CZU:612.313:616.314-002-053.2 DOI: https://doi.org/10.53530/1857-1328.23.2.11

TRATAMENTUL CHIRURGICAL
IN ANOMALIILE DENTO-MAXILARE
iN PLAN SAGITAL

Mihaela Ciuclea, medic-rezident specialitatea
ortodontie anul I, IP USMF ,,Nicolae Testemitanu
Dumitru Sirbu'?, dr.st.med., conf.univ.

Strisca Stanislav', asistent universitar

Trifan Valentina?, dr.st.med., conf.univ.

Chele Nicolae', dr.hab.st.med., prof.univ.

SURGICAL TREATMENT OF THE
DENTO—MAXILLARY ANOMALIES
IN THE SAGITTAL PLANE

Mihaela Ciuclea, Ist year resident doctor in orthodontics
Dumitru Sirbu'3, PhD, associate professor

Strisca Stanislav', university assistant

Valentina Trifan?, PhD, associate professor

Nicolae Chele', PhD, university professor

! Department of Oral and Maxillofacial Surgery
! Catedra de chirurgie oro-maxilo-faciald si and Oral Implantology ,, Arsenie Gutan”, Nicolae
implantologie orald ,, Arsenie Gufan’, Testemitanu SUMPh
IP USMF ,,Nicolae Testemitanu 2 Department of Orthodontics, Nicolae Testemitanu
2 Catedra de ortodontie, IP USMF ,,Nicolae SUMPh
Testemitanu“ ? Dental clinic ,,Omni Dent”

? Clinica stomatologicd SRL ,,Omni Dent“

122

Rezumat

Chirurgia ortognatd presupune totalitatea
interventiilor chirurgicale de corectare a de-
formarilor musculo-scheletale, dento-osoase
si ale tesuturilor moi ale maxilarelor, fiind me-
toda de tratament de electie pentru anomalii
dento-maxilare (ADM) severe, ce nu pot fi
reabilitate doar prin tratament ortodontic.
Scopul lucririi. Evaluarea particularitatilor de
diagnostic si tratament a pacientilor cu ADM
in plan sagital. Material si metode: 22 de pa-
cienti, cu varsta cuprinsa intre 20 si 46 ani, cu
ADM in plan sagital, in perioada 2016—2021.
Etapa chirurgicald propriu — zisa s-a reali-
zat in conditii de stationar, iar in ambulator
a avut loc evaluarea clinica si paraclinica a
pacientilor prin examen fotostatic, modele de
studiu, OPG, CBCT, TRG, scanare intraorala.
Rezultate: Predominarea pacientilor cu clasa
III scheletald (77,3%), fatd de clasa IT (22,7%).
Osteotomiile utilizate: Le Fort 1 pentru ma-
xila, osteotomia ramului mandibular dupa
Obwegeser — Dal Pont pentru mandibuld si
genioplastia pentru repozifionarea mentonu-
lui. Trauma chirurgicald inevitabila pentru
pozitionarea corectd a maxilarelor duce in-
traoperator la hemoragii, hematoame si stari
postoperatorii acceptabile din punct a trau-
matismului suportat. Concluzii. Tratamentul
ortodontico-chirurgical este o metodd sigura
de reabilitare a pacientilor cu ADM in plan
sagital, cu rezultate postoperatorii superioare
riscurilor si complicatiilor intraoperatorii.

Cuvinte-cheie: anomalii dento-maxilare, chi-
rurgie ortognatd, Le Fort 1, Obwegeser-Dal Pont.

Summary

Introduction. Orthognathic surgery in-
volves all surgical interventions to correct
musculoskeletal, dental and soft tissue de-
formities of the jaws, being the treatment
method of choice for severe dento-maxillary
anomalies, which cannot be rehabilitated by
orthodontic treatment alone. The purpose.
Evaluation of the particularities of diagnosis
and treatment of patients with jaw anomalies
in sagittal plane. Material and methods: 22
patients aged between 20 and 46 years, during
the period 2016—2021. The surgical stage oc-
curred in stationary conditions, and the clini-
cal and paraclinical evaluation of the patients
took place in dental clinic through photo-
static examination, study models, radiologi-
cal examination, intraoral scanning. Results:
Predominance of patients with skeletal Class
1T (77.3%), compared to Class II (22,7%).
Osteotomies used: Le Fort 1 for maxilla, os-
teotomy of the mandibular ramus Obwegeser
— Dal Pont for the lower jaw and genioplasty
for repositioning the chin. The unavoidable
surgical trauma for the correct positioning of
the jaws leads to intraoperative hemorrhages,
hematomas and postoperative conditions ac-
ceptable from the point of view of the endured
trauma. Conclusions. The orthodontic-surgi-
cal treatment is a safe method of rehabilitating
patients with anomalies in sagittal plane, with
postsurgical results superior to intraoperative
risks and complications.

Key words: dento-maxillary anomalies,
orthognathic surgery, Le Fort 1, Obwegeser-
Dal Pont.




Introducere

Anomaliile dento-maxilare (ADM) sunt carac-
terizate prin tulburdri de crestere si dezvoltare, cu
caracter primar sau dobandit, ale sistemului dentar
sau bazelor osoase maxilare, implicind modificari
semnificative ale arhitecturii viscerocraniului cu o
malocluzie dentara [10].

Studiile epidemiologice efectuate de autori din
diferite tdri demonstreaza ca ADM constituie un su-
biect actual, cu o frecventd in continui crestere si pot
fi depistate la diferite grupe de varstd. Astfel, conform
datelor studiului descriptiv ,,Morbiditatea prin ano-
malii dento-maxilare in Republica Moldova“ (2015),
realizat in cadrul Catedrei de ortodontie a USMF
,»Nicolae Testemitanu“de Trifan Valentina, Lupan Ion,
Calfa Sabina, Trifan Daniela, s-a determinat cd indi-
cele de afectare a populatiei prin ADM in tara noastra
este destul de mare (la 11-14 ani s-a determinat un
indice cu valoarea de 55,8%, la 15-18 ani de 30,8%)
[10]. Prin aceste date putem concluziona o crestere
mare a ADM in comparatie cu studiile anterioare,
ceea ce induce necesitatea instituirii unui tratament
ortodontic profilactic i interceptiv, inca in perioada
de crestere si dezvoltare a aparatului dento-maxilar.
In acest sens este necesara adresarea cat mai precoce
a parintilor impreuna cu copii pentru un examen de
rutind la medicul stomatolog spre a evita dezvoltarea
ADM sau tratamentul lor in formele incipiente.

