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IMPORTANT NOTE

For the latest updates and information visit: www.aonimplants.com
This manual offers dentists and other specialists in the dental field general information on the use of dental implant systems for large atrophies of the upper 
maxilla. 
For detailed information on other specific implant lines and related prosthetic procedures, please refer to the relevant manuals, specific literature or the AoN 
Implants website. 
Participation of specific training is recommended before proceeding with the use of these products, to guarantee the long-term success of dental restorations 
on implants.
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The most delicate and                       
safe implant morphology ever!
The OstiOx™ surface treatment, with double acidification, affects only the thread area.

The new “Smooth Design” thread profile is designed to respect the hard tissues as much as possible, 
offering top performance. The reduced apical part adapts perfectly to the minimally invasive preparation 
of the implant site.

The goal pursued is to leave the patient’s bone quality as unaltered as possible, aiming to achieve the 
maximum possible stability, while maintaining the appropriate insertion torque.

SMOOTH DESIGN

T.A.C. Zygomatic Implant
The T.A.C. Zygo is used in cases of severe, partial and/or total maxillary atrophy and therefore placed in a system consisting 
of several implants in which the loads are distributed.
This type of approach involves the use of long implants, from 28 to 60mm, bilaterally at the lateral-posterior level approximately 
in the premolar area, in order to obtain an anchorage both at the crestal level and at the level of the zygomatic bone.
The zygomatic implant in the immediate loading protocol, due to its morphology, has mechanical retention, given by the 
threaded portion, only in the malar bone. In two-stage surgical rehabilitation, osseointegration is expected on the bone contact 
present.
The technique to be preferred, when possible, for the T.A.C. Zygo implant, is extra sinus and does not involve perforation 
of the sinus membrane. In the extra sinus approach, the implant is positioned on the external wall of the maxilla avoiding 
compromising the sinus membrane.
Before proceeding with the actual surgery, it is advisable to carry out a preoperative study with radiographic images, CT images 
and any stereolithographic model of the maxilla.
For the positioning of the zygomatic implant, AoN Implants only envisaged a piezo surgical approach. There are no rotating 
instruments because the treated areas are very delicate. Surgery performed with the aid of the piezo is safer and less 
traumatic.

The rehabilitation of large maxillary atrophies involves a mixed implant approach, there is no single solution. There may be 
cases in which it will be appropriate to insert two zygomatic implants in the posterior maxilla (one per arch) and a further two or 
four implants in the anterior region. In the most extreme cases, it may be necessary to place two zygomatic implants for each 
semi-arch, a combination called QUAD.
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MORSE CONE SELF-LOCKING CONNECTION
The new Morse Cone Self-Locking connection by AoN Implants. With this system we want to rewrite the concept of conometry in 
dentistry, bringing innovation, simplification and versatility to a prosthetic system that in history has proved to be among the most 
reliable and long-lasting over time.

The REVCON prosthetic system has been designed to meet all the needs of the dental professional in terms of implant-prosthetic 
rehabilitation. REVCON supports all prosthetic techniques: screwed, cemented, combined, telescopic, following any clinical approach 
required by the operator. All this thanks to a complete range of implant morphologies, studied with extreme attention, to offer the key 
features & benefits that all the great implantologists are currently looking for in an implant line.

Pure Morse Cone Connection (3°)

More than 20 mm² of coupling

Hexagonal positioning

3°



The current classical technique with long-sized drills and intra sinus approach is quite invasive and difficult to resolve. In fact, the rotating instruments, during their 
movements are demolishing, can create problems in their oscillations and for this reason, a great experience of the operator is certainly important; moreover, the 
considerable length of the drills, sometimes hinders the surgeon’s work who finds many difficulties in routine surgical maneuvers, also in respect of the perioral soft 
tissues always to be safeguarded in order not to create further problems for the patient, such as injuries to the lips due to overheating of the instruments themselves. 
Even more evident is that, working with very long drills, however, implies the reduction of manual sensitivity and a reduction in visibility that can be improved with nebulization in 
piezoelectric surgery.

Less post-operative 
discomfort due, as 
everyone knows, to 
the potential of the 

piezoelectric concept.

Extra sinus approach: 
no complications for the 

maxillary sinus.

The piezoelectric 
instrument inevitably 

improves the clinician’s 
work.

Dedicated inserts lead to 
greater precision and a 

simple and precise protocol 
in each step.

The short, easy-to-control 
piezo inserts have micro-

vibrations but do not have 
oscillations like cutters.

The nebulization of the 
piezoelectric makes the 
surgical field much more 

visible.

