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The design and development of today's dental implants has been an evolving process based on scientific research, 

clinician input, and manufacturers' ingenuity. One new addition to the dental implant armamentarium, the 

NobelActive™ implant. was introduced worldwide by NobelBiocare® approximately 2 years ago. While many 

of the design features of the NobelActive implant are found individually in other dental implants, the implant's 

combination of external and internal design characteristics provides for unique handling and applications in 

many difficult clinical situations. Although the NobelActive implant can be used in most all clinical situations, 

its design allows for high levels of initial stability even in situations with low density or compromised bone, 

making it a good implant choice for immediate extraction, immediate implant placement, and immediate 

load cases, as well as cases with less·than-ideal qualities and quantities of bone. In addition, the implant has 

the ability to be redirected if less-than·ideal implant placement occurs at the time of implant insertion, maxi­

mizing the potential prosthetic outcomes. Prosthetically, the implant has features designed to minimize cre­

stal bone loss and maximize gingival architecture . while minimizing the prosthetic components and 

instrume ntation. This article discusses the characte ristics of the NobelActive implant in detail and employs 

case presentations to illustrate its clinical use. 
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Since the first smooth-surface titaniulll fixtures were 

introduced to cicnrisrry in rhe 19805, clenr;!.1 implanr 

des ign has conrillu31ly evolved as a result of evidence­

based resea rch and clinicians' empirical experiences. Many 

of these design changes are still used roday. while others have 

disappeared from memory. In rhe past few yea rs, implam 

manuf.1c rurcrs have imroduced a number of deSigns. Some 

are modifications of existing des igns. and orhcrs are COI11-

pletely new additio ns ro product li nes. \Xlhcn ncw implant 

des igns are examined as a who le, several C0 l111110n th reads 

emerge as implant des igns continue ro evolve. 

Implant body design appears ro be moving roward a 

gradually Glpcred implanr body with more widely spaced 

dueads. A roughened titani um surface from the implanr 

apex: to the implant platform is common as are m icrodueads 

or grooves in the coronal portion of the implanc. In addition 

to conventional lengths, many implants are now available in 

8-mm and 9-mm lengths or shorter. Narrow-diameter im­

plants (ie, 3.0 mm to 3.3 mm), some with inrerna l prosthetic 

connections, are available in various lengths, as wel l. 

Prosthet ic platforms have m igrated roward an internal 

prosthecic connection with a Morse taper imerfacc to min­

imize the im planr/aburmenr "microgap." T his also may 

fac ilitare the concept of "platform swi tching" that aids cli ­

nicians in m inimizing cres tal bone loss. 1-4 Most prosthetic 

connectio ns of this rypc have an anr irotat io nal feature at 

rhe base of the connection for orienration and to ensure the 

accuracy of rhc impress io n coping and aburmenr sea ting. 

In add irion , manufacrurers have anem pted to simpli fy rhe 

Table 1: Comparative Sample Implants 

prosthet ic compo nents and surgica l instrumenra rion ror 

their ncwer implanrs. 

Recenrly int roduced impbnrs are deS igned to be placed 

at bone level while minimizing bone trauma and poten tial 

cres t:1.1 bone loss. Implant neck and aburmclH CO ntour de­

signs, as we ll as new concepts of crestal implant sofr-ti ss ll c 

a t tachment, arc being used ro maximize rhe maintenance 

of gingival archi tecrure and supporr.5-7 Newer impiams are 

designed to provide p rimary s[:tbili ry for use in immediate 

extracciol1 andlor il11l11ediare loading cases.8,9 

A complere disc llssion of chese advances is beyo nd the 

scope of this article. It is clear that implant des ign cont inues 

to evolve in suppOrt of denral professionals' {[carment objec­

tives and rhe daily praccice of implant denrisrry (Table 1). 

NobelBiocare recenrly in trod uced NobeLAcri ve (www. 

nobe1biocare.com) , which is ava ilable with an ex ternal (one­

piece) and inrernal connection. During rhe prelaunch phase 

in dIe Uni ted Scares, rhe implanr was available in bmh fo rms. 

Since May 2008, o nly rhe ilHcrnai implanr is availab le in 

North Am erica; the external and internal implants are avail­

able in m her markers worldwide. 