Anomaliile de formd usoard si o buna parte din
cele moderate pot fi tratate cu succes prin tratament
ortodontic, pe cand in cazul anomaliilor severe, cu
dezechilibre scheletale importante si manifestate
clinic prin complexe de imperfectiune, chirurgia or-
tognaticd vine si le corecteze prin efectuarea inter-
ventiilor chirurgicale la nivelul maxilarului superior,
inferior sau bimaxilar. Termenul ,,ortognatic provi-
ne de la grecescul ,,orthos® ce semnificd ,,a indrepta“
si ,gnatos“ — ,,maxilar® Fonseca R., Marciani R., de-
finesc chirurgia ortognatica ca arta si stiinta de dia-
gnostic, planificare §i tratament, combinand metode-
le ortodontice si chirurgicale maxilofaciale pentru a
corecta deformdrile musculo-scheletale, dento-osoa-
se si ale tesuturilor moi ale maxilarelor si structuri-
lor asociate [3]. Conform datelor din literatura de
specialitate, s-a definit un protocol standard privind
conduita diagnostica si terapeuticd pentru pacientii
ce vor urma un tratament ortodontico-chirurgical.
Acesta consta in urmatoarele etape: stabilirea dia-
gnosticului §i a conduitei terapeutice chirurgical-
ortodontice, tratamentul ortodontic pre-chirurgical,
tratamentul chirurgical propriu-zis, tratamentul or-
todontic post-chirurgical [2].

Pentru stabilirea metodei de tratament (orto-
dontic sau combinat ortodontico-chirurgical) este
esentiald elaborarea unui diagnostic corect si com-
plet, ortodontic si chirurgical prin examen fotostatic,
modele de studiu, examen radiologic (ortopantomo-
grafie (OPG), tomografie computerizatd cu fascicol
conic (CBCT), teleradiografie de profil (TRG)), sca-
nare intraorald.

Introduction

Dento-maxillary anomalies (DMA) are charac-
terized by primary or acquired growth and devel-
opment disorders of the dental system or maxillary
bone bases, involving significant changes in the ar-
chitecture of the viscerocranium with a dental mal-
occlusion [10].

Epidemiological studies carried out by authors
from different countries demonstrate that DMA are
a current topic of discussion, with a constantly in-
creasing frequency and can be detected in different
age groups. Thus, according to the data of the de-
scriptive study ,,Morbidity due to dento-maxillary
anomalies in Republic of Moldova” (2015), carried
out within the Department of Orthodontics of Nico-
lae Testemitanu SUMPh by Trifan Valentina, Lupan
Ion, Calfa Sabina, Trifan Daniela, it was determined
that the index of affecting the population by DMA
in our country is quite high (at 11-14 years an index
of 55,8% was determined, at 15-18 years — 30,8%)
[10]. Through these data we can conclude a large in-
crease in DMA compared to previous studies, which
induces the need for prophylactic and interceptive
orthodontic treatment during the period of growth
and development of the dento-maxillary apparatus.
In this sense, it is necessary that parents came togeth-
er with their children for a routine visit to the dentist
to avoid the future development of jaw anomalies or
their treatment in early forms.

Mild anomalies and a good part of the moderate
ones can be successfully treated by orthodontic treat-
ment, while in the case of severe anomalies, with im-
portant skeletal imbalances and clinically manifested
by imperfection complex, orthognathic surgery
comes to correct them by performing surgical inter-
ventions at upper, lower or both jaws. The term ,,or-
thognathic” comes from the Greek ,orthos” mean-
ing ,to straighten” and ,gnatos” — ,jaw”. Fonseca
R., Marciani R., define orthognathic surgery as the
art and science of diagnosis, planning and treatment,
combining orthodontic and maxillofacial surgical
methods to correct musculoskeletal, dental and soft
tissue deformities of the jaws and associated struc-
tures [3]. According to the data from the specialized
literature, a standard protocol has been defined re-
garding the diagnosis and therapeutic conduct for
the patients who will undergo orthodontic — surgi-
cal treatment. It consists of the following stages: es-
tablishing the diagnosis and the orthodontic — sur-
gical conduct, pre-surgical orthodontic treatment,
the surgical treatment and the post — surgical orth-
odontic treatment [2].

In order to establish the treatment method (orth-
odontic or combined orthodontic — surgical), it is
essential to develop a correct and complete orth-
odontic and surgical diagnosis through photostatic
examination, study models, radiological exami-
nation (orthopantomography (OPG), cone beam
computed tomography (CBCT), profile teleradiog-
raphy (TRG)), intraoral scanning. The final treat-
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Decizia finald de tratament este o ,,simbiozd“ a
mai multor factori: preferintele si motivatia paci-
entului, indicii cefalometrici scheletali si dentari,
profilul tesuturilor moi, disponibilitatea aparataju-
lui specific de diagnostic, planificare §i tratament.
La fel, atunci cand se discuta necesitatea unui tra-
tament combinat ortodontico-chirurgical, se acordd
o atentie maxima probabilititii de a atinge céteva
obiective de baza doar printr-un tratament orto-
dontic i in ce masurd acestea pot fi atinse, ne re-
ferim la redresarea ocluziei dentare si stabilitatii ei,
a esteticii si simetriei faciale, a pozitiei articulatiei
temporo-mandibulare (ATM) si asigurarea unei
buni permeabilitati a cdilor aeriene, fard a neglija
sanatatea parodontala [4,6].

Indicii cefalometrici scheletali si dentari, precum
si profilul tesuturilor moi au un rol-cheie in depis-
tarea pacientilor ce necesitd tratament combinat
ortodontico-chirurgical. Ker si al. [8,9] au raportat
necesitatea interventiei chirurgicale la pacientii cu
malocluzie clasa III ce au unghiul ANB < — 4°, in-
clinarea incisivilor inferiori < 83° fata de planul man-
dibular, unghiul Holdaway mai mic de 12°, Wits <
— 5,8 mm. Cu privire la clasa II-a scheletatd, acestea
sunt mai des tratate printr-un camuflaj ortodontic
decat clasa III. Tucker MR, in 1995, a constatat ca
adolescentii cu clasa II-a, ce au incheiat perioada de
crestere, ar avea nevoie de chirurgie in tratamentul
malocluziei daca overjetul > 10 mm [11]. In pofida
tuturor variabilelor, riméne responsabilitatea medi-
cului clinician sé fie obiectiv si sd aduca la cunostinta
pacientului toate metodele alternative de tratament,
inclusiv metoda care o considera de preferintd pen-
tru cazul dat din aspect medical (cu referire la reabi-
litarea morfo-functionald si esteticd) si impreuna cu
pacientul sa decida asupra metodei optimale si din
considerentele pacientului (cu referire la timpul de
reabilitare, costurile, morbiditatea, complicatiile po-
sibile, influente psiho-emotionale din mediul apro-
piat).

Varietatea spatiald a anomaliilor le conferd un
caracter complex, iar in acest studiu ne vom axa asu-
pra ADM in plan sagital, in special pacientii cu ma-
locluzii de clasa II si III Angle, care au un potential
mai mare de dizarmonii faciale, si ar putea necesita
tratament combinat ortodontico-chirurgical si doar
asupra etapei chirurgicale din protocolul standard.

