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PROVOCARILE STOMATOLOGIEI DIN
REPUBLICA MOLDOVA
IN FATA PANDEMIEI COVID-19

0. Solomon, dr.in stiinte medicale.

. Sotchii, avocatul ASRM.

N. Chele, dr. hab.in stiinte medicale.
S.Ciobanu, dr. hab.in stiinte medicale.
V. Zuev, asistent univ.

V. Gohijila, medic stomatolog

Introducere.

SARS-CoV-2 - virusul ARN, impreuna cu SARS-
CoV, sunt betacoronavirusi, care au fost identificati
pentru prima datd in 2002 in provincia Guangdong,
China. Denumirea este asociata cu un sindrom res-
pirator acut sever cauzat de coronavirus (SARS-CoV
si SARS-CoV-2). Un deceniu mai tarziu, un alt beta-
coronavirus, adicd sindromul respirator din Orientul
Mijlociu coronavirus (MERS-CoV), identificat initial
in 2012, a provocat sindromul respirator din Orientul
Mijlociu (MERS) [1]. Exista dovezi stiintifice cd acest
nou coronavirus este similar cu speciile de coronavi-
rus care se gasesc la lilieci, confirmand natura zoono-
ticd a acestei noi boli mediate virale cu specii incruci-
sate [2, 3]. Timpul de incubatie a virusului variaza de
la 0 la 24 de zile, ceea ce face necesard administrarea
carantinei, mai ales dacd unul a raimas in zonele iden-
tificate ca fiind predispuse la infectie.

Pentru a patrunde in celula, SARS-CoV-2 foloseste
receptorul ACE2 (enzima de conversie a angiotensinei
[5] care afecteazd in principal ciile aeriene inferioare
[6]. Transmiterea virusului de la persoana la persoana
a fost confirmatd atit in mediul spital, cit si in me-
diul familial [7]. Se transmite de obicei prin picaturi
respiratorii si contact direct. Totusi, rapoarte recente
[8] oferd informatii despre posibile infectii prin trans-
miterea fecal-orald. Virusul poate fi transmis si de pe
suprafetele infectate catre mucoasele nasului, ochilor
si gurii [9, 10]. Mai mult decat atat, este cunoscut fap-
tul ca SARS-CoV-2 se poate lega de celulele enzimei de
conversie a angiotensinei umane (ACE-2), care sunt,
de asemenea, foarte concentrate in glandele salivare.
Aceasta poate fi o posibild explicatie pentru prezenta
SARS-CoV-2 in saliva secretorie. Acest fapt este de-
osebit de important, deoarece oamenii isi ating fetele
de aproximativ 23 de ori pe ora. Din toate atingerile
fetei, 44% au implicat atingerea membranei mucoase a
gurii sau a nasului [11]. Prin urmare, existd posibilita-
tea unei transmisii de COVID-19 pe cale aerosold sau
pe cale fecal-orala, care poate contribui la raspandirea
infectiei in cabinetul stomatologic [12-15].

Corovirusul uman descris recent (VHC), tulpina
229E, ramane infectioasd timp de 3 ore pana la 3 zile;
viabilitatea acestuia depinde de tipul de material: me-
tal, teflon, ceramica, etc. Ramane, de asemenea, stabil
si capabil sa se reproduca in afara celulei gazda [16],
asa cum este descris mai jos:

THE CHALLENGES OF STOMATOLOGY
IN THE REPUBLICOF MOLDOVA IN
THE FACE OF THE COVID-19 PANDEMIC

0. Solomon, PhD.
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S. Ciobanu, ass.prof.

V. Zuev, ass. dep.
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Introduction.

SARS-CoV-2 - RNA virus, along with SARS-
CoV, are beta-coronaviruses, which were first iden-
tified in 2002 in Guangdong Province, China. The
name is associated with a severe acute respiratory
syndrome caused by coronavirus (SARS-CoV and
SARS-CoV-2). A decade later, another beta-coro-
navirus, the Middle East Respiratory Syndrome
(MERS-CoV), originally identified in 2012, caused
the Middle East Respiratory Syndrome (MERS) [1].
There is scientific evidence that this new coronavirus
is similar to the coronavirus species found in bats,
confirming the zoonotic nature of this new cross-
mediated viral disease [2, 3]. The incubation period
of the virus varies from 0 to 24 days, which makes it
necessary to administer quarantine, especially if one
has remained in the areas identified as being prone
to infection.

To enter the cell, SARS-CoV-2 uses the ACE2
receptor (angiotensin converting enzyme) [5] which
mainly affects the lower airways [6]. The human-to-
person transmission of the virus has been confirmed
in both the and in the family environment [7] It is
usually transmitted through respiratory droplets and
direct contact. However, recent reports [8] provide
information on possible infections through fecal-
oral transmission.The virus can also be transmitted
from infected surfaces to the nasal mucosa. [9, 10]
Furthermore, it is known that SARS-CoV-2 can bind
to human angiotensin converting enzyme (ACE-
2) cells, which are also highly concentrated in the
glands. This may be a possible explanation for the
presence of SARS-CoV-2 in secretory saliva, which is
especially important because people touch their faces
about 23 times an hour, touching the mucous mem-
brane of the mouth or nose [11]. Therefore, there is
the possibility of aerosol or fecal-oral transmission of
COVID-19, which may contribute to the spread of
the infection in the dental office [12 - 15].

The recently described human corovirus (HCV),
strain 229E, remains infectious for 3 hours to 3 days;
its viability depends on the type of material: metal,
plastic, ceramic, etc. It also remains stable and able
to reproduce outside the host cell [16], as described
below:

« in air (aerosol): up to 3 hours,

« copper surfaces: up to 4 hours,

ia Stomatologilor din R.M.

lat

\ AsOC

N



o in aer (aerosol): pand la 3 ore,

« suprafete de cupru: pani la 4 ore,

o ceramica si sticld: pana la 5 ore,

» ménusi chirurgicale: pana la 8 ore,

« cutie de carton: pana la 24 de ore,

« plastic si otel: pana la 3 zile.

La 11 martie 2020, Organizatia Mondiald a
Sanatétii (OMS) a declarat o pandemie a unui nou co-
ronavirus, datoritd raspandirii rapide a SARS-CoV-2
si a bolii coronavirusului asociat (COVID-19), care
este o situatie de urgenta pentru sindtatea publica,
iar cea mai recenta ratd a decesului global se ridica
la 3,4% [17, 18]. Conform raportului OMS (16 mar-
tie 2020) privind COVID-19, numdrul de cazuri
COVID-19 raportate a depdsit 160.000, cu 6.000 de
decese la nivel mondial [19], iar acest numar este in
continua crestere [2]. Transmiterea rapida si larga ca-
tre o altd persoana, lipsa vaccinurilor si un tratament
tintit, duce la cresterea cererii de cunostinte dovedite
cu privire la practicile stomatologice sigure in timpul
pandemiei COVID-19.

Asociatia Stomatologilor din RM (in continuare
ASRM) este o organizatie fondatd la 10.07.1998 si intru-
neste un numdr de peste 2000 de medici stomatologi din
toatd tara. Domeniul de activitate al acesteia este pro-
movarea si protectia drepturilor medicilor stomatologi.

Pandemia COVID-19 reprezintd o amenintare
fdrd precedent pentru tote tdrile din intreaga lume,
multe dintre ele suferind o transmitere pe scard largd a
virusului in comunitate de cateva luni sau ani. In timp
ce tendintele descrescdtoare ale incidentei bolii sunt ob-
servate in UE / SEE si in Marea Britanie, in Republica
Moldova starea este neschimbatd dar si este crescatoa-
re. In plus, informatiile disponibile din studiile sero-
epidemiologice sugereazd cd imunitatea adaptativi a
populatiilor ramane scdazutd. Desi aceste mdsuri stricte
de distantare fizicd au redus transmiterea, acestea sunt
foarte perturbatoare pentru societate, atdt din punct
de vedere economic, cdt si social. Toate tdrile care au
pus in aplicare ordinele de ,sedere la domiciliu”. Si
in domeniul Stomatologie in Republica Moldova din
17.03.2020 Directia Generald Asistentd Sociald si
Sanatate din cadrul Consiliului Municipal Chisindu
emite Ordinul nr. 86-b din 17.03.2020 cu privire la
reglementarea Serviciului Stomatologic Municipal in
conditiile prevenirii, controlului si reducerii riscului
de raspandire a infectiei cu Coronavirus de tip nou
(COVID-19). In temeiul actului respectiv activita-
tea stomatologica in mun. Chisinau a fost sistata,
fiind permisa doar ,acordarea asistentei medicale
stomatologice doar in cazurile de urgenta majora.”

La 17.03.2020 Parlamentul Republicii Moldova
prin Hotararea nr. 55/2020 a declarat stare de urgentd
pana pe data de 15.05.2020.

Potrivit deciziilor Comisiei Nationale Extraor-
dinare de Sanatate Publica si Dispozitiilor Comisiei
pentru Situatii Exceptionale a Republicii Moldova
careva prevederi directe cu privire la modul de orga-
nizare a activitatii stomatologice in Republica Mol-
dova nu au fost aprobate.

o ceramics and glass: up to 5 hours,

« surgical gloves: up to 8 hours,

o carton: up to 24 hours,

o plastic and steel: up to 3 days.

On March 11, 2020, the World Health Organiza-
tion (WHO) declared a pandemic of a new corona-
virus due to the rapid spread of SARS-CoV-2 and
associated coronavirus disease (COVID-19) and the
most recent global death rate is 3.4% [17, 18]. Ac-
cording to the WHO report (16 March 2020) on CO-
VID-19, the number of reported COVID-19 cases
exceeded 160,000, with 6,000 deaths worldwide [19],
and this number is constantly increasing [2]. Rapid
and widespread transmission to another person, lack
of vaccines and targeted treatment, increase the de-
mand for proven knowledge about safe dental prac-
tices during the COVID-19 pandemic.

The Association of Stomatologists of the Repub-
lic of Moldova (hereinafter MAS) is an organization
founded on July 10, 1998 and brings together a num-
ber of over 2000 dentists from all over the country.
Its field of activity is the promotion and protection of
the rights of dentists.

The COVID-19 pandemic poses an unprecedent-
ed threat to all countries around the world, many of
them suffering from a widespread transmission of
the virus in the community for several months or
years. While the decreasing trends in the incidence
of the disease are observed in the EU / EEA and in
the United Kingdom, in the Republic of Moldova the
situation is unchanged but also increasing. In addi-
tion, available information from sero-epidemiologi-
cal studies suggests that adaptive immunity of popu-
lations remains low. Although these strict measures
of physical distance have reduced transmission, they
are very disruptive to society, both economically and
socially. All countries that have implemented ,,stay at
home® orders. Also in the field of Dentistry in the
Republic of Moldova from 17.03.2020, the General
Directorate of Social Assistance and Health within
the Chisinau Municipal Council issues Order no.
86-b 0f 17.03.2020 on the regulation of the Municipal
Dental Service in the conditions of prevention, con-
trol and reduction of the risk of spreading the new
type of Coronavirus infection (COVID-19). Pursu-
ant to the respective act, the dental activity in Chi-
sinau municipality was stopped, being allowed only
»the provision of dental medical assistance only in
cases of major emergency.”

On 17.03.2020, the Parliament of the Republic of
Moldova by Decision no. 55/2020 declared a state of
emergency until 15.05.2020.

According to the decisions of the Extraordinary
National Commission for Public Health and the Pro-
visions of the Commission for Exceptional Situations
of the Republic of Moldova, some direct provisions
on the organization of dental activity in the Republic
of Moldova have not been approved.

On 1.04.2020 MSM PS issues the order no. 338,
and pursuant to point 5 it is approved measures for



La data de 1.04.2020 MSM PS emite ordinul nr.
338, iar in temeijul pct. 5 acesta sunt aprobate ma-
suri pentru asigurarea populatiei la asistenta medica-
14 stomatologica in conditii sigure in cadrul tuturor
prestatorilor de servicii medicale stomatologice, in-
diferent de forma juridica de organizare.

Astfe] in temeiul ordinului respectiv pct. 5 lit. a i b:

1. Este interzisd acordarea asistentei stomatolo-
gice, cu exceptia urgentelor;

2. Prestatorii de servicii medicale stomatologice
care au in subordine un teritoriu de deservi-
re sunt obligati s mentina asistenta medicald
stomatologica de urgenta.

Scopul acestor masuri:

1. Prevenirea raspandirii ifectiei in rindurile sto-
matologilor dar si a pacientilor tratati in clini-
cile stomatologice.

2. A familiariza medicii stomatologi despre pan-
demia de Covid-19 si cerintele citre echipa-
mentul medical stomatologic.

3. De a explica si enumera care sunt prestatorii
de servicii medicale stomatologice care au in
subordine un teritoriu de deservire si sunt
obligati sd mentind asistenta medicala stoma-
tologicd de urgenta si cd aceste institutii sunt
doar cele care au semnat contracte cu CNAM.

4. De a asigura cu echipamente de protectie me-
dicii din cadrul Institutiilor Medicale Stoma-
tologice Publice care acordd asistentd medica-
14 stomatologica in cazuri de urgenta.

5. In caz de deschiderea cabinetelor stomato-
logice de a elabora un protocol de activitate
consultandu-l cu Ministerul Sinatitii, Mun-
cii si Protectiei Sociale din R.M si Agentia
Nationala pentru Sénétatea Publica.

Material si metode:

Medicii stomatologi sunt printre profesionistii cei
mai expusi la COVID-19 intrucit anumite manope-
re/proceduri de tratament de la piesele stomatologi-
ce genereaza aerosoli din cavitatea bucala care pot
fi contaminati, iar in momentul cand sunt proiectati
in afara cavitatii bucale contamineaza spatiul de tra-
tament. Astfel acordarea asistentei medicale stoma-
tologice nu trebuie sd devina un mijloc sigur de ras-
pandire a virusului.

Din cauza riscurilor sus-numite ASRM a fost
contactata de multi membri ai acesteia ingrijorati de
starea creatd. La 1.04.2020 a avut loc sedinta cArmui-
rii asociatiei unde au fost examinate toate solicitarile
si propunerile membrilor asociatiei. Educatia conti-
nua si formarea medicului specialist sunt esentiale
pentru asigurarea faptului cd politicile de prevenire a
infectiilor si procedurile sunt intelese si urmate. Edu-
catie privind principiile si practicile de baza pentru
prevenire raspandirea infectiilor ar trebui asigurata
tuturor. Potrivit practicii altor state acestea au apro-
bat tactica de lucru in domeniul acordérii asistentei
stomatologice, la recomandarea FDI si OMS, ci toti

providing the population with dental care in safe
conditions within all providers of dental medical ser-
vices, regardless of the legal form of organization.
Thus, based on the respective order point 5 letter
aand b:
1. It is forbidden to provide dental care, except
in emergencies;
2. Providers of dental services who have a sub-
ordinate territory of service shall be obliged
to maintain emergency dental care.

The purpose of these measures:

1. Prevention of the spread of the infection
among dentists but also of patients treated in
dental clinics.

2. Familiarize dentists about the Covid-19 pan-
demic and the requirements for dental medi-
cal equipment.

3. To explain and list which dental health ser-
vice providers have a subordinate territory of
service and are obliged to maintain emergen-
cy dental care and that these institutions are
only those that have signed contracts with the
NHIC.

4. To provide with protective equipment the
doctors from the Public Dental Medical Insti-
tutions that provide dental medical assistance
in case of emergency.

5. In case of opening dental offices to develop an
activity protocol in consultation with the Mi-
nistry of Health, Labor and Social Protection
of the Republic of Moldova and the National
Agency for Public Health.

Material and methods:

Dentists are among the professionals most ex-
posed to COVID-19 as certain maneuvers / treat-
ment procedures on dental pieces generate aerosols
from the oral cavity that can be contaminated, and
when they are projected outside the oral cavity con-
taminate the treatment space. Thus, the provision
of dental care should not become a safe means of
spreading the virus.

Due to the above-mentioned risks, MAS was
contacted by many of its members, who were wor-
ried about the situation. On April 1, 2020, the meet-
ing of the management of the association took place
where all the requests and proposals of the members
of the association were examined. Continuing educa-
tion and training of the specialist doctor are essen-
tial to ensure that infection prevention policies and
procedures are understood and followed. Education
on basic principles and practices for the prevention
of the spread of infections should be provided to all.
According to the practice of other states, they ap-
proved the work tactics in the field of dental care, on
the recommendation of FDI and WHO, that all pa-
tients should be considered potentially infected with
SARS-CoV-2 and any symptomatic patient should be
considered COVID-19 positive.

ia Stomatologilor din R.M.
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pacientii trebuie considerati potential infectati cu
SARS-CoV-2 si orice pacient simptomatic trebuie
considerat COVID-19 pozitiv.

In data de 10 aprilie 2020 Ministerul Sanatatii,
Muncii si Protectiei Sociale inpreuna cu Asociatia
Stomatologilor organizeaza o videoconferintd prin
platforma Google Meet unde au participat 250-300
medici stomatologi din toata Republica. Sa-a discu-
tat despre ce inseamna infectia COVID-19, clinicile
si echipamntul necesar pentru medicii stomatologi
ce vor activa in starea de urgenta.

In Municipiu Chisinau a activat doar numai Cen-
tru Stomatologic Municipal in frunte cu medicii sto-
matologi voluntari conducitorul institutiei Dr. Vale-
riu Gobyjila.

In Municipiul Balti Centru Stomatologic Muni-
cipal si centrele stomatologice teritoriale din toata
Tara.

A fost aprobatd lista genericd a urgentelor din
domeniul stomatologiiei.

— hemoragia postextractionald;

— durerea datoratd pulpitei acute;

— durerea datoratd parodontitei apicale acute;

— pericoronarita dintilor inclusi;

— alveolita postextractionald;

— celulitele / abcesele periosoase;

— fracturile de maxilar/mandibula (imobilizare
de urgentd);

— luxatia articulatiei temporo-mandibulare;

— traumatisme dento-alveolare (luxatii, avulsii,
fracturi dentare cu interesarea camerei pul-
pare);

— gingvostomatita ulceronecrotica.

— Inflamatie/iritatie a cavitatii bucale provoca-
te de aparatele ortodontice fixe/mobile/mo-
bilizabile.

— Pierderea si/sau denaturarea aparatelor orto-
dontice de contentie, acestea fiind importante
pentru stabilitatea rezultatului ortodontic.

— Pierderea firului si/sau a ligaturii ortodontice.

— Disconfortul gingival, dentar cauzat de apara-
tul ortodontic.

—  Depistarea mobilitdtii dentare la pacientii
aflati in perioada activd a tratamentului orto-
dontic.

— Ancorajul scheletal (mobilizare, infectie etc.)

— Fracturarea sau dezlipirea retainerelor fixe.

— Starea dupa procedeul de gnatochirurgie.

— Imposibilitatea folosirii aparatului mobil/mo-
bilizabil din cauza eruperii unui dinte perma-
nent.

— Deteriorarea tehnica a aparatului ortodontic
fix sau a elementelor de ancoraj cu provocarea
traumatismului acut al tesuturilor moi.

In data de 16.05.20 ASRM impreuna cu firma far-
maceuticd Berlin Chimia si catedra de epidemiologie
al Universitatii de Stat de Medicind si Farmacie "Ni-
colaje Testemitanu” au organizat a doua conferinta cu
tema: Recomandari practice in activitatea stomato-
logica in situatia pandemica Covid -19, protectia

On April 10, 2020, the Ministry of Health, Labor
and Social Protection together with the Associa-
tion of Stomatologists organizes a video conference
through the Google Meet platform where 250-300
dentists from all over the Republic participated. It
was discussed what COVID-19 infection means, the
clinics and the necessary equipment for the dentists
who will work in the state of emergency.

In Chisinau, only the head of the institution, Dr.
Valeriu Gobjild, worked only with the Municipal
Dental Center, led by volunteer dentists.

In Balti Municipality, Municipal Stomatologycal
Center and territorial dental centers from all over the
country.

The generic list of dental emergencies has been
approved.

— postextractional hemorrhage;

— pain due to acute pulpitis;

— pain due to acute apical periodontitis;

— pericoronaritis of the included teeth;

— postextractional alveolitis;

— cellulitis / perishable abscesses;

— jaw/ mandible fractures (emergency immobi-
lization);

— dislocation of the temporo-mandibular joint;

— dento-alveolar traumas (dislocations, avulsi-
ons, dental fractures with interest in the pulp
chamber);

— ulceronecrotic gingvostomatitis.

— Inflammation / irritation of the oral cavity
caused by fixed / mobile / mobilizable ortho-
dontic appliances.

— Loss and / or distortion of orthodontic re-
straints, which are important for the stability
of the orthodontic result.

— Loss of wire and / or orthodontic ligation.

— Gingival, dental discomfort caused by the ort-
hodontic appliance.

— Detection of dental mobility in patients
during the active period of orthodontic treat-
ment.

— Skeletal anchorage (mobilization, infection,
etc.)

— Fracturing or detaching of fixed retainers.

— Condition after the gnathosurgical procedu-
re.

— Impossibility to use the mobile / mobilizable
device due to the eruption of a permanent to-
oth.

— Technical deterioration of the fixed ortho-
dontic appliance or of the anchoring elements
with the cause of the acute trauma of the soft
tissues.

On 16.05.20 MAS together with the pharmaceu-
tical company Berlin Chimia and the epidemiology
department of the State University of Medicine and
Pharmacy ,,Nicolaie Testemitanu“ organized the sec-
ond conference on: Practical recommendations in
dental activity in the pandemic situation Covid -19,
staff protection, rational therapeutic management of



personalului, managementul therapeutic ratonal
al pacientului, unde au participat 225 de medici sto-
matologi din toatd Republica.

Concluzii.

Majoritatea cabinetelor stomatologice de pe teri-
toriul Republicii Moldova practic doua luni au sistat
activitatea, ASRM a inaintat nenumarate demersuri
pentru ca medicii stomatologi sa poata activa. In data
de 16 mai Ministerul Sdnatétii, Muncii si Protectiei So-
ciale emite ordinul Nr. 471 cu privire la unele masuri
suplimentare pentru asigurarea accesului populatiei
la asistenta medicald in perioada starii de urgentd de
sdndtatea publicd. Tot pe 16 mai ordinul Nr. 470 cu
coordonarea Asociatiei Stomatologilor din Republica
Moldova, Agentia Nationald pentru Sanatatea Publi-
cd, Ministerul Sanatatii, Muncii si Protectiei Sociale
emite ordinul cu privire la organizarea activitatii ser-
viciului stomatologic in conditiile epedemiei CO-
VID - 19 unde sunt specificate instructiuni privind
organizarea la activitatea serviciului stomatologic si
chestionarul de evaluare si localizare a pacientilor
in conditii de rdspuns la epidemia COVID - 19 in
Republica Moldova. Prin urmare, masurile adoptate
pentru a preveni si controla infectia COVID-19 in di-
agnosticul oral i in tratamentul zilnic sunt cele mai
necesare pentru medicii stomatologi, pana cand un
vaccin sau un medicament va devine disponibil.

the patient, where 225 dentists from all over the Re-
public participated.

Conclusions.

Most dental offices in the territory of the Repub-
lic of Moldova have practically stopped working for
two months, ASRM has submitted countless steps so
that dentists can work. On May 16, the Ministry of
Health, Labor and Social Protection issues order no.
471 on some additional measures to ensure the ac-
cess of the population to health care during the state
of public health emergency. Also on May 16, order
no. 470 with the coordination of the Association of
Dentists of the Republic of Moldova, the National
Agency for Public Health, the Ministry of Health,
Labor and Social Protection issues the order on the
organization of dental service under the COVID
epidemic - 19 specifying instructions on organizing
the activity of dental service evaluation and location
of patients in response to the COVID - 19 epidemic
in the Republic of Moldova. Therefore, measures
taken to prevent and control COVID-19 infection in
oral diagnosis and daily treatment are most needed
for dentists until a vaccine or medicine becomes
available.
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RESTAURAREA DINTILOR TRATATI
ENDODONTICCU UTILIZAREA PINILOR
DIN FIBRE DE STICLA
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Rezumat

Scopul cercetarii a fost asimilare meto-
delor de restaurare a dintilor deteriorati cu
ajutorul pivotilor din fibra de sticld, studierea
eficientei utilizarii acestora, precum si identi-
ticarea posibilelor erori si complicatii in tim-
pul restaurdrii. In cursul cercetirii, 15 dinti
au fost tratati la 8 bérbati si 6 femei. Printre
acestia: 7 dinti cu periodontita cronica fi-
broasd, 5 — cu pulpitd acutd difuzd si 3 — cu
pulpita acutd de focar. Toti cei 15 dinti cu tra-
tament endodontic au avut un grad mare de
distrugere a coroanei dintelui. In acest sens,
s-a decis utilizarea pivotilor din fibrd de sticla
pentru restaurarea dintilor dupa tratamentul
endodontic. A fost posibild restabilirea func-
tiei, a formei anatomice si a esteticii dintilor.
Rezultatele tratamentului pe termen lung vor
fi monitorizate in timp.

In timpul tratamentului, a fost insusita teh-
nica de restaurare a dintilor tratati endodontic
cu leziune odontald coronard subtotala.

Cuvinte-cheie: restaurare, coroana dinfi-
lor, pivoti din fibra de sticla.

Introducere

Medicul — stomatolog intalneste periodic o situ-
atie in care pacientii apeleaza la clinicd cu o solicitare
de a restabili coroana defectatd unui dinte. Adeseori,
o astfel de problemd apare cu din{ii care sunt tratati
endodontic. In acest caz, medicul-stomatolog poate
selecta pentru restaurare orice metoda disponibila in
arsenalul stomatologiei moderne: restaurare terapeu-
ticd, ortopedica, in cazuri extreme, extractia dintelui,
implantarea si restaurarea implanto — protetica.

In aceastd lucrare, am incercat si elucidim, si
studiem si utilizam pivoti din fibra de sticla pentru
restaurare dupd tratamentul endodontic.

In mod traditional, pivotii sunt fabricati din me-
tal, studiile au confirmat cd ei slabesc radacina dinte-
lui si provoacd fractura acestuia[1]. Acest fapt este o
problemd clinic, o fracturd de radacina duce la ex-
tractia dintilor.

In 1990, Duret B. si colab. au descris materialul
pentru fabricarea de pivoti pe baza principiului inta-

RESTORATION ENDODONTICALLY
TREATED TEETH WITH
FIBERGLASS POSTS

Valentina Nicolaiciuc,

Associate Professor,

Sergiu Ciobanu,

Professor

Department of odontology, periodontology and
oral pathology, USMF “Nicolae Testemitanu”

Abstract

The aim of the research was to master
the methods of restoration of badly damaged
teeth using fiberglass posts, to study the ef-
fectiveness of their use, as well as to identify
possible errors and complications during res-
toration. In the course of research, 15 teeth
were treated in 8 men and 6 women. Among
them: 7 teeth with chronic fibrous periodon-
titis, 5 — with acute diffuse pulpitis and 3
— with acute focal pulpitis. All 15 teeth with
endodontic treatment had a large degree of
destruction of the crown parts of the tooth.
In this regard, it was decided to use fiberglass
posts for tooth restoration after endodontic
treatment. It was possible to restore the func-
tion, anatomical shape and aesthetics of the
teeth. Long-term treatment results will be
monitored in time.

During the treatment, the technique of
restoration of endodontically treated badly
damaged teeth was mastered.

Key words: restoration, crown of the
tooth, fiberglass posts.

Introduction

Doctor-stomatolog in work periodically encoun-
ters a situation when patients turn to the clinic with
a request to restore a damaged crown of the tooth.
Most often, this problem occurs with teeth early
treated endodontically. In these cases, the doctor-
stomatolog can use any method available in the arse-
nal of modern dentistry for restoration: therapeutic
restoration, orthopedic, in extreme cases, removal,
implantation and implant-prosthetic restoration.

In this work, we tried to elucidate, study and
use fiberglass posts for restoration after endodontic
treatment. Traditionally, the posts are made of metal,
studies have confirmed that they weaken the root
of the tooth and cause its fracture [1]. This fact is a
clinical problem, and a root fracture leads to tooth
extraction.

In 1990, Duret B. et al. described material for
the manufacture of posts based on the principle of
reinforcement with carbon fibers. Laboratory studies



ririi cu fibre de carbon. Studiile de laborator au aratat
ca astfel de pivoti au o rezistentd mare la tractiune si
un coeficient de elasticitate similar cu dentina[2,3,4].

Pivotii metalici folosifi in mod traditional sunt
rezistenti la aplicarea fortelor laterale si nu sunt de-
formati, ceea ce duce la transferul de stres la dentina
mai putin rigidd. Aceasta duce la formarea fisurilor
ascunse si fracturii radacinii. Iar pivotii din fibra de
sticla se indoaie sub influenta incircarii si stresul este
distribuit intre pivoti si dentina.

King si Setchell[5] in studii au confirmat cd pi-
votii din fibréd de sticld, datoritd proprietatilor lor fi-
zico-chimice, sunt semnificativ mai sigure in raport
cu tesuturile dentare dure decat pivotii metalici stan-
dard. McDonald si colegii sdi au efectuat un studiu al
rezultatelor pe termen lung ale tratamentului dinti-
lor, restaurarea caruia a fost realizata prin proiectéri
cu pivoti.

Ca urmare a studiilor, s-a constatat cd in grupul
de pacienti ai caror dinti au fost restabiliti cu pivoti
din fibra de sticld, complicatiile au fost semnificativ
mai mici si nu din cauza pivotilor. In grupul de paci-
enti tratafi cu pivoti din metal, au fost detectate frac-
turi ale radécinilor dintilor in 14,5% din cazuri[6].
Acest lucru se datoreazd in primul rand proprietati-
lor mecanice ale pivotilor: un grad ridicat de elastici-
tate a pivotilor metalici (100—200 GPa), flexibilitate
— 800—1000 MPa, determind durata scurtd a resta-
urdrii realizate.

Pivotii din fibrd de sticld sunt sisteme complexe
compozite. Acestea includ fibre de carbon sau siliciu
cufundate intr-o matrice polimerica, cel mai adesea
pe baza de rasind epoxida.

La moment existd multe tipuri de pivoti disponi-
bili pe piata stomatologicd. Au apérut pivoti pe baza
de fibre de cuarf{ — transparente si corespunzatoare
culorii dintelui. Ei sunt numiti pivoti din fibra de sti-
cla (fibra de cuart). Spre deosebire de sticla obisnuita,
pivotii din fibrd de sticld nu se rup. Rezistenta lor la
compresiune este de 260 MPa. Au forma cilindrica,
conicd sau conico-cilindricid. Culoarea este transpa-
rentd matd. Diametrul tijelor pana la 2 mm. Pivo-
tul din fibrd de sticla nu intédreste radécina dintelui,
functia sa este de a conecta radicina dintelui bine
conservata cu coroana reconstruita a dintelui.

Scopul.

Evaluarea si estimarea avantajelor utilizarii pivo-
tilor din fibra de sticla in refacerea coronara a dinfi-
lor post — tratament endodontic.

Material si metode.

Studiul a fost realizat la Catedra de odontologie,
parodontologie si patologie orald, a USMF ,Nicolae
Testemitanu” din Chisindu, Republica Moldova.

Au fost tratati 14 pacienti, 8 bérbati si 6 femei cu
varsta cuprinsa intre 25 si 50 de ani. Au fost selec-
tati pentru studiu in baza diagnosticului clinic: 15
dinti; cu periodontitd cronica fibroasa — 7 dinti; cu
pulpitad acutd difuzd — 5 dinti; cu pulpitd acutd de

have shown that such posts have high tensile strength
and an elastic coefficient similar to dentin [2,3,4].

The metal posts used traditionally are resistant to
lateral forces and are not deformed, which leads to
the transfer of stress to less rigid dentin. This leads
to the formation of hidden root cracks and fracture.
And the fiber posts bend under the action of the load
and the stress is distributed between the post and
dentin.

In their studies, King and Setchell[5] confirmed
that fiberglass posts, due to their physicochemical
properties, are significantly safer against tooth tis-
sues than standard metal posts. McDonald and col-
leagues conducted a study of the long—term results
of dental treatment, the restoration of which was
carried out by post designs. As a result of studies, it
was found that in the group of patients whose teeth
were restored with fiberglass posts, complications
were significantly less, and they were associated with
posts. In the group of patients treated with metal
posts, fractures of tooth roots were detected in 14.5%
of cases [6].

This is primarily due to the mechanical proper-
ties of the posts: a high coefficient of elasticity of the
metal posts (100—200 GPa), flexibility — 800—1000
MPa, determines the short duration of the restora-
tion.

Modern fiber posts are complex composite sys-
tems. They include carbon or silica fibers immersed
in a polymer matrix, most often based on epoxy resin.
There are many types of posts available on the dental
market today. Posts based on quartz fibers appeared
— transparent and corresponding to the color of the
tooth. These posts are called fiberglass (quartz fiber).

Unlike ordinary glass, dental fiberglass posts do
not break. Their compressive strength is 260 MPa.
They are cylindrical, conical or conical-cylindri-
cal in shape. Color is transparent matte. Diameter
of rods up to 2 mm. The fiberglass post does not
strengthen the root of the tooth; its function is to
connect the well-preserved root of the tooth with the
reconstructed crown of the tooth.

The goal.

Evaluation and estimation of the advantages of
using fiberglass posts in the coronary restoration of
teeth after endodontic treatment.

Material and methods.

The present study was conducted at the Depart-
ment of odontology, periodontology and oral pathol-
ogy, USMF ,Nicolae Testemitanu”, Chisinau, Repub-
lic Moldova.

We are treated: 14 patients, 8 men and 6 women
aged 25 to 50 were treated. They were selected for
the study based on the clinical diagnosis — 15 teeth
from which: with chronic fibrous periodontitis — 7
teeth; with diffused acute pulpitis — 5 teeth; with
acute focal pulp — 3 teeth. There were treated: 5
upper incisors; 4 upper canines; 3 lower premolars
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focar — 3 dinti. Au fost trata{i 5 incizivi superior; 4
canini superiori; 3 premolari inferiori si 3 molari su-
periori. O parte din pacienti sa-u adresat cu scop de
tratament inainte de protezare si alti cu dureri acute.
Toti cei 15 dinti cu tratament endodontic au avut un
grad mare de distrugere a coroanei dintelui. In acest
sens, s-a decis utilizarea pivotilor din fibra de sticla
pentru refacerea coroanei dintelui dupa tratamentul
endodontic.

Indicatii pentru utilizarea pivotilor din fibra de

sticla:

e Leziune odontald coronara subtotald semni-
ficativd a coroanei dintelui dupa tratamentul
endodontic;

e Partea coroanei distrusa a dintelui supra gingi-
ei cu mai putin 1,5—2 mm (efectul de Ferule);

e Crearea de suport pentru constructii protetice.

Contraindicatii pentru utilizarea pivotilor din fi-

bra de sticla:

e Partea supra radécinii dintelui este subtiatd;

e Lungimea radacinii este mai mica decét indl-
timea coroanei dintelui;

e Restul partii coronare a dintelui deasupra gin-
giei este mai mic de 2 mm;

e Intolerantd individuald la fibra de sticla sau
rasini.

Pentru refacerea partii coroane dintelui, s-a folo-

sit material compozit fotopolimerizabil ,,Gradia Di-
rect” (figura 2). Sa folosit sistem adeziv ,,G-Bond” de
aceeasi companie (figura 3). Pentru fixarea pivotului
din fibré de sticld a fost utilizat cementul cu dublé po-

Fig.1. Pivoti din fibra de sticla
Fig.1. Fiberglass posts

Fig.3. Sistema adeziva , G-Bond”
Fig.3. Adhesive system ,G—Bond”

and 3 upper molars. Some of the patients referred
for treatment before the prosthesis and others with
acute pain.

All 15 teeth with endodontic treatment had a
large degree of destruction of the crown of the tooth.
In this regard, it was decided to use fiberglass posts
for restoration of the crown of the tooth after end-
odontic treatment.

Indications for the use of fiberglass posts:

+ Significant destruction of the crown of the

tooth after endodontic treatment;

* The restored tooth should rise above the gum

more than 2 mm;

» Creating support for a removable or bridge

prosthesis.

Contraindications for the use of fiberglass posts:

* The root part is thinned (showing stump tabs

or cast designs);

* Thelength of the root is less than the height of

the crown of the tooth;

* The elevation of the tooth above the gum is

less than 2 mm;

* Individual intolerance to fiberglass or resins.

For restoration of the crown of the tooth, the
photopolymer composite material “Gradia Direct”
was used (figure 2). The adhesive system “G-Bond”
of the same company was used (figure 3). To fix the
fiberglass post, “Totalcem” double-cured cement
was used (figure 4). To create a hole for a post in
the root canal, special trihedral reamers were used
(figure 5).

Fig.2. Material compozit fotopolimerizabil , Gradia Direct”
Fig.2. Light curing composite material “Gradia Direct”

Fig.4. Cement adeziv cu dubla polimerizare «Totalcem»
Fig.4. Adhesive resin cement with double cure polymerization «Totalcem»



limerizare «Totalcem» (figura
4). Pentru crearea locasului
pentru un pivot in canalul ra-
dacinii, au fost folosite rimere
triedice speciale (figura 5).

Avantajele utilizarii pivo-

tilor din fibrd de sticla:

e Pivotii pot rezista la o
presiune mare in tim-
pul masticatiei;

e Legiturd chimica pu-

The advantages for using
of fiberglass posts:

» Posts can withstand large
chewing loads;

» Strong chemical bond
with the root of the tooth
and the crown part (to
increase the adhesion of
the post it is treated with
silane);

* High aesthetic properties

ternicd cu radacina Fig.5. Rimere triedice pentru crearea locasului intra radicular (no need for masking ma-
dintelui si a coroanei  Fig.5. Trihedral reamers to create place (hole) in the root terials);
(pentru a creste ade- canal for post * Chemical inertness (com-

renta pivotului supra-

fata lui este tratata cu

silan);

e Proprietati estetice ridicate (nu este nevoie de
materiale de mascare);
e Inertitate chimica (compatibilitate cu dentina

— férd coroziune si oxidare);

e Biocompatibilitate ridicatd;

e Pivotul este usor extras din canal in timpul re-
tragerii;

e Apropierea coeficientului de elasticitate a fi-

brei de sticla la valorile dentinei (14-18 GPa).

Aceasta creeazd o structura monoliticd, iar

presiunea este distribuita uniform de la co-

roand la rddécing;

Usor de instalat;

Durabilitate semnificativa;

Rezistenta ridicatd la fractura;

Nu exista actiune mecanica agresivd asupra

tesutului radacinii dintelui (in raport cu pivoti

de metal).

Dezavantajele pivotilor din fibré de sticla:

o Contrast radiologic scazut;

o Cost relativ ridicat.

Pregitirea rdddcinii dintelui. Pentru fixarea pi-
votului se realizeaza folosind burghie si mori de ca-
librare, al caror diametru ar trebui sa corespunda di-
mensiunii pivotului. In continuare, este creat locasul
si finisajul acestuia, gravarea cu 37% acid ortofosforic
si spalat cu apd dintr-o seringa cu un ac endodontic.

Consecutivitatea instalirii unui pivot din fibrd
de sticld:

1. Selectam pivotul din fibra de sticla in con-
formitate cu diametrul rddécinii masurat pe
radiografie. Este necesar sd se tind seama de
afilierea grupului dintelui.

2. Pregitim canalul radicular cu un burghiu
Largo REF A009 nr. 1 sau nr. 2 in functie de
diametrul canalului radicular la o vitezd de
800-1200 rpm. pe lungimea partii de lucru a
instrumentului.

3. Drilul de calibrare REF C0601 Nr. 1,2,3 sau
Nr. 4 (corespunzitor pivotului din fibra de
sticld selectat) la o vitezd de 1000—1200 rpm.
realizim pregatirea finala a canalului radicu-
lar.

patibility with cement and
dentin — no corrosion
and oxidation);

* High biocompatibility;

* The post is easily removed from the channel
during retreatment;

* The proximity of the coefficient of elasticity of
fiberglass to the values of dentin (14-18 GPa).
This creates a monolithic structure, and the
load is evenly distributed from crown to root;

* Easy to install;

 Significant durability;

* High resistance to fracture;

* There is no aggressive mechanical effect on
the tooth root tissue (in contrast to metal
posts).

Disadvantages of fiberglass posts:

* Low radiological contrast;

» Relatively high cost.

The preparation of the tooth root for fixing
the post is carried out using reamers, drills and
calibration mills, the diameter of which should
correspond to the size of the post. Next, a hole
is created for the post and its final grinding. The
resulting hole is etched with 37% phosphoric acid
and washed with water from a syringe with an end-
odontic needle.

Steps for installing a fiberglass post:

1. First, select the fiberglass post in accordance
with the root diameter measured on the x-
ray. It is necessary to take into account the
group affiliation of the tooth.

2. First, we prepare the root canal with a Largo
drill REF A009 No. 1 or No. 2 according to
the diameter of the root canal at a speed of
800-1200 rpm. on the length of the working
part of the tool.

3. Calibration drill REF C0601 No. 1,2,3 or No. 4
(corresponding to the selected fiberglass post)
at a speed of 1000—1200 rpm. we make the
final preparation of the root canal.

4. We fit a fiberglass post corresponding to the
calibration drill in the root canal. We mark on
the post with a marker or a thin felt-tip pen
the necessary size of the protruding part of
the post from the root canal.
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4. Adaptam pivotul din fibra de sticla corespun-
zator burghiului de calibrare a canalului radi-
cular. Marcam pe pivot cu un marker sau un
stilou subtire dimensiunea necesara a partii
proeminente a pivotului din canalul radicular.

5. Scoatem pivotul din canalul radicular si sec-
tionam partea excesivd cu o frezd diamanta-
td find. Prin urmare, aceasta operatie trebuie
efectuatd in afara canalului radicular inainte
de fixarea pivotului.

6. Locasul pentru fixarea pivotului este uscat.
Este necesar de evitat suprasolicitarea.

7. Inainte de a fixa pivotul in canalul radicular,
tinand cont de radiopacitatea insuficientd a fi-
brei din sticld, este recomandabil sé se efectu-
eze 0 examinare cu raze X (visiografica) cu un
burghiu introdus in canal pentru a determina
locatia viitoare a pivotului.

8. Pivotul din fibrd de sticld este fixat in canalul
radicular cu cement dubld polimerizare. Nu
este necesard pre-silanizarea pivotului. Este ne-
cesar sa respectdm cu strictete instructiunile de
cimentare a pivotului recomandate de produca-
torul cementului selectat de medic-practician.

9. Instalarea pivotului. Este necesar sa se excluda
posibilitatea formarii de bule de aer in canalul
radicular. Pivotul trebuie si fie ascutit la varf.
Sillerul este introdus cu duze speciale pentru
materiale cu dublu polimerizare.

10. Se realizeazi o polimerizare luminescenta sau
chimicé a adezivului (in functie de tipul de
material utilizat).

11. Modelarea bontului coronar din material
compozit fotopolimerizabil, daca dintele este
preconizat pentru o constructie protetica.

Caz clinic.

