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La presente per lʼaffermazione del sistema implantoprotesico semplificato NSI che 
consente  lʼinserimento dellʼimpianto bifasico denominato “light”  tramite un 
protocollo chirurgico semplificato che prevede  lʼutilizzo di una sola fresa.

cenni storici e origine del protocollo chirurgico
Simile protocollo era stato utilizzato agli albori dellʼimplantologia dagli anni ʼ70  dalla 
scuola Italiana.
Il protocollo dei primi impianti monoblocco macchinati (viti in Ti°2 con superficie 
praticamente lucida) consisteva nel forare lʼosso mascellare o mandibolare con una fresa 
a lancia  e inserire un impianto dal corpo sottile (nocciolo) ma con grandi spire in grado di 
ottenere una buona stabilità primaria  tale da permettere il carico immediato degli elementi 
inseriti, posizionando in modo definitivo gli elementi protesici.
Il protocollo prevedeva anche limare direttamente lʼelemento nel cavo orale o addirittura 
piegarlo, pratica fattibile grazie alle propietà tecnologiche del Ti°2 (più duttile) la pratica di 
piegatura e limatura diretta era molto rischiosa sia a breve che a lungo termine per lo 
snervamento dello stelo emergente ed possibile rottura degli elementi se il progetto  
protesico non veniva eseguito a regola dʼarte. Nonostante queste difficoltà questo tipo 
dʼimpainto ha riscosso molto successo fino allʼavvento delle nuove aziende che hanno 
offerto prodotti sempre più complessi sia nelle forme sia nei protocolli chirurgici, 
pretendendo pretendendo però tempi dʼintegrazione più lunghi e comunque non 
garantendo successi al 100%  
Oggi
Il mercato invaso dunque da tantissime forme e da tantissimi sistemi implantoprotesici tutti 
simili tra loro ha “indotto” a pensare che per inserire lʼimpianto si dovessero fare 
obbligatoriamente molti passaggi di frese per effettuare lʼalveolo chirurgico considerando 
lʼosso come una struttura  omogenea stile blocco di ferro, dettando protocolli alle volte “ 
troppo rigidi ” che miravano più al rapporto meccanico tra foro chirurgico e vite cilindrica da 
inserire, provocando con gli strumenti classici o un eccessivo surriscaldamento da taglio o 
un eccessiva alesatura del sito (passando più volte la fresa cilindrica per tutta lʼaltezza del 
sito a discapito di una buona stabilità primaria caratteristica fondamentale per una buona 
riuscita e integrazione dellʼimpianto. Vedi grafico 
allungando notevolmente i tempi chirurgici es. per un impianto cilindrico da ø3,8  bisogna 
ancora oggi passare una fresa pilota, da1,8 poi una 2,8 poi una 3,4 e una 3,6 
eventualmente un maschiatore da 3,75 
esponendo il sito allʼaria per molto tempo, ampliando dunque le possibilità di fallimento 
anche in situazioni normali.

In realtà specialisti implantologi esperti hanno sempre cercato di semplificare la procedura 
clinica, non riuscendoci per il semplice fatto che le aziende del mercato moderno, per 
questioni di forse di marketing-vendite, non offrivano sistematiche semplici, nello 
strumentario chirurgico e  componentistica protesica ma anzi hanno sempre indicato
“la strada più lunga” soprattutto formando gli specialisti su complesse curve 
dʼapprendimento in sistemi sempre più complicati forse più per motivi di fidelizzazione che 
per motivi clinici.
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PUBBLICAZIONE INTERNAZIONALE 

