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Rezumat

Rezultatele se bazeaza pe examenul cli-
nic-instrumental complex, paraclinic si a tra-
tamentului protetic a 20 pacienti, cu vérsta
cuprinsd intre 39 i 62 de ani, cu edentatii par-
tiale ale arcadelor dentare, uni sau bilaterale.

Cercetarile realizate au permis de a confir-
ma cd dereglarile morfologice de la nivelul ar-
cadelor dentare care deviaza sau/ si blocheaza
deplasarile mandibulei, determina deplasarea
mandibulei in PIM cu modificarea ei influen-
tand totodata si stabilitatea ei.

Clinic modificérile si instabilitatea poziti-
ilor de ocluzie statice si dinamice se manifesta
prin dereglari morfo-functionale la nivelul
complexului neuro-muscular si articulatiei
temporo-mandibulare. Aceste dereglari au
fost confirmate prin rezultatele investigatii-
lor clinico-instrumentale, radiologice (OPG,
tomografia computerizata a ATM), si a ele-
cromiografiei muschilor mobilizatori ai siste-
mului stomatognat. S-a confirmat ca apreci-
erea gradului de functionalitate a sistemului
stomatognat in cazul edentatiei partiale se
bazeaza pe aprecierea stabilitatii pozitiilor de
ocluzie statice si dinamice.

Conceperea si realizarea tratamentului
edentatiei partiale are la bazd conceptul de
reechilibrare ocluzala si asigurarea stabilitatii
pozitiilor de ocluzie.

Cuvinte cheie: edentatie partiald, ocluzie,
sistem stomatognat.

INTRODUCERE

Edentatia partiald se defineste ca absenta par-
tiald a dintilor pe arcada dentard. Unele publicatii
[4,5,7,11] sustin ca edentatia apare la o varsta frageda
de 16 ani, cel mai afectat fiind molarul de 6 ani. Inci-
denta edentatiei partiale spre vérsta de 30-40 ani este
egald petru ambele sexe [4,7,11]. Dupa aceasta varsta
o frecventa mai mare are edentatia intinsa cu un ra-
port crescut pentru sexul feminin.

Conform studiilor realizate de Universitatea din
San Francisco [7], 40% din totalul formelor de eden-
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Summary

The results are based on clinical and labo-
ratory complex exams and prosthetic treat-
ment of 20 patients, aged between 39 and
62 years , with the partial edentulous dental
arches , unilateral or bilateral.

The researches allowed to confirm that
morphological disorders in the dental arch
deflects and / or block movements of the
mandible , the mandible moves in PIM with
its changing influence also the stability.

Clinical changes and instability positions
of static and dynamic occlusion is manifested
by the complex morpho-functional neuro-
muscular disorders and TM]J . These results
were confirmed by clinical and instrumental
investigations , radiological and electromyog-
raphy of the masticatory muscles of the sto-
matognathic system.

We confirmed that the evaluation of the
degree of functionality of the stomatognathic
system, in the case of partial edentulous, is
based on static and dynamic occlusal posi-
tions.

Design and implementation of partial
edentulous treatment is based on the concept
of rebalancing occlusal positions and ensure
the stability of the occlusion.

Key words: partial edentia, oclusion, sto-
matognat system.

INTRODUCTION

Partial edentation is defined as the partial ab-
sence of teeth on the dental arch. Some publications
[4,5,7,11] claim that edentation occurs at an early age
of 16, the most affected being the 6-year—old mo-
lar. The incidence of partial edentia at age 30-40 is
equal for both sexes [4,7,11]. After this age a higher
frequency has the extended edentation with an in-
creased ratio for the female sex.

According to the studies carried out by the Uni-
versity of San Francisco [7], 40% of all edentation
forms are partial extended biterminal edentations,
33% represent uniterminal edentation, 18% corre-



tatie sunt edentatii partiale intinse biterminale, 33%
reprezintd edentatia uniterminald, 18% revine eden-
tatiei intercalate si 9% edentatiei frontale[7,9,11,15].
Prevalenta edentatiei difera dela o tara la alta delaun
interval de timp la altul in raport de cultura si locul
profilaxiei in sistemul sanitar, insd numérul mare de
pacienti afectati de edentatie, ce urmeaza sa supor-
te un tratament protetic, riméne destul de ridicat in
majoritatea cazurilor. Astfel indiferent de etiologie,
localizare, intindere sau topografie, edentatia partia-
14 raméane a fi o forma patologica care prin evolutia si
complicatiile ei provoaca grave dezechilibre la nivelul
intregului ADM.

In ciuda faptului existentei la momentul actual a
numeroase publicatii stiintifice [7,10,19,21], evolutia
metodelor de diagnostic si tratament, a biomateriale-
lor, avansarea tehnologiilor, edentatia partiala rama-
ne una dintre cele mai grave probleme ale stomato-
logiei contemporane. Scopul tratamentului ramane
mentinerea cit mai indelungaté a dintilor pe arcada
dentara, restabilirea functiilor sistemului stomatog-
nat precum si asigurarea integritatii diferitor struc-
turi dar si prevenirea recidivelor. Cu toate acestea
riscul esudrii este posibil.

Datele din literatura de specialitate privitor la
patologia data [1,4,7,13], includ un sir de aspecte,
care sunt insuficient analizate, deseori sunt prezen-
tate contradictorii sau in general nu sunt abordate.
O atentie deosebitd trebuie acordatd disarmoniilor
ocluzale, ce sunt generate de edentatia partiald care
s-ar explica prin faptul cd la etapa initiala a edentatiei
raportul interocluzal nu este dereglat, iar simptome-
le subiective apar mult prea tirziu la dezintegrarea
arcadelor dentare, insuficienta actului de masticatie,
sau deregléri fizionomice.

Tabloul clinic al edentatiei este caracterizat de
un sir de simptome obiective si subiective care se
bazeazd pe deregldri morfologice si fuctionale la ni-
velul arcadelor dentare. Insa, nici pand in prezent
n-a fost studiat suficient tabloul clinic si varietéti-
le de edentatie in functie de numaérul dintilor lipsa
intr-o bresa numdrul si topografia breselor. Nu sunt
analizate situatiile de risc in evolutia disarmoniilor
ocluzale si influenta lor asupra stabilitdtii dintilor
limitrofi breselor sau stabilitatii pozitiilor funda-
mentale mandibulo-craniene, in special in situatii
clinice combinate cu lezarea coronara a dintilor li-
mitrofi bresei situati distal sau la migrarea lor. Apa-
ritia breselor reprezinta un factor important in in-
stalarea disarmoniilor ocluzale afectaind morfologia
ocluzala.