In clinica stomatologica sa adresat un barbat in
varstd de 45 de ani cu plangeri de un defect estetic,
dificultate de masticatie si alimentare. Potrivit paci-
entului, in urmad cu 2 ani, s-a efectuat un tratament
endodontic si protetic. Dupa ceva timp, structurile
instalate s-au prabusit. Pacientul s-a adresat in scopul
tratamentului, incluziv protetic.

Examenul intra-oral a relevat: distrugerea masiva
a coroanei dintilor 22 si 23 cu mai mult de 1/2; abra-
ziune patologica a dintilor la maxilarul superior; tra-
tament endodontic neca-
litativ a dintilor 14, 15, 16
si 17; lipsa dintilor 24, 25,
26, 27. Canalele radiculare
adintilor 14, 15,16 si 17 au
fost retratate si dintii resta-
urati. La dintii 22 si 23, s-a
efectuat un tratament en-
dodontic precoce si, dato-
ritd gradului ridicat de dis-
trugere a partii coroanei,
s-au folosit pivotii din fibra
de sticld pentru restaurare.

Fig.6. Ortopantomograma digitald a pacientului inainte de tratament
Fig.6. Digital orthopantomogram of the patient before treatment

5. We remove the post from the root canal and
cut off the excess part along the elevation line
with fine diamond boron. Therefore, this ope-
ration must be performed outside the root ca-
nal and before fixing the post.

6. Theroot hole for the post is dried. In this case,
it is necessary to avoid overdrying, even slight
humidification with water is possible.

7. Before fixing the post in the root canal, taking
into account the insufficient radiopacity of
the fiberglass, it is advisable to carry out an
X-ray (visiographic) examination with a drill
inserted into the channel to determine the fu-
ture location of the post.

8. We fix the fiberglass post in the root canal to
any double-cured cement. Presilanization of
post is not required. It is necessary to strictly
follow the post cementing instructions re-
commended by the manufacturer of the ce-
ment selected by the doctor.

9. Installing the post. It is necessary to exclude
the possibility of formation of air bubbles in
the root canal. The shape of the post should
be sharp. The siller is introduced with special
nozzles for supplying double polymerization
materials.

10. Light or chemical polymerization of the adhe-
sive is carried out (depending on the type of
material used).

11. The formation of the crown part from a com-
posite material if an orthopedic design is sub-
sequently assumed.

Clinic case

A 45-year-old man came to the dental clinic
with complaints of an aesthetic defect — difficulty
chewing food. From the patient’s story, 2 years ago,
endodontic treatment and prosthetics were per-
formed. After some time, the installed structures
fall down. The patient turned for the purpose of
treatment.

An intraoral examination revealed: massive de-
struction of the crown parts of teeth 22 and 23 by
more than 1/2 part; pathological abrasion of teeth in
the upper jaw; poor quality endodontic dentistry 14,
15, 16 and 17; lack of teeth 24, 25, 26, 27. Root ca-
nals were re—filled 14, 15, 16 and 17 and restoration.
In teeth 22 and 23, early
endodontic treatment was
performed, and due to the
large degree of destruction
of the crown part, fiber-
glass posts were used for
restoration.

Based on patient com-
plaints, objective exami-
nation, and X-ray data,
a diagnosis was made of
chronic fibrous periodon-
titis of the teeth 22 and 23.



Pe baza acuzelor pacientului si examenului obiec-
tiv si radiografic, a fost stabilit diagnosticul de: Peri-
odontitd cronica fibroasd in dintii 22 si 23. Leziune
odontald coronara subtotald (LOC) a dintii 22 si 23
(figura 6).

Etapele de tratament.

1. Fixarea pivotilor din fibré de sticla in dintii 22

si 23 cu cement cu dubla polimerizare “Total-
cem” (figura 7).

2. Modelarea bontului coronar a dintilor 22 si 23
cu compozit fotopolimerizabil “Genial Flow
Universal” in combinatie cu compozitul kitos
“Gradia Direct” (figurile 8,9).

3. Sectionarea partii excesive a pivotilor din fibra
de sticla si ajustarea bonturilor coronare pen-
tru etapa de tratament protetic (figurile 10,11).

W
Fig.7. In dintii 22 si 23 pivotii din fibrd de sticla sunt fixati pe cement
cu dubld polimerizare “Totalcem”
Fig.7. In teeth 22 and 23, fiberglass posts are fixed on double
polymerization cement «Totalcem»

N
A i
E Don
-' ‘ .-,
[ » 2.
L bRy

Fig.9. Restaurarea dintilor 22 u 23 cu material compozit
fotopolimerizabil “Gradia Direct”
Fig.9. Tooth restoration 22 and 23 light—cured composite
polymerization material “Gradia Direct”

Subtotal coronary tooth lesion (LOC) of teeth 22 and
23 (figure 6).
Treatment stages
1. Fixing the fiberglass posts in the teeth 22 and
23 with “Totalcem” double polymerization ce-
ment (figure 7).
2. Modeling of the coronary abutment of teeth
22 and 23 with “Genial Flow Universal” light
curing composite in combination with the
“Gradia Direct” composite (figures 8, 9).
3. Sectioning of the excess part of the fiberglass
posts and adjusting the coronary abutments
for the prosthetic treatment step (figures 10,
11).

Fig.8. Modelarea partii coronare a dintilor 22 si 23 cu material
compozit fotopolimerizabil “Genial Flow Universal”
Fig.8. Modeling of coronal portion with material composite photo
polymerization «Genial Flow»

Fig.10. Sectionarea partii excesiva a pivotului cu o freza diamantatd
find.
Fig.10. Shortening fiberglass posts with fine diamond bur
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Rezultate.

Au fost tratati 14 paci-
enti, 8 barbati si 6 femei cu
varsta cu prinsd intre 25 si
50 de ani (figura 12). Au
fost selectati pentru stu-
diu in baza diagnosticului
clinic: 15 dinti; cu perio-
dontitd cronica fibroasa
7 dinti; cu pulpita acuta
difuza 5 dinti; cu pulpita
acutd de focar 3 dinti (fi-
gura 13). Au fost tratati 5
incizivi laterali superior; 4
canini superiori; 3 premo-
lari inferiori si 3 molari su-
periori (figura 14). O parte
din pacienti sa-u adresat
cu scop de tratament ina-
inte de protezare iar alti
cu dureri acute. Tofi cei
15 dinti cu tratament en-
dodontic au avut un grad
mare de distrugere a coroanei
dintelui. In acest sens, s-a decis
utilizarea pivotilor din fibra de
sticld pentru refacerea coroanei
dintelui dupd tratamentul en-
dodontic.

Discutii.

Ca urmare a tratamentului
cu ajutorul unor pivotilor din
fibra de sticld, a fost posibila
restaurarea leziunilor odontale

Fig.11. Dinti 22 1 23 cu bontul coronar modelat, pregatiti pentru
etapa tratamentului protetic.
Fig.11.Teeth 22 and 23 with coronary abutment, prepared for
treatment steps.

Results
We are treated: 14 pa-
tients, 8 men and 6 women
aged 25 to 50 were treated
(figure 12). They were se-
lected for the study based
on the clinical diagnosis
— 15 teeth from which:
with chronic fibrous peri-
odontitis — 7 teeth; with
diffused acute pulpitis
— 5 teeth; with acute fo-
cal pulp — 3 teeth (figure
13). There were treated:
5 upper incisors; 4 upper
canines; 3 lower premo-
lars and 3 upper molars
(figure 14). Some of the
patients referred for treat-
ment before the prosthesis
and others with acute pain.
Endodontic treatment was
performed.
All 15 teeth with endodon-
tic treatment had a large degree
of destruction of the crown of
the tooth. In this regard, it was
decided to use fiberglass posts
for restoration of the crown
of the tooth after endodontic
treatment.

Discussion
As a result of the treatment
with the use of fiberglass posts,

coronare a 15 dinti, resta- Fig.12. Distribuirea pacientilor dupd sexe (total 14 pacienti) it was possible to restore

bilirea formei si func- Fig.12. Gender distribution of patients (total 14 patients) subtotal coronary

tiei anatomice. Astfel, SeupulphSacuts tooth lesion (LOC)

a fost studiata si apli- de focar of the crown parts of

cata tehnica restau- 3 with QCTte focal 15 teeth, to restore
pulp

rarii dintilor cu grad
mare de distrugere a
coroanei cu ajutorul
pivotilor din fibra de
sticld. S-a studiat efici- _
enta utilizarii pivotilor jﬁ;g:ﬁg
din fibrd de sticld in s with diffuse
restaurare a leziuni-  acute pulpitis
lor odontale coronare

- the anatomical shape
periodontits  and  function. Thus,
cronicd the technique of res-
”23:2;2mc toration of the teeth
- with high degree of
periodontitis  crown destruction
was studied and ap-
plied with the help of

the fiberglass posts.

subtotale. Respectarea Fig.13. Distribuirea dintilor dupa patologie (total 15 dint) The efficiency of us-
tehnicii si protocolu- Fig.13. The distribution of teeth by disease (15 teeth in total) ing fiberglass posts in

lui de fixare a pivoti-
lor din fibra de sticla
a prevenit erorile si
complicatiile care pot apdrea in timpul functionarii.
Rezultatele tratamentului pe termen lung vor fi
monitorizate in timp.
Astfel a fost confirmati eficienta utilizérii pivotilor
din fibra de sticla a leziunilor odontale coronare subto-
tale. Datele obtinute concorda cu datele altor studii.

the restoration of sub-

total coronary dental

lesions has been stud-
ied. Compliance with the technique and protocol for
fixing the fiberglass posts has prevented errors and
complications that may occur during operation. The
results of long—term treatment will be monitored
over time.



Concluzii.

1. Pivotii din fibré de sticla
au o eficientd maximala resta-
bilesc in restabilirea functiei si
esteticei dintilor.

2. Culoarea si fluorescen-
ta pivotului din fibra de sticld
sunt similare cu ale dentinei si
asigurd o buna integrare este-
tica.

3. Structura pivolui din
fibra de sticla este similard cu
structura materialului compo-
zit microhibridic folosit pen-
tru restaurdri, obtinand astfel
o buni aderenta a pivotului cu
materialul compozit.

4. Tehnica restaurdrii cu
pivoti din fibrd de sticld este
optimala pentru restaurarea
dintilor devitalizati.

5. Pivotii din fibre de sticla, datorita proprietati-
lor lor fizico-chimice, sunt semnificativ mai siguri in
ceea ce priveste evitare fracturilor radiculare in ra-
port cu pivoti metalici.

Conform rezultatelor studiului nostru, recoman-
ddm utilizarea pivotilor din fibra de sticla pentru
refacerea leziunilor odontale coronare (LOC) totale
si subtotale la grupul dintilor frontali dupa un trata-
ment endodontic calitativ.
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Fig.14. Distribuirea dupa grupuri de dinti
Fig.14. Distribution by groups of teeth

3. King PA. ,Setchell DJ, An in vitro

Thus the efficiency of us-
ing fiberglass posts of subtotal
coronary dental lesions was
confirmed. The data obtained
are in agreement with the data
of other studies.

Conclusion

1. Fiberglass posts maximi-
ze the restoration of tooth func-
tionality and aesthetics.

2.The color and fluorescence
of the fiberglass post are similar
to those of dentin and provide
good aesthetic integration.

3. The structure of the fi-
berglass post is identical in
structure to that used for the
restoration of a micro hybrid
composite material. Due to this,
good adhesion of the post and composite is achieved.

4. The technique of restoration with fiberglass
posts is optimal for the restoration of devitalized teeth.

5. Fiberglass posts, due to their physico-chemi-
cal properties, are significantly safer in avoiding root
fractures compared to metal posts.

According to the results of our research, we rec-
ommend the use of fiberglass posts for the restora-
tion of total and subtotal coronary dental lesions
(LOC) in the group of frontal teeth after a qualitative
endodontic treatment.
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DIAGNOSTICUL SI TRATAMENTUL
GINGIVITEI HIPERTROFICE.
PREZENTARE DE CAZ CLINIC

Musteata Olesea
Catedra de Odontologie,
parodontologie si patologie orald

Rezumat

Gingivita hipertrofica reprezinta un proces
inflamator cronic, preponderent localizat in
gingie, cu predominarea proliferarii tesutului
granulos sau fibros al gingiei si formarea pun-
gilor gingivale. Aceasta patologie constituie de
la 5,2 pind la 41,6 % din toate afectiunile paro-
dontale. Cel mai des se determind la copii in
perioada dezvoltari ipubertare (3,33%—10,17
%) si la femei intre 35—50 ani. Cauza gingivi-
tei hipertrofice se consider factorii locali (pla-
ca bacteriand) si generali: stari fiziologice (pu-
bertatea, ciclu menstrual, sarcina, menopauza,
contraceptivele), bolile sistemice (diabetul za-
harat, hipovitaminoza C, leucemii, anemii), de
etiologie medicamentoasa (hidantoina, nifedi-
pina, ciclosporina) si de etiologie idiopatica.

In scopul perfectirii metodelor existente
de tratament a gingivitei hipertrofice s-a ela-
borat un protocolul de conduitd in examinare
si tratament respectind cerintele OMS si im-
plimentat in practicd o metodd nechirurgicald
in tratamentul complex al gingivitei hipertro-
tice, prealabil s-a realizat o igienizare profesi-
onald minutioasd a cavitatii bucale, instructa-
jul igienei bucale §i recomandari la domiciliu
prin gargare, baite, clatituri bucale.

Ozonul medical poseda efect: antialgic,
antiinflamator, antiedematos, antioxidant,
miorelaxant, de dezintoxicare, imunomodu-
lator, antimicrobian, antiviral, antifungic, ac-
tiveaza procesele metabolice celulare, stimu-
leaza metabolismul oxigenului, imbunatateste
proprietatile reologice ale sangelui. Rezultate
semnificative s-au observat de la a 3-a pro-
cedura de injectare a ozonului in regiunea
gingiei hipertrofiate. Problema sanatatii si a
esteticii argumenteazd necesitatea utilizarii
pe larg a ozonoterapiei (ozon medical, forma
alotropa) in mai multe ramuri ale medicinei:
cosmetologie, dermatologie, proctologie, car-
diologie si stomatologie.

Cuvinte cheie: gingivitd hipertroficd,
ozon medical, OMS, laser dopler flow-metria.

DIAGNOSIS AND TREATMENT
OF HYPERTROPHIC GINGIVITIS.
CLINICAL CASE PRESENTATION

Musteata Olesea
Department of Odontology, periodontology and oral
pathology

Introducere

Sanatatea orala este o parte integrald a sdnatatii
generale si nu poate fi separata de intregul organism.

Summary

Hypertrophic gingivitis represents a chron-
ic inflammatory process, preponderant located
in gingiva, with prevailing the proliferation of
granulated and fibrous tissue of gingiva and
formation of gingival pockets. This pathol-
ogy constitutes from 5,2% till 41,6% from all
periodontal diseases. The most frequent is de-
termined to children in the puberty period of
development (3,33% - 10,17%) and to women
between 35-50 years. The reason for hypertro-
phic gingivitis are considered to be local fac-
tors (bacterial plaque) and general: physiologi-
cal states (puberty, menstrual cycle, pregnance,
menopause, contraceptives), systemic diseases
(diabetes mellitus, vitamin C deficience, leuke-
mias, anemias), and of medicamentous ethi-
ology (hydantoin, nifedipine, cyclosporine)
and of idiopathic etiology. With the purpose
to improve the existed treatment for hypertro-
phic gingivitis, was elaborated the guide pro-
tocol in examination and treatment respecting
the requirements of WHO and implementing
in practice a non-surgical method in complex
treatment of hypertrophic gingivitis, with previ-
ous properly professional oral hygiene, oral hy-
giene instruction and home recommendations
with gargars, mouth rinses and oral baths with
antiseptics. The medical ozone posseses the
following effects: analgesic, antiinflammatory,
antiedematous, antioxidant, miorelaxative, de-
toxifying, immunomodulatory, antimicrobial,
antiviral, antifungal that activate the cellular
metabolic processes, stimulates the oxygen me-
tabolism, improves the rheological properties of
blood. The systemic and local administration of
medical ozone in hypertrophic gingivitis treat-
ment proved to be clinically and paraclinically
effective, the significant results were observed
since the 3-rd procedure of ozone injection in
the region of affected gingiva. Today the health
and esthetic problems argues the necessity for
the large use of ozonotherapy (medical ozone,
allotrope form) in many fields of medicine as
cosmetology, dermatology, proctology, cardiol-
ogy and dentistry.

Key words: hypertrophic gingivitis (HG),
medical ozone, World Health Organisation
(WHO), laser doppler flow metry (LDF).




Cavitatea bucala reprezinta oglinda organismului
pacientului in totalitate. De sandtatea cavita{ii ora-
le depinde sdnatatea si starea generald a intregului
organism uman. De aici reiese rolul igienei cavitatii
bucale in mentinerea sanatatii generale prin masurile
igienice, curative si profilactice (1).

Termenul de gingivita hipertrofica (GH) definit
de Yymakosa IO.I,, 2019 — reprezintd un proces
inflamator cronic asociat cu cresterea reactiva a ele-
mentelor fibroase a corionului gingival, elementelor
celulare si a stratului bazal al epiteliului gingival, ce
constituie aproximativ 24,8% din structura gingivi-
telor.

Gingivita hipertrofica (GH) reprezintd un proces
patologic cronic de tip proliferativ, cu implicarea fe-
sutului conjunctiv si a fibromucoasei gingivale, fara a
implica in procesele distructive in esutul osos, insa
cu pierderea configuratiei anatomo-morfologice ale
gingiei prezentind un defect estetic ce are un impact
negativ asupra sanatatii cavitatii orale si a calitatii
vietii pacientului.

In 2018, la Congresul International “EuroPerio
9ce sa desfasurat la Amsterdam, Olanda a fost apro-
bata noua clasificare a bolii parodontale si peri-im-
plantare de citre European Federation of Periodon-
tology (revazutd in Chicago, 2017) conform céreia
gingivita hipertrofica poate fi atribuitd citre gingivite
induse de biofilmul dentar si gingivite ne-induse de
biofilmul dentar. (Chapple, Mealey, et al. 2018 Con-
sensus Rept; Trombelli et al. 2018. Case definitions).

Scopul lucrarii.

Evaluarea si aprecierea eficacitétii clinice a meto-
dei de diagnostic si tratament in gingivita hipertrofi-
cé de etiologie bacteriana.

Material si metode.

Pe parcursul anilor 2008—2018 a fost realizat un
studiu clinic unde au fost inclusi pacienti cu gingivi-
ta hipertrofica de diversa etiologie, preponderent la
63,9 % cazuri fiind cauza bacteriand (conform cla-
sificarii Academiei Americane in Parodontologie,
2009).

Criterii i semen in examenul clinic al pacientului:

- Madrirea in volum a gingiei cu formarea

pungilor“false”;

- Suprafata gingiei violacee-lucioasd;

- Schimbarea configuratiei papilelor gingivale;

- Singerarea gingiei in anamneza si la examinare;

- Depuneri supragingivale moi si dure;

- Lipsa pungilor parodontale;

- Igiena cavitatii bucale nesatisfacatoare;

- Singerarea gingiei si discomfort la periajul

dentar;

- Lipsa semnelor radiografice de resorbtie a fe-

sutului osos.

Diagnosticul de GH se stabileste in baza:

1. Interogarea pacientului, colectarea anamnezei.

2. Examenului clinic intraoral.

3. Examenului paraclinic: examenul citologic,

examenul morfologic, examenul biochimic,
fotopletismografia, ortopantomografia.

Introduction

The oral health is an integral part of general
health and cannot be separated from the whole body.
Meanwhile the oral cavity represents the mirror of
whole patient organism, and the health of body pro-
portionally depends on the state of oral cavity.

Hence the role of oral cavity hygiene in maintain-
ing general health through hygienic, curative and
prophylactic measures (1).

In 2019 Yymakosa F0.I. gives the definition for
the hypertrophic gingivitis (HG), as it represents a
chronic inflammatory process associated with reac-
tive growth of fibrous elements of connective tissue,
cellular elements and the basal layer of gingival epi-
thelium, that approximate constitutes 24,8% in the
gingivitis content.

Many literature sourses presents the notion of hy-
pertrophic gingivitis as a chronic pathological pro-
cess with proliferative manifestation, involving the
connective tissue and gingival fibromucosa, without
destructive processes in the tissues of the bone, but
with the loss of the anatomical-morphological con-
figuration of the gingiva, that has a negative health
impact for oral and life patient quality.

In 2018, at the International Congress “Euro-
Perio 9” held in Amsterdam, the Netherlands was
approved the new classification of periodontal and
peri-implant disease by the European Federation of
Periodontology (revised in Chicago, 2017) according
to which hypertrophic gingivitis can be attributed to
gingivitis induced by dental biofilm and gingivitis
non-induced by dental biofilm. (Chapple, Mealey, et
al. 2018 Consensus Rept; Trombelli et al. 2018 Case
definitions).

Purpose of the work.

Evaluation and assessment of clinical efficacy of
diagnostic and treatment methods for hypertrophic
gingivitis of plaque-induced etiology.

Material and methods.

During the 2008-2018 years, a clinical study was
performed in which patients with hypertrophic gin-
givitis of different etiology were included, in 63.9%
cases being the bacterial cause (according to the clas-
sification of the American Academy of Periodontol-
ogy, 2009).

Criteria and signs in the clinical examination of
the patient:

- Increasing the volume of the gum with forma-

tion of “false” pockets;

- The surface of gingiva is purple-glossy;

- Changing of gingival papillae configuration;

- Gingival bleeding in the history of disease and

to examination;

- Soft and hard supragingival deposits;

- Absence of periodontal pockets;

- Insufficient oral cavity hygiene;

- Gingival bleeding and discomfort during

dental brushing;

- Absence of radiographic signs of bone tissue

resorption.
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Prezentare de caz clinic (figura 1). Pacienta C.N.
de 20 ani cu diagnosticul clinic de gingivitd hipertro-
fica cronica forma edematoasa, localizata in regiu-
nea dintilor 21, 22, grad Il in acutizare. Diagnosticul
clinic s-a stabilit in baza examenului clinic subiectiv
si obiectiv, indicele igienic, indicele de sangerare pa-
pilard, examen clinic al gingiei (culoare, contur, vo-
lum, forma, consistentd), palparea gingiilor, sonda-
rea pungilor gingivale false, proba Siler-Pisarev. S-a
administrat tratament conservativ cu ozonoterapie.

Caz clinicnr.1

Examenul clinic:

e Endobucal se determini hipertrofia papilelor
gingivale de grad I-II in regiunea dintilor 21,

Fig. 1. Aspect clinicinitial.
Fig. 1. Initial clinical aspect.

The diagnosis of GH is based on:

1. Patient interrogation, anamnesis (history of
disease and history of life) collection;

2. Intraoral clinical examination;

3. Paraclinical examination: cytological exami-
nation, morphological examination, bioche-
mical examination, photoplethysmography,
orthopantomography.

Clinical case nr.1

Clinical case presentation (figure 1). Patient C.N.
of 20 years old with clinical diagnosis of chronic hy-
pertrophic gingivitis, the edematous form, located in
the region of teeth 21, 22, grade II aggravation form,
deep occlusion. The clinical diagnosis was estab-

Fig. 2. Marcarea punctelor de sangerare
Fig. 2. Marking the bleeding points.

Fig. 3. Ortopantomograma.
Fig. 3. Ortopantomograma.

Fig. 5. Inlaturarea depunerilor dentare supra- si subgingivale.
Fig. 5. The use of ultrasound for deposits removing.

Fig. 4. Evaluarea probei Shiller-Pisarev
Fig. 4. Evaluation of Shiller-Pisarev probe.

Fig. 6. Analizatorul laser-Doppler al microcirculatiei sangvine LAKK-
02, SPE“LAZMA”, Russia
Fig. 6. Laser-Doppler analyzer of blood microcirculation LAKK-02,
SPE“LAZMA”, Russia.



22,23, acestea fiind
bombate, contura-
te, de culoare rosie
aprinsa, prezenta
pungilor gingivale
cu exsudat seros, la
palpare sunt moi si
elastice, la sondare
usor singereaza.

o DPe suprafata pala-
tinald  hipertrofia
gingivala lipseste.
La mandibula pa-
pilele gingivale in
regiunea grupului
frontal de dinti sunt ingrosate, conturul defor-
mat, la palpare de consistenta densd, de culoare
roz-pald, depuneri dentare lipsesc (figura 1, 2).

o Ortopantomografia nu denota careva modifi-
céri ale corticalei si prezenta rezorbtiei osoase
(figura 3).

o Proba Shiller-Pisarev pozitivé, indicele PMA
3 puncte si indicele PBI 3 puncte in regiunea
hipertrofiei gingivale, indicele igienic 3 punc-
te (figura 4).

Etapele de tratament:

o Tratament local conservativ cureducerea
componentei hipertrofice:

1. Anestezie aplicativa;

Inldturarea depozitelor dentare supra- si
subgingivale cu ultrasunet, chiuretaj gingival,
Air-Flow (figura 5).

3. Aplicarea sondei laser-Doppler in cavitatea
bucald pentru inregistrarea LDF-gramei pind
si dupa tratament (figura 6).

4. Injectarea ozonului in papila hipertrofiatd la
maxild pe stinga. Administrare prin infiltratie
submucoasd a ozonului medical cu o concen-
tratie de 8-10 mg/mL O2-O3 o datd la 3-4 zile
(figura 7).

5. Recomandarila domiciliu. Igiena cavitatii bu-
cale.

CazclinicNr. 2

Diagnosticul clinic: Gingivita cronicd hipertro-
ficd localizatd forma edematoasa, grad mediu. Paro-
dontita marginal cronicd generalizatd forma medie.
Diabet zaharat tip 2 IID forma medie subcompensat,
HTA grad III

Istoricul bolii:

o Pacienta B.D., anul nasterii 1952, s-a adresat
primar in CSU a USMF ,,Nicolae Testemita-
nu” la 22 decembrie 2013 cu acuze la mdrirea
in volum a gingiilor, dureri in gingie, gingivo-
ragie la periajul dentar si in timpul alimenta-
tiei, miros fetid din cavitatea bucala.

« In timpul examinarii pacienta a relatat despre
un debut brusc al patologiei incepind cu 20
iunie 2008 in urma protezdrii cu constructie
protetica fixa din metaloacril.

Fig. 7. Injectarea ozonului in papila gingivald.
Fig. 7.The injection of ozone gas into the gingival papillae.

lished based on the subjec-
tive and objective clinical
examination, the oral hy-
giene index, the papillary
bleeding index, the clinical
examination of the gum
(color, contour, volume,
shape, consistency), palpa-
tion of the gums, probing
of the false gingival pock-
ets, the Shiller-Pisarev
probe. Conservative treat-
ment with ozone therapy
was administrated.
Clinical examination:
Endobuccal is determined hypertrophy of
gingival papillae of I-II grade, in the region
of 21, 22, 23, they are bulging, contoured,
the color is light red, the presence of gingival
pockets with serous exudate, to the palpation
are soft and elastic, to the probing are mild
bleeding.
On the palatal surface, gingival hypertrophy
is absent. In the mandible, the gingival papil-
lae in the region of the frontal group of teeth
are thickened, have destroyed contour, at the
palpation have dense consistency, of pale-red
color, absence of dental deposits (figure 1, 2).
Orthopantomography does not indicate any
changes of the cortical plate and the presence
of bone resorption (figure 3).
Positive Shiller-Pisarev test, 3-points PMA in-
dex and 3-points PBI index in the region of
gingival hypertrophy, 3-points hygiene index
(Figure 4).

The treatment stages:

Local conservative treatment with decreasing
the hypertrophic component:

Topic anesthesia;

Removing the supra- and subgingival depos-
its with ultrasound, ultrasonic, gingival curet-
tage, Air-Flow (fig.5).

Application of the laser-Doppler probe into
the oral cavity for recording the LDF-gram
before and after treatment (fig.6).

Injection of ozone gas into the hypertrophied
papillae at the left side to maxilla. Adminis-
tration by submucosal infiltration of medical
ozone with a concentration of 8-10 mg / mL
0,-0; every 3-4 days (fig.7).
Recommendations at home. Oral cavity hy-
giene.

Clinical case nr. 2

Clinical diagnosis: Localized hypertrophic
chronic gingivitis, edematous form, moderate grade.
Generalized chronic marginal periodontitis moder-
ate form. Type 2 diabetes mellitus IID moderate sub-
compensated form, grade III AHT.

History of the disease:
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Din spusele pacientei in august 2007 a suferit
ictus cerebral in timpul tratamentului stoma-
tologic, ca consecinta hemipareza corpului pe
dreapta.

Pacienta suferd de diabet zaharat si hiperten-
siune arteriald, corespunzator primeste trata-
ment.

Examenul clinic:

Endobucal punte dentara din m/a pe din-
i 13,12,11,21,22,23,24,25,26,27 si respectiv
34,35,36, 37; 43,44,45,46. In regiunea dintilor
frontali superiori papilele gingivale si gingia
marginal pe suprafata vestibulara sunt infla-
mate, edematiate; papilele gingivale sunt bom-
bate, marite in volum si acoperd suprafata din-
tilor cu 1/3-1/4 suprafafata, usor se decoleaza,
suprafata lucioasd, culoare rosie-inchisa (cia-
notica), aspect ,,de zmeur&’, consistenta moale
si pastoasd, prezenta pungilor gingivale de 5,0
— 8,0 mm; in regiunea dintilor 12,22,23,34,35,
pungi parodontale cu o adincime de 10-11
mm. Pe suprafata palatinald gradul de hiper-
trofie este redus (figura 1-2).

La palpare papilele gingivale sunt dureroase,
se elimind exsudat sero-purulent.

Proba Shiller-Pisarev pozitiva, indicele PMA
3 puncte, indicele PBI 4 puncte, indicele igie-
nic 3 puncte.

Patient B.D., born in 1952, primarily addressed
to the SMFU “Nicolae Testemitanu” on De-
cember 22, 2013 with complaints on gingival
enlargement, pain in the gums, gingival bleed-
ing during tooth brushing and during alimen-
tation, halitosis.

During the examination, the patient reported
on a sudden onset of the pathology starting with
June 20, 2008 following the prosthetic treatment
with fixed metalloacryl prosthetic construction.
According to the patient in August 2007 she
suffered a stroke during the dental treatment,
as a result of hemiparesis of the right side body.
The patient suffers from diabetes mellitus and
hypertension, receiving appropriate treatment.

Clinical examination:

Endobuccal dental bridge from m / a on teeth
13,12,11,21,22,23,24,25,26,27 and 34,35,36, 37
respectively; 43,44,45,46. In the region of the
upper frontal teeth, the gingival papillae and
marginal gingiva on the vestibular surface are
inflamed, edematous; the gingival papillae are
bulky, enlarged in volume and cover the surface
of the teeth with 1/ 3-1/ 4 surface, easily are
detached, glossy surface, red-dark (cyanotic)
color, “raspberry” appearance, soft and pasty
texture, presence of gingival pockets of 5.0 - 8.0
mm deepness; in the region of 12,22,23,34,35

Fig. 1-2. Aspect clinic intraoral, proba Schiller-Pisarev.
Fig. 1-2. Clinical intraoral aspect, Shiller-Pisarev probe.

Fig. 3- 4. Grupuri nu preamari de coci . Coloratia Azur-Eozind, x90.
Fig. 3- 4. Not so big groups of cocci. Azur-Eozine coloration, x90.



Examen de laborator:

¢ Analiza generald a singelui: Hb 150 g/, eritro-
cite 4,63 x 10'%/1, trombocite 202 x 10° /1, VSE
12 mm/h, limfocite 31 %, leucocite 6,0 x 10°/1,
nesegmentate 2 %, segmentate 61 %, eozinofi-
le 2 %, bazofile 3 %, monocite 4 %.

e Analiza biochimica a singelui: glucoza 8,13
mmol/l, colesterol 6,4 mmol/l, trigliceride
1,1 mmol/l, protrombina 89%, fibrinogen
3,3 mg/l, ureea 5,7mmol/l, creatinina 80,2
mmol/l, ALAT 7,8 nmol/l, ASAT 14,7 nmol/L

Frotiu din pungile gingivale

In preparate se determina un numar mare de leu-
cocite, predominant neutrofile cu nucleu segmentat,
majoritatea integre; numar considerabil de granulo-
cyte neutrofile, mai moderat limfocite. Celule epi-
teliale din straturile intermediare cu nucleu mare si
cromatind structuratd, citoplasma slab bazofila usor
vacuolizatd. Grupuri nu preamari de coci. Coloratia
Azur-Eozing, x90. (figura 3-4).

Examenul morphologic. Se observi o acantoza,
distrofie hidropica si vacuolara a epiteliului din stra-
tul spinos al epiteliului, parakeratoza si descuamarea
celulelor din straturile superficiale, edem al tesutului
conjunctiv subepitelial al corionului, infiltrat limfo-
citar perivascular in corion (figura 5).

Distrofie hidropica a epiteliocitelor din stratul
spinos al epiteliului, spongiozd, infiltrate moderat
limfocitar al corionului si edem al stratului papilar
(figura 6).

Aspecte biochimice

e Determinarea in
lichidul gingival a
activitatii fermen-
tilor: LDH, GAMA
glutamil transpep-
tidaza, colinestera-
za, fosfataza acidd
si alcalina.

e Probele au fost
prelevate  inain-
te de tratament
si peste 30 de zile

Fig. 7. Ortopantomograma
Fig. 7. Panoramic radiography

teeth are present periodontal pockets with a
depth of 10-11 mm. On the palatal surface the
degree of hypertrophy is reduced (Figure 1-2).

e The palpation of gingival papillae is painful,

serous-purulent exudate is eliminated.

e DPositive Shiller-Pisarev test, 3-points PMA in-

dex, 4-points PBI index, 3-points hygiene index.
Laboratory examination:
« General blood analysis: Hb 150 g / 1, erythro-
cytes 4.63x 1012 /1, platelets 202 x 109 / I, ESR
12 mm / h, lymphocytes 31%, leukocytes 6.0
x 109 /1, non-segmented 2%, segmented 61%,
eosinophils 2%, basophils 3%, monocytes 4%.

o Blood biochemical analysis: glucose 8.13
mmol /], cholesterol 6.4 mmol /1, triglyceride
1.1 mmol /1, prothrombin 89%, fibrinogen 3.3
mg /1, urea 5.7mmol / 1, creatinine 80,2 mmol
/1, ALAT 7.8 nmol / I, ASAT 14.7 nmol/l.

Smear collection from gingival pockets:

In the preparations are determined a large num-
ber of leukocytes, predominantly neutrophils with
segmented nucleus, most of them intact; considerable
number of neutrophil granulocytes, more moderately
lymphocytes. Epithelial cells from intermediate layers
with large nucleus and structured chromatin, weakly
vacuolized basophilic cytoplasm. Not too big groups
of cocci. Azur-Eozine coloration, x90. (fig. 3-4).

Morphological examination. It is observed ac-
anthosis, hydrophilic dystrophy and vascular leakage
of the spinal layer of the epithelium, parakeratosis
and squamous cells of the superficial layers, edema
of the subepithelial connec-
tive tissue of the chorion,

perivascular  lymphocyte
infiltrate of the chorion
(fig. 5).

Hydropic dystrophy of
epitheliocytes from the spi-
nal layer of the epithelium,
spongiosis, moderately
lymphocyte infiltrates of
the chorion and edema of
the papillary layer (fig.6).
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dupa tratament.
Dinamica activitétii indicilor biochimici in ca-
drul tratamentului:

Enzime Initial Dupa 30 zile
Lactatdehidrogena-

za (LDH) 190,1nmol/l 143,7nmol/l
Gama-glutamil-

transpeptidaza 119,4nmol/l 89,5nmol/l
(gama-GTP)

Colinesteraza 125,8nmol/l 101,6nmol/1
Fosfataza acida 165,4 nmol/l 110,32 nmol/1
Fosfataza alcalina 299,3 nmol/l 413,2 nmol/l

Examenul radiologic denota o rezorbtie a osului
alveolar cu character inegal ca profunzime si dispo-
zitie in diferite zone ale arcadelor dentare, o rezorb-
tie osoasa vertical in regiunea rddécinilor dintilor 13,
12,11, 22, 23, 24, 33, 34, 35, 43.

Etapele de tratament:

e Tratament general: de sustinere cu preparate
antihipertenzive si antidiabetice, reabilitare
tizica si psihica.

e Tratament local: confectionarea constructii-
lor protetice fixe din metaloceramicd; reduce-
rea componentei hipertrofice:

1. Anestezie aplicativ;

Detartraj si chiuretaj mecanic;

3. Irigatii cu antiseptice: sol. H,0,3 %, sol. Beta-
dind 1 %, Romazulan;

4. Cauterizare chimica prin instilatii cu suspen-
zie Propolis 10%;

5. Instilatii si aplicatii in pungile gingivale cu
BioR in combinatie cu talc si NaCl;

6. Recomandari. Igiena cavitdtii bucale.

Concluzii:

1. Eficacitatea tratamentului s-a determinat prin
timpul de disparitie a semnelor clinice carac-
teristice gingivitei hipertrofice;

2. Ameliorarea stdrii generale si locale a pacien-
tilor prin disparitia semnelor de intoxicatie,
edemului, hipertrofiei gingivale si trecerea in
perioada de remisie indelungata.

Biochimical aspects:

* Determination of ferments activity in the gin-
gival fluid: LDH, GAMA glutamyltranspepti-
dase, cholinesterase, acidic phosphatase and
alkaline.

» Samples were taken before treatment and over
30 days after treatment.

Dynamics of biochemical indices activity in the

treatment:

Enzymes Initial After 30 days
Lactatedehydrogena-

se (LDH) 190,1nmol/I 143,7nmol/l
Gama-glutamyl-

transpeptidase 119,4nmol/l 89,5nmol/l
(gama-GTP)

Cholinesterase 125,8nmol/l 101,6nmol/1
Acidic phosphatase 165,4 nmol/l | 110,32 nmol/l
Alkaline phosphatase | 299,3 nmol/l 413,2 nmol/l

Radiological examination denotes a resorption
of the alveolar bone with unequal character as depth
and arrangement in different areas of the dental
arches, a vertical bone resorption in the region of the
roots of the teeth 13,12,11,22,23,24,33,34,35,43.

Treatment stages:

o General treatment: supportive with hyperten-
sive and diabetic preparations, physical and
psychological rehabilitation.

o Local treatment: manufacturing of fixed me-
talloceramic prosthetic constructions; reduc-
tion of hypertrophic component of gingiva:
Topic anesthesia;

Mechanical scaling and curettage.

3. Irrigation with antiseptics: sol .H202 3%, sol.
Betadine 1%, Romazulan;

4. Chemical cauterization with suspension of
Propolis 10%;

5. Instillations and applications in the gingival
pockets with BioR in combination with tal-
cum and solution of NaCl 0,09%;

6. Recommendations. Oral cavity hygiene.

N =

Conclusions

1. The effectiveness of the treatment was deter-
mined with the time of disappearance of the
clinical signs of the characteristic for hyper-
trophic gingivitis;

2. Improvement of the general and local pati-
ents’ characteristics of the signs of intoxica-
tion, edema, hypertrophied gingivitis and se-
cretion of the long-term remission period.
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Rezumat

Scopul tehnicilor si procedeelor stomato-
logice miniminvasive este de a pastra structu-
ra sandtoasa a dintelui. Luind ca bazd progre-
sele stiintifice, medicii stomatologi in prezent
utilizeazd o serie de tehnici si procedee mo-
derne pentru a nu inldtura din structura din-
telui mai mult tesut decit este necesar pentru
a-l readuce la conditia sa normala. Metoda de
preparare are aport direct la tratatarea minim
invaziva a dintelui. Acest studiu a avut drept
scop studierea literaturii de specialitate cu
referire la metodele moderne de preparare
a cariei dentare, si efectuarea unei compara-
tii intre metoda clasicd de preparare a cariei
utilizind piesa cu turbina si contra-unghi, si
metoda modernd de preparare a cariei pro-
funde prin abraziunea cu aer cu particule de
bicarbonat de natriu. Cercetarea noastrd are
la bazd studii efectuate, conform cérora ade-
ziunea maximd a compozitului la smalf se
obtine prin combinatia dintre abraziunea cu
aer, acid de gravare si bonding adeziv, iar ade-
ziunea maxima a compozitului la dentina se
obtine prin combinatia dintre abraziunea cu
aer, aplicarea primerului pentru dentina si a
bondingului [1,2].

Cuvinte cheie: Preparare, carie profundd,
minim invaziv.

Introducere

Minimally intervention dentistry (MID) adopta
o filozofie care se bazeazd pe prevenirea, reminera-
lizarea si interventia minimald in cazul restaurérilor
dentare. Se bazeaza pe tratament cu pierdere de tesut
minimal posibild, cu excizia precisa a tesuturilor ce
sunt necesare de indepartat si pastrarea {esuturilor
sinatoase. In prezent, datorita noilor tehnici disponi-
bile, se poate opta pe un tratament minim invaziv, cu
ajutorul abraziunii cu aer, dar si tehnicii clasice bine
cunoscute.

Abraziunea cu aer este o metoda pseudo-meca-
nicd, non-rotativd de indepartare a tesuturilor den-
tare dure. Ea distruge structura dintelui folosind un
flux de particule de oxid de aluminiu generat de aer
compresat sau dioxid de carbon imbuteliat sau gaz
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Summary

The goal of minimally invasive dentistry
techniques and procedures is to maintain the
healthy structure of the tooth. Taking as its ba-
sis scientific advances, dentists currently use a
number of modern techniques and procedures
to remove more tissue from the tooth struc-
ture than is necessary to restore it to the nor-
mal condition. The preparation method has a
direct contribution to the minimally invasive
treatment of the tooth. The purpose of this
work was to study the specialized literature
with reference to modern methods of dental
caries preparation, and to make a comparison
between the classic method of caries prepara-
tion using the high speed piece and counter-
angle piece, and the modern method of deep
caries preparation through air abrasion with
sodium bicarbonate particles. Our research
is based on studies performed, according to
which the maximum adhesion of the compos-
ite to the enamel is obtained by the combina-
tion of air abrasion, etching acid and adhesive
bonding, and the maximum adhesion of the
composite to dentin is obtained by the combi-
nation between air abrasion, application of the
primer for dentin and bonding [1,2].

Key words: preparation, deep caries, min-
imally invasive.

Introduction

Minimally intervention dentistry (MID) adopts
a philosophy that is based on prevention, reminer-
alization and minimal intervention in the case of
dental restorations. It is based on treatment with
minimal tissue loss, with the precise excision of
the tissues that are required to be removed and the
preservation of healthy tissues. Currently, thanks to
the new techniques available, it is possible to choose
for minimally invasive treatment, with the help of
air abrasion, but also the well-known classical tech-
nique.

