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Abstract
Objectives Bioactive surfaces were designed to increase the interaction between the surface and the cells. This may speed 
up the biological stability and loading protocols.
Materials and methods 36 patients with D3-D4 bone density were recruited and allocated into two groups. 30 bioactive 
(test group) and 30 traditional (control group) surfaced implants were placed. Insertion torque value (Ncm), insertion torque 
curve integral (cumulative torque, Ncm), torque density (Ncm/sec), implant stability quotient (ISQ) measured at three time-
points (baseline (T0), 30 (T30) and 45 (T45) days after surgery), and marginal bone loss (MBL) at 6 months of loading were 
assessed.
Results The mean ISQ and standard deviation at T0, T30, T45 were respectively 74.57 ± 7.85, 74.78 ± 7.31, 74.97 ± 6.34 
in test group, and 77.12 ± 5.83, 73.33 ± 6.13, 73.44 ± 7.89 in control group, respectively. Data analysis showed significant 
differences between groups  in ΔISQ at T0-T30 (p = 0.005) and T30-T45 (p = 0.012). Control group showed a significant 
decrease in ISQ at T30 (p = 0.01) and T45 (p = 0.03) compared to baseline, while no significant change was observed in test 
group. Due to the stability of the ISQ value ≥ 70, 26 test group and 23 control group implants were functionally loaded after 
45 days. Conversely, due to the ISQ < 70 at T45, four test group implants and one control group implant were loaded after 90 
days, and 6 control group implants were loaded after 180 days. Neither insertion torque nor ISQ at baseline were correlated 
with bone density (in Hounsfield units). There was no significant correlation between cumulative torque and ISQ at baseline. 
There was a significant positive slope in the correlation between torque density and ISQ at baseline, more accentuated in D3 
than D4. This correlation remained significant for the test group in D3 bone at day 30 and 45 (p < 0.01 in both time frames), 
but not in D4 bone, and it was not significant in CG.
Conclusions The bioactive surface showed better behavior in terms of implant stability in D3-D4 bone quality in the early 
stages of bone healing. Clinical relevance This study demonstrated that the transition from primary to secondary stability is 
improved using bioactive surface, especially in cases of poor bone environment (D3/D4 bone).

Keywords Implant stability · Implant surface · Bioactive surface · Insertion torque value · Clinical trial · 
Osseointegration
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Introduction

Prosthetic  rehabilitation  using  implants  is  the  first-choice 
treatment for the edentulous area in order to fully satisfy 
the patients’ demands in terms of good aesthetic results and 
functional results in a short period of time and with long-
term stability [1].

The growing and high expectations of patients for 
implant-prosthetic rehabilitation are constantly driving the 
search for highly performing materials capable of optimiz-
ing the osseointegration process and accelerating the tran-
sition from primary stability (also known as mechanical 
stability) to secondary stability (also known as biologic sta-
bility ) which is the result of bone turnover that occurs at the 
implant/bone interface and causes bone resorption and new 
bone formation (woven bone) [2, 3]. According to some 
studies in which implant stability was evaluated by reso-
nance frequency analysis (RFA), the transition period from 
mechanical to biological stability occurs approximately 3–4 
weeks after implant insertion, when a decrease in implant 
stability quotients (ISQ) value is recorded [4–6].

According to Brånemark, osseointegration is a direct 
structural and functional connection between the implant 
surface and the host bone. Osseointegration of endosse-
ous implants is achieved by early implant fixation and bone 
healing [7, 8]. It is possible to think of an adequately osseo-
integrated implant, which is the final goal of the treatment 
plan, as the result of a complex mathematical reaction in 
which each variable has its weight. In this clinical context, 
the identified variables are the host bone environment and 
the patient characteristics (including age, gender, and sys-
temic disease), the surgical procedure and the loading proto-
col, the implant material, design, and surface, among others 
[9–14].

Especially, when the quality of bone is poor, D3-D4, 
undersized osteotomy resulted in better BIC values [15]. In 
fact, additional human randomized controlled studies clari-
fied that osteotomy preparation technique with osteotomes 
and tapered implant microgeometry resulted in a better 
implant performance [16, 17].

On the other hand, clinical research has long concentrated 
on implant surface characteristics, resulting in a substantial 
volume of studies that explore the clinical implications aris-
ing from modifications to implant topography. The macro, 
micro, and nanoscopic characteristics of the surface of tita-
nium dental implants, by modifying the bone-implant inter-
face and increasing the bone-implant contact (BIC) are able 
to influence the biological responses that occur in the host 
from the moment the implant is placed [18].

In particular, the importance of implant surface charac-
teristics is due to the fact that the surface comes into con-
tact with the tissues immediately after implant placement. 

Macroscopic roughness results in greater BIC and higher 
resistance to torque removal [19]. Micro-rough implants 
have proven superior to smooth surface implants and their 
surface can influence and enhance protein absorption, cell-
surface interaction, cell behavior, and cell attachment [20].

Several implant surface treatments have been proposed 
to modify the roughness of the surface with the aim of 
making the titanium implant surface osteophilic: titanium 
plasma-spraying, grit-blasting with hard ceramic particles, 
anodization, calcium phosphate coatings, and acid etching.

Among these, sandblasted, large grit, acid-etched implant 
surfaces (SLA) and its chemically modified version storage 
in saline solution have been the most investigated. Fergu-
son showed that the removal torque values of the modSLA-
surfaced implants were 8–21% higher than those of the SLA 
implants (p = 0.003) [21].

The storage model of SLActive makes it chemically 
active, with free surface energy, and guarantees strong 
hydrophilicity compared to non-active surface SLA.

While the initial results are encouraging, reviews have 
found  no  substantial  differences  between  SLA  and  SLA 
active implants [22]. In terms of implant survival, Sivas-
wamy demonstrated that in the comparison of SLA versus 
SLActive, the former showed higher survival rates [23].

New methods have been examined to increase the hydro-
philicity of the surface by progressively reducing the contact 
angle from 138, which is typical of unwettable and hydro-
phobic surfaces to 0 degrees of superhydrophilic surface.

The aim of the present controlled clinical trial was to 
evaluate a new implant surface with a bioactive surface 
which presents sandblasted and acid-etched surface with 
dry bioactive technology to favor bone healing in a shorter 
time, and to improve the osseointegration in bone even of 
poor quality, and to modify the loading protocols.

