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Abstract: The optimization of loading protocols following dental implant insertion requires setting 

up patient-specific protocols, customized according to the actual implant osseointegration, 

measured through quantitative, objective methods. Various devices for the assessment of implant 

stability as an indirect measure of implant osseointegration have been developed. They are 

analyzed here, introducing the respective physical models, outlining major advantages and critical 

aspects, and reporting their clinical performance. A careful discussion of underlying hypotheses is 

finally reported, as is a suggestion for further development of instrumentation and signal analysis. 
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1. Introduction 

The success or failure of bone implants has been demonstrated to be related to the quality of the 

bone–implant interface which provides the support to transfer loads from the implant to the bone 

[1]. New bone apposition at the bone–implant interface requires a good primary implant stability 

with limited micromovements at the interface; this primary stability is provided by the mechanical 

engagement of the implant in the bone [2]. In facts, relative displacements between the bone and the 

implant above 50–150 µm [3] can lead to fibrous bone formation, providing a very poor long-term 

secondary stability [4]; secondary stability is the biologic stability provided through bone 

regeneration and remodeling. The necessity of limiting these so-called ‘micromovements’ has 

induced the setup of follow-up protocols where functional loads are applied after a prescribed 

period of time (3–6 months, according to the original protocol described in [5]).  

On the other hand, loads have been proven to provide the necessary stimulus for bone 

maturation and for bone remodeling [6]; therefore, too-long ‘resting’ times could lead to longer 

healing times, and could even potentially induce bone resorption [7,8]. 

Various implant surface treatments have been introduced, based on both additive and 

subtractive technologies [9], mainly following three aims. The first aim is increasing surface 

roughness in order to improve bone anchoring to the implant (see, for example, grit-blasting and 

acid-etching [10] and 3D printing techniques [11,12]); the second aim is to promote bone in-growth 

through bone-mimicking surfaces as realized by layer deposition through titanium 

plasma-spraying, anodization, or calcium phosphate coatings [10]; the final aim is surface 

functionalization that enables the controlled release of drugs in the peri-implant area. All these 
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treatments, tested in the clinical practice, have been proven to be able to reduce osseointegration 

times [10,13]. In the meantime, also the impact of surgical technique is being clarified, leading to the 

optimization of drilling speed [14] and implant site size [15]. All these improvements have finally 

lead to the ‘early loading’ concept, or even to ‘immediate loading’ [10,16,17]. New loading protocols 

are therefore being established for patient follow-ups, in relation to the specific implant surface. 

Finally, it should be added that the bone response is patient-specific, since it depends on his/her 

age and health [18] and on details of the respective surgery [19–21]. Therefore, patient-specific 

follow-ups should be designed. 

All the above reported considerations lead to the conclusion that the time required for implant 

osseointegration might be quite variable and that setting up an experimental method for a 

quantitative assessment of implant stability would be recommendable. This approach would imply 

a double advantage: on one hand, the risk of loading the implant too early would be avoided; on the 

other hand, time before loading could be reduced with minor discomfort for the patient and faster 

healing times. Finally, setting up an experimental method to test implant stability would also allow 

continuous monitoring of implants and early interventions in case degenerative phenomena are 

taking place. 

In recent times, various devices for the quantitative assessment of osseointegration during 

follow-up have been developed; the aim of this review is clarifying the physical principle behind 

each technique and discussing their use in detail, along with the respective validation trying to 

establish limits and advantages for each device and the reliability of the respective measurements. 

2. Methods 

The gold standard to assess osseointegration is the histologic analysis [22], since the term 

‘osseointegration’ itself has been defined in relation to images observable by a light microscope. On 

the other side, this is not a viable technique in the clinical practice, with reference to human subjects, 

where radiographic examination is likely to be the most common diagnostic tool [23,24].  

Theoretically, there is no alternative way to ascertain the type of contact between bone and the 

implants. However, the invasiveness of these methods and their inherent limits (for example, 

diffraction phenomena occurring at the bone–implant interface due to the presence of metal) have 

driven the focus of attention towards the experimental measurement of implant stability, since 

mobility is the most evident clinical sign allowing an indirect assessment of osseointegration. 

Methods used to assess bone quality prior to implantation are not discussed here, since implant 

follow-up is mainly examined. 

2.1. Methods for the Direct Assessment of Osseointegration 

2.1.1. Histologic Analysis 

Histology is a very invasive method, since it would require making a biopsy. For this reason, its 

current use has been limited to experimental and nonclinical studies, even if it allows determining 

osseointegration level with high accuracy. Therefore, it is not going to be analyzed here differently 

from the clinically applicable methods. 

2.1.2. X-Rays 

Among the various diagnostic exams based on X-rays, according to [25,26], the most common 

techniques are listed here as follows: 

▪ Periapical radiography 

▪ Panoramic radiography 

▪ Occlusal radiography 

▪ Cephalometric radiography 

▪ Conventional tomographic radiography 

▪ Computed tomography (CT) 
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− Medical CT 

− Cone-beam computed tomography (CBCT) 

▪ Magnetic resonance imaging (MRI) 

Some common issues can be outlined: first of all, standard radiographs are not calibrated, and 

there is no reference phantom so that absolute bone density values cannot be indicated; in addition, 

metal parts produce a significant noise in the immediate proximity of the implant. 

Dealing more specifically with the first four methods, they are classified as “planar imaging 

modalities”, being able to produce a two-dimensional projection of the system anatomy. The output 

of radiographs is therefore related to bone density distribution, but being a projective view, the 

information given by these exams is actually a ‘sum’ (or integral) of tissue density in the projection 

direction [27]. Some uncertainties influence these 2D techniques: film placement errors (periapical 

and occlusal techniques), patient positioning errors (panoramic radiography), and influence of the 

operator ability (cephalometric technique). Moreover, even if high-resolution images are generated, 

they still are affected by distortion and magnification errors, and in most cases, they allow one to 

investigate only a limited portion of the jaw. For example, the periapical radiography produces a 

lateral view of the alveolus, but it is not able to give cross-sectional data, whereas the occlusal 

technique generates an inherently oblique and thus distorted maxillary occlusal view. As a result of 

the outlined limitations, it is commonly assumed that X-rays can only detect variation of bone 

density in excess of 40% [24]. Nonetheless, radiographs can produce some distinctive features with a 

specific clinical value: well-osseointegrated implants appear radiopaque, with no radiolucency lines 

between the implant and bone, since these are an index of implant mobilization [23]; the bone 

proximity to the implant can be assessed as well as the homogeneity of its trabeculation. 

Additionally, crestal bone height is an important predictor of implant success [28]. However, as 

stated above, the buccal surface cannot be examined, and this surface is of utmost importance for 

implant stability [24]. Secondly, crestal bone height is expected to change 0.1 mm per year after the 

first post-implant year, and common radiographs do not reach this accuracy, due to the above cited 

optical distortions [29].  

On the other side, 3D methods are classified as quantitative accurate techniques, producing 

exact and non-distorted tomographic sections. The CT technique produces tomographic sections that 

allow one to differentiate and quantify hard and soft tissues. This technique has been developed 

over time also for dental analysis applications, moving from the medical CT to the CBCT. In fact, 

medical CT imaging requires a considerable radiation exposure for the patient, while CBCT is less 

invasive; it consists of a cone-shaped X-ray beam which rotates 360° around the patient. This method 

allows one to limit the average absorbed radiation dose with respect to other techniques (the 

radiation is about 25% of that of a panoramic radiograph [25]). Finally, MRI is an imaging technique 

that produces images of thin slices of tissue with high spatial resolution, so reducing the presence of 

artefacts. 

Among these radiographic techniques, the most common methods for assessing bone–implant 

integration analysis are periapical and panoramic radiography and CBCT. 

It can be said, on the whole, that the information derived from radiography is mostly 

qualitative (with the exception of MRI and CBCT); the output is mainly related to bone tissue 

morphology, and it cannot provide any functional information about the mechanical properties of 

tissues and of the bone–implant system. 

2.2. Vibration Methods 

Vibration methods are based on the behavior of mass-spring systems subjected to a transient, 

impulsive force or to a stationary, oscillating force. 

