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Rezumat

Intoducere: Pina in prezent, reabilitatea
implanto-protetica a zonelor maxilare pos-
terioare cu atrofie osoasd severd, rimane a fi
cea mai solicitatd procedurd stomatologica.
Astfel utilizarea unui stabilizator de implan-
turi face posibila inserarea implanturilor
intr-o singura etapd, pind in regiunea mola-
ra, cu lucrarea proteticd mentinuta optimal
in ,,centrul masticator*.

Materiale si metode: Prezentarea unui
caz clinic, tratamentul fiind stabilit in baza
examenului clinic §i paraclinic. S-a decis
efectuarea elevirii membranei sinusale cu im-
plantare imediatd si utilizarea stabilizatorului
de implanturi.

Rezultate: Cind este prezent un os re-
zidual de < 3 mm, folosind stabilizatorul de
implant, se obtine o stabilitate primara a im-
planturilor dentare.

Concluzii: Procedura de sinus lifting si in-
serarea simultand a implanturilor este posibila
chiar si in cazul unui os rezidual subantral < 3
mm, prin aplicarea placutelor de osteosinteza.

Cuvinte-cheie: minipléci, atrofii severe,
implanturi dentare, os rezidual.

Introducere
Reabilitarea regiunilor maxilare posterioare
edentate, prezinta adesea o provocare din cauza can-
titatii insuficiente de os alveolar si a atrofiei osoase
severe. Atrofia osoasd rezultd in urma extractiilor
dentare, lipsa solicitdrii fiziologice (legea lui Wolff),
efectele bolii parodontale, resorbtia osoasa fiziologi-
cd, si nu in ultimul rind a pneumatizarii sinusului
maxilar. In dependenta de gradul de atrofia osoasi
Misch clasificé creasta edentata in 4 tipuri:
e Tip A- os suficient cu litimea > 6 mm, inélti-
mea > 12 mm, spatiu disponibil pentru coroa-
nd < 15mm.
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Summary

Introduction: Until now, the implanto—
prosthetic rehabilitation of posterior maxillary
areas with severe bone atrophy remains the
most requested dental procedure. Thus, the
use of an implant stabilizer makes it possible
to insert the implants in a single step, up to the
molar region, with the prosthetic work opti-
mally maintained in the ,masticatory center®

Materials and methods: Presentation of a
clinical case, the treatment being established
based on the clinical and paraclinical exami-
nation. It was decided to perform the eleva-
tion of the sinus membrane with immediate
implantation and the use of the implant sta-
bilizer.

Results: When a residual bone of < 3 mm is
present, using the implant stabilizer, a primary
stability of the dental implants is obtained.

Conclusions: The sinus lifting procedure
and the simultaneous insertion of implants
is possible even in the case of residual suban-
tral bone < 3 mm, by applying osteosynthesis
plates.

Keywords: miniplates, severe atrophies,
dental implants, residual bone.

Introduction
Rehabilitation of edentulous posterior maxillary
regions often presents a challenge due to the insuf-
ficient amount of alveolar bone and severe bone at-
rophy. Bone atrophy results from dental extractions,
lack of physiological stress (Wolft’s law), the effects of
periodontal disease, physiological bone resorption,
and last but not least, pneumatization of the maxil-
lary sinus. Depending on the degree of bone atrophy;,
Misch classifies the edentulous ridge into 4 types:
e Type A- sufficient bone with width >6mm,
height >12mm, space available for crown
<15mm.



e Tip B — os disponibil la limita, care se impar-
te in 2 grupe B+ (ldtimea 4-6 mm) si B-w (la-
timea 2,5- 4 mm), indltimea >12 mm, spatiu
disponibil pentru coroand < 15 mm.

e Tip C — os insuficient pe verticald (C-h indl-
timea < 12 mm) sau orizontala (C-w 0 — 2.5
mm), angularea ocluzala > 300, spatiul coro-
nar > 15 mm.

e Tip D-atrofia completa a crestei alveolare
insotita de atrofia marginii bazilare, maxilar
plat, mandibula subtire tip lama, spatiul dis-
ponibil pentru coroand > 20 mm.