Conform datelor prezentate de unii savanti
[1,7,9,11], initial au loc dereglari la nivelul coroane-
lor dintilor cu antagonisti. Aceste dereglari apar in
urma suprasolicitarii tesutului parodontal, dease-
menea manifestindu-se prin modificarea reliefului
ocluzal si schimbarea modului de receptionare a for-
telor. La prezenta spatiului edentat pe arcada dentara
toate organele si tesuturile sistemului stomatognat se
adapteaza la situatia creatd datoritd capacitatii com-

sponds to interleaved edentation and 9% to frontal
edentation [7,9,11,15]. The prevalence of edentation
differs from country to country from time to time
in relation to culture and place of prophylaxis in the
healthcare system, but the large number of patients
affected by edentation to undergo prosthetic treat-
ment remains high in most cases. Thus, regardless of
etiology, location, extent or topography, partial eden-
tation remains a pathological form which, through
its evolution and complications, causes serious im-
balances at the level of the entire stomatognathic sys-
tem.

Despite the fact that many scientific publications
exist at the present time [7,10,19,21], the evolution
of diagnostic and treatment methods, of biomateri-
als, the advancement of technologies, partial edentia
remains one of the most serious problems of contem-
porary dentistry. The purpose of the treatment is to
keep the teeth on the dental arch for as long as pos-
sible, to restore the functions of the stomatognathic
system and to ensure the integrity of different struc-
tures but also to prevent relapses. However, the risk
of failure is possible.

The data from the specialized literature regard-
ing the given pathology [1,4,7,13], include a number
of aspects, which are insufficiently analyzed, are of-
ten presented contradictory or are generally not ad-
dressed. Particular attention should be paid to occlu-
sal disharmonies, which are generated by the partial
edentation which would be explained by the fact that
at the initial stage of the edentation the interoclusal
relation is not disturbed, and the subjective symp-
toms appear too late to the disintegration of the den-
tal arches, the insufficiency of the mastication act, or
physiognomic disorders.

The clinical picture of edentation is character-
ized by a series of objective and subjective symptoms
that are based on morphological and functional dis-
orders in the dental arches. However, until now, the
clinical picture and the varieties of edentation have
not been sufficiently studied according to the num-
ber of missing teeth in a gap and the topography of
the breaches. The risk situations in the evolution of
the occlusal disharmony and their influence on the
stability of the teeth bordering the breaches or the
stability of the mandibulo-cranial fundamental posi-
tions, especially in clinical situations combined with
the coronary lesion of the teeth bordering the distal
breach or on their migration, are not analyzed. The
emergence of breaches is an important factor in the
occlusal disharmony installation affecting the occlu-
sal morphology.

According to the data presented by some scientists
[1,7,9,11], initially there are disorders in the crowns
of teeth with antagonists. These disorders occur after
the periodontal tissue overload, also manifested by
modifying the occlusal relief and changing the recep-
tion of forces. In the presence of the edentulous space
on the dental arch, all the organs and tissues of the
stomatognathic system adapt to the situation created
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pensatorii ale acestuia in scopul obtinerii acelorasi
eficiente masticatorii.

O consecinté grava a disarmoniilor ocluzale este
modificarea directiei planului de ocluzie care con-
form datelor din literatura este mentionata diferit.

Datele acumulate in ultimele decenii [2, 3, 8, 13,
14, 18] confirma afirmatia conform careia integri-
tatea si functionalitatea sistemului stomatognat nu
poate fi conceputi in afara fiziologiei ocluzale. In
literatura de specialitate este descriséd existenta unei
interdependente reciproce de tip ,feed -back® intre
componentele sistemului stomatognat. Astfel orice
abatere apdrutd la unul din componentele sistemului
pot determina afectarea ocluziei dentare si viceversa,
un dezechilibru la nivelul arcadelor dentare cu mo-
dificarea rapoartelor ocluzale se va risfrange obliga-
toriu asupra componentelor sistemului stomatognat
si implicit a functionalitétii lui in intregime.

O data cu intreruperea continuitatii arcadelor
dentare intr-un punct sau mai multe dispar si po-
zitiile statice sau dinamice la contactarea celor doud
arcade dentare. Rapoartele ce apar ca urmare a eden-
tatiei fac ca maxila si mandibula si se intalneascd in
alte pozitii decat cele echilibrate. In asa fel o ocluzie
normald, echilibrata se transforma intr-o ocluzie
anormald, dezechilibrata.

In baza celor relatate se poate mentiona cu cer-
titudine cd multe aspecte ale edentatiei partiale sunt
prezentate, dupd parerea noastrd, insuficient, alte-
le sunt analizate in contradictoriu, ne confirma ca
tema data este actuald din punct de vedere stiintific
si practic, si necesita un studiu continuu.

SCOPUL: Evaluarea stabilitatii pozitiilor de oclu-
zie in cazul edentatiei partiale in vederea aprecierii
gradului de functionalitate a sistemului stomatognat.

MATERIAL SI ME-
TODE DE CERCETARE

In scopul realizirii
acestui studiu au fost
examinati clinic instru-
mental si paraclinic 20
pacienti (4b., 16f.) cu
varste cuprinse intre
39 si 62 ani cu edenta-
tii partiale ale arcade-
lor dentare, la unul sau
ambele maxilare, uni-
sau bilaterale. Pentru a
asigura obfinerea unor
date reprezentative, in
studiu nu au fost inclusi
pacienti cu maladii sis-
temice sau traume ale
sistemului stomatognat.

Caracteristic pentru
pacientii din lotul de
studiu sunt deforma-

. barbati / men . femei / women

Fig. 1. Repartizarea pacientilor dupa sex
Fig. 1. Distribution of patients by sex

due to its compensatory capacity in order to obtain
the same masticatory efficiencies.

A serious consequence of the occlusal disharmo-
ny is the change of the direction of the occlusion plan
which according to the literature data is mentioned
differently.

The data accumulated in the last decades [2, 3, 8,
13, 14, 18] confirm the assertion that the integrity and
functionality of the stomatognathic system cannot be
conceived outside the occlusal physiology. The spe-
cialized literature describes the existence of a recip-
rocal interdependence of type ,feed-back® between
the components of the stomatognathic system. Thus
any deviation from one of the components of the sys-
tem can cause the dental occlusion to be affected and
vice versa, an imbalance in the dental arches with the
modification of the occlusal reports will be obligatory
on the components of the stomatognathic system and
implicitly on its functionality as a whole.

With the interruption of the continuity of the den-
tal arches in one or more points and the static or dy-
namic positions when contacting the two dental arch-
es. Reports appearing as a result of edentation cause the
mandible and maxilla to meet in positions other than
the balanced ones. In this way a normal, balanced oc-
clusion turns into an abnormal, unbalanced occlusion.