2.2.1. Theoretical Background 

Given the simplified model illustrated in Figure 1, and supposing it is impacted by a general 

impulse ‘I’, the system begins vibrating, according to well-known vibration theory equations [30]: 
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𝑥(𝑡) =
𝐼

𝑀 ∙ 2𝑓𝑑

e−ζ∙2𝑓𝑛∙𝑡sin(2𝑓𝑑 ∙ 𝑡) (1) 

where: 

- M is the suspended mass (it can be approximated to about 4 g for a single implant); 

- K is the spring stiffness, whose value can be approximated between 100,000–200,000 N/m, 

according to [31]; 

- ζ is the relative damping, calculated from the damping constant C as C/[2(KM)1/2]; its value can 

be approximated as 0.25, according to [32]; 

- fn is the natural frequency of the undamped system; 

- fd is the resonance frequency of the damped system. 

The last two frequencies can be calculated as follows: 

𝑓𝑛 = √
𝐾

𝑀
 (2) 

𝑓𝑑 = 𝑓𝑛 · √1 − ζ2 (3) 

Given usual values of relative damping ζ (0.25, according to [32], these two frequencies are very 

close to one another and fd can be approximated as fn. 

In relation to the following paragraph, it could be useful to also calculate the half-period length; 

that is: 

𝑇1/2 =
π

√𝐾
𝑀

· (1 − ζ2)

 
(4) 

The same system illustrated in Figure 1 could undergo ‘forced vibrations’ in the case that a 

continuous oscillating force is applied. Given a sinusoidal force with amplitude F and frequency f, 

the system response is a vibration having the same frequency f, and whose amplitude X can be so 

calculated: 

𝑋 =
𝐹

𝐾
∙

1

√[1 − (
𝑓
𝑓𝑛

)
2

]

2

+ (2ζ
𝑓
𝑓𝑛

)
2

 
(5) 

Vibration tests are based on the assumption that the resonance frequency is directly related to 

the stiffness of the bone–implant interface, and of the surrounding bone: they act like two springs in 

series, therefore the softer one plays the greatest influence [33]. As a general rule, high values of 

resonance frequency are produced by successfully integrated implants, while low values may be 

signs of ongoing mobilization and/or marginal bone loss. Caution has been expressed by the 

European Association of Osseointegration (EAO), since it has been realized that Resonance 

Frequency Analysis (RFA) is affected not only by bone tissue characteristics, but also by the effective 

implant length, diameter, and surface characteristics. This is the reason why no established 

normative base on RFA is available yet, and the trend of resonance frequency versus time is thought 

to be significant, rather than its absolute value, measured at a certain time step.  

It should be here emphasized how the model illustrated in Figure 1 is a conceptual model: in 

usual tests, the implant undergoes both rotation and translation; consequently, the mass M, the 

stiffness K, and damping constant C are ‘equivalent’ values for the dominant motion. 

The physical property being inquired is different for vertical or horizontal vibrations. In the 

case of vertical vibrations, the shear modulus of maturing bone plays an influence as well as the 

‘effective’ interface area, that is the area which participates to load transmission. In the immediate 

postoperative condition, the effective area is governed by friction and by interface pressure 

(‘press-fit’) between the implant and bone. Successively, the press-fit loosens [13,34,35] and the 
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‘effective’ area is the area where the bone has integrated the implant. In the case of a horizontal 

percussion, contact forces are sufficient to produce compressive stresses between the implant and 

the bone: there is no need for adhesion between these two components; in this case, test results are 

mostly influenced by the compressive elastic modulus of the maturing bone surrounding the 

implant and by the implant geometry. This aspect has been carefully considered by [36] in his in 

vitro experiments: he concluded that the interface should undergo shear stresses in order to achieve 

the highest sensitivity. 

 

Figure 1. General one-degree-of-freedom system: mass M, spring with K stiffness and damping 

element C. 

2.2.2. Tests and Devices Based on Transient Force Application 

The so-called ‘percussion test’ is a quite common practice in dental dentistry: the implant is hit 

by a sort of hammer (most usually, the back end of a mouth mirror) to produce its distinctive sound. 

This test is based on the assumption that an integrated implant should have a more acute and 

defined sound, while a not-integrated implant should have a low-frequency, dull sound. According 

to the most refined ‘protocols’, the implant is initially percussed vertically, and in the case of a 

positive outcome, the abutment is connected and a horizontal percussion is performed. The output 

of this test is a qualitative measure of the natural frequency of the implant; it is a subjective method, 

relying on the clinician’s experience. This test has been demonstrated not to provide an accurate 

estimate, since the successful osseointegration of 15% of the interface area is enough to produce a 

‘clear’ sound [37]. Besides, seemingly ‘sound’ implants have resulted in the inability to withstand 

‘test’ torques (see the following paragraphs). Implant position has a relevant influence, since dental 

implants in the maxilla will have a greater resonance due to the proximity of the nasal cavity and 

maxillary sinus. 

An improved version of the percussion test is given by the so-called ‘impact hammer method’; 

it is still based on the use of a transient force as a source of excitement, but the sound generated by 

the contact with the implant is processed through a Fast Fourier Transform (FFT) to produce a 

quantitative measure that is the resonance frequency. An instrument working in this way is the 

Dental Mobility Checker (DMC), by the Morita Corporation, Japan; this device has been developed 

to test native teeth mobility [38,39]. A small impact hammer is here used as an excitation device, 

while the implant vibration is acquired through a microphone and processed through a spectrum 

analyzer in order to obtain the peak resonance frequency. This system is able to produce a 

quantitative, objective measurement. The repeatability is affected by the percussion being performed 

manually and by contact. This implies some drawbacks [40]: the impact location is not repeatable, 

and if the excitation point is close to a nodal point of the structure, the output signal-to-noise ratio 

can be relatively low. Secondly, the hammer hit could damage the bone–implant system. Finally, the 

input frequency bandwidth is limited and it could not excite the high-frequency modes of the 

structure (according to a recent work by Zanetti et al., low-frequency modes are related to bone 

deformations rather than implant displacement inside the bone [33]). Unfortunately, it was not 
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possible to find any specifications of this device, which is no longer produced by the Morita 

Corporation. 

The Periotest (Siemens, AG, Bensheim, Germany) is another device to realize a percussion test. 

This instrument controls the impact through an 8-g rod with an accelerometer sensor at its end 

(Figure 2).  

 

Figure 2. The Periotest probe. 

The rod has a magnetic core and it is propelled at a constant velocity by means of two coils: 

when they are activated, the rod taps the implant abutment. The Periotest measures the time elapsed 

from the initial contact to the first rebound off the implant; this measure corresponds to half the 

period calculated in Equation (4). Time data (T) are converted to the “Periotest Value” (PTV; 

numerical integers) through a linear relationship (PTV = 50000T − 21.3). Data suggest that low values 

are produced by successfully integrated implants, while high values may be signs of ongoing 

mobilization and/or marginal bone loss. As well outlined by [32], the outputs of this test are mainly 

dependent on the stiffness of the surrounding tissues, while damping plays a secondary role, 

differently from assertions often found in the literature [41,42]. The clinical value of one single 

reading might be questionable, since factors such as bone density, implant position (upper or lower 

jaw), abutment length, and supracrestal implant length do play an influence. Outputs lack 

repeatability since they undergo significant changes as recording position and angulation of the 

instrument vary [42]. This is the reason why the analysis in a pattern of changes over time is advised, 

rather than considering absolute values [43]. The time accuracy in the establishment of 

time-to-rebound is equal to 0.01 ms, according to [32]; that is an accuracy of about ±10 Hz, given a 

resonance frequency of 1 kHz. Various authors complain that the sensitivity of this device is too low 

to discriminate among different osseointegration levels [43]. The Periotest was followed by the 

Implatest (by Q Labs, Providence, RI, USA), the main difference being that the accelerometer used to 

acquire implant vibrations is supported by a membrane connected to the probe’s body; this 

configuration allows the isolation of the accelerometer from the probe’s motion, thanks to the 

flexibility of the membrane. According to some authors, an integrated implant exhibits a smooth 

frequency response with a single main peak, while at the early stage of integration, a noisy 

frequency response signal is observed [44]; the same authors state that their procedure is affected by 

limitations coming from the use of a single uniaxial accelerometer; this could lead to imprecise 

measures if the implant is not completely surrounded by the bone, because the implant stiffness 

would change as a function of the radial percussion angle. Another similar device is the Implomates 

(by Bio Tech One Inc., Taipei, Taiwan), where the impact is produced by a metallic rod driven by an 

electromagnetic field, while the vibration is acquired by a microphone; the time response signal is 

analyzed in the frequency domain, in a range between 2 and 20 kHz [45,46], with 50 Hz resolution 

[47]. This device has been designed with the aim of minimizing the time required for the 

measurement and its invasiveness: it does not require any torque force application on the abutment.  
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As shown in Figure 3, the device includes a minimum contact transducer and a turnable plastic 

handle, which can be rotated to facilitate its access in the oral cavity. The device produces 

approximately a 0.18 N force [47] and the resultant vibration signal is sent to a spectrum analyzer; 

the peak value of the vibration amplitude identifies the resonance implant’s frequency. 