Astfel,atunci cand disponibilitatea osoasd este
mai micd de 5 mm, se include in tipul D.

La ora actuald, toate tipurile de edentatie benefi-
ciaza de mai multe alternative de tratament, printre
care se include si tratamentul implanto—protetic. S—au
propus diverse tehnici pentru a restabili volumul osos
necesar pentru inserarea implanturilor in maxilarul
posterior atrofic. Tratamentul de electie al crestelor
osoase deficitare este considerat astazi reconstructia
osoasa sustinutd de implanturi. Pentru a diminua
procesul de resorbtie osoasa ce se instaleaza dupad in-
terventiile chirurgicale, dar si pentru a reduce etapele
tratamentului implanto—protetic, se recomanda inse-
rarea implantelor in aceeasi sedinté chirurgicala dupa
efectuarea procedurii de elevare a membranei sinu-
sale si augmentare cu materiale de aditie osoasa. Re-
staurarea volumului osos deficitar este conditia unui
prognostic favorabil in implantologia orala.

In urma extractiilor dentare, volumul sinusului
maxilar scade, astfel se urmareste atat atrofia perete-
lui alveolar, dar si coborarea planseului sinusului ma-
xilar [10]. Dupa scala Lund- Kennedy, peste 3 luni
dupa extractii dentare efectuate, a fost apreciat gradul
de pneumatizare si se reduce la:

0 — pneumatizare completa;

1 - ingrosarea mucoasei pana la 5mm;

2 - ingrosarea mucoasei pand la 1/3 a volumului

sinusal;

3 - ingrosarea mucoasei pana la 2/3 a volumului
sinusal;

4 - lipsa pneumatizarii sinusale [10].

Procedurile contemporane de elevare a membra-
nei sinusale sunt diferentiate in dependentd de teh-
nicile aplicate, fie intr-o singura sedintd sau in doua
sedinte chirurgicale. Cind este prezent un os rezidual
de 4-5 mm, augmentarea verticala poate fi efectu-
atd si drept urmare se obtine de obicei o stabilitate
primara a implanturilor dentare. Dacé oferta osoasa
este <3mm atunci este recomandabil procedura de
efectuat augmentarea osoasd verticala cu amanarea
implantarii imediate. Totusi in acest caz, folosirea
unui stabilizator de implant elimina necesitatea unei
proceduri chirurgicale suplimentare.

Folosirea unui stabilizator de implant este o me-
toda modernad ce ar permite inserarea unui implant
dentar intr-o singura sedintd chirurgicala, concomi-
tent cu elevarea membranei sinusale chiar si in cazuri
complexe de atrofii severe osoase.

e Type B- bone available at the limit, which is
divided into 2 groups B+ (width 4-6mm) and
B-w (width 2.5-4mm), height >12mm, space
available for the crown <15mm.

e Type C- insufficient bone vertically (C-h hei-
ght 12mm) or horizontally (C-w 0-2.5mm),
occlusal angulation >300, coronal space
>15mm.

e Type D-complete atrophy of the alveolar
ridge accompanied by atrophy of the basilar
margin, flat jaw, thin blade mandible, availa-
ble space for the crown >20mm.

Thus, when the bone availability is less than 5

mm, it is included in type D.

Currently, all edentulous cases benefit from sev-
eral treatment alternatives, including implant-pros-
thetic treatment. Various techniques have been pro-
posed to restore the bone volume necessary for the
insertion of implants in the atrophic posterior jaw.
Today, the treatment of choice for deficient alveolar
ridges is bone reconstruction supported by implants.
In order to reduce the process of bone resorption that
occurs after surgical interventions, but also to reduce
the stages of the implant-prosthetic treatment, it is
recommended to insert the implants in the same sur-
gical session after performing the sinus membrane
elevation procedure and usage of augmentation ma-
terials. Restoring the deficient bone volume is the
condition for a favorable prognosis in oral implan-
tology.