Tratamentul chirurgical de bazi pentru ADM
de clasa II vizeazd una din urmatoarele optiuni, in
depedentd de forma scheletala a acesteia: avansarea
mandibulei retrognate, retrudarea maxilarului pro-
gnat, asocierea lor [2]. Tehnicile chirurgicale de os-
teotomie folosite pentru avansarea mandibulei sunt:
osteotomia sagitald a ramului mandibular (BSSO)
dupd Obwegeser — Dal Pont, osteotomia verticald
a ramului mandibular, osteotomia in ,,L inversat” a
ramului mandibular. In urma simulirii digitale a mai
multor tehnici chirurgicale, medicul o alege pe cea
optimala pentru fiecare caz in parte. Totusi, cea mai
cunoscutd si des utilizatd este BSSO [7]. La maxilarul

ment decision is a symbiosis of several factors: pa-
tient preferences and motivation, skeletal and dental
cephalometric indices, soft tissue profile, availabil-
ity of specific diagnostic equipment, planning and
treatment. Likewise, when discussing the need for a
combined orthodontic — surgical treatment, maxi-
mum attention is paid to the probability of achiev-
ing some basic objectives only through orthodontic
treatment and to what extent they can be achieved:
the restoration of the dental occlusion and its stabil-
ity, aesthetics and facial symmetry, the position of
the temporomandibular joint and ensuring a good
patency of the airways, without neglecting periodon-
tal health [4,6]. Skeletal and dental cephalometric in-
dices, as well as the soft tissue profile, have a key role
detecting patients who require combined orthodon-
tic — surgical treatment. Ker et al. [8,9] reported the
need for surgical intervention in patients with class
III malocclusion who have the ANB angle < -4°, the
inclination of the lower incisors < 83° relative to the
mandibular plane, the Holdaway angle less than 12°,
Wits < -5,8 mm. Regarding skeletal class II, it is more
often treated through orthodontic camouflage than
class III. Tucker MR, in 1995, found that adolescents
with class II, who have completed the growth period,
would need surgery in the treatment of malocclusion
if the overjet > 10 mm [11]. Despite all the variables,
it remains the responsibility of the clinician to be
objective and to inform the patient of all alternative
methods of treatment, including the method he con-
siders preferable for the given case from a medical
point of view (with reference to morpho-functional
and aesthetic rehabilitation) and together with the
patient to decide on the optimal method that will
also satisfy his preferences (rehabilitation time, costs,
morbidity, possible complications, psycho — emo-
tional influences).

The spatial variety of anomalies gives them a
complex character, and in this study we will focus
on DMA in the sagittal plane, especially patients
with class IT and III Angle malocclusions, who have
a greater potential for facial disharmony, and may re-
quire orthognathic treatment, and only on the surgi-
cal stage of the standard protocol.

The basic surgical treatment for class II jaw dis-
crepancy aims at one of the following options, de-
pending on its skeletal form: advancement of the
retrognathic mandible, retrusion of the prognathic
maxilla, or both [2]. The osteotomy techniques used
for mandibular advancement are: Obwegeser — Dal
Pont osteotomy of the mandibular ramus (BSSO),
vertical osteotomy of the mandibular ramus, ,,invert-
ed L osteotomy of the mandibular ramus. After the
digital simulation of several surgical techniques, the
doctor chooses the optimal one for each individual
case. However, the most well-known and often used
is BSSO [7]. In the upper jaw is used Le Fort 1 osteot-
omy with maxillary retraction, or segmental Le Fort
1 with retraction in the case of a prognathic maxilla
associated with transverse discrepancies [2].



superior, se utilizeaza osteotomia de tip Le Fort 1 cu
retrudarea maxilei, Le Fort I segmentard cu retrudare
in cazul unor proalveolodentii maxilare, asociate cu
discrepante transversale [2].

Pentru pacientii cu ADM de clasa IIl-a, inter-
ventia chirurgicald are drept scop retrudarea man-
dibulei, sau/si avansarea maxilei [2]. Tinand cont de
forma scheletald a anomaliei, se va alege intre oste-
otomie mono- sau bimaxilara. Pentru osteotomiile
bimaxilare se va practica o interventie chirurgicald
complexa, la maxild cel mai frecvent o osteotomie de
tip Le Fort 1 cu avansarea maxilei si osteotomie sagi-
tald a mandibulei Obwegeser — Dal Pont cu retruda-
rea mandibulei. Daca este necesar, la aceastd etapa se
poate realiza si o genioplastie.

Scopul lucrarii

Evaluarea particularitatilor de diagnostic si tra-
tament a pacientilor cu anomalii dento-maxilare in
plan sagital.

Material si metode

Cercetarile clinice au la baza studiul descriptiv
retrospectiv (2016—2021) — utilizind arhivele cli-
nice din ultimii 5 ani, din cadrul Institutiei Medi-
co-Sanitare Publice Institutul de Medicina Urgentd
(IMSP IMU) si clinicii stomatologice ,,Omni Dent",
prospectiv (2020—2021), perioada in care s-a efectu-
at studiul curent.

In studiul nostru s-au inclus 22 de pacienti (14
femei — 63,63% si 8 barbati — 36,36%) cu vérsta cu-
prinsd intre 20 si 46 ani, cu anomalii dento-maxilare
in plan sagital. In cadrul IMSP IMU s-a realizat etapa
chirurgicald propriu — zisa din cadrul tratamentului
combinat ortodontico-chirurgical, iar in cadrul cli-
nicii stomatologice ,,Omni Dent® a avut loc evaluarea
clinicd i paraclinica (examen fotostatic, modele de
studiu, examen radiologic prin OPG, CBCT, TRG
cu aparatul Orthophos SL, Dentsply Sirona, scanare
intraorald cu scanerul Trios 3(3Shape)) a pacienti-
lor, planificarea virtuald a interventiei chirurgicale
(programul Dolphin 3D Imaging and Management
Solutions) si printarea 3D a ghidurilor chirurgicale
si a splinturilor ocluzale. Parametrii statistici evaluati
la pacientii inclusi in studiu sunt: varsta, sexul, data
interndrii, clasa anomaliei scheletale in plan sagital,
proportionalitatea etajelor fetei, simetria faciald, pro-
filul facial, tipul ocluziei, caracterul mono/bimaxilar
al interventiei, tipurile de osteotomii utilizate, regi-
unea operatorie, numarul de situs — uri chirurgica-
le, durata operatiei, numérul zilelor de spitalizare si
complicatiile apéarute.

