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Abstract: A full-arch rehabilitation of the edentulous upper jaw without grafting procedures exploits
the residual alveolar or the basal bone, with the necessity of long implants placed with a particular
orientation. The precision in planning and placing the fixtures is fundamental to avoid clinical
problems and to allow an acceptable connection with the prosthesis. The computer-aided implantology
resulted in more accuracy than the traditional one, with a high standard of correspondence between
the virtual project and the real outcome. This paper reports about the two different digital protocols,
static and dynamic, as support to implant-borne prosthetic rehabilitation of edentulous maxillae.
Two pterygoid and two/four anterior standard implants were seated in both cases by two different
operators, without flap raising, and immediately loaded. This approach avoided the posterior
cantilever by-passing the maxillary sinus and was adequately planned and realized without any
surgical or prosthetic error. The two digital flow-charts were described step by step, underlining each
other’s advantages and drawbacks compared to a free-hand approach.

Keywords: fully computer-aided implantology; edentulous maxilla; immediate loading

1. Introduction

The digitalization in implant-supported prosthetic rehabilitation is becoming more and more
diffuse not only for the planning but even for the operative phase, for transferring the project into the
clinical reality [1–4]. In a fully computerized protocol the Digital Imaging and Communication in
Medicine (DICOM) data from a cone beam computerized tomography (CBCT), related to the features of
the hard tissue, and the 3D standard tessellation (STL) data, from an intraoral scanner (IOS) detection,
related to the teeth and soft tissues surfaces, are paired by a dedicated software; this enables the
clinician to choose the implant characteristics and positions according to the anatomical and prosthetic
demands [5,6]. After that, to reproduce the virtual plan, the static computer-aided implantology
(SCAI) systems or the dynamic computer-aided implantology (DCAI) ones can precisely guide the
operator’s hand.
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The static system works with a real surgical guide, digitally designed according to the project
and printed to be applied in the patient mouth [7–14]. The dynamic computer-aided implantology,
on the other hand, works like a Global Positioning System (GPS), in which one or two cameras detect
in real-time the spatial relations of reference tools placed on the patient and the surgical handpiece,
while software matches this information with CT images and with the superimposed project. This way
the clinician can track the drill’s position on 3D radiological anatomy showed on the computer screen
while working on the patient [8,9,15–18]. This protocol implicates high reliability of the involved
devices in terms of accuracy [19,20]. In terms of implant positioning precision in comparison with
the pre-operative project, the static system and the dynamic one obtained similar outcomes [13,15,16],
better to free-hand ones [14]. In any case, both systems enable a mini-invasive and shorter surgery,
with flap-less approaches and immediate prosthetic loading.

As far as IOS is concerned, the literature reports a very high precision in the detection of the
mouth status in the short span prosthesis. Still, some doubts remain as regards edentulous jaws
restoration [3,21]. A Randomized controlled trial recorded no statistical difference between conventional
and digital impression for full-arch screw-retained maxillary rehabilitations, with significant less time
in the IOS impression group [22]. A precise planning and digitally guided surgery are fundamental for
techniques that take advantage of the residual alveolar or basal bone, employing longer fixtures to be
inserted in risky anatomic locations with a well-specific orientation: in particular pterygoid implants,
for the restoration of atrophic maxillary posterior areas, can damage the great palatine artery and the
pterygoid plexus. The full-arch rehabilitation of edentulous upper jaws can be performed with the use
of two posterior tilted and two frontal implants [23]. These graft-less procedures, faster and less prone
to complications, can be applied even in systemic health critical patients [24,25] The use of bilateral
pterygoid implant in a full-arch rehabilitation associated with two-four anterior ones has been adopted
with good results, and Stefanelli et al. succeeded in obtaining the full-arch maxillary restorations of
thirteen patients with immediate loading and flapless surgery [26]. The use of zygoma implants can be
indicated in case of extreme alveolar bone loss, since the difficulties in their placement and loading [19].

This paper aims to describe two specific digital workflows for the immediate rehabilitation of two
upper jaws with hopeless residual dentition employing pterygoid and standard implants.

2. Procedure

Workflow for SCAI approach.

First step: analysis of oral and general health status of the patient, examination of his requests and
the evaluation of several options to solve the patient’s need (new or recent panoramic or periapical
radiographs are needed), the explanation of the possible options in terms of the clinical procedures,
timing, and costs.

Second step: IOS/conventional impression to prepare a digital wax-up and a related scan prosthesis
(to be evaluated in consideration of the span width) and some pictures taking to get the intra- and
extra-oral aesthetic requirements.

Third step: a check of the wax-up to evaluate aesthetics, phonetics, and occlusion, and a CBCT to
be taken to evaluate the feasibility of that surgical option, including surgical planning.

Fourth step: the surgical guide was designed and printed in resin material according to the
implant seating plan.