Air abrasion is a pseudo-mechanical, non-rotary
method of removing hard dental tissues. It destroys
the tooth’s structure using a stream of aluminum ox-
ide particles generated by compressed air or bottled
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de azot. Particulele abrazive bombardeaza tesuturile
dentare dure cu vitezd mare inlaturind mici pérti din
structura dintelui. Eficienta tehnicii este relativd in
dependenta de duritatea tesuturilor dentare dure, de
materialul ce trebuie inldturat sau de parametrii ope-
rationali ai dispozitivului de abraziune cu aer. O serie
de parametri, cum ar fi valoarea presiunii aerului,
dimensiunea particulelor, cantitatea de particule ce
trec prin ansd, diametrul ansei piesei de mina, angu-
latia ansei piesei de mind, distanta de la dinte, timpul
de expunere asupra dintelui, variazd cantitea de fesut
indepartat si adincimea penetrari.

— La general, presiunea aerului variazd de la 40
la 160 psi. Nivelul recomandat pentru prepa-
rare este de 100 psi.

— Cele mai utilizate dimensiuni de particule sunt
cu diametrul de 27 sau 50 um. Particulele mai
mari ii permit clinicianului s@ lucreze mai re-
pede, dar drept rezultat va avea o cavitate pre-
paratd mai largd decit cu particulele mai mici.

— Distanta tipicd de lucru de la suprafata denta-
rd este de la 0,5 pina la 2 mm.

Indicatiile specifice in folosirea abraziunii cu aer
sunt inlaturarea tesuturilor afectatea de caria denta-
rd; inldturarea restauratiilor mici existente; metoda
alternativa piesei de mind cu turbina.

Indicatii ale abraziunii cu aer

— Inliturarea defectelor superficiale ale smaltu-
lui se efectueaza mai simplu prin abraziunea
de aer deoarece nu se inlatura o cantitate la fel
de mare de tesut ca in urma folosirii piese de
mind cu turbina [3].

— Abraziunea cu aer se poate folosi pentru de-
tectarea cariilor fisurale, atunci cind ele sunt
suspectate. In acest caz abraziunea cu aer se
foloseste pentru a indepirta resturile organice
si a determina prezenta cariei. Este mai ratio-
nal de a indeparta cifiva micrometri de smalt
prin folosirea abraziunii cu aer, decit inde-
pértarea unui strat mai gros de smalt folosind
piese de mind cu turbina.

— Abraziunea cu aer poate fi folosité la indepar-
tarea petelor din santuri si fisuri inaintea reta-
urdrii cu compozit sau a aplicarii fatetelor din
ceramica.

— Dintii la care caria se limiteazd doar la o sec-
tiune mica in dinte pot fi de asemenea prepa-
rati folosind abraziunea cu aer pentru conser-
varea structurii dure a dintilor.

— In prepararea suprafetelor abfractiilor si abra-
ziunilor sablarea cu aer poate rupe ,glazura”
extrem de lustruita a suprafetei dentare care
nu este potrivita pentru adeziune, si produce
o suprafata puternic texturata.

— Particulele abraziunii cu aer pot fi utilizate la
presiune inaltd pentru inlaturarea restaurérilor
din compozite si cementuri glasionomerice.

— Poate fi evitatd utilizarea anesteziei locale in
timpul lucrului in dentind datorita actiunii lor
de racire prin aerul de presiune inalta.

carbon dioxide or nitrogen gas. Abrasive particles
bombard hard dental tissue at high speed by remov-
ing small parts of the tooth structure. The efficiency
of the technique is relative depending on the hard-
ness of the hard dental tissues, the material to be
removed or the operational parameters of the air
abrasion device. A number of parameters, such as
air pressure value, particle size, amount of particles
passing through the handle, diameter of the hand-
piece, angulation of the handpiece, distance from the
tooth, exposure time on the tooth, vary the amount
of tissue far and the depth of penetration.

— In general, air pressure ranges from 40 to 160
psi. The recommended level of preparation is
100 psi.

— The most commonly used particle sizes are 27
or 50 um in diameter. Larger particles allow
the clinician to work faster, but as a result he
will have a larger cavity prepared than with
smaller particles.

— The typical working distance from the dental
surface is from 0.5 to 2 mm.

Specific indications in the use of air abrasion are
the removal of tissues affected by dental caries; re-
moving existing small restorations; alternative meth-
od to the turbine handpiece.

Indications of abrasion with air:

— Removing the superficial defects of the ena-
mel is made easier by the air abrasion because
it does not remove as much quantity of tissue
as after using handpiece with turbine [3].

— Air abrasion can be used to detect fissure ca-
vities, when suspected. In this case, the air
abrasion is used to remove the organic residu-
es and to determine the presence of decay. It
is more rational to remove a few micrometers
of enamel by using the air abrasion, than to
remove a thicker layer of enamel using han-
dpiece with a turbine.

— Air abrasion can be used to remove stains
from cracks before composite retaining or
applying ceramic veneers.

— Teeth where tooth decay is limited to only a
small section in the tooth can also be prepa-
red using air abrasion to preserve the hard
structure of the teeth.

— In the preparation of surfaces of abrasions, air
blasting can break the highly polished “glaze”
of the tooth surface which is not suitable for
adhesion, and produces a highly textured sur-
face.

— Air abrasion particles can be used under high
pressure to remove restorations from compo-
sites and glassionomeric cement.

— The use of local anesthesia during dentin
work can be avoided due to their high pressu-
re air cooling action.

The purpose. Evaluation, systematization and

implementation of modern techniques and proce-
dures for dental caries treatment.



Scopul. Evaluarea, sistematizarea §i punerea in
aplicare a tehnicilor si procedeelor moderne de tra-
tament cariei dentare.

Material si metode

In acest studiu au fost examinati 9 pacienti, care
s-au adresat la medicul stomatolog pentru un trata-
ment terapeutic. Pacientii au virsta cuprinsa intre 27
si 42 ani, dintre care 5 persoane de sex masculin si 4
persoane de sex feminin.

Pacientii au fost examinati clinic si paraclinic in
cadrul Catedrei de odontologie, parodontologie si
patologie orald a Universitdtii de Stat de Medicina si
Farmacie ,,Nicolae Testemiteanu” si in cadrul clinicii
stomatologice private SRL ,,PrimDentLux”

Am folosit urmatoarele materiale pentru a efec-
tua studiul in cauza: ProphyMate neo Dental Air Po-
lisher de la NSK America — aparat de profilaxie, care
utilizeazd pulbere de bicarbonat de natriu sau calciu.

Indicatii:

— inlédturarea placii bacteriene;

— indepirtarea petelor si a coloratiilor de pe dinti;

— gravarea smalfului si a dentinei inaintea apli-

carii adezivului;

Aparatul contine o camerd compactd in care se
amplaseazd pulberea utilizata. Piesa de mina are o lun-
gime de 106 mm. Kitul aparatului include 2 virfuri de
pulverizare, cu angulatie de 60° si 80°. In cadrul acestui
studiu am utilizat virful de pulverizare cu angulatia de
80°. Sistemul intern de directionare dubla a jetului asi-
gura un jet de apa si pulbere constant si precis. Jetul se
controleaza cu ajutorul pedalei unitului stomatologic.

Lunos Pudri profilacticd produsé de Durr Dental
Germania — contine bicarbonat de natriu si un agent
inovativ sub forma de trehaloza, care reprezintd o
dizaharidd biocompatibild si complet solubild. Gra-
nulatia pulberei este de ~ 65 microni, si reprezinta
cea mai mare granulatie ca dimensiune de pe pia-
td la moment. Aceastd pulbere nu irita mucoasa, are
un gust usor dulciu si o solubilitate inaltd in apa, fapt
care protejeaza sistemul de aspiratie a unitului [4].

Rezultate si discutii

Din totalul de 9 pacienti, 3 au prezentat carii acu-
te (33%), iar ceilalti 6 pacienti s-au adresat cu carii
cronice (67%), profunde. Sa efectuat prepararea ca-
riilor prin metoda clasicé la 3 pacienti (33%), iar la 6
pacienti prin metoda moderna (67%) (figura 1).

Tipul cariei

Fig. 1 Repartizarea conform tipului cariei

Material and methods

In this study, 9 patients were examined, who went
to the dentist for a therapeutic treatment. Patients are
between the ages of 27 and 42, of which 5 are male
and 4 are female.

Patients were examined clinically within the De-
partment of odonology, periodontology and oral
pathology of the State University of Medicine and
Pharmacy “Nicolae Testemitanu” and within the
private dental clinic SRL “PrimDentLux” and para-
clinically.

We used the following materials to carry out the
study in question:

ProphyMate neo Dental Air Polisher from NSK
America - a prophylaxis device that uses sodium or
calcium bicarbonate powder.

Indications:

— removal of the bacterial plaque;

— removing stains from teeth;

— engraving enamel and dentin before applying

the adhesive;

The machine contains a compact chamber in
which the used powder is placed. The handpiece has
a length of 106 mm. The kit includes 2 spray tips,
with an angle of 60° and 80°. In this study we used
the spray tip with an angle of 80°. The internal system
of double jet targeting ensures a constant and precise
water and powder jet. The jet is controlled with the
help of the dental unit pedal.

Lunos Prophylactic powder produced by Durr
Dental Germany - contains sodium bicarbonate
and an innovative trehalose agent, which is a bio-
compatible and completely soluble disaccharide.
The powder granulation is ~ 65 microns, and rep-
resents the largest grain size on the market at the
moment. This powder does not irritate the muco-
sa, has a slightly sweet taste and a high solubility
in water, which protects the suction system of the
unit [4].

Results and discussions

Of the total of 9 patients, 3 had acute caries
(33%), and the other 6 patients had chronic deep
caries (67%). Caries preparation was performed by
the classical method in 3 patients (33%), and in 6 pa-
tients by the modern method (67%) (figure 1).

The type of caries

Fig. 1 Distribution according to the type of caries
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De asemenea a analizat rata deschiderii camerei
pulpare in dependenta de tipul cariei. Sa observat
cd camera pulpard a fost deschisd, si a fost necesar
de a recurge ulterior la tratament endodontic doar
in cazul cariilor acute, acest raport fiind de 33% (3
pacienti).

A fost analizata si rata deschiderii camerei pulpa-
re in functie de tipul de preparare ales. In cazul pre-
pararii prin metoda clasicd s-au tratat 3 pacientii, 2
dintre ei diagnosticati cu carie acutd si la care ulterior
a fost deschisa camera pulpard. Prin metoda moder-
nd au fost tratati 6 pacienti, in timpul tratamentului
la 1 pacient cu carie acuta a fost deschisa camera pul-
para. Raportul dintre tipul de preparare ales si des-
chiderea ulterioard a camerei pulpare este prezentat
in graficele de mai jos. (figura 2 A, B).

Raportul deschiderii camerei pulpare prin metoda clasic

We also analyzed the rate of opening of the pulp
chamber depending on the type of caries. It was ob-
served that the pulp chamber was opened, and it was
necessary to resort to endodontic treatment only in
acute caries, this ratio being 33% (3 patients). The
rate of opening of the pulp chamber was also ana-
lyzed according to the type of preparation chosen.
In the case of preparation by the classical method, 3
patients were treated, 2 of them diagnosed with acute
decay and at which the pulp chamber was subse-
quently opened. By the modern method, 6 patients
were treated, during the treatment at 1 patient with
acute decay the pulp chamber was opened. The re-
lationship between the type of preparation chosen
and the subsequent opening of the pulp chamber is
shown in the graphs below. (figure 2 A, B).

Report of the opening of the pulp chamber by the classical method

Raportul deschiderii camerei pulpare prin metoda modernd

Fig. 2. Raportul deschiderii camerei pulpare.
A. Prin metoda clasicd. B. Prin metoda moderna

Analizind aceste date, putem concluziona cé ca-
mera pulpara a fost deschisd doar in timpul tratarii
cariilor profunde acute. Iar rata mai mare de succes
a fost obtinutd procentual prin metoda moderna de
preparare, in valoare de 83%.

Un alt criteriu de comparare a acestor 2 metode
l-a constituit timpul prepararii. Analizind graficul
prezentat mai jos (figura 3) putem concluziona ca
metoda clasicd este mai rapidd, prepararea ocupind
in mediu ~19 minute. Timpul mediu insé de prepara-
re a cariei profunde prin metoda moderné constituie
in mediu ~28 minute.

Report of the opening of the pulp chamber by the modern method

Fig. 2. The report of the opening of the pulp chamber.
A. By the classical method. B. By the modern method

Analyzing these data, we can conclude that the
pulp chamber was opened only during the treatment
of acute deep decay. And the highest success rate was
obtained as a percentage by the modern method of
preparation, worth 83%.

Another criterion of comparison of these 2 meth-
ods was the preparation time. Analyzing the graph
presented below (figure 3) we can conclude that the
classical method is faster, the preparation taking on
average ~ 19 minutes. However, the average time for
deep caries preparation using the modern method is
~ 28 minutes on average.



In studiul
clinic prezentat,
a fost utilizata
metoda moder-
na de tratament,
folosind abraziu-
nea (sablarea) cu
aer cu particule
de bicarbonat de
Na. Pacientul s-a
adresat  pentru
tratament, pre-
zentind acuze la
prezenta cavitatii
carioase, dureri
neinsemnate de
la excitati termici
si mecanici, reti-
nerea resturilor

2 3

Metoda clasica
Classical method

alimentare, discomofrt in timpul alimentatiei, miros
fitid. Dupd examenul clinic si paraclinic sa stabilit
diagnosticul: Carie cronica profunda d.16 (figura 4
A).

Fig. 3. Timpul necesar prepararii
Fig. 3. Time required for preparation

Fig. 4. A. Aspect clinicintraoral a d. 16. B. Prezenta caiii carioase a dintelui 15

In the pre-
sented  clinical
study, the mod-
ern treatment
method was
used, using air
abrasion (blast-
ing) with Na bi-
carbonate parti-
cles. The patient
addressed for the
treatment, pre-
senting accusa-
tions in the pres-
ence of the cavity,
insignificant pain
from the thermal
and mechanical
arousal, the re-
tention of the food residues, discomfort during the
feeding, odor fitid. After the clinical and paraclini-
cal examination the diagnosis was established: Deep
chronic caries d.16 (figure 4 A).

4 5

Metoda moderna
Modern method

Fig. 4. A. Intraoral clinical appearance of d. 16. B. Presence of tooth cavity 15

.

Fig. 5. Aspect cIinicdupé prepararea cu particule de bicarbnat deNa
Fig. 5. Clinical appearance after preparation with Na bicarbonate particles

Fig. 7. Verificarea cantitatii de dentind infectatd in urma prepararii
repetate prin abraziunea cu aer cu particule de bicarbonat de natriu
Fig. 7. Checking the amount of infected dentin after repeated
preparation by abrasion with sodium bicarbonate particles

Fig. 6. Verificarea cantitdtii de dentind infectatd ajutorl (aries Marker
Fig. 6. Check the amount of dentine infected using the Caries Marker

i S | » ST,

Fig. 8. Instalarea si aplicarea sistemului de matrice. Aplicarea unui
strat de comozit flowable pe fundul cavitatii
Fig. 8. Installation and application of the matrix system. Applying a
layer of flowable composite on the hottom of the cavity
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Fig. 9. Restaurarea cuspizilor si a fosetelor
Fig. 9 Restoration of spits and pits

Etapele de lucru in tratamentul cariei dentare in
d.16,15 sunt prezentate in figurile 5, 6, 7, 8, 9, 10.

Concluzii

L.

Tratamentul si in mod special prepararea ca-
riei profunde poate fi efectuata prin diferite
metode.

Obtinerea unei cavitafi bine preparate, fard
deschiderea cavitatii pulpare depinde de abili-
tatile clinicianului, cit si de tehnica de prepa-
rare aleasa.

Prin compararea celor 2 metode de preparare,
am observat ca metoda moderna necesita mai
mult timp,dar rata erorii, si anume deschide-
rea camerei pulpare este in valoare de 17%.
Metoda clasica de preparare necesitd mai pu-
tin timp, dar rata erorii este de 67%.

Prin ambele metode de preparare poate fi des-
chisd camera pulpara in caria acutd.

Fig. 10. Aspect clinic final dupa finisare si lustruire
Fig. 10. Final clinical appearance after finishing and polishing

The working steps in the treatment of dental car-
ies in d.16,15 are shown in Figures 5, 6, 7, 8, 9, 10.

Conclusions

L.

The treatment, and in particular the prepara-
tion of deep caries, can be carried out by diffe-
rent methods.

Obtaining a well-prepared cavity without
opening the pulp cavity depends on the skills
of the clinician as well as the preparation tech-
nique chosen.

By comparing the two preparation methods,
we noticed that the modern method requires
more time, but the error rate, namely the ope-
ning of the pulp chamber is 17%.

The classic method of preparation requires
less time, but the error rate is 67%.

Through both methods of preparation the
pulp chamber can be opened in acute decay.

2.

3.
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Rezumat

Restaurarea esteticd a dintilor este repro-
ducerea formei naturale si proprietatilor op-
tice ale dintelui, cum ar fi transparenta, luciul
si textura. Este o metoda de redare a structurii
normale a dintilor prin imitarea a tesuturilor
dentare cu ajutorul materialelor artificiale cu
scop estetic (restabilirea aspectului natural al
dintelui) si functional (restabilirea functiei
masticatorii, deglutitiei si fonatiei).

Restaurarea dintilor reprezinta suplinirea
unei cantitdfi semnificative de tesut dentar
distrus, cu materiale artificiale fizionomice,
si crearea din nou a arhitecturii dentare. Se
practicd tehnica de aplicare a materialelor pe
straturi care redau proprietati optice carac-
teristice tesuturilor dure naturale (dentina,
smaltul) a dintelui lezat.

Restaurarea estetica dentara: reprezintd
restaurarea fesuturilor dentare, care ia in con-
siderare dorintele estetice si caracteristicile
fiziologice ale pacientului. Acest tip de trata-
ment include: schimbarea formei sau culorii
dintilor, inldturarea defectelor de etiologie si
localizare diferita.

Cuvinte cheie: restaurare dentard, tipuri
de restaurari, principii de preparare.

Introducere

In prezent, una din cele mai frecvente metode de
restabilire a defectelor tesuturilor dentare dure sunt
restaurdrile estetice directe cu materiale compozite
[9]. Cu ajutorul compozitelor se poate restabili din-
tele, redindu-i aspectul natural si functia, mentinind
totodata structura lui. Tehnologia adezivd a revolu-
tionat pregdtirea dintelui, cu indepdrtarea minima
a tesuturilor dentare dure, fard crearea unor puncte
retentive. Adezivii moderni au capacitéti de culoare
atit cu dentind, cit si cu adamantind. Ei creaza lega-
turi trainice cu {esuturile dentare. Desi compozitele
sunt supuse uzarii si cu timpul pot si-si modifice cu-
loarea, ele pot fi usor refacute sau inlocuite rapid si
atraumatic, cu pierderi minime de structurd dentard,
ceia ce le conferd un avantaj [2,9].

Prepararea tesuturilor dure dentare depinde de
profunzimea procesului patologic, de tipul restaura-
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Eni Lidia, associate professor,

Sergiu Ciobanu, university professor.
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Summary

The aesthetic restoration of the teeth is the
reproduction of the natural shape and optical
properties of the tooth, such as transparency,
gloss and texture. It is a method of rendering
the normal structure of the teeth by imitating
the dental tissues with the help of artificial
materials for aesthetic (restoring the natu-
ral appearance of the tooth) and functional
(restoring the function of the chewing, swal-
lowing and phonation). The restoration of the
teeth represents the replacement of a significant
amount of destroyed dental tissue, with artificial
physiognomic materials, and the re-creation of
the dental architecture. It is practiced the tech-
nique of applying the materials on layers that
give optical properties characteristic of the hard
natural tissues (dentin, enamel) of the injured
tooth. Dental aesthetic restoration: it rep-
resents the restoration of the dental tissues,
which takes into account the aesthetic wishes
and physiological characteristics of the pa-
tient. This type of treatment includes: chang-
ing the shape or color of the teeth, removing
defects of etiology and different localization.

Keywords: dental restoration, types of
restorations, principles of preparation.

Introduction

Currently, one of the most common methods of
restoring hard dental tissue defects are direct aesthet-
ic restorations with composite materials [9]. With
the help of the composites, the tooth can be restored,
restoring its natural appearance and function, while
maintaining its structure. Adhesive technology has
revolutionized tooth preparation, with minimal re-
moval of hard dental tissues, without creating reten-
tive spots. Modern adhesives have color capabilities
with both dentin and adamantine. They create strong
bonds with dental tissues. Although the composites
are subject to wear and can change their color over
time, they can be easily restored or replaced quickly
and atraumatically, with minimal loss of dental struc-
ture, which gives them an advantage [2,9].

The preparation of hard dental tissues depends
on the depth of the pathological process, the type of
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rii si tehnica confectionarii. In restauririle dentare
initial se schiteaza metoda si profunzimea procesului
patologic. O restaurare moderna inlocuieste functia
suprafetelor lezate ale dintilor si nu necesitd inlatura-
rea tesuturilor dentare dure sdndtoase pentru forma-
rea punctelor de retentie clasice ca: forma cavitatii sa
fie 1adita, peretii paraleli intre ei, planseul cavitatii in
forma de trepte, etc [9].

O adeziune conteporand (17-20 Mpa si m/m) ne
permite de a nu folosi pivoturi parapulpare, coroa-
ne de invelis, incrustatii. Dupa aparitia adezivilor au
aparut si noi principii de preparare si restaurare a fe-
suturilor dentare [9].

Principiul prepararii ,, dupé desing liber” — pre-
vede inldturarea doar a tesuturilor afectate, cele sdna-
toase se inlatura cind e necesar de a crea acces spre
cavitatea carioasa. Principiile noi de preparare sunt
actuale la folosirea sistemelor contemporane de ade-
ziune mai mult de 20 Mpa [9].

Odata cu aparitia principiilor noi si tehnicii de
preparare dupa ,, Desing liber” au aparut si instru-
mente si tehnologii noi pentru prepararea: freze
pentru lustruit cu ultrasunet si lazer. Mai des sunt
folosite freze sferice mici. La prepararea smaltului se
folosesc freze fine sau extra fine, deoarece la folosirea
celor cu o densitate mai mare pe suprafata smaltului
apar mici fisuri intre prizmele smalului care clinic se
observa ca linii albe. Asadar putem vorbi de 3 grupe
de restaurari directe [9].

Obturatie — inlocuirea fesuturilor dentare pina la
1/3 din suprafata coroanei, cu material pentru resta-
urare, prin tehnica unui strat, timp de 20-30 minute.
Indeplinit de un stomatolog. La obturatie se refera 5
clase de restaurare Black si trei tipuri de restaurare
dupa Bat-Kiev [9].

Restaurare — inlocuirea tesuturilor dentare prin
tehnica din doua sau trei straturi, cu compozit, la un
loc de muncé adaptat pentru tehnica adeziva, timp
de 60 minute, de un stomatolog specializat in dome-
niu. Din categoria de restaurare fac parte defectele
care in trecut se tratau ca restaurari indirecte: venire,
coroane, punti [9].

Restaurare estetica — restabilirea {esuturilor den-
tare in parametrii estetici ai dintelui si arcadei denta-
re, cu compozit, cu tehnica de mai multe straturi, fara
limita timpului, efectuata de un stomatolg specializat
in domeniul dat.

Restaurarea estetica cere ca stomatologul sa pose-
de nu numai un nivel inalt de calificare, dar si calitati
de pictor, artist, precum si o imaginatie deosebita [9].

La restaurare esteticd se refera:

1. Reconstruirea dintilor (schimbul orientarii
axului dintelui).

2. Reconstructia arcadei dentare (majorarea co-
roanei dintilor in diasteme, treme si micsora-
rea in inghesuiri).

3. Transformarea dintilor (schimbarea formei
anatomice a dintilor).

4. Restabilirea marginii incizale a incisivilor
(clasa a VI-a).

restoration and the technique of making. In the den-
tal restorations, initially, the method and the depth
of the pathological process are outlined. A modern
restoration replaces the function of the damaged sur-
faces of the teeth and does not require the removal of
healthy hard dental tissues for the formation of clas-
sic retention points such as: the cavity shape being
cradled, the parallel walls between them, the cavity
floor in the form of steps, etc [9].

A simultaneous adhesion (17-20 Mpa and m / m)
allows us not to use parapulp pivots, wrap crowns,
inlays. After the appearance of the adhesives, new
principles of preparation and restoration of the den-
tal tissues have appeared [9].

The principle of preparation ,after free drawing®
- provides for the removal of the affected tissues only,
the healthy ones are removed when it is necessary
to create access to the cavity. The new principles of
preparation are current when using contemporary
adhesion systems more than 20 Mpa [9].

With the advent of new principles and the tech-
nique of preparation after ,,Free Design, new tools
and technologies for the preparation have appeared:
mills for polishing with ultrasound and laser. Smaller
spherical mills are often used. In the preparation of
the enamel, fine or extra fine milling cutters are used,
because when using those with a higher density on
the enamel surface small cracks appear between the
prisms of the enamel, which are clinically observed
as white lines. Thus we can speak of 3 groups of di-
rect restorations [9].

Obstruction - replacement of dental tissues up to
1/3 of the surface of the crown, with restorative mate-
rial, using a layer technique, for 20-30 minutes. Per-
formed by a dentist. The blackout refers to 5 classes
of Black restoration and three types of restoration
after Bat-Kiev [9].

Restoration - replacement of the dental tissues by
the technique of two or three layers, with composite, to
a job adapted for the adhesive technique, for 60 min-
utes, by a dentist specialized in the field. The restoration
category includes defects that in the past were treated as
indirect restorations: coming, crowns, decks [9].

Aesthetic restoration - the restoration of the den-
tal tissues in the aesthetic parameters of the tooth
and the dental arch, with composite, multi-layer
technique, without the time limit, performed by a
dentist specialized in the given field.

The aesthetic restoration requires that the dentist
possess not only a high level of qualification, but also
qualities of painter, artist, as well as a special imagi-
nation [9].

The aesthetic restoration refers to:

1. Reconstruction of the teeth (changing the ori-

entation of the tooth axis).

2. Reconstruction of the dental arch (enlar-
gement of the crown of teeth in diathems,
trembling and narrowing in cramping).

3. Tooth transformation (changing the anatomi-
cal shape of the teeth).



Principii de preparare in ,,desing liber” .

Principiul orientat la defect. Cavitatea carioasa
traversind smaltul in dentina, ia o forma aseména-
toare cu cea sfericd, cu centrul amplasat la trecerea
jonctiunii smalt-dentind, deoarece prepararea se
efectuiaza cu freza sferica [9].

Principiul mai putin de preparat, mai mult de
infiltrat. Acest principiu nu prevede inldturarea toa-
tei dentini afectate. De obicei nu toata dentina din
profunzime contine bacterii si dupa un tratament
dentina calcinata poate sd-si refaca structura crista-
lina. Dentina brund nu este un semn de progresie a
cariei dar este o bariera in raspindirea ei, insa deve-
nind acidorezistentd a capatat nuanta aceasta. Dupa
ermetizare, toate bacteriile pier si peste 2 luni dentina
va deveni sterila. Asadar, scopul preparirii este de a
inldtura tesuturile neviabile, dar dentina modificatd
in culoare si duri este necesar de pastrat. Exceptie fac
dintii frontali [9].

Principilul ,,Pastrarea smaltului fiara susti-
nerea dentinei”. Coroana dintelui este formata din
smalt dur si dentina mai putin dura, dar elastici. In
rezultatul defectului coroanei, la forele masticatorii
ocluzale dentina opune rezistentd, astfel reducid ris-
cul de fracturare a smaltului. La o cavitate carioasa
mica smaltul se demineralizeazd doar in locul unde
este procesul carios, si nu pe toata suprafaa. Dacd de
inlocuit dentina cu un compozit ce poseda propri-
etdti elastice atunci smaltul va fi protejat si dentina
va putea opune rezistentd. De aici rezulta ca cu cit
mai mult smalf se va pastra cu atit mai ermeticd va fi
restaurarea [9].

Principiul ,Repararea restaurdrii fara a o
schimba total”. Defecte pe suprafata restaurarii ca:
fracturare, deermetizare, bresa, sunt doar la supra-
fata obturatiei si se pot restitui prin tehnica adeziva
nerecurgind la schimbarea totald, care are o actiunea
negativa deoarece se pierde o portiune de fesuturi sa-
ndtoase. Acum durata unei restaurdri trebue sa fie de
10 ani, neajungind la schimbul ei total [9].

Scopul.

Evaluarea metodelor de conservare esteticd a din-
tilor frontali si tehnicilor de restaurare dentara.

Material si metode.

In studiul dat au fost inclusi 6 pacienti (5 barbati
si o femei), cu virsta cuprinsa intre 20 si 35 de ani,
care s-au adresat la clinica stomatologicda USMF Nr.1
cu sop de tratament.

Tabelul 1. Repartizarea pacientilor dupa virsta si diagnosticul stabilit

4. Restoring the incisal edge of the incisors (6th

grade).

Principles of preparation in ,,free design®

The defect-oriented principle. The cavity cavity,
crossing the enamel into dentine, takes on a shape
similar to the spherical one, with the center located at
the enamel-dentin junction, because the preparation
is performed with the spherical milling [9].

The principle of less preparation, more than in-
filtrate. This principle does not provide for the remov-
al of all affected dentin. Usually not all deep dentin
contains bacteria and after treatment calcined dentin
can restore its crystalline structure. Brown dentin is
not a sign of caries progression but is a barrier in its
spread, but becoming acid resistant it has acquired
this shade. After sealing, all bacteria die and after 2
months the dentine will become sterile. Therefore,
the purpose of the preparation is to remove the non-
viable tissues, but the color and hard dentin modified
is necessary to keep. Exception are front teeth [9].

The principle ,Keeping enamel without den-
tin support®. The crown of the tooth is made of hard
enamel and dentin less hard but elastic. As a result of
the crown defect, dentin offers resistance to occlusal
masticatory forces, thus reducing the risk of fracture of
the enamel. At a small cavity, the enamel is demineral-
ized only in the place where the caries process is, and
not on the whole surface. If the dentine is replaced with
a composite with elastic properties, then the enamel
will be protected and the dentine will be able to resist.
From this it follows that the more enamel will be pre-
served the more hermetic the restoration will be [9].

The principle ,,Repair the restoration without
a total change®. Defects on the surface of the resto-
ration such as: fracture, deermetization, breach, are
only on the surface of the obturation and can be re-
stored by the adhesive technique not resorting to the
total change, which has a negative action because a
portion of healthy tissues is lost. Now the duration of
a restoration should be 10 years, not reaching its total
exchange [9].

The purpose.

Evaluation of aesthetic preservation methods of
frontal teeth and dental restoration techniques.

Material and methods.

In this study were included 6 patients (5 men and
one woman), between the ages of 20 and 35, who went
to the dental clinic USMF Nr.1 for dental treatment.

Table 1. Distribution of patients by age and established diagnosis.

n/ - . = %‘_: s Virsta Sexul o . . = :,:) =4 Age Sex
or Diagnosticul S E 2 A 20| 25 | 35 Bér._ Fe-. /n Diagnosis o= e é a0 | 55l a2 e L-a-
bati|mei = dies

1 [Carie dentara 3161 (2|-12]1 1 [Dental caries 361 (2]-]2]1

ClasaIll dupaBlack| 2 | 4 | - [ 1| 1| 2] - Class T afterBlack | 2 [ 4 | - [ 1| 1] 2] -

ClasaIlVdupaBlack| 1 | 2 | 1| -] - |- |1 ClassIVafterBlack | 1 [ 2 | 1| -] - -]1

2 [Fracturd coronard 4 12| 1]-|3]- 2 |Coronary fracture 314121 ]-|3]-

Total 6 | 10 5|1 Total 6 |10 5(1
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GRADIA DIRECT

Fig. 1. Setul Compozit GC Gradia Direct Lo Flo.
Fig. 1. GC Composite Set Gradia Direct Lo Flo.

In conformitate cu scopul si obiectivele acestei
lucriri, au fost studiate surse literare de specialitate
si analizate particularitatile clinice si paraclinice de
diagnostic cu elaborarea unui plan de tratament (ta-
belul 1).

b) Ca materiale de lucru, au fost folosite: Gradia
Direct, Clearfil (Kuraray) si Filtek Supreme XTE (fi-
gural).

GC Gradia Direct LoFLo — compozit hibrid cu
microumpluturd, are viscozitate ridicatd, incorporea-
za sticle de fluoro-alumino-silicati ce confera protec-
tie impotriva aparitiei cariilor secundare. Ca avantaje
pe care le define, putem specifica:

— Stabilitate excelenta, datoritd tehnologiei uni-

ce HDR (densitate radioopacd ridicatd);

— Rezistenta mare la abraziune si la fracturare;

— Durabilitate, lustruire excelenta si radioopaci-

tate;

— Fluiditate ce permite o adaptare perfectd,

mentinind aceeasi compozitie a materialului;

— Contractie la priza cu pina la 55% mai redusa,

comparativ cu cele mai bune compozite fluide
de pe piats, etc.

Clearfil AP-X Estetics Flow — este un compozit
fluid universal produs in Japonia, care confine um-
plutura speciala de submicroni, care usureaza lustru-
ire acestuia. Se aplica asupra adezivului si se caracte-
rizeazd prin proprietai mecanice superioare (figura
2).

14910P

Fig. 3. Setul compozite Filtek Supreme XTE.
Fig. 3. Filtek Supreme XTE composite set.

Fig. 2. Setul compozite fluide Clearfil AP-X Estetics Flow.
Fig. 2. The Clearfil AP-X Estetics Flow composite fluid set

In accordance with the purpose and objectives of
this paper, specialized literary sources were studied
and the clinical and paraclinical diagnostic features
were analyzed with the elaboration of a treatment
plan (table 1).

b) As working materials, were used: Direct Gra-
dia, Clearfil (Kuraray) and Filtek Supreme XTE (fig-
ure 1).

GC Gradia Direct LoFLo - hybrid composite
with micro-fill, has high viscosity, incorporates flu-
oro-alumino-silicate bottles that provide protection
against the appearance of secondary cavities. As ad-
vantages it has, we can specify:

— Excellent stability, thanks to the unique HDR

(high radio density) technology;

— High resistance to abrasion and fracture;

— Durability, excellent polish and radio opacity;

— Fluidity that allows a perfect adaptation, mai-

ntaining the same composition of the materi-
al;

— Socket contraction up to 55% lower compared

to the best fluid composites on the market,
etc.

Clearfil AP-X Estetics Flow - is an universal fluid
composite produced in Japan, which contains special
submicron filling, which makes it easy to polish. It is
applied to the adhesive and is characterized by supe-
rior mechanical properties (figure 2).

°wanaxident2001.ru
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Fig. 4. Pasta abrazivd , lonunent”.
Fig. 4. Abrasive paste,,Monupent”.



Filtek Supreme XTE — compozit universal de ca-
litate inalta produs in SUA, este folosit preponderent
pentru restaurarile grupului frontal de dinti datorita
proprietatilor sale estetice. Confera restaurérii un as-
pect analogic cu al dintelui natural i are o rezistenta
sporita la abraziune, fracturare si o stabilitate coloris-
ticd in timp (figura 3).

¢) La fel au fost folosite instrumente clasice de
examinare, instrumente de modelare a compozitului,
freze de diverse forme pentru prepararea tesuturilor
dure, discuri si benzi abrazive, polipante, periute di-
verse pentru finisarea si lustruirea restaurarii, etc.

Rezultate si discutii.

Pacientii care au fost supusi tratamentului de re-
stabilire morfo-funtionala si esteticd a dintilor fron-
tali, prin metoda directd, atit cu materiale compozite
chitoase si fluide s-au prezentat cu rezultate satisfaca-
toare la etapele de monitorizare in dinamica.

Etapele de lucru

1. Detartrajul si periaj
profesional al dintilor:

S-a efectuat detartra-
jul cu wultrasunet, inla-
turindu-se tartrul supra- /
subgingival si a depuneri-
lor dentare moi, dupd care
periajul  profesional cu
periute si cape din guma
folosind paste abrazive
speciale ,,Zircate Paste”
(Dentsply) si ,,ITomupent”
(figura 4, 5).

2. Determinarea culo-
rii dintilor

Cu ajutorul cheii de
culori s-a determinat cu-
loarea dintilor — Al. De-
terminarea culorii se rea-
lizeazd intotdeauna dupd
sedinta de igienizare, se efectuiazd la lumina zilei in
combinatie cu lumina artificiala difuza. Mostra de
culoare, trebuie plasaté paralel cu dintele analizat, in
acelasi plan, la o distanta de 25-35 cm la examinare.
Dintii trebuie sa fie umectati, deoarece smaltul dehi-
dratat are o culoare mai deschisa, luind in calcul ca
dupa polimerizare compozitul devine mai deschis cu
o jumatate de ton, atunci eroarea in selectarea culorii
va fi evidenta (figura 6).

3. Izolarea cu coferdam

Pentru realizarea unei
restaurdri dentare estetice
contemporane se foloseste
kofferdam-ul, o metoda
efectiva pentru izolarea
dintilor de operat si a din-
tilor adiacenti, de mediul
umed al cavitdtii bucale.
Dr. S. C. Barnum a intro-
dus diga in activitatea sto-
matologica inca in 1860,

Fig. 5. Pasta abraziva , Zircate Paste”.
Fig. 5. Abrasive paste,, Zircate Paste”.

|
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Fig. 6. Cheia de culori : Gradia Direct.
Fig. 6. Color key: Direct Grade.

Fig. 7. Aspectul initial, dupd aplicarea coferdamului
Fig. 7. The initial appearance, after the application of coferdam

Filtek Supreme XTE - a high quality universal
composite produced in the USA, is mainly used for
the restoration of the front tooth group due to its
aesthetic properties. It gives the restoration an analo-
gous appearance to that of the natural tooth and has
an increased resistance to abrasion, fracture and a
color stability over time (figure 3).

c) Classical examination tools, composite model-
ing tools, mills of various forms for the preparation
of hard tissues, abrasive discs and strips, polypants,
various brushes for finishing and polishing the resto-
ration, were also used.

Results and discussions.

The patients who underwent the treatment of
morpho-functional and aesthetic restoration of the
frontal teeth, by direct method, both with flowable
composite materials presented with satisfactory re-
sults at the monitoring stages in dynamics.

The stages of work

1. Professional teeth

whitening and brushing:

Ultrasonic scaling was
- performed, removing the
over- / subgingival thal-
lus and soft dental depos-
its, after which profes-
sional brushing with gum
brushes and layers using
special abrasive paste ,,Zir-
cate Paste” (Dentsply) and
»lomupent (figure 4, 5).

2. Determining the
color of the teeth

The color of the teeth
was determined using the
color key - Al. The color
determination is always
performed after the hy-
giene session, it is per-
formed in daylight in combination with diffused
artificial light. The color sample should be placed
parallel to the analyzed tooth, in the same plane, at a
distance of 25-35 cm at examination. The teeth must
be moistened, because the dehydrated enamel has a
lighter color, taking into account that after the po-
lymerization the composite becomes more light with
half a tone, then the error in selecting the color will
be obvious (figure 6).

3. Isolation with cofferdam

To perform a contem-
porary aesthetic dental
restoration, cofferdam is
used, an effective method
for isolating the operating
and adjacent teeth from
the moist environment of
the oral cavity. Dr. S. C.
Barnum introduced the
dam into dental activity as
early as 1860, which made

ui'MJ¢¢iJ
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care a avut o largd contributie in progresul stomato-
logiei (figura 7).

Aplicarea digii asigurd o buna vizibilitate si un
cimp operator uscat si curat. Deasemenea diga pro-
tejeaza pacientul impotriva aspiratiei sau inghitirii de
debriuri sau instrumentar, impotriva medicamente-
lor iritante si instrumente tdietoare si cel mai impor-
tant protejeazd operatorul impotriva contamindrii cu
posibile infectii prezente in cavitatea bucald. Aplica-
rea kofferdam-ului este obligatorie in cadrul metodei
adezive de obturare, deoarece asigurd o izolare buna
de lichidul bucal, umeditatii aerului expirat. Koffer-
damul garanteazi calitatea lucrului medicului si per-
formanta de profesionalism.

4. Gravarea tesuturilor dure dentare

Pentru a obtine un rezultat restaurator final bun, o
adeziune impecabild a materialului compozit citre te-
suturile dure dentare si a exclude complicatiile ulteri-
oare (microfisuri, caria secundara, desprindera resta-
urarii, etc.) inainte de a aplica compozitul, se recurge
la o gravare acida a smalfului cu acid ortofosforic 37%,
timp de 30 secunde, prin intermediul céreia se obtine
dizolvarea proteinelor calcificate de smalt cu formarea
microspatiilor in care ulterior va patrunde adezivul,
realizind sigilarea acestora, asigurind prin aceasta
adeziunea chimico-mecanica si exculzind microscur-
gerile de lichid canalicular care ulterior pot provoca
aparitia cariei secundare sau eventual, desprinderea
obturatiei. Spélarea se va realiza cu un jet usor nefortat
de apd, urmatd de aplicarea unui jet usor de aer pe su-
prafata smaltului, evitind supra-uscarea acestuia, care
poate afecta ulterior adeziunea (figura 8).

Se va tine cont de faptul, cd gravarea acida de
scurtd durata determina o putere de adeziune mai
mare decét gravarea mai indelungata. Depasirea a 30
sec va duce la obtinerea precipitatului de calciu, inso-
lubil, care va scadea puterea de coeziune.

5. Aplicarea sistemului adeziv

In cazul dat, a fost fo-
losit sistemul adeziv Cle-
arfil S3 Bond Universal,
aplicindu-1 intr-un strat
subtire pe suprafata gar-
vata a smaltului, dupd
care sa aplicat un jet slab
de aer pentru o dispersare
uniforma a adezivului pe
suprafata smaltului si eva-
porarea acetonei care este
un component al acestuia.
Dupa care, s-a efectuat
fotopolimerizarea supra-
fetelor tratate cu adeziv,
timp de 20 secunde pen-
tru fiecare dinte (figura
9).

6. Aplicarea compozi-
tului fluid si modelarea
formei anatomice a coroa-
nelor dentare

-

Fig. 8. Aplicarea gravajului acid
Fig. 8. Application of acid etching.

Fig. 9. Aplicarea sistemului adeziv.
Fig. 9. Application of the adhesive system.

a major contribution to the progress of dentistry (fig-
ure 7).

The application of the dam ensures a good visibil-
ity and a dry and clean operating field. Also the dam
protects the patient against aspiration or swallowing
of debris or instruments, against irritating drugs and
cutting instruments and most importantly protects
the operator against contamination with possible
infections present in the oral cavity. The application
of cofferdam is obligatory in the adhesive method
of sealing, because it ensures a good isolation of the
buccal fluid, the humidity of the expired air. Coffer-
dam guarantees the quality of the doctor’s work and
the professionalism performance.

4. Engraving of hard dental tissues

In order to obtain a good final restorative result,
a flawless adhesion of the composite material to the
hard dental tissues and to exclude further complica-
tions (micro-fissures, secondary decay, removal of
the restoration, etc.) before applying the composite,
an acid etching of the enamel is used. with 37% ortho-
phosphoric acid, for 30 seconds, through which the
dissolving of the calcified enamel proteins with the
formation of the microspaces is obtained, after which
the adhesive will penetrate, realizing their sealing,
thus ensuring the chemical-mechanical adhesion and
exculating the microsurgical fluid that subsequently
they can cause secondary caries or possibly clogging.
The washing will be carried out with a slightly water-
jet, followed by the application of a light air jet on the
enamel surface, avoiding its over-drying, which can
subsequently affect the adhesion (figure 8).

