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Rezumat

Mobilitatea dentard este un parametru di-
agnostic important in determinarea gradului,
pronosticului si stabilirii conduitei terapeuti-
ce al afectiunii parodontale. Stabilizarea din-
tilor cu mobilitate patologica prezintd aspect
important al tratamentului parodontal avind
impact pozitiv asupra pacientului din punct
de vedere psihologic si functional. Utilizatd
corect, imobilizarea parodontald determina
prognosticul si rezultatul tratamentului. Dez-
voltarea materialelor compozite si a sisteme-
lor adezive, precum si a sistemelor de armare
a materialelor compozite folosite la imobili-
zarea adezivd a dintilor mobili au definit o
noud directie in acordarea ajutorului urgent,
eficient, estetic si independent de laboratorul
dentar la pacienti cu bolile parodontale. Ca-
zurile clinice de parodontita cronicd compli-
cate cu edentatia partiala intercalata cu lipsa
unu-doi dinti poate fi rezolvata cu ajutorul
puntii adezive din compozit fotopolimeriza-
bil armat.

Cuvinte cheie: parodontita cronici, tesu-
tul parodontal, fibre pentru ramforsare, mate-
rial compozit, terapia parodontald.

Introducere

Potrivit datelor diferitor cercetétori boala paro-
dontald este una din cele mai des intélnite afecti-
uni cavitétii bucale din populatia adultd [1, 3, 4, 6,
14]. Bolile parodontale sunt infectii polimicrobiene
asociate cu acumularea locald a placii bacteriene cu
flora patogend parodontald subgingivald si tartrul
dentar [1, 2, 3]. Cea mai eficientd in tratamentul
bolilor parodontale este o abordare integrala: igi-
ena orald, masuri terapeutice, chirurgicale si or-
topedice. Analizdnd datele literaturii [4, 5, 6, 7,
9, 11, 14, 17], masurile ortopedice la tratamentul
parodontitei cronice pot include slefuirea selectivi,
imobilizarea dintilor mobili si protezarea rationala.
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Summary

Dental mobility is an important diagnostic
parameter in determining the degree, progno-
sis and establishing the therapeutic conduct
of periodontal disease. The stabilization of
the teeth with pathological mobility presents
an important aspect of the periodontal treat-
ment having a positive impact on the patient
from the psychological and functional point
of view. Properly used, periodontal immobili-
zation determines the prognosis and result of
the treatment. The development of composite
materials and adhesive systems, as well as the
reinforcement systems for composite materials
used in the adhesive immobilization of mobile
teeth have defined a new direction in provid-
ing urgent, efficient, aesthetic and independent
from the dental laboratory assistance to pa-
tients with periodontal disease. Clinical cases
of chronic periodontits complicated with par-
tial edentulism with absence of two-three teeth
can be resolved by using reinforsed adhesive
partial fixed denture from composite material.

Key words: chronic periodontitis, peri-
odontal tissues, fibres for reinforcemnt, com-
posite material, periodontal therapy.

Introduction

According to the data of different researchers
periodontal disease is one of the most common dis-
eases of the oral cavity in the adult population [1, 3, 4,
6, 14]. Periodontal diseases are polymicrobial infec-
tions associated with local accumulation of bacterial
plaque with subgingival periodontal pathogenic flora
and dental tartar [1, 2, 3]. The most effective in the
treatment of periodontal diseases is a comprehensive
approach: oral hygiene, therapeutic, surgical and or-
thopedic measures. Analyzing the literature data [4,
5,6, 7,9, 11, 14, 17], orthopedic measures for the
treatment of chronic periodontitis may include se-
lective grinding, immobilization of the mobile teeth
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In functie de tipul de suprasolicitare functionald,
combinatia, secventa de executie si semnificatia
acestor metode si tratamentului ortopedic in gene-
ral pot fi diferite.

Mobilitatea patologicd a dintilor este unul din
principalele simptome ale formelor generalizate de
boala parodontala cronica, care duce la destrugerea
totala a aparatului de sustinere a dintelui. Imobiliza-
rea dentard prezintd una din etapele obligatorii ale
tratamentului complex al bolii parodontale, deoare-
ce permite reducerea suprasolicitirii parodontale si
tesuturilor subiacente datoritd redistribuirii presi-
unii de la un dinte la un grup de dinti, eliminarea
articulatiei traumatice, reorientarea tuturor fortelor
ocluzale de-a lungul axei dintelui, prevenirea migra-
rii i extruzérii dintilor. Sinarea oferd repaus esutu-
rilor afectate, reduce mobilitatea dentard, scade sau
opreste destrugerea tesutului osos, favorizeazd cres-
terea eficacitaii tratamentului terapeutic patogenic si
symptomatic — troficacitatea parodontiului se inbu-
ndtateste, procese reparative cresc. Este imposibil de
a obtine remisia procesului patologic fara stabilizarea
dintilor mobili.

