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Rezumat

Abraziunea eroziva dentara este o proble-
md esentiald cu reabilitare foarte costisitoare.
Este promovatd tehnologia refacerii compozi-
tionale directe in tratamentul modern a ero-
ziunii dentare.

Cuvinte cheie: eroziune, refacere directa,

compozit autopolimerizabil si fotopolimeri-
zabil.

Introducere

In societatea contemporand, erozia dentara a de-
venit una din cauzele principale a pierderii tesuturilor
minerale dentare. In majoritatea cercetarilor (1991—
2020), este atrasa atentia stomatologilor la nivelul
major de raspandire a distrofiilor dentare si tendinta
de crestere a cariilor cu patologia datd, indeosebi la
persoane tinere (in Marea Britanie, anul 2010, 37% de
pacienti cu varsta de 14 ani prezentau eroziunea ada-
mantinala pe suprafata palatinala a dintilor).

Simptome timpurii ale eroziunii dentare:

— adamantina subtiati cu aspect lucios;

— ingalbenirea dintilor din cauza dentinei apro-
piate de suprafata erozati;

— cresterea semitransparentei a marginilor in-
cizale si adancituri calciforme pe suprafetele
ocluzale.

Unele particularititi de manifestare clinica:

1) Mai pronuntat este afectatd suprafata palati-
nald a dintilor anteriori, mai frecvent in pa-
tologiile somatice (reflux gastro-intestinal,
maladii psihice).

2) In fazele incipiente: abraziunea acidd este
aproape invizibila diagnosticului (localizarea
pe suprafata putin accesibila si latenté evoluti-
va). Aschierea smaltului in formé de neregu-
laritati incizale.

3) Frecvent, chiar la descoperirea dentinara, pa-
cientii nu prezinta hiperestezie.

Clinic: o analiza foarte atentd poate prezenta su-

prafata palatinald mai ingilbenitd din contul subti-
erii smalfului in centrul adamantinei aceleiasi zone;
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Summary

Erosive dental abrasion is an essential
problem with very costly rehabilitation. There
is promoted the technology of direct com-
posite restoration in the modern treatment of
dental erosion.

Keywords: erosion, direct recovery, auto-
polymerising and photopolymerising com-
posite.

Introduction

In contemporary society, dental erosion has be-
come one of the main causes of the loss of dental
mineral tissues. In most of the researches (1991—
2020), the attention of dentists is drawn to the high
level of spread of dental defects and the tendency of
caries to increase with the said pathology, especially
in young people (in the United Kingdom, 2010, 37%
of patients aged 14 years show enamel erosion on the
palatal surface of the teeth).

Early symptoms of dental erosion:

— thin glossy-looking enamel;

— yellowing of the teeth due to dentine close to

the eroded surface;

— increased semi-transparency of incisal edges
and calciform recesses on the occlusal surfaces.

Some features of clinical manifestation:

1) The palatal surface of the anterior teeth is affec-
ted more, more commonly in somatic patholo-
gies (gastrointestinal reflux, mental illness).

2) In the early stages: acid abrasion is almost in-
visible to the diagnosis (localization on a less
accessible surface and a specific evolutionary
latency). Chipping of enamel in the form of
incisal irregularities.

3) Frequently, even if dentine is open, patients
do not feel hyperesthesia.

Clinically: a very careful analysis can show a pala-
tal surface with a more yellowish color due to enamel
thinning in the center of the enamel of the same area;
the burettes are flatter and their surfaces are more
polished.
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bureletele sunt mai plate, iar suprafetele lor sunt mai
lucioase.

4) In fazele mai avansate:

a) diminueaza marginea incizala a dintilor fron-
tali, fapt apreciat prin majorarea transparen-
tei;

b) pierderea de fesut adamantino-dentinar poate
fi masiva, prezentand palatinal vizibild came-
ra pulpara sau conturile ei.