Materials and methods

Study design

A 6-months, single-center, controlled clinical trial was con-
ducted to evaluate the stability curve in post-extractive sites 
with poor bone quality (D3 and D4) by comparing implant-
prosthetic rehabilitation with two different implant surfaces.

Two groups were outlined: test group (TG) or NINA 
group - receiving bioactive surfaced implants (MultiNeO 
NH CS, Alpha-Bio Tec, Israel) and control group (CG) or 
NEO group - receiving traditional moderately rough sur-
faced implants (MultiNeO CS, Alpha-Bio Tec, Israel). Both 
implant surfaces were produced by the same manufacturer 
(Alpha-Bio Tec).
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The same surgical procedures were performed in both 
groups by a single expert clinician (L.C.).

The study protocol was approved by Lazio 1 Ethics 
Committee (Prot.430/CE Lazio) and was registered within 
a clinical trials database (www.clinicaltrials.gov) with the 
registration number NCT 05495867.

Signed informed consent was obtained from all the par-
ticipants included in the study before the surgery. The study 
was carried out according to the principles outlined in the 
Declaration of Helsinki of 1975, as revised in 2013.

Patient selection

From September 2022 until December 2022, consecutive 
adult participants in good systemic health, who required 
implant-prosthetic rehabilitation and presented D3 and D4 
bone density, were enrolled at a private dental clinic (Rome, 
Italy).

Recruitment was performed following specific inclusion/
exclusion criteria.

Inclusion criteria were: D3- D4 bone densities; type 1–2 
post-extraction healed sites, adult aged 30–80 years; sub-
jects ASA 1 and ASA 2; healthy periodontal conditions 
(treated periodontitis, PI < 25%, BoP < 25%); patients will-
ing to sign an informed consent and participate in a clinical 
study.

Exclusion criteria were: absence of type 1–2 bone sites, 
immediate post-extraction sites, ASA 3 or 4; untreated Peri-
odontitis; any sites where an implant already failed; allergy 
declared to one or more medicaments to be used during 
treatment; pregnancy (confirmed by verbal inquiry); severe 
smokers (less than 10 cigarettes smoked per day was not 
considered an exclusion criterion).

Sample size

The sample size calculation was based on the implant sta-
bility quotient (ISQ) means and SD of SLA RN (76.5 ± 6.5) 
and SLActive (78.8 ± 3.20) groups at 12 weeks recorded in 
a previous study [6]. The following parameters were used: 
the  smallest  expected  difference  between  the  means;  the 
standard deviation of  the difference between  the means; a 
beta error of 20%, an alpha error of 5%, and an effect size 
of 0.91, as indicated by a sensitivity analysis. These calcula-
tions indicated that each group should include a minimum 
of 20 implants per group [24].

Presurgical procedures

For all patients, dental evaluation with intraoral photo-
graphs, intraoral scanning, and periapical X-ray of the 
edentulous area was performed. A CBCT was prescribed to 

analyze the three-dimensional anatomy of the site and plan 
the implant treatment. Intraoral scanning and CBCT, were 
used  to  digitally  plan  the  implant  insertion.  The  specific 
software (RealGUIDE 5.0, 3Diemme, Cantù, Italy) allowed 
to measure the bone density (expressed in HU) along the 
implant length.

At the same time, a surgical template was produced for 
each patient recruited in the study. (Fig. 1)

All patients received professional full mouth tooth clean-
ing and individual homecare instruction at least two weeks 
before surgery.

Once selected for the study, patients were consequently 
assigned to TG, (superhydrophilic surfaced implants, Multi-
NeO NH, Alpha-Bio Tec, Israel) or CG, (moderately rough 
surfaced implants, MultiNeO CS, Alpha-Bio Tec, Israel) 
based on the chronological recruitment order. To obtain two 
homogeneous samples, age, gender, surgical site (anterior 
or posterior, upper or lower jaw), and clinical characteristics 
were taken into consideration.

Surgical procedure

Following local anesthesia (articaine 4% with adrenaline 
1:100.000), patients were instructed to rinse with 0.2% 
chlorhexidine solution for 5 min. A minimally invasive flap 
was incised using a 15c blade and raised on the buccal sur-
face of the alveolar process. Once the alveolar ridge was 
exposed, the surgical template was inserted. The implant 
site was then prepared using drills with a maximum of 
350 rpm and irrigated with a sterile NaCl solution. Fol-
lowing implant site preparation, the surgical template was 
removed and the implant was inserted to correctly measure 
the implant stability curve and peak. During the implant 
insertion, the insertion torque curve (ITC) and the peak of 
this curve, also called the insertion torque value (ITV), were 
recorded.

W&H device (SA-310 W&H Elcomed implant units, 
W&H, Burmoos, Austria) was used for implant insertion 
and ITC and ITV recording.

At this point a sterile smart peg was screwed into the 
dental implant and implant stability was checked using Oss-
tell® Mentor device (W&H, Burmoos, Austria). Finally, a 
healing abutment was inserted and sutures 6.0 was used for 
flap fixation. A periapical x-ray was performed to assess the 
post-operative implant placement using Rinn x-ray holder 
device and the parallel long-cone technique. (Fig. 2a-e).

Postsurgical procedure

Systemic antibiotics (amoxicillin/clavulanic acid 
875 mg/125 mg) were prescribed the night prior to surgery 
and 3 times daily for 4 days after surgery 22. Analgesics 
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stability measurements were repeated 45 days after implant 
placement.

Due to the stable ISQ curve, NINA implants and NEO 
implants were functionally loaded after 45 or 90, or 180 
days and a periapical x-ray was performed. (Fig. 2g-h)

The loading phase was allowed before the traditional 
osteointegration timing (90–180 days) only if, at 45 days, 
the ISQ curve was basically flat.

In case, the curve resulted slopped, the traditional timing 
was maintained.

Clinical and radiographic measures

Only surgical sites with D3 and D4 bone density were 
recruited. These densities are expressed numerically with 
the Hounsfield scale, D4 < 350 HU; D3 350–850 HU. Bone 
densities were assessed from preoperative CBCT in Houn-
sfield units (HU) using RealGUIDE 5.0 software (3Diemme, 
Cantù, Italy).

Implant stability, the main outcome of the study, was 
checked  at  three  different  time  points:  Baseline  (immedi-
ately after implant insertion) (T0) and at 30 (T1) and 45 (T2) 
days after the surgery. A smart peg was screwed into the 
implant connection and Osstell® Mentor (W&H, Burmoos, 

(ibuprofen 600 mg) were prescribed to be taken only as 
needed.

