion al
humo de cannabis pueden alterar la remodelaciéon dsea
normal al modificar la actividad de osteoblastos y
osteoclastos, deteriorar la angiogénesis y modular vias de
sefnalizaciéon inflamatoria esenciales para el mantenimiento
del hueso periimplantario. Estudios experimentales han
demostrado una disminucion en la formacion dsea, reduccién
de la densidad 6sea y compromiso del contacto hueso-
implante en presencia de exposicién al humo de cannabis.?!
Ademds, el uso crénico de cannabis podria exacerbar
indirectamente la pérdida 6sea periimplantaria a través de la
disfuncién inmunitaria, el aumento de la expresiéon de
citoquinas proinflamatorias y los cambios microbianos dentro
del surco periimplantario.??

Aunque los datos clinicos que evaltian especificamente la
pérdida dsea marginal del implante en pacientes
consumidores de cannabis siguen siendo limitados, la
convergencia de hallazgos epidemioldgicos, datos
experimentales y mecanismos bioldgicos proporciona una
justificacién convincente para una mayor preocupacion. En
conjunto, estos datos sugieren que el uso de cannabis —
mediante la modulacién inmunitaria, efectos vasculares,
disbiosis microbiana y citotoxicidad potencial— podria
comprometer tanto los tejidos periodontales naturales como
el entorno bioldgico necesario para una osteointegracién
predecible y la estabilidad periimplantaria a largo plazo,
particularmente en pacientes con exposicion intensa o
prolongada.?® (Figura 3)

(Fig.3)

(a) Fotografia clinica que demuestra enfermedad periodontal avanzada que afecta la denticion natural, caracterizada por
inflamacion gingival, pérdida de insercion y destruccion del hueso alveolar. La enfermedad periodontal en consumidores de
cannabis ha sido reportada consistentemente en estudios epidemioldgicos y esta respaldada por mecanismos biologicos que
incluyen alteracion de la respuesta inmunitaria, xerostomia y disbiosis microbiana.

(b, ©) Imagenes clinicas que demuestran inflamacion mucosa periimplantaria y pérdida 6sea periimplantaria en pacientes con
antecedentes de uso cronico de tetrahidrocannabinol (THC). Si bien el cannabis tiene efectos adversos documentados sobre los
tejidos periodontales, evidencia emergente sugiere que su impacto bioldgico podria ser particularmente relevante para los tejidos
periimplantarios, donde la modulacion inmunitaria, la cicatrizacion deteriorada y la remodelacion osea alterada podrian aumentar

la susceptibilidad a la enfermedad periimplantaria.
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6. Efectos sobre la anestesia y la analgesia

El uso de cannabis tiene importantes implicaciones para
el manejo perioperatorio en entornos dentales.

Sedacién: El uso de cannabis se ha asociado con mayores
requerimientos anestésicos tanto en entornos dentales como
quirdrgicos. Un metaandlisis reciente reporté que los
individuos que consumen cannabis requirieron en promedio
47,33mg mas de propofol que los no consumidores, y los
pacientes sometidos a anestesia general requirieron 30,57mg
adicionales en comparacién con los controles. Estos hallazgos
sugieren diferencias clinicamente significativas en los
requerimientos de dosificacién anestésica entre los
consumidores de cannabis.?

En el entorno ambulatorio de cirugia oral y maxilofacial,
se ha demostrado igualmente que los consumidores de
cannabis requieren dosis significativamente mayores de
multiples agentes anestésicos. Especificamente, los
consumidores de cannabis recibieron mayores cantidades de
propofol(152,5mg vs 117,5mg), midazolam (5,1mg vs 4,7mg),
ketamina (46,1mg vs 40,2mg) y fentanilo (88,6pg vs 75,2ng)
en comparacién con los no consumidores.?®