Fifth step: implant placement with the printed guide fixed in the mouth.
Sixth step: multi-unit abutments (M.U.A.) placement and IOS/conventional impression to

manufacture a fixed provisional prosthesis and a silicon bite-check index to find out the correct
occlusal height.

Seventh step: provisional prosthesis delivery.
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Workflow for DCAI approach.

First, second and third step: the same of the SCAI approach.
Fourth step: insertion of four mini-screws into the alveolar bone functioning as fiducial landmarks

for the trace procedure and CBCT taking.
Fifth step: trace (or registration).
Sixth step: implant placement after intra-operatory calibration.
Seventh step: IOS impression and provisional prosthesis delivery.

3. Cases Report

3.1. SCAI Approach Clinical Case

A 70 years old man, in good general health was referred for the restoration of his maxilla with a
fixed full-arch implant-prosthetic rehabilitation. The residual natural dentition resulted in inadequate
for valid rehabilitation. Digital workflow has been performed to plan the treatment. A CBCT of both
jaws, preoperatory pictures, intraoral scans (Figure 1), and conventional impressions was taken.
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Figure 1. Intraoral digital impression (a) and frontal view of the occlusion (b).

A prosthetic wax-up of the maxillary teeth was conventionally performed to verify the correct
vertical dimension of the future prosthesis and then was scanned (Figure 2) and the relative STL data
were loaded in SCAI software (Exoplan-Exocad, GmbH, Darmstadt, Germany) as well for the DICOM
data from the CBCT. Then it was printed with transparent resin to allow clinician making a check after
extractions were performed.
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Figure 2. The virtual model obtained after the scanning of the waxed-up plaster cast (a). The virtual
model after the digital cancellation of the teeth (b). The virtual model after the digital filling of the
empty spaces (c).

A preliminary modification of the dentate virtual cast was necessary to create a completely
edentulous final virtual cast: all the teeth were virtually extracted filling the residual space (Figure 2).
After the superimposition of the hard tissue imaging with those related to the teeth and soft tissues before
and after the wax-up (Figure 3), two pterygoid implants were planned to be inserted, extending the
teeth support until the 2nd molar zone, in addition to two to four implants planned in the area between
the two maxillary sinuses.
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Figure 3. The superimposition of STL files from both intraoral (a) and waxed-up plaster model scanning
(b) onto the DICOM files from the CBCT.

With their angulation, they completely pass the tuberosity before making contact with the lateral
wing of the sphenoidal process. This area is rich in cortical bone and its engagement with the implant
tip is recommended (Figure 4).

Methods Protoc. 2020, 3, x FOR PEER REVIEW 4 of 15 

 

 
Figure 3. The superimposition of STL files from both intraoral (a) and waxed-up plaster model 
scanning (b) onto the DICOM files from the CBCT. 

With their angulation, they completely pass the tuberosity before making contact with the lateral 
wing of the sphenoidal process. This area is rich in cortical bone and its engagement with the implant 
tip is recommended (Figure 4). 

 
Figure 4. The digital planning of the right (a) and left (b) pterygoid implants position. 

Then the surgical guide was designed and printed in resin material. 
During the surgery, all the extractions were carefully carried out to avoid any buccal bone 

fractures and the guide was fitted and fixed by using four alveolar pins. Each sleeve of the surgical 
template guided both burs and implant mounters to respectively prepare the bone and to place each 
implant, accordingly with the planning (Figure 5). 
  

Figure 4. The digital planning of the right (a) and left (b) pterygoid implants position.

Then the surgical guide was designed and printed in resin material.
During the surgery, all the extractions were carefully carried out to avoid any buccal bone fractures

and the guide was fitted and fixed by using four alveolar pins. Each sleeve of the surgical template
guided both burs and implant mounters to respectively prepare the bone and to place each implant,
accordingly with the planning (Figure 5).

Methods Protoc. 2020, 3, x FOR PEER REVIEW 5 of 15 

 

 
Figure 5. Pterygoid implant beds’ preparation with the printed surgical guide fixed in place: the 
cortical perforator (a), the following twist drill (b), the shaping drill burs (c), and the implant seating 
with the implant carrier (d,e). 

All the fixtures (4.1 mm × 15 mm) were seated and optimal final torque values (>35 Ncm) allowed 
an immediate loading protocol: at the end of the surgery, low profile abutments were screwed on 1.2 
and 2.2 implants (ZimmerBiomet®®, Palm Beach, Florida, USA) and OT Equators (Rhein 83, Bologna, 
Italy) on the remaining implants. After one day a full arch temporary prosthesis was delivered. 

The prostheses were manufactured before the surgery to reduce the timing of the prosthetic 
connection. 

The digital workflow allowed a CAD designing of the framework that was printed out with a 
castable resin and then melted in a metallic bar (Figure 6). 

 
Figure 6. The framework printed in resin after digital planning (a) and the metallic melted one (b). 