5) In fazele finale a eroziunii: tesuturile dure a
incisivilor si caninilor sunt masiv distruse,
suprafetele lor vestibulare prezintd multiple
crapaturi si aschieri. Coroanele clinice ale
acestora sunt scurtate in lungime.

Tratamentul pacientilor in fazele incipiente a
acestei patologii (Francesca Vailati, 2010) este strict
necesar, pentru preventia distrugerilor exprimate ire-
versibile si folosirea structurilor anatomice remanen-
te intru executarea refacerii.

Tehnica tri-etapizatd — acces structurizat cu re-
abilitare adezivd si atingere a rezultatelor previzibile
prin minipreparare.

Scopul acestei tehnici: reabilitarea morfo-functio-
nald a arcadelor dentare cu modificarea DVO, execu-
tandu-se restaurari dentare directe a dintilor laterali.

Rezolvare:

1). Avand suportul dintilor laterali, se poate de re-
facut dintii frontali, folosindu-se aceleasi tehnologii
adezive.

2). Cand contactele dintilor anteriori si orientarea
coroanelor vor fi refacute, devine posibild inlocuirea
restaurarilor provizorii directe a dintilor laterali.

Tactica tratamentului modern (Francesca Vailati,
2010). Discutie

Sedinta L.

1. Fotografiere.

2. Radiografii.

3. Amprente a arcadelor dentare.

4. Inregistrarea valorilor parametrilor ocluzali

cu ajutorul arcului facial anatomic.

5. Transferul valorilor parametrilor ocluzali ar-
bitrari in articulatorul semi-programabil, in
pozitia de ocluzie centrica (PIM — pozitia de
intercuspidare maxima).

6. Pentru simularea si vizualizarea formei si
lungimii dintilor (exemplu, lungimea dintilor
anteriori a maxilei) se programeaza repetat
pacientul.

Sedinta II.

Este programatd pentru elaborarea sablonului —
imitantul formei dintilor (o rezolvare buni pentru
pacient este obtinerea sabloanelor viitoarei forme
pentru toti din{ii maxilei). Se construieste doar su-
prafatd vestibulard a dintilor maxilei. Forma, obtinu-
td prin modelarea cu ceara a suprafetei vestibulare a
dintilor maxilarului superior, a fost dublata prin sa-
blonul de silicon.

Sedinta IIL.

Sabloanele viitoarei forme a suprafetelor vestibu-
lare a dintilor maxilei sunt executate direct in cavi-

4) In the more advanced phases:

a) the incisal edge of the front teeth diminishes,
a fact appreciated by increasing of the trans-
parency;

b) enamel-dentin tissue loss can be massive with
palatal disclosure showing the pulp chamber
or its ramifications.

5) In the final stages of erosion: the hard tissu-
es of the incisors and canines are massively
destroyed, their vestibular surfaces show mul-
tiple fissures and chips. Their clinical crowns
are shortened in length.

The treatment of patients in the early stages of
this pathology (Francesca Vailati, 2010) is strictly
necessary, in order to prevent irreversible damage
and to use the remaining anatomical structures to
perform the restoration.

Tri-step technique — structured access with ad-
hesive rehabilitation and achievement of predictable
results through mini-preparation.

The purpose of this technique: the morpho-func-
tional rehabilitation of the dental arches, with the mod-
ification of the vertical dimension of occlusion, per-
forming direct dental restorations of the lateral teeth.

Solution:

1). With the support of the lateral teeth, it is pos-
sible to recover the front teeth, using the same adhe-
sive technologies.

2). When the contacts of the anterior teeth and
the orientation of the crowns are restored, it becomes
possible to replace the temporary provisional resto-
rations of the lateral teeth.

Tactics of modern treatment (Francesca Vailati,
2010). Discussion

Session I.

1. Photography.

2. X-rays.

3. Impressions of dental arches.

4. Recording the values of the occlusal parame-
ters with the aid of the anatomic facial bow.

5. The transfer of the values of arbitrary occlusal
parameters in the semi-adjustable articulator
in the centric occlusion (maximum intercus-
pation position).