Disponibilitatea fortelor de rezervi, absenta lor
si dezvoltarea insuficientei functionale constituie
baza alegerii si proiectdrii sistemelor de imobilizare
si protezelor dentare. Elementele sistemului de imo-
bilizare trebuie sa elimine suprasolicitarea functio-
nala a zonelor cu atrofie crescuta si sa preantdmpina
deplasarea dintelui la solicitarea [7]. Decizia privind
necesitatea imobilizarii se ia pe baza evaludrii mobi-
litatii dintilor si a nivelului de resorbtie distructiva a
tesutului osos alveolar. Se accepté faptul cd daca di-
structia nu depéseste 1/4 din lungimea radacinii, nu
este nevoie de sinarea permanent. Cu atrofiea osului
de 1/2 din lungimea radacinii, dintele are nevoie de
imobilizare in plan orizontal (in directiile meziodis-
tald si transversald). Cand pierderea osoasa atinge 3/4
din lungimea ridécinii, imobilizarea se indicé atat in
plan vertical cat si orizontal. Distrugerea a mai mult
de 3/4 din lungimea radacinii este o indicatie pentru
extractia dintilor [6, 7, 20, 21].

Actualmente sunt folosite diferite metode si ma-
teriale pentru a uni dintii mobili intr-un bloc rigid de
dinti [4, 6, 8, 9, 12, 13, 15, 18] pentru a stopa mobili-
tatea lor patologici. In functie de gradul de preparare
a tesuturilor dure dintilor inclusi in sistem, putem
distinge urmatoarele tipuri de sine: a) fara pregati-
rea dintilor, b) cu pregitirea partiald a uneia sau mai
multe suprafete a dintilor, ) sine cu pregitirea totala
a dintilor.

La folosirea diverselor sisteme de imobilizare este
necesar de luat in consideratie principalele indicatii
pentru acestea:

— imobilizarea cu ajutorul arcului flexibil este
posibila la arcada dentara integra si lipsa tre-
melor si diastemei

— imobilizarea cu ajutorul bandei se efectuiaza
ca metoda temporald sau semipermanentd
a dintilor cu ocluzie traumaticé; la efectua-

and rational prosthetic treatment. Depending on the
type of functional overloading, the combination, the
sequence of execution and the significance of these
methods and the orthopedic treatment in general,
may be different.

Pathological mobility of teeth is one of the main
symptom of generalized forms of chronic periodontal
disease, which leads to complete destruction of tooth
support apparatus. Dental immobilization represents
one of the obligatory stage of complex treatment of
periodontal disease. It allows reducing the periodon-
tal overloading and overloading the underlying tis-
sues due to redistribution of pressure from one tooth
to a group of teeth, the elimination of the traumat-
ic joint, and the reorientation of all occlusal forces
along the tooth axis, prevention of tooth migration
and extrusion. Splinting offers rest to the affected tis-
sues, reduces dental mobility, decreases or stops the
destruction of bone tissue, promotes increasing of
effectiveness of pathogenic and symptomatic thera-
peutic treatment — the periodontal trophicity im-
proves, the repair processes increase. It is impossible
to obtain remission of pathological process without
stabilizing the mobile teeth.

The availability of reserve forces, their absence
and development of functional insufficiency consti-
tute the basis for choosing and designing immobiliza-
tion systems and dentures. The elements of immobili-
zation system must eliminate functional overloading
of areas with increased atrophy and prevent tooth
migration because of loading [7]. The decision in re-
gard to necessity of immobilization is made based on
evaluation of teeth mobility and the level of destruc-
tive resorption of alveolar bone tissue. Is accepted the
fact that if destruction does not exceed 1/4 of the root
length, there is no necessity for permanent splinting.
With atrophy of the bone of 1/2 of the root length, the
tooth needs immobilization in a horizontal plane (in
medio-distal and transversal directions). When bone
loss reaches 3/4 of the root length, immobilization
of teeth is indicated both vertically and horizontally.
Destruction of more than 3/4 of the root length is an
indication for tooth extraction [6, 7, 20, 21].

Currently, various methods and materials are
used to join mobile teeth into a rigid block of teeth
[4, 6, 8, 9, 12, 13, 15, 18] to stop their pathological
mobility. Depending on the degree of preparation of
hard tissues of teeth included in the system, we can
distinguish the following types of immobilisation
systems: a) without preparation of teeth, b) with par-
tial preparation of one or more surfaces of teeth, c)
with total preparation of teeth.

At using various immobilization systems, it is
necessary to consider the main indications for them:

— immobilization with the flexible arch is possi-

ble at full dental arch and absence of tremma
and diastema

— immobilization using the band shaped material

is performed as temporary or semi-permanent
method for teeth with traumatic occlusion; at



rea tratamentului imediat in cazul extractiei
unuia dintre dintii frontali folosind coroana
lui naturald pentru restabilirea integritatii ar-
cadei dentare sau restaurarea acestuia cu un
compozit;

— puntea dentara-sina pe mai multi dinti suport
(mai mult de doi) este utilizatd la prezenta
defectelor intercalate mici a maxilarului in-
ferior si superior (1-2 dinti) cu mobilitatea
dintilor de suport de gradul I-II; daca dintii
de sustinere sunt afectati de carii, dvitalizati,
schimbati in culoare; la prezenta diastemei si
tremelor; la prezenta paralelizmului intre din-
tii suport [9, 10, 11, 14].

Imobilizarea dintilor cu utilizarea unor proteze
fixe este o solutie costisitoare, dificild, indenlungats,
adesea amenintatoare pentru din{ii uniti in sina si
astfel system nu poate fi reparat usor. Utilizarea sis-
temelor mobile de imobilizare la fel pune la discutia
careva intrebari — comfortul, dictia, estetica, functi-
onalitatea etc. In final se va allege acel tip sistemului
de imobilizare care, {indind cont de toate caracteristi-
cile individuale ale decursului afectiunii, va permite
efectuarea volumului complet al tratamentului orto-
pedic modern a parodontitei cronice.