Then, a milled poly-metil-meta-acrylate (PMMA) superstructure was produced to complete the 
final esthetic and functional coating. 

Figure 5. Pterygoid implant beds’ preparation with the printed surgical guide fixed in place: the cortical
perforator (a), the following twist drill (b), the shaping drill burs (c), and the implant seating with the
implant carrier (d,e).
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All the fixtures (4.1 mm × 15 mm) were seated and optimal final torque values (>35 Ncm) allowed
an immediate loading protocol: at the end of the surgery, low profile abutments were screwed on 1.2
and 2.2 implants (ZimmerBiomet®, Palm Beach, Florida, USA) and OT Equators (Rhein 83, Bologna,
Italy) on the remaining implants. After one day a full arch temporary prosthesis was delivered.

The prostheses were manufactured before the surgery to reduce the timing of the
prosthetic connection.

The digital workflow allowed a CAD designing of the framework that was printed out with a
castable resin and then melted in a metallic bar (Figure 6).
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Figure 6. The framework printed in resin after digital planning (a) and the metallic melted one (b).

Then, a milled poly-metil-meta-acrylate (PMMA) superstructure was produced to complete the
final esthetic and functional coating.

An impression at Low Profile and OT Equator level was taken at the end of the surgical procedure
to pour a plaster cast in which the manufactured prostheses with the temporary cylinders was glued.

The temporary rehabilitation was delivered and connected within 24 h left from the surgery and a
post-operative CBCT was taken to check the final placement of the pterygoid implants. At the same
time, periapical X-rays were taken to check the correct fitting of the restoration on each abutment
(Figure 7).
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3.2. DCAI Approach Clinical Case

A 65 years old partially edentulous man with severe mobility of the remaining teeth asked for a
full implant-supported prosthetic rehabilitation. A preliminary IOS (Medit i500, Seoul, South Korea)
impression was taken to set up a digital wax-up and a CBCT was carried out to evaluate the available
bone volume. Before taking the CBCT, four mini-screws were inserted into the alveolar bone functioning
as fiducial landmarks for the trace procedure. The so-called “TaP” (Trace and Place) approach was
used to perform a dynamic navigation system supported surgery [27]. This consisted of three different
steps: Plan, Trace, and Place.

First step: Plan. The DICOM data of the CBCT and the digital wax-up were uploaded into the
planning software and a prosthetic guided plan for implant characteristics, position, and orientation
were accomplished. (Figure 8).
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Figure 8. After the wax-up STL’s file was loaded into the surgical software, implants were planned.
The software allowed by its windows, a deep check of each implant’s placement, both in the 3D (a)
view and in the 2D views (b–e).

Second step: Trace (or registration). The system (ClaroNav Inc., Toronto, ON, Canada) associated
any point on the patient to the correspondent imaging datum. This phase required a Head Tracker
since no residual dentition was available to anchor the Jaw Tracker. The tracing process started at
the locations of the fiducial landmarks (the four screws), with the sliding of the tracer ball tip over
the surface of each screw. The software automatically recognized the mini-screws and recorded their
position after the tracer touched them (Figure 9).
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Figure 9. The automatic recognition of the mini screws by the software for the tracing phase.

The complete trace and registration process took an average of 1–2 min. The accuracy of this phase
is then assessed by touching with tracer’s ball tip any patient’s anatomical marker and confirming
congruency between the touched marker and what was shown on the laptop screen (Figure 10).
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Third step: Place. The axis and the length of the drill and the drill tip length were then calibrated
using a metallic caliber; after a second accuracy check, performed in the same manner as for the tracing,
the implant placement was performed (Figure 11).
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Figure 11. The screen-views during osteotomy: panoramic view (a), target view and depth indicator
(b), mesiodistal section view (c), buccal-lingual section view (d).

Six implants (A-Z implant, San Lazzaro di Savena, BO, Italy), two pterygoids, and four frontal,
according to the so-called “Da Vinci Bridge” protocol, were inserted with a flapless approach.
After implant insertion (all implants resulted in torque higher than 35 Ncm, indicating good primary
stability), multi-unit abutments (M.U.A.) were selected and screwed onto implants.

A scan abutment (a digital transfer of the abutment 3D position, taken via IOS device) was screwed
on each M.U.A., and an the IOS impression (Medit i500, Seoul, South Korea) (Figure 12) was taken to
prepare a provisional screw-retained prosthesis.
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A digitally printed resin template recorded the occlusal relationship between the arches. After 24 h
the temporary prosthesis was delivered, an occlusal check was carried out and a final digital panoramic
X-ray (Figure 13) was performed to check prosthesis fitting (Figure 14).
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Figure 14. The provisional prosthesis screwed on the M.U.A.