All the patients were instructed to rinse with 0,12% 
chlorhexidine and 0,05% cetylpyridinium chloride twice a 
day for 15 days starting on the day after surgery [25]. They 
were instructed to avoid brushing and chewing at the surgi-
cal site to prevent mechanical trauma. Moreover, patients 
were instructed to apply cold packs over the treated area 
to minimize the inflammatory response and decrease post-
operative swelling.

At 15 days after surgery, the suture was removed after a 
clinical examination. (Fig. 2f)

All patients were included in an individual maintenance 
program with professional mechanical tooth cleaning every 
3 or 4 months, depending on the case.

Prosthetic procedure

30 days after implant placement, the healing abutment was 
removed, and implant stability was assessed using a smart 
peg and Osstell® Mentor device (W&H, Burmoos, Austria). 
A digital impression was taken and sent to the dental lab 
for the fabrication of the prosthetic restoration. Implant 

Fig. 1 Digital planning of the 
case. The red/green boxes repre-
sent the density in HU measured 
along the implant length
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predictive factors on the outcome variable. The latter was 
ISQ at baseline, 30, and 45 days, and MBL. Predictive fac-
tors were age, bone density, insertion torque, cumulative 
torque, and torque density (for MBL, also ISQ at baseline 
was considered). Simple regression was also performed to 
determine the correlation between torque density/cumulative 
torque and ISQ, between torque density/cumulative torque 
and insertion torque (Ncm), and between ISQ changes at 30 
and 45 days and MBL. Both overall data and data obtained 
with the two implant systems used (MultiNeo CS and Mul-
tiNeo NH CS) were considered. Comparisons between the 
two groups of implants were made using unpaired Student’s 
t-test for quantitative variables and Pearson’s chi square or 
Fisher’s exact test, as appropriate, for qualitative scores. 
Implant-based analyses were performed. Adjusted predic-
tion analysis was performed to estimate the trend of ISQ at 
baseline, 30 and 45 days, according to cumulative torque 
and torque density. The data were sorted using Microsoft 
Excel 2019, and statistical analysis was performed using 
GraphPad Prism 5.03 (GraphPad Software, Inc., La Jolla, 
CA, USA), and STATA version 17 (StataCorp, College Sta-
tion, TX, USA). The  significance  level was  considered  at 
P = 0.05.

Austria) device was used to perform resonance frequency 
analysis to determine ISQ. Two measurements were taken at 
each time point, one bucco-palatally from the buccal side of 
the implant and one mesiodistally from the mesial side. The 
ISQ value is the mean value of these two measurements.

The integral of the Torque insertion curve (cumulative 
torque, Ncm) was calculated by the sum of each single 
torque value from the start of insertion until the achieve-
ment of the peak insertion torque. The torque density (Ncm/
sec) was estimated by dividing the cumulative torque by the 
total time (seconds) required to achieve the peak torque at 
insertion.

Periapical x-rays, taken with Rinn x-ray holders, were 
performed at baseline and 6 months after implant place-
ment. Radiographs were used to calculate early marginal 
bone loss (MBL) comparing the mesial and distal implant 
margin bone changes.

Statistical methods

The descriptive statistics were performed using mean data 
and standard deviations for the quantitative variables nor-
mally  distributed,  median  and  95%  confidence  intervals 
for quantitative variables not normally distributed, and 
frequencies  for  qualitative  variables.  The  mixed  effects 
linear  regression model was used  to evaluate  the effect of 

Fig. 2 A case of one of 36 patients recruited in this clinical study and 
treated with two different implant surfaces. The implant in position 26 
was MultiNeO CS (control group), while the implant in position 27 
was MultiNeO NH CS (test group). (a) a crestal incision was made 
with a 15c scalpel blade. (b): A 3D-printed implant surgical guide was 
used for implant site preparation according to the manufacturer’s pro-

tocol. (c): The implant stability quotient was measured after implant 
placement. (d): The mucoperiosteal  flaps were  adapted  to  the  abut-
ments and sutured. (e): A periapical X-ray was taken at baseline. (f): 
at 15 days sutures were removed after postoperatively clinical assess-
ment. (g): Due ISQ value, the definitive restoration was placed at t45 
(h) A periapical X-ray was taken at T45.(i) Virtual implant planning
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Neither insertion torque (Ncm) nor ISQ at baseline were 
correlated with  bone  density  (HU). There was  no  signifi-
cant correlation between cumulative torque (integral of the 
torque curve) and ISQ at baseline, suggesting that implant-
bone interface stability at placement is relatively indepen-
dent  of  the  pattern  required  to  achieve  the  final  insertion 

Results

A total of 30 MultiNeO CS (Control group- CG) and 30 
MultiNeO NH CS (Test group- TG) implants were inserted 
in 36 patients. Table 1 summarizes the main characteristics 
of the patients for both treatment groups. Tables 2 and 3 
summarize the main clinical and radiographic results of the 
two groups of implants.

Despite a very similar peak insertion torque, CG 
achieved a slightly (but not significantly) higher mean ISQ 
than TG at placement. Over time, the ISQ in CG decreased 
significantly, while  it  remained  stable  in TG,  the  changes 
(Δ  respect  to  baseline)  being  significantly  different  at  30 
(p = 0.01) and 45 (p = 0.03) days. The pattern was similar in 
D3 and D4 bone; in CG, the decrease was significant in D3 
but not in D4, and in TG, ISQ change was not significant in 
both D3 and D4. No significant differences between groups 
were observed in MBL.

Table 1 Demographic parameters
Patient characteristic Control group

N = 30
Test group
N = 30

P-value 
(t-test)

Age, years 61.63 ± 9.61 59.06 ± 11.44 0.35
Gender (Male/Female) 14 /16 11/19 0.37*
ASA (1/2) 18 /12 23 /7 0.14*
Bone density (HU) 480.47 ± 177.09 449.90 ± 195.58 0.53
Bone density (D3/D4) 22/8 18/12 0.32*
*Pearson’s chi square

Table 2 Clinical and radiographical measurements
Clinical and 
radiographical 
measurements

Control group Test group P-value 
(t-test)

P-value 
(non-
param.)