T he NobeLActive implant has a tapered implant design 

with sharp , widely spaced ( 1.2 mm), grad ually expandi ng, 

double-helical threads thar have a steeper rh read pitch than 

mosr implants. The implant has a roughened riran ium sur­

face fro m apex to platform and is designed to be placed 

ac bo ne level. The im planr des ig n allows for p repa ring a 

narrower-than-typical inirial implant osteotOmy :md placing 

rhe implant in a method similar to turn ing a "corkscrew." 

NobelBiocare Replace Biomet 3; ~ AstraTechi!l Straumanni!l Dentsply® NobelBiocare 
Tapered GroOvyTM Tapered Prevail!!) OsseoSpeed™ Bone Level™ Ankylos ax NobeJActive 

Tapered Implant Body x x x 

Roughened Surface to 
Implant Platform x x x x x x 

Coronal Implant Microthreads x x x 
or Grooves 

Internal Prosthetic Connection x x x x x x 

Internal Morse Taper x x x x 

"Platform Switching~ x x x x x 

Internal Antirotational 
Mechanism x x x x x x 

Placed at Bone Level x x x x x 

.. A.illl·W,I!l"'". mm"'lluadJlB=4!W".~ 



Figure 1 Preoperative int raoral frontal 

photograph of toot h NO.9. 

Figure 2 Preoperative occlusal photo­

graph of tooth NO.9. 

Figure 3 Initial2-mm osteotomy (see Figure 

4 for illustration of surgical t echnique). 

Figure 4 Redirect ion of the implant in an an terior t ooth extract ion socket. 

T his allows fo r gradual expansion of the bone as the implanr 

advances. simi la rl y ro rhe lise of an osteotome. It is des igned 

to be placed ar up to 70 Ncm of ro rque. T hese characreristics 

give the implanr high levels of primary srabiliry and make it 

an exccllenr cho ice fo r im medi are extrac tio n. il11l1l cd iare 

placemenr. and immcdiarc load cases, as wel l as in cases wi th 

poor o r ques tionable quality of bone. I n add ition . these im­

plant des ign features allow fo r the redirec tion of dIe implant 

during placemenr while mainraining high levels of srabili ry. 

T he implant platfo rm has an internal Morse taper with an 

infer io r anti rota rionai hex at its base. The platfo rm allows 

fo r either "pla tfor m switching" or abu tmclH fa bri catio n 

dirccrly on the platform. These des ign fea rures arc incorpo­

rated ro mi nim ize cresta l bone loss and maximize the main­

tenance of gi ngival archi tec ture. A Illllch more in-depth 

discllss ion of the implant is found later in th is article. 

Th e fo ll owing cases illustrate so me of the uniq ue fea­

{Ures and appli cations of this implant. 

CASE PRESENTATIONS 

Case 1: Immediate Implant Placement, 
Maxillary Anterior Tooth 
A 50-year-old male in good medical and den tal health pre­

se nted for replacement o f roo th No. 9 beca use of a roOt 

fracture of rh e previously e ndodonti ca lly t reared tooth 

(Figure I and Figure 2). C lini cal examin atio n revealed a 

normal denriti on wirh no significa nr periodo ntal o r oc­

cl usa l iss ll cs. Tomh No. 9 presented wit' h a normal zone of 

anached {' iss ll e a nd adeq uare g in giva l symm etry ro the 

adjacent cenrral incisor. The tooth had undergone prior 

(reann ent with root canal therapy and placement of an en­

dodonric pos t/core and a porcclain-fuscd-ro-mc(al crown. 

Due to the lack of infecti on and the excellent bone and 

gingival archi recru re, it was decided that [his pa tient was a 

good cand ida tc fo r immed iatc exrracrion, immed ia te im ­

pla m placement , and immediate provisional resro rat ion. A 

Na bclAct ivc im planr was chosen becallse of rhe ability ( 0 

red irect the implant if necessary, the im plant's high degree 

of primary srab il ity at the til11e of ins err ion, and ('he char­

ac teristics of the internal implant platform. 