NSI, andando contro corrente rispetto alla filosofia classica dʼinserimento con molti 
passaggi chirurgici,ispirandosi alla semplicità dei protocolli dettati  dalla “vecchia scuola 
italiana” ha voluto proporre sul mercato moderno una soluzione  implanto-chirurgica 
protesica  con protocollo chirurgico semplificato sia per un impianto BIFASICO  che 
MONOFASICO  in modo da soddisfare le esigenze di professionisti con esperienza che 
cercano una chirurgia semplice sia nella gestione clinica che protesica  ma 
contemporaneamente aiutare  Medici neo-laureati dandogli la possibilità dʼinserire un 
impianto al paziente in maniera rapida poco invasiva, economica e completamente 
indipendente per quanto riguarda gli accessori protesici della seconda fase.
Il protocollo chirurgico NSI infatti risulta essere molto semplice e veloce grazie al 
particolare designe dellʼimpianto conico autofilettante con spira variabile che permette di 
ottenere una straordinaria stabilità primaria senza eccedere nella compressione ossea. La 
prticolare superficie sabbiata e mordenzata nella seconda fase “dʼintegrazione” facilità e 
velocizza il processo di osteointegrazione.

Questa teoria che già si fondava su principi base dellʼimplantologia oggi è stata 
avvallata e pubblicata a livello internazionale:
 The Effect of Simplifying Dental Implant Drilling Sequence on Osseointegration: An Experimental 
Study in Dogs
Gabriela Giro, Nick Tovar, Charles Marin, Estevam A. Bonfante, Ryo Jimbo, Marcelo Suzuki, Malvin N. Janal e 
Paulo G. Coelho
International Journal of Biomaterials Vol 2013, Article ID 230310
Uno studio su 18 cani beagle ha verificato le differenze di osteointegrazione riducendo il numero 
di passaggi (fresa pilota + fresa di diametro finale) per la preparazione del sito implantare rispetto 
alla sequenza convenzionale incrementale composta da 3 o più steps.
I risultati di questo studio suggeriscono che la preparazione del letto implantare può essere 
semplificata ed eseguita in meno tempo, tuttavia,  una costante irrigazione è sempre necessaria 
per evitare l’aumento della temperatura nel tessuto osseo, specialmente in caso di alta densità 
ossea. Con la tecnica semplificata si richiede maggiore esperienza in chirurgia implantare per 
l’impossibilità di correzione dell’angolazione di lavoro della fresa.

Lo studio si basa tra l’atro su una sistematica con fresa classica cilindrica diversa 
da quella NSI che prevede frese coniche a lancia escludendo quindi anche eventuali 
conflitti d’interesse da parte dei ricercatori.

A differenza delle conclusioni della pubblicazione dell’impianto preso in esame nel 
sistema NSI le particolari frese per la preparazione dell’alveolo chirurgico, grazie al 
loro particolare designe, unite alla particolare morfologia spira impianto, fanno si 
che l’operatore non necessiti di una particolare esperienza per il loro utilizzo anzi 
sono state create per facilitare anche il Medico con poca esperienza permettendogli 
di affrontare qualità ossee di ogni tipo. Grazie alla loro conicità e capacità di taglio e 
penetrazione permettono al clinico di operare con ridotta invasività e di risolvere gli 
“imprevisti” del sito chirurgico, quali perdità di stabilità o di verticalità in maniera 
semplice e intuitiva.  

In allegato articolo ed estratto.
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implantare, incide sull’osteointegrazione?
Lunedí, 25 Febbraio 2013

Uno studio su 18 cani beagle ha verificato le
differenze di osteointegrazione riducendo il
numero di passaggi (fresa pilota + fresa di
diametro finale) per la preparazione del sito
implantare rispetto alla sequenza
convenzionale incrementale composta da 3 o
più steps.

L’utilizzo della sequenza incrementale permette un maggior controllo nella
preparazione del letto e una riduzione del surriscaldamento.

Gli impianti testati erano 36 di diametro 3,75 e 36 da 4,2 mm e sono stati
posizionati in osso tibiale di tipo 2 a 900 rpm con abbondante irrigazione.

Dopo 1, 3 e 5 settimane i cani beagle sono stati sacrificati per i campioni
istologici e le analisi del BIC (bone implant contact) e BAFO (bone-
area-fraction occupancy)  che non hanno evidenziato differenza alcuna
sull’osteointegrazione.