El cannabis también puede interactuar con
benzodiacepinas, sedantes y otros agentes que actian en el
sistema nervioso central, lo que resulta en niveles
impredecibles de sedacién, recuperacién retardada o
depresion respiratoria potenciada cuando se wusan
concomitantemente. Ademads, la exposicion perioperatoria
al cannabis —particularmente la inhalaciéon reciente de
productos ricos en THC— se ha asociado con taquicardia,
variabilidad de la presién arterial, ansiedad intensificada,
disforia y percepcion alterada del dolor en el periodo
postoperatorio.26:*7:28

La necesidad de una mayor dosificacién anestésica en
consumidores de cannabis se considera multifactorial y podria
relacionarse con alteraciones inducidas por cannabinoides en
la sensibilidad de los receptores del sistema nervioso central,
tolerancia farmacodindmica e interacciones con las vias de los
receptores de acido y -aminobutirico (GABA), N-metil-D-
aspartato (NMDA) y opioides. Desde una perspectiva clinica,
estos hallazgos subrayan la importancia de la evaluacion
preoperatoria del uso de cannabis y una vigilancia reforzada
durante la planificaciéon de la sedacién y la anestesia en
procedimientos de implantes dentales y cirugia oral.

Analgesia: La evidencia clinica y experimental disponible
indica que el uso de cannabis se asocia con mayores
puntuaciones de dolor postoperatorio y mayores
requerimientos de opioides en comparaciéon con los no
consumidores, lo que sugiere una eficacia analgésica opioide
disminuida en esta poblacién. Revisiones sistematicas y
ensayos controlados aleatorizados no han demostrado
consistentemente efectos ahorradores de opioides de los
cannabinoides en el entorno postoperatorio agudo y, en
algunos casos, han reportado una atenuacién de la analgesia
mediada por opioides.??3°

Ademas de las preocupaciones sobre la eficacia
analgésica, el uso concomitante de cannabinoides y opioides
se ha asociado con un mayor riesgo de efectos adversos
perioperatorios, incluyendo inestabilidad hemodindmica y
depresion aditiva del sistema nervioso central.3%2 Aunque la

depresion respiratoria severa no se ha observado
consistentemente, la variabilidad en la respuesta del paciente
y el potencial de interacciones farmacodindmicas justifican
una consideracién clinica cuidadosa.

Dado estos hallazgos, los clinicos deben ejercer una
precaucion significativa al recetar o administrar opioides a
pacientes que consumen cannabis, particularmente aquellos
con exposicién cronica o intensa. Se recomienda la evaluacion
preoperatoria del uso de cannabis, la planificacién analgésica
individualizada y un monitoreo postoperatorio reforzado para
mitigar riesgos potenciales. Actualmente, la evidencia es
insuficiente para respaldar una escalada o reduccién rutinaria
de la dosis de opioides en esta poblacion, lo que subraya la
necesidad de un uso juicioso y estrechamente monitoreado
de opioides, asi como la consideracién de estrategias
analgésicas multimodales.3334

Formas alternativas de cannabis: Comestibles

Aunque los productos comestibles de cannabis no
exponen la cavidad oral a los irritantes térmicos o quimicos
asociados con el cannabis fumado o vaporizado, sus efectos
farmacologicos sistémicos aun pueden ser relevantes para la
cicatrizacién periimplantaria. La ingestién oral de cannabis
resulta en un inicio retardado pero elevaciones prolongadas
de los niveles circulantes de A’-tetrahidrocannabinol (THC)
debido a la absorcion gastrointestinal y el metabolismo
hepético de primer paso. Esta exposicién sistémica
prolongada podria amplificar o prolongar los efectos
mediados por cannabinoides sobre la funcién inmunitaria, la
sefnalizacién inflamatoria y la regulacion vascular.®

Aunque estos efectos no se han evaluado especificamente
en poblaciones con implantes dentales, son biolégicamente
relevantes dadas las funciones esenciales de la vigilancia
inmunitaria, la angiogénesis y la integridad microvascular en
la osteointegracion temprana y la cicatrizacion del tejido
blando. Por lo tanto, la exposicién sistémica prolongada a
cannabinoides podria tener implicaciones indirectas para la
estabilidad del tejido periimplantario, particularmente en
pacientes con uso frecuente o en dosis altas de comestibles.?