Using sranda rd tec hniques, root h No.9 was first ex­

{"racted arraumaricaUy. Us ing rhe established technique fa r 

the immediare p lacemen r and redi rec tion of a NobeiAcri ve 

im plant, nn RP 4 .3- 111111 x 13-mm impl:lI1t was placed 

(Figure 3 rh ro ugh Figure 5), fo llowed by placcmcllt of an 

iml1lcd ia re rcmpo rary abutment with bone graft material 

(DynaBlast ''' , Keysro nc Denral , www. kc).sronedell£al.co m) 

(Figure G), :lI1 d the fabr iGllion and inserrion of an immedi ­

ate provision:ll resrora rio n ( Figu re 7) . O n inse rt ion, the 

A.llll-m ,mh.", 
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Figure 5 Insertion of a NobelActive 

implant (4.3 mm x 13 mm) usi ng the 

surgica l drive r and manual insertion 

technique. The implant was redi rected 

into proper position. 

Figure 6 Immediate temporary abut­

ment in place wi th bone graft material 

between the buccal plate and implant. 

Figu re 7 Immediate provisional 

resto ration of tooth NO.9 at time of 

surgery. 

Figure 8 (Left) Preoperative radiograph reveals fractured tooth 

NO. 9. (Right) Postoperative periapical radiograph w ith the imme­

diate temporary abutment and provisional restoration in place. 

Figure 9 Provis ional restoration of tooth NO.9 at 4 weeks 

postoperative. 

Figure 10 Four months postoperative. 

Procera Zirconia abutment in place, tooth 

NO. 9. Veneer preparation, tooth No. 8. 

Figure 11 Fina l porcela in restorations. Figure 12 Postoperative radiograph. 

implanr was srabl e ro GO N Cl11 of rorquc , m eas u red w irh 

;\ manual rorque wrench. 

Four mo nrhs posroperar ive (Figure 8 and Figure 9). an 

o pen- tray implanr-Ievel impressio n was made and (Ooth 

No. 8 was prepared for a porcelain veneer. A zirconia abur­

menr (Procera- Z irconia , Nobel 13iocare) was f:lbricared and 

inse rted for implant No.9 (Figure 10). A defi niti ve zirco­

nia-based crown laye red w ith fcld sparhic porce la in was 

rhen fabri ca red and cemcnred prov isionally. ~Ioorh o. 8 

~""'3" !JIiliil 

was resrored wirh a marc hin g porcela in veneer rha r was 

bonded in place using rhe aurho rs' srandard bonding pro­

rocal (Figure II and Figure 12). 

This e lse il lusrrares rhe usc of rhe NobeiAcrivc implan t"s 

unique design charac(crisri cs. rhe rech nique for placement' 

of an immcdiare implant in an amerior maxi ll ary ex rrac­

rion sirc.:, rhe ab ili cy ro redi recr rhe implanr, and the high 

inirial stability in rhe sllccessfu l ill1ll1ediare reslOrarion o f a 

tracrured an terior rooth. 
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Figure 13 Preoperative panorex of nonrestoreable tooth No. 19 and site No. 18. 

Figure 14 Tooth No. 19 extracted, 

NobelActive implant placed in the 

intraradicular bone. Implant placed in 

site No. 18. QukkTemp immediate 

temporary abutments in place. 

Figure 16 Provis ional rest orat ions 

cemented in place. 

Figure 18 Final restorations cemented 

in place. 

Q.I"I.IY,IDIlI ,, ' 

Figure 15 Tooth NO. 19 socket grafted 

around the implant. 

Figure 17 Periapical rad iograph after 

implant insertion. 

Figure 19 Postoperative radiograph. 

Case 2: Immediate 
Implant Placement, 
Mandibular Molar Tooth 
A 50-year-old female prcscnrcd with 

an as}'mp(Om ~l[ic Ilo nrcsrorablc 1001 11 

No. 19 :lIld a space fro m a previo ll s­

Iy removed roorh No. 18 (Figure 13) . 

Afrc r a rho roug h cV:l luarion , due 

ro rhe lack of infecri o n in rhe area 

and rhe good quality of the bone and 

soft ti ss ll e, it was derermined thar rhe 

pari enr was a good ca ndidate for an 

immediate molar exrraction , immedi­

ate implant placement, and immediare 

provisio nal resroratio n. NobeiAcrivc 

implanrs were used because of the po­

ten ri al fo r high initial stabili ty. 