Following dental extractions, the volume of the
maxillary sinus decreases, thus both the atrophy of
the alveolar ridge and lowering the floor of the max-
illary sinus [10]. According to the Lund-Kennedy
scale, more than 3 months after the dental extrac-
tions performed, the degree of pneumatization was
assessed and is reduced to:

0. complete pneumatization;

1. thickening of the mucosa up to 5mm;

2. thickening of the mucosa up to 1/3 of the si-

nus volume;

3. thickening of the mucosa up to 2/3 of the si-
nus volume;

4. lack of sinus pneumatization [10].

Contemporary sinus-lifting procedures are dif-
ferentiated depending on the techniques applied, ei-
ther in one session or in two surgical sessions. When
residual bone of 4-5mm is present, vertical augmen-
tation can be performed and primary stability of the
dental implants is usually obtained as a result. If the
bone supply is <3mm then is recommended to per-
form vertical bone augmentation with postponing
immediate implantation. However, in this case, the
use of an implant stabilizer eliminates the need for an
additional surgical procedure.

The use of an implant stabilizer is a modern
method that would allow the insertion of a dental
implant in a single surgical session, simultaneously
with the elevation of the sinus membrane even in
complex cases of severe bone atrophy.
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In anii 1970, Tatum si Boyne au creat o metoda
de augumentare a sinusului maxilar si de inserare a
implanturilor cu dimensiuni corespunzatoare in re-
giunea posterioara a sinusului maxilar. La momentul
actual aceasta tehnica de augumentare osoasa este
considerata drept o metodi de electie in implantolo-
gia orala. Totusi cei doi autori considera ca, daca in
urma extractiilor dentare §i procesului de resorbtie
0soasa rimine un reziduu osos mai mic de 3 mm,
este necesar aplicarea tehnicii de augmentare i im-
plantare aminatd peste 6-8 luni dupd grefarea spa-
tiului subantral.

Vollmer si Valentin (1997) au initat o metoda
de stabilizare a implanturilor dentare, prin care s-a
utilizat un sistem de fixare format din mini atele de
osteosinteza pentru spliting longitunal. In acelasi an,
Ristic a prezentat o tehnicd de fixare a implantului
utilizdnd aceleasi placi de osteosintezd, insd de data
aceasta placile erau perforate. Wirthmann a demon-
strat o altd tehnicd de fixare transversala a implan-
telor utilizdnd mini-plci perforate, si in 1998 Lang
a patentat metoda de stabilizare a implanturilor in
cazulul sinus liftingul lateral (SIS — Sinus implant
stabilizer).

A fost demonstrat cd implanturile pot fi plasate
in regiunea incisivilor laterali, caninilor si pand la
al doilea molar pentru fixarea unei lucrdri implan-
to—protetice. Totusi inserarea implanturilor in zona
anterioard a maxilei, la nivelul incisivilor centrali,
si utilizarea stabilizatorului de implanturi ar putea
compromite rezultatele tratamentului protetic, pro-
ducind dereglari estetice si fonetice. Dacd incisivii
centrali si laterali nu se inlocuiesc cu implanturi, teh-
nicianul poate crea un design al puntii astfel incat si
fie estetic-functionald si sa intruneascd necesitatile
de igienizare optima a zonei respective.

Combinand elevarea membranei sinusale cu apli-
carea miniplacilor de titan face posibila inserarea
implanturilor intr-o singura etapa, pina in regiunea
molard, cu lucrarea protetici mentinutd optimal in
»centrul masticator

O evaluare statistica a dimensiunilor dentare a re-
levat cd media dimensiunilor ambilor premolari este
de aproximativ 13 mm. Luand in considerare ca spa-
tiul interimplantar ar trebuie sa fie de 3mm si distan-
ta dintre dinte-implant — 1,5 mm (Saadoun 1999),
distanta ideald dintre axul central al implantelor este
de 6,5mm, care corespunde sabloanelor mini-placi-
lor perforate. In dependenti de ltimea proceselor al-
veolare a maxilei, pot fi inse-
rate implantele cu diametru
mare sau mic, de exemplu,
zona suprafatei implantelor
de 3,75mm si lungimea de
13mm, este aproximativ la
fel cu cele care au 5 mm in
diametru si 13 mm lungime.