I risultati di questo studio suggeriscono che la preparazione del letto
implantare può essere semplificata ed eseguita in meno tempo, tuttavia,  una
costante irrigazione è sempre necessaria per evitare l’aumento della
temperatura nel tessuto osseo, specialmente in caso di alta densità ossea.
Con la tecnica semplificata si richiede maggiore esperienza in chirurgia
implantare per l’impossibilità di correzione dell’angolazione di lavoro della
fresa.
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Objectives. To test the hypothesis that there would be no differences in osseointegration by reducing the number of drills for site
preparation relative to conventional drilling sequence. Methods. Seventy-two implants were bilaterally placed in the tibia of 18
beagle dogs and remained for 1, 3, and 5 weeks. Thirty-six implants were 3.75mm in diameter and the other 36 were 4.2mm. Half
of the implants of each diameter were placed under a simplified technique (pilot drill + final diameter drill) and the other half were
placed under conventional drilling wheremultiple drills of increasing diameter were utilized. After euthanisation, the bone-implant
samples were processed and referred to histological analysis. Bone-to-implant contact (BIC) and bone-area-fraction occupancy
(BAFO) were assessed. Statistical analyses were performed by GLM ANOVA at 95% level of significance considering implant
diameter, time in vivo, and drilling procedure as independent variables and BIC and BAFO as the dependent variables. Results.
Both techniques led to implant integration. No differences in BIC and BAFO were observed between drilling procedures as time
elapsed in vivo. Conclusions. The simplified drilling protocol presented comparable osseointegration outcomes to the conventional
protocol, which proved the initial hypothesis.

1. Introduction

Osseointegration has been defined as the intimate con-
tact between bone tissue and implanted biomaterial in the
optical microscopy level, and such phenomenon has ren-
dered dental implantology as one of the most successful
treatment modalities in both dentistry and medicine [1,
2]. However, while high success rates have been reported
(often higher than 90% over a decade), the early failure of
the osseointegration has been associated with endogenous
factors such as quantity and quality of bone, smoking habits,
and host systemic impairment, as well as nutritional status

and osteometabolic disorders that may impair bone healing
or affect the maintenance of osseointegration. On the other
hand, especially in cases where endogenous factors are not
present, failure of dental implants has also been attributed to
exogenous factors such as implant design (including macro-
and microgeometry), surgical technique (excessive surgical
trauma), overload, misfit of suprastructures, or surgical site
infection [3, 4].

Albrektsson et al. (1981) suggested that there are 6 factors
that determine the success of osseointegration, that is, bio-
compatibility, design, surface, state of the host bed, surgical
technique, and loading conditions [5]. Needless to say, the
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proposal advocated some 3 decades ago still remains the gold
standard for success, and a great number of researches have
been conducted on these factors. However, compared to the
plethora of studies concerning the implant biocompatibility,
design, surface, and loading conditions, the number of stud-
ies focusing on the host bed and surgical technique is limited.
Especially the effect of surgical procedures such as the drilling
protocol has been sparsely explored, and clinicians basically
follow the given instructions from the manufacturers.

Previous research has shown that the osteotomy prepa-
ration may result in a region of necrotic bone surrounding
the inserted implant and that the extent of this region
is potentially influenced by the relationship between the
drilling speed and heat generated at these sites [6–8]. Thus,
it is expected that the amount of damage incurred to bone
due to instrumentation, and subsequently its ability to heal
around implants may depend on the drill material, design,
whether irrigation is external or internal and if at all utilized,
the rate which the drilling site diameter is incrementally
increased (the number of iteration from initial drill and final
drill diameter prior to implant placement). Different drilling
parameters have been currently evaluated in laboratory
bench studies, where variations in drilling speed have been
shown to be potentially beneficial to implant integration
[9, 10]. In addition, heat production during drilling has also
been evaluated as a function of drill design [11–14], repeated
utilization of drill units [15], and irrigation method [16, 17].