A minimally rraumatic exrr;]C[ion of 

roorh No. 19 and exposure of rhe cre­

stal bone above thc ;t r(':1 of tooth No. 18 

were firsr performed. Narrow osteoro­

m ies (3.6 111m) wert then created using 

a pOrl'ion o f the inrraradicuiar bone of 

cooth No. 19 and the bone in me region 

of tooth No. 18. "I"\VO NobclActive RP 

5-111111 X 1 O- l11m impla n ts were then 

placed in rhe osteoromies in rhe sires of 

teeth Nos. 19 and 18 (Figure 14). Af­

ter inse rrio n, rhc im plants were st:able 

ro 50 Ncm, measured with a manual 

rorqut wrench. Porus· Illineralizcd em­

cellous bone parl'icles (Zimmer Dental 

Inc, www.zimmcrcienral.com) were then 

graft ed into rhe socker of roorh No. 19, 

sur ro unding an}' a rea of exposcd im­

planr (Figure 15). Q uick TempT" immc­

dial'c abutmc l1[s (Nobel Biocare) were 

placed on rhe implants, and provisional 

resro rarions were fabr icatcd and rel11 -

porarily cemcnred (Figure 16 and Figure 

17). Four mon ths bter, final resrorations 

wcre f:lbric uoo and permanently CCIl1CIU­

cd in place (Figure 18 and Figure 19). 

Th is case is an exa mple of rhe lise 

of t he Nobe lAc ri ve imp lant for 



immcd iarc molar extracrion, immedi­

ate implant placement, and immediate 

provisional res roration. The impbnr 

has high inirial srability in some mola r 

ex traction sites and o ther diffi cult 

bony defects that traditionally wou ld 

nor be consid e red candicbtes for 

imm ediate implanr p lace menr and 

immediare res torario ll. 

Case 3: Staged Implant 
Placement Using 
CT-Guided Surgery 
A 17-year-old female prescilred wirh 

multiple congenitally missing reedl and 

des ired permanent tOoth rcplacement. 

T he patient had received orrhodonric 

treatment prior m the deneal examina­

tion. A comprehensive paricnr exami­

nation, including mounted study cas[s, 

radiographs, and inrra- and exrrao ral 

photographs. was perform ed first. 

The patient was in excellenr health , 

and her remaining denr~d and peri­

odomal examination was unremark­

able. Examination revealed congenitally 

missing ma.x.illary rcerh Nos. 4, G, 7, 10, 

and 13, and over-retained primary teeth 

C and D. Clinical examination revealed 

inadequate bone in width in rhe areas 

of Nos. 4, 6, 7, and 10. Panoramic evaJ­

uari on revealed inadequate height (8 

111m ro 8.2 mm) in rhe an.:as of Nos. 4 

and 13 (Figure 20). Due ro the age of 

lhe palicnr and the desire fo r very long 

term implanr success, rhe authors fd t 

(he need (Q ma.x imize the Icngdls of the 

implants. Because rhe patient present­

ed with multip le congeni rally missing 

[eeth and rhe cl inical and rad iograph ic 

examinations revealed peremial arro~ 

phy of the bone in all areas where im­

plant placcmem was planned, furrher 

3-dimensional diagnostic evaluation 

of the patient was indica ted to ben er 

Figure 20 Preoperative panoramic 

radiograph demonstrating the 

patient's congenitally missing teeth. 

Figure 22 View of the block chin graft 

placed in site NO. 4 (left), and "ridge 

splitting" in areas Nos. 6 and 7 (right) . 

Figure 24 3·D reformation of treat­

ment plan in implant planning soft­

ware. Note the areas of grafted bone 

in the implant sites. 

Figure 26 Panoramic rad iograph taken 

immediately after implant placement. 

Figure 21 Diagnostic CT scan show ing 

the buccal bone deficiencies in the 

areas of teeth Nos. 4, 6, 7, and 10. 

Figure 23 View of block chin graft 

placed in area of No. 10 in preparation 

for implant placement. 

Figure 25 Insertion of NobelAct ive 

implant through computer-guided 

surg ica l template in site No. 10 using 

the hand surgical driver. 

Figure 27 Open-tray impression cop ings 

in place. Note excellent implant positions. 

«.i'd·m,mJI i" . 
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evaluate all sites for potenrial bone grafting prior ro implant" 

pbcement. T he CT scan confirmed rhe defici encies found 

on cl inical and panoramic exam ination. 