Pentru cd procesul alve-
olar in regiunea posterioard
a maxilarului superior are

Fig. 1 Utilizarea miniplacilor din titan
Fig. 1 Titanium miniplates

In the 1970s, Tatum and Boyne created a method
of augmentation the maxillary sinus and inserting
appropriately sized implants into the posterior re-
gion of the maxillary sinus. Currently, this technique
of augmentation is considered as a method of choice
in oral implantology. However, the two authors be-
lieve that, if after dental extractions and the bone
resorption process remains a bone residue of less
than 3 mm, it is necessary to apply the technique of
augmentation and implantation delayed over 6-8
months after the grafting of the subantral space.

Vollmer and Valentin (1997) pioneered a method
of stabilizing dental implants, which used a fixation
system consisting of mini osteosynthesis splints for
longitudinal splitting. In the same year, Ristic pre-
sented an implant fixation technique using the same
osteosynthesis plates, but this time the plates were
perforated. Wirthmann demonstrated another tech-
nique for transverse fixation of implants using per-
forated mini-plates, and in 1998 Lang patented the
method of implant stabilization in case of lateral si-
nus lift (SIS — Sinus implant stabilizer).

It has been demonstrated that implants can be
placed in the region of the lateral incisors, canines
and up to the second molar to fix an implant-pros-
thetic work. However, the insertion of implants in the
anterior area of the maxilla, at the level of the central
incisors, and the use of the implant stabilizer could
compromise the results of the prosthetic treatment,
producing aesthetic and phonetic disturbances. If
the central and lateral incisors are not replaced with
implants, the technician can create a design of the
bridge so that it is esthetic-functional and meets the
needs of optimal hygiene of the respective area.

Combining the elevation of the sinus membrane
with the application of titanium miniplates makes it
possible to insert the implants in a single step, up to
the molar region, with the prosthetic work optimally
maintained in the ,masticatory center*

A statistical evaluation of tooth dimensions re-
vealed that the mean dimensions of both premolars
are approximately 13mm. Considering that the in-
ter-implant space should be 3mm and the tooth-im-
plant distance — 1.5mm (Saadoun 1999), the ideal
distance between the central axis of the implants is
6.5mm, which corresponds to the templates of the
perforated mini-plates. Depending on the width
of the alveolar processes of the maxilla, implants of
large or small diameter can be inserted, for example,
the surface area of implants
of 3.75mm and length of
13mm is approximately the
same as those that are 5mm
in diameter and 13mm in
length.

Because the alveolar
process in the posterior re-
gion of the upper jaw is usu-
ally 5-6mm wide or even
less, better results were ob-



o latime de obicei de 5-6 mm sau chiar mai putin,
au fost obtinute rezultate mai bune prin inlocuirea
primului molar cu doi implanti de 3,5mm, in favorea
unui implant cu diametrul de 5mm. Este necesar de
mentionat ca inserarea implantelor cu diametru mare
in cavitatea sinusald, a dus la o resorbtie mai accentu-
ata a materialului de augumentare, probabil, din cau-
za dereglarii circulatiei sangvine si a nutritiei in zona
augumentata, dar si se evitd interventii addugatoare
chirurgicale precum ar fi splitingul crestei alveolare.
Deci in cazul lipsei unui molar, este mai avantajos in-
serarea a doud implante cu diametrul de 3,5, cu men-
tinerea spatiului de 3mm intre implanti, si folosirea
unei mini-pléci pentru stabilizarea implantelor.

Stabilizatori de implanturi

Stabilizatorul standard (0.6mm grosime) are trei
orificii mari si patru orificii mici si a fost creat ca o
mini-placd de osteosinteza in sistemul Pitt Easy
System (Oraltronic, Bremen, Germania).