Peak insertion 
torque (Ncm)

33.07 ± 9.22 32.19 ± 11.70 0.75

Cumulative 
torque (Ncm)

1361.4 ± 562.9 1396.6 ± 570.1 0.81

Seconds to 
peak

9.66 ± 2.63 11.11 ± 5.56 0.20

Torque density 
(Ncm/sec)

139.53 ± 37.01 131.40 ± 46.63 0.46

MBL 6-month 
(mm)
median (95% 
CI)

0.30 ± 0.49
0.00 (0.12, 
0.48)

0.31 ± 0.35
0.20 (0.18, 
0.44)

0.21***

MBL 6 m D3 
(mm)
median (95% 
CI)

0.37 ± 0.56
0.05 (0.10, 
0.64)

0.37 ± 0.040
0.30 (0.18, 
0.56)

0.31***

MBL 6 m D4 
(mm)
median (95% 
CI)

0.17 ± 0.26
0.00 (0.00, 
0.34)

0.22 ± 0.26
0.125 (0.05, 
0.38)

0.46***

P-value D3 vs. 
D4‡

0.43 0.21

***Mann Whitney test; ‡=Wilcoxon matched-pairs test

Table 3  Implant  stability  at  the  different  time  points  and  the  ISQ 
behaviour in the two treatment groups
Implant 
stability 
quotient

Control 
group

Test group P-value 
(t-test)

P-value 
(non-param.)

Mean ISQ 
T0

77.12 ± 5.83 74.57 ± 7.85 0.16 0.36***

Mean ISQ 
T30

73.33 ± 6.13 74.78 ± 7.31 0.41 0.52***

Mean ISQ 
T45

73.44 ± 7.89 74.97 ± 6.34 0.41 0.71***

Δ T30-T0 -3.78 ± 7.50 0.21 ± 3.97 0.005 0.0375***
Δ T45-T0 -3.68 ± 8.82 0.40 ± 4.36 0.012 0.0396***
P-value Δ 
T30 vs. T0 
(paired)

0.017‡ 0.52‡

P-value Δ 
T45 vs. T0 
(paired)

0.017‡ 0.72‡

ISQ D3 
(T0)

77.66 ± 6.17 74.78 ± 8.53 0.22 0.18***

ISQ D3 
(T30)

72.73 ± 6.86 75.17 ± 8.44 0.32 0.23***

ISQ D3 
(T45)

73.95 ± 8.93 75.14 ± 7.56 0.66 0.85***

Δ D3 
T30-T0

-4.93 ± 8.24 0.39 ± 3.72 0.016 0.0374***

Δ D3 
T45-T0

-3.70 ± 9.78 0.36 ± 3.78 0.10 0.15***

P-value D3 
T30 vs. T0 
(paired)

0.014‡ 0.34‡

P-value D3 
T45 vs. T0 
(paired)

0.047‡ 0.60‡

ISQ D4 
(T0)

75.63 ± 4.82 74.25 ± 7.06 0.64 0.97***

ISQ D4 
(T30)

75.00 ± 3.18 74.19 ± 5.49 0.71 0.67***

ISQ D4 
(T45)

72.03 ± 3.96 74.71 ± 4.17 0.17 0.15***

Δ D4 
T30-T0

-0.63 ± 3.73 -0.06 ± 4.47 0.77 0.67***

Δ D4 
T45-T0

-3.59 ± 5.93 0.46 ± 5.30 0.13 0.16***

P-value D4 
T30 vs. T0 
(paired)

0.61‡ 0.64‡

P-value D4 
T45 vs. T0 
(paired)

0.195‡ 0.61‡

***Mann Whitney test; ‡=Wilcoxon matched-pairs test
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No intraoperative and postoperative complications were 
observed. No implant failure occurred. The stable ISQ curve 
was considered a prerequisite for implant loading, and based 
on this curve, 26 TG implants and 23 CG implants were 
functionally loaded after 45 days. Conversely, four TG and 
one CG implants, two ISQ values at T45 < 70, were func-
tionally loaded after 90 days. Six CG implants were loaded 
after 180 days.

The  mixed  effects  linear  regression  analysis  showed 
that only  torque density had a significant effect on ISQ at 
30  and 45 days, while  no variable had  an  effect  on MBL 
(Table 4A-D).

Discussion

The aim of this clinical study was to evaluate, through the 
stability curve and the ISQ value, whether a superhydro-
philic and bioactive implant surface may represent a key 
factor to improve and accelerate the osseointegration pro-
cess and favor early loading protocols even when conditions 
are less favorable, such as in the case of bone type D3 or, 
particularly, D4.

The design of this study is similar to that of previous 
studies conducted over the last 15 years, which have com-
pared various bioactive surfaces with traditional ones.

In fact, recent systematic reviews have shown no signifi-
cant difference in terms of stability between implants with 
super-hydrophilic surfaces and implants with traditional 
surfaces [26, 27].

One possible  reason for  this absence of difference may 
be associated with the heterogeneity of the sample size, 

torque. There was a significant positive slope in the correla-
tion between torque density (Ncm/sec) and ISQ at baseline 
(Fig. 3), more accentuated in D3 than D4. This suggests that 
implant stability at placement may depend on the pattern 
required to achieve the final insertion torque. This correla-
tion  remained significant  for  the  test group  in D3 bone at 
day 30 and 45 (p < 0.01 in both time frames), but not in D4 
bone (0.05 < p < 0.10 in both time frames), and it was not 
significant in CG (Fig. 4).

Figure 5 shows the changes in ISQ value at T30 and T45 
in D3 bone (upper panel) and D4 bone (bottom panel). In the 
D3 bone, implants with superhydrophilic surface showed 
a very small variation in ISQ, while control implants dis-
played a significant drop at 30 days. Non-significant changes 
in ISQ were recorded for implants placed in D4 bone (bot-
tom panel).

MBL was significantly correlated to delta ISQ T30 and 
T45 in CG, with a negative slope (the greater the ISQ drop, 
the higher the MBL), and showed an opposite trend in TG, 
although not significant (Fig. 6). Implant stability might be 
affected by the change in MBL over time, which could be 
a consequence of remodelling around the implants. This 
remodelling appears to be lower in TG implants, which 
showed a minimal change of  ISQ The difference between 
slopes of the test and control group for the correlation 
between  ISQ change and MBL became significant  at T45 
(bottom panel of Fig. 6). It can be noticed that the range of 
variation of both ISQ change and MBL was greater for the 
control than the test group implants. When considering D3 
and D4 bone separately, the same trend was observed but 
significance was not always achieved, probably due to the 
small sample size in the D3 and D4 subgroups.

Fig. 3 Correlation between torque 
density and ISQ at baseline. 
A significant correlation was 
observed in both groups, indicat-
ing that implant stability may be 
affected by the torque density
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Simultaneously, a direct correlation is observed between the 
surface area and the time required for the saturation effect.

