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Abstract: The aim of this pilot study was to evaluate the accuracy of a newly developed dynamic
navigation system and to compare the accuracy between flapless and open-flap surgery, and between
surgeons. The subjects were patients who were scheduled to receive implants of the same size
using the newly developed dynamic navigation system. The study’s procedures included cone
beam computed tomography (CBCT) filming with fiducials, virtual planning of implant placement
and the use of motion tracking technology for calibration and practical implant placement. The
accuracy was evaluated using preoperative (virtual implant) and postoperative (actual implant)
CBCT images based on angular, apical, coronal and vertical deviations. The differences of deviations
between flapless and open-flap surgery, and between two surgeons, were statistically compared.
In total, 66 implants were placed in 39 patients. The median and interquartile range of angular,
apical, coronal and vertical deviations were 3.07° (2.52-3.54°), 0.96 mm (0.75-1.42 mm), 0.76 mm
(0.57-1.37 mm) and 0.71 mm (0.61-0.88 mm), respectively. These deviations were similar to those
found in previous studies. Flapless surgery resulted in a more accurate placement with respect to
apical and coronal deviations, and the differences between the two surgeons were limited. The newly
developed dynamic navigation system is considered to be eligible for clinical use.

Keywords: dynamic navigation; infrared optical camera; accuracy assessment; flapless surgery;
surgeon experience

1. Introduction

Dynamic navigation surgery for dental implant placement has been increasingly used
because it has the following advantages: (1) the availability of immediate placement after
planning, (2) on-site alteration of implant placement dependent upon the clinical situation
and (3) minimally invasive intervention due to real-time visualization [1-4]. In general,
the workflow of dynamic navigation surgery includes images of cone beam computed
tomography (CBCT) with fiducials, virtual planning of implant placement and the use of
motion tracking technology for calibration and practical implant placement [4-6]. Briefly,
fiducial markers, attached to the patient’s jaw during CBCT exposure, are registered in
software. These markers and markers on the surgical handpiece are captured with a
tracking camera in order to display the relative position of the jaw and the drill (burr)
in CBCT images. These provide guidance for freehand real-time drilling and implant
placement. This means that data acquisition and registration are the most crucial procedures
for accomplishing the ideal placement as planned.

There have been many reports evaluating the accuracy of implant placement using
dynamic navigation [2,3,6-13]. These previous studies evaluated the placement accuracy by
comparing between preoperative and postoperative CBCT images based on angle deviation

www.mdpi.com/journal /applsci

This paper has been retracted. A retraction notice was published on 15 November 2021 in Applied Sciences 2021, 11, 10756.
https://doi.org/10.3390/app112210756


https://www.mdpi.com/journal/applsci
https://www.mdpi.com
https://orcid.org/0000-0002-4807-8224
https://orcid.org/0000-0003-0039-716X
https://doi.org/10.3390/app11146593
https://doi.org/10.3390/app11146593
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3390/app11146593
https://www.mdpi.com/journal/applsci
http://www.mdpi.com/2076-3417/11/14/6593?type=check_update&version=4

Appl. Sci. 2021, 11, 6593

2 0f9

and/or lateral deviation and/or depth deviation. The results of these studies concluded
that dynamic navigation surgery could achieve a more accurate implant placement as
compared to freehand implant surgery, and a similar accuracy to static guided surgery. The
important point is to recognize the procedures required for accurate placement. According
to previous studies that validated static guided surgery, the type of guide (full-guided or
half-guided) [14], digital workflow [15,16], surgical and patient’s conditions [17=19] and
the type of guide support [20] can all affect the accuracy. In dynamic navigation surgery,
the steps that can cause deviations are considered to be similar. Even in such a situation,
the vertical position of the implant platform (the depth of the implant position) in open-flap
surgery is the only implant position we can confirm under direct vision. Flapless placement,
which is a minimally invasive procedure, requires virtual visualization of the surgical site
(bone morphology and mucosal thickness), optimal virtual planning and accurate surgical
technique. Previous studies have suggested that computer-guided surgery, with the proper
workflow, permitted the surgeon to conduct accurate flapless surgery [3,6,7,9]. Regarding
surgical technique in dynamic navigation, the influence of the surgical situation on the
accuracy is controversial [2,4,21]. A dynamic navigation system with a higher accuracy is
beneficial, but demanding. This means that validation of the accuracy is essential.