It will be taken into account that short-term acid
etching results in greater adhesion power than longer
etching. Exceeding 30 sec will lead to the insoluble
calcium precipitate, which will decrease the cohesion
power.

5. Application of the adhesive system

In this case, the Clearfil
S3 Bond Universal adhe-
sive system was used, ap-
plying it in a thin layer on
the coated surface of the
enamel, after which a low
air jet was applied for a
uniform dispersion of the
adhesive on the enamel
surface and the evapora-
tion of acetone which is a
component thereof. After
that, the polymerization of
the surfaces treated with
adhesive was performed,
for 20 seconds for each
tooth (figure 9).

6. Application of
the fluid composite and
modeling of the anatomi-
cal shape of the dental
crowns



Pentru restaurarea zo-
nelor coronare fracturate,
s-a recurs la folosirea ma-
terialului compozit fluid,
de tip Clearfil AP-X Es-
tetics Flow culoarea Al,
care este un compozit fluid
universal produs in Japo-
nia, confine umplutura
speciala de submicroni ce
usureaza lustruire acestu-
ia. Se aplica pe suprafata
adezivului polimerizat si
se caracterizeaza prin proprietdti mecanice superioa-
re (figura 10).

Dupé aplicare, compozitul se disperseazd cu
ajutorul instrumentului de modelare, refacind usor
marginea incizald fracturatd, aspectul estetic identic
cu cel al dintelui intact, imitind cu succes caracteris-
ticile cromatice ale smaltului natural. Dupd modela-
rea restaurdrii, compozitul este supus fotopolimeriza-
rii timp de 20 de secunde, cu lampa setata la un regim
de iluminare cu flux intermitent, pentru a evita supra-
incalzirea tesuturilor dentare dure si iritarea pulpei.
Dupa prima fotopolimerizare, restaurarea se acopera
cu un strat fin de glicerina si se supune din nou pro-
cedurii de fotopolimerizare. Acest lucru este necesar
pentru a intédri definitiv materialul compozit, inclusiv
si stratul superficial inhibat cu oxigen care raminind
nepolimerizat influienteazd negativ ulterioarele cali-
tati estetice obtinute dupd lustruirea restaurarii.

7. Lustruirea, finisarea restaurdrii

Dupié efectuarea sirului de manopere descrise
mai sus, sa recurs la finisarea si lustruirea zonei re-
staurate. Finisarea si lustruirea rasinilor compozite se
realizeaza pentru a le creste calitatile estetice, dar si
pentru a le proteja de patrunderea microorganisme-
lor din mediul oral ce pot coloniza o suprafata insu-
ficient lustruita. Pentru inceput, s-a recurs la finisare
folosind frezele extrafine cu granulatie diversa cu
ajutorul carora a avut loc inldturarea surplusurilor de
material compozit existente si restabilirea morfologi-
ei coroanelor dentare, dupé care s-a lucrat cu discuri
abrazive rosii si verzi, urmate apoi de polipantele de
cauciuc cu autorul cérora s-a ajuns la o suprafatd ne-
teda si lucioasa. Spre sfirsit, suprafetele restaurate au
fost poleite cu ajutorul discului de cauciuc si discului

Fig. 10. Aplicarea compozitului fluid.
Fig. 10. Application of the fluid composite.

For the restoration of
fractured coronary areas,
the use of Clearfil AP-X
Estetics Flow type Al
composite fluid, which is a
universal fluid composite
produced in Japan, con-
tains special submicron
fillers that facilitate its pol-
ishing. It is applied on the
surface of the polymerized
adhesive and is character-
ized by superior mechani-
cal properties (figure 10).

After application, the composite disperses with
the help of modeling tool, slightly restoring the frac-
tured incisal edge, the aesthetic appearance identical
to that of the intact tooth, successfully mimicking the
chromatic characteristics of the natural enamel. After
modeling the restoration, the composite is subjected
to light curing for 20 seconds, with the lamp set to
an intermittent flow illumination regime, to avoid
overheating of hard dental tissues and pulp irritation.
After the first light cure, the restoration is covered
with a thin layer of glycerin and subjected again to
the light cure procedure. This is necessary to perma-
nently strengthen the composite material, including
the oxygen-inhibited superficial layer which, while
remaining unpolymerized, negatively influences the
subsequent aesthetic qualities obtained after polish-
ing the restoration.

7. Polishing, finishing restoration

After carrying out the line of maneuvers de-
scribed above, it was used to finish and polish the
restored area. Finishing and polishing of composite
resins is done to increase their aesthetic qualities, but
also to protect them from the penetration of micro-
organisms from the oral environment that can colo-
nize an insufficiently polished surface. To begin with,
the finishing was made using the various granular
extrafine milling cutters with the help of removing
the existing composite material surpluses and restor-
ing the morphology of the dental crowns, after which
they worked with red and green abrasive discs, fol-
lowed by the rubber polypants with the author. which
has reached a smooth and glossy surface. Finally, the
restored surfaces were polished using the rubber disc
and the felt disc, using abrasive paste (figure 11).

Fig. 11. Poleirea restaurdrii cu disc de cauciuc si discul de pisla.
Fig. 11. Pollution restoration with rubber disk and felt disk.
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Dupid finisarea si poleirea definitiva, se indepar-
teazd coferdamul si se inlatura resturile de pastd ab-
raziva pentru inceput cu ajutorul unei periute, apoi
cu un jet puternic de apa si aer. Pentru curdtirea spa-
tilor interdentare se va folosi flosa interdentard, si
in final i se propune pacientului sa clateasca riguros
gura cu apd.

8. Rezultatul final

In figura 12 este prezentat aspectul clinic intrao-
ral al dintelui inainte si dupd tratamentul restaurativ
efectuat.

After the finishing and final polishing, the cofer-
dam is removed and the residual abrasive paste is
removed first with the help of a brush, then with a
strong jet of water and air. In order to clean the inter-
dental spaces, the interdental floss will be used, and
finally the patient is suggested to thoroughly rinse
the mouth with water.

8. The final result

Figure 12 shows the intraoral clinical appearance
of the tooth before and after the restorative treatment
performed.

Fig. 12. Rezultatul comparativ inainte si dupa tratamentul restaurativ aplicat
Fig. 12. Comparative result before and after the restorative treatment applied.

9. Recomandairile pacientului

— Evitarea consumului ceaiului, cafelei si ali-
mentelor ce contin coloranti in urmaitoarele
2-3 zile, deoarece doar in acest termen are
loc autopolimerizarea completa si definitiva
a compozitului folosit la restaurarea dintelui.

— Respectarea cu strictete a igienei orale. Peria-
jul zilnic si folosirea flosei interdentare.

— Prezentarea la revaluarea clinicd peste doua
saptamini, pentru a verifica cum se "compor-
td” restaurarea in timp si efectuarea unor co-
rectii la necesitate.

— Vizita in scop de control profilactic la cabine-
tul stomatologic peste fiecare 6 luni.

Concluzii

1. Pentru realizarea de calitate a restaurarilor
estetice dentare, este necesard respectarea pa-
rametrilor estetici: inalfimea fetei, lungimea
si mobilitatea buzei, simetria, planul incizal,
planul incizal posterior, coridorul vestibular,
buza inferioara, buza superioara, asimetria si
culoarea buzelor, aspectul zimbetului, forma,
textura, pozitia si culoarea dintelui, imaginea
globala.

2. Restaurarea esteticdi modernd confine mai
multe metode noi de artistica dentara — di-
recte si indirecte, cu diferite materiale, in-
strumente si dispozitive moderne, care au in
considerare dorintele estetice si fizionomice
ale pacientului.

3. Indicatii catre restaurdri estetice la pacientii
ce necesita acest tip de tratament sunt: inghe-
suiri dentare, din{i dupé tratament protetic,
obturatii debordante, hipoplazia, fluoroza,
discromii, diasteme, dentina expusd, defecte

9. Patient recommendations

— Avoid the consumption of tea, coffee and
foods containing dyes in the next 2-3 days,
because only within this term the complete
and definitive self-polymerization of the com-
posite takes place used to restore the tooth.

— Strict adherence to oral hygiene. Daily brus-
hing and use of the interdental floss.

— Presentation at the clinical reassessment over
two weeks, to verify how the ,restoration” be-
haves in time and to make some corrections
as necessary.

— Visit for prophylactic control at the dental of-
fice over every 6 months.

Conclusions

1. To achieve the quality of the dental aesthetic
restorations, it is necessary to respect the aes-
thetic parameters: face height, lip length and
mobility, symmetry, incisal plane, posterior
incisal plane, vestibular corridor, lower lip,
upper lip, asymmetry and lip color, appearan-
ce of the smile , shape, texture, position and
color of the tooth, the overall image.

2. Indications for aesthetic restorations in the
patients who need this type of treatment are:
dental clogging, teeth after prosthetic treat-
ment, overgrowth, hypoplasia, fluorosis, dis-
cromas, diastems, exposed dentin, surface
defects, dental caries, fractures of the dental
crown, abrasions, attrition, erosion, to impro-
ve the facial appearance, to restore the func-
tions of the stomatognathic apparatus - che-
wing, phonation, smile, etc.

3. The criteria with which the dentist can eva-
luate the effectiveness of the restorative



de suprafata, carii dentare, fracturi a coroanei
dentare, abraziuni, atrifie, eroziuni, pentru
imbunitatirea aspectului facial, pentru re-
facerea functiilor aparatului stomatognat —
masticatie, fonatie, surisul, etc.

Au fost stabilite criteriile cu care medicul sto-
matolog poate evalua eficacitatea tratamen-
tului restaurativ: absenta sensibilitdtii post-
operatorii, prezenta contactelor de ocluzie
uniforme cu privire la restaurarea si repararea
tesuturilor, formarea microfisurilor intre ma-
terialul compozit si smaltul dintelui, culoarea
dintelui restaurat trebuie sa fie identic culorii
dintilor adiacenti, care se determina in ziua
restaurarii §i dupd 1-2 sdptdmini, corespun-
derea formei anatomice la dintele restaurat si
redarea functiei fiziologice a acestuia.

treatment have been established: the absen-
ce of postoperative sensitivity, the presence
of uniform occlusion contacts regarding the
restoration and repair of the tissues, the for-
mation of microfissures between the compo-
site material and the enamel of the tooth, the
color of the restored tooth must be the same
color adjacent teeth, which are determined
on the day of restoration and after 1-2 weeks,
the correspondence of the anatomical shape
to the restored tooth and the rendering of its
physiological function.
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Rezumat

Restaurarea punctului de contact are
drept obectiv reproducerea conturului proxi-
mal natural al unui contact suficient de strins
pentru a preveni acumularea alimentelor. Este
necesar de utilizat un sistem de matrici care
sd fie adaptat cit mai intim la marginea cavi-
tatii preparate. Tehnica de aplicare a materi-
alul compozit la fel are o importanta majora
la eficienta formdrii punctului de contact [9].
Acest studiu a avut drept scop studierea lite-
raturii de specialitate cu referire la particula-
ritdtile de formare a punctului de contact in-
terproximal prin utilizarea diferitor tehnici si
materiale moderne. Datele acumulate de la 15
pacienti au fost prelucrate si ulterior analizate
dupd diferite criterii.

Cuvinte cheie: punct de contact, clasa II
Black, restaurdri

Introducere

Punctul de contact este un termen folosit pen-
tru a exprima conturul interproximal al suprafetelor
meziale si distale a dintelui. Pentru a mentine inte-
gritatea arcadelor dentare §i sandtatea structurilor
parodontale, este esential un contact proximal bine
conturat, pozitionat in mod corespunzitor [22]. In
stare de repaus intre suprafetele proximale nu exista
un contact interdentar real, dar se descrie un spatiu
cuprins intre 3 si 21 um la maxilla [10] si sub 1.3 pm
la mandibuld [20]. Punctul de contact este compa-
rabil cu o articulatie semi-mobild sau sinodontoza.
Acest tip de articulatie permite miscari foarte limita-
te generand in timp uzura fetelor proximale. Asa fel
de micro-misciri stau la baza transformarii in timp
a contactului interdentar punctiform intr o suprafatd
de contact interproximala [18,21]. Odatd cu evolutia
principiilor i conceptelor stomatologice, restaurdri-
le dentare au trecut de la un tratament ce avea drept
scop principal eliminarea invaziva a tesuturilor bol-
nave la metode noi ce prevad prepararea minimald a
cavitatilor carioase si adaptarea ulterioara a acestora
la noi sisteme de restaurare. Aceastd ramura a sto-
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IN DIRECT RESTORATIONS WITH
COMPOSITE RESINS
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Summary

The objective of the restoration of the
contact point is to reproduce the natural pro-
ximal contour of a close enough contact to
prevent food accumulation. It is necessary to
use a matrix system that is adapted as closely
as possible to the edge of the prepared cavity.
The technique of applying the composite ma-
terial has also a major importance for the ef-
ficiency of contact point formation [9]. The
purpose of this study was to study the speci-
alized literature with reference to the peculi-
arities of the formation of the interproximal
contact point by using different techniques
and modern materials. Data collected from
15 patients were processed and subsequently
analyzed according to different criteria.

Key-words: contact point, Class II by
Black, restorations

Introduction

The contact point is a term used to express the
interproximal contour of the mesial and distal sur-
faces of the tooth. In order to maintain the integrity
of the dental arches and the health of periodontal
structures, a properly positioned proximal contact is
essential [22]. In resting state between the proximal
surfaces there is no real interdental contact, but there
is a space between 3 and 21 pum at the maxilla [10] and
below 1.3 um at the mandible [20]. The contact point
is comparable to a semi-mobile joint or synodonto-
sis. This type of joint allows very limited movements,
generating wear over the proximal areas over time.
Such micro-movements are the basis of transforming
the interdental contact point into an interproximal
contact area in time [18,21]. With the evolution of
dentistry principles and concepts, dental restorations
have moved from a treatment whose main purpose
was the invasive elimination of diseased tissues to a
new methods that ensure minimal cavity preparation
and their subsequent adaptation to new restoration
systems. This branch of dentistry is defined by Jean
Jacques Lasfargues as: “The set of preventive and
curative measures aimed at preserving and restor-



matologiei este definitd de Jean Jacques Lasfargues ca
fiind: ,Setul de mdsuri preventive si curative vizate sd
conserveze si sd restaureze organele dentare afectate de
patologii ca traumele, cariile, eroziunile si abraziunile,
anomalii de dezvoltare, leziuni iatrogene “Trecerea de
la o stomatologie mecanica la una biologica se bazea-
za pe evolutia si utilizarea noilor principii precum:
ergonomia fesuturilor, izolarea, sistemul de matrici
folosit si biointegrarea [12].

Studierea amanuntita atit a anatomiei dintilor cat
si a biomecanicii impreuna cu factorii fizici ce acti-
oneaza diferit asupra restaurarilor directe au impus
respectarea a unui sir de principii in timpul prepara-
rii cavitatilor carioase proximale:

e Eliminarea cariilor si restaurdrilor existente

péna la limita tesutului dentar sanatos.

e DPrepararea cavitafii carioase sub forma usor
rotungita vestibulo-oral astfel incat sé facilite-
ze adaptarea ulterioara a matricei.

e Marginile cavitatii trebuie sa fie netede, bine
delimitate si nu trebuie sa intre in contact cu
dintele vecin.

e Folosirea instrumentarului conform situatiei
clinice.

e Inliturarea stratului de smalt demineralizat
iar cel ramas trebuie sa fie sustinut de o denti-
na solida [17].

Izolarea este un alt factor esential in succesul re-
staurdrilor dentare directe. Un camp uscat, lipsit de
saliva, vapori de apa, sange, lichid gingival, resturi si
alti contaminanti este esential la efectuarea procedu-
rilor restaurative. Cofferdamul este considerat cel mai
eficient mod de obfinere a unui cAmp izolator. Intr-un
studiu realizat de A. Raskin si Coll, in anii 2000-2010,
despre impactul izoldrii restaurdrilor posterioare, in
special a compozitelor, se indicd in mod direct o le-
gaturd a reusitei asociate cu utilizarea acestei modali-
tagi. Unul dintre dezavantajele digii ar putea fi sldbirea
PCI reconstruit cu compozit prin metoda directd din
motiv cd aceasta exercitd o fortd la coletul fiecarui
dinte, forta care tinde si apropie acesti dinti. Aceasta
problema a fost insa rezolvatd o daté cu introducerea
pinurilor din lemn ce au, din contra un efect de inde-
pértare a dintilor in timpul restaurarilor directe [11].

Sistemul de matrici folosit, capacitatea acestora
de adaptare la marginea cavitatii preparate si la din-
tele vecin reprezinta succesul cétre obtinerea unui
punct de contact corect si etans. Sistemele cele mai
utilizate de matrici sunt: Garrison, Bioclear, Polyden-
tia, Palodent Plus, TOR VM. Alegerea matricei se
face in baza a umatoarelor criterii: forma matricei
(circumferentiala sau sectionala), grosimea, inali-
mea, transparenta sau metalica [4].

Indlfimea matricilor dentare poate fi micd, medie
sau mare. Folosirea celor cu inal{ime mare va duce la
formarea unui punct de contact inalt foarte aproape
de marginea ocluzala. Iatd de ce se recomanda folo-
sirea matricilor mici sau medii. Deasemenea, o ma-
trice inalta tinde mereu sé fie adaptata sub marginea
gingivala fara sa se {ina cont de forma coroanei din-

ing the dental organs affected by pathologies such
as traumas, caries, erosions and abrasions, develop-
mental anomalies, iatrogenic lesions”. The transition
from mechanical to biological dentistry is based on
the evolution and use of new principles such as: er-
gonomics of the tissues, isolation, the matrix system
used and biointegration [12].

Thorough study of both the anatomy of the teeth
and of the biomechanics together with the physical
factors that act differently on the direct restorations
required the observance of a number of principles
during the preparation of the proximal cavities:

 Elimination of existing cavities and restorati-
ons to the limit of healthy dental tissue.

o DPreparation of cavities in a slightly rounded
vestibulo-oral form in order to facilitate furt-
her adaptation of the matrix.

o The edges of the cavity must be smooth, well
defined and should not come in contact with
the neighboring tooth.

o Use of the instrument according to the clini-
cal situation.

o Removal of the layer of demineralized enamel
and the remaining one must be supported by
solid dentin [17].

Isolation is another essential factor in the suc-
cess of direct dental restorations. A dry field, with-
out saliva, water vapor, blood, gingival fluid, debris
and other contaminants is essential for restorative
procedures. Rubber dam is considered the most ef-
ficient way to obtain an operative field. In a study by
A. Raskin and Coll, in the years 2000-2010, about
the impact of isolation the posterior restorations, es-
pecially of the composites, it is directly indicated a
connection of the success associated with the use of
this modality. One of the disadvantages of the rubber
dam could be the weakening of the PCI reconstruct-
ed with the composite by the direct method because
it exerts a force at the neck of each tooth, a force that
tends to bring these teeth closer together. This prob-
lem was solved with the introduction of the dental
wooden wedges that have an effect of withdrawing in
proximal directions the teeth during the direct resto-
rations [11].

The matrix system used, their ability to adapt to
the edge of the prepared cavity and to the neighbor-
ing tooth, represents the success towards obtaining
a correct and watertight contact point. The most
used systems by the matrices are: Garrison, Bioclear,
Polydentia, Palodent Plus, TOR VM. The choice of
matrix is made on the basis of the following criteria:
matrix shape (circumferential or sectional), thick-
ness, height, transparent or metallic [4].

The height of the dental matrices can be small,
medium or high. Using the tall ones will form a
high contact point very close to the occlusal edge.
This is why it is recommended to use small or me-
dium matrices. Also, a high matrix always tends to
be adapted below the gingival margin without tak-
ing into account the shape of the crown of the tooth
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telui si unghiul dintre ea si radacina. Deseori intilnim
cazuri in care intre matrice si dinte apare un spatiu
care nu va putea fi inchis cu ajutorul teflonului sau
a unui pin de dimensiuni mai mari. Este necesar de
selectat o matrice mai mica si de a fi aplicatd imediat
sub marginea cavita{ii preparate, fara a fi fortata sa
péatrunda subgingival. O alté solutie in cazul cavitati-
lor profunde clasa II, intinse pana la marginea cervi-
cald sunt matricile cu extensie ce asigura o adaptare
perfecta in cazurile de elongare a marginilor profun-
de. Tnainte de adaptarea matricei dintele trebuie sa
fie curétat de tartrul dentar subgingival care ar putea
deveni o problemd in acest sens [14].

Grosimea. Matricile de grosime mare se folosesc
in situatiile in care suprafata proximala a dintelui a fost
preparata sub o forma concavd sau pozitiva, pentru
ca este nevoie de stabilitate din partea ei iar adapta-
rea cuprinde actiuni mai dure din partea medicului.
Matricile subtiri se folosesc in cazurile in care am ob-
tinut o suprafatd proximald convexa sau negativa fata
de forma matricei. Aceasta va fi usor de manevrat, va
impune miscri fine, folosirea unui pin nestandart sau
individualizarea pinurilor din lemn prin trimming [8].

Curbura matricei se alege in dependenta de dis-
tantd dintre suprafata proximala preparata si suprafa-
ta proximala vecina. Se deosebesc 3 tipuri:

e distanta micd dela +2 mm pinala + Imm - in
aceste situatii e bine de utilizat matrici cu o
curbura mica (Bioclear Flat);

e distanta medie de la +1mm la +2 mm - ma-
trici cu o curbura medie (Bioclear Average);

e distanta mare > +2 mm - matrici cu curbura
mare (Bioclear Biofit) [1].

Restabilirea esteticii si functiei dentelui depin-
de de proprietatile materialului ales si de tehnica de
aplicare a acestuia. Indiferent de tehnica de depunere
a materialului compozit trebuie respectat principiul
natural a stratificarii dupd Dietschi D., prin efec-
tuarea unui aranjament spatial identic cu structura
dintelui: cantitatea smaltului oral, cantitatea dentinei,
cantitatea smaltului vestibular [2].

Scopul lucrarii.

Studierea literaturii de specialitate cu referire la
particularitatile de formare a punctului de contact
interproximal prin utilizarea diferitor tehnici si ma-
teriale moderne.

Materiale si metode

Studiul a fost bazat pe tratamentul a 15 pacienti
dintre care 9 de sex masculin si 6 de sex femenin, cu
varsta cuprinsa intre 15 si 39 ani. Din totalul celor 15
cazuri, la 3 pacienti s-a observat carie dentard clasa
IIT Black, 11 cu carie dentara clasa II Black si 1 caz
carie dentara atipica. Diagnosticul a fost stabilit in
baza examenului clinic si paraclinic. In cadrul exa-
menului paraclinic s-au efectuat radiografii: OPG si
radiografii retroalveolare. Esantionul de pacienti a
fost selectat dupa criteriul adresabilitatii, in cadrul
clinicii stomatologice private SRL ,, Prim Dent-Lux”

Pentru restaurarea punctului de contact s-au fo-
losit urmatoarele sisteme de matrici:

and the angle between it and the root. There are fre-
quent cases where between the matrix and the tooth
appears a space that cannot be closed with teflon
or a larger wedge. It is necessary to select a smaller
matrix and be applied immediately below the edge
of the prepared cavity, without being forced to pen-
etrate below the gingival margin. Another solution
in the case of deep cavities is the matrices with ex-
tensions. Until the adaptation of the matrix, the
tooth must be cleaned by the subgingival dental
calculus[14].

Thickness. Thick matrices are used when the
proximal surface of the tooth has been prepared in
a concave or positive form, because it needs stability
and the adaptation includes tougher actions of the
doctor. Thin matrices are used in cases where we
have obtained a convex or negative proximal surfa-
ce in relation to the shape of the matrix. This will be
easy to handle, will require fine movements and the
use of a non-standard wedge or the individualizati-
on of the wood wedge by trimming [8].

The matrix curvature is chosen depending on the
distance between the prepared proximal surface and
the neighboring proximal surface. There are 3 types:

« small distance from +2 mm to + Imm - in
these situations it is good to use matrices with
a small curvature (Bioclear Flat);

o average distance from +1 mm to +2 mm -
matrices with an average curvature (Bioclear
Average);

o large distance > +2 mm - large curved matri-
ces (Bioclear Biofit) [1].

The restoration of the aesthetics and function of
the tooth depends on the properties of the chosen
material and the application technique. Regardless of
the technique of depositing the composite material,
the natural principle of stratification must be respec-
ted after Dietschi D., by making a spatial arrange-
ment identical to the tooth structure: the quantity of
the oral enamel, the amount of dentine, the amount
of the vestibular enamel [2].

The purpose of the study.

The study of the specialized literature with refer-
ence to the particularities of formation of the inter-
proximal contact point using different techniques
and modern materials.

Material and methods

The study was based on the treatment of 15 pati-
ents, including 9 males and 6 females, aged between
15 and 39 years. Of the 15 cases, 3 patients had Class
I1I Black tooth decay, 11 with Class II Black tooth de-
cay and 1 atypical dental decay. The diagnosis was
established based on the clinical and paraclinical
examination. Radiographs were performed during
the paraclinical examination: OPG and retroalveolar
radiographs. The patient sample was selected accor-
ding to the addressability criterion within the private
dental clinic “Prim Dent-Lux”

The following matrix systems were used to resto-
re the contact point:



Sistemul Palodent Plus - sistem inovativ de matrici
sectionale, cu inele de nichel-titan si pinuri cu ghidare
adaptiva care asigurd contacte previzibile, stranse si re-
staurari care reproduc cu exactitate anatomia dintelui
natural. Inelele de retentie sunt disponibile in dimensi-
uni inguste (albastru inchis) disponibile pentru majo-
ritatea molarilor si premolarilor mici si universale (al-
bastru deschis) potrivite pentru molarii de dimensiuni
mai mari. Matricile Plus EZ Coat au o finisare micro-
subtire, antiaderentd, care reduce la minimum sansele
de lipire a compozitului de acestea, usurand elimina-
rea matricei. Matricele sectionale sunt disponibile in 5
dimensiuni: 3,5 mm, 4,5 mm, 5,5 mm, 6,5 mm si 7,5
mm. Acestea sunt potrivite pentru toate materialele de
restaurare posterioare. Pinurile dentare sunt disponi-
bile in 2 tipuri: unul resprezinta pinuri obisnuite din
poliacetal termoplastic iar al doilea Wedge Guard sunt
completate cu o portiune metalica. Ambele modele
sunt disponibile in dimensiuni mici (albastru inchis),
mediu (albastru mediu) si mari (albastru deschis) [7].

Una din companii specializata in productia de sis-
teme matrici din 1999, produce cea mai larga gama de
matrici din lume si mentine un sistem de management
al calitdtii ISO 13485, care este confirmat de audituri
ale centrelor de certificare internationald. Produsele
sunt inregistrate si aprobate pentru utilizare in Rusia,
SUA, Japonia, China, precum i in toate tarile Uniunii
Europene si in alte téri in care marcajul CE european
este valabil. In componenta sa, sistemul de matrici
TOR VM include 13 clase de matrici metalice, 4 clase
de matrici transparente si un tip de matrici combina-
te metal cu plastic. Fiecare clasd este divizatd in mai
multe subtipuri dupa grosime, inélfime si curbura [6].

Tehnicile de restaurare a punctului de contact:

Tehnica centripeti:

Implica initial completarea peretelui proximal:
primul strat fiind localizat in treimea cervicala si ¥
medie, al 2-lea strat formeaza % medie si treimea
ocluzald unde si se va forma punctul de contact. Ul-
terior se umple restul cavitatii (3 si 4) [23].

Tehnica oblicd:

Prima crestere este plasata orizontal pe fata cervica-
14, a 2-a crestere este pusa in contact cu versantii axiali

The Palodent Plus system - an innovative system
of sectional matrices, with nickel-titanium rings and
pins with adaptive guidance that provide close con-
tacts and restorations that accurately reproduce the
anatomy of the natural tooth. Retention rings are
available in narrow (dark blue) sizes available for
most small molars and premolars. Universal (light
blue) suitable for larger molars. Plus EZ Coat matri-
ces have a micro-thin, non-stick finish that minimi-
zes the chances of the composite bonding to them,
making it easier to remove the matrix. Sectional ma-
trices are available in 5 sizes: 3.5 mm, 4.5 mm, 5.5
mm, 6.5 mm and 7.5 mm. These are suitable for all
materials in posterior restorations. Dental pins are
available in 2 types: one is ordinary thermoplastic
polyacetal pins and the second Wedge Guard is com-
plemented by a metal part. Both models are availa-
ble in small (dark blue), medium (medium blue) and
large (light blue) sizes [7].

One of the companies specialized in the pro-
duction of matrix systems since 1999, produces the
largest range of matrices in the world and maintains
an ISO 13485 quality management system, which
is confirmed by audits of international certification
centers. The products are registered and approved
for use in Russia, the US, Japan, China, as well as in
all European Union countries and other countries
where the European CE mark is valid. The TOR VM
matrix system includes 13 classes of metallic matri-
ces, 4 classes of transparent matrices and one type
of metal-plastic combined matrices. Each class is di-
vided into several subtypes by thickness, height and
curvature [6].

Contact point restoration techniques:

The centripetal build up technique :

Initially the proximal wall is restored: the first
layer being located in the cervical third and % mid-
dle, the second layer forms the middle % and the oc-
clusal third where the contact point will be formed.
The rest of the cavity is then filled (3 and 4) [23].

The oblique technique:

The first portion of material is placed horizon-
tally on the cervical surface, the second portion is

Fig. 1. Tehnica centripeta
Fig. 1. The centripetal technique

Fig. 2. Tehnica oblica
Fig. 2. The oblique technique

Fig. 3. Tehnica unei singure cresteri
Fig. 3. The single-growth technique
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si vestibulari ai cavitatii si a primei crestere, apoi a treia
crestere este plasatd pentru a finaliza restaurarea [23].

Tehnica unei singure crestere:

Cavitatea este obturata printr-o singura depune-
re a materialului (de cele mai multe ori cu vascozitate
joasa) [23].

Tehnica sandwich:

o ,Sandwich inchis” - punctul de contact este
creat din material compozit iar cavitatea este
umplutd cu ciment jonomer de sticla pana la
marginea smalt-dentina.

o ,Sandwich deschis” - cimentul ionomer de
sticld reface o parte a cavitatii pana la punctul
de contact, restul - cu compozit. Aceasta teh-
nica este preferatd in urmditoarele situatii cli-
nice: prezenta unei cavitdti carioase profunde;
igiena orala precard; prezenta bolilor conco-
mitente, in special a endocrinopatiilor [13].

Tehhnica de elongare a marginilor profunde
(DME): Marginile subgingivale a cavitdtilor carioase
aproximale reprezintd situatii atipice pentru formarea
punctului de contact, pentru ca izolarea acestora este
greu de efectuat. Tesuturile moi sunt intotdeauna un
obstacol atunci cand clinicianul se confrunta cu mar-
gini profunde, astfel, prima decizie care trebuie luata
in asemenea cazuri este efectuarea tehnicii de elongare
a marginilor profunde (DME) [15]. DME se realizea-
za prin plasarea directa a rasinii compozite folosind o
matrice circulard Tofflemire pentru a ridica marginea
gingivald la un nivel in care sa poate fi izolata cu aju-
torul cofferdamului in timpul restabilirii ulterioare a
puctului de contact. Tehnica de elongare a marginilor
profunde impune respectarea e urmatoarelor reguli:

1. Utilizarea unei matrici circulare. O matrice
traditionala nu poate permite izolarea si ri-
dicarea marginilor situate in zona jonctiunii
smalt-cement.

2. Pentru a sprijini matricea trebuie s existe
pereti bucali si linguali suficienti ai structurii
reziduale a dintilor.

3. Iniltimea matricei trebuie redusi cu 2-3 mm.
Ingustarea matricei i va permite si alunece
subgingival si sd sigileze marginea mai eficient.

4. Dupd plasarea matricei, marginea gingivald
dentard trebuie si fie etansa la matrice si nu
trebuie sa rdiména intre acestea fesut gingival
sau diga de cauciuc [16].

5. In asemenea situatii trebuie aplicat un sistem
adeziv de generatia IV (cu 3 componente se-
parate, de exemplu Optibond FL, Kerr) pen-
tru a permite o adeziune mai precisé a rasinei
compozite la tesuturile dentare [19].

6. Pentru ridicare pot fi utilizate mai multe ti-
puri de rasini compozite (hardness sau flowa-
ble). Atunci cind se foloseste un material de
restaurare microhibrid sau nanohibrid, se
recomanda preincalzirea materialului pentru
a facilita amplasarea si a minimiza riscul de
lacunare. Se recomandé polimerizarea finald
printr-un strat de gel glicerina.

placed in contact with the axial and vestibular slopes
of the cavity and the first growth, then the third por-
tion is placed to complete the restoration [23].

The single-growth technique:

The cavity is filled by a single layer of the material
(most often with low viscosity).

Sandwich technique:

o ,Closed sandwich® - the contact point is made
of composite material and the cavity is filled
with glass ionomer cement to the enamel-
dentin edge.

o ,Open sandwich® - the glass ionomer cement
removes part of the cavity to the point of con-
tact, the rest - with composite. This technique
is preferred in the following clinical situati-
ons: the presence of a deep cavity; poor oral
hygiene; the presence of concomitant disea-
ses, especially endocrinopathies [13].

Deep margin elevation technique (DME):

The subgingival margins of the proximal caviti-
es represent atypical situations for the formation of
the contact point, because their isolation is difficult
to perform. Soft tissues are always an obstacle when
the clinician faces deep margins, so the first decisi-
on to be made in such cases is deep margin elevation
(DME) technique [15]. DME is achieved by direct
placement of the composite resin using a Tofflemi-
re circular matrix to raise the gingival edge to a le-
vel where it can be isolated with the help of coffer-
dam. Deep margin elevation technique requires the
following rules to be respected:

1. Use of a circular matrix. A traditional matrix
cannot allow the isolation and lifting of the
edges located in the enamel-cement junction
area.

2. To support the matrix there must be sufficient
oral and lingual walls of the tooth’s residual
structure.

3. The height of the matrix should be reduced
by 2-3 mm. The narrowing of the matrix will
allows to slide subgingival and seal the edge
more efficiently.

4. After placement of the matrix, the dental gin-
gival margin should be sealed to the matrix
and there should be no gingival tissue or ru-
bber dam between them [16].

5. In such situations, an IV generation adhesi-
ve system (with 3 separate components, for
example Optibond FL, Kerr) must be applied
to allow a more precise adhesion of the com-
posite resin to the dental tissues [19].

6. Several types of composite resins (hardness
or flowable). When using a micro-hybrid or
nano-hybrid restoration material, it is recom-
mended to preheat the material to facilita-
te placement and minimize the risk of gaps.
Final polymerization by a glycerol gel layer is
recommended.

7. Once the edge is raised, careful removal of the
excess bond or composite resin around the



7. Odatd ce marginea este ridicatd, se recoman-
da eliminarea atenta a excesului de bond sau
de ragina compozit din jurul dintelui. Apoi se
utilizeazd ata interdentara este pentru a veri-
fica absenta supraincércarilor si excesului de
material [5].

Desi tehnica DME a fost initial destinatd pentru
restaurdri indirecte, in prezent reprezinta o metoda
preliminard, extrem de necesard inainte de plasarea
unei restauri de rdsini compozite directe in cazul ca-
vititilor adinci subgingivale. In astfel de cazuri, DME
poate facilita si mai mult pozifionarea inelelor de se-
parare si poate genera contururi stranse a contactelor
proximale [3].

Rezultate si discutii

Conform clasificarii cariei dentare dupd Black
din totalul celor 15 cazuri, 3 pacienti au prezentat
carie dentara clasa III Black
ceea ce constituie 20% , 11
pacienti cu carie dentara
clasa II Black (73%) si 1 caz,
carie dentara atipicd (7%).
Din acestea, 8 pacienti au
prezentat forma profunda
de carie, iar 7 pacienti, for-
ma medie (figura 4).

Pentru formarea punc-
tului de contact la 5 pacienti
s-a folosit sistemul de ma-
trici Palodent Plus ceea ce
reprezintd 33%, iar la 10 pacienti s-a folosit sistemul
de matrice TO RVM (67%), (figura 5).

Tehnicile de aplicare a materialului compozit

pentru formarea punctului de
contact au fost urmdtoarele:
tehnica centripeta a fost folo-
sitd la 6 pacienti ceea ce con-
stituie 40% ; tehnica sandwich
inchis s-a folosit la 1 pacient 33%
(7%) ; tehnica sandwich des-
chis a fost utilizatd la 2 pacienti
(13%); tehnica oblica s-a utili-
zat la 3 pacienti (20%); tehnica
DME s-a folosit la 1 pacient
(7%), iar tehnica unei singure
cresteri la 2 pacienti (13%), (fi-
gura 6).

Pentru compararea sistemelor de matrici si teh-
nica de formare a punctului de contact s-au folosit
urmatoarele criterii: corelatia dintre tipul de cavitate
carioasd si alegerea
sistemului de matri-
ce, timpul de apli-

Palodent Plus

® Tehnica centripeta

u Tehnica sandwich inchis

- ) m Tehnica sandwich deschis
care .a 51ste.mulu11 je L
matrice , timpul de o

restaurare a punctu-
lui de contact prin
metoda folositd, eva-
luarea cu ajutorul

® Tehnica unei singure cresteri

Fig. 4. Repartizarea conform tipului de carie
Fig. 4. Distribution according to the type of caries The

Fig. 5. Repartizarea conform sistemului de matrici folosit
Fig. 5. Distribution according to the used matrix system

Fig. 6. Repartizarea conform tehnicii folosite
Fig. 6. Distribution according to the used technique The

tooth is recommended. Then a dental floss
is used to check the absence of overloads and
excess material [5].

Although the DME technique was initially in-
tended for indirect restorations, it is currently a pre-
liminary method, highly necessary before placing
a direct composite resin restoration in the case of
deep subgingival cavities. In such cases, the DME
can further facilitate the positioning of the separati-
on rings and generate close contours of the proximal
contacts [3].

Results and discussions

According to the classification of dental caries af-
ter Black, out of 15 cases, 3 patients had Class III by
Black dental caries, which constitutes 20%, 11 pati-
ents with Class II by Black (73%) and 1 case of atypi-
cal dental caries (7%). Of these, 8 patients had the
deep caries, and 7 patients
had the moderate caries (fi-
gure 4).

For the formation of the
contact point for 5 patients
the Palodent Plus matrix
system was used which re-
presents 33%, and for 10
patients the TO RVM ma-
trix system (67%) was used
(figure 5).

u Cl. II Black
m CI. III Black
mCl VI

techniques  of
applying the composite ma-
terial for the formation of the contact point were the
following: the centripetal technique was used for 6
patients which constitutes 40%; closed sandwich te-
chnique was used for 1 patient
(7%); the open sandwich tech-
nique was used for 2 patients
(13%); oblique technique was
used for 3 patients (20%); the
DME technique was used for
1 patient (7%), and the tech-
nique of a single increase in 2
patients (13%) (Figure 6).
Comparing the matrix sys-
tems and the technique of res-
toration of the contact point
were used the following crite-
ria: the correlation between the type of cavity and the
choice of the matrix system, the time of application
of the matrix system, the time of restoration of the
contact point by the method used, the evaluation
with the help of the
dental floss (integ-
rity), the correlation

67%

m Centripetal technique

m Closed sandwich technique

e between the matrix
Oblique technique
1 k system, the depth of
= DME

the cavity and the
adaptation time to
the matrix system.

correlation

m Single-growth technique
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flosei dentare (integritatea acesteia), corelatia dintre
sistemul de matrice, profunzimea cavitatii si timpul
de adaptare sistemului de matrice.

Corelarea dintre tipul de cavitate carioasd si

complexitatea de inse-
rare $i ajustare a siste-
mului de matrice a fost
urmatoarea: pentru
clasa II Black s-a folosit
la 5 pacienti sistemul
Palodent Plus, iar pen-
tru 6 pacienti sistemul
TOR VM, pentru clasa
III Black cavititile au
fost restaurate folosind
sistemul TOR VM (3
pacienti), iar la clasa VI
la un pacient a fost uti-
lizat sistemul TOR VM.
S-a observat, ca sistemul
de matrici TOR VM a
oferit o mai mare de ale-
gere in comparatie cu
sistemul Palodent Plus.
Motivul fiind prezenta
in componenta siste-
mului Palodent Plus a
doua tipuri de inele ce
pot fi folosite doar in
restaurarile posterioare
(figura 7).

Timpul de aplicare
a sistemelui de izola-
re cu rubberdam si de
matrice TOR VM la 10
pacienfi variazd intre
8 si 20 minute, timpul
mediu fiind 14 minute

TOR VM

Class II Black Class III Black

between the cavity type and the adjustment of the
matrix system was as follows: for Class II Black the
Palodent Plus system was used for 5 patients, and for
6 patients the TOR VM system, for Class III Black

Palodent Pus

[1]

Class VI

Palodent Pus

TOR VM

Fig. 7. Repartizarea sistemelor de matrice in dependentd de tipul de
cavitate carioasa
Fig. 7. Distribution of matrix systems depending on the cavity type

Timpul pentru aplicare a sistemelor de matrici

=e=TOR VM

=== Palodent Plus

Fig. 8. Timpul pentru aplicare a sistemelor de matrici
Fig. 8. Time for applying matrix systems

Corelatia dintre timp, sistemul de matrice si profunzimea cavitatii carioase

=

=t Cavitii profunde/sistemul TOR VM ==#==Cavititi profunde/Palodent Plus

Cavitati medii/sistemul TOR VM

Fig. 9. Corelatia dintre timp, sistemul de matrice si profunzimea cavitatii

Cavitati medii/sistemul Palodent Plus

carioase

Fig. 9. The relationship between time, the matrix system and the depth

of the cavity

si 20 secunde. Aplicarea sistemului de rubberdam
si matrice Palodent Plus la 5 pacienti s-a efectuat
intre 5 si 12 minute, timpul mediu fiind de 8 minute

(figura 8).

Tehnica de restaurare

the cavities were re-
stored using the TOR
VM system (3 patients ),
and for the atypical class
the TOR VM system was
used. It was noted that
the TOR VM matrix
system offered a higher
choice compared to the
Palodent Plus system.
The reason being the
presence in the compo-
sition of the Palodent
Plus system of two types
of rings that can only be
used for posterior resto-
rations (figure 7).

The application time
of the rubberdam iso-
lation system and the
TOR VM matrix for 10
patients varies between
8 and 20 minutes, the
average time being 14
minutes and 20 seconds.
The application of the
rubberdam and Palo-
dent Plus matrix system
for 5 patients was per-
formed between 5 and
12 minutes, the average
time being 8 minutes
(Figure 8).