In the present study, implants with a superhydrophilic 
and bioactive surface were placed in the TG patients. While 
the NINA group showed a constant increase in ISQ values 
at T30 e T45 (75.15 ± 7.39, 75.31 ± 6.49) compared to the 
baseline (74.72 ± 7.70), in the NEO group, a decrease in sta-
bility was noted at T30 (73.26 ± 6.04) and T45 (73.23 ± 7.85) 
compared to the baseline (77.11 ± 5.73). Implant stability 
was statistically significantly higher at T30 (p = 0.005) and 
T45 (p = 0.012)  with  the  bioactive  surfaces. A  significant 
drop in ISQ was observed in the implants placed in D3 bone 
in the NEO group (n = 22), as opposed to implants in D3 
bone in the NINA group (n = 18). The between-group differ-
ence in ISQ behavior cannot be justified only by the slight 
difference in proportion of implants placed in D3/D4 bone 
in the two groups but is surface-related. These results appear 
to suggest that a more rapid transition from mechanical to 
biological stability, and therefore faster formation of woven 
bone, occurred in TG. The TG data are in contrast with other 
studies described in the literature. Khandelwal in the study 
comparing SLA with chemically modified SLA showed that 

primarily comprising implants inserted in the posterior 
mandible. The anatomy of this region may indeed feature 
a substantial cortical bone area that is susceptible to altera-
tions, potentially causing the implant stability curve to 
flatten and leading to a combined measure of primary and 
secondary stability.

To avoid this bias, the present study was carried out 
also  considering  the  bone  environment  and  the  different 
responses of the host where the implant is inserted. This is 
the reason why only sites with poor densities (< 850 HU) 
were included. In fact, Chrcanovic and colleagues (2017) 
have highlighted that sites with poor bone quality and lack 
of bone volume can substantially influence implant failure 
rates [9].

On the other hand, in vitro studies have demonstrated 
that bioactive surfaces allow a significant quantitative and 
qualitative advantage in terms of cell adhesion and strati-
fication  [28]. However, this phenomenon seems to have a 
short effect due to the so-called “saturation effect”. Indeed, 
statistically significant differences exhibit a strong  inverse 
correlation with cell concentration: the higher the con-
centration,  the  shorter  the period of  significant difference. 

Fig. 4 Correlation between torque density and ISQ at 30 days (upper 
panels)  and  45  days  (lower  panel).  A  significant  correlation  was 
observed in test group in D3 (left panels), but not in D4 (right pan-

els), suggesting that superhydrophilic surfaces may be affected by the 
torque density, especially when they are positioned in D3 bone, as 
opposed to control surfaces
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These results are in accordance with Bornstein et al. who 
showed a high success rate (96%) in the posterior mandible, 
loading bioactive implants after 21days. Despite similar 
results,  the differences  in  loading  time between  the afore-
mentioned and the present study might be related to bone 
quality.

These  results  could  be  explained  by  significant  differ-
ences in wettability between the groups. Superhydrophilic 
surfaces with a contact angle (CA) of 0 degrees, are com-
pletely imbibed by blood and, as already demonstrated in 
previous in vitro animal and clinical studies, promote pro-
tein adsorption, cell adhesion, as well as proliferation and 
differentiation of human mesenchymal stem cells in osteo-
blasts, thus promoting bone healing already at the early 
stages after implant placement [31–34].

ISQ levels decreased after implant placement and the mini-
mum in implant stability was achieved at 3–4 weeks after 
placement in both treatment groups [25]. Barewal dem-
onstrated that the most critical period for implant stability 
occurs around week 3 after implant placement for all bone 
types, especially bone type 4 [29]. Bornstein in contrast 
to Khhandewal showed that the stability of modSLA at 4 
months was (77.91 ± 6.00), showing an increase in stabil-
ity from baseline (74.33 ± 7.06) [30]. However, both stud-
ies lacked sub-analyses of implant site bone quality which 
could have influenced the stability values.

According to the ISQ trend, despite the critical bone qual-
ity, 26 TG and 23 CG implants were functionally restored 
according to the study protocol at day 45. 6 CG and 0 TG 
implants were functionally loaded after 180 days.

Fig. 5 Changes in ISQ value at 
T30 and T45 in D3 bone (upper 
panel) and D4 bone (lower 
panel). In the D3 bone, implants 
with superhydrophilic surface 
showed a small variation in ISQ, 
while control implants displayed 
a significant drop at 30 days. 
Non-significant changes in ISQ 
were recorded for implants 
placed in D4 bone
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significant differences and a low MBL value can be attrib-
uted to the coronal macromorphology (presence of Cutting 
flutes  on  the  coronal  portion)  of  the  two  implants  used. 
These cutting flutes are  specifically designed  for a drastic 
reduction of crestal stress. However, there is still little evi-
dence of  the influence of  the implant surface on the MBL 
[37].

This data should be compared to 0.488 mm (95% CI 
0.289–0.687), the MBL found in Sommer’s systematic 
review for early loading in which the prosthetic restora-
tion is placed more than 2 days but less than 90 days after 
implant placement. The authors estimate that maximum 
MBL occurs in the first six months following the insertion of 
the restoration and that tissue stabilization occurs thereafter. 

Despite a follow-up of only 6 months, all 60 implants 
were functionally loaded and adequately osseointegrated, 
with a survival and success rate of 100.0%, confirming the 
predictability of implant therapy.

In the present study, the use of computer-guided surgery 
has simplified the surgical procedure and eliminated surgi-
cal complications [35, 36]. In fact, none of the implant site 
preparations deviated substantially from the planning car-
ried out with the software. The same software was used to 
calculate  the bone density using  the Hounsfield  scale  and 
providing information on the bone quality of the surgical 
site.

The MBL at 6 months was 0.20 (0.18, 0.44) mm and 0.00 
(0.12, 0.48) mm respectively for TG and CG with no sta-
tistical  significance  (p = 0.21). The absence of statistically 

Fig. 6 Correlation between MBL 
and ISQ change at T30 (upper 
panel) and T45 (lower panel). 
Implants with superhydrophilic 
surface showed a small variation 
in ISQ, while control implants 
displayed a significant negative 
slope, indicating that the greater 
the loss of primary stability, the 
higher the MBL, as opposed to 
the control group in which the 
slope was not significant. The 
difference between groups was 
significant at T45
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Based on these promising short-term results, it seems 
that titanium implants with a bioactive super-hydrophilic 
surface could serve as a potential treatment option for chal-
lenging bone sites, potentially enabling the reduction of 
loading protocols. Another challenge will be to conduct a 
more extensive assessment of the performance of this novel 
bioactive surface under conditions of both low bone quality 
and limited bone quantity.