The present pilot study aims to evaluate the accuracy of implant placement using
a newly developed dynamic navigation system, by comparing between preoperative
and postoperative CBCT images. In addition, the deviations of implant positions were
statistically compared between flapless and open-flap surgery, and between surgeons.

2. Materials and Methods
2.1. Study Design

The protocol of this study was approved by the institutional ethical committee (ap-
proval number: 28-119) and conducted in accordance with the Helsinki Declaration.

The candidates for this study were patients who visited the Department of Prosthodon-
tics, Kyushu University Hospital for the purpose of implant rehabilitation between April
2018 and February 2021. The inclusion criteria were as follows: (1) patients who were
20 years old or more, (2) patients who understood the purpose of this study and (3) patients
without systemic disease unsuitable for the surgical procedure. To evaluate under the same
analytical conditions, patients who would receive the same implants (J 4.1 mm x 10 mm,
Straumann® Dental Implant System, Basel, Switzerland) were selected, which diminished
the effect of implant size (diameter and length) on the implant positions. The exclusion
criteria included: (1) patients who could not agree the use of this dynamic navigation
system and (2) patients with gingival inflammation and dental plaque accumulation. The
patients who met the inclusion criteria and provided informed consent were enrolled in
this study.

2.2. Dynamic Navigation System

In this study, a newly developed dynamic navigation system using a conventional
infrared optical camera (ImVision, Safe Approach Medical Inc., Fukuoka, Japan) was tested.
The preliminary study revealed that the working volume of the infrared camera was from
50 cm to 130 cm. In addition, the preliminary study also revealed that the deviation of this
system was within 0.1 mm and 0.4°.

2.3. Preoperative Procedure

All patients were subjected to CBCT examination with prefabricated thermoplastic
stents (Figure 1). The stents contained small titanium discs (diameter 1.0 mm and height
1.0 mm, more than 3) as fiducial markers and could be fixed onto remaining teeth rigidly.
These were also used as registration devices. Three-dimensional models (3D models)
were created from CBCT data (Digital Imaging and Communications in Medicine data:
DICOM data) using software for image analysis and scientific visualization (3D Slicer,
National Institutes of Health, Bethesda, MD, USA). These 3D models were imported into
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the navigation system. This procedure was effective in reducing artifacts caused by metallic
prostheses. After the registration of the titanium discs incorporated in the stent, the tracking
frames were attached to the stent extraorally, and to the handpiece, for virtual implant
planning (Figure 2). These frames were captured with the infrared optical camera system
for tracking. Prior to virtual planning, these tracking frames were recognized as tags by the
infrared optical camera and were calibrated, including the length of the drills. The virtual
position of the implant was planned with this optical tracking system using the model
and the handpiece. This planning procedure was performed by T.S.and R.O., who also
rechecked it.

Figure 1. Preoperative procedure: (a) prefabricated thermoplastic stent with fiducial markers (small
titanium discs; arrow heads); (b) CBCT image.
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Figure 2. Preoperative procedure (calibration, virtual planning and simulation): (a) calibration of
patient and handpiece tracker; (b) virtual planning and simulation.

2.4. Implant Placement Using Dynamic Navigation

Prior to surgery, the stent with a tracking frame was rigidly fixed at the same position
of residual dentition. The tracking frame for the handpiece and the infrared optical camera
system were also prepared, and the calibration of these frames were performed in the same
manner as for the planning procedure (Figure 3).

All implants were placed under local anesthesia by T.S. and R.O. At a site with
adequate keratinized mucosa, a flapless surgery was performed [6,22,23]. During surgery,
the implant position was determined according to the virtual planning image and the
real-time position, which were displayed on a monitor screen. The drilling procedure was
followed according to the manufacturer’s instructions. After implant placement, antibiotics
and analgesic drugs were provided to all patients.
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Figure 3. Implant placement using the present dynamic navigation system.