Initial, pacientii au urmat tratament ortodontic
pre-chirurgical, iar planul de reabilitare a fost concor-
dat in comun cu echipa de medici ortodont-chirurg.
Tratamentul ortodontic pre-chirurgical (aproximativ
1 an) a avut drept scop decompensarea ocluzald in
cele trei planuri, pozitionarea dintilor in functie de
baza osoasa si corectia arcadelor dentare. S-a conti-
nuat cu evaluare cefalometrica in vederea planificarii

For patients with class III jaw discrepancies,
the surgical intervention aims to move backward
the mandible, or/and advance the maxilla [2]. Tak-
ing into account the skeletal form of the anomaly, a
choice will be made between mono- or bimaxillary
osteotomy. For bimaxillary osteotomies, a complex
surgical intervention will be performed, in maxilla
most frequently a Le Fort 1 type osteotomy with ad-
vancement of the maxilla and Obwegeser — Dal Pont
sagittal osteotomy with retraction of the mandible. If
necessary, a genioplasty can also be performed at this
stage.

The purpose of the study

Evaluation of the particularities of diagnosis and
treatment of patients with dento-maxillary anoma-
lies in the sagittal plane.

Material and methods

The clinical research is based on the retrospective
descriptive study (2016—2021) — using the clinical
archives of the last 5 years, from the Emergency Med-
icine Institute (EMI) and the ,,Omni Dent” dental
clinic, prospectively (2020—2021), period in which
the current study was carried out.

Our study included 22 patients (14 women —
63,63% and 8 men — 36,36%) aged between 20 and
46 years, with dento-maxillary anomalies in the sag-
ittal plane. In the EMI was realized the surgical stage
within the combined orthodontic — surgical treat-
ment and in the ,,Omni Dent” dental clinic took place
the clinical and paraclinical evaluation of patients
(photostatic examination, study models, radiological
examination with the Orthophos SL device, Denstply
Sirona, intraoral scanning with the Trios 3(3Shape)
scanner), virtual surgical planning (Dolphin 3D Im-
aging and Management Solutions program) and 3D
printing of surgical guides and occlusal splints. The
statistical parameters evaluated are: age, sex, date of
hospitalization, class of skeletal anomaly, proportion-
ality of face, facial profile, facial symmetry, occlusion,
mono/bimaxillary character of surgery, types of os-
teotomies, the region of surgery, number of surgical
sites, the duration of surgery, days of hospitalization
and complications.

Initially, the patients underwent pre-surgical
orthodontic treatment, and the rehabilitation plan
was jointly agreed with the orthodontist-surgeon
team. The pre-surgical orthodontic treatment (1
year) aimed at occlusal decompensation in the three
planes, positioning the teeth according to the bone
base and correction of the dental arches. Cephalo-
metric evaluation was continued in order to plan the
surgery, to evaluate the feasibility of the intervention
and define the necessary intraoperative milestones.
At this stage the initial TRG and the one after orth-
odontic decompensation will be compared to see if
the obtained cephalometric parameters are optimal
to move to the surgical stage. In the conditions of
a bone base not previously corrected by tooth tip-
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Figura 1. Examenul clinic si paraclinic al pacientului Z/M. A. Aspect fotografic exobucal (profil stanga, norma frontald, profil dreapta). B.
Scanarea intraorala (profil stinga, norma frontala, profil dreapta). C. OPG preoperator. D. TRG de profil. E. Metoda Penn pentru determinarea
discrepantei transversale. F. CT reconstructie 3D. G. CT de profil. (Cazuistica Omni Dent)

Figure 1. Clinical and paraclinical examination of patient Z/M. A. Exobuccal photographic appearance (profile left, frontal view, profile right).B.
Intraoral scanning (profile left, frontal view, profile right).C. Presurgical OPG. D. Profile teleradiography. E. Penn method for determining the
transverse discrepancy. F. CT 3D reconstruction. G. Profile CT (Omni Dent case)

interventiei chirurgicale, pentru evaluarea fezabilita-
tii interventiei si definirea reperelor necesare intrao-
perator. Mentionam c la aceasta etapa se va compara
TRG initial si dupa decompensarea ortodonticd pen-
tru a vizuliza daca parametrii cefalometrici obtinuti
sunt optimali pentru a trece la etapa chirurgicald
propriu-zisi. In conditiile unei baze osoase necorec-
tate prealabil de basculdri dentare, pacientul ar putea
prezenta o inocluzie sagitald i verticala semnificati-
va. Este deci obligatorie repozifionarea ortodontica

ping, the patient could present a significant sagittal
and vertical inocclusion. Orthodontic repositioning
of the dento-alveolar arches is therefore mandatory,
depending on the type of intervention envisaged.
The patients in the study group were evaluated as
in the case of other pathologies in maxillofacial ter-
ritory, first of all through the clinical examination,
which denotes, as a particularity, changes in skel-
etal and dento-alveolar development visible from
the frontal and sagittal norm, in the three reference



Figura 2. Etapele interventiei chirurgicale. A. Despicarea ramului mandibular pe dreapta. B. Despicarea ramului mandibular pe stanga. ,D.

Fixarea placutei de osteosintezd pe dreapta si stanga. E. Marcarea osteotomiei Le Fort 1. F. Marcarea osteotomiilor segmentare. G. Pozitionarea
splintului ocluzal si a imobilizarii intermaxilare. H. Fixarea placutelor de osteosinteza la maxild.

Figure 2. Stages of surgery. A.BSSO right. B.BSSO left. C,D.Fixation of the osteosynthesis plates left and right. E. Marking of Le Fort 1 osteotomy.
F. Marking of segmental Le Fort 1 osteotomies. G.Positioning of occlusal splint and intermaxilary immobilization. H.Fixation of osteosynthesis
plates to the maxilla.

a arcadelor dento-alveolare in functie de tipul inter-
ventiei preconizate.

Pacientii din lotul de studiu au fost evaluati ca si
cazul altor patologii in sfera OME, in primul rand,
prin examenul clinic, ce denotd, ca particularitate,
modificédri de dezvoltare scheletala si dento-alveola-
rd vizibile din normd frontald si sagitald, in cele trei
planuri de referinta (sagital, transversal, vertical). La
toti pacientii s-a realizat examenul fotostatic exo- si
endooral, evaluind proportionalitatea etajelor fetei,
simetria faciala, treapta labiald, unghiul nazo-labial,
unghiul labio-mentonier, profilul facial, raportul in-
terlabial, conturul mentonului, unghiul mandibular,
conturul osului malar, ocluzia statica si dinamica a
pacientului. Examenul paraclinic radiologic s-a efec-
tuat la aparatul Orthophos SL, prin programul Sid-
exis.4. La pacientul Z/M din studiul nostru (Figura
1), examindrile OPG si CBCT au pus in evidenta
anodontia dintelui 4.2 si o discrepantd in plan trans-
versal de — 8 mm (valoare calculatd dupa metoda
University of Pennsylvania CBCT Analysis). Analiza

planes (sagittal, transverse and vertical). All patients
underwent exo- and endooral photostatic examina-
tion, evaluating the proportionality of the facial lay-
ers, facial symmetry, labial step, labio—chin angle,
facial profile, interlabial ratio, chin contour, mandib-
ular angle, malar bone contour, static and dynamic
occlusion. The paraclinical radiological examina-
tion was performed with the Orthophos SL device
through the Sidexis.4 program. The OPG and CBCT
examinations of our patient Z/M (Figure 1) revealed
tooth 4.2 anodontia and a transversal plane discrep-
ancy of 8 mm (value calculated according to the
University of Pennsylvania CBCT Analysis method).
The cephalometric analysis based on TRG confirmed
the diagnosis of DMA class III skeletal form, with
mandibular prognathism and, respectively, the need
for surgical intervention through the values of the
following cephalometric indices: SNA= 84,9°, SNB=
87,2°, ANB= -2,3°, AoBo= -14 mm. The analysis of
soft tissues revealed the following data: the upper lip
at the E plane = — 5,6 mm and the lower lip at the
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Figura 3. Pacientul Z/M, 24 ani. Analiza comparativa pre- si postoperator: A. TRG preoperator. B.TRG 1 luna postoperator. (Cazuistica Omni Dent)