 

Figure 3. The Implomates device. 

2.2.3. Tests and Devices Based on Stationary Force Application 

Vibrations of the bone–implant system can also be excited by a continuous, sinusoidal force at a 

fixed frequency [36] or spanning over a given frequency range; in the first case, the output is the 

vibration amplitude; in the second case, the output is the resonance frequency. In both cases, the 

results are heavily biased by load direction and position [36]. 

The most widely used device operating on this principle is the Osstell (Osstell AB, Columbia, 

Portland, OR, USA); it is similar to a recently commercialized device that is the Penguin RFA 

(Integration Diagnostics, Sweden). In the former version produced by the Integration Diagnostics 

Ltd. Company (Gothenburg, Sweden; Figure 4), this device utilized an L-shaped transducer 

fabricated from stainless steel or titanium [48] bearing two piezoceramic elements. 

 
(a) 

 
(b) 

Figure 4. Osstell devices: (a) the former L-shaped sensor; (b) the following Osstell Mentor/IDX. 

The beam was vibrated by exciting one of its elements with a sinusoidal signal of varying 

frequency ranging from 5 to 15 kHz, with 25 Hz steps, along two orthogonal directions; this signal 

was synthesized by a frequency response analyzer and a PC. The second piezoceramic element 

measured the response of the beam and a charge amplifier amplified the output signal. As soon as 

the first resonance frequency of the beam was reached, a marked increase of the output signal 

amplitude was recorded as well as a phase change of the signal itself. The highest frequency between 
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those measured along two orthogonal directions is the frequency which is used to calculate the 

implant stability quotient (ISQ) through a mathematical relationship, reported in the respective 

patent (US 2002/0143268): 

𝐼𝑆𝑄 =  𝑓 ∙ (𝑘 + 𝑛 ∙ 𝐿) + 𝑚 ∙ 𝐿 + 𝑝 (6) 

where f is the measured resonance frequency, k and n are calibration factors in the range −1 to +1, m 

and p are calibration factors in the range −100 to +100, and L is the abutment length. The ISQ scale 

runs from 1 to 100 units for frequencies ranging from 3000 to 8500 Hz [49]. Calibration factors are 

obtained from calibration blocks having different stiffness with a priori assigned ISQ values. When 

no abutments are used, L is 0 and the relationship (6) reduces to: 

𝐼𝑆𝑄 =  𝑓 ∙ 𝑘 + 𝑝 (7) 

k and p values can be evaluated through a linear regression of ISQ versus f (k is the slope, and p 

is the intercept). If k ≠ 0, auxiliary variables are used: 

𝐴 =  𝑘 + 𝑛 ∙ 𝐿  

𝐵 =  𝑚 ∙ 𝐿 + 𝑝  

These two factors are determined through linear regression of ISQ values versus resonance 

frequency. The next step is the calculation of n and m by subtraction. 

The following versions of the Osstell device are based on a cylindrical peg mounted on the 

abutment; both forcing and output signals are taken without contacting the peg, through 

electromagnetic waves. Again, the recorded frequency is converted to ISQ. The built-in device 

microphone converts the acquired signal into a frequency spectrum through a FFT analysis; the 

frequencies of the first peak are recorded along two orthogonal directions. ISQ values are finally 

calculated. The respective patent (US 2014/0072929 A1) reports the following formula for ISQ 

calculation: 

𝐼𝑆𝑄 = 𝑓2 ∙ (𝑢 + 𝑣𝐿) + 𝑓 ∙ (𝑘 + 𝑛𝐿) + 𝑝 + 𝑚𝐿 (8) 

where f is the resonance frequency; L is the abutment length; and u, v, k, n, p, and m are undisclosed 

constants, depending on the implant geometry. 

However, a recent work reports a higher-order relationship [50]: 

𝐼𝑆𝑄 = (𝑓4 ∙ 𝑒) + (𝑓3 ∙ 𝑑) + (𝑓2 ∙ 𝑐) + (𝑓 ∙ 𝑏) + 𝑎 (9) 

where f is the resonance frequency and coefficients a, b, c, d, and e are undisclosed coefficients, 

depending on the abutment length and implant geometry. 

The constants are typical of each implant and are obtained by calibration [50], prescribing that 

all implants should produce similar ISQ values for the same boundary condition. 

With reference to the last Osstell version (Figure 4b), different pegs are provided for each 

implant, and the respective constants are obtained by calibration [50]: the process makes use of a set 

of five blocks with different stability and with predetermined ISQ values (see US Patent 

2014/0072929A1). Calibration parameters are determined so as to produce the same ISQ values for 

the same boundary conditions; that is, for the same stability levels. The clinical value of one single 

reading might be questionable [51]. For example, factors such as bone density, implant position 

(anterior or posterior/upper or lower jaw) [52], abutment length, supracrestal implant length [53], 

and implant length [52] and width [54] have been proven to play an influence on the absolute 

measurement value of resonance frequency. Rabel et al. demonstrated how ISQ values obtained 

from different implant systems were not comparable [55], and this could be the reason why more 

complex relationships have been set up for ISQ calculation. In any case, the prognostic value of this 

technique might be significant in prospective clinical studies: during the healing period, an increase 

of ISQ values has been reported when primary stability is low [56]; on the contrary, the same authors 

showed how ISQ values do not exhibit any significant change when primary stability is moderate. 

The position of the device should be kept orthogonal and at a distance of 3 mm from the abutment in 
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order to get significant results. New formulations of ISQ reported above are finalized to obtain 

results independent from the implant geometry and abutment length; otherwise, only the pattern of 

ISQ versus time can be considered reliable [57]. Table 1 synthetizes the main findings concerning 

stability measurement devices based on bone–implant vibrations. 

Table 1. Main devices working on bone–implant vibrations. 

Device Input Stimulus Measured Output Output Sensor 
Critical 

Issues/Disadvantages 

Major 

Advantages 

Periotest 
Rod propelled by an 

electromagnetic driver 
Contact duration Instrumented tip 

Impact location/device 

angulation  

Too-low sensitivity 

Minimum 

invasiveness 

Dental 

Mobility 

Checker 

Hammer 
First resonance 

frequency 

Microphone + 

RFA * 

Impact location/device 

angulation  

Double tapping 

Minimum 

invasiveness 

Implatest 
Rod propelled by an 

electromagnetic driver 

Frequency response 

curve (smooth/noisy) 

‘Floating’ 

accelerometer + 

RFA * 

Impact location/device 

angulation  

Qualitative output 

Minimum 

invasiveness 

Implomates 
Rod propelled by an 

electromagnetic driver 

First resonance 

frequency 

Microphone + 

RFA * 

Impact location/device 

angulation 

Minimum 

invasiveness 

Osstell 
L-truss + piezoceramic 

actuator  

First resonance 

frequency 

accelerometer + 

RFA * 

Light invasiveness (the 

beam is screwed) 

Good 

repeatability 

Osstell 

Mentor/Osstell 

IDX 

Magnetic peg + 

contactless actuator 

First resonance 

frequency 

Magnetic sensor + 

RFA * 

Light invasiveness (the 

peg is screwed) 

Good 

repeatability 

* Resonance Frequency Analysis. 