Ademds, muchos productos comestibles de cannabis
disponibles comercialmente contienen altos niveles de
carbohidratos fermentables, lo que podria contribuir al
aumento de la acumulacién de placa y la formacién de
biopeliculas cariogénicas. En individuos susceptibles, esto
podria aumentar indirectamente el riesgo de inflamacién
mucosa periimplantaria y comprometer la salud
periimplantaria a largo plazo.’” Aunque actualmente falta
evidencia clinica directa que vincule el uso de comestibles de
cannabis con resultados adversos en implantes, estas
consideraciones mecanicistas respaldan la inclusién del
consumo de comestibles de cannabis en las historias clinicas
integrales. Los clinicos deben incorporar esta informacion en
la evaluacién individualizada de riesgos, la orientacién al
paciente y los protocolos de mantenimiento postoperatorio.
(Figura 4)
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(Fig.4) Los comestibles de cannabis no exponen la cavidad oral al calor ni a irritantes quimicos, pero producen una exposicion
sistémica retardada y prolongada al THC, lo que podria influir en la respuesta inmunitaria, la inflamacion y la regulacion vascular
relevantes para la cicatrizacion periimplantaria. Ademas, el alto contenido de azlcar de muchos comestibles podria aumentar la
acumulacion de placa y contribuir indirectamente a la inflamacion mucosa periimplantaria.

Recomendaciones clinicas para los proveedores de implantes

1. Toma integral de la historia clinica

Una historia detallada del uso de cannabis debe
incorporarse en cada evaluacion de implante, ya que esta
informaciéon es esencial para anticipar posibles
complicaciones intraoperatorias y postoperatorias. Los
clinicos deben verificar que el uso de cannabis esté
explicitamente incluido en el formulario de admisiéon médica,
ya que muchas practicas dentales no capturan rutinariamente
esta informacion, lo que lleva a riesgos perioperatorios no
reconocidos. La documentacion debe incluir la frecuencia,
duracion y cantidad de consumo de cannabis, asi como la via

especifica de administracion. La estimacién de la potencia de
THC es importante, ya que las formulaciones concentradas o
en aerosol pueden ejercer efectos fisiolégicos e
inmunoldgicos mas pronunciados. También debe establecerse
el momento de la exposiciéon mds reciente del paciente al
cannabis, dada su influencia en los requerimientos
anestésicos y las respuestas perioperatorias. Ademads, los
proveedores deben determinar si el cannabis se usa con fines
recreativos o por una indicacion médica, ya que las afecciones
sistémicas concurrentes o los medicamentos psicotrépicos
concomitantes podrian influir atin mas en el riesgo quirtrgico
y la planificacién del tratamiento. (Figura 5)

Cannabis (Marijuana) Use

Do you currently use cannabis or cannabis-derived

products?

Frequency of use

Route of administration (check all that apply)

Duration of use

Approximate amount or potency (if known)

Patient Response

O No O Yes

O Occasional 0O Weekly 0 Daily

0O Smoked 0O Vaporized 0O Edibles 0 Tinctures/Oils
0 Other:

(Fig.5) Cuestionario médico especifico para cannabis.