Based on the above, it can be stated with certainty
that many aspects of partial edentation are presented,
in our opinion, insufficient, others are analyzed in
contradiction, confirms that the given topic is scien-
tifically and practically current, and requires a con-
tinuous study.

PURPOSE: Assessment of the stability of occlu-
sion positions in the case of partial edentation in
order to assess the degree of functionality of the sto-
matognathic system.

MATERIAL AND ME-
THODS OF RESEARCH

In order to carry out
this study, 20 patients
(4b., 16f.) With ages
ranging from 39 to 62
years with partial edenta-
tion of the dental arches,
at one or both maxillary,
uni- or bilateral clinics
were examined clini-
cally instrumentally and
paraclinically. In order
to ensure representative
data collection, patients
with systemic diseases or
trauma of the stomato-
gnathic system were not
included in the study.

Characteristic ~ for
the patients in the study



rile arcadelor dentare cu semne clinice ca dereglari
morfo-functionale a complexului neuro-muscular
si ATM parvenite ca urmare a instalarii edentatiei
partiale.

Diagnoza de edentatie partiala a fost stabilitd in
baza examenului clinic-instrumental complex si pa-
raclinic evaluarea breselor s-a efectuat conform cla-
sificarii Kennedy.

In baza examenului complex precum si la anali-
za tabloului clinic a pacientilor cu edentatii partiale,
am stabilit cd simptomele subiective si obiective au
la baza nu doar prezenta breselor arcadei dentare,
dar si disarmonii ocluzale.

Evolutia acestora este influentata de dereglarile
functionale de la nivelul arcadelor dentare, manifes-
tate prin insuficienta actului de masticatie, a com-
plexului neuro-muscular si ATM care sunt influen-
tate tot de disarmoniile ocluzale din aceste zone ale
arcadelor dentare.

In scopul stabilirii unui diagnostic cu realiza-
rea planului corect de tratament pacientii paralel
examenului clinic instrumental au fost supusi exa-
menului paraclinic prin utilizarea metodelor: orto-
pantomografia, tomografia computerizaté a articu-
latiei deasemenea s-a efectuat ocluzografia, studiul
modelelor de diagnostic EMG muschilor maseteri
si temporali.

Examenul clinic-instrumental s-a efectuat cu
completarea fisei de ambulator prin care in baza
simptomelor subiective si obiective, s-a urmarit
functionalitatea sistemului stomatognat, stabilirea
diagnozei si aplicarea tratamentului protetic indivi-
dualizat.

Examenul clinico-instrumental

Efectuarea examenului clinic instrumental a
fost realizat conform fisei de ambulator cu utili-
zarea metodelor clinice bazate pe interogatoriu,
inspectie, palpatie percufie si auscultatie. In ca-
drul motivatiei am insistat asupra determindrii
simptomelor ce au parvenit ca urmare a edentatiei
partiale. Anamneza actualei maladii s-a bazat pe
elucidarea factorilor etiologici ce au determinat
pierderea dintilor, timpul scurs de la extractie,
tratamentul anterior dacé avut loc precum si con-
ditiile de viata si de munca a pacientului care pot
determina afectiunea. Atentie se atrage si asupra
antecedentelor eredocolaterale, maladiilor genera-
le suportate si cele concomitente, in special a celor
infectioase(TBC, hepatite, HIV)

Examenul obiectiv extraoral a avut drept scop
aprecierea simetriei fetei, palparea zonei ATM si a
muschilor in scopul depistarii unor eventuale de-
reglari functionale sau morfologice. Se determina
gradul de deschidere a cavitatii bucale si caracterul
deplasérii mandibulei.

Prin examenul clinic intraoral se urmadreste
aprecierea integritdtii, formei, culorii, pozitionarea
dintilor restanti limitrofi bresei. Evaluarea breselor
s-a efectuat conform clasificdrii Kennedy cu analiza
relatiilor intermaxilare, rapoartelor dintre arcadele

group are the deformations of the dental arches with
clinical signs as morpho—functional disorders of the
neuro-muscular complex and ATM arising as a re-
sult of the partial edentation.

The diagnosis of partial edentation was estab-
lished based on the complex clinical and instrumen-
tal examination and the paraclinic evaluation of the
breaches was made according to the Kennedy clas-
sification.

Based on the complex examination and the analy-
sis of the clinical picture of the patients with partial
edentation, we established that the subjective and ob-
jective symptoms are based not only on the presence
of the dental arches, but also the occlusal disharmony.

Their evolution is influenced by the functional
disorders in the dental arches, manifested by the in-
sufficiency of the chewing act, the neuro-muscular
complex and ATM, which are also influenced by the
occlusal disharmony in these areas of the dental arches.

In order to establish a diagnosis with the realiza-
tion of the correct treatment plan, the patients par-
allel to the instrumental clinical examination were
subjected to the paraclinical examination using the
methods: orthopantomography, computed tomog-
raphy of the joint, also performed the occlusion, the
study of the EMG diagnostic models of the masseter
and temporal muscles.

The clinical-instrumental examination was per-
formed by completing the outpatient record, which
based on the subjective and objective symptoms,
followed the functionality of the stomatognathic
system, establishing the diagnosis and applying the
individualized prosthetic treatment.

Clinical-instrumental examination

The instrumental clinical examination was per-
formed according to the outpatient record using the
clinical methods based on interrogation, inspection,
percussion palpation and auscultation. As part of the
motivation, we insisted on determining the symptoms
that came as a result of the partial edentation. The
anamnesis of the present disease was based on the
elucidation of the etiological factors that determined
the loss of the teeth, the time elapsed from the extrac-
tion, the previous treatment if it took place as well as
the conditions of life and work of the patient that can
determine the condition. Attention is also drawn to
the hereditary, antecedent and concurrent diseases,
in particular infectious diseases (TB, hepatitis, HIV).

The objective examination was aimed at assessing
the symmetry of the face, palpation of the ATM area
and of the muscles in order to detect any functional
or morphological disorders. The degree of opening
of the oral cavity and the character of the displace-
ment of the mandible are determined.

The intraoral clinical examination aims to assess
the integrity, shape, color, positioning of the remain-
ing teeth bordering the breach. The evaluation of the
breaches was carried out according to the Kennedy
classification with the analysis of the intermaxillary
relationships, the reports between the dental arches.
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dentare. Pe intreg parcursul examinarii s-a urmarit
nominalizarea simptomelor ce {in de dereglari oclu-
zale: migréri dentare micsorarea numarului de con-
tacte raportate la numarul dintilor lipséd, recesiuni
gingivale mobilitatea patologica a dintilor.