With regard to the determination of drilling efficiency
and temperature profile as a function of different variables,
most investigations are bench studies [9–14, 16, 18], and few
represent the osseointegration assessment of implants placed
in sites drilled under various conditions [19]. While useful
when a numeric control temperature reference is given, these
bench studies have not been appropriately validated in vivo
and such studies are highly desirable.

Even though there are studies investigating the effect
of different drilling protocols on osseointegration, little or
no data is available regarding the rate in which the drilling
site diameter is incrementally increased prior to implant
placement, as anecdotally, this procedure has been performed
in an incremental drill diameter fashion in an attempt to
minimize bone damage during its instrumentation. It is a
fact that there is no evidence in the literature whatsoever on
the optimal drilling protocol that would result in successful
osseointegration in clinical reality. At times, there are drilling
protocols that require so many time-consuming steps. It is of
great interest to investigate if reducing the number of drills
used would provide comparable results to the conventional
drilling sequence. Thus, this study tested the hypothesis that
no difference in implant osseointegration occurs by reducing
the number of drills used for site preparation (pilot drill +
final diameter drill) relative to the conventional incremental
site preparation.

2. Materials and Methods

This study utilized 72 screw root form endosseous Ti-6Al-
4V implants of 3.75mm (𝑛 = 36) and 4.2mm (𝑛 = 36) in

diameter and 10mm in length (C1, MIS, BarLev Industrial
Park, Israel). Half of the implants of each diameter were
placed under a simplified technique (pilot drill + final diam-
eter drill) and the other half were placed under the conven-
tional drilling technique where multiple drills of increasing
diameter were utilized. Previous atomic force microscopy
based texture analysis of the alumina-blasted/acid-etched
surface used in the present study were made showing an Sa
of 0.35 𝜇m and Sq of 0.5 ± 0.54𝜇m [20].

Eighteen beagle dogs approximately 1.5 years of age in
good health were used in this study under approval of the
bioethics committee for animal experimentation at the Ecole
Veterinaire D’Alfort, France.

The surgical site was the proximal tibia, a region with
a type 2 bone density, and two implants were placed per
limb. The right and left limbs provided 3.75mm and 4.2mm
diameter implants that were placed under the simplified
and conventional drilling techniques, respectively (each limb
provided samples from the simplified or conventional drilling
techniques).

The conventional drilling sequence for the 3.75mmdiam-
eter implants started from the pilot drill (2.4mm diameter),
an intermediate drill (3.0mmdiameter), and then endedwith
the final drill (3.6mm maximum diameter provided with
each implant). The conventional drilling sequence for the
4.2mmdiameter implants started from the pilot drill (2.4mm
diameter), two intermediate drills (3.0mm and 3.5mm in
diameter), and then ended with the final drill (4.0mm in
diameter). The simplified drilling sequence for the 3.75mm
and 4.2mm diameter implants started with the pilot and
then the final burs (3.6mm and 4.0mm for the 3.75mm
and 4.2mmdiameter implants, resp.). All drilling procedures
were conducted at 900 rpm under abundant irrigation.

3. Surgical Procedure

All surgical procedures were performed under general anes-
thesia. The preanesthetic procedure comprised of an intra-
muscular administration of atropine sulfate (0.044mg/kg)
and xylazine chlorate (8mg/kg). General anesthesia was then
obtained following an intramuscular injection of ketamine
chlorate (15mg/kg).

Following hair shaving, skin exposure, and antiseptic
cleaning with iodine solution at the surgical and surrounding
area, a 5 cm incision at the skin level was performed.Then, the
flap and muscle layers were reflected and the proximal tibia
was exposed.

Two osteotomies were produced at least 10mm from each
other from proximal to distal, and the implants were placed
with a torque wrench. Standard layered suture techniques
were utilized for wound closure (4–0 Vicryl, internal layers;
4–0 nylon, the skin, Ethicon, Johnson& Johnson, Somerville,
NJ). Postsurgical medication included antibiotics (penicillin,
20,000UI/kg) and analgesics (ketoprofen, 1mL/5 kg) for a
period of 48 h postoperatively.