6. To simulate and visualize the shape and len-
gth of the teeth (for example, the length of the
anterior teeth of the jaw) the patient has a re-
peated appointment.

Session 1I.

It is scheduled for the creation of the template —
the imitator of the tooth shape (a good solution for the
patient is the elaboration of the templates of the future
shape for all the teeth of the maxilla). Only the vestibu-
lar surface of the maxilla teeth is constructed. The shape,
obtained by waxing the vestibular surface of the teeth of
the upper jaw, was doubled by the silicone template.

Session III.

The templates of the future shape of the vestibu-
lar surfaces of the maxilla teeth are executed directly
in the oral cavity. The dentist introduces in the sili-




tatea orald. Medicul stomatolog introduce in cheia
siliconicd compozit autopolimerizabil de culoarea
dintilor (exemplu Protemp, 3M) dupi care il stabiles-
te (instaleaza) in cavitatea orald a pacientului.

Dupa inlaturarea sablonului siliconic toate su-
prafetele vestibulare a dintilor maxilei sunt supuse
acoperirii cu un strat subtire de compozit, care reface
forma viitoarelor restaurdri indirecte. Aceastd sedin-
td permite controlul pozitiei viitorului plan ocluzal.

Regula: schimbarea dimensiunii verticale de oclu-
zie (DVO) spre majorarea acestuia in astfel de cazuri
clinice este obligatorie, cu recalcularea matematicd si
a altor parametri ocluzali (planul ocluzal, curba Spee,
curba Wilson, raportul overbite/overjet.

Dimensiunea verticala de ocluzie este programa-
td dupd parametrii medii anatomici in articulator,
avandu-se in atentie, in primul rdnd, dintii laterali,
unde se insista o izolare maximald pentru pastrarea
tesutului remanent mineralizat, si in al doilea rand,
dintii anteriori superiori si inferiori in regiunea ci-
rora nu trebuia sa fie o distantd sagitald mare, fapt
capabil sd supuna riscului refacerea contactelor oclu-
zale anterioare si orientarea dintilor anteriori legatd
cu dénsii.

Cénd hotérarea de modificare a DVO este pri-
mitd, iar planul ocluziei si ceilal{i parametri ocluzali
sunt confirmati, tehnicienilor dentari li se indica sd
modeleze din ceard a dintilor laterali: doi premolari
si primul molar a fiecdrui cvadrant.

Ulterior se confectioneazd patru sabloane se-
mitransparente din silicon, fiecare din ele dubland
modelarea din ceard a unui din cele patru cvadrante
laterale.

Sedinta IV,

Stomatologul va introduce in fiecare sablon se-
mitransparent un compozit hibrid,care apoi sunt
instalate in cavitatea orald a pacientului fiind supus
compozitul polimerizdrii. Prin aceastd procedurs,
suprafata ocluzald a tuturor premolarilor §i primilor
molari este reficutd cu compozit fard prepararea te-
suturilor (se executd doar perierea, gravarea si bon-
dingarea), in conformitate cu sablonul de diagnostic,
elaborat dupa modelul, din ceara.

Urmeaza evidenta pe parcursul unei luni, pentru
aprecierea adaptarii pacientului fatd de noii parame-
tri ocluzali.

In cazul lipsei semnelor de disfunctie a articula-
tiei temporo-mandibulare, vom aprecia cd noii para-
metri sunt tolerati de catre pacient si urmeaza etapa a
III-a — calcularea raportului overbite/overjet a din-
tilor anteriori.

In cazul cand pacientul dupi o luni de functi-
onalitate a noilor parametri ocluzali, obtinute prin
restaurdri temporare directe cu compozite va prezen-
ta comfort, vor fi elaborate doud noi amprente cu o
masa alginata, repetandu-se registrarea interactiunii
intre ambele maxilare cu ajutorul arcului facial.