Examenul clinic a inclus si determinarea Relatiei
Centrice care s-a realizat in dependentd de fiecare
caz clinic prin utilizarea sabloanelor cu borduré de
ocluzie, care asigura stabilizarea mandibulei fatd de
maxild. Pentru a conduce mandibula in pozitie de
RC au fost utilizate diferite teste functionale prin
care pacientul pozitioneaza vérful limbii in zona
distald a palatului dur, neutralizand astfel contrac-
tia muschilor ce deplaseazd mandibula anterior. In
completarea primeia vine si metoda reflexul mola-
rului ce presupune amplasarea degetelor aratitoare
pe plica de tranzifie in regiunea muschiului ma-
seter in timpul apropierii mandibulei de maxila.
Prin aceasta se excita zona reflexogena ce asigura
contractie simetrica bilaterald a muschilor maseteri
conditiondnd deplasarea mandibulei strict in plan
vertical. Corectitudinea determinarii RC s-a apreciat
si prin verificarea reperelor clinice caracteristice ei:
corespunderea liniilor mediane de la maxila si man-
dibuld; dimensiunea verticald de ocluzie optima; tip
de ocluzie centrica sau ocluzie de intercuspidare ma-
Xima.

In cazul cand are loc o micsorare a DVO este
necesar aprecierea acesteia. In acest scop pacientul
este preventiv instruit cu scopul si esenta metodei,
este foarte necesar asigurarea conditiilor de echili-
bru psihic si fiziologic, capul pacientului trebuie po-
zitionat aproape vertical, corpul in pozitie comoda.
Pacientul antrenat intr-o discutie la finalul céreia
este determinatd distanta de la marginea inferioara
a mentonului pana la punctul de la baza septului na-
zal. Dimensiunea se transfera pe placa de ceara. Sa-
bloanele cu borduri de ocluzie anterior realizate sunt
introduse in cavitatea bucala si pacientul este rugat
sa inchida gura. Prin adaugare sau rdzuirea cerei de
pe borduré se determind DVO care trebuie sa fie mai
micé cu 2-3mm decit DVR.

S-a mai determinat PPM prin antrenarea paci-
entului intr-o conversatie linistitd la sfarsitul céreia
mandibula se instaleazi in pozitie de repaos fizio-
logic. Pozitionarea corecta a mandibulei in PP s-a
verificat prin determinarea valorii medii a spatiului
de inocluzie fiziologica.

Examenul radiologic

Examenul radiologic vine in completarea exame-
nului clinic care confirma stabilirea diagnosticului,
tiind principalul examen complementar utilizat in
stomatologie. Examenul paraclinic a fost efectuat
in scopul studierii integritatii tesuturilor dentare
dure, starea parodontiului dintilor restanti, dacd au
suferit schimbari structura osoasa a maxilarelor sau
componentelor ATM. In cazul prezentei unor lezi-
uni acestea precizeazd nivelul extinderea si starea
tesutului in cauzd. Cu acest scop au fost realizate;
radiografia intraorala dento-parodontald, tomogra-

Throughout the examination we aimed to name the
symptoms related to occlusal disorders: dental mi-
gration, decrease of the number of contacts related
to the number of missing teeth, gingival recessions
pathological mobility of the teeth.

The clinical examination also included the deter-
mination of the Centric Relationship that was per-
formed depending on each clinical case by using the
occlusion border templates, which ensure the man-
dible stabilization with respect to the maxilla. Differ-
ent functional tests were used to guide the mandible
to the RC position whereby the patient positions the
tip of the tongue in the distal area of the hard palate,
thus neutralizing the contraction of the muscles that
move the mandible anteriorly. To complete the first
one comes the method of the molar reflex, which
involves placing the index fingers on the transition
envelope in the region of the masseter muscle while
approaching the maxilla to mandible. This stimulates
the reflexogenic area that ensures bilateral symmetri-
cal contraction of the masseter muscles, conditioning
the movement of the mandible strictly in the vertical
plane. The correctness of the RC determination was
also appreciated by verifying its characteristic clinical
landmarks: the correspondence of the median lines
from the maxilla and the mandible; the vertical di-
mension of optimal occlusion; type of central occlu-
sion or maximum intercuspid occlusion.

In case of a decrease of the DVO it is necessary
to appreciate it. For this purpose the patient is pre-
ventively trained with the purpose and essence of the
method, it is very necessary to ensure the conditions
of psychic and physiological balance, the patient’s
head must be positioned almost vertically, the body
in a comfortable position. The patient engaged in a
discussion at the end of which is determined the dis-
tance from the lower edge of the chin to the point at
the base of the nasal septum. The size is transferred
to the wax plate. Templates with previously made
occlusion edges are inserted into the oral cavity and
the patient is asked to close the mouth. By adding or
scraping the wax on the curb, the DVO is determined
to be smaller by 2-3mm than the DVR.

PPM was also determined by engaging the pa-
tient in a quiet conversation at the end of which the
mandible settles into a physiological resting position.
The correct positioning of the mandible in the PP
was verified by determining the average value of the
physiological inoclusion space.

Radiological examination

The radiological examination completes the clin-
ical examination that confirms the diagnosis, being
the main complementary examination used in den-
tistry. The paraclinical examination was performed
for the purpose of studying the integration of the
hard dental tissues, the periodontal condition of the
remaining teeth, if the bone structure of the jaws or
ATM components changed. In the case of the pres-
ence of lesions, they specify the level of the exten-
sion and the state of the tissue in question. For this



fia computerizatd, ortopantomografia, ocluzografia,
miografia.

Radiografia intraorald dento-parodontald

Radiografia dento-parodontala s-a realizat cu
aparatul radiologic dental ‘SD-1de 60 kw si 10 mA.
Acest tip de examinare s-a efectuat in scopul eva-
ludrii tesuturilor dure si parodontale, de asemenea
morfologia radiculard a dintilor care au fost supusi
anterior unui tratament conservator, starea septuri-
lor intraradiculare si orientarea riddacinilor. Coro-
nar aceasta indicd integritatea forma, dimensiunea
coroanei, leziuni carioase, localizarea obturatiilor si
raportul lor cu camera pulpard, existenta recidive-
lor.

Ortopantomografia

OPG-ia arcadelor dentare ne ofera o imagine
de ansamblu a arcadelor superioare si inferioare
inclusiv a ambelor articulatii temporo-mandibula-
re. Aceasta ne oferd posibilitatea de a le examina in
comparatie, cu determinarea formei si stdrii condi-
lilor articulari. Filmul radiologic ne di posibilitate
de determina adancimea curbei sagitale de ocluzie,
caracteristica punctelor de contact dintre dintii ve-
cini, cat si topografia canalului mandibular. La fel,
ne oferd posibilitatea de a determina starea parodon-
tiului dintilor.