The reduction of surgical times 
lies in the fact that with the 

piezoelectric instrumentation 
every moment is easy to control 

and highly visible, so there are no 
pauses. 

The procedure is less 
dangerous as there is no 

cutting potential of rotating 
tools.

The division into three 
surgical steps increases 

accuracy.

1 STEP
23

Intro

The Plus of the Total Approach Concept (T.A.C.)
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Pre-operative evaluation and planning
There are many factors that need to be taken into account in the treatment 
planning phase.
These should be based on a thorough evaluation of the patient’s clinical and 
radiological examination results.
The following issues must be taken into consideration in the clinical 
examination:
-Medical history.
-Intra and extra-oral clinical examination.
-Lack of teeth, bone, gum.
-Type of bone defects.
-Smile line and its impact on rehabilitation.
-Interdental relationships.
-Parafunctional habits.
-Intermaxillary relationships.
-Occlusal plane.
-Possible antagonistic dentition.
-Instrumental tests.
-Photographic documentation.

In order for the doctor to exclude any pathology and plan the number and 
positions of the implants, the radiological examination must be performed on 
radiographs and CT scans that include all relevant information.
From the CT scan, by means of processing performed with special software, 
it is possible to obtain stereolithographic models of the bones of the upper 
maxilla, useful for virtually planning the surgery.

Indications
The technical indication is that whose bone volume at the premaxilla level is 
sufficient for the insertion of standard implants, but the posterior alveolar 
ridge is reabsorbed to the point that it requires bone grafts.
-Total and partial edentulous.
-Failures of previous regenerative surgeries.
-Post-traumatic defects.
-Post-oncological resections.

Post Operative

-Soft food diet and supportive medical therapy.
-The post-operative indications are similar to those of the maxillary sinus lift
  operation.
-Oral hygiene and check-ups to be carried out periodically.
-Six months after the intervention it is possible to carry out the final restoration.

Possible immediate complications:

-Invasion into the infratemporal fossa and/or into the orbit.
-Lip laceration.
-Nasal bleeding.
-Fracture of the zygomatic bone.

Late complications:

-Peri orbital haematoma.
-Edema.
-Paresthesia.
-Sinusitis.
-Oroantral communications.
-Loss of osseointegration of the implant. 

Considerations 

The position of the zygomatic implants must be defined before surgery, by 
means of guided surgical planning based on the type of prosthesis chosen.
These implants must be rigidly connected to each other and stabilized with 
any other implants (premaxilla level) to prevent the occlusal forces from 
transmitting all the load to the zygomatic fixtures, especially during the 
healing period.
This type of rehabilitation is performed in most cases with an immediate 
loading technique. It is therefore advisable to pay attention to the following:
-Remove cantilevers.
-Decrease the height and inclination of the cusps.
-Create a balanced occlusion.

The most suitable prostheses for this type of rehabilitation are made of acrylic 
with internal metal structures.
If the conditions for immediate loading are not present, proceed with a 
deferred loading.
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Extra sinus bed 
preparation1

3

2

Zygomatic
preparation

Crestal preparationTo increase its accuracy, Dr. Andrea Tedesco has devised 
a protocol through which he divides the preparation of 
the osteotomy site into three different steps:

Surgical protocol
By Dr. Andrea Tedesco

The technique consists in drawing up a bed of a few millimeters along 
the chosen axis (the axis along which the implant will meet the zygomatic bone) 
on the external wall of the maxillary sinus without ever invading it. The aim is to 
transform an implant technique used mainly to solve extreme clinical cases into a  
much more precise technique, easily performed by many and with lower operating risks. 

Clearly, it is necessary to emphasize the need for adequate training on the part of the operator 
who wants to approach this technique.

1   Preparation of the maxillary bone;
2  Preparation of the crestal bone;
3  Preparation of the zygomatic bone.
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The Kit for the piezoelectric approach. Mini Trial Implants Kit.

The T.A.C. surgical kit is essential but complete with all the instruments to 
face maxillary surgeries with piezoelectric technology. 
 
It contains a set of piezo tips (coated in DLC), with all the morphologies 
necessary to safely conduct the intervention from the initial to the 
advanced stages, with a minimally invasive approach. 
 
With the depth meters, it is possible to prepare the site with precision, 
controlling it without risk and proceeding step by step.  
 
It also contains the practical implant and prosthetic handling keys, as well 
as a precise dynamometric ratchet and a screwdriver.

With the practical mini Trial Kit, you will have demo implants without 
threads, to test the lengths with precision, with REVCON Morse 
Cone connection to try the prosthetic components. 
 