Majoritatea autorilor recunosc perspectiva utili-
zdrii sinelor adezive confectionate din materiale de
armare nemetalice si compozite fotopolimezabile [9,
11, 19, 21]. In designul traditional al sinei adezive,
fibra in sine nu fixeaza dintii intre ei, ci intareste doar
materialul compozit din interior, deci durabilitatea
acestor sine depinde in principiu de compozitul utili-
zat. Armarea materialului este deosebit de puternica
datoritd impregnarii cu rasina si compozite fluide. In
practica dentard moderna, tehnologiile adezive, da-
torita aderentei ridicate la fesuturile dentare, ocupé o
nisd din ce in ce mai mare, a cérei dezvoltarea consti-
tuie o alternativa metodelor traditionale de protezare
si imobilizare. Astazi, aceasta este nu doar principiul
fixarii pe suprafata dintilor, ci si o selectie mare de
materiale de armare a materialelor compozite, care
in anumite situatii clinice inlocuiesc cu succes car-
case metalice traditionale. Compozitul este un ma-
terial rezistent la compresie, isi pastreazd bine forma
prestabilitd, dar in unele situatii nu este suficient de
puternic la indoire. Fibrele de ramforsare, la randul
lor, sunt materiale cu o rezistenta crescuta la forte
de tractiune si indoire. Timp indenlungat pentru ar-
marea materialului compozit se foloseau legaturi din
sarmd metalicd sau plase de nailon. Apoi, cu dezvol-
tarea stiintei materialelor au fost elaborate materiale,
capabile la interactionarea cu materialul compozit,
sa creasca semnificativ caracteristicile de rigiditate si
rezistentd ale acestuia, creand in acelasi timp cone-
xiuni puternice intre ei si dintii sinati [6, 16]. Folo-
sirea benzilor de armare, firelor elastice cu rezistenta
ridicata si legatura lor chimica bund cu materialele
compozite, au schimbat tactica tratamentului prote-
tic si imobilizédrii dintilor mobili. Combinarea ma-
terialelor composite cu sistemele de armare a facut

performing the immediate treatment in case
of extraction of one of frontal tooth using his
natural crown for restoration integrity of den-
tal arch or for restoration it with a composite;
— the dental bridge-imobilization prosthesis on
several support teeth (more than two) is used
in the presence of small intercalated defects
of the lower and upper jaw (1-2 teeth) with
mobility of support teeth I-II degree; if sup-
porting teeth are affected by caries cavities,
non-vital (endodontically treated), changed
in color; in the presence of diastema and
tremma; in the presence of parallelism be-
tween the supporting teeth [9, 10, 11, 14].
Splinting teeth with the help of fixed prostheses
is expensive, difficult, time-consuming procedure,
often life-threatening solution for teeth joined in sys-
tem and such construction can not be easily repaired.
Using mobile immobilization systems also raises
some questions about comfort, diction, aesthetics,
functionality etc. Finally, the type of immobilization
system will be chosen taking into consideration all
individual characteristics of development of disease,
which allow performing complete volume of modern
orthopaedic treatment of chronic periodontitis.
Most of the authors recognize perspective of us-
ing adhesive splint systems made of non-metallic re-
inforcing materials and light-curing composites [9,
11, 19, 21]. In the traditional design of these systems,
fibre itself does not fix the teeth between them, but
only strengthens the composite material from inside,
so the durability of these systems depends in prin-
ciple on used composite material. Reinforcement
of material is particularly strong due to his impreg-
nation with resin and fluid composites. In modern
dental practice, adhesive technologies, due to their
high adhesion to dental tissues, occupy an increasing
niche, the development of which is an alternative to
traditional methods of prosthetic treatment and im-
mobilization. Today, this is not only the principle of
fixation on tooth surface, but also a large selection
of reinforcing materials for composites, which in
certain clinical situations successfully replace tradi-
tional metal frame. The composite is a material re-
sistant to compression, it retains his predetermined
shape, but in some cases, it is not strong enough to
bending. The reinforcing fibres, in their turn, repre-
sent materials with an increased resistance to tensile
and bending forces. For a long time for reinforce-
ment of composite material were used metal wire ties
or nylon nets. Then, with development of material’s
science, were developed materials, capable to inter-
act with composite material, significantly increasing
their stiffness and resistance characteristics, at the
same time creating strong connections between them
and immobilized teeth [6, 16]. Using of reinforcing
strips, elastic fibres with high resistance and their
good chemical connection with composite materi-
als changed the tactics of prosthetic treatment and
immobilization of mobile teeth. The combination of

le

\Stomatologie ortoped,

w
-_



32

posibild crearea constructiilor de inalta rezistentd,
care sunt usoare si estetice. Datoritd aplicarii tehno-
logiilor adezive moderne este posibild pregatirea mi-
nimald a dintilor si obfinerea rezultatelor bune fara
confectionarea coroanelor artificiale. Imobilizarea
dintilor cu ajutorul materialelor de armare, adaptate
in compozit, a devenit in prezent foarte raspandita.
Astfel de oportunitdti au aparut datorita succeselor
obtinute de stiinta in domeniul credrii materialelor
usoare si foarte rezistente pe baza de fibre de sticls,
fibre ceramice, polimerice si carbonice impregnate
cu solutii speciale din rdsini si compozite fluide. Ast-
fel de materiale sunt utilizate pe scard largd in stiinta
aeronavelor si rachetelor, in constructia navelor si in
industria sportului — acolo unde se poate manifesta
potentialul lor principal de a rezista la sarcini extra-
ordinare de indoire. Utilizarea tehnologiei adezive in
imobilizarea dintilor este recomandati la absenta tul-
burarilor de microstructura si mineralizare a smaltu-
lui. Aceasta metoda de imobilizare nu este scumpa,
usoara, rapida, afecteaza minimal dintii si poate fi
reparatd. Etapa importanta in efectuarea imobilizarii
adezive este adaptarea fibrei sau a benzii pe suprafa-
ta dintilor sinafi. Acest moment determind in mare
masura longevitatea structurii. Sunt propuse diferite
tehnici §i instrumente pentru adaptarea fibrelor pe
suprafata dintilor.