In both cases, a nonsteroidal painkiller was prescribed as needed. The patients were instructed to
adhere to a soft diet for a few days, to maintain appropriate oral hygiene with daily rinsing using 0.2%
chlorhexidine mouthwash, and to gently cleanse with a soft toothbrush, avoiding the use of the floss in
the surgical area for the first month postoperatively. No particular post-operative discomfort, such as
bleeding, edema, or pain, was complained about by the patients and no complications were recorded.

4. Discussion

Full dental rehabilitation of edentulous jaws is challenging for the lack of alveolar bone and
teeth [28]. Two possible treatments are considered: the reconstruction of the lost hard tissue before
prosthetically driven implant’s placement or the direct implant’s insertion taking advantage of the
basal bone [19]. The second approach avoids complex and long-lasting grafting procedures, but it
implies the use of longer fixtures to be placed with a particular orientation to reach sufficient primary
stability. Such a treatment is strictly dependent on the pre-operative plan’s precision and the reliability
of its reproduction in the clinical reality. After all, short implants in the immediate loading full-arch
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rehabilitation of the maxilla are not investigated for more than five years so far in a few cases [29],
even if they have up to an overall of 15-years follow-up [30].

The pterygoid implant, 13 to 20 mm long, works as the distal support for a prosthetic structure in
the rehabilitation of posterior maxilla, avoiding any kind of distal cantilever; it by-passes the maxillary
sinus and finds the primary stability involving the cortex of the pterygoid process of the sphenoid,
the pyramidal process of the palatine bone after passing through the tuber maxillae. Tulasne introduced
their use in 1989 to obviate the low density of the bone distally to the sinus [31]. This technique does
not depend on the level of atrophy. Rodríguez et al. [32] recorded data from 202 patients and confirmed
that an implant of at least 15-mm length should be used to take advantage of the bone’s quantity and
quality in this region. Anyway, pterygoid implants did not find a broad consent for the closeness to the
greater palatine artery and the pterygoid plexus: a safety distance of at least 3 mm should be kept from
the implant’s tip to the greater palatine canal. Furthermore, their inclination implicated an unfavorable
emergence profile, with difficulties for the prosthetic connection. Araujo et al. [33] reported from 90%
to 98% of survival rate, less than 90% of this datum has been recorded before the functional loading for
a lack of osseointegration [34]. Recently, during the 1-year follow-up, high prosthesis stability and no
implant loss were observed in 15 patients treated with pterygoid implants and anterior standard ones
for edentulous maxillae rehabilitation [35].

The digital support to implantology, strongly encouraged the “pterygoid approach”,
particularly with dynamic navigation protocol, with a higher standard of accuracy in implant insertion
for partially and for totally edentulous maxillae. Specifically, Stefanelli et al. [34] reported a 50%
improved accuracy of the dynamic assisted implantology than free-hand one regarding entry/apical
points and apical depth. He reported six times more precision of the digitally supported approach than
the free-hand one in terms of degrees of inclination. Concerning the distance kept from the greater palatal
canal, the navigated procedure was two times safer than the free-hand one. Besides, authors reported a
pre-prosthetic survival rate of 100% versus 93% in the navigated implantology versus a free-hand one,
with a substantial reduction of the operative times [23,34]. Regarding statically computed implantology,
Vrielinck et al., obtained more accurate results than free-hand approaches only for the parameter of
inclination, but worse for those of coronal and apical entry points and, in any case, worse than those
with dynamic navigation support [36]. The limited inter-arch dimension in the posterior mouth makes
bulky the use of a template that, furthermore, seems to reduce the tactile sensation of the operator,
quite useful when the drill and the implant are approaching the pterygoid lamina. Better accuracy in
terms of implant placement between SCAI and DCAI was reported in literature only for zygomatic
implants [19]. Mediavilla-Guzman et al. recorded better outcomes regarding the angulation parameter
with SCAI. Still it is an in vitro study, where the limits related to the use of the guide cannot be
adequately considered [37].

Pterygoid implants in a full-arch rehabilitation obtain an optimal distribution of functional loads
thanks to a wider implant-prosthetic polygon. Apart from a case report without immediate loading [31],
the use of bilateral pterygoid implants associated with two to four standard fixtures in the anterior
zone, with a flapless approach, has been reported by Stefanelli et al. [26] for the immediate loading
full-arch rehabilitation of the upper jaw. These authors adopted the dynamic navigation implantology
after a digital accurate planning to reduce the risk of anatomical injuries and to facilitate prosthetic
management. This study reported the accuracy of pterygoid implant insertion of 0.72 mm at the
coronal point, 1.25 mm at the apical point, 0.66 mm at apical depth, and 2.86◦ as an angular deviation.
This study’s quite interesting datum was a statistically significant mean difference in accuracy between
the frontal implants and pterygoid implants at the apical point and insertion depth: this further
confirms the importance of a tutor guide when using longer implants with a particular inclination.

