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maxilars Using basal implants and monophasic implants
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Abstract

This article shows how to solve the case 
of a patient with a very advanced alveolar 
atrophy in both jaws, applying the rules 
of “Strategic Implantology” developed by 
Dr. Stefan Ihde and associated colleagues 
from the International Implant Founda-
tion (IF), Munich/Germany. Because this 
system/procedure was the only prom-
issing approach, the patient decided to 
have “Strategic Implant®” placed in the 
upper jaw (BCS® brand model of Ø 3.5 
and lengths of 20 mm, 17mm, 14mm 
and 10 mm, as well as ZSI® Zygomatic 
screw implants Ø 4.6 in the length of 50 
mm. In the lower jaw, the clinical situation  
allowed to place single phase/piece  

ORAL REHABILITATION WITH FIXED PROTESIS ON IMPLANTS 
IN VERY ATROPHIC MAXILARS WITH BASAL IMPLANTS AND 
MONOPHASIC IMPLANTS
A Clinical Case solved with the Strategic Implant®
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implants KOS® and KOS B® of Ø 3,0 - 3,2 
- 3,7 and 4,1 of lengths of 12, 15, 10 and 
6 mm. 

All implants are made of Ti6AI4V Titanium 
alloy (Manufacturer: Dr Ihde Dental AG, 
8737 Gommiswald, Switzerland). The use 
of these types of implants allows the re-
habilitation of patients who present very 
atrophic jaws, and in immediate loading.

Following the rules applied “Strategic Im-
plantology” the patient can (and must) be 
rehabilitated in an immediate load pro-
tocol, without having to undergo sinus 
lifts, bone grafts or lateralizations of the 
dental nerve. In addition the patient may 
use the new teeth immediately, thus re-
establishing normal and adequate masti-
catory function, acceptable phonetics and 
good aesthetics on the same day with 
provisionals made from resin. Later we 
place the definitive zirconium prosthesis 
within 4 days. Today there is no need to 
wait for “biologic osseointegration” for 6-9 
months or more, as in the traditional ap-
proach which also we had been performed  
earlier.

For cases of extreme atrophy, we even 
prefer to splint the implants with a metal-
lic bar on the same day and to restore 
for a number of months with a removable 
denture, to allow gradual loading and peri-
ods of non-loading every day (by taking the 
denture out).

The high speed or therapy and the pre-
dictability of the treatment is greatly ap-
preciated both by the patient and the 
treatment provider.

Keywords
•	 Strategic Implant®1

•	 Basal Implantology
•	 BCS® Implants2

•	 ZSI® Implants
•	 KOS® Implants
•	 Immediate load Implants
•	 Avoiding Bone Grafts
•	 Avoiding Maxillary Sinus lift
•	 Bone Atrophy
 

1	 Strategic Implant® is a registered trade-mark
2	 KOS® & BCS® are registered trade-marks
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Introduction

The traditional rehabilitation of patients 
with highly atrophic jaw bones involves 
treatments with a high degree of difficulty, 
because augmentations become part of 
the treatment plan. Such plans are usu-
ally set up for the old type of „biphasic“ 
implants which are still used frequently. 
A large number of patients is however 
excluded from dental implant treatment. 
They are being told that implants cannot 
be implanted because of lack of bone, or 
that they must undergo long and painful 
additional interventions, such as block 
bone grafts, sinus elevations or lateraliza-
tion of the nerve, become treatable in one 
step with the treatment concept explained 
here. Typically patiets refuse such treat-
ments.

On the other hand patients nowadays de-
mand more and more immediately effec-
tive solutions, as well painless treatment 
and treatments which do not cause colla-
teral damages. Also the cost-effectiveness 
of a treatment is an increasing concern of 
patients.

In this article, we demonstrate only some 
of the uncountable advantages of following 
the philosophy of work with the Strategic 
implant®. This system/technology really 
and finally breaks the rules and dogmata 
that were established powerful in the 
(from our todays perspective) historical 
field of oral implantology. The technolo-

gy improves our treatment options, it is 
very bone based and yet innovative. The 
concept of the Strategic Implant® is a true 
game changer in the world of oral implanto-
logy, its the easy to pass-through door to 
a new life both for patients and for treat-
ment providers. In summary, these are 
the concepts of Strategic Implant®: 

Discipline and protocol in the preparation of 
the prosthesis
The prosthesis must follow very easy but 
strict parameters, such as; The splinting 
of the implants in the framework of a rigid 
structure, the shape of the rounded parts 
without sharp edges and of course, a very 
stable occlusion, leaving the posterior are-
as (behind the 1st molar) free from teeth 
and contacts. And all can be done in a 
time record.