Unique in the world, designed to be able to test the preparation of 
the implant site before the insertion of the definitive implants. 
The kit contains the trials of the following sizes (length in mm):                     
28, 30, 32, 35, 37, 40, 42, 45, 47, 50, 52, 55, 57, 60. 
 
They are equipped with the same REVCON Morse Cone connection, 
in order to test the prosthetic components as well.
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Creation of the implant site 

EXTRA SINUS PIEZO TECHNIQUE 
1.  Mark the entrance of the implant in the region of the zygomatic bone with the tip of the piezoelectric instrument and create an entry in the cortex of
     the body of the zygomatic bone. 
2. Trace the implant path with a pencil and then prepare the lateral bone wall of the maxillary sinus with the piezoelectric instrument (the implant housing  
     is prepared).
3. Use the appropriate piezo insert to create the implant site at the end of the trajectory.
4. Use the appropriate depth gauge to choose the correct size of the implant.

INTRA SINUS PIEZO TECHNIQUE 
1.  With the aid of the piezo, a bone window is drawn on the vestibular wall of the maxillary bone, then the Schneiderian membrane is mobilized, trying not  
     to tear it; this will allow you to monitor the passage of surgical instruments and the implant during surgery.
2. Use the appropriate piezo insert to create the implant site by monitoring everything from the bone window created.
3. Use the appropriate depth gauge to choose the correct size of the implant.

Surgical procedure  
1. A vestibular incision is made according to Le Fort 1 or a full-thickness crestal incision, which extends from the nasal spine to the distal area of the first
     molar, then proceeds with bilateral release incisions towards the zygomatic process. 
2. The maxillary bone is skeletonized, paying attention to the Stensen’s duct.
3. The alveolar ridge is exposed, including the palatal side, and dissected until it is highlighted at the level of the infraorbital foramen to facilitate anatomical  
     orientation.
4. Identification of the alveolar support point and where possible try to safeguard the bone structure of the alveolar region for greater stability of the future    
     implant.      
5. In the case of an intra sinus approach, it is possible to draw an opening of about 10 mm x 5 mm on the lateral wall of the maxilla until the sinus mucosa is      
     carefully highlighted and mobilized to proceed with the implant osteotomy.
6. The possible trajectory of the implant is identified by positioning the depth gauge over the lateral wall of the maxilla. This must rest on the lateral wall of  
     the maxilla starting from the alveolar region and inserting itself into the zygomatic bone until it reaches its external cortex.
7. In the case of an extra sinus approach, it is important to design an implant bed from the residual alveolar ridge to the malar bone.

THE FLAP
Full-thickness soft tissue incision, the lifting of a 
mucoperiosteal flap that allows a broad view of the pyriform 
aperture, of the emergence of the infraorbital hole and 
subsequently of the surface of the body of the zygomatic 
bone where a retractor will have to be applied to keep the 
surgical area clearly visible.
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The technique involves a preparation such as immersing the implant section by a few millimeters within the vestibular wall of the maxillary sinus in order to 
achieve osseointegration on a large, less invasive implant surface.
The dedicated Ø 2.2 mm insert is used (Fig. 2), with which a bed is “drawn” on the surface of the lateral wall of the maxillary sinus. This would be the chosen axis 
along which the zygomatic implant will move towards the malar bone (Figs. 3-5b). After each step, it is always good to evaluate the length of the preparation with 
a depth gauge. (Fig. 5c).

PHASE 1   Maxillary preparation | extra-sinus

Fig. 5c - Measurement of the implant length.Fig. 5b - Preparation completed.Fig. 5a - The insert has been designed to be handled deli-
cately without any kind of force from the operator.

Fig. 2 - Note the concavity of the insert which, depending 
on the angle, can be used in multiple positions.

Fig. 3 - The short length and the appropriate shape make 
the preparation extremely precise.

Fig. 4 - The nebulizing action of the piezoelectric makes the surgery 
field extremely visible. 
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It represents the entry point of the implant, which will communicate with the previously created implant bed. The preparation at the level of the residual crestal/
palatine bone begins with the tip insert of Ø 0.6 mm / 2.2 mm (Figs. 6-7-8).
It is very easy to find the way previously realized as this instrument works very well both in the tip and in rotation.
The slightly palatine preparation allows us to maintain that bone peak useful for the implant mucous seal, essential for not having problems with annoying 
mucositis over time which does not guarantee, among other things, the well-being of the patient’s new prosthesis.

