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FEATURE

GUIDED 
IMPLANT 
SURGERY:  
MAKING SURE DENTAL 
IMPLANTS ARE SAFE, 
PREDICTABLE, AND EFFICIENT

A
s a dentist involved in social media, I get to see a lot 
of opinions on dental implants and guided implant 
surgery. There are those who embrace new concepts 
and those who resist. As a dentist who places im-
plants every day in my practice, I can say that, with 
the proper training, guided surgery provides a solu-

tion where doctors can plan an implant virtually, and then ac-
curately place an implant in the most safe, predictable, and ef-
ficient manner. With guided surgery, not only can we place the 
implant for the most esthetic result, but we can also superim-
pose abutments and predict how much room will be needed 
for the crown and for any veneered suprastructure that may go 
over the abutment.

To do guided implant surgery you need 
three things: a patient with an edentulous 
area, a cone beam scan with or without a 
radiographic guide, and a model — either 
stone or virtual — on which the surgical 
guide will be made. The first step is to do 
a thorough oral and medical exam to be 
certain that the patient is not only a candi-
date for guided implants, but for implants 
in general. In some cases, a removable 
appliance or bridge may be the best res-
toration for what the patient needs. With 
some systems, the length of the drills, 
guides, handles, and handpieces may be 
too large for a patient with a limited open-
ing. (Fig. 1) You must be certain that the 
patient is scanned by a system that works 
with the implant planning software you 
are using and the lab that will ultimately 
fabricate the guide. 

The number one reason that I place 
implants via guided surgery is safety. The 
surgical guide may rest on the teeth, gingi-
va, or bone. The Sirona Surgical Guide has 
stops that limit the depth of the drill and 
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mm (a normal length of a long implant 
drill is 22 mm), so there was really almost 
no risk. The procedure took me two hours, 
and would now take me about 10 min-
utes. I thought to myself, “There is no way 
I could efficiently incorporate this into 
my practice.” With guided surgery, all the 
planning and “back and forth” with drill-
ing, angulation, and depth is all figured out 
before the patient appears for surgery. Most 
guided implant surgeries are completed in 
less than 20 minutes in my office for single 
teeth, with enough attached tissue for a 
punch. A full arch of implants may take me 
less than an hour. If one follows some pretty 
easy-to-master protocols, this is the norm 
from a lot of reputable doctors I talk to.

Change is always hard. The older I get, 
the less tolerant I am with learning curves. 
But technology keeps forging on. The real 
key with any technology is to get beyond 
the hype and see how you can incorpo-
rate it into your day-to-day life. I can’t tell 
you how many gadgets and gizmos have 
ended up in the “Closet of Shame” in my 
office. I can tell you from practical experi-
ence that the CBCT scanners, CAD/CAM 
systems, and implants in the general den-
tist’s office are not only here to stay, but 
will soon become the standard of care in 
your practice. 
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limit the depth of the implant. All guess-
work is eliminated with the Sirona Surgi-
cal Guide. A position statement from the 
American Academy of Oral and Maxillo-
facial Radiology states, “The AAOMR rec-
ommends that cross-sectional imaging be 
used for the assessment of all dental im-
plant sites and that CBCT is the imaging 
method of choice for gaining this informa-
tion.” A standard periapical radiograph is 
a 2-D representation of a 3-D object. Valu-
able images of nerves, sinuses, and other 
anatomic landmarks get superimposed 
upon one another in a 2-D image. The me-
siodistal width of bone can be somewhat 
accurately assessed in a 2-D film, but that 
is just one piece of a larger puzzle. In the 
cross-sectional image, we can see where 
nerves lie, where the submandibular fossa 
is, the accurate width of the implant re-
quired, the optimal placement of the im-
plant platform relative to the bony crest, 
the approximation of where the implant 
screw access will be relative to the pro-
posed restoration, and finally, the density 
of the bone. (Fig. 2) For those who don’t 
normally use 3-D imaging, why would you 
not want to know this?

The second reason that I do the major-
ity of my implants via guided surgery is 
predictability. Patients look to us as a 
strange combination of clinician, thera-
pist, and fortune teller! We have to some-
how assess what patients want clinically, 
how they would feel about getting their 
teeth back, and how they will look, exactly. 
Without adequately assessing how much 
teeth, gingiva, and bone they have lost, it’s 
anyone’s guess. I make it a point to per-
sonally sit down with all patients who are 
getting implants and go over their CBCT 
scans. I discuss the limitations of their 
biology and make them own up to their 
problems. If they do not have adequate 
bone, I can show them in 3-D! I can then 
let them know if it is even possible to give 
them the end result they expect. It may 
be a crown in the esthetic zone that, due 
to bone loss, may not be the same size as 
its neighbors. In that case, I would discuss 
grafting. If it is an edentulous case, the scan 
and the planned implants would give me 
the information to tell my patients wheth-
er they could have a fixed or a removable 

appliance. I can do a wax-up or have soft-
ware give me virtual teeth to show the pa-
tient the end result. I am able to accurately 
predict for my patients the outcome of 
their implant treatment by showing them 
the CBCT scans with virtual implants and 
teeth, the results of their oral and medical 
exams, and any model work.

Finally, I place my implants via guided 
surgery because it is so efficient. My first 
implant in my practice was like going to 
the prom! I must have planned that super-
easy implant on No. 19 for two months. I 
could not sleep the night before. The dis-
tance from the crest to the nerve was 26 

FIG. 1 — The combination of the guide, 
drill, handle, and handpiece can get up 
to 42 mm long and can be impossible in 
patients with limited opening.

FIG. 2 — In the cross-sectional image 
one can gather a lot of information on 
the patient’s anatomy and the size and 
position of where the implant should go.