In practica moderni sunt utilizate doua tipuri de
materiale de armare nemetalice a materialelor com-
pozite, care sunt impdrtite in functie de compozitia
chimicéd a matricei: 1) bazate pe o matrice neorga-
nica: ceramicd, sisteme din fibra de sticla: — siste-
me de fibre neimpregnate cu o componenta adeziva
(Glasspan, Fiber-Splint ML); — fibre impregnate cu
o componenta adeziva intr-un mod industrial (Con-
struct, Armosplint, FibreKor); 2) bazate pe o matrice
organica — sisteme din fibre de polietilend, poliami-
dd — Ribbond, Connect, fibre aramide Crinunt-M!T,
Splintcord [7, 18, 19]. Din punct de vedere chimic, ti-
purile dominante de fibre disponibile in comert sunt:
fibre de sticlg, fibre de aramid, fibre de carbon, fibre
de polietilen. Formele de prezentare sunt: — suvite,
— bande, — plase, — stifturi. Toate fibrele sunt supu-
se tratamentelor chimice si sunt acoperite cu adeziv,
care leagd filamentele impreund, reduce abrazivitatea
armaturii, faciliteazd impregnarea si actioneaza ca un
agent de cuplare care imbunatéteste compatibilitatea
lor cu material compozit.

Fibrele de sticld pre-umplute cu rasina au o re-
zistenta, care este aproape de rezistenta aliajelor de
metale nepretioase (datorita omogenitatii complete
si transformarii intr-un bloc monolit dupé polime-
rizare). Studiul efectuat de [8] indica faptul cd ma-
terialele de armare bazate pe o matrice organica au
o rezistentd si aderentd la materialul sinei mai mare.
Utilizarea lor permite cresterea eficientei imobiliza-
rii, reducerea riscului de disconectiune a sinei. De
asemenea, aceste materiale au o ductilitate mai mare,
ceea ce permite compozitului sa compenseze sarcini-
le laterale si, de asemenea, reduce riscul de dizlipire

composite materials and reinforcement systems has
made possible creation of strength constructions,
with high aesthetic properties. Due to application
of modern adhesive technologies it is possible mini-
mally prepare the teeth and obtain good results with-
out making artificial crowns. The immobilization of
teeth with the help of reinforcement materials, adapt-
ed to the composite, now becomes widespread. Such
opportunities have appeared due to achievements of
science in the field of creating lightweight and highly
resistant materials based on glass fibres, ceramic,
polymeric and carbon fibres impregnated with spe-
cial solutions of resins and fluid composites. Such
materials are widely used in aircraft and rocket sci-
ence, shipbuilding and the sports industry — where
their main potential properties to withstand extraor-
dinary bending tasks can be manifested. Adhesive
technology of teeth immobilisation is recommended
at the absence of microstructure and enamel miner-
alization disorders. This method of immobilization
is not expensive, simple, enough fast, minimally af-
fects the teeth and system made by this method can
be repairable. The important step in performing ad-
hesive immobilization concern to adaptation of fibre
on surfaces of teeth included in system. This moment
determines the longevity of the structure. Different
techniques and tools for adapting fibres to the sur-
face of the teeth were proposed.

In modern practice, two types of non-metallic re-
inforcing materials of composite are used, which are
divided according to chemical composition of the
matrix: 1) based on an inorganic matrix: ceramic, fi-
berglass systems: — non-impregnated with adhesive
component fiber systems (Glasspan, Fiber-Splint ML);
— fibers impregnated with an adhesive component in
an industrial way (Construct, Armosplint, FibreKor);
2) based on an organic matrix — systems of polyeth-
ylene fibers, polyamide fibers — Ribbond, Connect,
aramid fibers Crutnnr-JrT, Splintcord [7, 18, 19]. From
chemical point of view, the dominant types of fibers
commercially available are: glass fiber, aramid fiber,
carbon fiber, polyethylene fiber. Presentation forms
are: — fibres, — tapes, — nets, — pins. All fibers are
subjected to chemical treatments and are coated with
adhesive, which binds the filaments together, reduces
the abrasiveness of the reinforcement, facilitates im-
pregnation and acts as a coupling agent that improves
their compatibility with composite material.