2.3. Static Force Measurement: Reverse Torque Test 

Osseointegration can also be determined through the ability of the abutment to withstand a 

given torque value. This test was first proposed by [58] and was followed by [59], who identified the 

critical torque as being the torque leading to the destruction of the bone–implant interface. More 

recently, a more conservative approach has been followed: a torque threshold is preventively 

established and the test is finalized to assess whether the implant can withstand it without failure; 

the output of the test is therefore “pass or fail”. The same implant driver and wrench can be used for 

this aim: a torque equal to approximately 20 Ncm [60] or even more is applied [61]; the implant is 

expected to stay fixed and not rotate. Particular care must be taken during this type of examination, 

since it could produce maturing bone damage, especially in the posterior maxillary region: at the 

end, this can be classified as a ‘destructive test’, at least for all those cases when it fails; even when 

the implant is not mobilized, irreversible bone plasticization could take place [62]; however, the 

implant would soon reintegrate, according to some authors. 

From a physical point of view, this test produces a shear stress to the interface area between the 

implant and the bone. This area can be approximated as a cylinder (radius: r, length: l) or as a taper 

(radius at its smaller base: r0, length: l, slope: k), and the shear stresses can be so calculated from the 

torque, T: 

𝑇 = ∫ ∫ 𝜏𝑐𝑦𝑙  𝑟2 𝑑𝑧 𝑑𝜗 ⇒
𝑙

0

2π

0

𝜏𝑐𝑦𝑙 =
𝑇

2π𝑟2𝑙
 (10) 

𝑇 = ∫ ∫ 𝜏𝑡𝑎𝑝(𝑟0 + 𝑘𝑧)2 𝑑𝑧 𝑑𝜗 ⇒
𝑙

0

2π

0

𝜏𝑡𝑎𝑝 =
3𝑇

2π𝑙[3𝑟0
2 + 3𝑟0𝑘𝑙 + 𝑘2𝑙2]

 (11) 

The simplified formulas reported above explain why an absolute torque value cannot be given 

independently from the implant geometry. In fact, the same torque can produce very different shear 

strain on bone.  

From a mechanical point of view, the reverse torque test can be put in relation with axial 

vibration tests: in both cases, the force transmission relies on friction forces, as long as 

osseointegration has not been reached, and on adhesion forces between the bone and the implant, 

successively.  
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A definite threshold to assess osseointegration has yet to be established [43], also considering 

the variability of implant shapes and sizes. 

This test has been often used in the clinical practice since it does not require any additional 

device: the same implant driver and wrench can be employed; however, as said above, it bears some 

major drawbacks due to the risk of maturing bone damage. Some authors even speculate that crestal 

bone loss and failure of implants may be the result of this test, especially in less dense bone types 

[15]; in addition, according to the same authors, there is up to 25% uncertainty on the actually 

applied torque, there is still the lack of an objective measurement of the induced interface 

displacement, and there is no way to distinguish elastic deformations from permanent 

displacements at the bone–implant interface. Considering all these limitations, less invasive 

techniques are being preferred, even if specific devices need to be acquired. 

2.4. Ultrasound 

Quantitative ultrasound (QUS) is a new method, introduced in more recent times [63]. The 

principle of the measurement lies on the dependence of ultrasonic propagation within the implant 

on the boundary conditions that are the biomechanical properties of the bone–implant interface. 

While the above-described methods use a mechanical stimulus to induce micromovement in order 

to analyse the implant response, this methodology evaluates the bone tissue ingrowth into porous 

implant surfaces using a low-intensity pulsed ultrasound. Experimental tests have demonstrated 

that when a pulse with 1 MHz central frequency is launched in an aluminum screw-shaped 

waveguide embedded in an aluminum block, the transmission energy depends on the contact area, 

and moreover, the detected differences in this transmission are strong enough to identify different 

levels of attachment [64,65]. The probe transducer is securely attached to a healing abutment; it 

generates a 10 MHz broadband ultrasonic pulse and it is linked to a pulse receiver via a standard 

coaxial cable. The output radiofrequency signal is sampled at 100 MHz, and the average amplitude 

of the signal between 10 µs and 120 µs is used as an index of implant stability (I). The transducer is 

screwed into the implant with a controlled torque equal to 3.5 Ncm, well below the standard torque 

for implant insertion (20 Ncm), and therefore with no risk for the bone–implant interface. Given the 

nature of the pulsed ultrasound, which is a pressure wave, the QUS provides a safe noninvasive 

mechanical stimulus with no risk for the recovery process; in fact, low-intensity pulsed ultrasounds 

have been proven to stimulate osseointegration [66]. The clinical effectiveness of devices based on 

ultrasound has been tested on rabbits, where a good correlation between the I index and bone–

implant contact (BIC) has been reported [67]. 

Table 2 reports a synthesis of main devices categories, their invasiveness, the accuracy of the 

respective outputs, and the most influent variables. 

Table 2. Synthetic view of different devices for the assessment of implant stability. 

 Invasiveness Accuracy Relevant Physical Quantities 

Method Yes/No Qualitative/Quantitative  

X-ray Yes Qualitative Bone histology and morphology 

Percussion test No Qualitative 

Bone elastic properties, 

implant geometry. 

Interface properties: 

+ press-fit and friction/osseointegration 

in vertical percussion tests 

Stationary 

vibrations 
No Quantitative (numerical) 

Bone elastic properties,  

implant geometry, 

interface properties: 

+ press-fit and friction/osseointegration in vertical 

percussion tests 

Reverse torque Yes Quantitative (pass/fail) 
Interface properties:  

+ press-fit and friction/osseointegration 

Ultrasound No Quantitative (numerical) Surrounding bone properties 
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3. Clinical Validations 

The prognostic value of ISQ measurements has been demonstrated by Glauser et al.: they 

examined 81 implants, with a failure rate of 11.1% at one year. The group of future failures showed a 

continuous decrease in implant stability: after one month, the mean ISQ value of 52 was statistically 

lower for the group of future failures than for the successful implants, which showed an ISQ of 68 

[68]. Analogously, other authors demonstrated that there was a significant difference between 

successful and failed implants when the ISQ values were compared for individual implants at 

placement: 61.0 versus 55.9 for average ISQ [52]. Nedir et al. found an opposite result: unsuccessful 

implants’ behavior was similar to successful ones; only one week before failure, a sudden decline of 

ISQ values was recorded [54], and the respective values were only marginally and not statistically 

significantly outside the range of the ISQ values encountered for other implants. In addition, the ISQ 

value undergoes significant changes only in the first three months following implant placement [52]. 

This result is in agreement with a recent numerical work, where vibration methods were shown as 

being sensitive to osseointegration only at the very beginning of this process [33]. Nedir et al. 

demonstrate that Osstell could not serve as a reliable diagnostic means to identify a mobile implant 

with accuracy [54], and suggest an ISQ value of above 49 to apply the ‘delayed loading’ protocol and 

above 54 to apply the ‘immediate loading protocol’. 

The Periotest has been demonstrated to provide a reliable prognostic measurement as well, 

having established a ‘−2’ cutoff [69]. However, when Periotest performance is compared to ISQ for 

follow-up assessment, the second technique results in providing more repeatable results [51,70]. 

In the following section, the correlations among various tests results will be analyzed in detail. 

Quantitative comparisons between results obtained by different devices are practically impossible, 

since they often measure different quantities and employ different scales. Even tests finalized to the 

measurement of resonance frequencies are not immediately comparable, since most of them include 

an additional mass (pegs mounted on the abutment, tapping rods, ultrasound probe, etc.). 

Nevertheless, in the following section, some studies are reported whose aim was comparing the 

predictive capability of each technique. 

Mundim et al. [71] studied the correlation between ISQ values (measured through the Osstell 

device) and computerized texture analysis of radiographs; they found that texture attributes were 

significantly associated with the implant stability measures (ISQ) and suggest that periapical 

radiographs might be a reliable quantitative method for the prediction of implant stability. 

However, no clinical validation of any of these two methods was provided in this article. 