Precise surgery is the basis of the treatment
Any surgery, whatever it may be, should 
always be well planned. But with Strate-
gic Implant®, especially when we work in 
atrohpied cases, we need good knowledge 
of the anatomy and we should be prepar-
ted to take advantage of the clinical ana-
tomy as we find it, actually feel it durign 
surgery and implant-bed preparation. We 
have to be aware that we are working with 
atrophied maxillae and with rests of ba-
sal bone, where clever implant choice and 
favourable positioning of the implants are 
fundamental to the success of the treat-
ment. In addition, we must have an ex-
cellent anatomical knowledge of the two 
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jaws and the surrounding hard and soft 
tissues; To search bone for anchoring in 
the 2nd or 3rd cortical and to reach these 
corticals safely, requires experience and 
somtime patience.

Clinical Case

A 43-year-old female patient (healthy, non-
smoker), without systemic diseases asked 
us for a rehabilitation with implants. Duri-
ng the examination, the patient presents 
the 1st and 3rd quadrant edentulous, fixed 
prosthesis from 12 to 28 and another 
fixed prosthesis bridge from 34 to 45 and 
finally old 3 biphasic implants with cemen-
ted crowns in the lower right mandible 
(Fig. 1). 

On the panoramic overview we find severe 
atrophy in the edentulous areas, rests of 
roots, and we assume that there are even 
residual infections. The patient states that 
she is very unhappy with the aesthetics 
of her prosthesis, in addition to the dis-
comfort caused by the leakage of this and 
the bad odors stemming from it. She also 
confesses that she is unable to wear the 
two removable dentures because they 
cause nausea and they are too unstable 
in function. All this has led to her request 
the treatment with implants.

Fig. 1 Preoperative orthopantomography.
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The patient had previously consulted with 
a number of other treatment providers 
and he had been told that she was not 
a candidate for a rehabilitation with im-
plants or that she had to undergo pre-im-
plantological interventions (bilateral sinus 
lift, bone-block grafts and possible latera-
lization of the lower alveolar nerve in the 
3rd quadrant), Another solution that was 
given was to place 6 implants in the upper 
jaw and 4 in the lower jaw, rehabilitating 
with two hybrid prostheses, which the pa-
tient rejected however immediately becau-
se of their characteristics.

We offered the following treatments to 
her: extraction of all teeth and root rests, 
(since almost all the teeth were very dete-
riorated by caries, utilization of the alrea-
dy existing three biphasic implants which 
were well integrated, and to add a number 
of Strategic Implants as per the rules of 
Strategic Implantology in the upper jaw 
(BCS® and zygomatic ZSI® - Manufacturer: 
Dr. Ihde Dental AG, 8737 Gommiswald, 
Switzerland) and in the lower jaw insertion 
of single-phase implants (KOS® and KOS 
B®). An immediate provisional prosthe-
sis of resin and later a definite zirconium 
prostheses were also part of the treat-
ment plan.

Fig. 2 Postoperative orthopantomography, shows the strategic implants placed; (Basal BCS® and zygomatic ZSI®) in the upper 
jaw and KOS® single phase implants in the lower jaw as well as the three biphasic implants previously carried by the patient.
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Method and Materials

The patient is given an upper and lower 
TAC scan, and study models and bite re-
gistrations were taken for the preparation 
of the provisional prostheses, so that they 
would be available on the day of surgery. 

On the day of surgery, the bridges were 
removed and the teeth and roots were 
extracted and 7 BCS® strategic implants 
are placed in the anterior zone of the up-
per jaw, 5 of them looking for anchoring in 
the floor of the nose and 2 of them in the 
naso-maxillary buttress.