The glass fibres pre-filled with resin have a resis-
tance, which is close to the resistance of the precious
metal alloys (due to complete homogeneity and the
transformation into a monolithic block after polym-
erization). The study conducted by [8] indicates that
reinforcement materials based on an organic matrix
have a greater resistance and adhesion to the rein-
forcement material. Their using allows increasing
the efficiency of immobilization, reducing the risk
of disconnection of immobilisation system. Also,
these materials have a higher ductility, which allows
to composite material compensates lateral loading



a sinei de la {esuturile dentare. Proprietatile materi-
alelor de imobilizare bazate pe o matrice anorganica
sunt destul de mari, ceea ce permite sa fie utilizate
ca mijloace pentru imobilizarea temporala folosind
tehnici non-invazive. Cu toate acestea, elasticitatea
materialelor de armare bazate pe o matrice anorga-
nicd este de doud ori mai micd, ceea ce contribuie
la o imobilizare mai rigida a dintilor in sind si la o
sensibilitate puternica la sarcinile laterale. Fibrele ce-
ramice umplute cu compozit inainte de utilizare la fel
au un dezavantaj semnificativ — stoparea mobilitatii
fiziologice a dintilor inclusi in sind. Acest dezavan-
taj dupa datele lui A.H. Psaxosckmit lipseste la sini cu
folosirea atei de tip aramid, care permite dintilor sa
mentind mobilitatea la nivel fiziologic, sd distribuie
uniform presiunea, sd implice in reglarea masticati-
ei reflexul parodonto-muscular, pentru asigurarea
conservarii integritatii structurii in timpul functiei si
tratamentului, mentinind in acelasi timp functiona-
litatea si estetica ridicati a sistemului de sinare.

Unii cercetatori [15, 16, 17, 19, 21] confirma ca
sina din sdrmd ortodontica flexibild si compozit pre-
zintd singurul system de imobilizare, care permite
mobilitatea fiziologica a dintilor. Dupé datele auto-
rilor acest fapt va duce la raspindirea largé a folosi-
rii acestui sistem de imobilizare in practica clinica.
Ei descriu urmdtoarele avantaje acestei metode:
— sarma flexibild poate fi fixatd pe orice compozit
fotopolimerizabil, — nu este necesara prelucrarea
semnificativa a dintilor, — este rapida la fabricare,
— este maij ieftina decat majoritatea celorlalte meto-
de, — mobilitatea fiziologicé a dintilor este péstrat,
— usor reparabila, — posibilitatea de a o utiliza in
inghesuiri dentare. Dar, in acelas rand, ca orice me-
toda, are si careva dezavantaje: — utilizarea sarmei
flexibile este posibild numai in cazurile integritatii
arcadei dentare si la absenta spatiilor interdentare —
spatii edentate nu permit de a acoperi firul flexibil cu
material compozit. De asemenea este dificil de a re-
stabili integritatea arcadei dentare, chiar si la defecte
mici [13, 17, 18, 20].

In functie de situatia clinici, imobilizarea ade-
ziva a dintilor mobili se efectueazi cu ajutorul unei
tehnici adezive neinvazive sau tehnici adezive inva-
zive. Pacientilor cu mobilitatea patologicé a dintilor
de gradul I in combinatie cu distrugerea esutul osos
alveolar care nu depéseste 1/3 din lungimea radacinii
este recomandata imobilizarea temporald prin teh-
nica adeziva neinvazivd. Pacientilor cu mobilitatea
patologicd de gradul II — III in combinatie cu dis-
trugerea tesutului osos de 1/2 sau mai mult din lun-
gimea rddécinii este recomandata imobilizarea prin
tehnica invaziva [15, 18]. Pentru efectuarea tehnicii
neinvazive, pentru a reduce la minimum grosimea
constructiei sinei este preferat de a utiliza material de
armare de tip banda.

Extractia dintilor duce la agravarea statutului
stomatologic si psihoemotional a pacientului. Ca
urmare, pe langa imobilizarea dintilor mobili, in
timpul sindrii adezive pot fi inlocuiti unul sau doi

and also reduces the risk of disassembling the sys-
tem from the dental tissues. Properties of immobi-
lization materials based on an inorganic matrix are
quite large, which allows their using for temporary
immobilization by non-invasive techniques. How-
ever, the elasticity of reinforcement materials based
on inorganic matrix in two times lower — fact which
contributes to a more rigid immobilization of teeth
in the immobilisation system and to a strong sen-
sitivity to lateral loading. The ceramic fibres filled
with composite before using also have a significant
disadvantage — stopping the physiological mobility
of teeth included in the system. This disadvantage
according to the data of A.H. Paxosckmit is missed
in immobilisation system with using thread of ara-
mid-type, which allows to teeth to maintain mobil-
ity at the physiological level, to distribute uniform
the pressure, to involve in regulation of mastication
the periodontal-muscular reflex, to ensure preserva-
tion of integrity of the structure during function and
treatment, maintaining in the same time the func-
tionality and high aesthetics of splinting system.

Some researchers [15, 16, 17, 19, 21] confirm that
splinting system from flexible orthodontic wire and
composite material represent unique immobilization
system that allows physiological mobility of connect-
ed teeth. According to the authors’ data, this fact will
lead to widespread using of this immobilization sys-
tem in clinical practice. They describe the following
advantages of this method: — the flexible wire can be
fixed on any light-curing composite, — no significant
processing of teeth it is necessary, — it is fast in man-
ufacturing, — is cheaper than most other methods
of splinting, — the physiological mobility of teeth is
maintained, — easily repairable, — the possibility to
use in dental overcrowding. But, like any method, it
also has some disadvantages: — using of flexible wire
is possible only in case of integral dental arch and in
absence of interdental spaces — dental arch spaces not
allow to cover the flexible wire with composite mate-
rial. It is also difficult to restore the integrity of dental
arch, even at small defects [13, 17, 18, 20].