Analogously, Vayron et al. [72] found a significant correlation between ISQ measured by the Osstell 

device and marginal bone loss, as well as Miyamoto et al., who gave strong evidence of a linear 

relationship between ISQ values and cortical bone thickness [73]. Finally, Farré-Pagès et al. reported 

a statistically significant relationship between different bone qualities, according to Lekholm and 

Zarb’s classification [74] and ISQ values [75]. 

Oh et al. did not find any significant difference between PTV and ISQ and stated that both 

clinical measurements well correlated to the new peri-implant bone formation rate [76]; PTV and ISQ 

are ‘moderately correlated’, according to [77]; however, they led to partially opposite conclusions; 

the reason was, according to the authors, a lower accuracy of PTV, since a much better correlation 

was found in laboratory tests [69]. 

Implomates results were highly correlated with ISQ values, while producing more repeatable 

results [47].  

Reverse torque values (that is, a reverse torque test conducted up to interface failure) proved to 

correlate poorly with ISQ values, at least with reference to primary stability [78]. This finding was 

confirmed also with reference to secondary stability [79]: the correlation between ISQ and reverse 

torque values was good only on subgroups of data measurements, obtained at the same time from 

the implant. 

A recent study [80] compared the results obtained from the QUS method and ISQ values at 

different healing times. The ultrasound technique proved to provide a higher sensitivity to the 

osseointegration process: the error in the estimation of the healing time was found to be around ten 
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times lower for QUS compared to ISQ. The authors explain this result considering that ISQ is related 

to the vibration of the whole bone–implant system, while the QUS response was related to bone 

properties on a confined volume that was about 30 µm around the implant [80]. Another study 

compared the results obtained with these two technologies in dental implants placed in 

bone-mimicking phantoms: again, QUS resulted to be a more accurate tool, with higher sensitivity, 

especially with reference to the final drill diameter [72]. Nonetheless, the reliability of the QUS 

technique still needs to be evaluated in clinical studies. 

With reference to the histological analysis, it has been previously outlined how its use is limited 

to experimental in vivo tests, while it cannot be used in the clinical practice due to its invasiveness. 

Nonetheless it is interesting to report correlations between this exam and other techniques in order 

to provide a deeper understanding of the respective performances. Various authors have reported a 

poor correlation between the Periotest and histological data [81,82], since the first one is less 

sensitive and it can detect only large differences in bone–implant contact. Seemingly, the correlation 

between ISQ and histologic analysis is also not so good [83]; the reason may be that not only the 

bone–implant contact area, but also other factors such as bone density (and the respective elastic 

modulus) do play an influence on ISQ results [83].  

4. Discussion and Conclusions 

As a general rule, devices not requiring an additional element in contact with the abutment are 

considered to be safer: the Periotest, DMC, and Implomates belong to this category, while the Osstell 

requires screwing the magnetic peg on the top of the abutment with 10 Ncm torque, and this might 

affect the bone–implant interface at the early healing stage [47]. On the other hand, no-contact device 

results are hampered by a lack of repeatability, since small deviations in the location of the impact 

point result in significant variations of results [84]. 

Devices working with loads orthogonal to the implant axis are mostly sensitive to ‘free implant 

length’; that is, the distance between the implant top and the cortical crest [43,48]. Secondarily, they 

are also sensitive to the normal elastic modulus of maturing bone tissue. 

Devices working with loads parallel to the implant axis or torque moments are mostly sensitive 

to the actual contact area between the bone and the implant and to the shear elastic modulus of 

maturing bone. The ‘actual contact area’ is governed by press-fit at low osseointegration levels and 

by the mechanical interlocking between the bone and the implant (that is, secondary stability) at 

higher osseointegration levels. 

The above-reported observations suggest that these measurements are somehow 

complementary and could be used in conjunction; and strictly speaking, only the reverse torque test, 

axial vibration, and ultrasound are dependent on interface properties [68,73,85]. 

The actual mechanical system made of the bone and implant does not have one single mode of 

vibration, and this is the reason why all devices working on RFA specify that the ‘first’ resonance 

frequency should be used as a reference. However, the ‘lowest’ resonance frequency does not 

represent the same mode of vibration at different stages of the healing process: depending on 

osseointegration level, it might represent an implant displacement inside the bone (a rotation, a 

vertical movement, or a torsion, in the case of transversal loads, axial loads, or torque moment, 

respectively) or a mode of vibration of the whole mandibular/maxillar bone [35]. These last modes 

are influenced by external boundaries, and as such, might lack repeatability. It would be reasonable 

to make an effort to follow the same mode of vibration throughout the whole osseointegration 

process, and this would require recording different orders of resonance frequencies in spite of the 

‘first’ resonance frequency. 

In addition, the bone–implant system exhibits a highly nonlinear behavior; therefore, the 

excited modes of vibration can be different according to the displacement amplitude generated by 

the applied loads. The displacement amplitude is not consistent among various tests, due to multiple 

reasons. First of all, not all devices are able to control the applied load for different distances 

between the respective device and the abutment. Secondly, given different degrees of 

osseointegration, even the exact same loads could produce very different displacements. Working at 
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the ‘same loads’ or at ‘same displacements’ could seem equivalent, but is actually very different. In 

fact, the same applied loads produce the same ‘apparent stresses’ in bone that are stresses produced 

in an ‘equivalent’ homogenous material (without voids). However, the ‘true stresses’ might be very 

different, especially with reference to the maturing bone due to a variable bone density.  

Working at different ‘true stress’ values implies working on different points of the true 

stress/strain curve, with different tangent slopes (Figure 5) that are related to bone stiffness: in other 

words, even bone with the same apparent densities, and consequently similar elastic properties, 

would vibrate at different frequencies if different strain amplitudes are considered. Analogous 

considerations have led to the recommendation of using failure criteria based on strain, rather than 

failure criteria based on the apparent stress [86]: when strain or ‘true stress’ are used, trabecular and 

cortical tissues have no more apparently different properties [87,88]. 

 

Figure 5. Nonlinear stress/strain curve: working at different strain (red dots ‘1’, ‘2’, ‘3’) implies 

working with different elastic moduli E1, E2, E3 that are the slope of the respective tangent lines. 

As conclusive remarks, the best characterization of interface properties would require stressing 

the interface with both normal and shear stresses. Further efforts should be directed towards 

improving the repeatability of testing conditions, providing a consistency of strain amplitudes. 

Methods based on modal analysis should not be confined to the analysis of the ‘first’ peak. Methods 

based on ultrasound transmission are promising, but their clinical performance deserves to be 

examined in detail; to that aim, an index of stability needs to be established as well as its threshold 

value to ‘approve’ the implant and to allow loading. Whereas the use of the ISQ is nowadays 

well-established, a generic ‘ultrasound index’ (in ‘arbitrary units’) has been provided at the moment, 

but its range of variation in clinical applications is not known, and extensive tests on different 

implants still need to be performed. 

One single value (such as the ISQ or PTV) is certainly unsuitable to give a detailed description 

of the whole bone–implant system, since it is the result of many factors such as cortical bone 

thickness, trabecular bone properties, bone–implant contact area, and so on. From this point of view, 

X-ray analyses are more informative, but they fail in giving biomechanical information; in addition, 

being able to summarize bone–implant behavior with one index is highly convenient for a fast and 

objective routine clinical assessment. 

Funding: This research received no external funding. 

Conflicts of Interest: The authors declare no conflict of interest. 

  



Biosensors 2018, 8, 68 14 of 18 

 

References 

1. Caouette, C.; Bureau, M.N.; Lavigne, M.; Vendittoli, P.-A.; Nuño, N. A new interface element with 

progressive damage and osseointegration for modeling of interfaces in hip resurfacing. Proc. Inst. Mech. 

Eng. Part H J. Eng. Med. 2013, 227, 209–220, doi:10.1177/0954411912471494. 

2. Brunski, J.B. Biomechanical factors affecting the bone-dental implant interface. Clin. Mater. 1992, 10, 153–

201. 

3. Szmukler-Moncler, S.; Salama, H.; Reingewirtz, Y.; Dubruille, J.H. Timing of loading and effect of 

micromotion on bone-dental implant interface: Review of experimental literature. J. Biomed. Mater. Res. 

1998, 43, 192–203. 

4. Javed, F.; Romanos, G.E. The role of primary stability for successful immediate loading of dental implants. 

A literature review. J. Dent. 2010, 38, 612–620, doi:10.1016/j.jdent.2010.05.013. 