Pentru fixarea modelelor in pozifie maximald in-
tercuspidiald va fi necesar de a primi blocul de regis-
trare, care va reda pozitia dintilor anteriori.

cone key a self-curing composite with the color of the
teeth (for example: Protemp, 3M) after that he places
it in the oral cavity of the patient.

After removal of the silicone template, all vestib-
ular surfaces of the maxilla teeth are covered with a
thin layer of composite, which recovers the shape of
the future indirect restorations. This session allows
the control of the position of the future occlusal plane.

Rule: the modification of the vertical dimension
of occlusion towards increasing it, is a mandatory
process in such clinical cases, as well as the math-
ematical analysis of other occlusal parameters (the
occlusal plane, curve of Spee, curve of Wilson, the
overbite/overjet ratio).

The vertical dimension of occlusion is pro-
grammed according to the average of anatomical
medium parameters in the articulator, paying atten-
tion, firstly, to the lateral teeth, where a maximum
isolation is insisted for the preservation of the miner-
alized remnant tissue. And secondly, from upper and
lower anterior teeth, the sagittal distance must not be
high, a fact capable of risking the restoration of the
anterior occlusal contacts and the orientation of the
anterior teeth related to the teeth.

When the decision to increase the vertical di-
mension of occlusion is taken and the occlusion
plane and other occlusal parameters are confirmed,
the dental technicians are instructed to model in wax
the lateral teeth: two premolars and the first molar of
each quadrant.

Subsequently, four semi-transparent silicone
templates are made, each of them doubling the wax
modeling of one of the four lateral quadrants.

Session V.

The dentist will introduce in each semi-trans-
parent template a hybrid composite, which are then
placed in the patient’s oral cavity and then the com-
posite is cured. Through this procedure, the occlu-
sal surface of all premolars and first molars is being
remade with a composite without tissue preparation
(only brushing, etching and bonding is performed),
according to the wax template, created according to
the diagnostic model.

Following is the monitoring for a month, to assess
the patient’s adaptation to the new occlusal parameters.

In the case of lack of signs of dysfunction of the
tempororo-mandibular joint, we will appreciate that
the occlusal parameters are well tolerated by the patient
and afterwards follows the third stage — the calcula-
tion of the overbite/overjet ratio of the anterior teeth.

If the patient, after one month of functionality of
the new occlusal parameters, obtained through direct
temporary restorations with composites, will present
comfort, two new impressions with an alginate mass
will be executed, repeating the recording of the inter-
action of the two jaws with the help of the facial bow.

In order to place the models in the maximum in-
tercuspation position, it will be necessary to obtain
the registration block, which will replay the position
of the anterior teeth.

\ - \ Stomatologie terapeutica
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Ulterior va fi selectat tipul restaurdrii, care va fi
mai accesibil pentru refacerea suprafetei palatinale a
dintilor frontali superiori (refacere directd sau indi-
rectd cu compozit).

In cazul cand spatiul sagital este limitat (mai mic
de 1 mm), va fi executatd tehnica directd compozi-
tionala (refacere directd palatinald). Daca distanta
sagitald este mai mare de 1 mm, vom da prioritate
refacerilor palatinale indirecte (vinire) — pentru ce
va fi numita incd o sedinta.

La aceastd sedin{d a IV-a.

Usor vor fi descoperite suprafetele de contact
interdentar a dintilor superiori anteriori prin folo-
sirea stripselor, iar marginile incizale, prin netezire
cu freza diamantata cu scopul de a inlatura prismele
smalfului nesustinute. Dentina dezgolita palatinald
va fi curatatd cu pastd non-fluor si pulbere de piatra
ponce, iar cel mai superficial strat va fi inlaturat cu
freza diamantatd.

Etapa a III se finalizeaza prin refacerea suprafe-
telor palatinale a dintilor frontali superiori, in urma
cdreia pacientii obtin conditii ocluzale totalmente
stabile (in cvadrantele anterioare si laterale).