Depending on clinical situation, the adhesive
immobilization of mobile teeth is performed by us-
ing a non-invasive adhesive technique or invasive
adhesive techniques. At first-degree of pathological
mobility of teeth in combination with destruction of
alveolar bone tissue that does not exceed 1/3 of the
root length is recommended temporary immobiliza-
tion by non-invasive adhesive technique. At IT — III
degree of pathological mobility in combination with
destruction of bone tissue of 1/2 of the root length
or more, immobilization by invasive technique it is
recommended [15, 18]. To perform the non-invasive
technique, to minimize the thickness of spint con-
struction, it is preferable to use tape-shaped reinforc-
ing material.

Extraction of teeth leads to aggravation of dental
and psycho-emotional status of patient. As a result,
in addition to immobilizing the mobile teeth, one or
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dintii pierduti. Datorita rezistentei sale considera-
bile, sina parodontald adezivd poate fi folositd ca
bazd pentru restabilirea dintilor pierduti care pot
fi confectionati atat pe sina neinvaziva cat si pe cea
invaziva. Defectul intercalat arcadei dentare, aparut
la prezenta parodontitei cronice, poate fi inlocuit cu
dinti artificiali din plastic, cu dinti confectionati din
material compozit sau cu ajutorul partii coronare
dintelui extras [9], introdusi in sind adeziva. Resta-
urarea cu ajutorul materialului compozit fotopoli-
merizabil este o procedura destul de costisitoare si
consumatoare in timp, dar este o metoda preferabila
in situatiile clinice la deplasarea semnificativa a din-
tilor in acest segment, ceea ce face dificild obtinerea
unui rezultat cosmetic satisficéitor. Utilizarea dinti-
lor artificiali din plastic nu este recomandaté de unii
producitori de materiale de armare din cauza lipsei
de adeziune a compozitului la plastic [10]. Utilizarea
pértii coroanare a dintelui recent extras prezinta o
metoda de alegere, care la fel are indicatiile si con-
traindicatiile sale.

Experienta folosirii sinelor adezive a contribuit la
dezvoltarea unei noi directii in abordarea inlocuirii
defectelor mici ale arcadelor dentare (mai mult situa-
te frontal) prin aplicarea puntilor adezive (PA). Esen-
ta aplicarii puntii adezive de acest tip este in alipirea
unui dinte artificial cu ajutorul materialului compozit
la suprafata dintilor limitrofi defectului. Una dintre
indicatii pentru utilizarea PA este necesitatea resta-
bilirii simultane defectului arcadei dentare si imobi-
lizdrii in boala parodontala [9]. In acelasi timp, unele
dintre contraindicatii pentru aplicarea puntii adezive
este mobilitatea dintilor support limitrofi bresei si
marimea defectului arcadei dentare (mai mult de doi
dinti). PA sunt destul de elastice: au o capacitate mai
mare de amortizare, transmit cu usurintd presiunea
de masticatie cétre dintii de suport, descarcand paro-
dontiul. In ocluzie, aceste constructii sunt tolerante,
nu abraziaza antagonistii; in ceea ce priveste propria
abraziune, protezele sunt usor susceptibile de corec-
tat si reparat. Asemenea constructii sunt accesibile,
deoarece, in majoritatea cazurilor, stomatologul le
poate confectiona direct in cavitatea bucald.

Astazi pe piata exista un numér destul de mare
de materiale si tehnologii pentru fabricarea puntilor
adezive. In primul rand, toate materialele difera in
structura lor si pot fi: metalice, polietilenice (Con-
struct, Ribbond, Connect), ceramice (GlasSpan),
ceramica presatd (Emax Press), ceramicd mécinata
(Cerec 3), fibra de sticld (Fiber Splint, Fiber/Kor),
fire de inalta rezistentd (Kevlar). Un avantaj semni-
ficativ a puntilor adezive este gradul mic de pregiti-
re a dintilor in comparatie cu pregatirea traditionala
sub coroane artificiale. A fost constatat [12] ca pier-
derea tesutului dentar dur al dintelui la pregatirea
lui sub punte adeziva, in mediu reduce suprafata lui
cu 5,09%, prelucrarea dintelui sub incrustatie — cu
aproximativ 15,52%, prelucrarea dintilor sub coroane
turnate si metalice-ceramice — 44,27% (ce este de 8,7
ori mai mult decat sub constructie direct).

two lost teeth can be replaced during procedure of
adhesive splinting. Due to its considerable strength,
the adhesive periodontal splint can be used as a
base for restoring lost teeth that can be made both
on non-invasive and invasive system. The defect of
dental arch limited medially and distally, occurring
in presence of chronic periodontitis can be replaced
with prefabricated artificial plastic teeth, teeth made
from composite material or with the crown part of
extracted tooth [9], inserted into the adhesive splint.
Restoration using light-cured composite material
is a costly and time-consuming procedure, but it is
a preferable method in clinical situations when the
teeth are significantly displaced in this segment,
which makes it difficult to obtain a satisfactory cos-
metic result. Using artificial plastic teeth is not rec-
ommended by some manufacturers of reinforcing
materials due to the lack of adhesion of plastic to
composite [10]. Using the crown part of the newly
extracted tooth presents a method of choice, which
also has its indications and contraindications.