Fig. 6 Fig. 7 Fig. 8

PHASE 2   Crestal preparation
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At this point we are practically already at the last step: we then proceed with the preparation of the zygomatic zone.
Placing the tip insert of Ø 0.6 mm / 2.2 mm on the bone surface, the preparation will always end by drilling the vestibular cortex of the malar bone trying to follow 
the previous maxillary preparation. The insert practically lets itself be guided by the groove performed.
By placing the body of the instrument on the bone surface, it is gently slid towards the zygomatic bone trying to maintain a central preparation point in the body 
of the malar bone itself without tilting the instrument either downwards (you would risk entering the sinus) or upwards, which is much more difficult because 
basically the opposite is always done (Figs. 9, 10).
With the Ø 2.9 mm inserts, it is possible to widen and grind the diameter of the path with extreme precision and deepen the preparation inwards (Figs. 11-14).
The implant length is then confirmed by measuring its depth with a final depth gauge with the body identical to the implant body which, even if already 
predetermined by the initial CT, is still reconfirmed in this phase 4 (Fig. 15).

Fig. 9

Fig. 13 - Final preparation. Fig. 14 - Final preparation. Fig. 15 - Measurement of the depth of the completed preparation.

Fig. 10 Fig. 11 - Final preparation. Fig. 12- Final preparation.

PHASE 3   Zygomatic preparation
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Removal of the dental implant

Bi-phase bottle with 
a 5-year guarantee. 

It is supplied already 
sterilized.

To handle the dental implant safely, follow the steps shown below.

Remove the top 
cap by levering 

it sideways with 
your thumb.

Remove the internal 
blister containing 

the dental implant.

Remove the red 
safety cap.

Use the mounter 
key included in 

the dedicated kit. 
It has a retention 

o-ring that ensures 
a perfect grip with 

the connection.

Insert the key into 
the connection 

until it stops 
completely.              

NB: The red o-ring 
must disappear in 

the connection.

Gently 
remove the  

implant.

1 2 3 4 5 6 7
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Implant insertion.

To complete everything, before inserting the implant, it is necessary to have a precise idea of the implant length and how much the implant must translate to 
have a perfect prosthetic position: Dr. Andrea Tedesco designed with the company AoN Implants a special kit of “demo” zygomatic implants to be able to check 
the position of the implant. Furthermore, to improve the positioning also at the prosthetic level, it is recommended to position the correct angled multi utility 
abutment in the Demo. This operation allows the surgeon to evaluate the exact position of the neck and the angle of the abutment (Figs. 16- 17 - 18).
Once the preparation is completed, it is possible to notice how precise it can be, especially within the limits of the previously described areas.
The prepared osteotomy canal is completely surrounded by bone, at the crestal, zygomatic level and especially towards the maxillary sinus. 
At this point, it is possible to insert the implant which, as can be seen from the images, engages the zygomatic bone assuming an extra sinus position, 
maintaining a bone dimension around the implant neck, and above all a correct prosthetic position (Figs. 19-20 - 21).

NB: During implant insertion, be careful not to exceed 70 Ncm. Exceeding these limits can cause problems with the mounting drive or compromise the 
implant site (fracture or hyper-compression).
Proceed with the parallelization of the implants, by using the angled multi utility abutments. This phase is mandatory to obtain the correct insertion of the 
prosthetic structure. 

Fig. 16

Fig. 19

Fig. 17

Fig. 20

Fig. 18

Fig. 21
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The same thing is performed in the contralateral semi-arch obtaining the same results (Figs. 22-23-24). 
At the end of the operation, the patient is usually discharged with a fixed acrylic temporary prosthesis screwed on the implants with a rigid internal 
structure that will last for about six months after which a definitive prosthesis will then be made. It is important to note the great precision that 
we can have with this procedure from planning on the stereolithographic model at the end of surgery with the implants inserted (Figs. 25 - 26). 

Fig. 22 - Implant insertion in the right semi-arch. 

Fig. 25 - End of intervention: perfect planning from the 
stereolithographic model to the final result.

Fig. 23 - Implant insertion in the right semi-arch. 

Fig. 26 - End of intervention: perfect planning from the stereolithographic model to 
the final result.