2.5. Statistical Evaluation of Implant Position Accuracy

All patients received a CT examination in the same manner within 1 month after
surgery. Titanium discs in the stent in preoperative and postoperative 3D models were
matched and the deviations between preoperative (planned) and postoperative (actual
placed) implant position were measured. The measurement items were: (1) angular
deviation between the axes of the implants from the sagittal view, (2) apical lateral deviation
between the implants from the sagittal view, (3) coronal lateral deviation between implants
from the sagittal view and (4) vertical (depth) deviation between the implants from the
sagittal view (Figure 4). To describe each deviation, three measurements were conducted
for each sample and their mean values were used as the final deviation value.

preoperative postoperative

41

Figure 4. A schema for each deviation measurement from sagittal view: (1) angle deviation; (2) apical
lateral deviation; (3) coronal lateral deviation; (4) vertical (depth) deviation.

Numerical data were presented as median and interquartile ranges (IQR). The mea-
surement values were compared according to the surgical procedures (flapless and open-
flap surgery) and the surgeons (R.O.: 28 years’ experience or T.S.: 4 years’ experience). The
deviations were statistically compared by using the Mann-Whitney U test and statistical
significance was set at p < 0.05. Each effect size (r) was also calculated to measure the
strength of the relationship between each pair of variables, because the sample size was
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limited in this study. The statistical analyses were performed using the JMP15 software
(SAS Institute Inc., Cary, NC, USA).

3. Results
3.1. Subject Profiles and Implant Distribution

A total of 66 implants were placed in 39 patients (8 males and 31 females). The median
age of the subjects was 65 years old (IQR: 49-73). All implants were included in the final
analyses. The distributions of the placed implants are provided in Table 1. In this study;,
46 implants (6 males and 23 females; 66 years old, IQR: 51-74) were placed using flapless
surgery and 20 implants were placed using open-flap surgery (two males and eight females;
53.5 years old, IQR: 45.25-70.25). As described above, all patients were treated with the
same diameter and length of implant (J 4.1 mm x 10 mm). All surgical procedures were
completed without any adverse events.

Table 1. Distribution of implants.

Maxilla Mandible
Incisors and Canines 8 (0)* 2(1)*
Premolars and Molars 30 (6) * 26 (13) *

* Total number of implants (the number of implants placed in open-flap surgery).

3.2. Mean and Median Values of Each Deviation and Comparison with Previous Reviews

The median and IQR values of implant angular deviation, apical lateral deviation,
coronal lateral deviation and vertical (depth) deviation were 3.07° (2.52-3.54°), 0.96 mm
(0.75-1.42 mm), 0.76 mm (0.57-1.37 mm) and 0.71 mm (0.61-0.88 mm), respectively. (A
Shapiro-Wilk test revealed that the deviation data did not show any normal distributions
except for vertical deviations, and the present data were described as median and IQR.)
To compare the present results with previous studies, the results reported in previous
systematic reviews and meta-analyses are shown in Table 2 [24-27]. Most of the previous
studies reported the data as means and 95% confidential intervals; the present data were
also described in this way, for easy comparison. These deviations were similar to the results
of previous studies, although this observation was not analyzed statistically.

Table 2. Results of deviations in previous studies and the present study.

Apical Coronal Vertical
Angular S . L
. o ° Deviation Deviation Deviation
Deviations (°) (mm) (mm) (mm)
BoverRamosetal. [24] 545 4 (33 1.40 + 0.12 1.10 £ 0.9 0.74 +0.10
(mean + SD)
Wel et;é;,/[zg)(mea“' 422 (274,5.68) 145(1.19,1.72) 1.11(0.96,126)  Not analyzed
Schnutenhaus et al. [26]
(mean. 95% CT) 410(3.12,5.10) 1.33(0.98,1.68). 1.00(0.83,1.16)  Not analyzed
Jorba-Garcia et al. [27]
(mean, 95% C1) 3.68 (3.61,3.74)  0.90(0.83,0.97) 0.69 (0.67,0.72)  0.73(0.70, 0.76)

Present study (mean,
95% CI)

Present study
(median, IQR)

SD: standard deviation, CI: confidence interval, IQR: interquartile range.