Tomografia ATM

Tomografia este 0 metodd moderna in explora-
rile imagisticii si rezultd din combinarea utilizarii
razelor X si a computerului. Aparitia proceselor de-
generative in componentele ATM care apar in urma
disarmoniilor ocluzale implicé si cele mai profunde
nivele a tesuturilor osoase. Aceastd metoda perfor-
mantd de diagnostic asigura obtinerea imaginilor
pe sectiuni. Posibilitatea realizarii reconstructiilor
tridimensionale a structurilor articulare permite re-
constituirea reala a ATM, imaginile obtinute in for-
mat digital sunt de o calitate inalta si pot fi stocate
in format electronic. In scopul efectuirii investiga-
tiei pacientii nu necesita o pregatire speciald si sunt
examinati in decubit dorsal cu capul fixat in titiera.
Investigatiile s-au realizat cu gura inchisa in PIM,
cu gura deschisd sau in altd pozitie dinamica dupa
necesitate.

Electromiografia (EMG)

Reprezinta o metodd contemporand de exami-
nare a starii functionale a muschilor prin inregis-
trarea biopotentialelor electrice. Aceastd metoda
permite determinarea dereglérilor functionale de la
nivelul muschilor in diverse patologii ale sistemu-
lui stomatognat si confirma normalizarea functiei
dupd aplicarea tratamentului protetic respectiv. In-
vestigarea se face paralel, grupele de muschi de pe
partea dreapta comparative cu partea stangd. Spas-
mele musculare si contractii inegale apar pe EMG
cu amplitudini si frecvente ridicate. S-au utilizat
electrozi standard de suprafata, aplicati perpendi-
cular pe fibrele muschilor investigate in zona ,su-
prafetelor motorii“ care reprezinta zona de excitatie
maxima a muschilor.

purpose they have been realized; dental-periodontal
intraoral radiography, computed tomography, ortho-
pantomography, occlusion, myography.

Dental-periodontal intraoral x-ray

Dento-periodontal radiography was performed
with the dental radiological device ‘SD-1" of 60 kw
and 10 mA. This type of examination was performed
for the purpose of evaluating the hard and periodon-
tal tissues, as well as the root morphology of the teeth
that had undergone a conservative treatment, the
condition of the intraradicular septum and the orien-
tation of the roots. Coronary this indicates the integ-
rity of the shape, the size of the crown, the carious
lesions, the location of the obturations and their rela-
tion to the pulp chamber, the existence of recurrences.

Orthopantomography

The OPG of the dental arches gives us an over-
view of the upper and lower arches, including both
the temporo-mandibular joints. This gives us the op-
portunity to examine them in comparison with deter-
mining the shape and condition of the articular con-
dyles. The radiological film gives us the possibility to
determine the depth of the sagittal occlusion curve,
the characteristic of the contact points between the
neighboring teeth, as well as the topography of the
mandibular canal. It also gives us the possibility to
determine the condition of the tooth periodontium.

TM] tomography

Tomography is a modern method of imaging ex-
ploration and results from the combination of X-ray
and computer use. The appearance of degenerative
processes in the ATM components that occur as a re-
sult of occlusal disharmony also implies the deepest
levels of bone tissue. This powerful diagnostic meth-
od ensures that the images are obtained in sections.
The possibility of realizing the three—dimensional
reconstructions of the articular structures allows the
real reconstruction of the TM]J, the images obtained
in digital format are of high quality and can be stored
in electronic format. In order to carry out the inves-
tigation the patients do not require special training
and they are examined in the dorsal decubitus with
the head fixed in the puppet. The investigations were
performed with the mouth closed in the PIM, with
the mouth open or in another dynamic position as
needed.

Electromyography (EMG)

It represents a contemporary method of exam-
ining the functional status of muscles by recording
electrical biopotentials. This method allows the de-
termination of functional disorders of the muscles
in varjous pathologies of the stomatognathic system
and confirms the normalization of the function after
applying the respective prosthetic treatment. The in-
vestigation is done in parallel, the muscle groups on
the right side compared to the left. Muscle spasms
and uneven contractions occur on EMG with high
amplitudes and frequencies. Standard surface elec-
trodes were used, applied perpendicularly to the fi-
bers of the investigated muscles in the area of ,,mo-
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Analiza EMG s-a realizat cu evaluarea parame-
trilor: biopotentialele la contactul maxim voluntar
in PIM, amplitudinea maxima a biopotentialelor la
functia de masticatie, frecventa contractiilor muscu-
lare, perioada de activitate bioelectric.

Biometria modelelor de diagnostic

Constituie un examen complementar care ofera
posibilitatea vizualizarii unor zone greu accesibile
examenului clinic. Modelele de diagnostic sunt con-
fectionate in baza amprentelor anatomice cu mate-
rial amprentar din grupul alginatelor. Modelele sunt
examinate separat, in ocluzie si fixate in simulator.
Acest lucru ne permite obtinerea datelor suplimen-
tare, privind morfologia arcadelor dentare, prezenta
contactelor ocluzale, indltimea dintilor limitrofi bre-
sei care nu pot fi obtinute prin examenul clinic.

Biometria modelelor de diagnostic ne-a permis
determinarea adancimii curbei de ocluzie sagitale si
a gradului de migrare a dintilor in sens transversal si
vertical si anume prin médsurarea distantei de la fun-
dul fosei ocluzale centrale a primului molar inferior
péna la planul de ocluzie, trasat cu ajutorul unei rigle
metalice instalatd pe varful cuspidului vestibular ai
primului premolar inferior si varful cuspidului disto
vestibular al molarului trei inferior, in lipsa lui pe
varful cuspidului disto vestibular al molarului doi
inferior. In final biometria ne ofera o analiza mai ri-
guroasa a spatiului protetic potential decat la nivelul
cavitatii bucale deoarece este mai accesibil masura-
rilor si proectarii unui plan protetic.

Ocluzografia

La migcarea de apropiere a mandibulei fata de
maxild apar contacte dento-dentare, care au o im-
portantd deosebita in realizarea pozitiei de intercus-
pidare maximd. Contactul dento-dentar este realizat
de citre doud componente morfologice si anume:
cuspidul de sprijin sau marginea incizald care re-
prezinta partea activa si fosele ocluzale sau fata pa-
latinald a dintilor frontali superiori care sunt zone
receptoare. Modul in care angreneaza partea activa
cu zona receptoare determind functionalitatea sau
nefunctionalitatea contactului ocluzal.