Fig. 24 - Implant insertion in the right semi-arch. 
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Implant measurements 
Prosthetic components 
Surgical Kit and Trial Kit
Product list and codes
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 IMPLANT
DIAMETER

PRODUCT
CODE

REAL            
LENGTH

TIP
DIAMETER

PLATFORM
DIAMETER

Ø  3.5 mm

ATZ35280N200C 
ATZ35300N200C 
ATZ35325N200C
ATZ35350N200C
ATZ35375N200C
ATZ35400N200C
ATZ35425N200C
ATZ35450N200C
ATZ35475N200C
ATZ35500N200C
ATZ35525N200C
ATZ35550N200C
ATZ35575N200C
ATZ35600N200C

L.    28 mm
L.    30 mm
L. 32.5 mm
L.    35 mm
L. 37.5 mm
L.    40 mm
L. 42.5 mm
L.    45 mm
L. 47.5 mm
L.    50 mm
L. 52.5 mm
L.    55 mm
L. 57.5 mm
L.   60 mm

Ø  2.5 mm Ø  3.5 mm

PRODUCT
CODE HEIGHT ANGLE

AMUNB015IN17C
AMUNB030IN17C

H. 1.5 mm
H. 3.0 mm

17°
17°

AMUNB030IN30C
AMUNB045IN30C

H. 3.0 mm
H. 4.5 mm

30°
30°

AMUNB015IN45C
AMUNB030IN45C

H. 1.5 mm
H. 3.0 mm

45°
45°

AMUNB015IN52C
AMUNB030IN52C

H. 1.5 mm
H. 3.0 mm

52°
52°

AMUNB015IN60C
AMUNB030IN60C

H. 1.5 mm
H. 3.0 mm

60°
60°

AMUNB007ST00C
AMUNB015ST00C
AMUNB030ST00C
AMUNB045ST00C

H. 0.7 mm
H. 1.5 mm
H. 3.0 mm
H. 4.5 mm

0°

MULTI UTILITY
HEALING CAP

MULTI UTILITY
BONDING CAP

MULTI UTILITY
TEMPORARY ABUTMENT

MULTI UTILITY Co. Cr. 
TEMPORARY ABUTMENT

MULTI UTILITY CASTABLE 
TEMPORARY ABUTMENT

MULTI UTILITY
ANALOG

MULTI UTILITY
TRANSFER

SCANBODY

MUA 3POD LINK

MUA DIGITAL ANALOG

AMUNB000CL000

AMUNB000PT000

AMUNB030CG000  h. 3 mm (total height 5 mm)
AMUNB050CG000  h. 5 mm (total height 7 mm)

AMUNB000PC000

AMUNB000CA000

AMUNB000TM000

MUA
ASBNB00000TR0

Universal
ASBNB00000TR0

ALINB00000000

AADNB000AD000

AMUNB000AD000

* Screw included

* Screw included

* Screw included

* Screw included

* Screw included

* Screw included

ZYGOMATIC IMPLANT 360° MUA
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IMPLANTS’ MANUAL 
FIXING KEYS

CONOMETRIC
KEYS

IMPLANTS’ CONTRA 
ANGLE FIXING KEY

PROSTHESIS’ CONTRA 
ANGLE FIXING KEYS 

MULTI UTILITY
KEYS

PROSTHESIS’ MANUAL 
FIXING KEYS

TORQUE RATCHET

AUTOMATIC                
SCREWDRIVER

PIEZO TIPS

DEPTH GAUGES

CC extra-long (L. 25 mm)
AST00250APCRC

CC extra-long (L. 19 mm)
AST00300APCRC

Conometry activator
AST00000AMCRC

Extractor
AST00000EMCRC

CC (L. 14 mm)
AST00000CMCAC

SHORT (L. 8 mm)
AST00SHOAPCRE

CC short (L. 8 mm)
AST00SHOAPCRC

AST00000CCDN0

AST00000CTAT0

ATZ00600SUIP0

CC extra-long (L. 25 mm) 
Ø 1.20  AST12030APCRB

CC long (L. 14 mm) 
Ø 1.20  AST12000APCRB

CC short (L. 8 mm)
Ø 1.20  AST12SHOAPCRB

CC long (L. 14 mm)
Ø 1.20 AST12000PRCAI

CC short (L. 9 mm)
Ø 1.20 AST12SHOPRCAI

ZYGOMATIC KIT

ACF00000TCZY0

Surgical Kit

Ø: 0.6 / Ø: 2.2 mm

Ø: 2.2 mm

Ø: 2.9 mm

Ø: 3.5 mm

Ø: 2.9 mm
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TRIAL KIT

ACF00000TTZY0

28mm   30mm  32mm  35mm 37mm  40mm  42mm  45mm   47mm  50mm  52mm  55mm  57mm   60mm

Measures included in the KitTrial Kit

Note: All sizes are available individually as spare parts.
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Note: the images may not reflect the actual shape and size of the product. The company reserves the right to change the content at any time. 
This document has no contractual value. Reproduction, even partial, is permitted only with the express written authorization of AoN Implants US, Florida.
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