5. Branemark, P. Osseointegration and its experimental background. J. Prosthet. Dent. 1983, 50, 399–410, 

doi:10.1016/S0022-391380101-2. 

6. Cesaretti, G.; Lang, N.P.; Viganò, P.; Bengazi, F.; Apaza Alccayhuaman, K.A.; Botticelli, D. Immediate and 

delayed loading of fixed dental prostheses supported by single or two splinted implants: A 

histomorphometric study in dogs. J. Oral Rehabil. 2018, 45, 308–316, doi:10.1111/joor.12612. 

7. Akoğlan, M.; Tatli, U.; Kurtoğlu, C.; Salimov, F.; Kürkçü, M. Effects of different loading protocols on the 

secondary stability and peri-implant bone density of the single implants in the posterior maxilla. Clin. 

Implant Dent. Relat. Res. 2017, 19, 624–631, doi:10.1111/cid.12492. 

8. Tealdo, T.; Menini, M.; Bevilacqua, M.; Pera, F.; Pesce, P.; Signori, A.; Pera, P. Immediate versus delayed 

loading of dental implants in edentulous patients’ maxillae: A 6-year prospective study. Int. J. Prosthodont. 

2014, 27, 207–214. 

9. Rupp, F.; Liang, L.; Geis-Gerstorfer, J.; Scheideler, L.; Hüttig, F. Surface characteristics of dental implants: 

A review. Dent. Mater. 2018, 34, 40–57, doi:10.1016/j.dental.2017.09.007. 

10. Le Guéhennec, L.; Soueidan, A.; Layrolle, P.; Amouriq, Y. Surface treatments of titanium dental implants 

for rapid osseointegration. Dent. Mater. 2007, 23, 844–854, doi:10.1016/j.dental.2006.06.025. 

11. Cheng, A.; Humayun, A.; Boyan, B.D.; Schwartz, Z. Enhanced Osteoblast Response to Porosity and 

Resolution of Additively Manufactured Ti-6Al-4V Constructs with Trabeculae-Inspired Porosity. 3D Print. 

Addit. Manuf. 2016, 3, 10–21, doi:10.1089/3dp.2015.0038. 

12. Zanetti, E.M.; Aldieri, A.; Terzini, M.; Calì, M.; Franceschini, G.; Bignardi, C. Additively manufactured 

custom load-bearing implantable devices: Grounds for caution. Australas. Med. J. 2017, 10, 694–700. 

13. Chang, P.-C.; Lang, N.P.; Giannobile, W.V. Evaluation of functional dynamics during osseointegration 

and regeneration associated with oral implants. Clin. Oral Implants Res. 2010, 21, 1–12, 

doi:10.1111/j.1600-0501.2009.01826.x. 

14. Landazuri-Del Barrio, R.A.; Nunes de Paula, W.; Spin-Neto, R.; Chaves de Souza, J.A.; Pimentel Lopes de 

Oliveira, G.J.; Marcantonio-Junior, E. Effect of 2 Different Drilling Speeds on the Osseointegration of 

Implants Placed With Flapless Guided Surgery. Implant Dent. 2017, 26, 882–887, 

doi:10.1097/ID.0000000000000654. 

15. Di Stefano, D.A.; Perrotti, V.; Greco, G.B.; Cappucci, C.; Arosio, P.; Piattelli, A.; Iezzi, G. The effect of 

undersizing and tapping on bone to implant contact and implant primary stability: A histomorphometric 

study on bovine ribs. J. Adv. Prosthodont. 2018, 10, 227, doi:10.4047/jap.2018.10.3.227. 

16. Chidagam, P.R.L.V.; Gande, V.C.; Yadlapalli, S.; Venkata, R.Y.; Kondaka, S.; Chedalawada, S. Immediate 

Versus Delayed Loading of Implant for Replacement of Missing Mandibular First Molar: A Randomized 

Prospective Six Years Clinical Study. J. Clin. DIAGNOSTIC Res. 2017, 11, ZC35–ZC39, 

doi:10.7860/JCDR/2017/26362.9663. 

17. Zhang, S.; Wang, S.; Song, Y. Immediate loading for implant restoration compared with early or 

conventional loading: A meta-analysis. J. Cranio-Maxillofac. Surg. 2017, 45, 793–803, 

doi:10.1016/j.jcms.2016.05.002. 

18. Olivares-Navarrete, R.; Raines, A.L.; Hyzy, S.L.; Park, J.H.; Hutton, D.L.; Cochran, D.L.; Boyan, B.D.; 

Schwartz, Z. Osteoblast maturation and new bone formation in response to titanium implant surface 

features are reduced with age. J. Bone Miner. Res. 2012, 27, 1773–1783, doi:10.1002/jbmr.1628. 

19. Karl, M.; Grobecker-Karl, T. Effect of bone quality, implant design, and surgical technique on primary 

implant stability. Quintessence Int. 2018, 189–198, doi:10.3290/j.qi.a39745. 



Biosensors 2018, 8, 68 15 of 18 

 

20. Degidi, M.; Daprile, G.; Piattelli, A. Influence of Underpreparation on Primary Stability of Implants 

Inserted in Poor Quality Bone Sites: An In Vitro Study. J. Oral Maxillofac. Surg. 2015, 73, 1084–1088, 

doi:10.1016/j.joms.2015.01.029. 

21. Menicucci, G.; Ceruti, P.; Barabino, E.; Screti, A.; Bignardi, C.; Preti, G. A preliminary in vivo trial of load 

transfer in mandibular implant-retained overdentures anchored in 2 different ways: Allowing and 

counteracting free rotation. Int. J. Prosthodont. 2006, 19, 574–576. 

22. Brånemark, P.I.; Hansson, B.O.; Adell, R.; Breine, U.; Lindström, J.; Hallén, O.; Ohman, A. Osseointegrated 

implants in the treatment of the edentulous jaw. Experience from a 10-year period. Scand. J. Plast. Reconstr. 

Surg. Suppl. 1977, 16, 1–132. 

23. Sewerin, I.P.; Gotfredsen, K.; Stoltze, K. Accuracy of radiographic diagnosis of peri-implant 

radiolucencies—An in vitro experiment. Clin. Oral Implants Res. 1997, 8, 299–304. 

24. Misch, C.E. An Implant is Not a Tooth: A Comparison of Periodontal Indices. In Dental Implant Prosthetics; 

Misch, C.E.; Ed.; Mosby: Maryland Heights, MO, USA, 2015; p. 993, ISBN 9780323078450. 

25. Misch, C.E. Contemporary Implant Dentistry; 3rd Ed.; Mosby Elsevier: St. Louis, MO, USA, 2008; ISBN 

9780323043731. 

26. Misch, C.E. Dental Implant Prosthetics; 2nd Ed.; Mosby Elsevier: St. Louis, MO, USA, 2014; ISBN 

9780323112918. 

27. Zanetti, E.M.; Bignardi, C. Structural analysis of skeletal body elements: Numerical and experimental 

methods. In Biomechanical Systems Technology: Muscular Skeletal Systems; Leondes, C.T.; Ed.; World 

Scientific Publishing, 2009; pp. 185–225, ISBN 9789812771384. 

28. Attard, N.J.; Zarb, G.A. Long-term treatment outcomes in edentulous patients with implant overdentures: 

The Toronto study. Int. J. Prosthodont. 2004, 17, 425–433. 

29. Sewerin, I.P. Errors in radiographic assessment of marginal bone height around osseointegrated implants. 

Scand. J. Dent. Res. 1990, 98, 428–433. 

30. Genta, G. Damped Discrete Vibrating Systems. In Vibration Dynamics and Control; Springer: Boston, MA, 

USA, 2009; pp. 59–92. 

31. Kayacan, R.; Ballarini, R.; Mullen, R.L. Theoretical study of the effects of tooth and implant mobility 

differences on occlusal force transmission in tooth/implant-supported partial prostheses. J. Prosthet. Dent. 

1997, 78, 391–399. 

32. Faulkner, M.G.; Wolfaardt, J.F.; Chan, A. Measuring abutment/implant joint integrity with the Periotest 

instrument. Int. J. Oral Maxillofac. Implants 1999, 14, 681–688. 