Ejemplo de un formulario de admision utilizado para documentar el uso de cannabis, incluyendo frecuencia, via de administracion,
duracion y potencia, para apoyar la evaluacion de riesgos y la toma de decisiones clinicas en el cuidado de implantes.
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2. Estratificacion de riesgo preoperatorio

Tras obtener la historia clinica, los clinicos deben evaluar
los factores de riesgo individuales que podrian predisponer a
los pacientes consumidores de cannabis a complicaciones
periimplantarias. Los fumadores o vapeadores diarios de
cannabis, asi como los usuarios de concentrados de alta
potencia, podrian exhibir un mayor deterioro en la funcién
inmunitaria, la perfusion vascular y el metabolismo éseo. Los
pacientes con enfermedad periodontal preexistente
constituyen un grupo de riesgo particularmente alto, ya que
la inflamacién periodontal se asocia fuertemente con
resultados periimplantarios adversos. Las personas con
xerostomia o practicas de higiene oral subdptimas también
deben considerarse en riesgo elevado, ya que el flujo salival
reducido y el control inadecuado de la placa promueven el
desarrollo de biopeliculas patégenas capaces de acelerar la
destruccién mucosa y 6sea periimplantaria.

3. Recomendaciones de cesacion de cannabis

Actualmente, no existen pautas perioperatorias basadas
en evidencia que aborden especificamente la cesaciéon de
cannabis en pacientes sometidos a cirugia de implantes
dentales. Sin embargo, las recomendaciones pueden
extrapolarse razonablemente de datos establecidos sobre
cicatrizacion de heridas, reactividad vascular, modulacién
inmunitaria y los efectos conocidos de los combustibles
inhalados sobre los resultados postoperatorios. Basandose en
estos principios, se aconseja que los pacientes se abstengan
del uso de cannabis durante todo el periodo perioperatorio —
definido como aproximadamente una semana antes de la
colocaciéon del implante y un minimo de cuatro semanas
posteriores a la cirugia— para optimizar la oxigenacién tisular,
reducir la carga inflamatoria, estabilizar las respuestas
cardiovasculares y apoyar la osteointegraciéon temprana.

Para las personas que usan cannabis bajo supervision
médica para una indicacién terapéutica definida, cualquier
modificacién perioperatoria de su régimen debe abordarse
con cautela. En tales casos, se debe consultar al médico
prescriptor para evaluar la seguridad de la cesaciéon temporal
o el ajuste de la dosis. La toma de decisiones colaborativa es
esencial para garantizar que la reducciéon del riesgo
perioperatorio no comprometa el manejo de la afeccién
subyacente para la cual se recet6 el cannabis. Este enfoque
interdisciplinario permite una planificacién individualizada

del tratamiento mientras prioriza la seguridad quirtrgica y
una integracion predecible del implante.

4. Consentimiento informado

El consentimiento informado (verbal y escrito) es un
componente critico del proceso de planificacién preoperatoria
para garantizar que los pacientes comprendan los riesgos del
uso de THC y del procedimiento de implante previsto.

a. Verbal

Riesgos especificos: Dado el rdpido aumento de
formulaciones de THC de alta potencia y sistemas de
administracion concentrados, los clinicos deben enfatizar que
el impacto a largo plazo de estos productos sobre la
supervivencia del implante sigue siendo insuficientemente
concluyente; sin embargo, la evidencia actual sugiere el
potencial de efectos adversos. Por lo tanto, el proceso de
consentimiento debe incluir la discusién del riesgo de fracasos
tempranos relacionados con la osteointegracién deteriorada y
fracasos tardios asociados con inflamacién periimplantaria o
pérdida dsea. Los pacientes deben ser conscientes de que
estas complicaciones podrian requerir intervenciones
adicionales, incluyendo revision quirtrgica, injertos o
reemplazo del implante.

Presencia de testigo independiente: Idealmente, un
testigo (miembro del personal) debe estar presente y
documentar (en el formulario de consentimiento) la
confirmacién de que el paciente fue plenamente informado.

b. Escrito

Se debe obtener un formulario de consentimiento
informado escrito y completo, que detalle explicitamente los
riesgos especificos que el THC representa para el proceso de
implante dental. Este documento debe describir claramente
las complicaciones potenciales asociadas con estos productos,
incluyendo osteointegracién deteriorada, mayor riesgo de
fracaso del implante y cicatrizacion retardada. Para garantizar
una decision informada, los pacientes deben revisar y firmar
el formulario de consentimiento (documentando el
reconocimiento del paciente) antes del procedimiento
programado. Este proceso permite suficiente tiempo para que
el paciente comprenda plenamente los riesgos asociados y
obtenga aclaraciones sobre cualquier inquietud. (Figura 6)