La fel ca si in cazul altor atele osteosintetice pre-
fabricate, aceasta are sapte perforatii. Perforatiile
pentru premolari sunt la 8mm distanta intre centrele
acestora, iar pentru molari la 10mm distanta. Micile
perforatii dintre acestea sunt pentru mentirea atele-
lor cu ajutorul unor microsuruburi (aprox. 1.4mm).

O freza de ghidare poate fi folosita in cazul perfo-
ratiilor largi (aprox. 3.2mm in diametru) pentru a se
asigura ca freza este bine centrata.

Fata de alte plici prefabricate pentru osteosinte-
z3, placa datd are citeva avantaje:

— Distanta dintre centrul orificiilor pentru zona
premolard este de 8 mm iar pentru molard
10mm.

— Oirificiile mici sunt petru fixarea placutei cu
mini suruburi (1.4mm).

— Diamentrul orificiilor mari este de 3.2 mm,
pentru asigurarea centrarii frezelor.

— Datorita grosimii mici, placa poate fi adaptata
usor reliefului procesului alveolar, sau scurta-
td in dependentd de numarul de implante si
situatia clinica.

— Placa nu poate fi ajustatd in plan transversal,
deoarece aceasta duce la micsorarea rezisten-
tei structurii.

— Placa poate fi mentinuta si se ajusteaza cu aju-
torul suruburilor de acoperire a implanturi-
lor dentare, chiar daca diametrele lor nu sunt
egale (3.2 mm orificiu in placd). Surubul de
acoperire trebuie infiletat cu o forta mai mare
pentru a compensa distanta de 0.6mm pina la
platforma implantului pe care o ocupi placa.

Pliaci pentru osteosinteza

Placutele standart pentru osteosintezd sunt mai
flexibile. Distanta de 6,5 mm dintre centrele gauri-
lor permite utilizarea implantelor de 3,3-3,5 mm in
regiunea premolara respectind toate cerintele fata de
distanta dintre implante. Deoarece aceste plici sunt
prefabricate cu pind la 16 orificii ele pot fi folosite in

tained by replacing the first molar with two 3.5mm
implants in favor of an implant with a diameter of
5mm. It is necessary to mention that the insertion of
large—diameter implants into the sinus cavity led to
a more pronounced resorption of the augmentation
material, probably due to the disruption of blood
circulation and nutrition in the augmented area, but
additional surgical interventions such as splitting of
the alveolar ridge. So in the case of missing a molar,
it is more advantageous to insert two implants with
a diameter of 3.5mm, maintaining a space of 3mm
between the implants, and using a mini-plate to sta-
bilize the implants.

Implant stabilizers

The standard stabilizer (0.6mm thickness) has
three large holes and four small holes and was cre-
ated as a mini osteosynthesis plate in the Pitt Easy
System (Oraltronic, Bremen, Germany).

As with other prefabricated osteosynthetic
splints, it has seven perforations. The perforations for
premolars are 8mm apart between their centers, and
for molars 10mm apart. The small perforations be-
tween these are for maintaining the splints with the
help of microscrews (approx. 1.4mm).

A guide bur can be used in case of wide perfora-
tions (approx. 3.2mm in diameter) to ensure that the
bur is well centered.

Compared to other prefabricated plates for osteo-
synthesis, this plate has several advantages:

— The distance between the center of the holes

for the premolar area is 8 mm and for the mo-
lar area 10 mm.

— The small holes are for fixing the plate with
mini screws (1.4mm).

— The diameter of the large holes is 3.2 mm, to
ensure the centering of the cutters.

— Due to the small thickness, the plate can be
easily adapted to the relief of the alveolar pro-
cess, or shortened depending on the number
of implants and the clinical situation.

— The plate cannot be adjusted in the transverse
plane, because this leads to a decrease in the
strength of the structure.

— The plate can be maintained and adjusted
with the help of the dental implant cover
screws, even if their diameters are not equal
(3.2 mm hole in the plate). The cover screw
must be threaded with more force to com-
pensate for the 0.6mm distance to the implant
platform that the plate occupies.