33. Zanetti, E.M.; Ciaramella, M.; Calì, M.; Pascoletti, G.; Martorelli, M.; Asero, R.; Watts, D.C. Modal analysis 

for implant stability assessment: Sensitivity of this methodology for different implant designs. Dent. Mater. 

2018, 34, 1235–1245. 

34. Schenk, R.K.; Buser, D. Osseointegration: A reality. 2000, 17, 22–35. 

35. Sahoo, S.; Goel, M.; Gandhi, P.; Saxena, S. Biological aspects of dental implant; Current knowledge and 

perspectives in oral implantology. Dent. Hypotheses 2013, 4, 87–91, doi:10.4103/2155-8213.116336. 

36. Kaneko, T. Pulsed oscillation technique for assessing the mechanical state of the dental implant-bone 

interface. Biomaterials 1991, 12, 555–560, doi:10.1016/0142-961290050-K. 

37. Andersson, L. Tooth ankylosis: Clinical, radiographic and histological assessments. Int. J. Oral Surg. 1984, 

13, 423–431, doi:10.1016/S0300-978580069-1. 

38. Aoki, H. The mobility of healthy teeth as measured with the impact hammer method. Kanagawa Shigaku 

1987, 22, 13–31. 

39. Matsuo, E.; Hirakawa, K.; Hamada, S. Tooth mobility measurement techniques using ECM impact 

hammer method. Bull. Kanagawa Dent. Coll. BKDC 1989, 17, 9–19. 

40. Xu, Y.F.; Zhu, W.D. Operational modal analysis of a rectangular plate using non-contact excitation and 

measurement. J. Sound Vib. 2013, 332, 4927–4939, doi:10.1016/j.jsv.2013.04.018. 

41. Lukas, D.; Schulte, W. Periotest–A dynamic procedure for the diagnosis of the human periodontium. Clin. 

Phys. Physiol. Meas. 1990, 11, 65–75. 

42. Aparicio, C.; Lang, N.P.; Rangert, B. Validity and clinical significance of biomechanical testing of 

implant/bone interface. Clin. Oral Implants Res. 2006, 17, 2–7, doi:10.1111/j.1600-0501.2006.01365.x. 

43. Atsumi, M.; Park, S.H.; Wang, H.L. Methods used to assess implant stability: Current status. Int. J. Oral 

Maxillofac. Implants 2007, 5, 743–754. 



Biosensors 2018, 8, 68 16 of 18 

 

44. Dario, L.J.; Cucchiaro, P.J.; Deluzio, A.J. Electronic monitoring of dental implant osseointegration. J. Am. 

Dent. Assoc. 2002, 133, 483–490, doi:10.14219/JADA.ARCHIVE.2002.0208. 

45. Arora, K.; Sharma, N.; Kukreja, R.; Yadav, B.; Sonone, R.; Thukral, H.; Dhaiya, V. Different methods used 

to access the dental implant stability—A review. World J. Pharm. Life Sci. 2017, 3, 220–265. 

46. Swami, V.; Vijayaraghavan, V.; Swami, V. Current trends to measure implant stability. J. Indian 

Prosthodont. Soc. 2016, 16, 124, doi:10.4103/0972-4052.176539. 

47. Chang, W.-J.; Lee, S.-Y.; Wu, C.-C.; Lin, C.-T.; Abiko, Y.; Yammichi, N.; Huang, H.-M. A Newly Designed 

Resonance Frequency Analysis Device for Dental Implant Stability Detection. Dent. Mater. J. 2007, 26, 665–

671, doi:10.4012/dmj.26.665. 

48. Meredith, N.; Book, K.; Friberg, B.; Jemt, T.; Sennerby, L. Resonance frequency measurements of implant 

stability in vivo. A cross-sectional and longitudinal study of resonance frequency measurements on 

implants in the edentulous and partially dentate maxilla. Clin. Oral Implants Res. 1997, 8, 226–233. 

49. Park, J.C.; Lee, J.H.; Lee, J.W.; Kim, S.M. Implant Stability–Measuring Devices and Randomized Clinical 

Trial for ISQ Value Change Pattern Measured from Two Different Directions by Magnetic RFA; 

InTechOpen: London, UK, 2011; ISBN 978-953-307-658-4. 

50. Debruyne, S.; Grognard, N.; Verleye, G.; Van Massenhove, K.; Mavreas, D.; Vannet, B. Vande ISQ 

calculation evaluation of in vitro laser scanning vibrometry-captured resonance frequency. Int. J. Implant 

Dent. 2017, 3, 44, doi:10.1186/s40729-017-0105-3. 

51. Zix, J.; Kessler-Liechti, G.; Mericske-Stern, R. Stability measurements of 1-stage implants in the maxilla by 

means of resonance frequency analysis: A pilot study. Int. J. Oral Maxillofac. Implants 2005, 20, 747–752. 

52. Sjöström, M.; Sennerby, L.; Nilson, H.; Lundgren, S. Reconstruction of the Atrophic Edentulous Maxilla 

with Free Iliac Crest Grafts and Implants: A 3-Year Report of a Prospective Clinical Study. Clin. Implant 

Dent. Relat. Res. 2007, 9, 46–59, doi:10.1111/j.1708-8208.2007.00034.x. 

53. Sennerby, L.; Meredith, N. Implant stability measurements using resonance frequency analysis: Biological 

and biomechanical aspects and clinical implications. Periodontol. 2000 2008, 47, 51–66, 

doi:10.1111/j.1600-0757.2008.00267.x. 

54. Nedir, R.; Bischof, M.; Szmukler-Moncler, S.; Bernard, J.P.; Samson, J. Predicting osseointegration by 

means of implant primary stability: A resonance-frequency analysis study with delayed and immediately 

loaded ITI SLA implants. Clin. Oral Implants Res. 2004, 15, 520–528, doi:10.1111/j.1600-0501.2004.01059.x. 

55. Rabel, A.; Köhler, S.G.; Schmidt-Westhausen, A.M. Clinical study on the primary stability of two dental 

implant systems with resonance frequency analysis. Clin. Oral Investig. 2007, 11, 257–265, 

doi:10.1007/s00784-007-0115-2. 

56. Simunek, A.; Strnad, J.; Kopecka, D.; Brazda, T.; Pilathadka, S.; Chauhan, R.; Slezak, R.; Capek, L. Changes 

in stability after healing of immediately loaded dental implants. Int. J. Oral Maxillofac. Implants 25, 1085–

1092. 

57. Ersanli, S.; Karabuda, C.; Beck, F.; Leblebicioglu, B. Resonance Frequency Analysis of One- Stage Dental 

Implant Stability During the Osseointegration Period. J. Periodontol. 2005, 76, 1066–1071, 

doi:10.1902/jop.2005.76.7.1066. 

58. Roberts, W.E. Bone tissue interface. J. Dent. Educ. 1988, 52, 804–809. 

59. Johansson, C.; Albrektsson, T. Integration of screw implants in the rabbit: A 1-year follow-up of removal 

torque of titanium implants. Int. J. Oral Maxillofac. Implants 1987, 2, 69–75. 

60. Sullivan, D.Y.; Sherwood, R.L.; Collins, T.A.; Krogh, P.H. The reverse-torque test: A clinical report. Int. J. 

Oral Maxillofac. Implants 1996, 11, 179–185. 

61. Simeone, S.G.; Rios, M.; Simonpietri, J. “Reverse torque of 30 Ncm applied to dental implants as test for 

osseointegration”—A human observational study. Int. J. Implant Dent. 2016, 2, 26, 

doi:10.1186/s40729-016-0060-4. 

62. Brånemark, P.-I. Introduction to Osseointegration. In Tissue-Integrated Prostheses: Osseointegration in Clinical 

Dentistry; Brånemark, P.-I.; Zarb, G.A.; Albrektsson, T.; Eds.; Quintessence: Chicago, IL, 1985; pp. 11–76. 

63. De Almeida, M.; Maciel, C.; Pereira, J. Proposal for an Ultrasonic Tool to Monitor the Osseointegration of 

Dental Implants. Sensors 2007, 7, 1224–1237, doi:10.3390/s7071224. 