No reports on the use of the static computerized system are readable in literature for a similar
technique. Two different operators, each one familiar with the static or dynamic computed system,
carried out the herein reported interventions with successful results in both cases. All the advantages
of the digital support to implantology, highlighted in the literature, were confirmed with these two
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cases. Indeed, this report’s clinicians, really expert, could not have otherwise reached all their goals,
a fast and harmless flapless surgical procedure with an immediate aesthetic and functional prosthetic
finalization, at least with such accuracy. The ND system adopted to treat the herein reported case
presents the advantage of accomplishing the registration process by tracing the existing teeth, used as
fiducial markers [26]: the presence of stable residual teeth, to be removed because useless for the
prosthetic rehabilitation, allows the software to overlap the planning information on the preliminary
taken by the patient CBCT, avoiding the need of a new one, that generally must be performed after the
insertion of the fiducial markers. This property could not have been exploited in this case report, for the
stability reduction of the residual teeth. A real comparison between the two protocols is quite difficult.
Both systems can reduce the importance of the operator experience in implantology, even if they
requires a familiarity with digital technology and complex prosthetic projects. Regarding the limits of
these approaches, apart from the economic costs, the DCAI seems to require a longer ergonomic training
to combine the screen’s vision with the surgical field and experienced staff in case of technical problems.
On the other hand, a surgical template in SCAI limits the operator’s perceptive feedback, without any
possibility of correction of the established plan and to change the implant dimension in the operative
phase. The IOS’s use speeds up the treatment timing, eliminating intermediate manual phases and
patient discomfort for a conventional impression [38]. This is particularly true using a scanner not
needing the powder for the occlusal surfaces’ record as employed herein. Furthermore, the absence of
an impression and/or plaster cast lowers the risk of cross-infections and procedural errors. Even in this
phase, the practitioner experience seems to play a decisive role in the impression-making process’s
precision and duration. Regarding accuracy, it has not been still demonstrated the superiority of
the digital approach compared to the conventional one [38]; indeed, Mangano et al. found quite
heterogeneous outcomes using twelve different IOS machines taking an impression of six implants
inserted in totally edentulous upper arches [21]. Hence, some doubts persist on the IOS’s reliability,
particularly when long span prosthesis is going to be realized. Higher accuracy of the digital mock-up,
based on a digital optic impression, than the conventional one was reported in literature [39].

Another point to be underlined is the importance of the adopted abutments, M.U.A and OT
Equators, in correcting the emergence profile of the pterygoid implants.

Anyway, the new technological frontiers of augmented reality [40] and robotics [41] will improve
the digitalization in the dental practice and, in particular, in this type of rehabilitation, whose results
have to be confirmed with more cases and longer follow-ups.

5. Conclusions

The digital technology, both static and dynamic, hereby reported, helped clinicians to faster the
full-arch implant borne rehabilitation of two maxillae minimizing patient discomfort as reported in the
literature yet. In particular, the use of CAI helps to transfer the plan to the surgical field without any
intra-operatory variations.
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Funding: This paper received no external funding.

Conflicts of Interest: Authors declared no conflict of interest.

References

1. Mangano, F.G.; Veronesi, G. Digital versus Analog Procedures for the Prosthetic Restoration of Single
Implants: A Randomized Controlled Trial with 1 Year of Follow-Up. BioMed Res. Int. 2018, 2018, 1–20.
[CrossRef] [PubMed]

http://dx.doi.org/10.1155/2018/5325032
http://www.ncbi.nlm.nih.gov/pubmed/30112398


Methods Protoc. 2020, 3, 84 12 of 14

2. Mangano, F.G.; Hauschild, U.; Admakin, O. Full in-Office Guided Surgery with Open Selective
Tooth-Supported Templates: A Prospective Clinical Study on 20 Patients. Int. J. Environ. Res. Public Health
2018, 15, 2361. [CrossRef] [PubMed]

3. Venezia, P.; Torsello, F.; Santomauro, V.; Dibello, V.; Cavalcanti, R. Full Digital Workflow for the Treatment
of an Edentulous Patient with Guided Surgery, Immediate Loading and 3D-Printed Hybrid Prosthesis:
The BARI Technique 2.0. A Case Report. Int. J. Environ. Res. Public Health 2019, 16, 5160. [CrossRef]
[PubMed]

4. Scotti, R.; Pellegrino, G.; Marchetti, C.; Corinaldesi, G.; Ciocca, L. Diagnostic value of NobelGuide to minimize
the need for reconstructive surgery of jaws before implant placement: A review. Quintessence Int. 2010,
41, 809–814.

5. Esteban, M.O.; Deglow, E.R.; Zubizarreta-Macho, Á.; Montero, S.H. Influence of the Digital Mock-Up and
Experience on the Ability to Determine the Prosthetically Correct Dental Implant Position during Digital
Planning: An In Vitro Study. J. Clin. Med. 2019, 9, 48. [CrossRef]

6. Sancho-Puchades, M.; Fehmer, V.; Hämmerle, C.; Sailer, I. Advanced smile diagnostics using CAD/CAM
mock-ups. Int. J. Esthet. Dent. 2015, 10, 374–391.