293(2.75,3.10) 1.15(1.01,1.29) 0.96(0.84,1.08) 0.71 (0.66, 0.77)

3.07 (2.52-3.54) 0.96(0.75-1.42) 0.76 (0.57-1.37)  0.71 (0.61-0.88)
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3.3. Comparative Analysis between Flapless Surgery and Open-Flap Surgery

Each deviation was statistically compared between flapless surgery and open-flap
surgery. The results of the data comparison are presented in Table 3. There were significant
differences in apical (p < 0.01, r = 0.36; medium) and coronal (p < 0.05, r = 0.30; medium)
lateral deviations, although there were no differences in angle and vertical deviations. These
findings revealed that the implants were placed more accurately when uising dynamic
navigation in flapless surgery.

Table 3. Statistical comparisons between flapless surgery and open-flap surgery (Mann-Whitney
U test).

Angular Apical Coronal Vertical
Deviations (°) Deviation (mm) Deviation (mm) = Deviation (mm)

Flapless surgery ~ 2.92 (2.37-3.41) 0.93 (0.72-1.11) 0.68 (0.56-1.21) 0.72 (0.61-0.88)

Open-flap 334 (2.64-3.65)  1.37(0.90<1.88)  1.27(0.72-1.67)  0.67 (0.51-0.90)
surgery
p value 0.06 <0.01 <0.05 0.70
Effect size (r) 0.23 0.36 0.30 —0.04

3.4. Comparative Analysis between Surgeons

The effect of surgical experience on the accuracy of implant placement was also
evaluated (Table 4). This comparison only included implants placed in flapless surgery. In
this study, a well-experienced surgeon (R.O.) had previously placed 31 implants, and the
other (T.S.) had placed 15 implants. The present analyses identified a significant difference
in coronal lateral deviation only (p < 0.01, r = 0.33; medium), and not in other deviations.

Table 4. Statistical comparisons between more experienced and less experienced surgeons (Mann—
Whitney U test).

Angular Apical Coronal Vertical
Deviations (°) Deviation (mm) Deviation (mm) Deviation (mm)
WelR 276 (238-322)  093(0.71-1.12)  0.61(0.51-0.88)  0.71 (0.61-0.88)
experienced
Less- 329 (235-3.62)  0.92(0.76-1.05)  1.15(0.62-1.63)  0.71 (0.63-0.89)
experienced
p value 0.11 0.96 <0.01 0.95
Effect size (r) 0.19 —0.004 0.33 0.007

4. Discussion

Previous studies compared the accuracy of implant positions (coincidence between
preoperative and postoperative positions) between dynamic navigation surgery, static
guided surgery and freehand surgery. Most of them concluded that dynamic navigation
surgery could enable accurate implant placement, with similar accuracy to static guided
surgery and greater accuracy than freehand surgery [3,6-13]. Current systematic reviews
and meta-analyses have also noted that dynamic navigation surgery achieved a clinically
acceptable accuracy, although heterogeneity must be taken into account [24-27]. The mean
values of the deviations shown in Table 2 fell into the intermediate values of previous
reports. Similarly to these previous studies, this study compared preoperative and postop-
erative implant positions to evaluate the accuracy and the practicality of our system. In
addition, the effects of different surgical procedures (flapless and open-flap surgeries) and
surgeons’ experiences on the accuracy of implantation were also assessed. To define the
number of subjects, we calculated the sample size based on the results of the present study;
these were 71 (angular deviations), 49 (apical deviations), 67 (coronal deviations) and
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217 (vertical deviations). Although previous clinical studies which evaluated the accuracy
of a dynamic navigation system had a sample size between 20 and 231 [6,9-13,16], which
seemed to be wide-ranging, there was, unfortunately, an insufficient number of patients
for formal statistical analysis in this study. Effect sizes were calculated to compensate for
this insufficient sample size and to evaluate validity; medium effect sizes were confirmed
in our statistical comparisons, which showed significant differences and are displayed in
Tables 3 and 4. However, it was decided that this study was conducted as a pilot study,
due to the insufficient sample size.