After recording

these data we noticed whether the time of applica-
tion of the matrix system also depends on the depth
of the cavity. We obtained the following: both matrix
systems used with 44% more time when adapting to

Tab. 1. Timpul de restaurare a punctului de contact

impul utilizat

Tehnica Centripetd 17 minute | 21 minute | 10 minute | 12 minute | 10 minute
Tehnica Sandwich inchis 18 minute
Tehnica Sandwich deshis 15 minute | 10 minute
Tehnica oblicd 20 minute | 15 minute | 15 minute
DME 25 minute
Tehnica unei singure cresteri 5 minute 5 minute
Tab. 1. Time to restore the contact point

Restoration technique Used time

Centripetal technique 17 minutes | 21 minutes | 10 minutes | 12 minutes | 10 minutes
Close sandwich technique 18 minutes

Open Sandwich technique 15 minutes | 10 minutes

Oblique teechnique 20 minutes | 15 minutes | 15 minutes

DME 25 minutes

Single-growth technique 5 minutes | 5 minutes




Dupd inregistrarea acestor date am incercat sa
observam dacd timpul de aplicare a sistemului de
matrice depinde si de profunzimea cavitatii carioa-
se. Astfel am obtinut urmatoarele: ambele sisteme de
matrice, remarca utilizarea cu 44% mai mult timp in
cazul adaptérii la marginile cavitatilor carioase pro-
funde decit la cele de profunzime medie (figura 9).

S-a analizat timpul de refacere a punctului de
contact in dependenta de metoda de restaurare alea-
sd si sa observat, timpul maximal a fost de 25 minute
pentru utilizarea tehnicii DME. Tehnica unei singure
cresteri a avut nevoie de cel mai putin timp, aproxi-
mativ 5 minute (tabelul 1).

Din totalul de 15 restaurari, la trecerea atei den-
tare pe suprafata aproximald recent restauratd s-a ob-
servat cd la 12 pacienti aceasta a iesit integra, iar la 3
pacienti ata dentara a fost disociata. S-a analizat core-
latia dintre aceastd complicatie si sistemul de matrice
folosit. Astfel, din totalul de 10 pacienti la care s-a
folosit sistemul TOR VM, la 3 s-a constatat respectiva
eroare. La pacientii ce s-a folosit sistemul Palodent
Plus (5 pacienti) n-a fost prezenta aceastd complica-
tie. Eroarea a aparut din cauza imposibilitatii depline
de individualizare si ajustare a sistemului TOR VM
in comparatie cu sistemul Palodent Plus (tabelul 2).

Tab. 2. Repartizarea dupa complicatii

Testul cu ata . . 1
Sistemul de dentard | . Agd y A';a. dl:
. . integra | sociata
matrici folosit
Sistemul Palodent Plus 7 -
Sistemul TOR VM 5 3

Concluzii

1. Restaurarea punctului de contact interproxi-
mal poate fi efectuatd prin diferite tehnici si
metode.

2. Obtinerea unui punct de contact fiziologic
depinde de abilitatile clinicianului de prepa-
rare a cavita{ii carioase, izolare, alegerea siste-
mului de matrice corespunzitor profunzimii
si mdrimii cavitatii preparate, adaptarea inti-
mi la suprafata proximald a dintelui si tehnica
de aplicare a materialului restaurativ.

3. Prin compararea a celor doud sisteme de ma-
trici s-a obtinut: Sistemul Palodent Plus a fost
adaptat in timp mai repede, nu a fost inregis-
tratd nici o eroare.

4. Sistemul TOR VM poate fi utilizat in orice ca-
vitate carioasd, dar a necesitat mai mult timp
si s-au inregistrat 3 cazuri de neintegritate a
probei cu ata dentara.

5. Din totalul de 6 tehnici de restaurare a punc-
tului de contact cea mai rapida a fost tehnica
unei singure cresteri.

the edges of the deep cavities comparing to the me-
dium depth ones (figure 9).

The recovery time of the contact point was
analyzed depending on the chosen restoration
method and was observed, the maximum time was
25 minutes for using the DME technique. The sin-
gle-growth technique needed the least time, about 5
minutes (Table 1).

From 15 restorations, passing the dental floss
on the recently restored approximate surface, was
observed that for 12 patients it was complete and
for 3 patients the dental floss was dissociated. The
correlation between this complication and the used
matrix system was analyzed. Thus, out of the total
of 10 patients using the TOR VM system, for 3, the
respective error was found. For patients using the
Palodent Plus system (5 patients) this complication
was not present. The error occurred due to the com-
plete inability to individualize and adjust the TOR
VM system compared to the Palodent Plus system
(Table 2).

Tab. 2. Distribution by complications

Dental floss| Com- | Disso-
Used test| plete ciated
matrix systems floss floss
Palodent Plus system 7 -
TOR VM system 5 3

Conclusions

1. Restoration of the interproximal contact
point is done by different techniques and
methods.

2. Obtaining a physiological contact point de-
pends on the clinician’s abilities to prepa-
re the cavity, isolation, choosing the matrix
system according to the depth and size of the
prepared cavities, the intimate adaptation to
the proximal surface of the tooth and the te-
chnique of applying the restorative material.

3. Comparison of the two matrix systems was
obtained: The Palodent Plus system was adap-
ted faster, no error was recorded.

4. The TOR VM system can be used for any
cavity, but it took more time and 3 cases of
dissociated floss were recorded.

5. Out of 6 techniques of restoration of the fas-
test contact point was the technique of a sin-
gle increase.
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Rezumat

Imbolnivirea tesuturilor parodontale a
fost semnalata din cele mai vechi timpuri,
inregistrindu-se la moment printre cele mai
frecvente afectiuni stomatologice, afectind
fara deosebire de sexe, populatia tuturor con-
tenentelor. Cercetarile realizate in timp, eta-
pizate arata, catre virsta 40 de ani boala paro-
dontald cu diferit grad de gravitate, afecteazi
circa 100% din populatie. Studiile epidemio-
logice realizate pe verticala au pus in evidentd
rolul diferitor factori, locali, generali, predis-
pozitia eriditard si multitudinea caracteris-
ticilor mediului bucal, cu factorii sai fizico-
chimici si complexele bacteriene implicate in
debutul declangérii mecanismului patogenic
al bolii parodontale.

Cuvinte cheie: boala parodontala, factori
etiologici, microorganisme, patogenie

Introducere

Imbolnavirea tesuturilor parodontale a fost sem-
nalatd din cele mai vechi timpuri, inregistrindu-
se la moment printre cele mai frecvente afectiuni,
afectind fird deosebire de sex, populatia tuturor
contenentelor. Cercetdrile realizate in timp, etapiza-
te (bespyxosa V. B. 2001; Ixypaesa 1. ®., 2006;
Corbuz O. Si coaut., 2011, Ciobanu S., 2012), citre
virsta 40 de ani boala parodontald cu diferit grad de
gravitate, afecteaza circa 100% din populatie. Se ob-
serva o tendinta de intinerire a leziunilor parodonta-
le demonstrat prin studiul Borarosa T.B. si coaut. Si
confirmata de OMS, virsta de 35-44 de ani este cea
mai afectatd, avind frecventa de 94,3%, virsta de 15-
19 ani — de 55-89% [2,3,8].

Studiile epidemiologice realizate pe verticala
au aratat rolul diferitor factori etiologici in debutul
si evolutia bolii parodontale, evidentiind corelatia
strinsa intre patologie si igiend bucald, sau a virstei,
precum si caracterul agravant al unor stéri fiziologice
(pubertate, sarcind, menopauza, etc.) sau patologice
(diabetul zaharat, boli cardio-vasulare, etc.), precum
si predispunerea eriditard.

Asadar problemele legate de boala parodontala,
ramin a fi actuale si atrag atentia privind frecventa ei
inalta, prin particularitatile de evolutie si manifesta-
re, prin complexitatea diagnosticului, prin organiza-
rea de acordare a asistentei specializate si lipsa unor
metode universale si eficiente de tratament [2, 8].
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Summary

Periodontal tissue disease has been re-
ported from the earliest times, currently being
among the most common dental disorders,
affecting the population of all continents,
regardless of sex. Research carried out over
time shows that at the age of 40, periodontal
disease with different degrees of severity, af-
fects about 100% of the population. Vertical
epidemiological studies have emphasized the
role of different local and general factors, the
hereditary predisposition and the multitude
of buccal environment characteristics, with
its physico—chemical factors and the bacterial
complexes involved in the onset of the patho-
genic mechanism of periodontal disease.

Keywords: periodontal disease, etiologi-
cal factors, microorganisms, pathogenesis

Introduction

Periodontal tissue disease has been reported from
the earliest times, being at present among the most
common disorders, affecting the population of all
continents, regardless of sex. Researches done gradu-
ally over time, (bespykosa I1. B. 2001; Ixxypaesa II1.
@., 2006; Corbuz O. et all.,, 2011, Ciobanu S., 2012),
shows that at the age of 40, periodontal disease with
different degrees of severity, affects about 100% of the
population. There is a tendency to rejuvenate peri-
odontal lesions, which is demonstrated by the study
of borarosa T. B. and co-authors and confirmed by
WHO, that the age of 35-44 years is the most affected
with the frequency of 94.3%, and the age of 15-19
years — of 55-89% [2,3,8].

Vertical epidemiological studies have shown the
role of different etiological factors in the onset and
evolution of periodontal disease, highlighting the close
correlation between pathology and oral hygiene, or
age, as well as the aggravating character of some physi-
ological conditions (puberty, pregnancy, menopause,
etc.), pathological conditions (diabetes, cardiovascular
disease, etc.), as well as the hereditary predisposition.

Therefore, the problems related to the periodon-
tal disease are very actual and draw attention to its
high frequency, by the particularities of evolution
and manifestation, by the complexity of the diag-
nosis, by the organization of specialized assistance
and by the lack of universal and efficient methods of
treatment [2,8].
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Etiologia bolii parodontale a fost mult timp ne-
precizata din cauza faptului ca nu s-au cunoscut
microorganismele specifice acestei boli. Bolii paro-
dontale i s-au atribuit numeroase cauze de ordin lo-
cal si general. In acest sens, au fost incriminati: tar-
trul, modificérile morfologice ale dintilor, arcadelor
dentare si maxilarelor, tulburéri functionale, muscu-
lare, ale articulatiei temporo-mandibulare, ocluzale
si, de asemenea, factorii generali, sistemici [2].

Intru deducerea mai exacta a factorilor ce pro-
voacd boala parodontald trebuie sa tinem seama de
multitudinea caracteristicilor mediului bucal, cu fac-
torii sai fizico — chimici si biologici existenti la acest
nivel. In cavitatea bucald avem un mediu favorabil
pentru dezvoltarea unei microflore polimorfe, mai
cu seama avem un ecosistem extrem de complex,
avind in permanenta legatura dintre mediul bucal
extern si intern. Cu o igiena bucala bund numaérul
bacteriilor este scizut. In cazul unei igiene buco
— dentare deficitare incepe o colonizare mai mare
cu microorganizme. La inceput in cantitdfi mari:
streptococi, actinomicess viscosus, bacili facultativi
anaerobi, coci gram negativi (haemofilus, eikenella,
actinobacilul actinomicetes). Cu aceastd colonizare,
cu ulterioara formare a placii bacteriene si actiunii
acesteia asupra gingiei in 3—5 zile apare o inflama-
tie nesemnificativa, dupa care populatia bacteriana
se schimba. Apar si microorganizmele anaerobe, ca
bacteroides melaninogenicus, veilonella parvula/recta
[2,3].

Socranskii a descris 5 complexe bacteriene im-
plicate in debutul si dezvoltarea boli parodontale,
dintre care avem: Colonizatori primari si secundari.
Colonizatori primari sunt: Complex 1 — specii de
Streptococi; complex 2 — Actinomicetele odonto-
litycus. Colonizatorii secundar sunt: Complex 1 —
Eikenella Carodens, Actinomicete comitans serotip A,
Capnocytophaga; Complex 2 — Fusobacterii, Prove-
tella intermedia, Campylobacter; Complex 3 — Por-
firomonas gingivale, Tanerella fosthytia, Treponema
denticola [4].

Conform datelor lui Ulitovschi S. B., mecanismul
de dezvoltare a proceselor inflamatorii ce pot duce
la instalarea bolii parodontale parcurge in 9 etape.
Dintre care: etapa 1 — formarea biofilmului dentar;
etapa 2 — depunerea placii dentare; etapa 3 — incepe
formarea depunerilor dure; etapa 4 — placa bacteri-
and cu o cantitate nesemnificativa de tartru dentar,
fara distrugerea insertiei epiteliale; etapa 5 — tartru
dentar supragingival in cantitati evidente, fara dis-
trugerea epiteliului de insertie; etapa 6 — formarea
depunerilor de tartru subgingival, cu distrugerea in-
sertiei epiteliale; etapa 7 — etapa initiala de formare
a tartrului subgingival, cu inceputul formarii pungii
parodontale; etapa 8 — atapa de dezvoltare invazivd a
tartrului subgingival, cu formarea pungii parodonta-
le mai expresive; etapa 9 — etapa de formare pro-
nunfatd a tartrului dentar subgingival, cu fromarea
pungilor parodontale adinci si resorbtie accentuata a
sesutului osos [5].

The etiology of periodontal disease has long been
unspecified due to the fact that the microorganisms
specific to this disease have not been known. Peri-
odontal disease has been attributed numerous local
and general causes. In this respect, the tartar, the
morphological changes of the teeth, of the dental
arches and jaws, functional and muscular disorders
of temporomandibular joints, occlusal disorders,
general and systemic factors were incriminated [2].

In order to deduce more precisely the factors that
cause periodontal disease, we must take into account
the multitude of oral environment characteristics, with
its physical — chemical and biological factors present
at this level. In the buccal cavity we have a favorable
environment for the development of a polymorphic
microflora, especially we have an extremely complex
ecosystem, permanently having a connection between
the external and internal buccal environment. With
good oral hygiene the number of bacteria is low. In the
case of poor oral hygiene, further colonization with
microorganisms begins. Initially in large quantities:
streptococci, actinomyces viscosus, facultative anaerobic
bacilli, gram-negative cocci (haemophilus, eikenella,
actinobacillus actinomycetes). With this colonization,
with the subsequent formation of the bacterial plaque
and its action on the gum within 3 to 5 days, insignifi-
cant inflammation appears, after which the bacterial
population changes. Anaerobic microorganisms also
appear, such as bacteroides melaninogenicus, veillonella
parvula / recta [2 ,3].

Socranskii described 5 bacterial complexes in-
volved in the onset and development of periodontal
diseases such as: Primary and secondary coloniz-
ers. Primary colonizers are: Complex 1 — species
of Streptococci; complex 2 — Actinomycetes odont-
olyticus. Secondary colonizers are: Complex 1 —
Eikenella Corrodens, Actinomycetemcomitans sero-
type A, Capnocytophaga; Complex 2 — Fusobacteria,
Provetellaintermedia, Campylobacter; Complex 3 —
Porphyromonas gingivale, Tannerella forsythia, Trepo-
nema denticola [4].

According to the data of Ulitovschi S.B., the
mechanism of inflammatory processes development,
which can lead to the installation of periodontal dis-
ease, goes through 9 stages. These are: step 1 — the
formation of dental biofilm; step 2 — dental plaque
deposition; stage 3 — the formation of hard depos-
its; stage 4 — bacterial plaque with an insignificant
amount of dental tartar, without destroying the
epithelial insertion; stage 5 — supragingival dental
tartar in obvious quantities, without destroying the
insertion epithelium; stage 6 — the formation of sub-
gingival tartar deposits, with destruction of epithe-
lial insertion; stage 7 — the initial stage of the sub-
gingival tartar formation, with the beginning of the
periodontal pocket formation; stage 8 — the stage
of invasive development of the subgingival tartar,
with the formation of a more expressive periodontal
pocket; stage 9 — the pronounced formation of the
subgingival dental tartar, with the formation of deep



Factorii generali incriminati in debutul si evo-
lutia bolii parodontale

Diabetul zaharat. Diabetul zaharat tip I si tip II
au o etiologie diferita si, deci si impactul lor asupra
tesuturilor parodontle si oasoase nu este identica.
Studiile pe animale si oameni au arétat influenta de-
cursului bolii asupra tesuturilor parodontiului mar-
ginal prin procese inflamatorii, ce impiedica forma-
rea fiziologica a osului si duc la cresterea expresiei
RANKL in raspunsul organizmului la agresiunea
bacteriana. In afara de nivelul ridicat de glucozi ce
influenteaza tesuturile parodontale si osose, sunt si
alte produse ce incrimineaza distrutia tesututrilor
cum ar fi: diferite tipuri de oxigen reactiv si nivelul
avansat de glicogeneza. Aceste produse duc la activa-
rea factorului nuclear Kappa B si la declansarea unei
reactii in lant, care se incepe cu activarea citokinelor
inflamatorii si al interleukinelor [2, 7].

Predispozitia ereditara. Predispozitia individu-
ala parodontala nu se evidentiazd atita timp cit ca-
pacitatea de adaptare si rezistentd a parodontiului
nu este alterata [7]. Metaloproteinazele matriceale
(MMP) se referd la familia Zn* si Ca*™ dependente,
active la un pH neutru, care utilizeaza diferite com-
ponente ale matricei intercelulare ca si componentele
care sunt secretate de leucocitele polimorfonucleare,
macrofage, fibroblaste, celulele epiteliale si cele en-
doteliale. Metaloproteinazele matriceale participa la
rearanjarea si degradarea tesuturilor parodontale,
prin faptul ca distrug proteinele matricei extracelu-
lare (colagenul, fibronectina, laminina, elastina, etc.).
Acestea de asemenea pot juca un rol deosebit in in-
stalarea si dezvoltarea bolii parodontale [9].

Patologiile cardio-vasculare. La acest capitol
putem determina un cerc vicios de interdependenta
intre boala parodontala si ateroscleroza. Acesta se de-
termind prin faptul cd din cauza distrugerii ligamen-
tului parodontal si al pierderii fixdrii epiteliale intre
gingie si structurile dentare dure, duc la patrunderea
microorganismelor si a rezultatului metabolismului
acestora in circuitul sangvin. Bacteriile la rindul lor
produc o septicemie tranzitorie, ce nu prezinta nici
un simptom clinic. Dar in asa mod resturile metabo-
lizarii bacteriale se pot sedimenta la nivelul vaselor.
La rindul sau ateroscleroza determind reducerea flu-
xului sangvin in parodontiu marginal, hiperkeratoza
si respectiv la ingrosarea epiteliului gingival [10].

Mecanismul patogenetic in inflamatia gingiva-
la la nivel de microstructura. Inflamatia acuta apare
in tesutul conjunctiv ca urmare a unei iritatii de na-
turd microbiand, termica, chimicd sau mecanic, care
provoaci reactii de aparare din partea tesuturilor ce
au drept scop refacerea tesuturilor alterate si a func-
tiilor normale. Dacé agentul cauzal a fost suprimat,
apare cicatrizarea. In imflamatia acuti apar simp-
tome ca: durerea, turgescenta, caldura, tumefierea,
insotite de pierderea functiei organului corespunza-
tor. Aceste simptome se explica printr-o stimulare a
terminatiilor nervoase ce provoaca durerea si reactii
vasculare ce constau in vasodilatatie [4]. Prin efectu-

periodontal pocket and advanced resorption of the
bone tissue [5].

General factors incriminated in the onset and
evolution of periodontal disease

Diabetes. Type I and type II diabetes have a differ-
ent etiology and, therefore, their impact on periodon-
tal and osseous tissues is not identical. Animal and hu-
man studies have shown the influence of the disease
course on the tissues of the marginal periodontium
through inflammatory processes, which prevent the
physiological formation of the bone and increase the
RANKL expression in the organism’s response to bac-
terial aggression. In addition to the high glucose lev-
els that influence periodontal and bone tissues, there
are other products that incriminate tissue destruction
such as: different types of reactive oxygen and ad-
vanced glycogenesis levels. These products lead to the
activation of the nuclear factor Kappa B and trigger
a chain reaction, which begins with the activation of
inflammatory cytokines and interleukins [2,7].

Hereditary predisposition. The periodontal in-
dividual predisposition is not emphasized as long
as the adaptation and resistance capacity of the
periodontium is not altered [7]. Matrix metallopro-
teinases (MMPs) refer to the Zn *and Ca ** family
dependent, active at a neutral pH, using different
components of the intercellular matrix as well as the
components that are secreted by polymorphonuclear
leukocytes, macrophages, fibroblasts, epithelial and
endothelial cells. Matrix metalloproteinases partici-
pate in the rearrangement and degradation of peri-
odontal tissues, by destroying extracellular matrix
proteins (collagen, fibronectin, laminin, elastin, etc.).
They may also play a role in the installation and de-
velopment of periodontal disease [9].

Cardiovascular pathologies. In this chapter we
can determine a vicious circle of interdependence
between periodontal disease and atherosclerosis.
This is determined by the fact that due to the de-
struction of the periodontal ligament and the loss
of epithelial fixation between the gum and the hard
dental structures, they lead to the penetration of mi-
croorganisms and the result of their metabolism in
the bloodstream. Bacteria in turn produce transient
septicemia, which has no clinical symptoms. But in
this way the remnants of bacterial metabolism can
be sedimented at the level of the vessels. Atheroscle-
rosis, in turn, causes the reduction of blood flow in
marginal periodontitis, hyperkeratosis and the thick-
ening of the gingival epithelium respectively [10].

The pathogenetic mechanism in gingival in-
flammation at the microstructure level. Acute in-
flammation occurs in the connective tissue as a result
of a microbial, thermal, chemical or mechanical irri-
tation, which causes defense reactions of the tissues
aimed at restoring altered tissues and their normal
functions. If the causal agent has been suppressed,
healing occurs. Symptoms, such as pain, turgidity,
heat, swelling, accompanied by the function loss of
the corresponding organ, appear in acute inflamma-
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area studiilor la nivel histologic si ultrastructural a
fost demonstrat cd microorganismele placii bacteri-
ene nu patrund profund in tesuturile gingivale, dar
nuami in cele superficiale ale epiteliului de jonctiune,
tiind aparate de citre complexul bazal al epiteliului
de jonctiune sau al sulcusului gingival. In schimb,
numeroase substante de origine bacteriand trec prin
acest epiteliu si patrund in substanta conjunctiva gin-
givala, declansind procesul inflamator. Aceste sub-
stante implicate in debutul bolii parodontale pot fi
grupate in enzime bacteriene si substante citotoxice
de origine bacteriand. Procesul de inflamatie acuta se
petrece sub influenta anumitor reactii, acestea fiind
reactiile vasculare si cele celulare [2, 4].

Reactiile vasculare. La nivel de sistem vascular
are loc cresterea permeabillitatii prin deschiderea
jonctiunii intre celulele endoteliale, permitind ma-
cromoleculelor sd pardseasca vasul si sd patrunda
in tesuturile inconjuratoare. Acest proces poate fi
indus de anumiti mediatori chimici ca histamina si
serotonina care se gasesc in granulele macrocitelor.
In cursul inflamatiei acute si alte substante pot pro-
duce cresterae permeabilitatii vasculare cum ar fi
prostaglandinele si kininele, ca de exemplu Kalicreina
prezente in plasmd, dar care pot fi produse si de ca-
tre celulele tesutului conjunctiv. Toti acesti mediatori
participd la declansarea unei anumite faze a inflama-
tiei [3].

Reactiile celulare. In primul rind in timpul in-
flamatiei acute se produce migrarea leucocitelor spre
tesutul lezat. Astfel sub actiunea factorilor chimi-
otactici fie in jonctiunea intercelulara ale celulelor
endoteliale, fie in spatiile extravasculare, nimeresc
in locul primar al inflamatiei. Astfel patrund in zona
de inflamatie si granulocitele neutrofile, monocitele.
Functia de bazd a granulocitelor neutrofile este fago-
citoza particulelor straine prin inglobarea acestora si
sub actiunea enzimelor confinute in granulele cito-
plasmei lizeazd microorganismul si il dezintegeaza.
In timpul procesului de fagocitoza o parte din ma-
terialul lizozomal al leucocitelor este evacuat spre fe-
suturile din jur, astfle modificind pH — ul spre acid,
provocindu — se importante lezéri tisulare. Cu alte
cuvinte se poate spune cd alterarile tisulare gazdd din
inflamatii nu sunt datorate numai activitatii micro-
organismelor si produselor lor, dar si acestui exces de
material lizozomal al granulocitelor neutrofile. Mo-
nocitele care se pot transforma in macrofage joacd un
rol important si aseménator leucocitelor, participind
la fagocitozd, dar si la primele faze ale procesului
imunitar. Ca urmare a acestor actiuni, dacd capaci-
tatea de aparare predoming, se produce procesul de
cicatrizare [4].

Clasificarea afectiunilor parodontale si peri —
implantare si starilor de sdnatate (Amsterdam), 2018

I. Sénitatea parodontala, afectiuni gingivale si

alte stdri”(Chapple, Mealy, et.all, 2018 Con-
sensus Rept; Trombelli et.all, 2018 case defi-
nitions)

1. Sanatatea parodontald si gingivald

tion. These symptoms are explained by stimulation of
nerve endings that cause pain and vascular reactions
consisting of vasodilation [4]. By performing histo-
logical and ultrastructural studies, it was demonstrat-
ed that the bacterial plaque microorganisms do not
penetrate deeply into the gingival tissues, but rather
into the superficial ones of the junctional epithelium,
being defended by the basal complex of the junctional
epithelium or the gingival sulcus. Instead, many sub-
stances of bacterial origin pass through this epitheli-
um and enter the gingival connective substance, trig-
gering the inflammatory process. These substances
involved in the onset of periodontal disease can be
grouped into bacterial enzymes and cytotoxic sub-
stances of bacterial origin. The acute inflammation
process occurs under the influence of certain reac-
tions, like the vascular and cellular reactions [2, 4].

Vascular reactions. At the vascular system level,
the permeability increases by opening the junction
between the endothelial cells, allowing the macro-
molecules to leave the vessel and penetrate into the
surrounding tissues. This process can be induced by
certain chemical mediators such as histamine and se-
rotonin that are found in the granules of macrocytes.
During the inflammation, there are also other sub-
stances that can increase the vascular permeability,
such as prostaglandins and quinones, for instance,
Kallikrein present in plasma, but which can also be
produced by the connective tissue cells. All these me-
diators are involved in triggering a certain phase of
inflammation [3].

Cellular reactions. First of all, leukocyte migra-
tion to the injured tissue occurs during acute inflam-
mation. Thus, under the action of chemotactic fac-
tors, either in the intercellular junction of endothelial
cells or in extravascular spaces, they enter the prima-
ry place of inflammation. Consequently, neutrophilic
granulocytes and monocytes enter the inflammation
zone. The basic function of neutrophil granulocytes
is the phagocytosis of foreign particles by their in-
corporation and under the action of the enzymes
contained in the granules of the cytoplasm it lyses
the microorganism and disintegrates it. During the
phagocytosis process, a part of the lysosomal mate-
rial of the leukocytes is evacuated to the surrounding
tissues, thus modifying the Ph to acid, causing sig-
nificant tissue damage. In other words, it can be said
that host tissue alterations from inflammation are not
only due to the activity of microorganisms and their
products, but also to this excess of lysosomal mate-
rial of neutrophil granulocytes. Monocytes that can
be transformed into macrophages play an important
role similar to leukocytes, participating in phagocy-
tosis, but also in the early stages of the immune pro-
cess. As a result of these actions, if the defense capac-
ity prevails, the healing process takes place [4].

Classification of periodontal and peri-implant
diseases and conditions (Amsterdam), 2018

I. Periodontal health, gum disease and other

conditions (Chapple, Mealy, et.al. 2018 Con-



2. Gingivite induse de biofilmul dentar

3. Gingivite non — induse de biofilmul dentar

II. Parodontitele (Papapanou, Sanz, et.all,

2018, Consensus Rept, Jepsen, Caton et.all,

2018 Consensus Rept, Tonetti, Greenwell,

Kornman, 2018 Case definitions)

Afectiuni parodontale necrotice

Parodontitele

Manifestéri sistemice in parodontite

Alte stéri ce afecteazd parodontiul marginal

(Jepsen, Caton et.all, 2018 Consensum Rept;

Papapanou, Sanz et.al.2018 Consensus Rept)

1. Afectiuni sistemice si stari ce afecteaza {esutu-
rile parodontale de suport

2. Abcesele parodontale si leziunile endo — pa-

rodontale

Malformatiile mucogingivale si alte stari

Fortele ocluzale traumatice

5. Factorii determinan{i de pozifia dentard si
proteze

Afectiuni Peri-implanatre si alte stéri

I. Sénitatea peri — implantara

II. Mucozita peri — implantara

III. Peri- implantitd

IV. Deficiente peri — implantare ale tesuturilor
moi si dure [9].

Ll

Ll

Scopul studiului

Evaluarea si stabilirea factorilor etiologici princi-
pali in dezvoltarea bolii parodontale, pentru intele-
gerea mecanismului patogenic si cailor de profilaxie.

Materiale si metode

In aceasti lucrare am incercat si studiem si ana-
lizam literatura de specialitate nationala si inter-
nationald, cu referire la etiologia si patogenia bolii

parodontale. Au fost stu-

sensus Rept; Trombelli et.al. 2018 case defini-

tions)

Periodontal and gingival health

Gingivitis induced by dental biofilm

Gingivitis not induced by dental biofilm

II. periodontitis (Papapanou, Sanz et al

2018, Consensus Rept, Jepsen, Caton et al.

2018 Consensus Rept, Tonetti, Greenwell,

Kornman, 2018 Case definitions)

Necrotizing periodontal disease

periodontitis

Systemic manifestations in periodontitis

Other states affecting the marginal perio-

dontium (Jepsen, Caton et al. 2018 Consensus

Rept; Papapanou, Sanz et al. 2018 Consensus

Rept)

1. Systemic disorders and conditions affecting
periodontal support tissues

2. Periodontal abscesses and endo-periodontal
lesions

3. Mucogingival malformations and other con-
ditions

4. Traumatic occlusal forces

5. Factors determining the dental and prosthetic
position

Periplanareal disorders and other conditions

I. Peri — implant health

II. Peri — implantitis mucositis

III. Peri — implanted

IV. Peri — implantation deficiencies of soft and
hard tissues [9].

W=

B e =

Purpose of the study

Evaluation and establishment of the main etiolog-
ical factors in the development of periodontal disease,
in order to understand the pathogenic mechanism
and the pathways of pro-

diate cercetari ale autorilor
50

phylaxis.

autohtoni si straini, dease-

menea au fost consultate 40
si saiturile informational- 3¢

stiintifice: Pub-Med, Co-
chrane library. Studiul de-
scriptiv care a fost realizat

20+

10+

s-a bazat pe elabordrile si 0 -
publicatiile stiintifice mo- Nr.total de pacienti
derne in vederea determi-
ndrii factorilor ce pot duce
la dezvoltarea gingivitelor
si dacd nu sunt abordate
la timp, si a parodontitelor
marginale.

In studiu au fost inclusi
si examinati 54 de paci-

Femei

Fig. 1. Raportul dintre numdrul de femei si barbati din numarul
total de pacienti
Fig. 1. The ratio of women to men in the total number of patients

Materials and meth-
ods

In this study we have
tried to study and ana-
lyze national and inter-
national literature, with
reference to the etiology
and pathogenesis of peri-
odontal disease. Research
of the native and foreign
authors has been studied,
as well as the information
— scientific sites, such as

Barbati

Pacienti clinic

sanatosi
Pacienti cu Pub-Med and Cochrane
M afectiuni library, have been con-

enti in incinta Policlinicii
Stomatologice Municipale
Balti, sectia de chirurgie,
inclusiv 31 persoane de sex
feminin si 23 de persoane
de sex masculin, pentru a

parodontale

Fig. 2. Raportul procentual dintre pacientii clinic sandtosi si cu
afectiuni parodontale
Fig. 2. Percentage ratio between clinically healthy and periodontal
patients

sulted. The descriptive
study that has been car-
ried out, is based on mod-
ern scientific elaborations
and publications in order
to determine the factors
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Nr. totalde  Tineri (17 -35 Virstd medie Virsta 60 - 74
pacienti ani) (37 -53 ani) ani
Fig. 3. Distributia pacientilor pe grupe de virsta
Fig. 3. Distribution of patients by age groups

putea structura esantionul intru determinarea numa-
rului de pacienti cu statut clinic parodontal sanatos si
cei ce przinta una din formele de inbolnavire paro-
dontald — gingivitd cronica localizata si generalizata
si parodontita marginala cronicd, pentru a determina
prevalenta formelor de afectare a parodontiului mar-
ginal inclusiv conform virstei si sexe (figura 1).

Din numdrul total de pacienti au fost depistati
32 pacienti cu semne clinice evidente de boald paro-
dontald ce constituie 59,25 % si 22 (40,75 %) de paci-
enti clinic sanatosi (figura 2).

Din numadrul total de pacienti cu boala paro-
dontald, repartizindu-i dupa virstd se observa o pre-
valentd a pacientilor tineri (17 — 35 ani) si de virstd
medie (37 — 53 ani), in raport cu pacientii cu virsta
intre 60 si 74 de ani. Respectiv putem afirma faptul
cé boala parodontala prezintd o intinerire, date con-
firmate si in literatura de specialitate [2, 3, 8], fiind
mai frecvent intilnitd la virsta cuprinsé intre 17 — 53
(figura 3).

Din numadrul total de pacienti cu afectiuni paro-
dontale 14 prezintd o forma de manifestare usoara si
reversibild a bolii parodontale — gingivitd, iar 18 pa-
cienti prezinta o forma mai grava si ireversibila a bo-
lii parodontale — parodontitd, in diversele sale forme
de gravitate (figura 4).

Rezultate si discutii

Cauza principald a bolii parodontale este placa
bacteriand si tartrul dentar cu coloniile de micro-
organisme parodontopatogene, ce isi gisesc un eco-
sistem prielnic pentru dezvoltare si inmultire. Astfel
cu o iguend deficitard, coloniile de bacterii formeaza
placa bacteriand supragingivala. Cu timpul actiunea
nociva a produselor metabolice acestor microorga-
nisme invadeaza tesuturile parodontale, dupa care
si circuitul sangvin mare. Astfel incepe desiminarea
infectiei si initierea reactiei de raspuns imun al or-
ganismului cu debutul inflamatiei tesuturilor paro-
dontale, pierderea atasamentului, formarea plicii
subgingivale si tartrului subgingival si in final, for-
marea pungilor parodontale prin resorbtia osoasa
si pierdere dintilor, spontana sau prin extractie. Ca
urmare a studiului efectuat s-a determinat prezenta
modificérilor clinice la nivel de gingie la 32 de paci-
enti (59,25%) examinati, preponderent cu virsta cu-

Nr.total de
pacienti
35 A

Nr.pacienti
cu
parodontita

Nr.pacienti
cu gingivita

Fig. 4. Coraportul dintre pacientii cu gingivita si parodontitd.
Fig. 4. The correlation between patients with gingivitis and
periodontitis

that can lead to the development of gingivitis and, if
not addressed in time, to marginal periodontitis.

The study includes 54 patients examined in the
ward of the Municipal Dental Clinic from Balti, the
surgery department, including 31 females and 23
males, in order to structure the sample to determine
the number of patients with healthy periodontal
clinical status and those who have one of the forms
of periodontal disease — localized and generalized
chronic gingivitis and chronic marginal periodonti-
tis, to determine the prevalence of the forms of the
marginal periodontal disease according to age and
sex (figure 1).

Out of the total number of patients, 32 patients
with obvious clinical signs of periodontal disease
were identified, constituting 59.25% and 22 (40.75%)
of clinically healthy patients (figure 2).

From the total number of patients with peri-
odontal disease, distributing them by age, there is a
prevalence of young (17-35 years) and middle-aged
(37-53 years) patients, compared with patients be-
tween 60 and 74 years. Respectively, we can say that
periodontal disease presents a rejuvenation, data also
confirmed in the literature [2, 3, 8], being more fre-
quently encountered at the age of 17-53 (figure 3).

Out of the total number of patients with peri-
odontal disease 14 presents a mild and reversible
manifestation of periodontal disease — gingivitis,
and 18 patients present a more serious and irrevers-
ible form of periodontal disease — periodontitis, in
its various forms of severity (figure 4).

Results and discussions

The main cause of the periodontal disease is the
bacterial plaque and the dental tartar with colonies of
periodontal pathogenic microorganisms, which find
a favorable ecosystem for development and propa-
gation. Thus, with deficient hygiene, the colonies
of bacteria form the supragingival bacterial plaque.
With time, the harmful action of the metabolic prod-
ucts of these microorganisms invade the periodon-
tal tissues and then the large bloodstream. Thus, the
dissemination of the infection begins, initiating the
immune response of the body with the onset of peri-
odontal tissue inflammation, with the loss of attach-
ment, with the formation of the subgingival plaque



prinsd intre 17 — 45 ani, ceea ce denotd si confirma
tendinta de intinerire a bolii parodontale si in special
a parodontitei marginale cronice. Astfel rezultatele
obtinute concordeazd cu datele altor studii expuse
in literatura de specialitate (boratosa T.B. si coaut.,
virsta de 35-44 de ani este cea mai afectatd, avind
frecventa de 94,3 %, virsta de 15-19 ani — de 55-89
% [2,3,8].

Concluzii

1. Studiul si analiza surselor bibliografice au fost
evaluate si sistematizate majoritatea factorilor
locali si generali ce induc debutul si o evolutie ra-
pida si avansatd a bolii parodontale. Astfel a fost
elucidatd interdependenta dintre factorii etiolo-
gici, mecanismul patogenic si manifestarile clini-
ce manifestarile in evolutia bolii parodontale.

2. Debutul bolii parodontale este considerat a fi
actiunea bacteriilor parodontopatogene a placii
bacteriene. Totodatd, nu putem nega faptul ca
unele boli de ordin general, sunt intr-o legatura
strinsa cu evolutia bolii parodontale, precum si
unele obiceiuri vicioase, inclusiv fumatul, produ-
sele caruia actioneaza direct sau indirect asupra
capacitatilor de troficitate, oxigenare si regenera-
re a tesuturilor parodontiului marginal.

3. Cunoasterea factorilor etiologiei si intelegerea pe
deplin a mecanismului patogenic in debutul si
evolutia bolii parodontale, poate genera un plan
de tratament corect si complex pentru obtinerea
unei eficiente maxime in realizarea lui.

4. Evaluarea si analiza rezultatelor studiului efectuat
prin confruntarea altor studii s-a confirmat ipo-
teza tendintei de intinerire a bolii parodontale si
in special a parodontitei marginale cronice.

and subgingival tartar and finally, with the forma-
tion of periodontal pocket through bone resorp-
tion and spontaneous tooth loss or tooth extraction.
As a result of the study, the presence of clinical
changes in the gum level was determined at 32 pa-
tients (59.25%) examined, mainly between the ages
of 17 and 45 years, which denotes and confirms the
tendency to rejuvenate the periodontal disease and,
in particular, the chronic marginal periodontitis.
Thus, the results obtained are in agreement with the
data of other studies presented in the specialized lit-
erature (borarosa T. B. et all. The age of 35-44 years
is the most affected, having the frequency of 94.3%,
the age of 15-19 years — of 55-89% [2,3,8].

Conclusions

1. The study and analysis of the bibliographic sour-
ces have been evaluated and systematized most
of the local and general factors that induce the
onset and a rapid and advanced evolution of the
periodontal disease. Thus, the interdependence
between the etiological factors, the pathogenic
mechanism and the clinical manifestations in the
evolution of periodontal disease has been eluci-
dated.

2. The onset of periodontal disease is considered to
be the action of the periodontal pathogenic bac-
teria of the bacterial plaque. At the same time, we
cannot deny that some general diseases are in clo-
se connection with the evolution of periodontal
disease, as well as some vicious habits, including
smoking, whose products directly or indirectly
affect the capacities of trophicity, oxygenation
and regeneration of the periodontal marginal tis-
sues.

3. Knowing the etiology factors and understanding
the pathogenic mechanism in the onset and evo-
lution of periodontal disease can generate a cor-
rect and complex treatment plan in order to obta-
in a maximum efficiency in its accomplishment.

4. The evaluation and the analysis of the study re-
sults, performed by comparing other studies,
confirm the hypothesis of the tendency to rejuve-
nate the periodontal disease, especially the chro-
nic marginal periodontitis.
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Rezumat

Rezultatele obtinute intr-un secol in pa-
tologia bolilor infectioase au dus la o viziune
optimistd cu privire la prezentul si viitorul lor.
Trebuie analizat in mod realist aceasta afir-
matie, pentru a preciza cu adevdrat, care este
situatia actuald a bolilor infectioase. Aceastd
atitudine realistd de prudentd este justificatd
de situatia actuald si tendintele bolilor infec-
tioase, care departe de a fi dispérut, prezintd
aspecte noi, dificil uneori de diagnosticat, tra-
tat si combdtut.

In aceastd sintezd a literaturii sunt anali-
zate unele aspecte ale patologiei infectioase
virale cu care mai frecvent se intilnesc medi-
cii stomatologi. Sunt mentionate unele parti-
cularitati al infectiilor nozocomiale, care sunt
intélnite in activitatea stomatologica. Necesi-
tatea unei infelegeri profunde a problemelor
patologiei infectioase de citre medicii stoma-
tologi este o problema esentiald de importan-
td vitald personald cat si pentru pacienti. Este
necesar ca sa cunoasca bine toate posibilile
manifestari clinice de etiologie virala, pentru
diferentierea de imbolnaviri de alta natura,
dar cu manifestari aseménétoare la nivelul
cavitatii bucale, si a institui un plan de tra-
tament adecvat, bazat pe unele probe de la-
borator, eventual in colaborare stransa cu alti
specialisti [1,12,15].

Cuvinte chee: infectii virale in stomatolo-
gie, infectii nozocomiale, cavitatea bucala.

Introducere

La inceputul secolelor XX—XXI, au inceput sa
reapari cea fird precedent din istoria ritmului bolilor
~emergente” (boli infectioase noi), raspandirea boli-
lor infectioase cu manifestéri clinice atipice (25-57%)
si infectii ,reemergente” boli cunoscute care revin
(difterie, rujeola, poliomielitd, holera, etc.), care cu
siguranta si a determinat acutizarea problemei secu-
ritétii infectioase in lumea moderni [2,12].

In activitatea profesionald, medicul stomatolog
se confruntd cu o larga paleta de afectiuni ale mu-
coasei cavitdtii bucale, cele mai frecvente fiind legate
de aparitia si complicatiile cariilor dentare si a bolii
parodontale. Uneori, insa, pot aparea si unele mai

THE DENTAL IMPACT
IN SOME INFECTIOUS VIRAL
DISEASES

Alexeev Valeriu, associate professor

Eni Lidia, associate professor

Department of Odontology, Periodontology and
Oral Pathology, ,,Nicolae Testemitanu” SUMPh.

Summary

The results obtained for a century in the
infectious diseases have led to an optimistic
view of their present and future. This state-
ment needs to be realistically analyzed, to
make it clear, what is the current state of infec-
tious diseases. This realistic attitude of caution
is justified by the current situation and trends
of infectious diseases, which, is far from being
gone, present new aspects, which are some-
times difficult to diagnose, treat and control.

In this synthesis from the literature, some
aspects of the viral infectious pathology with
which dentists are most frequently encoun-
tered are analyzed. There are mentioned some
peculiarities of the nosocomial infections,
which are encountered in the dental activ-
ity. The need for a deep understanding of the
problems of infectious pathology by dentists
is an essential issue of personal vital impor-
tance as well as for patients.