La prezenta PIM contactele ocluzale au stabili-
tate ce asigura transmiterea presiunilor masticatorii
in axul lung al dintelui precum si stabilitatea man-
dibulei in plan sagital, transversal si vertical faa de
maxila. Realizarea contactelor ocluzale s-a efectuat
in baza studierii ocluzogramelor, ce reprezinta inre-
gistrarea grafica a contactelor ocluzale. In momentul
realizarii PIM ocluzograma permite stabilirea carac-
terului contactelor ocluzale, fie fiziologice sau pato-
logice, localizarea acestor contacte, intinderea lor in
suprafata, starea suprafetelor receptoare.

Evaluarea contactelor s-a realizat la toti pacien-
tii: pand la tratament, in scop diagnostic; in timpul
tratamentului, in scopul verificarii si corectiei echi-
librului ocluzal si dupé tratament pentru evaluarea
functionalitatii tratamentului protetic.

Pentru inregistrarea ocluzogramelor pe modele-
le fixate in simulatoare a fost utilizata hartia indigo

tor surfaces” which represents the area of maximum
excitation of the muscles.

The EMG analysis was performed with the evalu-
ation of the parameters: the biopotentials at the max-
imum voluntary contact in the PIM, the maximum
amplitude of the biopotentials at the chewing func-
tion, the frequency of the muscular contractions, the
period of bioelectric activity.

Biometrics of diagnostic models

It is a complementary examination that offers the
possibility of visualizing areas that are difficult to ac-
cess for clinical examination. The diagnostic models
are made based on the anatomical impressions with
impression material from the alginate group. The
models are examined separately, in the occlusion
and fixed in the simulator. This allows us to obtain
additional data, regarding the morphology of the
dental arches, the presence of occlusal contacts, the
height of the teeth bordering the gap that cannot be
obtained by the clinical examination.

The biometrics of the diagnostic models allowed us
to determine the depth of the sagittal occlusion curve
and the degree of migration of the teeth in the trans-
verse and vertical sense, namely by measuring the dis-
tance from the bottom of the central occlusal cleft to
the first lower molar to the occlusion plane, drawn us-
ing a metallic ruler installed on the tip of the vestibular
cusp of the first lower premolar and the tip of the distal
vestibular cusp of the lower third molar, in its absence
on the tip of the distal vestibular cusp of the lower sec-
ond molar. Finally, biometrics gives us a more rigorous
analysis of the potential prosthetic space than in the
oral cavity because it is more accessible to the measure-
ments and projection of a prosthetic plane.

REGISTRATION OF OCLUSAL CONTACTS

When the mandible moves closer to the maxilla,
dental contacts appear, which are of particular im-
portance in achieving the maximum intercuspidation
position. Dental contact is achieved by two morpho-
logical components, namely: the support cusp or in-
cisal edge representing the active part and the occlu-
sal pits or palatal face of the upper front teeth which
are receiving areas. The way in which the active part
engages with the receiving area determines the func-
tionality or non—functionality of the occlusal contact.

In the presence of PIM the occlusal contacts have
stability that ensures the transmission of the mastica-
tory pressures in the long axis of the tooth as well as
the stability of the mandible in the sagittal, transverse
and vertical plane with respect to the maxilla. The
occlusal contacts were made based on the occlusion
study, which represents the graphic recording of the
occlusal contacts. At the time of the PIM, the occlu-
sion program allows to determine the character of
the occlusal contacts, whether physiological or path-
ological, the location of these contacts, their extent
on the surface, the state of the receiving surfaces.

The evaluation of contacts was performed in all
patients: until treatment, for diagnostic purpose; dur-
ing the treatment, for the purpose of checking and cor-



simpla, insd deoarece ea nu permite obfinerea im-
primarilor contraste, in conditiile cavitatii bucale la
toti pacientii inregistrarea contactelor ocluzale s-a
realizat cu hartie de articulatie Bausch de diferite
grosimi. Diferentierea grosimii de 80, 200, 300mkm
are la bazd principiul accentuarii culorii conform
intensitatii contactului ocluzal. Ea a fost utilizati la
inregistrarea contactelor ocluzale, cu diferentierea
lor in dependenta de intensitatea contactului oclu-
zal precum si in diagnosticarea contactelor ocluzale
premature.

Rezultate si discutii

Datele examenului anamnestic, ne-au permis de-
terminare factorului etiologic, evolutia si dinamica
procesului patologic partiale care au debutat prin
procese carioase cu complicatiile ulterior apérute.
La pacientii ce manifestau dereglari ale pozitiilor
statice mandibulo-craniene, s-a constatat prezenta
acuzelor ca: oboseala musculard, in deosebi dupa
masticatia alimentelor dure, dureri in articulatia
temporo-mandibulara, prezenta sunetelor in articu-
latie la miscarile mandibulei de asemenea au prezen-
tat acuze referitor la dereglarea actului de masticatie
defecte estetice.

Examenul exobucal a confirmat prezenta sime-
triei faciale pe verticala (4 cazuri clinice) si orizon-
tala (4 cazuri clinice). De asemenea s-a determinat
la examenul exobucal zonele dureroase si a tonusu-
lui muscular la palparea comparativd superficiald si
profundd a muschilor maseteri si temporali. La fel
si caracteristica excursiilor condililor articulari, de-
vierea mandibulei in deplasarile sale amplitudinea
deschiderii cavitétii bucale prezenta cracmentelor in
ATM.

Analiza examenului clinic-instrumental al pa-
rodontiului dintilor limitrofi breselor a constatat
prezenta modificarilor morfologice. Evaluarea stérii
functionale a tesuturilor parodontiului a confirmat
cé alterarea lor are ca suport diferite mecanisme,
printre care cresterea intensitatii fortelor ocluzale,
influentata de micsorarea numdrului de contacte
ocluzale, distribuirea lor incorecta in afara axului
lung al dintelui, ca urmare a migrarilor dentare,
traumatizarea nemijlocita a parodontiului marginal
rezultata de pierderea contactului interdentar de la
nivelul dintilor vecini.

Initial manifestarile clinice ale leziunilor paro-
dontiului sunt reprezentate prin retractii gingivale
de diferit grad de evoluare, procese inflamatorii
incipiente iar analiza filmelor radiologice confirma
accentuarea desenului trabeculelor osoase ca rezul-
tat al reactiei compensatorii din partea tesutului
0S0S.