Mounrcd study models were forwa rded ro a c1enrallabo­

L.lrory for fabrica tion of a d iagnostic wax-up. A barium rad i­

ographic stem , following the Simplanre protocol (Marerialisc 

Dcnral, ww\V.materi alise.com), was created from the wax-up 

to allow the rcsror;aive (ea rn ro visualize rhe ideallocuions of 

the planned rcsm rarions as related to rhe underlying bOlly 

anatomy. The parienr worc th is appliance duri ng a medical 

computed tomography (Cf) scan evaluation. T he cr images 

were imporred inro rhe Sim Plam sofrwarc fo r evaluation (Fig­

ure 2 1). Based on rhe C T sca n, it was dctcnnined fh at the 

patiem required a staged surgical approach of bone graft ing 

followed by implant placement. 

Afte r the re moval of tee th C a nd D, based o n the C T 

sca n evaluatio n of t he bone in a ll implanr sites, bone· 

g raFting procedures we re perform ed as foll ows; in rhe area 

of p lann ed moth No.4, a sinus li Ft bon e g raFt For he ight 

a nd a block chin bon e graft for w idth ( Figure 22); in rhe 

areas of pla nn ed tee th Nos. G an d 7, a " rid ge sp li t tin g" 

bone graft for width (Figure 22); in the area of No. 10 , a 

b lock c hin gra ft For wid th (F ig ure 2 3); and in the area of 

No. 13, a si nus·lift bone graft for he ight. Three months 

afte r the grafting procedures, a radiographic guide lI sing 

rhe NobeiG uid e™ (Nobcll3iocare) protocol was fabr ic:u cd. 

\'V'hile wea ring thi s radiograp hic guide, the patient received 

a sccond CT scan (Figure 24). 

Implanr placement in the areas of tceth Nos. 4, G, 10, 

and 13 we re fhe n rreatlll cnr·p lanned u sing the Nobel· 

G uide soFtware. A pontic was planned for moth No.7. 

Four months afrer the g raFting proced ures. a NobelG uidc 

was used to guide rhe d epth . pos it io n , an d :lngu la tion s 

of rhe implant os teo to mies. NobeiAc rive implants were 

placed in s ites of Nos. 4, G, 10 , and 13 (Figure 25 and 

Figu re 26) . T he procedure required small c res(aimini-Aaps 

fo r fi nal implanr·depth d erenninat ion. Although excel lent 

primary srab ili ry was achieved in all sites (45 Ncm l11 eas· 

tired w ith a manual ro rque w re nch), it was d ec ided rhar 

because the implants we re placed la rgely in grafrcd bone, 

hea ling ab url11c lHs would be p laced. A temporary rel ief­

rype removable denture was inse rted accordingly. 

Fou r m o nrhs after imp lalH in serr io n , exce ll e lH soft ­

[i ss ue adaprat io n of rhe gi ng iva a t a il rhe implant sires 

was observed . O pen · rray impress ions we re made ar each 

sire (Figure 27). These records were used in [he fab rication 

of zircon ia aburmcnts (Procera Z irco nia) ril ar were inse rred 

in each site (Figu re 28 rh ro ugh Figure 30). 

All fina l c row ns we re fabr ica ted w ith zi rconia · based 

crown layered with fcldsparhic porcela in . Individual crowns 

Figure 28 Facial view of zirconia 

implant abutments (Procera Zirconia) 

in sites Nos. 6 and 10. 

Figure 29 Abutments in place on 

implants Nos. 10 and 13. 

Figure 30 Abutments at sites Nos. 4 and 

6 (a cantilever bridge to be placed). 

Figure 31 Periapical rad iographs of the fina l restorations in place. 

. . 



were fa bricated ro re­

store tee th Nos. 4, 10, 

and 13; a ca ntilevered 

bridge was fabr icated 

to replace teeth as. 6 

and No. 7 . All units 

were fitted and cement­

ed with improv· cemenr 

(Nobel Biocare) (Figure 

31 through Figure 35). 

and allows the clinician to 

alter rhe compressive forces 

on the bone by llsing an 

alternaring clockwise and 

call n terclockwise i m plan t 

insertion technique. 

This case ill usrra tes 

the evalua tion and cl in-

Figure 32 Panoramic radiograph, final restorat ions in place. 