Conclusion

Within the constraints of this study, the data indicate that 
bioactive super-hydrophilic surface implants exhibit sig-
nificantly improved stability in D3-D4 bone quality during 
the early stages of bone healing when compared to tradi-
tional moderately rough surfaces. This distinction suggests 
a potentially faster transition from mechanical to biologi-
cal  stability.  In  clinical practice,  these findings  imply  that 
employing a bioactive super-hydrophilic surface may allow 
for functional loading as early as 45 days, even in D3-D4 
bone conditions. Notably, early loading does not appear to 
negatively impact marginal bone loss (MBL). Nonetheless, 
a more extended follow-up is recommended to substantiate 
these clinical implications.
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No statistically significant differences are expected between 
the MBL calculated at 6 and 12 months [38].

When  interpreting  the  current  findings,  it’s  important 
to consider that the relatively short follow-up period con-
stitutes a significant  limitation of  this study. Nevertheless, 
despite this limitation, the study’s well-balanced sample 
size  allows  for  valuable  insights  into  the  clinical  signifi-
cance of super-hydrophilic implants.

Table 4  Mixed-effect  linear regression analysis for ISQ T0 (A), ISQ 
T30 (B), ISQ T45 (C), and MBL at 6 months (D). A
Factor Coefficient Std.Err. Z P_value 95% CI
A
Age 0.0406 0.0819 0.50 0.620 -0.120, 

0.201
Bone den-
sity (HU)

0.0004 0.0045 0.10 0.924 -0.008, 
0.009

Insertion 
Torque

0.2379 0.1298 1.83 0.037 -0.016, 
0.492

Cumula-
tive torque

-0.0028 0.0017 1.63 0.102 -0.006, 
0.0006

Torque 
density

0.0540 0.030 1.79 0.074 -0.005, 
0.113

B
Age -0.003 0.084 -0.04 0.971 -0.168, 

0.162
Bone den-
sity (HU)

0.0008 0.0047 0.17 0.864 -0.008, 
0.01

Insertion 
Torque

-0.0265 0.1334 -0.20 0.843 -0.288, 
0.235

Cumula-
tive torque

-0.003 0.0018 -1.69 0.091 -0.007, 
0.0005

Torque 
density

0.0935 0.0308 3.03 0.002 0.033, 
0.154

C
Age -0.1257 0.0887 -1.42 0.156 -0.299, 

0.048
Bone den-
sity (HU)

-0.0009 0.0049 -0.18 0.859 -0.01, 
0.009

Insertion 
Torque

-0.0042 0.1407 -0.03 0.976 -0.28, 
0.272

Cumula-
tive torque

-0.0022 0.0019 -1.15 0.252 -0.006, 
0.002

Torque 
density

0.085 0.0325 2.61 0.009 0.212, 
0.149

D
Age 0.0002 0.0055 0.04 0.971 -0.011, 

0.011
Bone den-
sity (HU)

0.0006 0.0003 1.85 0.064 -0.000, 
0.001

Insertion 
Torque

-0.0057 0.009 -0.63 0.526 -0.023, 
0.012

Cumula-
tive torque

0.0001 0.0001 1.11 0.268 -0.0001, 
0.0004

Torque 
density

0.0008 0.0021 0.37 0.709 -0.003, 
0.005

ISQ T0 -0.0079 0.0087 -0.90 0.367 -0.025, 
0.009

1 3

Page 11 of 13   372 

http://www.clinicaltrials.gov


Clinical Oral Investigations

14. Naeini EN, Atashkadeh M, De Bruyn H, D’Haese J (2020) Nar-
rative review regarding the applicability, accuracy, and clinical 
outcome  of  flapless  implant  surgery with  or  without  computer 
guidance. Clin Implant Dent Relat Res 22(4):454–467. https://
doi.org/10.1111/cid.12901

15.  Huang HM, Chee TJ, Lew WZ, Feng SW (2020) Modified sur-
gical  drilling  protocols  influence  osseointegration  performance 
and predict value of implant stability parameters during implant 
healing process. Clin Oral Investig 24(10):3445–3455. https://
doi.org/10.1007/s00784-020-03215-6Epub 2020 Jan 27. PMID: 
31989368

16. Lakha T, Kheur M, Hämmerle C, Kheur S, Qamri B (2023) 
Comparative Evaluation of Marginal Bone Levels, ISQ Trends, 
and Implant Survival Rates Between Conventional Drilling 
and Osteotome Technique Using Implants of Varied Lengths: A 
Split-Mouth Randomized Controlled Clinical Trial. Int J Prostho-
dont. ;36(4):416–425. https://doi.org/10.11607/ijp.7907. PMID: 
37699182

17. Supachaiyakit P, Serichetaphongse P, Chengprapakorn W (2022) 
The influence of implant design on implant stability in low-den-
sity bone under guided surgical template in inexperienced sur-
geons: a pilot randomized controlled clinical trial using resonance 
frequency analysis. Clin Implant Dent Relat Res 24(4):444–454. 
https://doi.org/10.1111/cid.13100Epub 2022 May 17. PMID: 
35580961

18. Sul YT, Kang BS, Johansson C, Um HS, Park CJ, Albrektsson 
T (2009) The roles of surface chemistry and topography in the 
strength and rate of osseointegration of titanium implants in bone. 
J Biomed Mater Res A 89(4):942–950. https://doi.org/10.1002/
jbm.a.32041

19. Jemat A, Ghazali MJ, Razali M, Otsuka Y (2015) Surface modi-
fications and their effects on Titanium Dental implants. Biomed 
Res Int 2015:791725. https://doi.org/10.1155/2015/791725

20.  Wennerberg  A,  Albrektsson  T  (2009)  Effects  of  titanium  sur-
face topography on bone integration: a systematic review. 
Clin Oral Implants Res 20(Suppl 4):172–184. https://doi.
org/10.1111/j.1600-0501.2009.01775.x

21. Ferguson SJ, Broggini N, Wieland M et al (2006) Biomechani-
cal evaluation of the interfacial strength of a chemically modified 
sandblasted and acid-etched titanium surface. J Biomed Mater 
Res A 78(2):291–297. https://doi.org/10.1002/jbm.a.30678