Plates for osteosynthesis

Standard osteosynthesis plates are more flex-
ible. The distance of 6.5mm between the centers of
the holes allows the use of 3.3-3.5mm implants in
the premolar region respecting all the requirements
regarding the distance between the implants. Since
these plates are prefabricated with up to 16 holes,
they can be used in the case of extensive rehabili-
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cazul reabilitarii extinse in zonele laterale a maxila-
rului superior (7-8 implanturi). Pentru o stabilitate
mai bund se recomanda utilizarea placutelor de Imm
grosime, deoarece cele de 0,6mm sunt prea ,flexi-
bile“. Diametrul perforatiilor in aceste placi este de
2,3mm, ele pot fi fixate de os cu suruburi de 2mm
sau de 2,3mm diametru. Surubul de 2,3mm asigu-
rd o fixare buna chiar si in cazul forarii excesive sau
prezenta osului spongios. Plicile pentru osteosintezd
pot fi ajustate in toate planurile fara compromiterea
rezistentei lor. Se recomandi inserarea implantului
cilindric sau celor cu col cilindric in placa inaintea
implantarii lor in neoalveola.

Scopul

Scopul acestui studiu este de a aplica stabilizato-
rul la implanturi in vederea obtinerii unei stabilitati
primare in cazurile cind este prezent un reziduu osos
minim (<3mm), pentru evitarea etapei chirurgicale
ulterioare si reducerea duratei tratamentului.

Rezultat si discutii (Studiu de Caz):

Prin prezentarea cazului clinic vom aborda me-
toda de implantare in atrofiile severe in zonele late-
rale a maxilarului superior, utlizind miniplicile de
osteosinteza pentru fixarea implantelor, ob{inind o
stabilitate primard satisficitoare si vom demonstra
eficacitatea metodei.

Pacienta A.N., in varstid de 60 de ani, s—a adre-
sat pentru tratament implanto—protetic. Principalele
acuze ale pacientei erau lipsa dintilor la maxilarul
superior si inferior, deregldrile de masticatie. La exa-
menul endooral s-a observat: la maxila prezenta unei
lucrari protetice invechite pe dintii restanti 21,22,23,
la nivelul d11 un rest radicular fracturat; la mandibuld
prezenta unei lucrdri protetice care cuprinde segmen-

.,

tation in the lateral areas of the upper jaw (7-8im-
plants). For better stability, it is recommended to use
Imm thick plates, because 0.6mm ones are too ,,flex-
ible® The diameter of the perforations in these plates
is 2.3mm, they can be fixed to the bone with 2mm or
2.3mm diameter screws. The 2.3mm screw ensures
good fixation even in the case of excessive drilling
or the presence of cancellous bone. Plates for osteo-
synthesis can be adjusted in all directions without
compromising their strength. It is recommended to
insert the cylindrical implant or those with a cylin-
drical neck into the plate before implanting them in
the neoalveolus.

Aim of the study

The aim of this study is applying the stabilizer to
the implants in order to obtain a primary stability in
cases where there is a minimal bone residue (<3mm),
for avoiding a second surgical stage and for reducing
the duratioon of the treatment.

Materials and method (case study)

Patient A.N., aged 60, applied for implant-pros-
thetic treatment. The patient’s main complaints
were the lack of teeth in the upper and lower jaw,
chewing disorders. During the endooral examina-
tion it was observed: in the maxilla the presence
of an outdated prosthetic work on the remaining
teeth 21,22,23, at the level of d11 a fractured root;
in the mandible the presence of a prosthetic work
that includes the segment from teeth 42-33, in the
region of teeth 46,47 is attested a blade-type im-
plant with pronounced bone resorption. Following
the CBCT analysis, it was observed: in the anterior
area, the corono-radicular fracture of tooth 11 is
visualized, in the teeth 21-23 segment, areas of

T

Fig 2. Tomografia computerizata preoperator ce denota atrofia osoasa severd in zonele laterale (a—partea dreapta, b—partea stangd); Aspectul
preoperator in cavitatea bucald (c).

Fig. 2 Preoperative computed tomography showing severe bone atrophy in the lateral areas (a—right side, b—left side); Preoperative
appearance in the oral cavity (c).