The experience of using adhesive splints has con-
tributed to the development of a new direction in
replacement of small defects of dental arches (more
situated in frontal area) by applying adhesive bridges
(AB). The essence of applying this type of adhesive
bridge is to attach an artificial tooth with the help of
composite material to the surface of the teeth limit-
ing the defect. One of indication for using AB is the
necessity for simultaneous restoration of dental arch
defect and immobilization in periodontal disease [9].
At the same time, as some of contraindications for
applying the adhesive bridge can be enumerated the
mobility of teeth limiting defect of dental arch and
the size of this defect (more than two absent teeth).
The adhesive bridges are quite elastic: they have a
higher amortisation capacity, easily transmit the
chewing pressure to the support teeth, releasing the
periodontium. In occlusion, these constructions are
tolerant, do not lead to abrasion of the antagonists
teeth; as for their own abrasion, the prostheses are
easily susceptible to correction and reparation. Such
constructions are accessible because, in most cases,
the dentist can make them directly in the mouth.

Today there is quitter big number of materials and
technologies in manufacturing of adhesive bridges.
Firstly, all materials differ in their structure and may
be: metallic, polyethylene (Construct, Ribbond, Con-
nect), ceramic (GlasSpan), pressed ceramic (Emax
Press), ground ceramic (Cerec 3), fiberglass (Fiber
Splint) , Fiber / Kor), fibres of high strength (Kevlar).
A significant advantage of adhesive bridges is the low
degree of tooth preparation in comparison with tra-
ditional preparation of teeth under artificial crowns.
It was found [12] that loss of hard tooth tissue during
tooth preparation under adhesive bridge, on average
reduces its surface by 5.09%, preparing of tooth under
inlay — about 15.52%, the processing of teeth under
cast and metal- ceramic crowns. — 44.27% (which is
in 8.7 times more than under direct construction).



La confectionarea puntilor adezive pot fi folosite
tehnici invazive si neinvazive. Secventa etapelor de
confectionare PA este similard cu cele pentru imo-
bilizarea dintilor cu elemente de micro-protezare.
Conform opiniei [6, 9, 11, 19] estetica, functionalita-
tea si durabilitatea structurii puntii adezive depind in
mare masura de minutiozitatea verificérii si pozitio-
ndrii spatiale a elementelor de sprijin. Literatura de-
scrie principiile pozifionarii spatiale structurilor de
armare-sustinere a puntilor adezive in diferite situatii
clinice. La protezarea defectelor din partile laterale se
recomanda indoirea elementelor de sustinere din fi-
bra a carcasului puntii adezive dupa planul ocluzal.
La prezenta coroanelor clinice a dintilor support joa-
se se recomandd construirea balcii de sprijin, pentru
care se pot folosi stifturi din sticla sau din carbon. In
partea anterioara a dentiiei la restabilirea unui din-
te, prezenta dimensiunii verticale semnificative (mai
mult de 8 mm), prezenta tremelor si diastemei este
recomandat formarea unui element antibasculant.
La inlocuirea mai multor defecte adiacente, dar la fel
cu lipsa unui sau doi dinti intr-un defect cu scopul
uniformizérii distribuirii presiunii masticatorie si
imobilizarii mai multor dinti ca disjunctori de for{a
pot fi utilizate pinuri din fibré de sticla. La formarea
santurilor pentru inbunatatirea stabilizérii fibrelor sa
iau in consideratie trei parametri principali: lungi-
mea, adancimea si latimea/ indltimea. Peste fibra de
armare trebuie sé fie cel putin un 1 mm spatiu pentru
stratul compozit. In dintii suport molari si premolari
santul poate fi executat la o addncime de jumatate a
coroanei anatomice avand in vedere recesiunea gin-
givala; la dintii frontali santul poate fi efectuat de-a
lungul suprafetelor proximale acufundat pe jumita-
te din grosimea coroanei in directia vestibulo-orala.
Latimea si indltimea santului se calculeaza luand in
consideratie lafimea si grosimea fibrei de armare
+1,5 mm pentru posibilitatea pozitionarii verticale
(in dintii anteriori) sau orizontale (in dintii posteri-
ori). Partea intermediara poate fi executatd de forma
ovoida cu contact strans cu gingia procesului alveolar
in zona frontald arcadei dentare. Un astfel design a
PA are trei puncte de sprijin: doud pe dintii de sprijin
si unul pe proces alveolar. Aceasta imbunatiteste es-
tetica zonei protetice si incetineste procesele atrofice
in structuri parodontale [11]. In acelas moment cali-
tatea igienizarii regiunii date poate spori acumularea
resturilor alimentare in regiunea data. Deacea este si
logic ca nu intotdeauna este posibil de a obtine o sina
esteticd si functionald in acelas moment.

Rezultatele obtinute indicd faptul cid problema
studierii proprietatilor materialelor de armare nu a
fost complet studiata si necesitd cercetari suplimen-
tare. Acest lucru este necesar pentru a implementa
protocolul pentru gestionarea pacientilor cu boala
parodontala si a determina indicatiile pentru utiliza-
rea materialelor din diferite grupuri pentru imobili-
zarea dintilor.