64. Mathieu, V.; Anagnostou, F.; Soffer, E.; Haïat, G. Ultrasonic Evaluation of Dental Implant Biomechanical 

Stability: An In Vitro Study. Ultrasound Med. Biol. 2011, 37, 262–270, doi:10.1016/j.ultrasmedbio.2010.10.008. 



Biosensors 2018, 8, 68 17 of 18 

 

65. Vayron, R.; Mathieu, V.; Michel, A.; Haïat, G. Assessment of In Vitro Dental Implant Primary Stability 

Using an Ultrasonic Method. Ultrasound Med. Biol. 2014, 40, 2885–2894, 

doi:10.1016/j.ultrasmedbio.2014.03.035. 

66. Liu, Q.; Liu, X.; Liu, B.; Hu, K.; Zhou, X.; Ding, Y. The effect of low-intensity pulsed ultrasound on the 

osseointegration of titanium dental implants. Br. J. Oral Maxillofac. Surg. 2012, 50, 244–250, 

doi:10.1016/j.bjoms.2011.03.001. 

67. Vayron, R.; Soffer, E.; Anagnostou, F.; Haïat, G. Ultrasonic evaluation of dental implant osseointegration. 

J. Biomech. 2014, 47, 3562–3568, doi:10.1016/j.jbiomech.2014.07.011. 

68. Glauser, R.; Sennerby, L.; Meredith, N.; Rée, A.; Lundgren, A.K.; Gottlow, J.; Hämmerle, C.H.F. Resonance 

frequency analysis of implants subjected to immediate or early functional occlusal loading. Successful vs. 

failing implants. Clin. Oral Implants Res. 2004, 15, 428–434, doi:10.1111/j.1600-0501.2004.01036.x. 

69. Lachmann, S.; Jäger, B.; Axmann, D.; Gomez-Roman, G.; Groten, M.; Weber, H. Resonance frequency 

analysis and damping capacity assessment. Clin. Oral Implants Res. 2006, 17, 75–79, 

doi:10.1111/j.1600-0501.2005.01173.x. 

70. Al-Jetaily, S.; Al-dosari, A.A.F. Assessment of OsstellTM and Periotest® systems in measuring dental 

implant stability (in vitro study). Saudi Dent. J. 2011, 23, 17–21, doi:10.1016/j.sdentj.2010.09.003. 

71. Mundim, M.B.V.; Dias, D.R.; Costa, R.M.; Leles, C.R.; Azevedo-Marques, P.M.; Ribeiro-Rotta, R.F. 

Intraoral radiographs texture analysis for dental implant planning. Comput. Methods Programs Biomed. 

2016, 136, 89–96, doi:10.1016/j.cmpb.2016.08.012. 

72. Vayron, R.; Nguyen, V.-H.; Lecuelle, B.; Haiat, G. Evaluation of dental implant stability in bone phantoms: 

Comparison between a quantitative ultrasound technique and resonance frequency analysis. Clin. Implant 

Dent. Relat. Res. 2018, doi:10.1111/cid.12622. 

73. Miyamoto, I.; Tsuboi, Y.; Wada, E.; Suwa, H.; Iizuka, T. Influence of cortical bone thickness and implant 

length on implant stability at the time of surgery—Clinical, prospective, biomechanical, and imaging 

study. Bone 2005, 37, 776–780, doi:10.1016/j.bone.2005.06.019. 

74. Lekholm, U.; Zarb, G. Patient selection and preparation. In Tissue-Integrated Prostheses: Osseointegration in 

Clinical Dentistry; Branemark, P.; Zarb, G.; Albrektsson, T.; Eds.; Mosby: Chicago, IL, 1985; pp. 199–209. 

75. Farré-Pagès, N.; Augé-Castro, M.L.; Alaejos-Algarra, F.; Mareque-Bueno, J.; Ferrés-Padró, E.; 

Hernández-Alfaro, F. Relation between bone density and primary implant stability. Med. Oral Patol. Oral 

Cir. Bucal 2011, 16, 62–67, doi:10.4317/medoral.16.e62. 

76. Oh, J.-S.; Kim, S.-G.; Lim, S.-C.; Ong, J.L. A comparative study of two noninvasive techniques to evaluate 

implant stability: Periotest and Osstell Mentor. Oral Surgery, Oral Med. Oral Pathol. Oral Radiol. 

Endodontology 2009, 107, 513–518, doi:10.1016/j.tripleo.2008.08.026. 

77. Alonso, F.R.; Triches, D.F.; Mezzomo, L.A.M.; Teixeira, E.R.; Shinkai, R.S.A. Primary and Secondary 

Stability of Single Short Implants. J. Craniofac. Surg. 2018, 1, doi:10.1097/SCS.0000000000004567. 

78. Akkocaoglu, M.; Uysal, S.; Tekdemir, I.; Akca, K.; Cehreli, M.C. Implant design and intraosseous stability 

of immediately placed implants: A human cadaver study. Clin. Oral Implants Res. 2005, 16, 202–209, 

doi:10.1111/j.1600-0501.2004.01099.x. 

79. Gehrke, S.A.; Marin, G.W. Biomechanical evaluation of dental implants with three different designs: 

Removal torque and resonance frequency analysis in rabbits. Ann. Anat. Anat. Anzeiger 2015, 199, 30–35, 

doi:10.1016/J.AANAT.2014.07.009. 

80. Vayron, R.; Nguyen, V.-H.; Lecuelle, B.; Albini Lomami, H.; Meningaud, J.-P.; Bosc, R.; Haiat, G. 

Comparison of Resonance Frequency Analysis and of Quantitative Ultrasound to Assess Dental Implant 

Osseointegration. Sensors 2018, 18, 1397, doi:10.3390/s18051397. 

81. Caulier, H.; Naert, I.; Kalk, W.; Jansen, J.A. The relationship of some histologic parameters, radiographic 

evaluations, and Periotest measurements of oral implants: An experimental animal study. Int. J. Oral 

Maxillofac. Implants 1997, 12, 380–386. 

82. Isidor, F. Mobility assessment with the Periotest system in relation to histologic findings of oral implants. 

Int. J. Oral Maxillofac. Implants 1998, 13, 377–383. 

83. Manresa, C.; Bosch, M.; Echeverría, J.J. The comparison between implant stability quotient and 

bone-implant contact revisited: An experiment in Beagle dog. Clin. Oral Implants Res. 2014, 25, 1213–1221, 

doi:10.1111/clr.12256. 

84. Salvi, G.E.; Lang, N.P. Diagnostic parameters for monitoring peri-implant conditions. Int. J. Oral Maxillofac. 

Implants 2004, 19, 116–127. 



Biosensors 2018, 8, 68 18 of 18 

 

85. Vayron, R.; Nguyen, V.-H.; Bosc, R.; Naili, S.; Haïat, G. Finite element simulation of ultrasonic wave 

propagation in a dental implant for biomechanical stability assessment. Biomech. Model. Mechanobiol. 2015, 

14, 1021–1032, doi:10.1007/s10237-015-0651-7. 

86. Keaveny, T.M.; Morgan, E.F.; Niebur, G.L.; Yeh, O.C. Biomechanics of Trabecular Bone. Annu. Rev. Biomed. 

Eng. 2001, 3, 307–333, doi:10.1146/annurev.bioeng.3.1.307. 

87. Bayraktar, H.H.; Morgan, E.F.; Niebur, G.L.; Morris, G.E.; Wong, E.K.; Keaveny, T.M. Comparison of the 

elastic and yield properties of human femoral trabecular and cortical bone tissue. J. Biomech. 2004, 37, 27–

35, doi:10.1016/S0021-929000257-4. 

88. Turner, C.H.; Rho, J.; Takano, Y.; Tsui, T.Y.; Pharr, G.M. The elastic properties of trabecular and cortical 

bone tissues are similar: Results from two microscopic measurement techniques. J. Biomech. 1999, 32, 437–

441, doi:10.1016/S0021-929000177-8. 

© 2018 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access 

article distributed under the terms and conditions of the Creative Commons Attribution 

(CC BY) license (http://creativecommons.org/licenses/by/4.0/). 

 