Figure 3. Patient Z/M, 24 y/o. Comparative pre- and postsurgical analysis: A. Presurgical TRG. B.TRG 1 month after surgery. (Omni Dent case)

cefalometricd in baza TRG a confirmat diagnosticul
de ADM clasa IIT forma scheletald, cu prognatism
mandibular si, respectiv, necesitatea interventiei chi-
rurgicale prin valorile urmdtorilor indici cefalome-
trici: SNA = 84,9°, SNB = 87,2°, ANB = -2,3°, AoBo
= -14 mm. Analiza {esuturilor moi a pus in evidenta
urmatoarele date: buza superioard la planul E = —
5,6 mm, iar buza inferioara la planul E = 1,7 mm,
cifre specifice profilului concav, ce se prezinta clinic
printr-o treapta labiald mezializata.

Urmeaza digitalizarea arcadelor dentare utilizand
scanerul intraoral Trios 3(3Shape) si suprapunerea
datelor computer tomografului cu modelele virtuale
ale arcadelor dentare scanate, printr-un proces de tri-
angulare, obtinand imagini tridimensionale ale tesu-
turilor moi, scheletului osos si ale dintilor. Planifica-
rea chirurgicald virtuala s-a realizat prin intermediul
programului Dolphin 3D Imaging and Management
Solutions, ulterior, cu transferul planului virtual in
sala de operatie prin ghidurile chirurgicale si splin-
turile ocluzale.

Pentru reabilitarea pacientilor cu ADM clasa III
Angle, forma scheletald, planul de tratament include
cel mai frecvent osteoplastie bimaxilard cu retruda-
rea mandibulei si avansarea maxilei. Similar, in ca-
zul pacientului Z/M (Figura 2) planul de tratament
a inclus chirurgie ortognatd bimaxilara Le Fort 1 cu
segmentarea maxilarului superior prin 2 osteoto-
mii paramediane (expansiune 8 mm) si avansare (3
mm); la mandibuld — BSSO bilateral sagittal-split
osteotomy dupa Obwegeser (1954), modificata de
Dal-Pont (1961) cu distalizarea mandibulei (4 mm),
cu rotatia maxilo-mandibulara contra acelor de cea-
sornic cu 6 grade. Etapa chirurgicala s-a efectuat in
sectia de chirurgie oro-maxilo-faciald a IMSP IMU

E plane = 1,7 mm, indices that are specific for a con-
cave profile, which is clinically presented by a mesi-
alized labial step. This is followed by digitizing the
dental arches using the Trios 3Shape intraoral scan-
ner and overlaying the CBCT data with the virtual
models of the scanned dental arches through a tri-
angulation process, obtaining 3D images of the soft
tissues, skeleton and teeth. Virtual surgical planning
was done through Dolphin 3D Imaging and Manage-
ment Solutions, with subsequent transfer of the vir-
tual plan to the operating room via surgical guides
and occlusal splints.

The rehabilitation treatment plan of patients with
Class III jaw discrepancies commonly includes bi-
maxillary osteoplasty with mandibular retraction
and maxillary advancement. Similarly, in the case of
patient Z/M (Figure 2) the treatment plan included a
bimaxillary orthognathic surgery — Le Fort 1 oste-
otomy with segmentation of the upper jaw through
2 paramedian osteotomies (expansion 8 mm) and
advancement (3 mm), BSSO with distalization of the
mandible (4 mm) followed by a maxillo — mandibu-
lar rotation counter — clockwise by 6 degrees. The
surgical stage was performed in the Maxillofacial
surgery Department of EMI under general anesthe-
sia with naso-tracheal intubation.

The stages of the surgery common to both jaws
and for all patients in the study followed: after an-
esthesia and prior processing of the operative field,
the incision was made, followed by the detachment
of the mucoperiosteal flap, the osteotomy, reposi-
tioning of the fragments in the planned position by
means of the occlusal splints, fixation of fragments
with titanium plates and osteosynthesis screws, in-
termaxillary immobilization, hemostasis and anti-
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septic processing, sutur-
ing, drainage. In order to

6 6
| 5
not damage the neighbor-
3 ing anatomical forma-
' tions (nasal floor mucosa,
cresterea pragului algic. ; 2 inferior alveolar nerve,
Etapele  propriu-zise ’ . palatine nerve), the sur-

ale interventiei chirugicale
comune ambelor maxilare
si pentru toti pacientii din
studiu au urmat: dupa an-
estezie si prealabila prelu-
crare a campului operator,
s-a efectuat incizia, deco-
larea lamboului muco-pe-
riostal, osteotomia, repo-
zitionarea fragmentelor in
pozitia planificatd prin intermediul
ghidurilor chirurgicale si a splinturi-
lor ocluzale, fixarea cu placute de ti-
tan si suruburi de osteosintezd a frag-
mentelor, imobilizarea intermaxilar3,
hemostaza si prelucrarea antiseptici,
suturarea, drenarea. Pentru a nu leza
formatiunile anatomice invecinate
(FVNAI mucoasa planseului nazal,
FVNP), manoperele chirurgicale au
fost efectuate cu precautie. Posto-
perator, zilnic se fac pansamente si
este de datoria pacientului sd atraga
o atentie deosebita igienei bucale,
pentru a evita asocierea unor proce-
se inflamatorii. Drenurile se inlatura
la 2-3 zile, iar suturile la 7-8 zile. Se
administreaza medicatie antimicro-
biand cu penicline sau cefalosporine
5-7 zile, antiinflamatoare 2-3 zile si
analgetice la durere. Pentru a aprecia
corectitudinea interventiei chirurgi-
cale se efectueaza, de obicei, la 3-7
zile postoperator examen radiologic
de control. La indepartarea imobili-
zdrii intermaxilare (1 luna), se conti-
nud cu tratamentul ortodontic post-
chirurgical. Obiectivul principal al
etapei ortodontice post-chirurgicale
este contentia ocluzala a rezultatului
operator. Alte obiective ar fi: inchide-
rea spatiilor interdentare reziduale,
corectarea inocluziei verticale, alini-
erea dentard, sau alte corectii ocluzale

20-24 ani

Figura 4. Repartizarea pe grupe de varstd a pacientilor din grupul

Figure 4. Distribution by age groups of patients in our study

gery was performed with

30-34 ani _ caution. Postoperatively,
35-40 ani : .

