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Introduction
The modern implantology born on the basis of 
the teachings of Brånemark, has seen a pro-
gressive increase in implant performance and 
therefore a relative increase in the expectations 
of both clinician and patient. Predictability, 
both aesthetic and functional, has increased 
at the same rate. From an initial approach 
where the implant was inserted based solely 
on bone availability criteria, we moved on to 
a more functional approach where the “prim-
um movens” is represented by the prosthetic 
rehabilitation goals. In this decision-making 
approach that starts from the prosthesis to get 
to the implant fixture, the visualization and de-
sign work is carried out which is carried out 
on the peri-implant periodontal tissues repre-
sented by alveolar bone support and gingival 
tissues, whose correct availability and function 
is a prognostic factor important in the evalua-
tion of distant prognosis.
This “change of course” in design depends 
on two factors: the level of technology 
achieved by modern implantology, and the 
procedural finesse achieved with the emer-
gence of digital technologies in the world of 
dentistry. Within the framework of a function-
al rehabilitation, the problem of aesthetics 
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that becomes an unavoidable therapeutic 
goal finds its place more and more. Aesthet-
ics that also and above all depends on the as-
set of peri-implant soft tissues In this regard, 
the digital methodology has found ample 
room for maneuver; accurate programming 
allows you to view the changes relating to re-
generative actions as well as the correspond-
ing soft tissue changes with extreme detail. 
In this way, by distinguishing the soft tissues 
from the keratinized ones, it will be possible 
to evaluate with a good precision the efficacy 
of the final results in terms of prevention of 
inflammatory syndromes of the peri-implant 
support1-12.

Materials and methods
We have introduced the Overmed implant 
system into our clinical practice, applying 
the same diagnostic, design, and execution 
principles that have always been used with 
the implant systems adopted. We performed 
a sample of 3 patients inserting 19 implants 
using the implant techniques on which we 
feel sufficiently prepared. The preparation of 
the case involves the recruitment of patients 
following criteria of inclusion and exclusion 
matured with the study of literature and with 
clinical experience.
In general we have used a digital approach 
both for the acquisition of documentation and 
for the design phase, paying particular atten-
tion to obtaining the maximum linearity of the 

implant crown axis and taking care of the re-
lations that the complex crown system were 
going to assume towards the surrounding per-
iodontal tissues.
The Overmed implant is a self-tapping grade 
4 conical titanium implant. The prosthetic en-
gagement is of the mixed cylindrical conical 
type, provided with a platform switch. The 
technique of preparation of the osteotomic 
site, involves the opening of a flap to highlight 
the operative site, the packaging of a guide 
hole with the first osteotomy drill.
Then the implant site is prepared with cor-
respondingly shaped drills and increasing 
diameters. The preparation is completed (rec-
ommended with a drills rotation speed not ex-
ceeding 800 rpm) with a shoulder preparer. 
The implant insertion can be conducted by 
motor in the initial phase and Manually, how-
ever, in the final one. The maximum insertion 
torque is established at 50 ncm.
As far as Guided Surgery is concerned, the 
method involves the use of burs calibrated in 
diameter and length, brought into the work ar-
ea through the use of drilling handles provided 
with bushings that guide the burs through the 
specially prepared surgical rhyme.
The sequence of cutters includes a mucot-
ome, the crestal preparer then pilot drills and 
reamers. The insertion of the systems driven 
by the motor is recommended at a maximum 
speed of 15 rpm and at a maximum torque of 
50 ncm (Figs. 1-6).
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Fig. 1 Control Case 1

Fig. 4 Patient’s Check-In Case 2

Fig. 2 Rx Case 1

Fig. 5 Surgery Case 2

Fig. 3 Surgical Guide Case 1

Fig. 6 Control Case 2
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Results
We lost 1 plant of those entered. However, 
all the implants have been inserted using the 
method described and indicated in maxilla it 
has under-prepared itself of a diameter paying 
attention however to use the correct sequence 
of drills, including the one assigned to the de-
sign of the neck of the fixture.
With this operating scheme we have never 
gone below the minimum 30 ncm for the in-
sertion of the fixture. The surgical kit is ergo-
nomic and intuitive. Sharp instruments have 
proven effective. In the first uses we found no 
problems in finding the different components 
in the dedicated surgical kit. As far as guided 
implant surgery is concerned, the planning 
phase was carried out with dedicated software.
The system includes bolts with a fiction guide 
sleeve dedicated to the different drills diame-
ters. Apparently more laborious than calibrated 
milling systems and single sleeves, it did not 
experience delays in surgical conduct, de-
spite being the first time they were used by the 
clinician.

Conclusions
The transition to the new implant method was 
simple, also in consideration of the ergonomics 
of the prepared kits and of the implant behav-
ior that easily shows a good primary stability if 
the receiving bone site is subjected to 030/040 
mm. Particular attention must be paid to the 
design of the crestal void as required by the 
method. A lacking design of this region, causes 
an incorrect sinking of the fixture in its seat.
The digital approach to the various opera-
tional phases, diagnosis, design, production, 
assembly, certainly represents not only a tech-
nical plus, synonymous with modernity, but a 
very valid support for the increase in effective-
ness, efficiency and predictability of the work 
carried out by the Modern Team. 
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