7. Arısan, V.; Karabuda, Z.C.; Özdemir, T. Accuracy of Two Stereolithographic Guide Systems for
Computer-Aided Implant Placement: A Computed Tomography-Based Clinical Comparative Study.
J. Periodontol. 2010, 81, 43–51. [CrossRef]

8. Bornstein, M.M.; Al-Nawas, B.; Kuchler, U.; Tahmaseb, A. Consensus Statements and Recommended Clinical
Procedures Regarding Contemporary Surgical and Radiographic Techniques in Implant Dentistry. Int. J.
Oral Maxillofac. Implant. 2014, 29, 78–82. [CrossRef]

9. Fortin, T.; Bosson, J.L.; Isidori, M.; Blanchet, E. Effect of flapless surgery on pain experienced in implant
placement using an image-guided system. Int. J. Oral Maxillofac. Implant. 2006, 21, 298–304.

10. Berdougo, M.; Fortin, T.; Blanchet, E.; Isidori, M.; Bosson, J.-L. Flapless Implant Surgery Using an
Image-Guided System. A 1- to 4-Year Retrospective Multicenter Comparative Clinical Study. Clin. Implant.
Dent. Relat. Res. 2009, 12, 142–152. [CrossRef]

11. Hultin, M.; Svensson, K.G.; Trulsson, M. Clinical advantages of computer-guided implant placement:
A systematic review. Clin. Oral Implant. Res. 2012, 23, 124–135. [CrossRef] [PubMed]

12. Norkin, F.J.; Ganeles, J.; Zfaz, S.; Modares, A. Assessing image-guided implant surgery in today’s clinical
practice. Compend Contin. Educ. Dent. 2013, 34, 747–750. [PubMed]

13. Van Assche, N.; Vercruyssen, M.; Coucke, W.; Teughels, W.; Jacobs, R.; Quirynen, M. Accuracy of
computer-aided implant placement. Clin. Oral Implant. Res. 2012, 23, 112–123. [CrossRef] [PubMed]

14. Widmann, G.; Bale, R. Accuracy in computer-aided implant surgery—A review. Int. J. Oral Maxillofac. Implant.
2006, 21, 305–313.

15. Block, M.S.; Emery, R.W. Static or Dynamic Navigation for Implant Placement—Choosing the Method of
Guidance. J. Oral Maxillofac. Surg. 2016, 74, 269–277. [CrossRef] [PubMed]

16. Brief, J.; Edinger, D.; Hassfeld, S.; Eggers, G. Accuracy of image-guided implantology. Clin. Oral Implant. Res.
2005, 16, 495–501. [CrossRef] [PubMed]

17. Block, M.S.; Emery, R.W.; Lank, K.; Ryan, J. Implant Placement Accuracy Using Dynamic Navigation. Int. J.
Oral Maxillofac. Implant. 2017, 32, 92–99. [CrossRef]

18. D’Haese, J.; Ackhurst, J.; Wismeijer, D.; De Bruyn, H.; Tahmaseb, A. Current state of the art of computer-guided
implant surgery. Periodontology 2000 2016, 73, 121–133. [CrossRef]

19. Pellegrino, G.; Lizio, G.; Basile, F.; Stefanelli, L.V.; Marchetti, C.; Felice, P. Dynamic Navigation for Zygomatic
Implants: A Case Report about a Protocol with Intraoral Anchored Reference Tool and an Up-To-Date
Review of the Available Protocols. Methods Protoc. 2020, 3, 75. [CrossRef]

20. Pellegrino, G.; Tarsitano, A.; Taraschi, V.; Vercellotti, T.; Marchetti, C. Simplifying Zygomatic Implant Site
Preparation Using Ultrasonic Navigation: A Technical Note. Int. J. Oral Maxillofac. Implant. 2018, 33, e67–e71.
[CrossRef]

21. Mangano, F.; Hauschild, U.; Veronesi, G.; Imburgia, M.; Mangano, C.; Admakin, O. Trueness and precision
of 5 intraoral scanners in the impressions of single and multiple implants: A comparative in vitro study.
BMC Oral Health 2019, 19, 1–14. [CrossRef] [PubMed]