22.  Stafford GL (2014) Review found little difference between sand-
blasted and acid-etched (SLA) dental implants and modified sur-
face (SLActive) implants. Evid Based Dent 15(3):87–88. https://
doi.org/10.1038/sj.ebd.6401047

23.  Sivaswamy  V,  Bahl  V  (2023)  Surface  modifications  of  Com-
mercial Dental Implant systems: an overview. J Long Term 
Eff  Med  Implants  33(2):71–77.  https://doi.org/10.1615/
JLongTermEffMedImplants.2022042612

24. Carmo Filho LCD, Marcello-Machado RM, Castilhos ED, Del 
Bel Cury AA, Faot F (2018) Can implant surfaces affect implant 
stability during osseointegration? A randomized clinical trial. 
Braz Oral Res 32:e110 Published 2018 Oct 25. https://doi.
org/10.1590/1807-3107bor-2018.vol32.0110

25. Canullo L, Troiano G, Sbricoli L, Guazzo R, Laino L, Caiazzo A 
et al (2020) The Use of antibiotics in Implant Therapy: a system-
atic review and Meta-analysis with Trial Sequential Analysis on 
Early Implant failure. Int J Oral Maxillofac Implants 35(3):485–
494. https://doi.org/10.11607/jomi.7995

26. Chambrone L, Shibli JA, Mercúrio CE, Cardoso B, Preshaw PM 
(2015) Efficacy of standard (SLA) and modified sandblasted and 
acid-etched (SLActive) dental implants in promoting immedi-
ate and/or early occlusal loading protocols: a systematic review 
of prospective studies. Clin Oral Implants Res 26(4):359–370. 
https://doi.org/10.1111/clr.12347

article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. Duong HY, Roccuzzo A, Stähli A, Salvi GE, Lang NP, Sculean 
A (2022) Oral health-related quality of life of patients rehabili-
tated with  fixed  and  removable  implant-supported  dental  pros-
theses. Periodontol 2000 88(1):201–237. https://doi.org/10.1111/
prd.12419PMID: 35103325 Free PMC article. Review

2. Friberg B, Sennerby L, Meredith N, Lekholm U (1999) A com-
parison between cutting torque and resonance frequency mea-
surements of maxillary implants. A 20-month clinical study. Int J 
Oral Maxillofac Surg 28(4):297–303

3. Monje A, Ravidà A, Wang HL, Helms JA, Brunski JB (2019) 
Relationship between Primary/Mechanical and Secondary/Bio-
logical Implant Stability. Int J Oral Maxillofac Implants 34:s7–
s23. https://doi.org/10.11607/jomi.19suppl.g1

4. Barewal RM, Oates TW, Meredith N, Cochran DL (2003) Res-
onance frequency measurement of implant stability in vivo on 
implants with a sandblasted and acid-etched surface. Int J Oral 
Maxillofac Implants 18(5):641–651

5. Ersanli S, Karabuda C, Beck F, Leblebicioglu B (2005) Reso-
nance frequency analysis of one-stage dental implant stability 
during the osseointegration period. J Periodontol 76(7):1066–
1071. https://doi.org/10.1902/jop.2005.76.7.1066

6.  Han J, Lulic M, Lang NP (2010) Factors influencing resonance 
frequency analysis assessed by Osstell mentor during implant 
tissue integration: II. Implant surface modifications and implant 
diameter. Clin Oral Implants Res 21(6):605–611. https://doi.
org/10.1111/j.1600-0501.2009.01909.x

7. Brånemark PI (1985) An introduction to osseointegration. In: 
Branemark P-I, Albrektsson T (eds) Tissue-integrated prostheses: 
Osseointegration in Clinical Dentistry. Quintessence, Chicago, pp 
11–53

8. Albrektsson TO, Johansson CB, Sennerby L (1994) Biological 
aspects of implant dentistry: osseointegration. Periodontol 2000 
4:58–73. https://doi.org/10.1111/j.1600-0757.1994.tb00006.x

9. Chrcanovic BR, Albrektsson T, Wennerberg A (2017) Bone Qual-
ity and Quantity and Dental Implant failure: a systematic review 
and Meta-analysis. Int J Prosthodont 30(3):219–237. https://doi.
org/10.11607/ijp.5142

10. Moy PK, Medina D, Shetty V, Aghaloo TL (2005) Dental implant 
failure rates and associated risk factors. Int J Oral Maxillofac 
Implants 20(4):569–577

11. Albrektsson T, Brånemark PI, Hansson HA, Lindström J 
(1981) Osseointegrated titanium implants. Requirements 
for ensuring a long-lasting, direct bone-to-implant anchor-
age in man. Acta Orthop Scand 52(2):155–170. https://doi.
org/10.3109/17453678108991776

12. Chen Y, Kyung HM, Zhao WT, Yu WJ (2009) Critical factors for 
the success of orthodontic mini-implants: a systematic review. 
Am J Orthod Dentofac Orthop 135(3):284–291. https://doi.
org/10.1016/j.ajodo.2007.08.017

13. Canullo L, Iacono R, Pires Godoy E et al (2022) Hybrid funnel 
technique: a Novel Approach for Implant Site Preparation: a pilot 
study. Dent J (Basel) 10(9):157 Published 2022 Aug 25. https://
doi.org/10.3390/dj10090157

1 3

  372  Page 12 of 13

https://doi.org/10.1111/cid.12901
https://doi.org/10.1111/cid.12901
https://doi.org/10.1007/s00784-020-03215-6
https://doi.org/10.1007/s00784-020-03215-6
https://doi.org/10.11607/ijp.7907
https://doi.org/10.1111/cid.13100
https://doi.org/10.1002/jbm.a.32041
https://doi.org/10.1002/jbm.a.32041
https://doi.org/10.1155/2015/791725
https://doi.org/10.1111/j.1600-0501.2009.01775.x
https://doi.org/10.1111/j.1600-0501.2009.01775.x
https://doi.org/10.1002/jbm.a.30678
https://doi.org/10.1038/sj.ebd.6401047
https://doi.org/10.1038/sj.ebd.6401047
https://doi.org/10.1615/JLongTermEffMedImplants.2022042612
https://doi.org/10.1615/JLongTermEffMedImplants.2022042612
https://doi.org/10.1590/1807-3107bor-2018.vol32.0110
https://doi.org/10.1590/1807-3107bor-2018.vol32.0110
https://doi.org/10.11607/jomi.7995
https://doi.org/10.1111/clr.12347
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1111/prd.12419
https://doi.org/10.1111/prd.12419
https://doi.org/10.11607/jomi.19suppl.g1
https://doi.org/10.1902/jop.2005.76.7.1066
https://doi.org/10.1111/j.1600-0501.2009.01909.x
https://doi.org/10.1111/j.1600-0501.2009.01909.x
https://doi.org/10.1111/j.1600-0757.1994.tb00006.x
https://doi.org/10.11607/ijp.5142
https://doi.org/10.11607/ijp.5142
https://doi.org/10.3109/17453678108991776
https://doi.org/10.3109/17453678108991776
https://doi.org/10.1016/j.ajodo.2007.08.017
https://doi.org/10.1016/j.ajodo.2007.08.017
https://doi.org/10.3390/dj10090157
https://doi.org/10.3390/dj10090157