It is necessary to know all the possible
clinical manifestations of viral etiology, for
the differentiation of diseases of another na-
ture, but with similar clinical manifestations
in the oral cavity, and to establish an adequate
treatment plan, based on some laboratory
tests, possibly close cooperation with other
specialists [1,12,15].

Key words: Viral infections in dentistry,
nosocomial infections, oral cavity.

Introduction

At the beginning of the XX—XXI centuries, the
unprecedented one in the history of the occurrence of
“emerging” diseases (new infectious diseases) has be-
gun to reoccur, the spread of infectious diseases with
atypical clinical manifestations (25-57%) and ‘re-
emerging ‘ infections are known to have starting to re-
occur (diphteria, measles, poliomyelitis, cholera, etc.),
which has certainly and caused the problem of infec-
tious security in the modern world to worsen [2,12].

In the professional activity, the dentist is faced
with a wide range of disorders of the mucosa of the
oral cavity, the most frequent being related to the ap-
pearance and complications of dental caries and par-
odontopathy. Sometimes, however, some less com-



putin obisnuite, care pot reflecta patologii grave ale
intregului organism uman, constituind primele sem-
ne ale prezentei lor si care trebuie recunoscute luind
masurile corespunzatoare.

Nerespectarea unor norme bine stabilite in acest
sens poate avea urmdri grave asupra sanatatii genera-
le a pacientului. Printre acestea trebuie mentionate,
in mod deosebit, infectiile virale cu manifestari la
nivelul cavitatii bucale, care, in ultima perioada sunt
mai raspandite in lume. In ultimii ani, in Republica
Moldova morbiditatea prin infectiile cu virusurile:
herpetice, rujeolic, varicelozosterian, Epstein-Bar,
HIV etc., care au de cele mai multe ori debut cu ma-
nifestéri clinice in cavitatea bucal, este in crestere.

Diagnosticul corect si precoce este dificil de a fi
stabilit, fara a cunoaste particularitafile clinice ale
acestora. Acest fapt este argumentat de multitudinea
patologiilor, care au manifestéri clinice in cavitatea
bucald, pe de altd parte modificdrile prezente de cele
mai multe ori trebue diferentiate dupa mai multe cri-
terii. Caracterul modificarilor mucoasei bucale de-
pinde mult si de varsta pacientului, starea generald,
modul de viatd, influenta altor factori. Cavitatea bu-
cald este cel mai favorabil mediu cu un risc major de
dezvoltare a proceselor infectioase. In norma exista
un echilibru al microflorei cavitatii bucale si factorii
imunitatii locale. Dereglarea acestuia poate duce la
aparitia proceselor infectioase si inflamatorii uneori
foarte grave, de etiologie mixtd (viral-bacteriana).

La etapa actuala patologiile mucoasei cavitatii bu-
cale sunt analizate intr’un tot intreg cu organismul
omului, deoarece in multe cazuri majoritatea modi-
ficarilor apar din cauza dereglérilor metabolice, sta-
tutului imun, care prin scaderea T si B limfocitelor
duc la o imunosupresie (mai ales in etiologia vira-
1d). Majoritatea infectiilor cavitatii orale au origine
dentara (carii, gingivostomatite, infectii ale spatiului
periodontal si ale tesuturilor moi de vecinétate, pul-
pite s.a.). Toate aceste infectii prezintd risc major de
extensie cétre spatiul subarahnoidian, retrofaringian
sau pleuro-pulmonar. Diseminarea pe cale hemato-
gena duce la instalarea septiciemiei cu poarta de in-
trare dentara. Pe langa infectiile de origine dentar, la
nivelul cavitatii bucale pot aparea si infectii ale glan-
delor parotidiene.

Este necesar sa se cunoascé bine toate posibilile
manifestari de etiologie virald, sd le poata diferentia
de imbolnaviri de alta naturd, dar cu manifestari ase-
mandtoare la nivelul cavitatii orale, pentru a putea
face un diagnostic diferential corect si a institui un
plan de tratament adecvat, bazat pe unele probe de
laborator, eventual in colaborare stransa cu alti spe-
cialigti. In acest cadru general, modificirile mucoa-
sei orale provocate de infectiile virale ocupé un loc
important, bine stabilit in patologia orald, domeniu
in care medicul stomatolog trebuie sa fie documen-
tat, sa aiba cunostintele necesare pentru a lua decizia
cea mai corectd in cabinetul stomatologic in caz de
boli contagioase. Desigur, mucoasa orala poate fi in-
fectatd cu specii diferite, care produc, la acest nivel,

mon ones may appear, which may reflect the serious
pathologies of the human body, constituting the first
signs of their presence and which must be recognized
by taking the appropriate measures.

Failure to follow well-established norms in this
regard can have serious consequences on the general
health of the patient. Among these, particular men-
tion should be made of viral infections with manifes-
tations in the oral cavity, which, in recent times, are
more widespread in the world.

In recent years, in the Republic of Moldova, mor-
bidity due to infections with viruses: herpes, measles,
varicella-zoster, Epstein—-Bar, HIV, etc., which have
often started with clinical manifestations in the oral
cavity, is increasing.

Correct and early diagnosis is difficult to estab-
lish, without knowing their clinical features. This fact
is argued by the multitude of pathologies, which have
clinical manifestations in the oral cavity, on the other
hand, the changes that are most of the time present,
have to be differentiated according to several criteria.
The character of the changes of the oral mucosa de-
pends a lot on the age of the patient, the general med-
ical condition, the lifestyle, the influence of other fac-
tors. Oral cavity is the most favorable environment
with a major risk of developing infectious processes.
Normally there is a balance of the oral cavity micro-
flora and the factors of local immunity. Its deregu-
lation can lead to the appearance of infectious and
inflammatory processes, sometimes very serious, of
mixed (viral-bacterial) etiology.

At present, the pathologies of the mucosa of
the oral cavity are analyzed in an entire whole with
the human organism, because in many cases most
changes occur due to metabolic disorders, immune
status, which by decreasing T and B lymphocytes
lead to immunosuppression (especially in viral etiol-
ogy). ). Most infections of the oral cavity have dental
origin (dental caries , gingivostomatitis, infections
of the periodontal space and of the surrounding soft
tissues , pulpitis etc.). All these infections present a
major risk of extension to the subarachnoid, retro-
pharyngeal or pleural-pulmonary space. Hematog-
enous dissemination leads to the installation of sepsis
with dental entry gate. In addition to infections in the
oral cavity of dental origin, infections of the parotid
glands can occur also.

It is necessary to know all the possible manifesta-
tions of viral etiology, to be able to differentiate them
from diseases of another etiology, but with similar
manifestations of the oral cavity, in order to be able to
make a correct differential diagnosis and to establish
an adequate treatment plan, based on some laboratory
test, possibly close cooperation with other specialists.

Within this general framework, changes in the
oral mucosa caused by viral infections occupy an im-
portant place, well established in the oral pathology, a
field in which the dentist must be documented, have
the knowledge necessary to make the most correct
decision in the dental office in case of contagious
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modificéri clinico-patologice distincte pentru fiecare
din ele, dar uneori, semnele si simptomele provocate
trebuie interpretate numai in urma unor teste de la-
borator, mai ales atunci cand diagnosticul diferential
se impune a fi facut si cu alte maladii neinfectioase,
cu tablou clinic aseméanétor. Modul de manifestare in
cavitatea buald a infectiilor virale, poate varia de la
caz la caz, in functie de raspunsul imun individual la
agentul patogen.

Infectia herpetica: Provocata de HSV tip 1
(HSV1): a) infectie herpetica primara- Stomatita
herpetica acuti. Afecteaza deobicei, copiii, in peri-
oada de aparitie a dintilor sau interventii stomatolo-
gice; la adolescenti si adulti dupd extractii dentare.

Debutul este acut cu febrd, disfagie. Din primele
zile apare stomatitd veziculoasa, apoi aftoasa. Mucoa-
sa orala este hiperemiatd si edematiata, cu vezicule in
grup localizate pe mucoasa jugald, palatine, gingiva-
14, lingual, frecvent pe buze si perioronazal. Formand
ulceratii extinse acoperite cu fibrina. Modificari ti-
pice ale bolii parodontale (gingivita catarald sau ul-
cerativd). Hipersalivarea este caracteristicd, saliva
este viscoasd, limfadenita regionald. In unele cazuri
prin autoinoculare aceste leziuni pot fi rdspandite pe
fatd, gat; la copiii care sug degetul, persoanele care
nu respecta regulile de igiend la ingrijirea bolnavilor
cu stomatita herpetica, se poate dezvolta panaritiu
herpetic.

b) Herpesul cronic recurent al mucoasei cavita-
tii bucale si buze

In patogenia herpesului recidivant are o deosebi-
td importanta imunosupresia. S-a constatat ca paci-
entiicu infectie herpetica recidivantd prezinta insufi-
cienta de ale mecanismelor imunologice si conduc la
dereglarea genezei de anticorpi, y-interferon, T-lim-
focite citotoxice CD8.

Stomatita herpeticd recidivanta (Stomatitis her-
petica recidiva), gingivostomatita, herpesul labial re-
cidivant (Herpes simplex labialis recidiva), sunt cele
mai frecvente forme.

Mai putin frecvent, leziuni herpetice recurente
ale faringelui, laringelui si esofagului.

Varicela, cauzata de Virusul Varicelo-Zosterian
(VVvz)

Este o boald infectioasa extrem de contagioasd,
care poate surveni la orice varstd la persoanele nei-
munizate, care vin in contact cu bolnavi de varicela.
Indicele de contagiozitate — 95-100%.

Concomitent cu eruptii cutanate pe mucoasa ca-
vitatii bucale (limbd, palat dur, faringe, mai rar, gin-
giile, buzele), apare un enantem — 1-3 vezicule cu
continut transparent, usor se lezeaza formand erozi-
uni de o culoare roz-cenusiu, asemanind cu o aftd
inconjuratd de o margine rosie lucioasd. Enantema
se vindeca in 3-4 zile. Eruptiile apar in pusee cu un
interval de 1-2 zile.Pe tegumente se observa un po-
limorfizm fals al eruptiilor: macula — papula-vezi-
cula-crusta. Varicela este primo-infectia cu VVZ, in
timp ce reactivarea virald se manifesta sub forma de
herpes zoster.

diseases. Of course, the oral mucosa can be infected
with different species, which produce, at this level,
distinct clinical- pathological changes for each of
them, but sometimes the signs and symptoms caused
should be interpreted only after laboratory tests, es-
pecially when the differential diagnosis it is required
to be done with other non-infectious diseases, with
similar clinical presentation. The mode of manifes-
tation in the oral cavity of viral infections may vary
from case to case, depending on the individual im-
mune response to the pathogen.

Herpes infection: Caused by HSV type 1
(HSV1): a) primary herpetic infection -

Acute herpetic stomatitis.

It usually affects children during the time of tooth
eruption or dental interventions; in adolescents and
adults after tooth extraction.

The onset is acute with fever, dysphagia. From the
first days there is vesicular stomatitis, then aphthous.
The buccal mucosa is hyperemia and edematous,
with group-arranged vesicles, located on the buc-
cal, palatine, gingival, lingual mucosa frequently on
the lips, on perioral and perinasal area. Forms fibrin
board-covered extended ulcerations. Typical changes
in periodontal disease (catarrhal or ulcerative gingivi-
tis). Hypersalivation is characteristic, saliva is stringy,
regional lymphadenitis. In some cases by self-inocu-
lation these lesions can be spread on the face, neck; to
children who sucther their thumb, people who do not
follow the hygiene rules in the care of patients with
herpetic stomatitis, herpetic whit low may develop.

b) Chronic recurrent herpes of the mucosa of
the mouth and lips.

In the pathogenesis of recurrent herpes, immu-
nosuppression is of particular importance. Patients
with relapsed herpetic infection have been found to
have insufficient of the immunological mechanisms
and lead to the disadjustment of the antibody gen-
esis, y—interferon, cytotoxic T Lymphocyte CDS.

Recurrent herpetic stomatitis (Stomatitis herpet-
ica recidiva), gingivostomatitis, relapsing cold sores
(Herpes simplex labialis recidiva), are the most com-
mon forms.

Less commonly are recurrent herpetic lesions of
the pharynx, larynx and esophagus.

Varicella, caused by Varicella-zoster Virus
(VZV).

It is an extremely contagious infectious disease,
which can occur at any age in non-immunized persons,
who come in contact with patients with chicken pox.

Contagiousness index — 95—100%.

At the same time with rashes on the mucosa of
the oral cavity (tongue, hard palate, pharynx, less of-
ten on lips and gums), an enanthemum appears —
1-3 vesicles with a transparent content, it easily gets
damaged creating erosion, which are of a pink-gray
color, resembling with a thrush, which is surrounded
by a glossy red border. Enanthem heals in 3-4 days.

The eruptions occur in evolutionary outbursts
with an interval of 1 to 2 days. A false eruptions poly-



Herpes Zoster (HZ) — constd in aparitia eruptiei
cu character veziculos localizate la unul sau mai mul-
te dermatoame, unilateral, ca rezultat a reactivarii
VVZ in ganglionii nervosi senzitivi spinali sau omo-
logi ai nervilor cranieni.

De reguld, o formatiune unilaterala: unul sau
mai multe eriteme edemate, localizate de-a lungul
ramurilor n. trigeminus, dupé cateva ore (uneori o
zi), apare o ,cale” de eruptii veziculare, urmata de
formarea eroziunilor care arata ca afta. Este insotitd
de dureri puternice de arsurd si limfadenita regio-
nala. Eroziunile se pot transforma in ulcere uneori
necrotice (formd gangrenoasa), care este insotitd de
limfadenita, hipersalivare, disfagie si miros neplicut.
Eruptiile sunt localizate pe pielea bérbiei, gatului,
fruntii, scalpul capului, ceafd, obraji de-a lungul ra-
murilor nervilor, pe mucoasa — palatului dur, obraz,
buza, limba. Localizarea sus numita prezinta interes
practice pentru medicii stomatologi atunci cand o
persoand se adreseaza. Pacientul cu HZ este repre-
zintd o sursd de infectie fiind contagios pentru cei
neimunizati. Orice HZ apérut sub vérsta de 50 ani
impune efectuarea unor examinari biologice pentru
identificarea unei cause de imunodepresie inclusiv
testarea la HIV [4,12].

Mononucleoza infectioasd denumita si ,,boala
sarutului”, este o boald infectioasd transmisibild, au-
tolimitantd, provocata de virusul Epstein-Barr (EBV)
cu manifestdri la nivelul mucoasei cavitatii bucale si
faringelui, adenopatie, febra prelungitd cu modificari
specifice in sangele periferic.

Faringele este hiperemiat, uneori cu o nuanta ci-
anoticd, amigdalele sunt hipertrofiate. Angina (cata-
rald, lacunar3, foliculara, necrotica) se poate dezvolta
in diferite stadii ale bolii. In a 3-4-a zi de boala, apar
petechii la hotarul palatului dur si moale. In func-
tie de gravitatea bolii in cavitatea bucala se dezvolta
stomatita catarala, herpeticd sau ulcerativ-necrotica,
care este insotita de obicei de hemoragii petechiale pe
mucoase si piele. Limba este acoperita cu depuneri
alb-cenusii, se exprimd hiperplazia papilelor linguale.

Una din afectuini asociata infectiei cu EBV este
Leucoplazia pdroasd a limbii, care se manifestd in re-
zultatul reactivarii EBV la pacientii cu imunodepre-
sie, in special la cei cu infectie HIV/SIDA. Apar lezi-
uni albe pe pirtile laterale ale limbii si pe mucoasa
jugala, reliefate, neregulate, din care se izoleaza prin
Reatia de Polomerizare in Lant (PCR) AND -EBV.
Uneori, aceste leziuni se pot confunda cu candidoza
orala, acestea din urma se pot detasa de pe limba, fata
de cele din leucoplazia paroasa a limbii.

Gripa este o infectie acuta virald, foarte contagi-
oasd, ce afecteaza cdile respiratorii superioare si infe-
rioare cu un sindrom infectios (toxic) pronuntat.

Gripa evolueaza sub forma unor epidemii sezoni-
ere, care survin anual in anotimpurile reci.

Conform rapoartelor OMS, la nivel mondial se
declara 3-5 milioane de cazuri de gripa severa pe an
si 250.000-500.000 decese prin gripa pe an. Cele mai
multe decese, 90% fiind inregistrate la varstnici si la

morphism is observed on the skin: macule- papule-
vesicle— crust. Varicella is the primal infection with
VVZ, while viral reactivation manifests as shingles.

Herpes Zoster (HZ) — consist of the appearance
of vesicular eruption located in one or more derma-
tomas, unilaterally, as a result of VVZ reactivation
in the spinal sensitive nervous ganglion or cranial
nerves homologous.

Usually, it is a unilateral formation: one or more
swelling erythema, located along the branches of
the trigeminal nerve, after a few hours (sometimes a
day), a “path” of vesicular eruptions appears, followed
by the formation of erosions that look like thrush .It
is accompanied by severe burning pains and regional
lymphadenitis. Erosions can turn into ulcers, some-
times can be necrotic (gangrenous form), which is
accompanied by lymphadenitis, hypersalivation,
dysphagia and unpleasant odor. The eruptions are
located on the skin of the chin, neck, forehead, scalp,
neck, on the back of my head, along the branches of
the nerves, on the mucosa — the hard palate, cheek,
lip, tongue. The location described above is of practi-
cal interest to dentists when a person addresses. The
patient with Herpes Zoster is a source of infection
being contagious for the non-immunized popula-
tion. Anyone who is diagnosed with Herpes Zoster,
under the age of 50, requires performing biological
examinations to identify a cause of immunodepres-
sion, including HIV testing [4,12].

Infectious mononucleosis, also called “kissing
disease”, is a self-limiting, infectious transmissible
disease caused by Epstein-Barr virus (EBV) with
clinical manifestations in the mucosa of the oral cav-
ity and pharynx, adenopathy, prolonged fever with
specific changes in peripheral blood.

In the pharynx can be noted hyperemia, sometimes
cyanotic, the tonsils are hypertrophied. Angina (ca-
tarrhal, lacunar, follicular, necrotic) can develop at dif-
ferent stages of the disease. On the 3-4th day of illness,
the petechias appear on the border of the hard and soft
palace. Depending on the severity of the disease in the
oral cavity, catarrhal, herpetic or ulcerative — necrotic
stomatitis develops, which is usually accompanied by
petechias bleeding on the mucous membranes and
skin. The tongue is covered with gray-white deposits,
the hyperplasia of the lingual papilla is expressed.

One of the disorders associated with EBV in-
fection is Hairy leukoplakia of the tongue, which is
manifested as a result of EBV reactivation in patients
with immunodepression, especially those with HIV
/ AIDS infection. White lesions appear on the lateral
parts of the tongue and on the bucal mucosa, wich
are embossed and irregular, from which they are iso-
lated by PCR AND — EBV. Sometimes these lesions
can be confused with oral candidiasis, but they can
detach from the tongue and face compared to those
from Hairy leukoplakia.

Influenza is an acute, highly contagious, viral in-
fection that affects the upper and lower respiratory
tract with a pronounced (toxic) infectious syndrome.

a

\Odontologie, Paradontologie si Patologie oral

(o))
—_



62

pacientii cu boli cornice cardiovasculare, pulmonare
si altele [12].

Leziunile mucoaselor cavitatii bucale sunt nespe-
cifice. Stomatitd catarald caracteristicd cu hiperemie
pronuntatd a mucoasei palatului moale, arcadelor
palatine, limba, faringele, mai rar — obrajii, limba,
gingiile; insotitd de parestezie si arsur.

In primele 2 zile, pe fondalul sindromului infec-
tios si respirator, pe palatul moale, apar eruptii de
culoare rosie, marunte (un semn precoce al bolii!) —
petechii si multe vezicule mici cu exudat hemoragic,
rareori cu formarea de eroziuni dureroase.

Rujeola este o boald infectioasd acutd extrem
de contagioasa, cu manifestari catarale respiratorii,
conjunctivitd,enantem patognomonic, exantem ma-
cula-papulos si care poate fi urmata de complicatii
severe.

Rujeola este o infectie cu character endemo-epi-
demic cu izbucniri epidemice. Orice nerespectare
a programului national de vaccinare, va conduce la
scidderea imunitétii collective si la izbucnirea unei
epidemii. Acoperirea vaccinald antirujeolica de peste
95% este un nivel optim de imunitate colectivd, care
previne aparitia unei epidemii. Astazi rujeola este
o problemi actuald la nivel mondial. In Republica
Moldova in anul 2018 au fost confirmate prin teste
de laborator- 340 cazuri de rujeold, in anul 2019 —
90 cazuri. Boala are un debut acut cu semne catarale
pronuntate (rinoree, tuse uscatd, conjunctivita, fe-
bra).

Enantemul patognomonic apare in perioada
prodromald — semnul Belsky-Filatov-Koplik — pe
mucoasa hiperemiatd a obrajilor, in regiunea mo-
larilor, mai rar pe mucoasa gingiilor sau a buzelor,
apar papule alb-gri (seamand cu bob de gris) pana la
1 mm in diametru, nu confluieazd, nu se detaseazd
la atingere.

Acestea sunt depistate cu 1-3 zile inainte de erup-
tia cutanatd si dispar, de regula, in prima zi a aparitiei
exantemului, lasdnd in loc mici ulceratii. Pe mucoasa
palatina se observa leziuni petesiale de mici dimen-
siuni [1,12].

Agentii infectiosi ai tesuturilor cavitatii buca-
le, de la saprofiti la patogeni, joaca un rol etiologic
nu numai in declansarea patologiilor dentare (carii,
parodontite, gingivite etc.).Incilcarea integrititii ba-
rierei tesuturilor moi ale cavitatii bucale, in timpul
procedurilor dentare, traumelor si infectiilor, duce
la bacteriemie tranzitorie, fungemie, viremie si la in-
trarea microorganismelor in tesuturi care nu le sunt
caracteristice (de exemplu, tesut conjunctiv, singe),
ca urmare a carora sunt induse modificiri sistemice
in expresia genelor, in rezultatul cresterii virulentei
agentilor infectiosi.

Devenind agenti patogeni endogeni, microorga-
nismele pot juca un rol declansator in afectarea siste-
melor: digestive, respiratorii, cardiovasculare (SCID,
endocardita infectioasd, ateroscleroza), reumatism,
nefropatie, alergii, boli autoimune (artrita reumato-
ida, si altele) [8, 10, 11, 13].

Influenza evolves as seasonal epidemics, which
occur annually in cold seasons.

According to WHO reports, worldwide there are
3-5 million cases of severe influenza per year and
250,000-500,000 deaths from influenza per year.
Most deaths, 90% being recorded in the elderly and
in patients with cardiovascular, pulmonary and other
diseases. [12]

The lesions of the mucous membranes of the oral
cavity are nonspecific. Catarrhal stomatitis charac-
teristic with pronounced hyperemia of the soft palate
mucosa, palatine arches, tongue, pharynx, rarer on
the cheeks, tongue and gums; accompanied by par-
esthesia and burns.

In the first 2 days, on the background of the infec-
tious and respiratory syndrome, on the soft palate,
red, small rashes appear (an early sign of the disease!)
— small petechias and many small vesicles with
haemorrhagic exudate, rarely with the formation of
painful erosions.

Measles is an acute infectious disease, highly con-
tagious, with catarrhal respiratory manifestations,
conjunctivitis, pathognomonic enanthema, macula-
papular exantema and which can be followed by se-
vere complications.

Measles is an endemo-epidemic infection with
epidemic outbreaks.

Any failure to comply with the national vaccina-
tion program will lead to a reduction of collective
immunity and an outbreak of an epidemic. Over 95%
vaccine coverage for measles is an optimal level of col-
lective immunity, which prevents an outbreak. Today
measles is a current problem worldwide. In the Re-
public of Moldova in 2018 were confirmed by labora-
tory tests — 340 cases of measles, in 2019 — 90 cases.

The disease has an acute onset with pronounced
catarrhal signs (rhinorrhea, dry cough, conjunctivi-
tis, fever).

The pathognomonic enanthema occurs during
the prodromal period — the Belsky- Filatov — Ko-
plik sign — on the flushing mucosa of the cheeks,
alongside the second molars, more rarely on the mu-
cosa of the gums or lips, white—gray papules (it looks
like a semolina grain) up to 1 mm in diameter , does
not confluence together, does not detach to touch.

They are detected 1-3 days before the rash appear
and then they disappear, usually on the first day of
the onset of exanthema, leaving in small places — ul-
cerations. On the palatine mucosa are observed small
petechial lesions. [1,12].

Infectious agents of the tissues of the oral cavity,
from saprophytes to pathogens, play an etiological
role not only in triggering dental pathologies (caries,
periodontitis, gingivitis, etc.). Violation of the integ-
rity of the soft tissue barrier of the oral cavity, during
dental procedures, traumas and infections, leads to
transient bacteremia, fungemia, viremia and to the
entry of microorganisms into tissues that are not
characteristic for its (for example, connective tissue,
blood), as a result, systemic changes in gene expres-



Conform OMS cele mai frecvente boli infectioase
intélnite la stomatologi si pacientii acestora sunt he-
patita virala A, B, C, D (TTV, G), infectia HIV, infec-
tia cu virusul herpes, infectii virale respiratorii acute
si gripa, rujeold, legioneloza, oreion, boli strepto-sta-
filococice (amigdalita, scarlatin, leziuni purulente
ale pielii si tesutului subcutanat, etc.), tuberculoza,
candidoza.

Existd un grup extins de boli infectioase virale
care nu prezinta manifestari patologice caracteristice
in cavitatea bucald, dar sunt transmise prin contactul
cu singele si/sau saliva, in timpul interventiilor denta-
re, ceea ce poate duce la contaminarea si dezvoltarea
bolilor care pot pune viata in pericol a pacientilor si a
personalului medical (hepatitd virala B, C, D;infectia
cu citomegalovirus; infectia cu virusul Epstein-Barr
— pe langa mononucleoza infectioasd descrisa mai
sus si herpes zoster; infectie cu herpesvirus cauzata
de HHV-6, HHV-7, tip HHV-8 etc.) [5,12,18,19].

Trebuie recunoscut faptul cd manifestarile unor
boli infectioase chiar bine cunoscute se pot schim-
ba pe fundalul bolilor cronice ale pacientului sau al
co-infectiei, devenind atipice, ceea ce complica dia-
gnosticul clinic si necesitd o examinare de laborator
specifica.

Astazi nu este un secret pentru nimeni ca infecti-
ile persistente pe termen lung cu manifestari clinice
rare, ale caror agenti cauzali efectueaza un rol de-
clansator in dezvoltarea bolilor hematologice, onco-
logice, neurologice, dentare, leziuni la rinichi, ficat,
articulatii etc. [7,8,12,15].

Necesitatea unei intelegeri profunde a probleme-
lor patologiei infectioase de catre medicii de diferite
specializari este o problemd esentiald de importan-
ta vitald personald cat si pentru pacienti. Din acest
punct de vedere, stomatologii sunt in special expusi
la riscuri profesionale, avand in vedere prevalenta
bolilor dentare in randul persoanelor din toate gru-
pele de vérsta (56-99% din populatie) si apelul masiv
al populatiei pentru ingrijire dentard. Acest lucru pe
deplin este promovat de Asociatia Dentara America-
nd (2012): ,,Serviciile stomatologice de calitate sunt o
componentd integrald a asistentei medicale generale.
Imbunatatind calitatea serviciilor stomatologice, im-
bundtafim sandtatea publica si bunastarea natiunii.

In prezent, incidenta persoanelor cu un fon pre-
morbid in rdndul pacientilor stomatologilor ajunge
la 93,3%. Cele mai frecvente dintre ele sunt persoa-
nele cu o patologie infectioasa (boli purulente-sep-
tice acute §i cronice, hepatita virald — infectie cu
herpesvirus, infectie cu HIV, micoze etc.), alergii
alimentare si la medicamente, care suferd adesea de
infectii virale acute respiratorii (ARVI) etc. In plus,
in majoritatea cazurilor, pacientii nici nu banuiesc ca
sunt bolnavi. Prin urmare, orice pacient care solici-
ta ingrijiri stomatologice trebuie considerat de catre
medicul stomatolog ca reprezentand un pericol epi-
demiologic, indiferent de riscul de infectie.

Potrivit participantilor la o reuniune a retelei in-
formale OMS pentru prevenirea si controlul infectii-

sion are induced, as a result of increased virulence of
infectious agents.

By becoming endogenous pathogens, microor-
ganisms can play a triggering role in affecting sys-
tems: digestive, respiratory, cardiovascular (DIVS,
infective endocarditis, atherosclerosis), rheumatism,
nephropathy, allergies, autoimmune diseases (rheu-
matoid arthritis, and others) [8, 10], 13].

According to the WHO, the most common infec-
tious diseases found in dentists and their patients are
viral hepatitis A, B, C, D (TTV, G), HIV infection,
herpes virus infection, acute respiratory viral infec-
tions and influenza, measles, legionellosis, mumps,
staphylococcal and streptococcal infections (tonsil-
litis, scarlet fever, purulent lesions of skin and subcu-
taneous tissue, etc.), tuberculosis, candidiasis.

There is an extensive group of viral infectious dis-
eases that do not exhibit characteristic pathological
manifestations in the oral cavity, but can be passed
on through blood or body fluids such as saliva during
dental interventions, which can lead to the contami-
nation and development of life-threatening diseases
of patients and health professionals (viral hepatitis B,
C, D; cytomegalovirus infection; Epstein—Barr virus
infection — in addition to the infectious mononucle-
osis described above and herpes zoster; herpesvirus
infection caused by HHV-6, HHV-7, type HHV-8
etc.). [5.12, 18, 19].

It should be acknowledged that the manifesta-
tions of even well-known infectious diseases can
change against the background of chronic patient or
coinfection, becoming atypical, which complicates
the establishment of the clinical diagnosis and re-
quires a specific laboratory examination.

Today it is no secret to anyone that persistent
long-term infections with rare clinical manifesta-
tions, whose causative agents play a triggering role
in the development of hematological, oncological,
neurological, dental, kidney, liver, joint lesions etc.
[7,8,12,15].

The need for a deep understanding of the problems
of infectious pathology by doctors of different special-
ties is an essential issue of personal vital importance as
well as for patients. From this point of view, dentists
are especially exposed to occupational risks, consid-
ering the prevalence of dental diseases among people
from all age groups (56-99% of the population) and
the massive appeal of the population for dental care.
This is fully promoted by the American Dental Asso-
ciation (2012): “Quality dental services are an integral
component of general health care. By improving the
quality of dental services, we are improving the public
health and well-being of the nation.

Currently, the incidence of people with a pre-
morbid background among dental patients reaches
93.3%. The most common of these are people with
an infectious pathology (acute and chronic puru-
lent-septic diseases, viral hepatitis — herpesvirus in-
fection, HIV infection, mycosis, etc.), food allergies
and medications, often suffering from acute respira-
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lor in sdnétate (2008), infectiile legate de asistenta me-
dicald, prezinta o problema grava de sanatate publica
si o povard semnificativa pentru pacienti si lucratorii
din domeniul sanétatii, afectand toate tarile [19].

Dintre principalele grupuri de infectii nosocomi-
ale in stomatologie, infectiile ranilor chirurgicale si
fluxului sangvin sunt cele mai relevante, dezvoltan-
du-se ca urmare a contactului cu singele, mecanism
de transmisie (prin interventii medicale parenterale)
sau mecanism de contact, in care sunt agenti pato-
geni, localizati pe piele, mucoasa ochilor, cavitatea
bucald, suprafata ranilor unui pacient, infecteaza un
alt pacient, prin contact direct sau prin obiecte con-
tamiate din mediul spitalicesc [3,6,16].

Retineti posibilitatea contaminarii nozocomiale
a pacientilor si a personalului medical, ca urmare a
mecanismului de transmitere a infectiei pe cale aero-
gena si de contact.

Factorii actuali in aparitia infectiilor nozoco-
miale in practica stomatologului includ:

— situatia epidemiologica prin infectia cu HIV,
hepatite virale, infectii cu virusurile herpetice,
rujeola, gripa, coronavirus etc.;

— cresterea rapida a rezistentei microorganis-
melor la antimicrobiene pana la multirezis-
tentd (de exemplu, bacterii gram-negative);

— raspandirea tulpinilor rezistente la pacientii
institutii medicale in absenta unor programe
eficiente de control al infectiilor;

— utilizarea pe scard larga a metodelor invazive
de diagnostic si tratament;

— dificultdti in dezinfectarea si sterilizarea echi-
pamentelor medicale complexe;

— conditii de mediu nefavorabile;

— cresterea numadrului de pacienti cu manifes-
tari ale imunodeficientei secundare.

Sunt descrise surse de infectie exogene (primare)
si endogene (secundare) in timpul interventiilor den-
tare [9,14,17].

In cazul infectiei exogene, sursa de infectie este
pacientul si personalul medical infectat cu microor-
ganisme patogene sau conditionate patogene, purta-
tori de virusi sau infectii virale asimptomatice.

In cazul infectiei endogene, ar trebui si intele-
gem activarea infectiei latente sub influenta efectelor
stresante (frica, exacerbarea bolilor cronice, infectii
virale respiratorii acute etc.) si autoinfectie, factori
etiologici dintre care in 85% din cazuri sunt repre-
zentanti ai florei oportuniste [12,14,16].

De remarcat este infectia endogena, a cérei usu-
rintd de implementare se datoreaza microflorei au-
tohtone a mucoasei, care variaza mult la persoane
diferite, precum si la aceeasi persoand in momente
diferite. Reprezentantii microflorei autohtone sunt
microorganisme rezidente (de la 160 la 300 de specii;
pana la 100 de specii pot fi izolate dintr-o portiune,
dintre care cel putin 30 de specii traiesc permanent)
si microorganisme tranzitorii, care depind de factorii
de mediu (alimente consumate si apa, proceduri de
igiend etc.) [17].

tory viral infections. (ARVT) etc. In addition, in most
cases, patients do not even suspect that they are sick.
Therefore, any patient requesting dental care should
be considered by the dentist as an epidemiological
hazard, regardless of the risk of infection.

According to the participants in a meeting of the
WHO informal network for the prevention and con-
trol of health infections (2008), healthcare-related
infections present a serious public health problem
and a significant burden for patients and healthcare
workers, affecting all countries [19].

Of the main groups of nosocomial infections in
dentistry, surgical wound and blood flow infections
are the most relevant, developing as a result of contact
with the blood, transmission mechanism (through
parenteral medical interventions) or contact mech-
anism, in which they are pathogens, located on the
skin, the lining of the eyes, the mouth cavity, the
surface of the wounds of one patient, infects another
patient, through direct contact or through contami-
nated objects in the hospital environment. [3,6,16].

Note the possibility of nosocomial contamination
of patients and healthcare workers, as a result of the
mechanism of transmission of the infection by air-
borne and direct contact.

Current factors that lead to the appearance of
nozocomial infections in the practice of the dentist
include:

— the epidemiological situation through HIV
infection, viral hepatitis, infections with her-
pes viruses, measles, influenza, coronavirus-
es, etc.;

— rapid increase of resistance of microorgan-
isms to antimicrobials up to multiple resis-
tance (for example, gram-negative bacteria);

— the spread of resistant strains to patients in
medical institutions in the absence of effective
infection control programs;

— widespread use of invasive diagnostic and
treatment methods;

— difficulties in disinfection and sterilization of
complex medical equipment;

— unfavorable environmental conditions;

— increasing the number of patients with mani-
festations of secondary immunodeficiency.

Exogenous (primary) and endogenous (second-
ary) sources of infection are described during dental
interventions. [9,14,17]

In the case of exogenous infection, the source
of infection is the patient and the healthcare workers
infected with pathogenic or conditional pathogenic
microorganisms, being carrying viruses or asymp-
tomatic viral infections.

In the case of endogenous infection, we should
understand the activation of latent infection under
the influence of stressful effects (fear, exacerbation
of chronic diseases, acute respiratory viral infections,
etc.) and autoinfection, etiological factors of which in
85% of cases are representatives by the opportunistic
flora [12, 14,16].



Componenta cantitativa si calitativd a microflorei
cavitdtii bucale, intensificarea stomatologiei modern,
creste extrem de mult riscul de infectie nozocomi-
ala la pacienti si infectia profesionald a lucratorilor
medicali. Pentru a obtine bunastarea sanitara si epi-
demiologicd in institutiile stomatologice medicale se
poate face numai in comun cu eforturilor medicilor
stomatologi si a specialistilor in boli infectioase, stu-
diind patologia infectioasa [6,11].

Concluzii

1. Datele expuse, indica rolul major al agentilor
infectiosi in patologia umana in general si in
practica stomatologica in special.

2. Un medic stomatolog se poate intélni oricand
cu un pacient infectios uneori extrem de con-
tagios.

3. Viata pacientului si suprimarea la timp a pro-
cesului epidemic, care ajutd la prevenirea in-
fectiei nozocomiale si infectarea personald si
a personalului medical in timpul tratamentu-
lui stomatologic, depind adesea de eruditia si
cunostintele sale in boli infectioase.

4. Patologiile infectioase cu manifestdri in ca-
vitatea bucald pot evolua cu particularitai
atipice de la forme usoare pand la severe cu
complicatii, impunind investigatii specifice
de diagnostic si tratament complex.

Bibliografie / Bibliography: 17:132—135.

Noteworthy is the endogenous infection, whose
ease of implementation is due to the native micro-
flora of the mucosa, which varies greatly from person
to person, as well as in the same person at different
times. The representatives of the native microflora are
resident microorganisms (from 160 to 300 species; up
to 100 species can be isolated from a portion, of which
at least 30 species live permanently) and transient mi-
croorganisms, which depend on environmental fac-
tors (food water, hygiene procedures, etc.). [17]

The quantitative and qualitative component of
the microflora of the oral cavity, the intensification of
modern dentistry, greatly increases the risk of nosoco-
mial infection in patients and the professional infection
of medical workers. In order to obtain the health and
epidemiological well-being in the medical dental in-
stitutions, it can only be done in conjunction with the
efforts of the dentists and the specialists in infectious
diseases, studying the infectious pathology. [6,11].

Conclusions:

1. The data presented indicate the major role of
infectious agents in human pathology in gen-
eral and in dental practice in particular.

2. A dentist can always meet an infectious pa-
tient who is sometimes highly contagious.

3. The life of the patient and the timely suppres-
sion of the epidemic process, which helps to
prevent nosocomial infection and personal
and medical staff infection during dental
treatment, often depend on doctors erudition
and knowledge about infectious diseases.

4. Infectious pathologies with manifestations in
the oral cavity may evolve with atypical mani-
festations from mild to severe forms with
complications, requiring specific investiga-
tions and complex treatment.
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REZUMAT

Studiul a fost realizat pe un grup de 40 fe-
mei insdrcinate: 25 gravide si 15 lduze.

Sarcina, prin ea insdsi, nu produce gingi-
vita. Modificérile de la nivelul gingiei in peri-
oada sarcinei sunt asociate cu un nivel variat
al hormonilor sexuali, precum si de un sir de
schimbari morfo-functionale.

Printre factorii favorizanti se pot enumera:
prezenta plécii bacteriene si a tartrului den-
tar, diminuarea imunitdtii, deficiente nutri-
tionale, anemiile si avitaminozele. Toti acesti
factori necesitd un tratament cit se poate de
corect pentru ameliorarea sdnatatii gingivale
si anume respectarea igienei cavitafii bucale,
debridarea si detartrajul ultrasonic si periajul.

Administrarea remediilor medicamentoa-
se sunt indispensabile si necesita sa fim cit se
poate de precauti pentru a nu dduna mamei
si fatului. Au fost recomandate clatituri zilni-
ce ale cavitatii bucale cu sol. antiseptice:_ceai
de musetel, apd oxigenatd, apoi badijonarea
gingiilor cu bicarbonate de sodiu, miramis-
tin sau chlorophyllipt. Pe linga tratamentul
antimicrobian, pacientelor le-a fost prescris si
tratament antianemic, conform perioadei de
sarcind si lauzie: folosit Sorbifer, Hemoglobin
Plus sau Acidul Folic, in dependenta de cum
suporta fiecare pacientd in parte preparatul
respectiv. De asemenea pacientele insarcinate
au folosit si vitamine ca Vit. B12- 2.6 mcg, Vit.
A- 770 mcg, Vit. E- 15 mg, Calciu- 1000mg.

Introducere

Sanatatea gingivala la femeile insdrcinate a deve-
nit un domeniu de cercetare din anii 1960, ceea ce a
dus la o serie de studii care sa se concentreze asupra
acestei probleme [1]. Se presupune ca inflamatia gin-
givald asociata cu sarcina este initiatd de placa den-
tard si exacerbata de hormonii steroizi endogeni [2].

Conform unor opinii, sarcina nu este cea care
provoacd gingivita, sarcina este cea care duce la com-
plicatiile afectiunilor ce au fost inifiate pina la apa-
rifia sarcinii. Aparifia gingivitei este posibild atunci
cind pina la aparifia sarcinii, pacienta a avut placa
bacteriana si pungi parodontale colonizate de micro-
bacterii [3].

Tabloul clinic al gingivitei de sarcind are un as-
pect divers, metodele de diagnostic sunt complexe,
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SUMMARY

The study was conducted on a group of 40
women: 25 pregnant women and 15 postpar-
tum women.

Pregnancy, by itself, does not cause gingi-
vitis. Gingival changes during pregnancy are
associated with the varied level of sex hor-
mones, as well as the range of morpho-func-
tional changes.

The causal factors of gingivitis are: pres-
ence of dental plaque and tartar, diminished
immunity, nutritional deficiencies, anemia
and avitaminosis. These factors require a cor-
rect treatment to improve gingival health,
namely, good oral hygiene, debridement, ul-
trasound scaling, professional toothbrushing.

The administration of medicines is indis-
pensable and requires to be careful in order
not to harm both the mother and fetus.

Daily rinses of the oral cavity with antisep-
tic solutions were recommended: chamomile
tea, hydrogen peroxide, dressings with sodi-
um bicarbonate,then gum bleaching with so-
dium bicarbonate, Miramistin or Chlorophyl-
lipt. In addition to antimicrobial treatment,
antianemic treatment was also prescribed,
namely, sorbifer, hemoglobin plus or folic
acid, according to pregnancy trimester and
postpartum period, as well as depending on
patients drug tolerance. Vitamins were also
administered such as Vit. B12- 2.6 mcg, Vit.
A- 770 mcg, Vit. E- 15 mg, Calcium- 1000mg.

Introduction

Gingival health in pregnant women has become
a field of research since the 1960s, which has led to
a number of studies focusing on this issue [1]. It is
assumed that gingival inflammation associated with
pregnancy is initiated by dental plaque and exacer-
bated by endogenous steroid hormones [2].

According to some opinions, pregnancy does not
cause gingivitis, but it can lead to some complica-
tions of diseases developed before pregnancy. The
appearance of gingivitis is possible when, before the
onset of pregnancy, the patient had bacterial plaque
and periodontal pockets colonized by pathogens [3].