Fig 3. Extractia d11(a); Crearea lamboului mucoperiostal si crearea accesului catre sinusul maxilar cu pastrarea peretelui vestibular si inversarea
[ui(b); Inserarea implantului dentar la nivelul d16 (c); Ajustarea stabilizatorului de implante(d); Inserarea implantelor d15,14, aplicarea
stabilizatorului de implante, aplicarea operculelor(e); Aplicarea membranelor A—PRF(f); Suturarea lamboului(g);

Fig. 3 Extraction tooth 11(a); Creation of the mucoperiosteal flap and creation of access to the maxillary sinus with preservation of the
vestibular wall and its eversion (b); Dental implant insertion at tooth 16 level (c); Adjusting the implant stabilizer(d); Insertion of implants teeth
15,14, application of implant stabilizer, application of opercula(e); Application of A—PRF(f) membranes; Flap suturing (g);

Fig 4. Radiografie panoramica de control postoperator (a); aspectul la a—14 zi postoperator (b).

Fig. 4 Postoperative control panoramic radiograph (a); appearance at a—14 postoperative day (b).

tul d 42-33, in regiunea d 46,47 se atestd un implant
tip lama cu resorbtie 0soasi accentuata. In urma ana-
lizarii CBCT efectuat s—a observat: in zona anterioara
se vizualizeaza fractura corono-radiculard a d11, in
segementul d21-23 zone de radiotransparenta peri-
apicald, atrofie osoasd severd in zonele laterale a ma-
xilei. Sinusurile maxilare pneumatizate fira semne de
inflamatie, complexul osteomeatal fara particularitati.
Dupd Misch inaltimea osului rezidual subantral co-
respunde clasei SA 4, cu un volum osos de <2-3mm.
La maxilarul inferior se atestd in zona parodontiului
marginal dilatarea fantelor periodontale si periapical
zone radiotransparente in segmentul d42-33, la nive-
lul d 42 o zona radiotransparentd periapicald circum-
scrisa bine delimitatd, in zonele laterale in cadranul
IV se observa o resorbtie osoasd avansatd cauzatd
de implantul dentar tip lamad inserat cu 30 de ani in
urmd. Diagnosticul stabilit a fost: Edentatie clasa I

periapical radiolucency, severe bone atrophy in the
lateral areas of the maxilla. Pneumatized maxillary
sinuses without signs of inflammation, osteome-
atal complex without particularities. According to
Misch, the height of the residual subantral bone
corresponds to class SA 4, with a bone volume of
<2-3mm. In the lower jaw, in the area of the mar-
ginal periodontium, the dilation of the periodontal
slits and periapically radiolucent areas in the teeth
42-33 segment, at the level of tooth 42 a circum-
scribed periapical radiolucent area well delimited,
in the lateral areas in the IV quadrant, an advanced
bone resorption caused by the dental implant is ob-
served, a blade type inserted 30 years ago. The es-
tablished diagnosis was: Kennedey class I edentacy
in the maxilla, class II in the mandible. Corono-
radicular fracture tooth 11. Periimplantitis teeth
46,47.
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Fig 5. Aspectul gingiei dupa 8 luni (a), inldturarea miniplacilor din Ti, extractia dinfilor restanti, aplicarea conformatoarelor de gingie (b),
aspectul inelelor gingivale periimplantare (c).

Fig. 5 Gingival appearance after 8 months (a), removal of Ti mini—plates, extraction of remaining teeth, application of gingival conformers (b),
appearance of peri—implant gingival rings (c).

Fig 6. Tomografie computerizata dupd 8 luni (a), aspectul constructiei protetice provizorii (b).

Fig. 6 Computed tomography after 8 months (a), appearance of the temporary prosthetic constructions (b).