ZSI® strategic zygomatic implants (2 on 
the right side and 2 on the left side) are 
also placed, and in the 2nd quadrant at the 
level of the tuberosity a strategic BCS® im-
plant with anchorage in the cortical of the 
sinus floor and the tuberosity, whereas in 
the first quadrant at the level of the tube-
rosity a single - phase KOS® implant was 
placed, looking for the anchorage in the 
plate of the pterygoid process of the sphe-
noid bone.

ZSI® strategic zygomatic implants fea-
ture a fully polished surface, Ø 4.6 and 
lengths ranging from 35mm to 55mm. 
These characteristics allow the placement 
of implants for anchorage in the body of 
the zygomatic bone, right through the si-
nus without causing large destructions or 
opening of the same, causing maximum a 

Fig. 3 Radiographic appearance 
showing the BCS® Strategic 
Implants in the anterior group 
and the naso-maxillary buttress.

Fig. 4 and 5 Radiographic sections of the scanner where the 
strategic zygomatic ZSI implants are observed on both sides.
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slight, passager inflammation, facilitating 
a quick recovery and obtain with these im-
plants a very strong and secure ancho-
rage to fully rehabilitate the patient with 
his fixed prosthesis. 

In the lower jaw, we proceeded to per-
form the extractions of the teeth and 

took advantage of the 3 biphasic implants 
already carried by the patient. First, 6 
KOS® implants were placed in the ante-
rior zone and then 2 more KOS implants 
in the 3rd quadrant. Another implant was 
then placed in the 4th quadrant. Once all 
the implants were placed, the abutments 
were bent and grinded for better paralle-
lity and hence easier prosthetic handling. 
We proceeded to take the impressions 
and bite and vertical registration for the 
preparation of the fixed prosthesis in the 
dental laboratory.

Immediately the provisional prostheses 
were inserted and ground, the occlusion 
was adjusted. In the rest of the remai-
ning 4 days various try-ins were made, 
and adjustments of occlusion and masti-
catory function was done. The finishing 
and cementing of the definitive zirconium 
prosthesis was done on day 4. The occlu-
sal and masticatory concept followed the 
rules given by Ihde & Ihde in the „Cook-
book Mastication“. These rules are today 
the world-wide accepted standard for this 
technology. Subsequently the appropriate 
radiographic controls are performed, as 
well as possible occlusal and masticatory 
adjustments.

Fig. 6 and 7 Radiographic sections of the scanner showing the 
most distal implants, one with anchorage in the cortical of 
the sinus floor and the other in the cortical of the pterygoid.
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Fig. 8 Radiological image of the lower jaw in which the KOS® implants placed and the 3 biphasic implants carried by the patient can 
be observed.

Fig. 9 View of the patient 
before being operated.

Fig. 10 View of the pa-
tient after tooth ex-
tractions and implant 
placement. Grinding 
of the abutments for 
better paralellity is al-
ready done. There is 
very little swelling and 
bleeding. At this stage 
we proceed to take the 
impressions and then to 
restore with the provi-
sional bridges.

Fig. 11 View of the pa-
tient already with the 
definitive prosthesis in 
the mouth.

Fig. 12 View of the occlu-
sion adjusted and with 
the adjustment on the 
gums.
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Discussion

It is clear that the beginner in this tech-
nology does not get up one morning and 
begins performing full jaw rehabilitations 
with strategic implants (basal and zygo-
matic) in patients with atrophied jaws. 
This technology requires knowledge and 
experience , and there is a learning cour-
ve which includes also mistakes. But fol-
lowing the steps of Strategic Implant® I 
am totally convinced that through this 
new didactic and pedagogical approach to 
rehabilitate with implants, we can realize 
fixed teeth even in the most difficult situ-
ation, where other implantologists have 

long given up: it is a big advantage that 
the neck of the implant can be bent to 
facilitate the axis of insertion of the pros-
thesis. In general implants are chosen 
(according to the clincial situation) long  
enough to be able to take advantage of 
the best available bone, the remote corti-
cal areas. And we also can be free from 
any fear of peri-implantitis. Due to the po-
lished surfaces in thin mucosal penetrati-
on diameters we completely exclude the 
possibility that this disease occurs.