T he NobeiAcrive im­

p lanr is d es igned ro be 

placed at bone level . The 

coron al por t ion o f th e 

implant has a back raper, 

icalmanagemenr of a difficult case of Illultiple congeni rally 

miss ing teeth in a young adult pat ienr. An evaluarion of rhe 

patient's 3-dimensional bone atrophy as ir related ro rhe 

planned restorations was first performed. This information 

resul ted in appropriate bone grafting procedures performed 

in each implant si re. Using techniques of computer-guided 

implanr surgery, NobelActi ve implants were then ideall y 

placed in each implant sire according ro the loca ri ons of rhe 

planned resto ration and rhe d istorted grafted underlying 

bone. 'ar row implant osreoromies were performed fol­

lowed by the placemenr of wider NobeiActive implants in 

order to minimize the trauma to {he grafted bone, use rhe 

implanr's bone ex pansion osteorome-l ike fe:H lIfes, min ­

imize poremial cres tal bo ne loss in a young parienr, and 

maximize rhe mainrenance of the gingiva l architecture. 

IMPORTANT FEATURES OF THE 
IMPLANT DESIGN 

External Implant Body Characteristics 
T he NobeiActive imp lant has a g radually ex pandin g ta ­

pered implanr body with a grad ually expandin g thread 

width , allowing fo r self-drilling, self-cutting, and self-con­

densing capabilities. T he implant has an expand ing central 

core, with 3 5° elo ngated th reads (compared ro a typica l 

root-form implant's 60° th read pi tch). Inserting it clock­

wise reportedly allows the implant to compact bone as ir is 

advanced , drawing the surro ll nd ing bone inro rhe im planr. 

Two reve rse c llnin g flmes (o ne o n each sid e of th e 

implant) allow fo r cutting of the bone when rhe implanr is 

turned counterclockwise. T he sha rp apical threads allow 

for a smaller-diameter osteotomy. T he reverse-cutting action 

of the threads gradually expands the na rrower ostemomy 

which is intended ro max­

imize the alveolar bone around the collar of the implant 

:lIld improve soft-t issue SUPPOtT. 

T he implant's threads are double helical. There is 1.2 mm 

between adjaceIH threads and 2.4 111111 between conr iguous 

threads compa red with 0.6 111m [0 0. 7 111m of spac ing 

berween threads found in a standard root~ fo rm im plant. 

For each rotation, the NobeiActive implant advances 2.4 mm 

- at least three rim es fas ter rhan cOl1veIHional root-form 

implants. A clinician who places this implam should CO Il­

sider this. The implant is deS igned to be placed at up to 70 

Ncm of in sen i all rorque. In dense bone, a larger-diameter 

osteoto my is created , w hi ch all ows on ly the implant 

thread rips ro engage the bone, with excellent primary sta­

bility. Space between the threads enables new vessel and 

bone format ion. 

Th e No belActive implant has an osseocondll ctive­

roughened titanium externa l surf;lCe with a unique porous 

surface srructure, which has been documented to enhance 

osseoinregrarion. IO. 13 The roughened surf.1Ce is prcscnr from 

rhe implant apex ro the platfo rm edge. T he impbnr has 

grooved threads and grooved rings around the inse t co llar. Ie 

has been shown (har bone grows more rapidly within the 

grooves compared with impiams without grooves. 14 

Internal Connection Characteristics 
The NobdActive implam has a dual -function conncnion with 

a J2°-internal Morse raper with an inrernal hex at ies base for 

accuracy of abunnem seating, orientation, and ami rot'ation. 

Th is connccrion is used in casc<; in which an internal conical 

seal with abutment "platform swirching" is desired. T he plat­

form swirch concept, in combination with the back-tapered 

implanr collar, can aid in crestal bone and soft-tissue preserva­

rio l1 . I*4 T he implant platform has a O.25 ~ ll1m shoulder for 
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Figure 33 Right lateral view of the 

patient postrestoration, demonstrating 

successful replacement of her missing 
maxillary dentition. 

Figure 34 Left buccal view of the patient, 

final maxillary restorations in place. 
Figure 35 Frontal view of the definitive 

maxillary implant restorations at the 

day of insertion and cementation. 

cases in wh ich a rcsro rarion is planned {Q rest" at im planr 

level on the implanr platform . The conical seal provides inri ­

mare conrac( between the external abtl[l11cnt surf.1ce and rhe 

12°-internal Morse taper Surf.1CC of the implanr. 