Ca o asumare a cunostinfelor si practicii multor
autori, se poate de conchis ca, fiecare pacient este

In making adhesive bridges, invasive and non-
invasive techniques can be used. The sequence of
manufacturing steps at AB manufacturing is similar
to those for immobilizing the teeth with micro-pros-
thetic elements. According to opinion of [6, 9, 11, 19]
the aesthetics, functionality and durability of struc-
ture of adhesive bridge depend on the meticulous-
ness of the verification and the spatial positioning
of the support elements. The literature describes the
principles of spatial positioning of reinforcement-
supporting structures of adhesive bridges in different
clinical situations. At prosthetic treatment of defects
in lateral parts it is recommended to bend the fiber
support elements of adhesive bridge according to the
occlusal plan. In the presence of short clinical crowns
of the lower support teeth, it is recommended to
build the support balk, for which glass or carbon pins
can be used. In the anterior part of the dentition at
restoring one tooth, the presence of significant ver-
tical dimension (more than 8 mm), the presence of
tremms and diastema it is recommended to form an
anti-basculant element. In replacement of several ad-
jacent defects, but also with the absence of one or two
teeth in defect for uniform distribution of masticato-
ry pressure and to immobilize several teeth as power
breakers, fiberglass pins can be used. In forming the
grooves for improvement of fibre stabilization, will
be taken into account three main parameters: length,
depth and width / height. Over reinforcement fibre
must be at least 1 mm space for the composite layer.
In molar and premolar support teeth, the groove can
be performed at half depth of the anatomical crown
considering the gingival recession too; at frontal
teeth, the groove can be made along the proximal sur-
faces, submerged half of the thickness of the crown in
vestibulo-oral direction. The width and height of the
groove are calculated taking into account the width
and thickness of the reinforcement fiber +1.5 mm for
the possibility of vertical (in frontal) or horizontal
(in lateral) teeth. The intermediate part can be made
of ovoid shape with close contact with the gingiva of
the alveolar process in the frontal area of dental arch.
Such design of AB has three support points: two on
the supporting teeth and one on the alveolar process.
This improves aesthetics of prosthetic area and slows
atrophic processes in periodontal structures [11]. At
the same time, the quality of hygiene in mentioned
region at such close contact of pontic with gingiva
can increase the accumulation of food. It is therefore
logical that it is not always possible to obtain an aes-
thetic and functional splint at the same time.

Obtained results indicate that the problem of
studying properties of reinforcement materials has
not been fully studied and requires further research.
It is necessary to implement the protocol for man-
agement of patients with periodontal disease and to
determine the indications for using of materials from
different groups to immobilize the teeth.

As an assumption of the knowledge and practice
of many authors, it can be concluded that, each pa-
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unic si in fiecare caz clinic aparte alegerea dizainu-
lui sistemului de imobilizare va depinde de o serie de
factori, pornind de la caracteristicile tabloului clinic,
caracteristicile anatomice a cavitatii bucale, starea or-
ganizmului, starea socio-economica, profesia, varsta
si asteptarile pacientului etc. si deacea fiecare caz cli-
nic necesitd o abordare individual si creativa. Sarcina
medicului este de a alege cea mai optima sina-prote-
zd, care v permite de a pastra pentru o lungé perioa-
dé de timp tesuturile parodontale si dentare in stare
functionala activa.

Concluzii:

1. Cu toatd varietatea de metode si materiale
prezentate pentru imobilizarea dintilor, nici
o metodd si nici un material nu prezintd in-
treagd gama de proprietati pozitive si nu pot fi
considerate ca universale.

2. Puntile adezive din compozit armat prezinta
o alternativa sau o completare a metodelor
traditionale de restabilire integritatii arcadei
dentare avand avantajele lor (pregitirea usoa-
ra a dintilor suport; efectuarea intr-o singura
vizitd; datorita consolidérii chimice intre toa-
te elementele structurale elemente compuse
au capacitatea de deformari elastice aseménd-
toare cum ar fi in {esuturile dentare naturale,
péastrand micromobilitatea dintilor suport si
protejand parodontiul; datoritd creérii supor-
tului de trei puncte la restabilirea defectului
in regiunea frontala arcadei dentare, se ince-
tineste atrofia osoasd in regiunea dintilor de
sustinere etc.).

3. Tehnici de creare a sinelor adezive din mate-
rial composit pentru restabilirea integritatii
functionale a dentitiei nu au diferente funda-
mentale in functie de utilizarea materialelor
de ramforsare a materialului compozit de ori-
gine organicd sau neorganica.

tient is unique and in each clinical case the choice
of immobilization system design will depend on a
number of factors, starting from characteristics of
clinical picture, anatomical features of the oral cavity,
condition of organism, socio-economic status, pro-
fession, age and expectations of the patient, etc. and
in such away each clinical case requires an individual
and creative approach. The doctor’s task is to choose
the most optimal prosthesis, which allows to keep the
periodontal and dental tissues in an active functional
state for a long time.

Conclusions:

1. With all the variety of methods and materials
presented for immobilizing the teeth, neither
method nor material presents the full range of
positive properties and cannot be considered
as universal.

2. Adhesive bridges made of reinforced compo-
site present an alternative or complement of
traditional methods of restoring the integrity
of dental arch having their advantages (easy
preparation of the support teeth; performing
in a single visit; due to chemical consolida-
tion between all the structural elements, the
composite elements have the same elastic
deformations as in natural dental tissues,
preserving the micro mobility of supporting
teeth and protecting the periodontium; due
to creation of three-point support at restoring
defect of dentition in frontal region of dental
arch, will slow the bone atrophy in region of
supporting teeth, etc.).

3. Techniques for creating adhesive splint from
composite material for restoring the functio-
nal integrity of dentition have no fundamen-
tal differences depending on used composite
reinforcing materials of organic or inorganic
origin.
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