Clinical Oral Investigations

33. Lang NP, Salvi GE, Huynh-Ba G, Ivanovski S, Donos N, Bosshardt 
DD (2011) Early osseointegration to hydrophilic and hydrophobic 
implant surfaces in humans. Clin Oral Implants Res 22(4):349–
356. https://doi.org/10.1111/j.1600-0501.2011.02172.x

34. Lotz EM, Olivares-Navarrete R, Berner S, Boyan BD, Schwartz 
Z (2016) Osteogenic response of human MSCs and osteoblasts 
to hydrophilic and hydrophobic nanostructured titanium implant 
surfaces. J Biomed Mater Res A 104(12):3137–3148. https://doi.
org/10.1002/jbm.a.35852

35. Romandini M, Ruales-Carrera E, Sadilina S, Hämmerle CHF, 
Sanz M (2023) Minimal invasiveness at dental implant place-
ment:  a  systematic  review with meta-analyses  on flapless  fully 
guided surgery. Periodontol 2000 91(1):89–112. https://doi.
org/10.1111/prd.12440Epub 2022 Jul 30. PMID: 35906928

36. Chackartchi T, Romanos GE, Parkanyi L, Schwarz F, Sculean 
A (2022) Reducing errors in guided implant surgery to optimize 
treatment outcomes. Periodontol 2000 88(1):64–72. https://doi.
org/10.1111/prd.12411PMID: 35103317 Free article. Review

37. De Bruyn H, Christiaens V, Doornewaard R et al (2017) 
Implant surface roughness and patient factors on long-term peri-
implant bone loss. Periodontol 2000 73(1):218–227. https://doi.
org/10.1111/prd.12177

38. Sommer M, Zimmermann J, Grize L, Stübinger S (2020) Mar-
ginal bone loss one year after implantation: a systematic review of 
different loading protocols. Int J Oral Maxillofac Surg 49(1):121–
134. https://doi.org/10.1016/j.ijom.2019.03.965

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

27. Almassri HNS, Ma Y, Dan Z, Ting Z, Cheng Y, Wu X (2020) 
Implant stability and survival rates of a hydrophilic versus a con-
ventional sandblasted, acid-etched implant surface: Systematic 
review and meta-analysis. J Am Dent Assoc. ;151(6):444–453. 
https://doi.org/10.1016/j.adaj.2020.03.002. PMID: 32450983.0. 
doi: 10.1111/clr.12347. Epub 2014 Feb 21

28. Canullo L, Genova T, Gross Trujillo E et al (2020) Fibroblast 
Interaction with different abutment surfaces: in Vitro Study. Int J 
Mol Sci 21(6):1919. https://doi.org/10.3390/ijms21061919. Pub-
lished 2020 Mar 11

29.  Khandelwal N, Oates TW, Vargas A, Alexander PP, Schoolfield JD, 
Alex McMahan C (2013) Conventional SLA and chemically mod-
ified SLA implants in patients with poorly controlled type 2 diabe-
tes mellitus–a randomized controlled trial. Clin Oral Implants Res 
24(1):13–19. https://doi.org/10.1111/j.1600-0501.2011.02369.x

30. Bornstein MM, Hart CN, Halbritter SA, Morton D, Buser D (2009) 
Early loading of nonsubmerged titanium implants with a chemi-
cally  modified  sand-blasted  and  acid-etched  surface:  6-month 
results of a prospective case series study in the posterior mandible 
focusing on peri-implant crestal bone changes and implant stabil-
ity quotient (ISQ) values. Clin Implant Dent Relat Res 11(4):338–
347. https://doi.org/10.1111/j.1708-8208.2009.00148.x

31. Rupp F, Gittens RA, Scheideler L et al (2014) A review on the 
wettability of dental implant surfaces I: theoretical and experi-
mental aspects. Acta Biomater 10(7):2894–2906. https://doi.
org/10.1016/j.actbio.2014.02.040

32.  Gianfreda  F,  Raffone  C, Antonacci  D,  Mussano  F,  Genova  T, 
Chinigò G, Canullo L, Bollero P (2021) Early biological response 
of an Ultra-hydrophilic Implant Surface activated by salts and 
Dry Technology: an In-Vitro Study. Appl Sci 11(13):6120

1 3

Page 13 of 13   372 

https://doi.org/10.1111/j.1600-0501.2011.02172.x
https://doi.org/10.1002/jbm.a.35852
https://doi.org/10.1002/jbm.a.35852
https://doi.org/10.1111/prd.12440
https://doi.org/10.1111/prd.12440
https://doi.org/10.1111/prd.12411
https://doi.org/10.1111/prd.12411
https://doi.org/10.1111/prd.12177
https://doi.org/10.1111/prd.12177
https://doi.org/10.1016/j.ijom.2019.03.965
https://doi.org/10.1016/j.adaj.2020.03.002
https://doi.org/10.3390/ijms21061919
https://doi.org/10.1111/j.1600-0501.2011.02369.x
https://doi.org/10.1111/j.1708-8208.2009.00148.x
https://doi.org/10.1016/j.actbio.2014.02.040
https://doi.org/10.1016/j.actbio.2014.02.040

	Nano-superhydrophilic and bioactive surface in poor bone environment. Part 1: transition from primary to secondary stability. A controlled clinical trial
	Abstract
	Introduction
	Materials and methods
	Study design
	Patient selection
	Sample size
	Presurgical procedures
	Surgical procedure
	Postsurgical procedure
	Prosthetic procedure
	Clinical and radiographic measures
	Statistical methods

	Results
	Discussion
	Conclusion
	References