http://dx.doi.org/10.3390/ijerph15112361
http://www.ncbi.nlm.nih.gov/pubmed/30366435
http://dx.doi.org/10.3390/ijerph16245160
http://www.ncbi.nlm.nih.gov/pubmed/31861166
http://dx.doi.org/10.3390/jcm9010048
http://dx.doi.org/10.1902/jop.2009.090348
http://dx.doi.org/10.11607/jomi.2013.g1
http://dx.doi.org/10.1111/j.1708-8208.2008.00146.x
http://dx.doi.org/10.1111/j.1600-0501.2012.02545.x
http://www.ncbi.nlm.nih.gov/pubmed/23062137
http://www.ncbi.nlm.nih.gov/pubmed/24571503
http://dx.doi.org/10.1111/j.1600-0501.2012.02552.x
http://www.ncbi.nlm.nih.gov/pubmed/23062136
http://dx.doi.org/10.1016/j.joms.2015.09.022
http://www.ncbi.nlm.nih.gov/pubmed/26452429
http://dx.doi.org/10.1111/j.1600-0501.2005.01133.x
http://www.ncbi.nlm.nih.gov/pubmed/16117776
http://dx.doi.org/10.11607/jomi.5004
http://dx.doi.org/10.1111/prd.12175
http://dx.doi.org/10.3390/mps3040075
http://dx.doi.org/10.11607/jomi.6270
http://dx.doi.org/10.1186/s12903-019-0792-7
http://www.ncbi.nlm.nih.gov/pubmed/31170969


Methods Protoc. 2020, 3, 84 13 of 14

22. Capparé, P.; Sannino, G.; Minoli, M.; Montemezzi, P.; Ferrini, F. Conventional versus Digital Impressions
for Full Arch Screw-Retained Maxillary Rehabilitations: A Randomized Clinical Trial. Int. J. Environ. Res.
Public Health 2019, 16, 829. [CrossRef] [PubMed]

23. Stefanelli, L.V.; Mandelaris, G.A.; Franchina, A.; Pranno, N.; Pagliarulo, M.; Cera, F.; Maltese, F.; De Angelis, F.;
Di Carlo, S. Accuracy of Dynamic Navigation System Workflow for Implant Supported Full Arch Prosthesis:
A Case Series. Int. J. Environ. Res. Public Health 2020, 17, 5038. [CrossRef] [PubMed]

24. Capparé, P.; Teté, G.; Romanos, G.E.; Nagni, M.; Sannino, G.; Gherlone, E.F. The ’All-on-four’ protocol
in HIV-positive patients: A prospective, longitudinal 7-year clinical study. Int. J. Oral Implantol. 2019,
12, 501–510.

25. Gherlone, E.F.; Capparé, P.; Tecco, S.; Polizzi, E.; Pantaleo, G.; Gastaldi, G.; Grusovin, M.G. A Prospective
Longitudinal Study on Implant Prosthetic Rehabilitation in Controlled HIV-Positive Patients with 1-Year
Follow-Up: The Role of CD4+ Level, Smoking Habits, and Oral Hygiene. Clin. Implant. Dent. Relat. Res.
2015, 18, 955–964. [CrossRef]

26. Stefanelli, L.V.; Mandelaris, G.A.; Franchina, A.; Di Nardo, D.; Galli, M.; Pagliarulo, M.; Testarelli, L.; Di
Carlo, S.; Gambarini, G. Accuracy Evaluation of 14 Maxillary Full Arch Implant Treatments Performed with
Da Vinci Bridge: A Case Series. Materials 2020, 13, 2806. [CrossRef]

27. Stefanelli, L.V.; Mandelaris, G.A.; DeGroot, B.S.; Gambarini, G.; De Angelis, F.; Di Carlo, S. Accuracy of a
Novel Trace-Registration Method for Dynamic Navigation Surgery. Int. J. Periodontics Restor. Dent. 2020,
40, 427–435. [CrossRef]

28. Pellegrino, G.; Lizio, G.; Corinaldesi, G.; Marchetti, C. Titanium Mesh Technique in Rehabilitation of Totally
Edentulous Atrophic Maxillae: A Retrospective Case Series. J. Periodontol. 2016, 87, 519–528. [CrossRef]

29. Cannizzaro, G.; Felice, P.; Ippolito, D.R.; Velasco-Ortega, E.; Esposito, M. Immediate loading of fixed
cross-arch prostheses supported by flapless-placed 5 mm or 11.5 mm long implants: 5-year results from a
randomised controlled trial. Eur. J. Oral Implant. 2018, 11, 295–306.

30. Anitua, E.; Khraisat, A. 15-year follow-up of short dental implants placed in the partially edentulous patient:
Mandible Vs maxilla. Ann. Anat. Anat. Anz. 2019, 222, 88–93. [CrossRef]

31. Cucchi, A.; Cucchi, A.; Vignudelli, E.; Franco, S.; Corinaldesi, G. Minimally Invasive Approach Based on
Pterygoid and Short Implants for Rehabilitation of an Extremely Atrophic Maxilla: Case Report. Implant. Dent.
2017, 26, 639–644. [CrossRef] [PubMed]

32. Rodríguez, X.; Lucas-Taulé, E.; Elnayef, B.; Altuna, P.; Gargallo-Albiol, J.; Diago, M.P.; Hernandez-Alfaro, F.
Anatomical and radiological approach to pterygoid implants: A cross-sectional study of 202 cone beam
computed tomography examinations. Int. J. Oral Maxillofac. Surg. 2016, 45, 636–640. [CrossRef] [PubMed]