The clinical picture of pregnancy gingivitis is dif-
ferent. The diagnostic methods are complex and the
treatment has a number of particularities [4]. The



iar tratamentul pacientelor are un sir de particulari-
tati [4].

Tratamentul gingivitei in sarcind adeseori este
anevoios, intrucit administrarea unor preparate pre-
cum antibiotice sau hormonale, prezinta riscuri. De
cele mai multe ori se recurge la tratament ce nu ar
influenta asupra fatului.

Nu in ultimul rind, gingivita in timpul sarcinii
afecteaza in mod egal si sanatatea fatului. Sursa de in-
fectie este reprezentatd de placa bacteriana. Din acest
motiv, unele sarcini pot avea un sir de complicatii,
precum sarcina prematurd, anomalii de dezvoltare a
fetusului, infectii intrauterine sau retard de dezvolta-
re intrauterin.

De la inceputul anilor 1960 a fost raportata o
crestere a prevalentei si severitatii inflamatiei gin-
givale in timpul sarcinii fard asocierea placii [1]. In
studiile anterioare, se pare cd inflamatia gingivala are
prevalenta de la 30% la 100% atunci cind apare sar-
cina [6]. Intre timp, unele cercetiri transversale au
aratat ca procentul femeilor insarcinate cu gingivita a
fost de 89% in Ghana, 86,2% in Thailanda si 47% in
Brazilia [7]. Aceastd variatie poate reflecta diferitele
populatii studiate si caracteristicile acestora, precum
si diferentele in definitiile bolii parodontale intre
studii [7]. Alti autori afirma incidenta gingivitelor in
sarcind a fi de 63% [8].

Din pacate, pind acum studiile ce {in de corelatia
sarcina-gingivita-sistem dento-parodontal, nu sunt
destul de bine cercetate si elucidate, aceasta proble-
ma tinind de medicii stomatologi cit si ginecologi,
endocrinologi [10].

Scopul studiului

Studiul manifestarilor gingivitei de sarcina, pre-
cum si cauza acestora la populatia Republicii Moldo-
va, tratamentul si profilaxia gingivitei de sarcind.

Materiale si metode

In studiul dat au fost incluse 40 paciente cu
gingivita, dintre care 25 gravide si 15 lduze. Dintre
acestea, 5 paciente au fost supuse tratamentului. De
asemenea au fost selectate publicatii si informatii din
aproximativ 20 de surse ( articole si literatura de spe-
cialitate).

Pentru investigarea gravidelor, drept metode de
examinare a pacientelor am urmat pasii:

o examenul clinic subiectiv

e examenul clinic obiectiv

e examenul complementar

Rezultate si discutii:

Incidenta gravidelor/liuzelor cu gingivita

Incidenta gravidelor cu gingivitd este de 41.66%
fatd de numadrul total de paciente cu gingivitd-25 ob-
servate in timpul studiului (timp de un trimestru).

Incidenta lauzelor cu gingivitd este de 28.30%,
din numadrul total de lduze-15 observate in timpul
studiului (timp de un trimestru).

treatment of pregnancy gingivitis is often difficult,
since the administration of certain drugs such as an-
tibiotics or hormones presents some risks. It is man-
datory to perform a treatment that would not influ-
ence the fetus.

Pregnancy gingivitis also affects the fetus health.
Bacterial plaque is the source of infection. For this
reason, some pregnancies can have a number of com-
plications, such as premature pregnancy, fetal devel-
opment abnormalities, intrauterine infections, or de-
layed intrauterine development.

Since the early 1960s there has been an increase
in the prevalence and severity of gingival inflamma-
tion during pregnancy without the association of
dental plaque [1]. In previous studies, gingival in-
flammation in pregnancy had a prevalence between
30% and 100% [6]. Some cross-sectional research has
shown that the percentage of pregnant women with
gingivitis was 89% in Ghana, 86.2% in Thailand and
47% in Brazil [7]. This variation may reflect differ-
ent populations studied and their characteristics, as
well as differences in the definitions of periodontal
disease between studies [7]. Other authors state that
the incidence of pregnancy gingivitis accounts for
63% [8].

Unfortunately, to date the studies related to the
correlation of pregnancy-gingivitis-dentoperiodon-
tal system are not quite well researched and elucidat-
ed. This problem concerns not only dentists, but also
gynecologists and endocrinologists [10].

Purpose of the study

To study the manifestations of pregnancy gingivi-
tis and its causes in the population of the Republic of
Moldova, as well as the prevention and treatment of
pregnancy gingivitis.

Materials and methods

The study included 40 women with gingivitis, of
which 25 pregnant women and 15 postpartum wom-
en. Of these, 5 patients were subject to treatment.
Publications and information from about 20 sources
(articles and dental literature) were selected.

Pregnant women were subject to the following
methods of examination:

e subjective clinical examination

e objective clinical examination

e complementary examination

Results and discussions:

Incidence of gingivitis in pregnant women/post-
partum women.

The incidence of gingivitis in pregnant women
accounts for 41.66%, compared to the total number
of patients with gingivitis - 25 during the study (for
a trimester).

The incidence of gingivitis in postpartum women
accounts for 28.30%, of the total number of postpar-
tum women - 15 examined during the study (for a
trimester).
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Incidenta gingivitei in sarcina conform trimes-
trului de sarcina

Intrucit sarcina cuprinde 3 trimestre, pacientele
din studiul dat, au fost divizate in 3 loturi: lotul 1- tri-
mestrul I; lotul 2- trimestrul II; lotul 3- trimestrul II1;
In urma studiului, s-a constatat ci incidenta gravide-
lor cu gingivita este cea mai mare in trimestrul II de
sarcina, apoi in trimestrul I si mai putin in trimestrul
III de sarcina, dupa cum urmeaza: lotul 1- 8 pacien-
te deci 32%; lotul 2- 13 paciente deci 52%; lotul 3- 4
paciente deci 16%;

Incidenta gingivitei de sarcina conform virstei

Pacientele din loturile date, aveau virsta cuprin-
sa intre 18 ani si 30+. Incidenta gingivitei in sarcina
conform virstei cu valoarea cea mai mare, a fost ob-
servatd in lotul femeilor ce aveau 18-30 ani, aceasta
tiind 70% respectiv 28 paciente. Pe locul 2 a fost pla-
satd categoria femeilor cu virsta de 30+ ani, aceasta
tiind de 25% respectiv 10 paciente. Locul 3 a revenit
femeilor de 18 ani- 5%- 2 paciente.

Manifestarile gingivitei de sarcina - examen su-
biectiv

Conform examenului subiectiv al pacientelor, am
observat cé toate pacientele- 40 paciente acuza du-
reri gingivale (100%); 38 paciente acuzi singerari in
timpul masticatiei si alimentatiei (95%); 32 paciente
acuzd edem gingival (80%) si 21 paciente acuzd pru-
rit §i hiperemie gingivald (52.5%);

Manifestarile gingivitei de sarcina - examen
obiectiv

Mai intii am determinat indicele de igiena orala
simplificat OHI-S Green-Vermilion prin aprecierea
placii bacteriene si a tartrului de pe 6 suprafete den-
tare. Am determinat indicele de placd si tartru den-
tar, indicele de inflamatie gingivald SILNESS si LOE
(1967). S-a constatat ca pacientele prezintd un grad
usor sau mediu de inflamatie gingivala. Mai mult de-
cat atit, cu ajutorul unei sonde parodontale, palpind
usor gingia, am apreciat gradul de singerare gingivala
“Indicele de singerare gingivala Muhlemann si Son”.

Sporirea igienizarii cavitatii bucale in timpul sar-
cinii este cauzat de un sir de factori, precum: reflexul
sporit de voma, toxicoza, nesuportarea mirosului sau
gustului pestei de dinti, greturi, sensibilitatea sporita
a gingiilor, afirma pacientele implicate in studiul dat.

In urma analizelor de laborat, observim ci
are loc hipocoagularea singelui. La 35% din fe-
meile insircinate (1/3), trombocitele sunt scdzu-
te fata de nivelul normal (150.000-450.000 celule/
microlitru), pe cind la 75% din femeile insarcina-
te (2/3), nivelul trombocitelor este la limita de jos.
Mai mult decit atit, acestea prezinta un nivel inalt al
leucocitelor ( in norma fiind de 3,500 - 10,500 celule/
microlitru), ceea ce semnifica prezenta inflamatiei in
organism.

Studiind datele hemoglobinei si hematocritului,
(in norma acestea fiind de 120-155 grame/L si re-

Incidence of pregnancy gingivitis according to
pregnancy trimester

As pregnancy comprises 3 trimesters, the pa-
tients in this study were divided into 3 groups: group
1- 1% trimester, group 2- 2™ trimester, group 3- 3
trimester. The study has established that the high-
est incidence of gingivitis is recorded in the second
trimester of pregnancy, being followed by the first
trimester and a low incidence in the third trimester
of pregnancy. The distribution of patients in groups
is as follows: group 1-8 patients (32%), group 2-13
patients (52%), group 3-4 patients (16%).

Incidence of pregnancy gingivitis according to
age

Pregnant patients were aged between 18 and 30+
years. The highest incidence of pregnancy gingivitis
according to age was found in the group of women
aged 18-30 years old (70%), 28 patients, respectively.
The group of women aged 30+ years, (25%) 10 pa-
tients, were ranked second, being followed by women
aged 18 years - 2 patients (5%).

Manifestations of pregnancy gingivitis - subjec-
tive examination

According to the subjective examination of the
patients, it was recorded that all the patients - 40 pa-
tients, had gum pain (100%), 38 patients reported
bleeding during chewing and eating (95%), 32 pa-
tients had gingival edema (80%) and 21 patients had
gingival itching and hyperemia (52.5%).

Manifestations of pregnancy gingivitis - objec-
tive examination

First the OHI-S Green-Vermilion simplified oral
hygiene index was determined by assessing the bac-
terial plaque and tartar on 6 dental surfaces. The in-
dex of dental plaque and tartar was determined, as
well as the index of gingival inflammation SILNESS
and LOE (1967). It was found that the patients had
a mild or medium gingival inflammation. Moreover,
with the help of the periodontal probe, gently apply-
ing pressure on the gums, the degree of gum bleeding
»Muhlemann and Son gingival bleeding index“ was
appreciated.

The increase in dental hygiene during pregnancy
is determined by a number of factors, such as: in-
creased vomiting reflex, toxicosis, low tolerance of
toothpaste smell or taste, nausea, and increased gum
sensitivity, as reported by the patients involved in this
study.

Following the laboratory tests, blood hypoagula-
tion was revealed. In 35% of pregnant women (1/3),
platelets are lower than normal (150,000-450,000
cells / microliter), whereas in 75% of pregnant wom-
en (2/3) platelets are at the lower limit. Moreover,
they have a high level of leukocytes (normal values
3,500 - 10,500 cells / microliter), which means the
presence of inflammation in the body.

It was observed an essential decrease in hemo-



spectiv 34,9-44,5%), observam o scddere esentiala a
acestora. 28 paciente implicate in studiul dat sufera
de anemie -70%, acestea afirmind ca urmeza trata-
ment antianemic cu acid folic, sorbifer, Ferimax si
Hemoglobin Plus.

Nu in ultimul rind, am efectuat analizele de la-
borator cu scopul de a determina microorganismele
cavitatii bucale si a nazofaringelui. Acestea includ
antibioticograma sau atifungigrama. Datele de labo-
rator ne-au demonstrat cé infectiile cu Streptococcus
B hemolitic, Streptococcus Viridans si Staphilococcus
Aureus sunt cel mai des intilnite.

Tinind cont de faptul cé pacientele studiului sunt
insdrcinate, pentru tratamentul infectiilor au fost
recomandate antibiotice conform antibioticogramei
fiind inofensive atit mamei cit i fatului. Au fost pre-
scrise Ciprofloxacina, Doramicina, 1 compr. 500 mg-
2 X zi- 7 zile. Clétituri zilnice ale cavititii bucale cu
sol. Antiseptic: ceai de musetel, apd oxigenata, apoi
badijonarea gingiilor cu Bicarbonate de Sodiu, Mi-
ramistin sau Chlorophyllipt. Badijonarile sunt reco-
mandate 7 zile in fiecare lund, pe parcursul sarcinei
si lduziei.

Pe linga tratamentul antimicrobian, pacientelor
le-a fost prescris si tratament antianemic, conform
perioadei de sarcind si lduzie. Pacientele au folosit
Sorbifer, Hemoglobin Plus sau Acid Folic, in depen-
dentd de cum suporta fiecare pacienta in parte pre-
paratul respectiv. De asemenea pacientele insdrcinate
au folosit si vitamine ca Vit. B12 -2.6 mcg, Vit. A -770
mcg, Vit. E -15 mg, Calciu- 1000 mg.

In urma celor studiate, s-a demonstrat cd femeile
insdrcinate cu manifestdri ale gingivitei, netrate, au
dus la un sir de complicatii asupra nasterii si a nou-
néscutilor.

CONCLUZII:

1. Inurma studiului, s-a demonstrat c gingivita
isi face aparitia in timpul sarcinii si mai putin
in timpul lauzi-ei.

2. In timpul sarcinii aceasta apare de cele mai
multe ori la femeile cu virsta cuprinsa intre
18-30 ani (70%- conform studiului dat).

3. Manifestarile gingivitei sunt mult mai accen-
tuate in luna a 8-a a sarcinii. In comparatie cu
femeile gravide, lduzelor le revine un numér
mai mic de cazuri de gingivita (28,3%- con-
form studiului dat).

4. Tratamentul propus in studiul dat si indicat
femeilor insércinate, este potrivit oricarui tri-
mestru de sarcind.

5. Astfel observam cd microflora predominan-
td este alcdtuitd din: Streptococcus Viridans,
Staphilococcus Aureus, Streptococcus P he-
molitic.

globin and hematocrit (norm 120-155 grams / L and
34.9-44.5%). It was found that 28 patients involved in
this study had anemia - 70%, who received antiane-
mic treatment with folic acid, sorbifer, Ferimax and
Hemoglobin Plus.

Laboratory analyzes were performed to deter-
mine microorganisms in the buccal cavity and na-
sopharynx. These included the antibioticogram or
atifungigram. Laboratory data have shown that in-
fections with haemolytic Streptococcus {3, Strepto-
coccus Viridans and Staphilococcus Aureus are the
most common.

Considering that the patients in the study are
pregnant women, there were selected antibiotics ac-
cording to antibiotic guidelines recommended for
the treatment of infections, which were harmless to
both the mother and fetus. There were prescribed
Ciprofloxacin and Doramicin 500 mg, 2 tablets per
day, for 7 days. Daily rinses of the oral cavity with
antiseptic solutions were carried out: chamomile tea,
hydrogen peroxide, then gum dressings with sodium
bicarbonate, Miramistin or Chlorophyllipt for 7 days
every month, during pregnancy and postpartum pe-
riod.

In addition to antimicrobial treatment, patients
were also prescribed antianemic treatment, accord-
ing to the period of pregnancy and postpartum pe-
riod. Patients were administered Sorbifer, Hemoglo-
bin Plus or Folic Acid, depending on patients drug
tolerance. Pregnant patients were also administered
vitamins such as Vit. B12- 2.6 mcg, Vit. A- 770 mcg,
Vit. E- 15 mg, Calcium- 1000mg.

The study has shown that untreated gingivitis in
pregnant women has led to a series of complications
on delivery and newborns.

CONCLUSIONS:

1. The study has shown that gingivitis is more
common during pregnancy and less common
during the postpartum period.

2. During pregnancy gingivitis occurs more
commonly in women aged 18-30 (70% accor-
ding to the study).

3. Gingivitis manifestations are more marked
in the 8th month of pregnancy. Compared to
pregnant women, postpartum women are re-
ported to have fewer cases of gingivitis (28,3%
- according to the study).

4. The treatment proposed for pregnant women
in the study is suitable for any trimester of
pregnancy.

5. The predominant microflora was found to be
composed of: Viridans Streptococcus, Staphy-
lococcus Aureus, p-Hemolytic Streptococcus.
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Rezumat

Scopul lucrarii date a fost de a efectua o
analizd cu privire la pre-cancerul oral si dia-
gnosticul lui precoce. In baza studiului efec-
tuat s-a ajuns la concluzia ca leziunile precan-
ceroase constituie una din problemele actuale
ale medicinii contemporane teoretico-prac-
tice. Diagnosticul intarziat al acestor leziuni
duce la cresterea numaérului de cazuri de
transformare a lor in cancer.

In prezent, a obtinut recunostinti con-
ceptul de ,,pre-cancer”, care pune in evidentd
schimbarile precanceroase ce stau la baza sta-
rilor precanceroase. In aspectul prezentirilor
contemporane a cancerogenezei pre-cancerul
este o stare dinamica de transformare in can-
cer. In astfel de imprejuriri, veriga principald
in profilaxia cancerului o constituie diagnos-
ticul precoce al acestor leziuni, care presupu-
ne un examen clinic minutios si competent.

Cuvinte cheie: pre-cancer, mucoasa ora-
14, diagnostic precoce, leziune precanceroasa,
concept de "pre-cancer”.

Ultimii ani, in structura afectiunilor orale s-au in-
registrat schimbdri esentiale, in special a crescut pon-
derea leziunilor precanceroase. Ele constituie una
din problemele actuale ale medicinii contemporane
teoretico-practice. Diagnosticul intarziat al acestor
leziuni, incontestabil, duce la cresterea numarului de
cazuri de transformare a lor in cancer. Prin urmare
veriga principald, in profilaxia cancerului, o consti-
tuie diagnosticul precoce al acestor leziuni

In prezent, a obfinut recunostin{i conceptul de
“pre-cancer” care pe parcursul evolutiei sale pune in
evidentd :

— schimbarile precanceroase, ce au la baza leziu-

nile morfologice corespunzatoare;

— starile precanceroase , pentru care sunt carac-
teristice manifestarile acestor schimbéri mor-
fologice [7].

In aspectul prezentirilor contemporane a cance-
rogenezei, pre-cancerul — este o stare dinamica de
transformare in cancer ca rezultat al modificarii per-
manente a proprietatilor celulelor spre malignizare.
Transformarea precancerului in cancer are loc, nu
atat in rezultatul schimbarilor cantitative, cit a mo-
dificdrii calitative a starii biologice a celulelor, acu-
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Summary

The purpose of this article was to carry
out an analysis regarding the oral pre—cancer
and its early diagnosis. Based on the study it
was underlined that the precancerous lesions
are one of the actual problems of theoretical
and practical contemporary medicine. De-
layed diagnosis of these lesions increases the
number of cases of malignant transformation.

Currently, the concept of “pre-cancer” has
developed. It points out precancerous changes
that are the background of precancerous con-
ditions. In the aspect of contemporary pre-
sentations of carcinogenesis, pre-cancer — it
is a dynamic condition of malignant transfor-
mation. The main step in cancer prophylaxis
is the early diagnosis of these lesions, which
involves a careful and responsable clinical ex-
amination.

Key words: pre—cancer, oral mucosa, early
diagnosis, precancerous lesion, concept of
“pre-cancer”.

The last years, essential changes have been regis-
tered in the structure of oral diseases, in particular,
the share of precancerous lesions has increased. They
are one of the actual problems of theoretical and
practical contemporary medicine. Delayed diagnosis
of these lesions, undoubtedly, increases the number
of cases of malignant transformation. Therefore, the
main step in cancer prophylaxis is the early diagnosis
of these lesions.

At present, it has been recognized the concept of
“pre-cancer” which highlights:

— precancerous changes, based on the corres-

ponding morphological lesions;

— precancerous conditions, based on manifestati-

ons of these morphological changes [7].

In the aspect of contemporary presentations of
carcinogenesis, pre-cancer — it is a dynamic condi-
tion of malignant transformation as a result of the
permanent modification of cells properties towards
malignancy. The conversion of the pre-cancer into
cancer takes place, not based on the quantitative
changes, but on the qualitative changes of the cells
biological state with the cumulation into them of the
cancerous cells properties. Speaking about precan-
cerous lesions, the term “disease with malignant po-
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mularea in ele a proprietatilor, caracteristice celulei
cancerogene. Referindu-ne la leziunile pre-canceroa-
se se recomanda termenul de “afectiune cu potential
malign”, deoarece noile intitulari sugereaza ca nu toa-
te afectiunile descrise de acest termen se pot trans-
forma in cancer.

Manifestarile clinice in cavitatea orald, recunos-
cute ca fiind pre-canceroase sunt clasificate in urma-
toarele grupe mari, leziuni si afectiuni:

— 0 7leziune pre-canceroasd” este un fesut alterat
morfologic in care este mai mare probabilita-
tea sa apard cancerul oral decat in echivalen-
tul sau normal.

— pe cand 7leziune cu potential de malignizare”
sunt leziuni care, desi nu evolueazd in mod obli-
gatoriu spre cancer, prezintd totusi un risc dege-
nerativ crescut, variabil de la o leziune la alta.

— iar o "afectiune pre-canceroasd” este o stare ge-
neralizata asociatd cu un risc semnificativ de
aparitie a cancerului [4].

Conceptul de leziune sau afectiune orald ca fiind

wpre-canceroasd” se bazeaza pe urmatoarele:

— in studiile longitudinale existd tesuturi cu
modificéri certe ale aspectului clinic, identi-
ficate la primul examen clinic ca fiind "pre-
canceroase”, care s-au transformat in maligne
la etapa de monitorizare;

— unele din aceste modificéri, in special petele
rosii si albe, coexistd la marginea carcinoame-
lor cu celule scuamoase;

— o parte din ele pot prezenta aceleasi modifi-
cari morfologice si citologice observabile si in
tumorile epiteliale, insé fara o invazie clarg;

— unele modificari cromozomiale, genetice si
moleculare, descoperite in diferite tipuri de
cancer oral clar invaziv, pot fi detectate si in
aceste faze “pre-canceroase” si ”pre-maligne’.

Modificérile precanceroase variaza esential cu re-
ferire la clinicd, caracter, volum si pronostic. Ele pot
sd se dezvolte in patru directii de baza: progresie, in-
vazie fird progresie, evolutie indelungata fara modi-
ficari esentiale, regresie. Dezvoltarea pre-cancerului
pe etape cu o treptata avansare a proceselor patolo-
gice constituie progresia bolii. In anumite etape acest
proces poate deveni complet reversibil. Insi odati cu
avansarea bolii reversibilitatea lent scade. La exclu-
derea factorilor nefavorabili devine posibila regresia
elementelor patologice, stabilizarea procesului fara ca-
reva schimbari esentiale sau dezvoltare continua fara
tendintd pentru transformare. Pastrarea fonului nefa-
vorabil duce la malignizarea focarului patologic, fiind
confirmat de rezultatele studiilor morfologice prin de-
pistarea celulelor atipice in materialul biopsiei. Evident
c3, in dezvoltarea procesului, numai progresia este o
trecere indispensabila a pre-cancerului in cancer [5].

Keratozele ca stari precanceroase pot fi sistema-
tizate in:

1. Keratoze fira tendinte de malignizare (for-

ma primara a leucoplaziei, leucoplazia moale,
limba geografici, etc.).

tential” is recommended, because not all the diseases
described by this term can turn into cancer.

Clinical changes in the oral cavity, recognized as
precancerous changes, are classified into the follow-
ing groups, lesions and conditions:

— a “pre—cancerous lesion” is a morphologically
altered tissue which has bigger probability to
convert into oral cancer than into its normal
state.

— a “lesion with malignant potential” is the le-
sion which, although it does not evolve ne-
cessarily into cancer, nevertheless presents an
increased degenerative risk, variable from one
lesion to another.

— and a “pre-cancerous condition” is a genera-
lized condition associated with a significant
risk of cancer appearance [4].

The concept of “pre—cancerous” lesion or condi-

tion is based on the following:

— in the logitudinal studies there are tissues
with certain clinical changes, identified as be-
ing “pre—cancerous” at the first clinical exami-
nation, which turned into malignant lesions
at the follow-up stage;

— some of these changes, especially red and
white spots, coexist with squamous cells on
the edge of carcinomas;

— some of them can present the same morpho-
logical and cytological changes that can be
observed in epithelial tumors, but without a
clear invasion;

— some chromosomal, genetic and molecular
changes, found in different types of clearly in-
vasive oral cancer, can also be detected in the-
se “pre—cancerous” and “pre-malignant” states.

Precancerous changes vary essentially by clinical
changes, character, volume and prognostic. They can
develop in four basic directions: progression, invasion
without progression, long evolution without essential
changes, regression. The pre—cancer development
with a gradual progression of the pathological process
is the progression of the disease. At some stages this
process can become completely reversible. But with
the disease progression, the reversibility slowly de-
creases. By elimination of the unfavorable factors it is
possible the regression of the pathological elements,
the stabilization of the process without any essential
changes or continuous development without tendency
for malignant transformation. The preservation of the
unfavorable background leads to the malignant trans-
formation, this fact being confirmed by the results of
the morphological studies with the detection of atypi-
cal cells in the biopsy material. Obviously, in the de-
velopment of the process, only progression is an indis-
pensable transformation of precancer into cancer [5].

Keratosis, as precancerous states, can be system-
atized into:

1. Keratosis without malignant tendencies

(primary form of leukoplakia, geographic
tongue, etc.).



2. Pre-cancerul facultativ cu probabilitate de
malignizare pana la 6% (leucoplazia plata, li-
chen plan forma hiperkeratozica, lichen plan
forma buloasa, etc.).

3. Pre-cancerul facultativ cu tendinta spre ma-
lignizare de la 6% péana la 15% (leucopazia
forma verucoasa si eroziva, lichen plan forma
hiperkeratozica si erozivd, glosita romboida-
forma hiperplastica, etc.).

4. Pre-cancerul obligat cu o probabilitate de ma-
lignizare mai mare de 16% (leucoplazia forma
eroziva, lichen plan forma eroziv-ulceroasa, sin-
dromul Bowen, keratoza atrofica, etc.) [9].

Conform clasificarii, OMS 2014, sunt puse in evi-

dentd cinci stéri, ce se referd catre leziunile pre-can-
ceroase ale cavitétii orale [2], (figura 1).

w‘\/ Lichen plan bucal

Leucoplazia

Fibroza submucoasa orala

Fig.1. Afectiunile pre-canceroase ale cavitatii orale

Cele mai rdspandite leziuni pre-canceroase in
opinia lui Van der Waal I. in anul 2009 au fost leuco-
plazia si eritroplazia. Iar cele mai frecvente localizéri
ale leziunilor pre-canceroase mentionate sunt:

— 26% mucoasa jugala bilateral;

— 10% mucoasa jugala unilateral;

— 10% buza inferioara [3].

Lichen plan

A fost descris pentru prima datd in anul 1869 de
catre dermatologul britanic E.Wilson. Este o afec-
tiune inflamatorie cronici, o dermatozd cutaneo-
mucoasi, de etiologie necunoscuti. In cadrul ei se
acorda atentie limfocitelor T, care se acumuleaza sub
epiteliul mucoasei orale si cresc rata de diferentiere a
epiteliului scuamos stratificat rezultand hiperkerato-
za si eritem, cu sau fard ulceratii. Morfologic ii este
caracteristica triada : hiperkeratoza, decompozitia
stratului bazal al epiteliului si infiltratie inflamatorie
in straturile epiteliale si zona adiacenta a corionului
(figura 2).

In cazul lichenului plan pe epiteliul cutanat al
suprafefelor flexoare ale extremitatilor sunt prezen-
te papule . =

roz-violete, "
insotite de prurit. Pe su-
prafata papulelor poate
fi un desen fin insinuos
prezentat de puncte si li-
nii alb-gri — Wickhamss
striae (figura 3).

Catre factorii ce con-
tribuie la aparitia liche-
nului plan se atribuie:

e reactiile licheno-

ide de contact (

—_———

Fig.2. Aspectul clinic si morfologic al leziunii mucoasei jugale in cadrul
lichenului plan
Fig. 2. Clinical and morphological appearance of the buccal mucosal
lesion in the lichen planus

2. Optional pre-cancer with a malignancy
probability up to 6% (flat leukoplakia, hyper-
keratotic lichen planus, bullous lichen planus,
etc.).

3. Optional pre-cancer with a tendency to
malignancy from 6% to 15% (verrucous and
erosive leukoplakia, hyperkeratotic and erosi-
ve lichen planus, rhomboid glossitis—hyper-
plastic form, etc.)

4. Compulsory pre-cancer with a malignancy
probability more than 16% (erosive leuko-
plakia, erosive and ulcerated lichen planus,
Bowen syndrome, atrophic keratosis, etc.) [9].

According to WHO 2014 classification, five states

of oral cavity precancerous lesions are highlighted
[2], (figure 1).

\—
I
\

Oral lichen planus

Leukoplakia

Oral submucous fibrosis

Fig.1. Precancerous lesions of oral cavity

The most common precancerous lesions accord-
ing to Van der Waal I. in 2009 were leukoplakia and
erythroplakia. And the most common locations of
the mentioned precancerous lesions are:

— 26% bilateral buccal mucosa;

— 10% unilateral buccal mucosa;

— 10% lower lip [3].

Lichen planus

It was first described in 1869 by British derma-
tologist E. Wilson. It is a chronic inflammatory dis-
order, a cutaneous-mucosal dermatosis, of unknown
etiology. The attention is paid to T lymphocytes that
accumulate under the epithelium of the oral muco-
sa and increase the differentiation rate of stratified
squamous epithelium resulting in hyperkeratosis and
erythema, with or without ulcerations. Morphologi-
cally, it is characterized by the triad: hyperkeratosis,
decomposition of the basal layer of the epithelium
and inflammatory infiltration in the epithelial layers
and in the adjacent area of the corium (figure 2).

In the case of lichen planus on the skin epithe-
lium of the flexor surfaces of the extremities there
' = 3 are pink-purple pap-
ules, accompanied by
pruritus. On the papules
surface it can be a deli-
cate drawing presented
by white dots and lines
— Wickham striae (fig-
ure 3).

There are the fol-
lowing factors that con-
tribute to the etiology of
lichen planus:
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materiale dentare sau
iritatii) in 55,7% ca-
zuri;

e cruptiile  lichenoide
dupa  administrarea
medicamentelor  in
19,7% cazuri;

e stresul in 76,8% ca-
zuri;

e lichenul plan asociat
cu diferite afectiuni:

contact lichenoid reacti-
ons (dental materials or
irritations) in 55.7% ca-
ses;

medicamentous lichenoid
eruptions in 19.7% cases;
stress in 76.8% cases;
lichen planus associated
with  different general
diseases: diabetes, chro-
nic hepatopathies, auto-

diabet zaharat, hepato- Fig.3. Manifestare epiteliald a lichenului plan immune diseases — lupus,
patii cronice , afectiuni Fig.3. Epithelial changes of the lichen planus pemphigus, ulcerative co-
autoimune — lupus, litis in 55.7% cases;
pemfigus, colita ule- e idiopathic lichen planus
crativa in 55,7% cazuri; [8].
e lichenul plan idiopatic [8]. Lichen planus of the oral mucosa and lips has six
Lichenul plan al mucoasei cavitatii bucale si bu- clinical variants:
zelor este reprezentat prin sase forme clinice : o reticular lichen planus;
o lichen plan reticulat ; o atrophic lichen planus;
o lichen plan atrofic ; o erosive lichen planus;
o lichen plan eroziv; o plaque-like lichen planus;
o lichen plan sub forma de plac;  bullous lichen planus;
o lichen plan bulos; o papular lichen planus (figure 4).
o lichen plan pigmentar (figura 4). Erythroplakia
Eritroplazia It was first described in 1893 by Darie and Fur-
A fost descrisa pentru prima datd in anul 1893 nie. It is a mucosal lesion with the highest potential
de citre Darie si Furnie. - i ; for malignant trans-

formation in the oral
cavity. Pindborg (1980)
describes it as a reddish
spot that can not be
classified clinically or
anatomopathologically
into any other definable
disease. Erythroplakia
is a rare, free disease,
often presented as a
combination of red and
white lesions (figure 5).

Erythroplakia is of-
ten represented by a
smooth or granular sur-
face with the following

Este o leziune a mucoasei
cu cel mai mare potenti-
al de transformare ma-
ligna la nivelul cavitatii
orale. Pindborg (1980)
o descrie ca o pata de
culoare rosu-aprins, ca-
tifelata, care nu poate fi
incadratd clinic sau ana-
tomopatologic in nici o
altd afectiune definibila.
Eritroplaziile par a fi rare,
desinestatatoare, deseori
prezente ca o combinatie
de leziuni rosii si albe (fi-
gura 5).

Fig.4. Forme de lichen pIa
Fig. 4. Lichen planus variants

S

ori platd cu o suprafatd
neteda sau granulard ce
se diferentiazd in urma-
toarele forme clinice:

plazie se utilizeaza pen-

Eritroplazia este dese-

o forma omogena;
o eritroleucoplazia;
o eritroplazia patatd
(figura 6).
Leucoplazia
Termenul de leuco-

Ry U

Fig.5. Aspectul clinic al eritroplaziei

Fig.5. Clinical appearance of erythroplakia

clinical forms:
o homogeneous form;
o erythroleukoplakia;
o speckled erythro-
plakia (figure 6).
Leukoplakia
The term leukopla-
kia is used to recognize
white plaques, accompa-
nied by the pathological
cornification of the epi-
thelium (figure 7).

tru a recunoaste plicile
albe cu risc, insotite de ' s
cornificarea patologica a Fig.6. Tipuri de eritroplazie
epiteliului (figura 7). Fig.6. Clinical variants of erythroplakia



Fig.7. Aspectul clinical leucoplaziei
Fig.7. Clinical appearance of leukoplakia

Fig.9. Leucoplazia omogend
Fig.9. Homogeneous leukoplakia

Fig.11. Neomogene nodulare: formatiuni polipoide midi,
excrescente rotunde albe si rosii

Fig.11. Nodular non—homogeneous: small polypoid appearances,

white and red round proliferations

Cauza principald in dezvoltarea acestei maladii
o constituie factorii exogeni nefavorabili. Insa nu se
exclude si influenta factorilor endogeni, ce creaza un
fundal favorabil pentru reactiile leucoplazice ale mu-
coasei orale.

Schuermann (1958) distinge trei tipuri de leuco-

plazie:

e leucoplazia-simptom, asociatd afectiunilor
sistemice ;

e leucoplazia- afectiune (leucoplazia adevara-
td), caracterizata prin hiperkeratinizarea mu-
coasei orale fard semne de inflamatie;

e leucoplazia falsa — include lupusul eritema-
tos, lichenul plan si afectiunile mucoasei ca-
vitatii bucale insotite de aparitia focarelor de
hiperkeratoza [6], (figura 8).

Fig.8. Leucoplazia cu localizare pe mucoasa jugala
Fig.8. Leukoplakia of the buccal mucosa

o A A A

Fig.10. Neomogene patate : mixte, albe i rosii, pastrand
predominant aspectul alb

Fig.10. Speckled non—homogeneous: mixed, white and red,

predominantly preserving the white aspect.

Fig.12. Neomogene verucoase: aspect de suprafata ridata si zbdrcita
Fig.12. Verrucous non—homogenous: fissured and wrinkled surface

The main cause for the development of this dis-
ease is the unfavorable exogenous factors. However,
it is not excluded the influence of endogenous fac-
tors, which creates a favorable background for leu-
koplakia.

Schuermann (1958) distinguishes three types of
leukoplakia:

o leukoplakia-symptom,

systemic disorders;

o leukoplakia — condition (true leukoplakia),
characterized by hyperkeratinization of the
mucosa without inflammation signs;

o false leukoplakia — includes lupus erythe-
matosus, lichen planus and the oral mucosa
diseases accompanied by hyperkeratosis [6],
(figure 8).

associated  with
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In prezent sunt recunoscute doud forme clinice
de leucoplazie: leucoplazia omogena si neomogena.
Distinctia lor este pur clinicd, se bazeazd pe culoarea
suprafetei si pe caracteristicile morfologice (grosi-
me).

Leziunile omogene sunt uniforme, plate, subtiri,
prezentand santuri adanci in keratina suprafetei. Riscul
de transformare malignd este relativ redus (figura 9).

Leziunile neomogene au un risc mult mai mare
de transformare malignd. Acestea includ tipurile (fi-
gura 10, 11, 12):

Keratoza actinica

Reprezinta o afectiune cu potential de maligni-
zare la nivelul buzei inferioare. Epiteliul scuamos la
nivelul vermilionului buzei poate fi hiperplastic sau
atrofic si indica o maturare dezordonata, cu un grad
variat de keratinizare, ati-
pizm celular si activitate
mitotica crescutd la micro-
scopie.

Un pronostic provizo-
riu poate fi realizat in baza
semnelor clinice, insa un
diagnostic definitiv nece-
sitd un examen morfologic
(' biopsie).

Localizarea
ristica pe bordura rosie a
buzelor sub forma poligo-
nala, permite diagnosticul
hiperkeratozei delimitate.
Palpator se determind o
consistentd in suprafata
focarului (figura 13).

Fibroza orala submu-
coasa

Reprezinta o afectiune
cronicd caracterizatd de
fibroza mucoasei tractului
digestiv superior, ce inclu-
de cavitatea orala, faringe-
le si deseori partea superi-
oard a esofagului.

Cu exceptia formelor timpurii ale afectiunii, cli-
nic se observa o pierdere semnificativd a mobilitatii
tesutului, datorita fibrozei din lamina propria si a
submucoasei.

Fibroza orald submucoasd este recunoscuta ca
tiind o afectiune cu potential malign. Diferite popu-
latii pot prezenta localizari diferite in cavitatea orala
(figura 14).

Diagnosticul obiectiv al starilor precanceroase in
cavitatea bucald este dificil spre deosebire de scrinin-
gul tumorilor epiteliale. Aceasta se explica prin faptul
ca formatiunile din mucoasa cavitatii orale la etapele
incipiente de dezvoltare nu au semne specifice proce-
sului malign (ulceratii, induratii, dureri), iar simpto-
mele clinice sunt foarte variate.

Diagnosticul precoce al formelor de debut pre-
supune o anamneza corectd si un examen clinic mi-

-
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caracte- sl
Fig.13. Aspectul clinic al keratozei actinice

Fig.13. Clinical appearance of actinic keratosis

Fig.14. Manifestare clinicd a fibrozei orale
Fig.14. Clinical manifestation of oral fibrosis

Currently, two clinical types of leukoplakia are
recognized: homogeneous and non-homogeneous
leukoplakia. Their distinction is purely clinical,
based on the surface color and on the morphological
characteristics (thickness).

The homogeneous lesions are uniform, flat, thin,
with deep grooves in the surface keratin. The risk of
malignant transformation is relatively low (figure 9).

Non-homogeneous lesions have a much higher
risk of malignant transformation. There are the fol-
lowing variants (figure 10, 11, 12):

Actinic keratosis

Actinic keratosis is a disease with a malignant po-
tential at the level of lower lip. Squamous epithelium
of the vermilion margin may be hyperplastic or atro-
phic and indicates a disordered development under
‘ microscopic examination,

with a varied degree of ke-
ratinization, cellular atypia
and increased mitotic ac-
tivity.

A temporary prognos-
tic can be made based on
clinical signs, but a defini-
tive diagnosis requires a
biopsy.

The characteristic lo-
calization on the vermil-
ion margin in a polygonal
form, allows the diagnosis
of delimited hyperkerato-
sis. On palpation it can be
felt an induration (figure

13).

Oral submucous fi-
brosis

Oral submucous fi-

brosis is a chronic disease
characterized by mucosal
fibrosis of the upper diges-
tive tract, which includes
the oral cavity, pharynx
and often the upper part of
the esophagus.

Excepting the early forms of the disease, clinical-
ly, there is a significant loss of tissue mobility, due to
fibrosis of the lamina propria and submucosa.

Oral submucous fibrosis is recognized as a dis-
ease with a malignant potential.

Different populations can present different loca-
tions in the oral cavity (figure 14).

Objective diagnostis of precancerous conditions
in the oral cavity is difficult in comparison with the
screening of epithelial tumors. This is explained by
the fact that the modifications of the oral cavity mu-
cosa at the early stages of development has no specific
signs of the malignant process (ulcerations, nodules,
pain), and the clinical symptoms are very varied.

Early diagnosis of initial forms requires a cor-
rect anamnesis and a careful and responsable clinical



nutios si competent, alaturi de investigatii paraclinice
uzuale, cum ar fi coloratia cu albastru de toluidind
si chemiluminiscenta (figura 15)

Coloratia cu albastru de toluidind este o metoda
mult mai informativa ce indicéd prezenta unei evolutii
maligne prin aplicarea solutiei de albastru de toluidi-
nd 1%. Colorantul este absorbit de nucleele celulelor,
numadrul cdrora creste in cazul prezentei unei evolutii
maligne ( figura 16).

Intensitatea coloratiei este direct proportionala
cu gradul de malignizare ceea ce permite sd vorbim
cu certitudine despre prezenta tumorii maligne (fu-
gura 17).

Chemiluminiscenta implica utilizarea unui stick
de lumind chemiluminiscent de unicd folosinta, ce
emite lumina la 430, 540 si 580 nm lungimi de unda.
Utilizarea sticului are scopul de a imbunatati distinctia
vizuala intre mucoasa normali si leziunile albe orale.
Epiteliul normal absoarbe lumina si apare intunecat,
in timp ce leziunile hiperkeratinizate sau displazice
apar albe. Diferenta de culoare depinde de grosimea
epiteliald modificata sau de densitatea mai mare a con-
tinutului nuclear si a matricei mitocondriale ce reflec-
ta in mod preferential lumina in tesuturile patologice
[10], (figura 18).

examination with usual paraclinical investigations,
such as toluidine blue staining and chemilumines-
cence (figure 15).

Toluidine blue staining is a more informative
method that indicates the presence of malignant
evolution by applying the 1% toluidine blue solu-
tion. The dye is absorbed by the nuclei of cells, which
number increases in the presence of malignant trans-
formation (figure 16).

The intensity of the coloring is directly propor-
tional to the degree of malignancy that allows us to
speak certainly about the presence of the malignant
tumor (figure 17).

Chemiluminescence involves a single-use che-
miluminescent light source that emits light at 430,
540 and 580 nm wavelengths. The use of this packet
allows to distinguish visually normal mucosa from
oral white lesions. The normal epithelium absorbs
light and appears dark, while the hyperkeratinized
or dysplastic lesions appear white. The color differ-
ence depends on the modified epithelial thickness
or higher density of the nuclear content and of the
mitochondrial matrix which reflects the light in the
pathological tissues [10], (figure 18).

Fig.15. Coloratia cu albastru de toluidina si chemiluminiscenta
Fig.15. Toluidine blue staining and chemiluminescence

Fig.16. Etapele colorarii cu albastru de toluidind 1%

Fig.17. Intensitatea coloratiei cu albastru de toluidind 1%
Fig.17. The intensity of 1% toluidine blue staining

Fig.16. The steps of 1 % toluidine blue staining
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In ultimul timp o com-
binatie dintre efectul al-
bastrului de toluidind si
sistemului de chemilumi-
nescentd, a primit aproba-
rea FDA (Food and Drug
Administration) ca adju-
vant la examinarea vizua-
13 a cavitétii orale [1]. Un
studiu recent, cu aplicarea
combindrii albastrului de
toluidind cu sistemul de
chemiluminiscenta la pa-
cientii cu risc ridicat de
malignizare, a demon-
strat cd majoritatea lezi-
unilor, cu un diagnostic
histologic de displazie sau
carcinom in situ, au fost
detectate §i cartografiate
folosind aceastd combiatie
de metode (figura 19).