Swoking Informed Consent Form

(Fig.6) Formulario de consentimiento informado del Instituto de Implantes Resnik para cannabis/tabaco:

Ejemplo representativo de documentos escritos de consentimiento informado utilizados para revelar los riesgos potenciales
asociados con el uso de cannabis y tabaco en la terapia con implantes dentales, incluyendo osteointegracion deteriorada,
cicatrizacion retardada y mayor riesgo de complicaciones del implante.

7
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5. Protocolos postoperatorios mejorados

Dado que los consumidores de cannabis podrian tener un
mayor riesgo de inflamacién periimplantaria y complicaciones
en la cicatrizacién, se recomiendan protocolos modificados de
cuidado postoperatorio. Podrian ser necesarias visitas de
seguimiento mas frecuentes y citas profesionales de
higiene para manejar la biopelicula de placa durante la fase
temprana de cicatrizaciéon. Los enjuagues antimicrobianos
complementarios, como la clorhexidina, podrian ser
beneficiosos para reducir la carga bacteriana y apoyar la salud
mucosa. Se debe proporcionar educacién detallada sobre los
métodos diarios de control de placa, enfatizando la
importancia de la interrupciéon mecdanica de la biopelicula
alrededor de los implantes. Para pacientes con xerostomia
relacionada con el cannabis, se pueden implementar
estrategias de manejo —como mayor hidratacién, estimulantes
salivales o sustitutos salivales— para mejorar la limpieza oral
y apoyar la estabilidad del tejido periimplantario.

Conclusiéon

La exposicion al cannabis representa una variable clinica
cada vez més relevante en la implantologia dental, impulsada
por la creciente prevalencia, el aumento de la potencia de los
productos y el uso generalizado de sistemas de
administracion por inhalacion. La evidencia actual demuestra
que el cannabis —particularmente cuando se fuma o se
vapea— puede afectar adversamente multiples vias
fisioldgicas esenciales para el éxito del implante, incluyendo
la cicatrizacion del tejido blando, la funcién salival, la
vigilancia inmunitaria, la regulacién vascular y la
remodelacion ésea. Estos efectos bioldgicos crean un entorno
mas permisivo para la inflamacién periimplantaria, aceleran
la maduracién de la biopelicula y podrian deteriorar la
osteointegracion temprana, aumentando asi la probabilidad
tanto de complicaciones tempranas como tardias del
implante.

Aunque los datos clinicos definitivos a largo plazo siguen
siendo limitados, los hallazgos mecanicistas y preclinicos,
combinados con asociaciones epidemioldgicas consistentes
con la enfermedad periodontal, justifican un enfoque
preventivo en la planificacion del tratamiento. Por lo tanto, la
evaluacion rutinaria del uso de cannabis debe incorporarse en
la historia clinica de cada paciente con implante, prestando
especial atencion a la frecuencia, la via de administracion y el
momento de la ultima exposicién. La estratificacién de
riesgos, las recomendaciones de cesacion perioperatoria, el
mantenimiento postoperatorio mejorado y un consentimiento
informado exhaustivo son componentes criticos de la
atencién basada en evidencia en esta poblacién.

A medida que la legalizacién continta ampliando el
acceso y proliferan nuevas formulaciones de alta potencia, la
comunidad dental debe permanecer atenta a los datos
cientificos en evolucion y refinar los protocolos clinicos en
consecuencia. Reconocer el uso de cannabis como un
modificador de riesgo significativo —y abordarlo de manera
proactiva mediante la comunicacion interdisciplinaria, la
educacion del paciente y el manejo perioperatorio
personalizado— serd esencial para garantizar resultados

seguros, predecibles y duraderos en la terapia con implantes
dentales.
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