Examenul endobucal ne-a permis de a constata
relatiile ocluzale, prezenta modificarilor ocluzale,
abraziunea patologicd indeosebi a dintilor frontali in
cazul in care acestea au pierdut protectia din partea
dintilor laterali (4 cazuri clinice). La fel am consta-
tat dereglarea contactelor ocluzale in PIM (12 cazuri

recting the occlusal balance and after the treatment to
evaluate the functionality of the prosthetic treatment.

Indigo plain paper was used to record occlusions
on the models fixed in the simulators, but because it
does not allow obtaining contrast prints, in the con-
ditions of the oral cavity in all patients the recording
of occlusal contacts was made with Bausch joint pa-
per of different thicknesses. The differentiation of the
thickness of 80, 200, 300mkm is based on the prin-
ciple of color accentuation according to the intensity
of the occlusal contact. It was used to record occlusal
contacts, with their differentiation depending on the
intensity of the occlusal contact as well as in the diag-
nosis of premature occlusal contacts.

Results and discussions

The data of the anamnestic examination, allowed
us to determine the etiological factor, the evolution
and the dynamics of the partial pathological process,
which started through caries processes with the com-
plications that subsequently appeared. In the patients
who showed disturbances of the mandibulo-cranial
static positions, the complains were: muscular fa-
tigue, especially after the chewing of the hard foods,
pain in the temporo-mandibular joint, the pres-
ence of sounds in the joint in the movements of the
mandible also presented the accusations referring to
chewing act, aesthetic defects.

The exobuccal examination confirmed the pres-
ence of vertical (4 clinical cases) and horizontal (4
clinical cases) facial symmetry. Painful areas and
muscle tonus at superficial and deep comparative pal-
pation of masseter and temporal muscles were also
determined. As well as the characteristic of the trips
of the articular condyles, the deviation of the mandi-
ble in its displacements, the amplitude of the opening
of the oral cavity, the presence of cracks in the TM]J.

The analysis of the clinical-instrumental exami-
nation of the periodontium of the teeth bordering the
breaches found the presence of morphological chang-
es. The evaluation of the functional status of the peri-
odontal tissues confirmed that their alteration is sup-
ported by different mechanisms, including the increase
of the intensity of the occlusal forces, influenced by the
decrease in the number of occlusal contacts, their in-
correct distribution outside the long axis of the tooth,
as a result of dental migrations, trauma of the marginal
periodontium resulting from the loss of interdental
contact from the level of the neighboring teeth.

Initially the clinical manifestations of periodontal
lesions are represented by gingival retractions of differ-
ent degrees of evolution, incipient inflammatory pro-
cesses and the radiological film analysis confirms the
accentuation of the bone trabecula drawing as a result
of the compensatory reaction from the bone tissue.

The endobuccal examination allowed us to find the
occlusal relationships, the presence of occlusal chang-
es, especially the pathological abrasion of the frontal
teeth in case they lost the protection from the lateral
teeth (4 clinical cases). We also found the disturbance
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clinice), precum si raportul de
ocluzie. In acelasi context am
determinat prezenta si caracte-
rul migrérilor dentare prezenta
contactelor premature in stati-
cé si in dinamic4, traiectoria si
caracteristica contactelor oclu-
zale in laterotruzie i protruzie.

S-a constatat (1 caz clinic)
cd la deplasarea mandibulei
spre ocluzia anterioara dinte-
le migrat 4.4(fig.2) a dereglat
miscarea de propulsie spre an-
terior. In acest caz s-a produs
suprasolicitarea dintilor 1.1,
2.1, 2.2; manifestatd prin abra-
ziunea lor patologica (fig.3.).

In aceiasi ordine de idei
intr-un caz clinic s-a determi-
nat dereglarea miscarii de late-
ralitate spre stanga determina-
te de modificarea contactelor
ocluzale respective. Aceastd
dereglare s-a manifestat prin
abraziunea patologicd a dinti-
lor 2.2, 2.3 (fig. 4).

La restabilirea contacte-
lor ocluzale normale in zona
laterala respectiva (fig.5.) s-a
obtinut ameliorarea relatiilor
ocluzale normale dintre dintii
superiori si inferiori la misca-
rea de lateralitate (fig.6).

Astfel ne-am convins cd
stabilitatea pozitiei de ocluzie
este determinatd de aspectul
morfologic si functional al
contactelor respective.

S-a evaluat si caracterul
stabilitatii pozitiilor funda-
mentale mandibulo-craniene.
La toti pacientii s-au realizat
modele de diagnostic, care au
contribuit la aprecierea obiec-
tiva a dintilor restanti, forma si
starea arcadelor dentare. La fel
si caracteristica morfologica a
contactelor ocluzale, a gradu-
lui de migrare a dintilor limi-
trofi breselor clinic manifestate
prin migrari in directie mezia-
13, distald si verticald, forma si
starea crestelor alveolare.

Initial au loc deregliri la
nivelul coroanelor dintilor care
prezintd antagonisti, prepon-
derent la nivelul dintilor limi-
trofi breselor. Aceste dereglari

apar ca rezultat al suprasolicitarii functionale a uni-
tatilor odonto-paradontale, care se manifestd prin

Fig. 2. Migrarea dintelui 4.4
Fig. 2. Tooth migration 4.4

Fig. 3. Abraziunea patologica a dinfilor
Fig. 3. Pathological abrasion of the teeth

Fig. 4. Abraziunea patologicd a dintilor
Fig. 4. Pathological abrasion of the teeth

Fig.5. Restabilirea contactelor ocluzale
multiple stabile in PIM

Fig.5. Restoring PIM

e 1 of occlusal contacts in the PIM (12

clinical cases), as well as the occlu-
sion report. In the same context,
we determined the presence and
character of the dental migra-
tions, the presence of premature
contacts in static and dynamic, the
trajectory and the characteristic of
the occlusal contacts in laterotru-
sion and protrusion.

It was found (1 clinical case)
that when moving the mandible to
the anterior occlusion the migrat-
ed tooth 4.4 (fig. 2) disrupted the
propulsion movement towards the
anterior. In this case, tooth over-
load 1.1, 2.1, 2.2; manifested by
their pathological abrasion (fig. 3).

In the same order of ideas in
a clinical case, the left laterality
movement disorder was deter-
mined by the respective occlusal
contact modification. This disor-
der was manifested by the patho-
logical abrasion of the teeth 2.2,
2.3 (tig. 4).

By restoring normal occlusal
contacts in the respective lateral
area (fig. 5), the normal occlusal
relations between the upper and
lower teeth were obtained by im-
proving the lateral movement
(fig. 6).

Thus, we were convinced that
the stability of the occlusion po-
sition is determined by the mor-
phological and functional aspect
of the respective contacts.