Kennedey la maxild, clasa II la mandibula. Fractura

corono-radiculard d11. Periimplantitd d46.,47.
Tratamentul planificat a fost la maxila extractia

d 11, efectuarea elevarii membranei sinusale cu im-
plantare imediata si utilizarea stabilizatorului de im-
planturi. Pentru perioada de integrare a implanturi-
lor a fost amanata extractia d 21,22,23. La maxilarul
inferior s—a optat pentru extractia tuturor dintilor si
a implanturilor dentare, cu inserarea imediatd a im-
planturilor dentare.

Perioada de vindecare a constituit 8 luni. A doua
etapd chirurgicald a fost efectuata prin aplicare con-
formatoarelor de gingie. Pentru aprecierea osteoin-
tegrarii implantelor, s-a efectuat o tomografie com-
puterizata de control. A fost observata integrarea
implanturilor dentare si lipsa semnelor inflamatorii
la nivelul sinusului. Tratamentul protetic s—a efectuat
cu ajutorul lucrérilor protetice provizorii, pentru re-
modelarea osoasd in tim si de a nu supune riscului de
supraincércare a implanturilor.

Astfel se poate de mentionat ca, utilizarea siste-
melor de stabilizare a implantelor permite instalarea
implanturilor in conditiile atrofice severe; reducerea
riscului de migrare a implantelor in sinusul maxilar;
micsorarea numarului de interventii; reducerea ter-
menelor de reabilitare implanto—proteticd; facilitarea
calitatii vietii pacientilor.

Concluzii
Stabilizatorul de implanturi dentare endoosoase
este indicat pentru interventii chirurgicale de im-

The treatment plan for the maxilla was the extrac-
tion of tooth 11, the elevation of the sinus membrane
with immediate implant placement and the use of
the implant stabilizer. For the osseointegration pe-
riod, the extraction of teeth 21,22,23 was postponed.
In the lower jaw, it was opted for the extraction of
all teeth and present dental implants, followed by the
immediate insertion of dental implants.

Thus, it can be mentioned that the use of im-
plant stabilization systems allows the installation
of implants in severe atrophic conditions; reducing
the risk of implant migration in the maxillary sinus;
reducing the number of interventions; reduction of
implanto—prosthetic rehabilitation terms; facilitating
patients’ quality of life.

Conclusions
The endoosseous dental implant stabilizer is indi-
cated for surgical interventions for 1-4 implants, in
the case of the presence of a residual bone of 3-4mm
height and performing a lateral sinus lift in the same
surgical session.
The disadvantages of the implant stabilizer are:
— Only up to 3 dental implants can be used
— Impossibility to adjust the board in the trans-
verse direction.
— Appearance of postoperative wound dehis-
cences
Taking into account the fact that the splint is not
dense enough, the residual bone should have a height
of 3-4mm to allow an initial stabilization of the im-



plantare a 1-4 implante, in cazul prezentei unui os
rezidual de 3-4mm inaltime si efectuare de sinus-lif-
ting lateral in aceeasi sedin{d chirurgicald.

Dezavantajele stabilizatorului de implanturi sunt:

— Doar pind la 3 implanturi dentare pot fi utili-

zate

— Imposibilitatea de a ajusta placa in sens trans-

versal.

— Aparitia dehiscentelor pligii postoperatorii

Tin4nd cont de faptul ca atela nu este destul de
densd, osul rezidual ar trebui sa aibd o inéltime de
3-4mm pentru a permite o stabilizare initiala a im-
plantului. Plicilie conventionale de osteosintezd se
adapteazd mai bine la cimpul chirurgical, utilizarea
lor fiind posibila chiar si in os rezidual de 0-1mm
inaltime i pot fi adaptate in orice plan. Lungimea
placii cu 16 orificii permite utilizarea ei la interventii
de volum mai mare, inserdnd un numar mai mare de
implanturi dentare, limitérile fiind cauzate doar de
lungimea procesului alveolar. Pentru asigurarea fixa-
rii placii de osteosintezd trebuie utilizate suruburi de
2-2,3mm diametru.

Utilizarea placutelor conventionale pentru oste-
sintezd, s—a demonstrat a fi o metoda foarte buni in
sinus-liftingul lateral cu implantarea imediatd in ca-
zurile de os rezidual mai mic de 4mm inal{ime.
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