41-46 ani bandages are applied dai-

ly and it is the patient's
duty to pay attention to
oral hygiene, to avoid the
association of inflam-
matory processes. The
drains are removed after
= Femei 2-3 days, sutures after
7-8 days. Antimicrobial medica-
tion is administered for 5-7 days,
anti-inflammatory drugs for 2-3
days and pain relievers. A control
radiological examination is usually
performed 3-7 days after surgery.
When the intermaxillary immo-
bilization is removed (1 month),
post-surgical orthodontic treatment
is continued, whose objectives are:
Figura 5. Repartizarea dupa gen a the occlusal contention of the result,

25-29 ani

de studiu

= Barbati

pacientilor din grupul de studiu closing residual interdental spaces,
Figure 5.Gender distribution of correcting vertical inocclusion, den-
patients in the study group tal alignment, or other minor oc-

clusal corrections. Patients are usu-
ally monitored at 1,2,6 months and 1
year postoperatively (Figure 3).
Following the radiological ex-
aminations, compared to the initial
situation, Figure 3 shows an obvious
improvement of the facial appear-
ance by correcting the mandibular
prognathism, the 2 jaws being in a fa-
vorable position, with the minimiza-
tion of functional disturbances, thus
the initial inferiority complex also
Figura 6. Repartizarea dupa clasd disappeared. Through the patient
scheletals a pacientilor cuADMinplan ~ Z/M case with his diagnostic pecu-
sagital liarities: Class III dento-maxillary
anomaly, skeletal form with man-
dibular prognathism and transverse
discrepancy in the upper jaw, we
highlight the stages of the standard
protocol regarding the diagnostic

Figure 6. Distribution by skeletal class
of patients with jaw discrepancies in
the sagittal plane

minore. Pacientii sunt, de obicei, monitorizati la 1, and therapeutic conduct for patients who will under-
2, 6 luni si 1 an postoperator (Figura 3).Consecutiv go orthognathic surgery and, at the same time, dem-
examindrilor radiologice, comparativ cu situatia ini- onstrating that severe DMA, which cannot be treated
tiald, in Figura 3 se vizualizeaza o ameliorare vaditd a by an orthodontic camouflage, can be rehabilitated
aspectului facial din fatd, cét si din profil, prin corec- by a complex treatment with meticulous planning,
tarea prognatismul mandibular, cele 2 maxilare afldn- respecting the consecutiveness of the orthodontic
du-se intr-o pozitie favorabila intre ele si fatd de baza and surgical stages, good collaboration between spe-
craniului, cu minimalizarea dereglérilor functionale, cialists and patient motivation in following all rec-

astfel a dispérut si complexul de inferioritate initial. ommendations.
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Prin prisma pacien-
tului Z/M cu particulari-
tatile sale de diagnostic:
Anomalie dento-maxila-
rd clasa III Angle, forma
scheletala cu prognatism
mandibular si discrepanta
transversald la maxilarul
superior, punem in evi-
dentd etapele protocolului
standard privind condu-
ita diagnostica si terape-
utica pentru pacientii ce
vor urma un tratament
ortodontico-chirurgical
si, in acelasi timp, demon-
strAnd ca ADM severe, ce
nu pot fi tratate printr-un
camuflaj ortodontic, pot
fi reabilitate printr-un
tratament complex or-
todontico-chirurgical cu
planificiri  meticuloase,
respectarea consecutivi-
tatii etapelor ortodontice
si chirurgicale, conlucra-
re bund intre specialisti si
motivatia pacientului in
respectarea tuturor reco-
mandarilor.

Rezultate si discutii

In distributia pacien-
tilor pe grupe de vérstd
(Figura 4), observam pre-
dominarea pacientilor cu
virsta cuprinsd intre 25-29
ani (27,27%) si 30-34 ani
(27,27%), care s-au adre-
sat pentru tratament chi-
rurgical. Vérsta minima
a pacientilor din grupul
de studiu este de 20 ani si
corespunde cu indicatiile
catre chirurgie ortognati-
ca descrise in literatura de
specialitate despre defini-
tivarea cresterii scheletu-
lui facial inainte de opera-
tie. Varsta maxima este de
46 ani si vine sa accentue-
ze ca si persoanele mai in
varstd au motivatie citre
aceastd metoda de trata-
ment, argumentﬁnd-o cu
acuze functionale care le

38;2%

974; 57%

303; 18%

® Clasa | Angle = (Clasa2 Angle = Clasa 3 Angle Fari patologic

Figura 7. Frecventa malocluziilor sagitale in RM in lotul de
cercetare (2015)

Figure 7. Frequency of sagittal malocclusions in Moldova in the
research group (2015)
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Figura 8. Caracterul monomaxilar sau bimaxilar al interventiilor de
chirurgie ortognatd

monomaxilar

Figure 8. Monomaxillary or bimaxillary nature of orthognathic
surgeries in our study
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Figura 9. Frecventa tipurilor de osteotomii utilizate in chirurgia

ortognatica
Figura 9. Frequency of osteotomy types used in orthognathic
surgery
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Figura 10. Dependenta dintre durata operatiei (min) si tipul de
interventie chirurgicala

Figure 10. The dependence of the duration of the surgery (min)
and the type of surgery

Results and discus-
sions

In the distribution
of patients by age group
(Figure 4), we observe the
predominance of patients
aged between 25-29 years
(27,27%) and 30-34 years
(27,27%), who applied for
surgical treatment. The
minimum age of the pa-
tients in the study group is
20 years and corresponds
to the indications for or-
thognathic surgery de-
scribed in the specialized
literature about the final-
ization of the facial skel-
eton growth before sur-
gery. The maximum age is
46 years and it emphasizes
that even older people are
motivated towards this
treatment method, argu-
ing it with functional chief
complaints that alter their
way of life, unlike young-
er people — who invoke
primarily aesthetic com-
plaints.

The ration between
the female and male sex
(Figure 5), who opted
for surgical treatment
is 1.75:1, which results
from the fact that the fe-
male gender is more sus-
ceptible to an inferiority
complex that affects their
daily life in the condi-
tions an imperfection of
the face compared to the
male gender. The average
age of male patients is 28
years and of female pa-
tients — 22 years, values
that do not emphasize a
big difference in the aver-
age age of addressing for
a complex treatment.

According to the dis-
tribution of patients by
skeletal class, we observe
the predominance of pa-
tients with skeletal Class
III (17 people, 77,3%),

altereazd modul de viatd, spre deosebire de tineri —
care invoca in primul rind acuze estetice.