In Strategic Implantology it is necessary 
to be clear where to place the implants, 
and to actively looking for the best bone 

Fig. 13 View of the control orthopantomography with the placed prosthesis. Distal cantilevers must be left without any occlusal and 
masticatory contact however.
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available, the best and most stable areas 
of anchorage of the 2nd and/or 3rd corti-
cal. We utilize areas which are not prone 
to resorption, and allow the transmission 
of large masticatory loads. We set up a 
supporting polygon in which the mastica-
tory slopes and occlusal contact-points 
should be located. The occlusal faces of 
the prostheses form part of the transmis-
sion of the load together with the implants 
and their position in the bone, all closely 
together form strategic positions (hence 
the meaning of the name of the concept 
„Strategic Implantology“) that makes the 
success of the treatment. 

The combination of all these fragments 
are thought to conform to a living form 
which constitutes a whole, as it is; bone, 
chewing forces and how these are trans-
mitted by the implants and in turn the ske-
letal architecture of the jaws.

When I sit down with the patient to plan 
the treatment, knowing well about all the 
possibilities which the native bone provi-
des, and listening to their wishes and ex-
pectations, I can today explain to them 
that we are going to perform a rehabilita-
tion that meets their demands fully. Also 
I am satisfied when I can tell them that 
this result will be reached in a very simple 
manner and almost right away.

We have been using the technology of the 
Strategic Implant® (BCS brand: Manufac-
turer: Dr. Ihde Dental AG/ Switzerland) 

for 5 years in our clinic, and we consider 
this method to be by far superior to the 
traditional technique which we have used 
for many years before. 

We do not have the intention to return 
to the previous (historic) technology of 
2-stage implantology, nor are we (or the 
patients) interested to go risky and ex-
pensive bone augmentations or even bone 
transplants. 

Some of the big advantages of the new 
technology are described here. In our 
view very advantageous is the fact that 
we have full control over the process of 
surgical „osseo-fixation“, and we do not 
depend on „biologic osseo-integration” 
for the success of the treatment. When 
using the old technique we never knew 
why implants failed. Today, with the new 
technology we do have a defined treat-
ment protocol and we can know why our 
implants fail if they do. This technology 
of the Strategic Implant® is a real game 
changer in dental implantology. It opens a 
new world of treatment possibilities.
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Summary

The evolutionary step to save “Immediate 
Loading” is to carry out the rehabilitations 
of our patients with the guidelines of Stra-
tegic Implant®, that guarantee and mini-
mize the risks, increasing the success and 
satisfaction of our patients in a safe and 
calm way. It is evident that these rules dif-
fer from conventional (historical) concepts 
in dental implantology and new rules and 
guidelines must be learned. This is hard 
but not impossible, and in any case is ea-
sier than placing grafts. 

The philosophy and methodology for the 
work with the Strategic Implant® is based 
on the scientific evidence of Immediate 
Load implants at was layed out in text-
books and articles by Dr. Stefan Ihde and 
Cols. in the International Implant Founda-
tion (IF, Munich/Germany), with a long 
biography and large amount of case se-
ries. A tremendous amount of research 
work was carried out all over the world, 
providing a high level of clinical experience 
and scientific knowledge, which has grea-
tly simplified the technique and has layed 
ground for teaching to transmit it to the 
scientific world of health.

The most important change has to be 
made in our heads: as treatment provi-
ders we have to understand that all our 
patients can now carry implants and fixed 
teeth all their life, and that it is not ne-
cessary to perform bone grafts or to deli-

ver removable dentures. We only have to 
follow a new clinical approach and forget 
what we did in earlier years (although it 
often worked). The new approach was in-
vented and described by the team around 
the german dentist Dr. Stefan Ihde (www.
ihde.com).

Strategic Implant® provides for us the ne-
cessary tools to be the number one in our 
area to be able to provide the best ser-
vice to our patients and to differentiate us 
from the rest of the professionals.

The beginner should work under supervisi-
on for some time. In any case it is neces-
sary to correct all mistakes immediately . 
The Strategic Implant® revolutionized my 
way of rehabilitating my patients, they are 
eternally thankful, just as I am thankful to 
my teachers. The work with the Strategic 
Implant has taken my clinic to a new level. 
Without Strategic Implant® guidelines, I 
would never have rehabilitated my pati-
ents in any way so satisfactory for them, 
realizing for them rehabilitations that allo-
wed immediate and almost care-free life 
with fixed teeth.
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