Prior to the discussion of our results, it is necessary to mention the difference between
previous dynamic navigation systems and the newly developed one. The dynamic naviga-
tion systems in previous studies used visible wavelength light for their optical cameras.
The new system in this study uses a conventional infrared optical camera, as in some
previous studies [28-30]. Dynamic navigation systems using an infrared optical camera
for tracking have been known to be stable regardless of the environment, especially with
respect to brightness in the surgical room, and have been widely used because of their
compact and simple system. The system with an infrared optical camera went off-patent in
2018 and the development of this new system was undertaken. This study was designed to
verify the accuracy and feasibility of this newly developed system.

The mean values of the deviations in this study were intermediate values in all cate-
gories between the smallest and the largest deviations (Table 2). This finding implied that
the newly developed system is clinically acceptable. However, a remarkable finding was
that the implants placed in flapless surgeries were more accurate than the ones placed in
open-flap surgeries, and the two surgical methods had medium strength. One proposed
cause of this is that the surgeons tended to be more careful in an invisible situation, but
this suggestion might be incorrect in this study. However, visual information during
open-flap surgery might make the surgeon feel at ease. Actually, on-site modification of
an implant position is known to be one of the specific features of dynamic navigation
surgery [2—4,6,9,12,31]. Although all implants were intended to be placed according to
preoperative planning in this study, “real” visual information in open-flap surgery might
disturb accurate implant placement. The effect of the surgeons’ experiences on the accurate
positioning was also examined. Previous studies demonstrated that the contribution of
the surgeons” experiences to the accuracy remains controversial [4,9,21,31-33]. A signifi-
cant difference between the deviations of implants placed by more and less experienced
surgeons was observed only in coronal lateral deviation and the calculation of effect size
indicated that the strength was medium. It was suggested that the first drill tended to be
unstable on crestal bone. However, the drill became stable in the implant bed, meaning
that the modification of the preparation of the implant bed, according to preoperative
planning, could be possible and easier. Although this is nothing more than our speculation,
a well-experienced surgeon (R.O.) might manage the first drilling. However, no significant
differences between the two surgeons were observed in the other deviations, and it could
be concluded that the effect of the surgeons’ experiences on the accurate positioning was
limited, although further evaluation with more surgeons might be favorable.

A limitation of this study was that some variables, including bone quality, implant size
(length and diameter) and implant sites, were not evaluated. Regardless of these variables,
the surgeons generally need to confirm what they are doing using both a monitor and
the implant site itself during the surgery. This implies that posterior sites are much more
difficult than anterior sites. In this study, the implant beds were prepared according to
dynamic navigation without a surgical guide. However, a previous study indicated that
dynamic navigation with a surgical guide enabled more accurate implant placement [10].
As mentioned above, the position of the first drill prior to drilling might influence the
implant position, especially the coronal lateral position. In other words, implant placement
might be modified to be more accurate from the proper coronal position (the first step
of drilling). In a future study, the comparison between anterior and posterior implant
positioning, with or without a surgical stent, will be required. It will use a greater number
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of implants and subjects, in addition to other variables. If sufficiently many subjects
can be enrolled, the randomization of the patients can be possible and the quality of the
analyses will be higher. However, one of the main purposes of this study was to evaluate
the accuracy of this system. Although this study had some limitations, it has suggested
the clinical viability of this dynamic navigation system, as judged from the statistical
variability (mean and 95% CI or median and IQR). To demonstrate the clinical viability
clearly, a well-designed study must be conducted in the future.

5. Conclusions

Although the sample size of this study might be insufficient, the newly developed
dynamic navigation system seems to achieve a more accurate implant positioning, similar
to those of previous studies. According to the present results, this system might be eligible
for clinical use, especially flapless surgery, which enables a minimally invasive procedure
and limits the differences between surgeons. Further studies with more subjects and more
surgeons will be required to validate the effectiveness properly.
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