Raportul dintre sexul feminin si cel masculin (Fi-
gura 5), care au optat pentru tratament chirurgical

compared to skeletal Class II (5 people, 22,7%),
who underwent orthognathic treatment (Figure 6).
However, the frequency of Class III sagittal maloc-
clusion in Moldova is the lowest — 2% in the study



este de 1,75:1, ce rezultd din faptul ca genul feminin
este mai susceptibil la un complex de inferioritate
care sd-i afecteze viata cotidiana in conditiile unei
imperfectiuni ale scheletului facial fata de genul mas-
culin. Varsta medie a pacientilor de sex masculin este
de 28 ani, iar a celor de sex feminin — 33 ani, valori
ce nu accentueaza o diferen{d mare a varstei medii de
adresare pentru un tratament combinat ortodontico-
chirurgical.

Conform repartizarii pacientilor cu ADM in plan
sagital dupd clasa scheletald, observam predomina-
rea pacientilor cu clasa III scheletald (17 persoane,
77,3%), fatd de clasa II scheletald (5 persoane, 22,7%),
ce au urmat tratament chirurgical ortognatic (Figura
6). Cu toate acestea, frecventa malocluziei sagitale de
clasa 3 Angle in Republica Moldova (2015), este cea
mai micd — 2% in studiul realizat in cadrul Catedrei
de ortodontie ,,Morbiditatea prin anomalii dento-
maxilare in RM“ (Figura 7).

Opinia noastrd este cd efectudnd un raport orien-
tativ intre numdrul de cazuri de operatii la numarul
de pacienti cu malocluzie, observam ca interventiile
chirurgicale pentru clasa 2 au fost efectuate in numar
mai mic decat indicate. Aceste date sunt in consens
cu studiile analizate din literatura de specialitate, care
afirma ca pacientii cu ADM clasa IT Angle prefera ca-
muflaj ortodontic ca metodé de tratament de electie,
obtinandu-se in cadrul sdu si o armonizare a esteti-
cii faciale, pe cand formele gnatice ale ADM clasa III
Angle, cu prognatism mandibular adevarat — sunt
exclusiv tratate chirurgical.

Cele mai multe ADM in plan sagital au fost tra-
tate prin operatii ortognatice bimaxilare, la nivelul
maxilei si mandibulei (40,9%), urmate de operatii
monomaxilare cu interesarea maxilei (22,7%) si a
mandibulei (18,18%) (Figura 8). Despre acest lucru
au mentionat Johnston si al. [5], care au raportat
cé operatiile bimaxilare sunt mai frecvent intalnite
(aproximativ 75% din cazuri), avind o rata de reusitd
de 3,4 ori mai mare fatd de cele monomaxilare.

Procentul mai scizut al operatiilor chirurgicale cu
caracter bimaxilar obtinut in studiul nostru — 40,9%
decat cel prezentat de Johnston si al. — 75%, ar putea
fi motivat de faptul cd pacientii refuzi operatiile bi-
maxilare din cauza morbiditdtii mai mari ce {ine de
implicarea mai multor zone faciale, respectiv, a mai
multor formatiuni anatomice cu risc vital, fricii de
rezultatele postoperatorii, precum si din cauza opini-
ei rezervate a medicilor stomatologici despre metoda
respectiva de tratament, cu toate cd actualmente exis-
ta programe si soft — uri moderne de planificare si
tratament, ce ofera predictibilitate operatiei.

Osteotomiile de electie utilizate pentru operatia
de osteoplastie bimaxilard au fost Le Fort 1 pentru
maxilarul superior si osteotomia BSSO pentru man-
dibula.

In cazul in care diagnosticul de anomalie sche-
letald a implicat necesitatea repozitiondrii mentonu-
lui s-a realizat si o genioplastie printr-o osteotomie
orizontald a simfizei mentoniere sau genioplastie

conducted within the Department of Orthodontics
(2015) (Figure 7). Our opinion is that performing
an indicative ratio between the number of surgery
cases to the number of patients with malocclusion,
we note that the surgical interventions for Class
IT were performed in a smaller number than indi-
cated. These data are in agreement with the stud-
ies analyzed in the specialized literature, which
state that patients with Class II discrepancies prefer
orthodontic camouflage as the treatment method of
choice, while the gnathic Class III anomalies, with
true mandibular prognathism are exclusively surgi-
cally treated.

Most DMAs in the sagittal plane were treated by
bimaxillary surgeries, at the level of the maxilla and
mandible (40,9%), followed by monomaxillary sur-
geries involving the maxilla (22,7%) and mandible
(18,18%) (Figure 8). This was mentioned by John-
ston et al. [5], who reported that bimaxillary surger-
ies are more common (about 75% of cases), having
a 3-4 times higher success rate compared to mono-
maxilary ones. The lower percentage of bimaxillary
surgeries obtained in our study — 40,9 % than that
presented by Johnston et al. — 75%, could be mo-
tivated by the fact that patients refuse bimaxillary
operations due to the higher morbidity related to
the involvement of several facial areas, respectively,
several anatomical formations with vital risk, the fear
of postsurgical results, as well as due to the opinion
reserved by dentists about this method of treatment
although there are currently modern programs and
software for planning and treatment, which provides
predictability to the surgery.

The osteotomies of choice used for the bimax-
illary osteoplasty operation were the Le Fort 1 for
the upper jaw and the BSSO for the mandible. If the
diagnosis of a skeletal anomaly involved the need for
chin repositioning, a genioplasty was also performed
through a horizontal osteotomy of the chin symphy-
sis or extended genioplasty — chin wing. In patients
with the association of an anomaly in the transverse
plane like a narrow jaw type, a segmental Le Fort
1 osteotomy was used. The main types of osteoto-
mies, listed previously, as well as their frequency, are
shown in Figure 9. There is an obvious correlation
between the number of surgical sites and the ana-
tomical region of osteotomy with the actual duration
of the surgery. Thus, in Figure 10 we observe that
the longest operations lasted on average 325 min and
involved 3 surgical sites, and the shortest interven-
tions lasted on average 148 min and involved only
the maxilla. The more anatomical regions were in-
volved, the longer the duration of the intervention.
Bimaxillary operations, the most common in our
study, lasted an average of 300 min. In contrast to
the Le Fort 1 osteotomy for the upper jaw, the BSSO,
which also involved a single surgical site, took lon-
ger (216 min). This can be explained by the fact that
the mandible is a mobile, articulated bone and the
seat of numerous muscle insertions. Its anatomical
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extinsa — chin wing. La pacientii cu asocierea unei
anomalii si in plan transversal de tipul maxilar in-
gust, s-a recurs la o osteotomie Le Fort 1 segmentara.
Principalele tipuri de osteotomii, enumerate anterior,
dar si frecventa lor este prezentata in Figura 9.