33. Araujo, R.Z.; Júnior, J.F.S.; Cardoso, C.L.; Condezo, A.F.B.; Júnior, R.M.; Curi, M.M. Clinical outcomes of
pterygoid implants: Systematic review and meta-analysis. J. Craniomaxillofac. Surg. 2019, 47, 651–660.
[CrossRef] [PubMed]

34. Stefanelli, L.V.; Graziani, U.; Pranno, N.; Di Carlo, S.; Mandelaris, G.A. Accuracy of Dynamic Navigation
Surgery in the Placement of Pterygoid Implants. Int. J. Periodontics Restor. Dent. 2020, 40, 825–834. [CrossRef]
[PubMed]

35. Signorini, L.; Faustini, F.; Samarani, R.; Grandi, T. Immediate fixed rehabilitation supported by pterygoid
implants for participants with severe maxillary atrophy: 1-Year postloading results from a prospective cohort
study. J. Prosthet. Dent. 2020. [CrossRef]

36. Vrielinck, L.; Politis, C.; Schepers, S.; Pauwels, M.; Naert, I. Image-based planning and clinical validation
of zygoma and pterygoid implant placement in patients with severe bone atrophy using customized drill
guides. Preliminary results from a prospective clinical follow-up study. Int. J. Oral Maxillofac. Surg. 2003,
32, 7–14. [CrossRef]

37. Guzmán, A.M.; Deglow, E.R.; Zubizarreta-Macho, A.; Agustín-Panadero, R.; Montero, S.H. Accuracy of
Computer-Aided Dynamic Navigation Compared to Computer-Aided Static Navigation for Dental Implant
Placement: An In Vitro Study. J. Clin. Med. 2019, 8, 2123. [CrossRef]

38. Bandiaky, O.N.; Le Bars, P.; Gaudin, A.; Hardouin, J.B.; Cheraud-Carpentier, M.; Mbodj, E.B.; Soueidan, A.
Comparative assessment of complete-coverage, fixed tooth-supported prostheses fabricated from digital
scans or conventional impressions: A systematic review and meta-analysis. J. Prosthet. Dent. 2020. [CrossRef]

http://dx.doi.org/10.3390/ijerph16050829
http://www.ncbi.nlm.nih.gov/pubmed/30866465
http://dx.doi.org/10.3390/ijerph17145038
http://www.ncbi.nlm.nih.gov/pubmed/32668790
http://dx.doi.org/10.1111/cid.12370
http://dx.doi.org/10.3390/ma13122806
http://dx.doi.org/10.11607/prd.4420
http://dx.doi.org/10.1902/jop.2016.150432
http://dx.doi.org/10.1016/j.aanat.2018.11.003
http://dx.doi.org/10.1097/ID.0000000000000603
http://www.ncbi.nlm.nih.gov/pubmed/28486354
http://dx.doi.org/10.1016/j.ijom.2015.12.009
http://www.ncbi.nlm.nih.gov/pubmed/26768019
http://dx.doi.org/10.1016/j.jcms.2019.01.030
http://www.ncbi.nlm.nih.gov/pubmed/30799134
http://dx.doi.org/10.11607/prd.4605
http://www.ncbi.nlm.nih.gov/pubmed/33151187
http://dx.doi.org/10.1016/j.prosdent.2020.04.005
http://dx.doi.org/10.1054/ijom.2002.0337
http://dx.doi.org/10.3390/jcm8122123
http://dx.doi.org/10.1016/j.prosdent.2020.09.017


Methods Protoc. 2020, 3, 84 14 of 14

39. Cattoni, F.; Teté, G.; Calloni, A.M.; Manazza, F.; Gastaldi, G.; Capparé, P. Milled versus moulded mock-ups
based on the superimposition of 3D meshes from digital oral impressions: A comparative in vitro study in
the aesthetic area. BMC Oral Health 2019, 19, 1–8. [CrossRef]

40. Pellegrino, G.; Mangano, F.G.; Mangano, R.; Ferri, A.; Taraschi, V.; Marchetti, C. Augmented reality for dental
implantology: A pilot clinical report of two cases. BMC Oral Health 2019, 19, 1–8. [CrossRef]

41. Wu, Y.; Wang, F.; Fan, S.; Chow, J. Robotics in Dental Implantology. Oral Maxillofac. Surg. Clin. N. Am. 2019,
31, 513–518. [CrossRef] [PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/s12903-019-0922-2
http://dx.doi.org/10.1186/s12903-019-0853-y
http://dx.doi.org/10.1016/j.coms.2019.03.013
http://www.ncbi.nlm.nih.gov/pubmed/31103316
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Procedure 
	Cases Report 
	SCAI Approach Clinical Case 
	DCAI Approach Clinical Case 

	Discussion 
	Conclusions 
	References