Dintii anteriori inferiori vor insista un tratament
minimal: restaurarea compozitionald directd sau
frecvent ea nici nu va fi executata.

Va urma finalizarea restaurarii, administrandu-
se pe suprafete vestibulare a dintilor frontali superi-
ori (6 dinti) cu fotocompozit sau ceramici. Practic
se obtine executarea principiului tehnicii “sandvis”:
palatinal compozit (vinir), iar vestibular — ceramica
(vinir) sau iar compozit (vinir).

Sedinta V.

Inlocuirea refacerilor compozitionale provizorii a
dintilor masticatori fie prin racorde-compozitionale
cu strictete de mentinere a cerintelor tehnicii ade-
zive. Poate fi executatd si tehnica refacerii cu vinire
ceramice (sau racorde) a celor patru primi premolari
superiori.

Se finalizeazd tratamentul prin refacerea directa
compozitionala a celor patru premolari secunzi. Pa-
cientilor se recomanda pe parcursul adaptirii sa apli-
ce nocturn gutiera siliconica (de profilaxie).

Concluzie

Prin tehnologia propusi se va rezolva problema
abrazivitatii nu dintilor erozati ci a refacerii!

Cand dintele reficut prin tehnica compozitio-
nald directd si tesuturile dentare adiacente aproa-
pe nu sunt lezate prin preparare, vor fi intotdeauna
posibilitati de inlocuit compozitul abraziat cu un alt
compozit, fard actiuni ddunitoare asupra tesuturilor
dentare dure. Cu alte cuvinte, apare posibilitatea, mai
frecventd, de refacere conservativa directd fara acti-
uni ddundtoare asupra vitalitatii dentare.
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Subsequently, the type of restoration will be se-
lected, which will be more accessible for the resto-
ration of the palatal surface of the upper front teeth
(direct or indirect composite restoration).

If the sagittal space is limited (less than 1 mm),
the direct composite technique (direct palatal resto-
ration) will be performed. If the sagittal distance is
greater than 1mm, we will give priority to indirect
palatial restorations (veneer) — for what there will be
scheduled yet another meeting.

At this IV session.

The interdental contact surfaces of the anterior
upper teeth will be easily discovered by the use of
abrasive strips, and the incisal edges, by smoothing
with the diamond burs in order to remove the enamel
prisms with no support. The palatal bare dentin will
be cleaned with non-fluoride paste and pumice pow-
der, and the most superficial layer will be removed
with the diamond burs.

Stage III is finalized by restoring the palatal sur-
faces of the superior frontal teeth, following which
the patients obtain totally stable occlusal conditions
(in the anterior and lateral quadrants).

Lower anterior teeth will insist on minimal treat-
ment: direct compositional restoration or frequent
will not be performed either.

The restoration will be completed by administer-
ing on the vestibular surfaces of the upper front teeth
(6 teeth) with photo-composite or ceramic. Basically
the execution of the principle of “sandwich” tech-
nique is obtained: palatal composite (veneer), and
vestibular — ceramic (veneer) or again composite
(veneer).

Session V.

The replacement of the temporary compositional
restorations of the chewing teeth by compositional
connections with strict maintenance of the require-
ments of the adhesive technique. The technique of
ceramic veneers (or fittings) of the four first upper
premolars can also be executed.

The treatment is completed by direct composite
restoration of the four secondary premolars. Patients
are recommended during the adaptation to apply the
prophylaxis splint (soft splint).

Conclusion

The proposed technology will solve the problem
of abrasion not of the eroded teeth but of the restora-
tion!

When the tooth restored by the direct composite
technique and the adjacent dental tissues are almost
not damaged by preparation, there will always be op-
portunities to replace the abraded composite with
another composite, without damaging the internal
dental tissues. In other words, there is the possibility,
more frequently, of direct conservative restoration
without harmful actions on dental vitality.