Existd o corelatie evidentd intre numarul de si-
tus-uri chirurgicale si regiunea anatomica in care se
practica osteotomia cu durata propriu — zisa a in-
terventiei. Astfel, in Figura 10 observam ca cele mai
lungi operatii au durat in medie 325 mm si au inte-
resat 3 situs — uri chirurgicale, iar cele mai scurte
interventii au durat in medie 148 min si au interesat
doar osteotomia maxilei.

Cu cat mai multe regiuni anatomice au fost in-
teresate, cu atat durata interventiei a fost mai mare.
Operatiile bimaxilare, cele mai frecvent intalnite
in studiul nostru, au durat in medie 300 min. Spre
deosebire de osteotomia Le Fort 1 pentru maxilarul
superior, osteotomia bilaterald sagitald a ramului
mandibular, care, la fel, a interesat un singur situs
chirurgical, a durat mai mult (216 min). Acest lucru
poate fi explicat prin faptul cd mandibula este un os
mobil, articulat si sediul a numeroase inserii muscu-
lare. Caracteristicile sale anatomice, vizualizarea li-
mitata si dificild a pachetului vasculo-nervos alveolar
inferior in timpul osteotomiei sunt cateva din argu-
mentele oferite de literatura de specialitate ce sustin
gradul de dificultate mai mare a unei osteotomii la
nivelul mandibulei si justifica complicatiile operato-
rii din studiul nostru: fractura spontand nedirijatd a
fragmentului mic si supurarea plagii osoase.

Un timp mai mic al interventiei chirurgicale sca-
de gradul de morbiditate, hipoxia, creste aportul vas-
cular si nutritional al fesuturilor, respectiv stimuleaza
regenerarea. Totusi, tendinta de micsorare a duratei
unei interventii pentru ob{inerea avantajelor enume-
rate anterior, s-ar putea solda cu accidente si com-
plicatii mult mai grave. In acest sens, se considera ci
timpul optimal al unei interventii chirurgicale care sd
nu epuizeze rezervele organismului ar fi in medie de
3,5- 4h. Durata unei operatii de chirurgie ortognatd
monomaxilard dureazi in medie 2h, cea bimaxilara
respectiv 4h, in lipsa accidentelor si complicatiilor
intraoperatorii si se incadreaz, astfel, in timpul opti-
mal, atit pentru a permite organismului s se refaca,
cat si pentru o maxima atentie si concentratie a me-
dicului catre situs-ul operator.

Etapa chirurgicala din cadrul tratamentului
combinat ortodontico-chirurgical in sine compor-
td riscuri intraoperatorii §i postoperatorii, ce {in de
formatiunile anatomice ce traverseaza oasele maxi-
lare, motiv pentru care ele sunt aduse la cunostinta
si explicate pacientului preoperator. Trauma chirur-
gicala inevitabild in timpul operatiei pentru a avansa
sau a retruda oasele maxilare intr-o pozitie corecta
intre ele si fata de baza craniului, precum si pentru a
obtine o ocluzie fiziologica, duc intraoperator la he-
moragii sau hematoame si stiri postoperatorii accep-
tabile din punct de vedere a traumatismului suportat:
hipoestezie sau anestezie, edem, dureri.

characteristic, the limited and difficult visualization
of the inferior alveolar nerve bundle during the os-
teotomy are some of the arguments offered by the
specialized literature that supports the higher degree
of difficulty of an osteotomy at the level of the man-
dible and justify the operative complications in our
study: spontaneous fracture of the small fragment
and bone wound suppuration.

A shorter time of the surgery decreases the degree
of morbidity, hypoxia, increases the vascular and nu-
tritional intake of tissues, respectively stimulates
regeneration. However, the tendency to shorten the
duration of an intervention to obtain the previously
listed advantages could result in much more serious
accidents and complications. In this sense, it is con-
sidered that the optimal time of a surgery that does
not exhaust the body's reserves would be on average
3,5-4 hours. The duration of a monomaxillary or-
thognathic surgery lasts on average 2h, the bimaxil-
lary one respectively 4h, in the absence of intraopera-
tive accidents and complications and thus falls within
the optimal time, both to allow the body to recover
and for maximum attention and concentration of the
doctor to the surgical site.

The surgical stage of the orthognathic treatment
itself entails intraoperative and postoperative risks,
related to the anatomical formations that cross the
jawbones, which is why they are made known and
explained to the patient preoperatively. Unavoidable
surgical trauma during the operation to advance or
move backward the jawbones into a correct position,
as well as to achieve a physiological occlusion, leads
to intraoperative hemorrhages or hematomas and
postoperative conditions acceptable from the point
of view of the suffered trauma: hypoesthesia or anes-
thesia, edema, pain.

Conclusions

1. This study confirms that the combined orth-
odontic — surgical treatment is a safe method of
rehabilitating patients with jaw discrepancies in the
sagittal plane with postsurgical results clearly supe-
rior to intraoperative risks and complications, but
also a predictable method thanks to modern digital
planning programs.

2. The analysis of the statistical data based on the
medical records confirmed the data described in the
literature, thus in all operated patients we used the
BSSO for the lower jaw and the Le Fort 1 or segmen-
tal Le Fort 1 (in case of association of a transverse
discrepancy) for the upper jaw. If necessary, genio-
plasty was performed depending on the clinical form
of the anomaly in the sagittal plane.

3. The surgical treatment had the following par-
ticularities depending on the skeletal class: for pa-
tients with skeletal Class III (which make up 77,3%
of the study group) the standard treatment plan in-
volved to move backward the mandible, or/and ad-
vancement of the maxilla, and in the case of skeletal
Class IT (22,7% of all patients operated) — advance-



Concluzii

1. Acest studiu vine sd confirme cd tratamentul
combinat ortodontico-chirurgical este o0 metoda si-
gurd de reabilitare a pacientilor cu ADM in plan sa-
gital, cu rezultate postoperatorii net superioare riscu-
rilor si complicatiilor intraoperatorii, dar si 0 metoda
predictibila gratie metodelor moderne digitale de
planificare.

2. Analiza datelor statistice efectuate in baza fise-
lor medicale de staionar au confirmat datele descrise
in literaturd, astfel la toti pacientii operati s-a utilizat
osteotomia mandibulei prin BSSO si a maxilei prin
Le Fort 1 sau Le Fort 1 segmentard (in cazul asocierii
unei discrepante transversale). La necesitate s-a efec-
tuat genioplastie in functie de forma clinica a anoma-
liei in plan sagital.

3. Tratamentul chirurgical de stationar a avut ur-
matoarele particularitdti in functie de clasa scheleta-
l4: pentru pacientii cu clasa III scheletald (ce alcatu-
iesc 77,3% din lotul de studiu) planul de tratament
standard a presupus retrudarea mandibulei, sau/
si avansarea maxilei, iar in cazul clasei II scheletale
(22,7% din totalul pacientilor operati prin chirurgie
ortognatd) — s-a efectuat avansarea mandibulei re-
trognate sau/si retrudarea maxilarului prognat, cu
dezinsertia mugschiului pterigoidian intern pentru a
preveni recivida.
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