Euthanasia was performed by an anesthesia overdose (𝑛 =
6 animals at 1, 3, and 5 weeks after surgery). At necropsy, the
limbs were retrieved by sharp dissection, the soft tissue was
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Figure 1: (a) Results for bone-to-implant (BIC) (mean ± 95% CI) as a function of drilling technique and time in vivo where no significant
differences were observed between groups for each time point in vivo. (b) Results for BIC (mean ± 95%CI) as a function of drilling technique,
time in vivo, and implant diameter. No significant differences were observed between groups for each time point in vivo.

removed with surgical blades, and initial clinical evaluation
was performed.

4. Hard Tissue Histology Preparation

The specimens were fixed in 10% buffered formalin solu-
tion for 24 h, washed in tap water for 24 h, and gradually
dehydrated in a series of alcohol solutions ranging from 70%
to 100% ethanol. Following dehydration, the samples were
embedded in a methacrylate-based resin (Technovit 9100,
Heraeus Kulzer GmbH, Wehrheim, Germany) according to
the manufacturer’s instructions. The blocks were then cut
aiming at the center of the implant along its long axis with
a precision diamond saw (Isomet 2000, Buehler Ltd., Lake
Bluff, IL, USA), glued to acrylic slides with an acrylate-based
resin, and a 24 h setting time was allowed prior to grinding
and polishing. The sections were then reduced to a final
thickness of approximately 30 𝜇m by means of a series of
SiC abrasive papers (Buehler Ltd., Lake Bluff, IL, USA) in a
grinding/polishing machine (Metaserv 3000, Buehler, Lake
Bluff, IL, USA) under water irrigation.The sections were then
stained in 1% toluidine blue and referred to light microscopy
evaluation.

Measurements of the percentages of bone-to-implant
contact (BIC) and bone-area-fraction occupancy (BAFO)
between threads [21] were performed at 1001x magnifica-
tion (Leica DM2500M, Leica Microsystems GmbH, Wetzlar,
Germany) by using the National Institutes of Health image
analyzer software (ImageJ 1.41o, National Institutes of Health,
USA).

The effects of drilling technique, implant diameter, and
time in vivo on BIC and BAFO were evaluated by a GLM
ANOVA. Statistical significance was set at 5% (𝛼 = 0.05).

5. Results

Bone healing around implants was uneventful following
implant placement for all 72 sites. No signs of inflammation
or infection were observed during the experimental period.

The statistical summary concerning the effects of drilling
technique as a function of time for BIC is presented in
Figure 1(a). While a significant increase was observed from
1 to 3 weeks (𝑃 = 0.02), this difference was not significant
from 3 to 5 weeks (𝑃 = 0.82). The statistical summary for
the effect of drilling technique, implant diameter, and time
(Figure 1(b)) did not show significant differences in BIC as a
function of drilling technique and implant diameter for each
time point evaluated.

The statistical summary concerning the effects of drilling
technique as a function of time for BAFO is presented
in Figure 2(a). While a significant increase in BAFO was
observed from 1 to 3 weeks (𝑃 < 0.01), this difference was
not significant from 3 to 5 weeks (𝑃 = 0.85). The statistical
summary concerning the effect of drilling technique, implant
diameter, and time (Figure 2(b)) did not depict significant
differences in BAFO as a function of drilling technique and
implant diameter for each time point evaluated.

No morphologic differences were observed between
implants placed with either conventional or simplified tech-
niques, and initial evaluation of the histologic sections at all
time points evaluated showed direct contact between implant
and bone in cortical and trabecular regions (Figure 3). In
general, the histologic evaluation showed that at 1 week,
initial woven bone formation occurred in the regions between
threads and in direct contact with the implant surface
(Figure 4(a)). At three weeks (Figure 4(b)), an increase in the
amounts of bone between threads was evident, and ongoing
replacement of woven bone by lamellar bone was observed
for all groups evaluated at 5 weeks (Figure 4(c)).