Prosthetics 
To simpli fy the rcsrorarion and rhe number of prosthetic 

co mponenrs necessa ry ro resrorc J NobeiAcrivc implant, 

the manufacturer prod uces the impbnr in three diamcrcrs 

(3.5 111m, 4.3 !TIm , and 5.0 111111) bur on [wa prosthetic plat­

fo rms. The 3.5-111111 diameter implalH has a 3.5- 111111 plat­

form and its own pros thetic componenrs. T he 4.3-mm :tnd 

5-mm diameter implanrs borh have the same 3.9-m m im­

planr platform and use the sa me pros rh eti c co mponents. 

Because the NobelActivc implam has a dual -function con­

nect ion, open- and dosed-tray impression copings are ava il ­

able fo r use in cases in which o nl y the in te rnal co nical 

connection- bur nor rhe implanr shoulder-requires cap­

ru ring. Copings arc a lso ava ibb le for situa tions in whi ch 

cap[lJring the implanr shoulder- bur nOt the conical con­

nectio n- is required. 

Un ique Implant Use 
A manual or moror ized inserrion rechniquc call be used fo r 

the placement of the NobeiAct ive implanr. lvlanual inse r­

tion can be accompl ished b)' using e icher a h:l.Ild driver or 

a manual torque wrench , whi ch is d es ig ned to place rh e 

implant:H up to 70 Ncm of torque. Sometimes a convemion­

al motorized inserrion option ma), be desired. Because the 

diameter of rhe osreo to my is frequently narrower rhan the 

impbm ro be placed, the impbnr often sro ps before it is 

fully sca ted ro deprh, leaving much of the implant exposed. 

Completion of the impbnr inserrio n us ing o ne o r both of 

the manua l in serti o n options will rh en be necessary. T he 

moro ri zed insertion opti on is typically used in poste rio r 

regions where ca rr)'ing the implant ro the os teotomy site 

manually can be diffi cult due ro access. 

·rile manual inserrion technique-in combination with the 

cutti ng characteristics of the implant design, [he clinician's abil~ 

iry ro al ternate berween compression and cuning of the bone, 

the smaller-diameter ini rial osreoto lTIY, the 70-Ncm maxi mal 

initial implant insertion torque, and the implanr's inirbl stabil~ 

icy-allows the experienced clinician to adjust or redirecr the 

implant or ientation during inserrio n . For placement o f an 

impbnr in an y area of the mouth, rhe clinician is able m alrer 

the final depth and orientation of the prostheti c connecrion m 

oprimif..c rhe esrheti c resul t. I f an ~llteration of the final dep th 

or platform o rienrarion is desi red , the rechnique of redi­

rect ing rhe impl ant at the rime of impbnr insert io n in~ 

volves wirhdrawi ng the implant , with a cOllnter~ cl ockw i se 

rorarion , approx imately half'\va)' from with in (he os teoro­

I11 Y, and rhen slowly reinserting the implanr, in a clockwise 

rorario n, while placing a ligh t pressure o n the implant in 

rhe directio n rhar rhe clin ician would like to redirecr if. T his 

reature is or bcncfh in any healed bony site or in immed i­

arc extrac tion- immediate placement cases (wi th or with ~ 

ollr immediate remporar), resro rations), p:uticuia rly in the 

ma.xillary anrcr ior regio n. 

T he expand ing ex ternal body taper with a wide-sp:lCed, 

double-hel ical rhread design , narrower initial osreotomies, and 

the bone-curring characteri sri cs of the NobelAcrive implant 

provides for high initial stability in most clin icaJ siruarions. In 

man)' cases, rhe implant can be placed with f.·wora ble initial 

stabil ity in challenging sites w1[h compromised bone, such as 

the posterior max illa, narrow ridges, graft-ed sires, and immedi­

arc placemem molar extraction sires. 



CONCLUSION 
T he recently introduced NobelAcd vc implant was designed 

wi th ex terna l and ilHernal features thar make it a good 

il11 planr cho ice fo r many cl inical ap pl ications. T hc design 

allows for h igh levels of in irial stabi li ty even in comprom ised 

bone, red irection of the im plant if necessary at rhc li me of 

surgery. a p ros rhetic p latf-o rm fo r most rcs rorat ive siruarions, 

and a prosrheri c connec tio n designed for mai nrcn:lIl cc of 

cres tal bone and soft-tissue architecture. 
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