The character of stability of the
mandibulo—cranial fundamental
positions was also evaluated. Di-
agnostic models were developed
in all patients, which contributed
to the objective assessment of the
remaining teeth, the shape and
condition of the dental arches. As
well as the morphological charac-
teristic of the occlusal contacts, the
degree of migration of the teeth
bordering on the clinical breaches
manifested by migrations in the
mesial, distal and vertical direc-
tion, the shape and the state of the
alveolar ridges.

Initially disorders occur at the
crowns of the teeth that have an-
tagonists, mainly at the teeth bor-
dering the breaches. These disor-

ders appear as a result of the functional overload of
the odonto—paradontal units, which is manifested by



modificarea reliefului ocluzal.
Acest fapt contribuie la schim-
barea modului de receptionare
a fortelor ocluzale de catre te-
suturile parodontiului.

Realizarea examenului cli-
nic-instrumental si ocluzogra-
melor ne confirmid ca modi-
ficarile morfo-functionale de
la nivelul complexului neuro-
muscular si ATM nu depind
direct de numarul dintilor lip-
sa sau topografia breselor, ci
de stabilitatea pozitiilor man-
dibulo-craniene, de prezenta
contactelor ocluzale prema-
ture, care blocheaza (4 cazuri
clinice) sau deviaza deplasarile
mandibulei (12 cazuri clinice),
(fig.7.,8).

In baza electromiografiei
muschilor maseteri si tempo-
rali s-a apreciat starea functi-
onald a muschilor mobilizatori
ai sistemului stomatognat. La
momentul efectuarii (8 paci-
enti) prezentau dureri mus-
culare, s-a determinat asime-
tria tonusului muscular in
(12 cazuri). Rezultatele elec-
tromiografice s-au manifestat
prin micsorarea amplitudinii
biopotentialelor electrice la
contractie maxima voluntar3,
la fel s-a constatat micsorarea
amplitudinii biopotentialelor
electrice a contractiei maxime
la masticatie. La fel s-a deter-
minat micsorarea frecventei
contractiei la masticatie si o
diferentd dintre amplitudinea
biopotentialelor electrice la
contractia maxima si la masti-
catie pentru partea dreapta si cea stanga.

Functionalitatea ATM s-a evaluat in urma inves-
tigatiilor bazate pe examenul complex si datele to-
mografice efectuate. Rezultatele obtinute au indicat
prezenta zgomotelor in articulatie la un pacient de
asemenea in cadrul examenului clinic instrumental
prin palparea sau auscultarea zonei ATM am depis-
tat asimetria excursiilor condililor articulari la 2 pa-
cienti.

In urma analizei rezultatelor tomografice au
constatat dereglarea coraportului dintre elementele
osoase ale ATM. Este evidentd prezenta asimetri-
ei amplitudinii deplasarilor condililor articulari la
miscarea de protruzie si lateralitate dreapta, stinga,
in cazul malrelatiilor mandibulo-craniene. Folosirea
tomogafiei computerizate ne-a permis analizarea
formei condililor articulari cu prezenta diferitor for-

[

Fig.6. Conducerea in grup la miscarea de lateralitate
stinga.
Fig.6. Group guidance in left lateral movements.

Fig.7. PIM modificata
Fig.7. Modified PIM

Fig.8. PIM reformata si stabilizata
Fig.8. PIM reformed and stabilized

modifying the occlusal relief. This
fact contributes to the change in
the way the occlusal forces are re-
ceived by the tissues of the peri-
odontium.

Conducting the clinical-in-
strumental examination and
the occlusion confirms that the
morpho-functional changes at
the level of the neuro-muscular
and TMJ complex do not depend
directly on the number of miss-
ing teeth or the topography of
the breaches, but on the stability
of the mandibulo-cranial posi-
tions, the presence of premature
occlusive contacts, which block
(4 clinical cases) or deflects the
displacement of the mandible (12
clinical cases), (fig.7,8).

Based on the electromyogra-
phy of the masseter and tempo-
ral muscles, the functional status
of the mobilizing muscles of the
stomatognathic system was evalu-
ated. At the time of performing,
8 patients showed muscle pain,
asymmetry of muscle tone was
determined in 12 cases. The elec-
tromyographic results were mani-
fested by the decrease of the ampli-
tude of the electric biopotentials at
maximum voluntary contraction,
as well as the decrease of the am-
plitude of the electrical biopoten-
tials of the maximum contraction
at the chewing. The decrease of
the frequency of the contraction in
chewing was also determined and
a difference between the amplitude
of the electric biopotentials at the
maximum contraction and the
chewing for the right and left side.

TM]J functionality was evaluated following in-
vestigations based on complex examination and to-
mographic data. The results obtained indicated the
presence of noises in the joint in a patient also during
the clinical instrumental examination by palpating or
listening to the TM]J area, we detected the asymmetry
of the articular condyle trips in 2 patients.

Following the analysis of the tomographic results,
we found that the correlation between the bone el-
ements of the TMJ was disturbed. It is evident the
presence of the asymmetry of the amplitude of the
displacements of the articular condyles in the move-
ment of protrusion and right, left laterality, in the
case of the mandibulo-cranial disorders. The use of
computerized tomography allowed us to analyze the
shape of the articular condyles with the presence of
different forms (fig. 9). We also investigated the pos-
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me (fig. 9). La fel
am cercetat posi-
bilele modificéri
ale discului arti-
cular in edentatiile
partiale din zona
laterald a arcade-
lor dentare. S-a
confirmat  com-
presia discului
articular si defor-
marea acestuia in
cazul malrelatiilor
mandibulo-crani-
ene, cu blocarea
deplasérii mandi-
bulei.

Fig.9. Pozitionarea condililor articulari in fosele articulare

Fig.9. Positioning of the condyles in the joint pits

Evaluarea gradului de functionalitate a ATM
confirma spusele unor autori [6,9,10], ce sustin ca
disfunctia ATM nu este in concordanta directd cu
modificarile DVO insa sunt dependente de particula-
ritatile individuale ale ATM si muschilor mobilizatori

si varsta edentatiei.

CONCLUZII

1. Stabilitatea pozitiillor de ocluzie, atat cele 1.
statice cét si cele dinamice, este asigurata si
determinatd de contactele ocluzale interden-

tare.

2. Complicatiile locale si loco-regionale in ca-
zul edentatiei partiale sunt determinate si
influentate de modificarile morfologice si de
dizarmoniile ocluzale de la nivelul arcadelor

dentare.

3. Aprecierea gradului de functionalitate a siste-
mului stomatognat in cazul edentatiei partia-
le are la baza aprecierea stabilitatii si a gradu-
lui de modificare a pozitiilor de ocluzie.
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