6. Discussion

The present study design allowed the evaluation of osseoin-
tegration measurable parameters in implants placed in sites
that were prepared in an incremental diameter fashion
(conventional) or in a two-step fashion (pilot drill + final
drill) to final diameters of 3.6mm and 4.0mm at 900 rpm
under abundant irrigation. Previous research has pointed
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Figure 2: (a) Results for bone area fraction occupancy (BAFO) (mean ± 95% CI) as a function of drilling technique and time in vivo where
no significant differences were observed between groups for each time point in vivo. (b) Results for BAFO (mean ± 95% CI) as a function of
drilling technique, time in vivo, and implant diameter. No significant differences were observed between groups for each time point in vivo.

1.5 mm

Figure 3: No morphologic differences were observed between
implants placed with either conventional or simplified techniques.
The evaluation of the histologic sections at all time points showed
direct contact between implant and bone in cortical and trabecular
regions, as showed in this section of a 4.2mm diameter implant at 5
weeks of healing.

that a region of necrotic bone surrounding the implant
exists following surgery and that the extent of this region
is influenced by drilling speed [9, 10], design [11–14], and
irrigation mode (or absence of irrigation) [14, 15]. For most
of the research concerning drills and drilling technique
variations, the most commonly measured outcome concerns
the heat generated at these sites as a function of different
variables always referenced by a suitable control group.Thus,
while useful when a numeric control temperature reference
is given, these studies and the present study hypothesized
that no difference in implant osseointegration occurs by
reducing the number of drills for site preparation (pilot

drill + final diameter drill) relative to the conventional
drilling sequence.

It is known that rises in bone temperature during rotary
instrumentation are expected to be higher as a function of
diametric differences between drills due to the amount of
pressure and cutting necessary for site preparation being
proportional to this difference. In fact, thermal osteonecrosis
is inexorable if the temperature rises higher than 47∘C in the
bone [22], which has been reported clinically to be one of
the causes of implant periapical lesions [23] or otherwise of
a delay in bone regenerative process [24]. Intriguingly, not
only did our results depict no differences in BIC and BAFO
between drilling techniques when implant diameter informa-
tion was collapsed from statistical analyses, but also showed
no difference in BIC and BAFO as a function of implant
diameter and time in vivo. Further, the histological observa-
tion presented no visible differences for both groups, showing
no signs of excessive inflammation, osteoclastic activity, or
noticeable necrosis.This is an indication that the temperature
elevation, if any created by the simplified procedure, did not
have any negative effects as compared to the conventional
protocol, and the irrigation was probably sufficient enough
to keep the temperature below the osteonecrosis threshold of
47∘C. If the temperature exceeded 47∘C, the healing probably
would have delayed for the simplified protocol group, which
would have been evident in the histology or in the histo-
morphometry as reported by Yoshida et al. [24]. Thus, it is
highly desirable that future studies combine methods where
correlative statistical inferences between temperature rise and
osseointegration/biomechanical measurable parameters are
possible in order to allow an informed platform for future
surgical drilling protocols.

Since a simplified surgical drilling procedure did not
negatively affect the biological response of the implants
placed in these sites and was comparable to the conventional
drilling sequence, our initial hypothesis that no difference in
implant osseointegration occurs by reducing the number of
drills for bone site preparation relative to the conventional
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(a) (b)

(c)

Figure 4: Histologic evaluation showed that at (a) 1 week, initial woven bone formation occurred in the regions between threads and in direct
contact with the implant surface (arrows). (b) At three weeks, an increase in the amounts of bone between threads was evident, and the (c)
onset of replacement of woven bone by lamellar bone was observed for all groups evaluated at 5 weeks (arrows).

drilling sequence was accepted. The results of this study
strongly suggest that the osteotomy preparation may be
simplified and be less time consuming; however, constant
irrigation will always be necessary to avoid the deleterious
effect of temperature elevation in the bone, specially in high
density bone, such as the mandibular anterior region. Lastly,
a precise drilling orientation is required in the first drills, as in
other techniques, but with fewer opportunities for angulation
corrections, which may demand a steeper learning curve for
the less experienced professional.
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