Fig.18. Chemiluminiscenta leziunii hiperkeratinizate
Fig.18. Chemiluminescence of hyperkeratinized lesion

Lately, the combina-
tion of the effect of tolu-
idine blue staining and
chemiluminescence  sys-
tem has received FDA
(Food and Drug Admin-
istration) approval as an
adjuvant to the visual
examination of the oral
cavity [1]. A recent study
that applied the combi-
nation of toluidine blue
staining with the chemilu-
minescence system to the
patients with high risk of
malignancy showed that
the most of lesions, with
a histological diagnosis
of dysplasia or carcinoma
in situ, were detected and
mapped using this combi-
nation of methods (figure

Fig.19. Combinarea chemiluminiscentei cu albastru de toluidindg 1)

Concluzii
1. Terminologia i

staining

Fig.19. The combination of chemiluminiscence with toluidine blue

clasificérile prezentate contribuie la intelege-
rea aspectelor cunoscute, dar si continua dez-
voltarea termenelor si metodelor care si-au
demonstrat valoarea clinica si epidemiologi-
cd.

Cresterea numarului de pacienti cu afectiuni
orale precanceroase actualizeaza elaborarea,
modernizarea si eficientizarea, concomitent
simplificarea si atribuirea unui caracter cat
mai accesibil protocolului de diagnostic pen-
tru identificarea precoce a patologiei precan-
ceroase a mucoasei cavititii orale.

Conclusions

L.

The presented terminology and classifica-
tions allow the understanding of the known
aspects, but also continue the development of
the terms and methods that have demonstra-
ted their clinical and epidemiological value.
The increased number of patients with pre-
cancerous oral diseases updates the elabora-
tion, modernization and efficiency, also the
simplification and accessibility of the dia-
gnostic protocol for early detection of the oral
cavity precancerous diseases.
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Rezumat

Inflamatia pulpei dentare ca urmare a di-
feritor factori locali si generali riméne a fi po-
zitionatd printre primele locuri in patologiile
dentare, posedind o posibilitate inalta in dez-
voltarea complicatiilor periodontale.

Articolul oferd informatii cu privire la etio-
patogenia pulpitei acute, precum si rezultatele
obtinute in urma tratamentului a 12 pacienti
in perioada ultimelor 6 luni ale anului 2019.

Cuvinte cheie: pulpitd acuta, extirpare vi-
tald, sigilare tridimensionala.

Introducere

Potrivit literaturii de specialitate, in cadrul primi-
rii terapeutice, in cele mai frecvente cazuri de adre-
sare cu ,,durere acutd’, prevaleaza pulpita acutd care
constituie aproximativ 63%, restul 37% fiind atribuite
altor maladii dentomacxilare. Rationalizarea si perfec-
tionarea metodelor de tratament a pulpitelor consti-
tuie una din actualele probleme ale stomatologiei te-
rapeutice, deoarece diagnosticarea precoce si aplica-
rea metodelor de tratament adecvate diminueaza la
minim posibilitatea aparitiei unei complicatii. Astfel,
este inacceptabild cunoasterea deficitard, superficiala
de catre studenti si rezidenti, dar si a specialistilor cu
diploma a acestui subiect.

Etiologia: Originea afectiunilor pulpare este pre-
dominant bacteriana, avand o flord microbiand mix-
td, aeroba si anaeroba care provine in special din ca-
vitatea bucald, din mediul salivar, avind ca poartd de
intrare o leziune carioasd penetrantd. Acesti germeni
aerobi si anaerobi trdiesc intr-o adevarata simbioza.

Agentii patogeni ce pot cauza pulpitele acute pot fi:

1. Externi: Fizici (leziuni termice, electrice, me-

canice)

Chimici (acizi, baze, substante oxidante, me-
tale grele)

Bacterieni

2. Interni: A) Dismetabolisme

B) Avitaminoze C) Boli de sistem

D) Intoxicatii endogene

Patogenia. Microorganismele pot invada pulpa
dentard in mod direct, pe calea pulpo-parodontala si
pe calea hematogend.

ACUTE PULPITIS. ETIOLOGY,
PATHOGENESIS, AND TREATMENT
METHODS

Chirosca Valeria

Chetrus Viorica

1. Faculty of Dentistry, Nicolae Testemitanu SUMPh
2. Department of Odontology, Periodontology and
Oral Pathology, Nicolae Testemitanu SUMPh

Summary

Inflammation of the dental pulp, as a re-
sult of different local and general factors,
ranks first among dental diseases, with a high
likelihood of the development of periodontal
complications.

The article provides information on the
etiopathogenesis of acute pulpitis, as well as
the results obtained in the treatment of 12 pa-
tients over the last 6 months in 2019.

Keywords: acute pulpitis, vital pulp extir-
pation, three-dimensional sealing.

Introduction.

In therapeutic dentistry, according to the dental
literature, acute pulpitis prevails among the most
frequent complaints of ,acute pain®, constituting
about 63%, while 37% are attributed to other den-
to-maxillary diseases. Both the rationalization and
improvement of the treatment methods of pulpitis
are one of the current problems of therapeutic den-
tistry, because early diagnosis and appropriate treat-
ment methods minimize the likelihood of develop-
ing complications. Thus, the deficient and superficial
knowledge of this subject by students, residents, as
well as dentists is unacceptable.

Etiology: The origin of pulp diseases is predomi-
nantly bacterial, having a mixed microbial flora,
namely, aerobic and anaerobic, which originates
mainly from the buccal cavity and salivary medium,
having as a gateway a penetrating carious lesion.

These aerobic and anaerobic germs live in a true
symbiosis.

The pathogens which can cause acute pulpitis may
be:

1. External: Physical (thermal, electrical, mecha-

nical injuries)

Chemicals (acids, bases, oxidizing agents,
heavy metals)

Bacterial

2. Internal: A) Dysmetabolism

B) Avitaminosis C) Systemic diseases

D) Endogenous intoxications

Pathogenesis. Microorganisms can invade the
dental pulp directly, via the pulpal-periodontal and
hematogenous pathways.
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Accesul direct al microbilor in camera pulparad
deschisa cel mai frecvent este consecinta unei leziuni
carioase profunde. Alte conditii, care expun pulpa
actiunii microorganismelor orale sunt eroziuni, fisuri
ale structurilor dentare si fracturi ale dintelui, con-
secutive unui traumatism important. Supravietuirea
pulpei in aceste cazuri este o eventualitate rard, date
fiind invadarea microbiana masiva si necroza pulpa-
rd rapid instalata.

Calea pulpo-parodontala de acces al microbilor
spre pulpa dentara are trei variante: prin punga pa-
rodontald, canale laterale si prin foramenul apical.
Canalele laterale pot apdrea aproape oriunde pe su-
prafata rddacinilor dentare sau in ariile de bifurcare.
Colonizarea microbiand a acestor structuri poate fi
consecinta unei boli parodontale, tratamentului pa-
rodontal sau traumatismelor parodontiului.

Microorganisme din pungi parodontale profun-
de, din procese inflamatorii de vecindtate sau de pe
mucoasa gingivala prin foramenul apical spre fesutul
pulpar, fenomen destul de rar semnalat. Pe cale he-
matogena microorganisme ajung la pulpa ca urmare
a bacteriemiilor.

Indiferent de calea de patrundere a bacteriilor
in tesutul pulpar, prezenta lor induce raspunsul in-
flamator din partea gazdei. Aparifia infiltratului in-
flamator, la inceput cu polinucleare neutrofile si apoi
cu limfocite T si B, prezenta complementului si anti-
corpilor pot avea efect protector asupra leziunii, mai
tarziu, insd, are loc degenerarea si distrugerea pulpei
dentare. Deoarece pulpa este inclusa intr-o cavitate
durd, cu pereti neextensibili, inflamatia este rapid ur-
matd de necroza tesutului. Doar la interventii foarte
precoce prin mijloace endodontice specifice procesul
poate fi reversibil.

Este bine cunoscut faptul, ca pulpitele netratate
pot avansa un grad de distrugere a tesuturilor adi-
acente, evoluand de la o forma la alta, si in caz cand
dintele nu se trateazad pacientul frecvent ajunge la o
extractie dentara. Totodata, pulpitele pot constitui un
focar de infectie pentru intregul organism.

Conceptia contemporana a tratamentului endo-
dontic reusit include un diagnostic corect, cunoas-
terea topografiei si anatomiei cavitétii dentare, pre-
lucrarea mecanicd si medicamentoasd a canalelor
radiculare si obturarea calitativa a acestora.

Scopul cercetarii: Studierea factorilor etiologici
favorizanti in aparitia pulpitelor acute si a metodelor
de tratament pentru a preveni eventualele complica-
ti.

Materiale si metode: Cercetarile clinice se bazea-
za pe datele rezultate din chestionarele de tip deschis
adresate unui lot de 30 pacienti veniti pentru servicii
stomatologice in cadrul Centrului stomatologic Pun-
to Bianco, or. Chisinau, pe perioada ultimelor 6 luni
ale anului 2019.

Acestora li s-au acordat intrebéri privind nivelul
lor educational, adresabilitatea la serviciile stoma-
tologice, starea de anxietate ce o poarta atunci cand
vin la medicul stomatolog. Din totalul de 30 pacienti

Direct access of microbes into the open pulp
chamber most commonly is the consequence of a
deep carious lesion. Other conditions which expose
the pulp to the action of oral microorganisms are ero-
sions, fissures of dental structures and tooth fractures
following a considerable injury. The pulp survival in
these cases is a rare event, given the massive micro-
bial invasion and the fast developed pulp necrosis.

The pulpal-periodontal pathway of microbial ac-
cess to the dental pulp has three ways: the periodontal
pocket, lateral canals and apical foramen. The lateral
canals can appear almost anywhere on the dental root
surface or bifurcation areas. Microbial colonization of
these structures may be the consequence of periodontal
disease, periodontal treatment or periodontal injury.

Microorganisms in deep periodontal pockets,
nearby inflammatory processes or gingival mucosa
(following an injury with tooth displacement) can
migrate through the apical foramen to the pulp tis-
sue, a rarely reported phenomenon. Microorgan-
isms, via the hematogenous pathway, reach the pulp
as a result of bacteraemia. Regardless of the pathway
bacteria enter the pulp tissue, their presence induces
the host inflammatory response. The appearance of
the inflammatory infiltrate, first with neutrophilic
polynuclear cells, then with T and B lymphocytes, the
presence of the complement and antibodies can have
a protective effect on the lesion, but later, dental pulp
degeneration and destruction occurs. As the pulp is
included in a hard cavity with non-expandable walls,
inflammation is rapidly followed by tissue necrosis.
Only in very early interventions, by applying specific
endodontic means, the process can be reversible.

It is well known that untreated pulpitis can prog-
ress to the destruction of adjacent tissues, evolving
from one form to another, and in case the tooth is not
treated, it can frequently result in dental extraction.
At the same time, pulpitis can be a focus of infection
for the whole body.

The contemporary concept of successful end-
odontic treatment includes correct diagnosis, knowl-
edge of the topography and anatomy of the dental
cavity, mechanical and medicated preparation of root
canals and qualitative filling.

Purpose of the research: To study the etiologi-
cal factors favoring the appearance of acute pulpitis
and treatment methods in order to prevent possible
complications.

Materials and methods: The clinical research is
based on data collected from open-ended question-
naires of a batch of 30 patients who sought dental
care at the Punto Bianco Dental Center, Chisinau,
over the last 6 months in 2019.

They were asked questions about their back-
ground, frequency of seeking dental care, level of
anxiety when attending the dentist. Of the 30 patients
questioned, 12 patients were diagnosed with acute
pulpitis, which is the study object of the research.

The group was divided by gender: 3 (25%) fe-
male patients and 9 (75%) male patients, the



chestionati, 12 pacienti au fost diagnosticati cu pul-
pitd acutd, care constituie obiectul de studiu al acestei
cercetari. Lotul a fost divizat pe sexe: 3 (25%) pacienti
de sex feminin si 9 (75%) de sex masculin, varsta me-
die a pacientilor fiind intre 19-28 ani. Numérul ca-
zurilor de pulpita acuta de focar a fost de 2 (16, 6 %),
numadrul de cazuri de pulpita acuta difuza a fost de 10
(83,4 %). Din cei 12 dinti tratati, monoradiculari- 4 si
pluriradiculari-8.

Pacientii au fost supusi examenelor clinice pe
baza cédrora s-a stabilit diagnosticul complet si planul
de tratament. Un alt indicator luat in analiza con-
stituie rezulatele post-tratament, si anume existenta
unor acuze dupd tratamentul endodontic din partea
pacientilor.

Rezultate si discutii

In urma datelor colectate, referindu-ne la nivelul
educational, din cele 30 persoane chestionate atat
persoanele tinere, cat si adultii prezinta interes fata
de sanatatea lor bucald. Din punct de vedere al adre-
sabilitatii la medicul stomatolog in ultimele 6 luni
s-a observat un decalaj dintre persoanele ce au ape-
lat la serviciile stomatologice si cele care n-au apelat.
Rezultatele confirma faptul ca frica fatd de medicul
stomatolog constituie o rata destul de inaltd incd si
in prezent.

In urma studiului efectuat si a aplicarii practice,
fiecare pacient a primit tratament adecvat, toti paci-
entii fiind tratati prin metoda extirparii vitale. S-au
obtinut rezultate favorabile in toate cele 12 cazuri
practice. Din punct de vedere al acuzelor post-trata-
ment endodontic, 3 persoane au avut o sensibilitate
moderata in regiunea dintelui cauza pe un termen de
pana la 5 zile, in timp ce 9 pacienti au negat acest fapt.

Caz clinic Pacientul D.C. a solicitat asistentd sto-
matologica in cadrul Centrului stomatologic Punto
Bianco, or. Chisindu la data de 23.12.2019.

Sexul: masculin. Anul nasterii: 2001.

Acuze: Dureri acute spontane, care se intensifica
in timpul noptii si de la excitanti termici, chimici, ce
se mentin dupd inlaturarea factorului. Durerea este
continua cu intervale indolore mici. Durerea iradiaza
in ureche si in dintii maxilarului superior.

Examenul endobucal: Mucoasa cavititii bucale
de culoare roz-pala, fard edeme, eruptii si cruste. La
arcada dentara inferioard lipsesc dintii 36 si 46. La
nivelul dintilor 21, 22, 26, 38, 32, 31 si 41 — cavitati
carioase, cu dentind ramolita, resturi alimentare. In
dintii 16, 37, 35, 34, 42,45, se observa obturatii den-
tare in stare buna. La nivelul dintelui 47 este prezenta
o obturatie dentara cu existenta unei carii secundare.

Sondarea produce dureri pe toata suprafata plan-
seului cavitatii carioase. Percutia in ax este usor do-
lora. Pentru a nu cauza exacerbarea durerii au fost
evitate metodele termice de sensibilitate pulpard.
Electroodontometria cu aparatul Pulpotest, arata da-
tele de 45 pA.

Diagnosticul: Pulpité acuta difuza in dintele 14.

Planul de tratament: S-a recurs la metoda ex-
tirparii vitale a pulpei dintelui 14. Am efectuat an-

patients” average age being between 19-28 years. Acute
focal pulpitis accounted for 2 cases (16, 6%), acute dif-
fuse pulpitis - 10 (83.4%) cases. Of the 12 teeth treated,
there were 4 monoradicular and 8 pluriradicular teeth.

Patients were subject to clinical examination to
make the complete diagnosis and treatment plan.
The post-treatment outcomes represent another in-
dicator taken into consideration, namely patients'
complaints after endodontic treatment.

Results and discussions.

Following the data collected, of the 30 subjects
questioned, both young people and adults have an
interest in their oral health. Concerning the fre-
quency of seeking dental care over the last 6 months,
a difference was observed between the people who
sought dental care and those who did not. The results
confirm that the fear of the dentist constitutes a fairly
high rate even today.

Following the study and practical application,
each patient received adequate treatment, all patients
being treated by vital pulp removal. Favorable results
were obtained in all 12 cases. The post-endodontic
treatment complaints were as follows: 3 persons had
a moderate sensitivity in the affected tooth region for
up to 5 days, while 9 patients did not.

Clinical case. Patient D.C. sought dental care at the
Punto Bianco Dental Center, Chisinau, on 23.12.2019.

Gender: male. Birth year: 2001.

Complaints: Acute spontaneous pain, which in-
tensified during the night, being caused by thermal
and chemical causal factors, which maintained even
after factor removal. The pain was continuous, with
small painless intervals. The pain radiated into the
ear and upper teeth.

Endobuccal examination: Oral mucosa was pale
pink, with no edema, rashes or crusts. In the inferior
dental arch, teeth 36 and 46 were missing. At the level
of teeth 21, 22, 26, 38, 32, 31 and 41 - caries, softened
dentin, presence of food residues. In teeth 16, 37, 35,
34, 42,45, dental fillings in good condition. Tooth 47
had a dental filling with secondary caries.

The probe caused pain throughout the surface of
the caries cavity floor. Vertical percussion was slight-
ly painful. In order not to cause pain exacerbation,
thermal pulp sensitivity tests were avoided. Electro-
odontometry with Pulp Tester showed 45 pA.

Diagnosis: Acute diffuse pulpitis of tooth 14.

Treatment plan: Vital pulp removal of tooth 14
was carried out. Anesthesia was performed by local
infiltration with solution Septanest 4% - 1.7 ml. Rub-
ber dam was used to isolate not only the affected tooth,
but also the neighboring teeth. Then, the carious cavi-
ty was prepared (Fig.1), the pulp chamber was opened
and the inflamed coronal pulp was amputated. The
root canal ostium was enlarged with the special drill
Gates Gliden and Largo. The root pulp was removed
with a barbed broach (Fig.2). Subsequently, the root
canal length was measured using Woodpecker Apex
Locator Woodpex III (Fig.3). The mechanical root
canal preparation was performed using the Step Back
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estezie prin infiltratie locala cu sol. Septanest 4%
— 1,7 ml. S-a izolat cu cofferdam nu doar dinte-
le cauza, ci si citiva dinti vecini. Apoi, am prepa-
rat cavitatea carioasd(Fig.1), am deschis camera
pulpara si am amputat pulpa coronara inflamata.
Ostiumul canalului radicular a fost largit cu freza
speciala Gates Gliden si Largo, pulpa radiculard a
fost extirpata cu pulpextractorul.(Fig.2). Ulterior
s-a efectuat masurarea lungimii canalului radicular
cu ajutorul Woodpecker Apex locator Woodpex III
(Fig.3). Prelucrarea mecanica a canalului radicular
s-a realizat dupa metoda Step Back, cu instrumen-
te manuale si rotative Protapere Dentsply Sirona
si SOCO. (Fig.5). Combinarea prelucrarii mecani-
ce cu cea medicamentoasd este inseparabila si re-
ciproc complementard. Permeabilizarea canalelor
s-a efectuat ¢ instrumente endodontice umectate
¢ EDTA gel pentru lubrifierea canalelor. Prelucra-
rea medicamentoasd s-a realizat cu sol. Hipoclo-
rit de Na 3%. Lavajul canalelor s-a efectuat cu apd
distilata.(Fig.4). Etapa a fost finalizata cu uscarea
canalului radicular cu conuri de hartie (Fig.6). In
calitate de sealer a fost utilizatd pasta ,,AH-Plus”
si obturarea cu conuri de gutapercid prin metoda
condensarii laterale la rece (Fig.7). Dupa verificarea
corectitudinii obturarii canalului radicular printr-o

Fig. 1. Prepararea cavitdfii carioase
Fig.1. Carious cavity preparation

Fig. 3. Mdsurarea lungimii de lucru
Fig. 3. Measuring the working length

technique, with handpieces and rotary instruments
Protaper Dentsply Sirona and SOCO (Fig.5).

The combination of mechanical and medicated
preparation is inseparable and mutually complemen-
tary. The canal permeabilization was performed with
endodontic instruments and application of EDTA
gel for canal lubrication. Medicated preparation was
carried out with sol. 3% Na hypochlorite. The canal
was washed with distilled water (Fig.4). The stage
was completed by drying the root canal with paper
points(Fig.6). The “AH-Plus” paste was used as sealer
and gutta-percha points were used for filling by cold
lateral condensation(Fig.7). After checking the cor-
rectness of the root canal filling through a repeat X-
ray(Fig.8,9), the provisional dressing was removed and
the dental crown was restored with the photopolymer-
izable material ,,Ceramx“ and flow ,,Clearfil“(Fig.10)

Conclusions:

Following the dental literature study and its practi-
cal application, it has been observed that dental caries
and microbial factor are the determining factors in the
etiology of acute diffuse pulpitis. As a result of prac-
tical applications, it can be concluded that the treat-
ment of acute pulpitis by vital pulp removal and three-
dimensional root canal sealing gives good results and
minimizes the post-treatment complications.

Fig. 2. Reperarea orificiilor canalelor si extirparea pulpei radiculare
Fig. 2. Location and enlargement of root canal orifices and root pulp
removal

Fig. 4. Prelucrarea medicamentoasa a canalului radicular
Fig. 4. Medicated preparation of the root canal



Fig. 5. Prelucrarea mecanica cu instrumente rotative
Fig. 5. Mechanical preparation with rotary dental instruments

Figura 7. Obturarea canalului radicular
Fig. 7. Root canal filling

radiografie de control(Fig.8,9), s-a inliturat pansa-
mentul provizoriu si s-a restaurant coroana dentara
cu materialul fotopolimerizabil ,,Ceramx” si flow
,»,Clearfil”(Fig.10).

Concluzii:

In urma studierii literaturii si a aplicdrii practi-
ce s-a observat ca in etiologia pulpitei acute difuze
factorii determinanti constituie caria dentara si fac-
torul microbian. In rezultatul aplicirilor practice, am
concluzionat ca tratarea pulpitei acute prin metoda
extirpdrii vitale si sigilarea tridimensionald a canale-
lor radiculare ofera rezultate performante si reduce la
minim complicatiile post-tratament.

Fig. 6. Uscarea canalului radicular cu conuri de hartie
Fig. 6. Root canal drying with paper points

Fig. 8, 9. Rx diagnostic, control in timpul si post-tratament.
Fig. 8, 9. Diagnostic X-ray during and after treatment.

-
Figura 10. Restaurare finala.
Fig.10. Final restoration.

Bibliografie / Bibliography: 2. Hangan, Corneliu. Fiziopatologie: curs 4. Maxkcumosckuit 0. M., Tepanestude-
teoretic cu elemente de ,,Problem Based CcKasg croMaronorus, MepgumyHa, Mo-

1. Gafar M, Iliescu A., Endodontie clinica Learning'p.150

si practica, Editura Medicald, Bucuresti,

CKBa, 2002, p.251

3. Gheorghe Nicolau, Valentina Nicola- 5. Boposckuii E.B. Tepanesrudeckas cTo-

2005, p.58-64,134-135. 1c1ucf pornellp.Nastase. Bazele endo- maronorusg Memunuaa: Mocksa 2001
dontiei . Practici moderne. P.45-48 p-272-309

\Odontologie, Paradontologie si Patologie oral

a

o
w



CONSIDERATII CLINICE SI
HISTOPATOLOGICE IN LEUCOPLAZIA
MUCOASEI CAVITATII ORALE

Ababii Victoria, asistent universitar

Marcu Diana, conferentiar universitar

Bodrug Valentina, conferentiar universitar

Roman lon, conferentiar universitar,

Sergiu Ciobanu, profesor universitar

Catedra de odontologie, parodontologie si patologie
orald, USMF ”N.Testemitanu”

Rezumat

Leucoplazia reprezinta una dintre cele mai
frecvente afectiuni precanceroase ale cavitatii
orale, cu o prevalentd de 2.6 % in intreaga lume
si cu o ratd de malignizare de 0.1% la 17.5 %.
Este diagnosticatd mai mult dupd varsta de 40
de ani, barbatii fiind afecta{i mai frecvent de-
cat femeile, iar fumatorii intr-o proportie mai
mare decat nefumatorii. Examinarea clinicd
a conturat prezenta formei platd ca leziune
omogena si formelor erozivd si verucoasd ca
leziuni neomogene. Obiectivizarea manifesta-
rilor clinice a fost realizata prin studiul histo-
patologic, care a reliefat prezenta fenomene-
lor de hiperkeratoza, parakeratoza si acantoza
glicogenica ca modificiri non- displazice, cu
un potential scazut de transformare maligna,
in conditiile excluderii factorilor cauzali.

Cuvinte cheie: leucoplazie, manifestari
clinice, modificari histoptologice.

Introducere

O problemd strigentd pe arena sdnatatii mon-
diale o constituie cresterea prevalentei afectiunilor
canceroase, dintre care o pozitie inaltd in clasamen-
tul general o ocupd cancerul oral. Conform datelor
colectate de American Cancer Society, National Can-
cer Institute’s (NCIs) Surveillance, Epidemiology and
End Results, National Program of Cancer Registries si
North American Association of Central Cancer Regis-
tries, in 2019 se identifica 53.000 de cazuri de cancer
oral, cu o incidenta de 3 %, dintre care 17.060 cu lo-
calizare la nivelul limbii, 14.310 - mucoasa cavitaii
bucale, 17.870 - faringele si 3.760 - altd localizare in
cavitatea orald. Rata de supraviefuire pe parcursul a 5
ani constituie 65.3 % [1].

Aceste date ghideazd spre directia necesitatii im-
bunatétirii sistemului de preventie, cu detectarea pre-
coce a afectiunilor potential maligne sau a afectiuni-
lor canceroase intr-un stadiu incipient de dezvoltare.
Una dintre cele mai frecvente afectiuni precanceroa-
se ale cavitatii orale este leucoplazia. Aceasta este de-
tinitd de Organizatia Mondiald a Sandtdtii (OMS) ca
"0 leziune predominant de culoare albd a mucoasei

CLINICAL AND HISTOPATHOLOGICAL
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Summary

Leukoplakia is one of the most common
precancerous diseases of the oral cavity, with
a prevalence of 2.6% worldwide and a malig-
nancy rate of 0.1% to 17.5%. It is diagnosed af-
ter the fourth decade of life, men being affected
more frequently than women, and smokers in a
greater proportion than non-smokers. Clinical
examination outlined the presence of the flat
form as a homogeneous lesion and the erosive
and verrucous forms as non-homogeneous le-
sions. The reasoning of clinical manifestations
was achieved by the histopathological study,
which highlighted the presence of hyperkera-
tosis, parakeratosis and glycogenic acanthosis
as non-dysplastic changes, with a low potential
for malignant transformation, in the condition
of the elimination of causal factors.

Key words: leukoplakia, clinical manifes-
tations, histopathological changes

Introduction

A major problem on the world health arena is
the increase of prevalence of cancerous diseases and
among them , oral cancer occupies a high position
in the general ranking. According to collected data
by the American Cancer Society, the National Cancer
Institute’s (NCIs) Surveillance, Epidemiology and End
Results, National Program of Cancer Registries and
North American Association of Central Cancer Reg-
istries, in 2019, 53.000 cases of oral cancer are iden-
tified, with an incidence of 3%, of which 17,060 are
localized at the tongue level, 14,310 - mucosa of the
oral cavity, 17,870 - pharynx and 3,760 - another lo-
calization in the oral cavity. The survival rate over 5
years constitutes 65.3% [1].

These data guide towards the direction of the
necessity of prevention system improvement, with
early detection of potentially malignant diseases or
cancerous conditions in an initial stage of develop-
ment. One of the most common precancerous dis-
eases of the oral cavity is leukoplakia. This is defined
by the World Health Organization (WHO) as ” a pre-
dominantly white lesion of the oral mucosa having



cavitatii orale care exclude altd leziune bine definita
clinic, histopatologic sau cu ajutorul altor metode de
diagnostic” [2,3].

Réspandirea leucoplaziei variaza in diverse studii
stiintifice, fapt datorat diferentelor de culturd, etnie,
conditii geografice, demografice si economice. Da-
tele epidemiologice recente contureaza o prevalenta
de 2.6 % la nivel global, cu o rata de malignizare de
0.1% la 17.5% [1]. Cresterea prevalentei se realizeaza
o datd cu varsta, astfel leucoplazia fiind diagnosticata
mai mult dupa varsta de 40 de ani. Barbatii sunt afec-
tati mai frecvent decit femeile, in proportie de 3.2:1
[4,6,7]. La fumdtori se intilneste de 6 ori frecvent
decat la nefumatori, iar procesul de malignizare la
persoanele fumatoare este de 20 de ori mai mare. Stu-
diile europene atestd o raspandire a tabagismului de
56-97% la pacientii cu leucoplazia mucoasei cavitatii
bucale. La fel s-a dovedit cd majoritatea fumétorilor
cu manifestari leucoplazice intrebuinteaza mai mult
de 20 de tigéri pe zi in comparatie cu fumatorii fara
manifestari leucoplazice [4,5]. De aici se contureaza
raportul dintre leucoplazie si tabagism, care raméne
a fi principala cauza a afectiunii.

Datele histopatologice relateaza ca in 90% de ca-
zuri leucoplazia mucoasei cavitatii orale se manifesta
prin hiperkeratoza si hiperplazie epiteliald, cu o ten-
dintd de malignizare de 9.5 %, iar celelalte 10 % sunt
reprezentate de displazia epiteliald, cu rata transfor-
marii maligne de 41% [4,8,9].

Scopul.

Argumentarea histopatologici a manifestarilor
clinice in leucoplazia mucoasei cavitatii orale.

Material si metode.

Pacientii cu leucoplazia mucoasei cavitatii orale
au fost supusi chestiondrii in ceea ce priveste origi-
nea multifactoriala a afectiunii: tabagismul, alcoolul,
trauma locald cronici sau iritatiile mecanice croni-
ce, candidoza mucoasei cavititii bucale, carennta de
vitamina A, B ,, C, beta caroten, acidul folic, tulbu-
rarile hormonale, refluxul gastroesofagian, anemia,
matozei umane. La examinarea endobucala, realizatd
prin inspectia si palparea mucoasei cavitatii orale,
s-a conturat prezenta leziunilor leucoplazice plate,
verucoase si erozive, cu stabilirea localizarii, dimen-
siunii, culorii, texturii. Aprecierea dimensiunii a avut
la baza clasificarea propusa de OMS:

L, - dimensiunea leziunii < 2 cm;

L, - dimensiunea leziunii 2-4 cm;

L, - dimensiunea leziunii > 4 cm;

L_- dimensiunea leziunii nu este specificata.

Confirmarea histopatologica a diagnosticului a
fost realizata prin examinarea microscopicé a tesu-
turilor bioptate, cu stabilirea modificérilor epiteliale.
Aprecierea caracteristicilor histopatologice s-a reali-
zat conform altei clasificdri datd de OMS:

P_- Displazia nu este specificatd;

P, - lipsa displaziei epiteliale;

P, - displazie epiteliald usoara spre moderata;

P, - displazie epiteliald severa.

excluded clinically, histopathologically or by the use
of diagnostic aids other, well-defined predominantly
white lesions” [2,3].

The spreading of oral leukoplakia varies in differ-
ent scientific studies due to the differences of culture,
ethnicity, geographical, demographic and economic
conditions. Recent epidemiological data outline a
prevalence of 2.6 % worldwide, with a malignancy
rate of 0.1% to 17.5% [1]. The prevalence increases
by the age, so leukoplakia is usually diagnosed after
the fourth decade of life. Men are more frequently
affected than women with a ratio of 3.2: 1 [4,6,7].
Among smokers leukoplakia is 6 times more com-
mon than among non-smokers, and the malignant
process is 20 times greater. European studies show
a tabacco spreading of 56-97% among patients with
oral cavity leukoplakia. Also the majority of smokers
with leukoplakia use more than 20 cigarettes per day
than the smokers without leukoplakia [4,5]. This re-
ality undelines the connection between leukoplakia
and smoking, which remains the main cause of the
disease.

Histopathological data indicate that in 90% of
cases, oral mucosa leukoplakia is represented by hy-
perkeratosis and epithelial hyperplasia, with a malig-
nancy tendency of 9.5%, and the other 10% is epithe-
lial dysplasia, with a malignant transformation rate
of 41% [4,8,9].

Purpose.

Histopathological reasoning of clinical manifes-
tations in oral cavity leukoplakia.

Material and methods.

Patients with oral cavity leukoplakia were ques-
tioned regarding the multifactorial origin of the
disease: smoking, alcohol, chronic local trauma or
chronic mechanical irritation, oral cavity mucosal
candidiasis; vitamin A, B , C, beta carotene, folic
acid deficiency; hormonal disorders, gastroesopha-
geal reflux, anemia, tertiary syphilis infection and in-
fection with human papilloma virus. During the en-
dobuccal examination, performed by the inspection
and palpation of the oral cavity mucosa, the presence
of flat, verrucous and erosive leukoplakia was estab-
lished, with the specification of the location, size,
color, texture. The size assessment was based on the
classification proposed by WHO:

L, - size of the lesion <2 cm;

L, - size of the lesion 2-4 cm;

L, - lesion size > 4 cm;

L_- size of the lesion is not specified.

The histopathological confirmation of the diag-
nosis was made by microscopic examination of the
tissue collected by biopsy, with the establishment of
epithelial changes. The assessment of histopathologi-
cal features was made according to another classifica-
tion given by WHO:

P_- Dysplasia is not specified;

P, - no epithelial dysplasia;

P, - mild to moderate epithelial dysplasia;

P, - severe epithelial dysplasia.
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Aceste date au permis stabilirea stadiului de evo-
lutie a leucoplaziei mucoasei cavitatii orale, conform
OLEP Staging System:

Stadiul I - L, P,

Stadiul IT - L, P,

Stadiul IIT - L, P,/ L, P,

Stadiul IV - L, P, sau LP,

Rezultate si discutii.

In urma studiului clinic, s-a constatat ci aspectul
macroscopic al leucoplaziei este determinat de pre-
zenta leziunilor unice sau multiple, cu o localizare di-
versa la nivelul cavitatii orale si cu prezenta celor trei
forme clinice: plata, eroziva si verucoasa. Forma plata
se caracterizeaza printr-o leziune omogend, asimpto-
maticd. Forma eroziva si verucoasd - leziuni neomo-
gene, avand ca acuze disconfortul, o usoara durere si
sangerare la atingere pentru forma eroziva.

Forma platd (figura 1) s-a conturat ca o leziune
unicd, localizatd la nivelul buzei inferioare, cu dimen-
siunea de 1.4 cm (L), de culoare alba, suprafati platd,
formd nedeterminata cu marginile bine conturate si
delimitate de tesuturile inconjuratoare nemodificate.

Forma eroziva (figura 2) s-a manifestat ca o leziu-
ne unica la nivelul suprafetei laterale a limbii, partea
dreaptd, cu dimensiunea de 2.3 cm (L,). S-a conturat
o eroziune de 0,3 cm, de culoare rosietica, inconju-
ratd de fundalul leucoplazic, reprezentat de suprafata
albicioasa, fisuratd a unei leziuni slab delimitate de
tesuturile adiacente.

Forma verucoasé (figura 3) s-a evidentiat ca lezi-
une unicd la nivelul gingiei vestibulare la maxilarul
superior pe dreapta, cu dimensiunea de 3 cm (L) ,
ca leziune unica la nivelul
mucoasei jugale pe dreap-
ta, cu dimensiunea de 2,6
cm (L)) si ca leziuni multi-
ple la nivelul mucoasei ju-
gale pe dreapta si stanga, cu
dimensiuni mai mari de 4
cm (L,). Examenul obiectiv
a conturat zone albicioase,
cheratinizate, sub forma
unor veruci care proliferea-
za deasupra mucoasei orale
adiacente. In figura 3C, ex-
crescentele corespund zo-
nei de angrenaj al dintilor,
astfel evidentiindu-se trau-
ma locald continua.

Manifestérile clinice au
fost obiectivizate prin exa-
menul modificérilor histo-
patologice.

Se contureazd o ingro-
sare a epiteliului mucoasei
jugale, marcata de cres-
terea grosimii stratului
cheratinizat, fapt caracte-
rizat prin fenomenul de

Fig.1 Leucoplazie, forma plata, la nivelul buzei inferioare
Fig.1 Leukoplakia, flat form,at the level of lower lip

Fig.2 Leucoplazie, forma erozivd, pe partea laterala a limbii
Fig.2 Leukoplakia, erosive form on the lateral surface of the tongue

These data allowed to establish the stage of evo-
lution of the oral cavity leukoplakia, according to
OLEP Staging System:

Stage-L P,

Stage 1 -L, P,

Stage Il - L, P /L, P,

Stage IV - L, P orLP,

Results and discussions.

Following the clinical study, it was found that
the macroscopic aspect of leukoplakia is determined
by the presence of single or multiple lesions, with a
different localization in the oral cavity and with the
presence of three clinical forms: flat, erosive and ver-
ucous. The flat form is characterized by a homoge-
neous, asymptomatic lesion. Erosive and verrucous
form - non-homogeneous lesions, having as com-
plains the discomfort, a slight pain and bleeding on
palpation for the erosive form.

The flat form (fig. 1) was highlighted as a single
lesion, located at the level of the lower lip, with a
size of 1.4 cm (L,), white color, flat surface, irregular
shape with well outlined edges and delimited by the
unchanged surrounding tissues.

The erosive form (fig. 2) was identified as a
unique lesion on the lateral surface of the tongue, the
right side, with a size of 2.3 cm (L)). It is outlined
an erosion of 0.3 cm, red color, which is surrounded
by the leukoplakia’s background, represented by the
white, fissured surface, not well delimited by the ad-
jacent tissues.

The verrucous form (fig. 3) was identified as a
single lesion localized on the vestibular, upper, right
gum , with a size of 3 cm
(L,), as a single lesion on
the right buccal mucosa,
with a size of 2.6 cm (L))
and as multiple lesions
on the buccal right and
left mucosa, with the size
more than 4 cm (L,). Ob-
jective examination out-
lined white, proliferative,
keratinized areas. In figure
3C, the verrucous prolif-
erations are at the level of
tooth gear, as a continuous
local trauma.

Clinical ~ manifesta-
tions were objectified by
the examination of histo-
pathological changes.

It is outlined the
thickening of the buc-
cal mucosa epithelium,
marked by the increase
of the keratinized layer
thickness, process called
hyperkeratosis  (fig. 4).
The lack of cellular atyp-

V¥,



Fig. 3 Leucoplazie, forma verucoasd. A. Leziune unicd la nivelul gingiei vestibulare superioare dreapta. B. Leziune unicd la nivelul mucoasei
jugale dreapta. C,D. Leziuni multiple la nivelul mucoasei jugale dreapta si stanga
Fig. 3 Leukoplakia, verrucous form. A. Single lesion localized on the vestibular, upper, right gum. B. Single lesion on the right buccal mucosa.
C,D. Multiple lesions on the buccal right and left mucosa
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ipercheratoza) = =

“Stratul lucid

Stratl sios
5 Stratul bazal ;

Fig. 4 Aspectul histopatologic cu elemente de hiperkeratoza
Fig. 4 Histopathological changes with hyperkeratosis

hiperkeratozi (figura 4). Lipsa atipismului celular,
stratificdrii neregulate a epiteliului, cresterii acti-
vitatii mitotice determind hiperkeratoza ca fiind o
modificare non-displazica. Conform OLEP Staging
System avem stadiul II L, P, de evolutie a afectiunii
leucoplazice (dimensiunea 2.6 cm cu lipsa displaziei
epiteliale).

O altd manifestare histopatologica a leucoplaziei
mucosei cavitétii orale este fenomenul de parakera-
tozd (figura 5), marcat de cheratinizarea incompletd
a celulelor epiteliale, cu disparitia stratului granular
si persistenta celulelor cu nucleu picnoctic in stratul
cornos. Se evidentiaz si cresterea numarului de celu-
le epiteliale care contin glicogen, cu lipsa inflamatiei

Fig.5 Aspectul histopatologic cu elemente de parakeratoza si
acantoza glicogenica
Fig.5 Histopathological changes with parakeratosis and glycogenic
acanthosis

ism, the irregular stratification of the epithelium,
the lack of the increase of mitotic activity presents
hyperkeratosis as a non-dysplastic modification.
According to OLEP Staging System we have stage II
L,P, of leukoplakia evolution (size 2.6 cm with no
epithelial dysplasia).

Another histopathological change of leukoplakia
is the phenomenon of parakeratosis (fig. 5), marked
by the incomplete keratinization of the epithelial
cells, with the disappearance of the granular layer
and the persistence of the cells with picnoctic nucleus
in the corneous layer. There is also the increase of
epithelial cells number which contain glycogen, with
the lack of inflammation or cellular atypism, which
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sau atipismului celular, fapt care releva prezenta unei
modificdri non-displazice. Conform OLEP Staging
System avem stadiul III L, P, de evolutie a afectiunii
leucoplazice (dimensiunea > 4 cm cu lipsa displaziei
epiteliale.

Concluzii:

1. Realizarea schematizarii propuse pentru dia-
gnosticul leucoplaziei mucoasei cavitatii orale
are menirea prevenirii unei clasificari eronate
a altor afectiuni albe, cu stabilirea clara a defi-
nitiei leucoplaziei.

2. Aspectul macroscopic este determinat de pre-
zenta formelor omogene (platd) si neomoge-
ne (verucoasa si erozivd), cu o localizare di-
versa la nivelul cavitatii orale, cu predilectie
tiind mucoasa jugala.

3. Obiectivizarea manifestarilor clinice este re-
alizata de examinarea histopatologicd, care
evidentiazd prezenta fenomenelor de hiperke-
ratoza, parakeratozd si acantoza glicogenica,
caracterizate ca modificari non- displazice, cu
un potential scdzut de transformare maligna,
in conditiile excluderii factorilor cauzali.

highlights the presence of a non-dysplastic modifi-
cation. According to OLEP Staging System we have
stage III L P, of leukoplakia evolution (size> 4 cm
with lack of epithelial dysplasia).

Conclusions:

1. The achievement of schematic guidelines for
the diagnosis of oral leukoplakia has the pur-
pose to prevent a wrong classification of other
white diseases, with the clear establishment of
leukoplakia’s definition.

2. The macroscopic appearance is determined
by the presence of homogeneous (flat) and
non-homogeneous (verrucous and erosive)
forms, with a different localization in the oral
cavity, but more on the buccal mucosa.

3. The reasoning of clinical changes is achieved
by the histopathological examination, which
highlights the presence of hyperkeratosis, pa-
rakeratosis and glycogenic acanthosis, charac-
terized as non-dysplastic modifications, with
a low potential for malignant transformation,
under the condition of the elimination of cau-
sal factors.
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Rezumat

Examenul clinic si paraclinic (radiografie
directionatd si ortopantomografie) a 102 pa-
cienti (143 dinti permanenti) cu periodontitd
cronica osteo — distructivd a demonstrat ca,
AH plus utilizat in calitate de siller, adminis-
trat cu gutaperca fierbinte termoplastificata
Gutta core utilizat in calitate de filler, este o
metodd de obturare a canalelor radiculare net
superioard, comparativ cu Endofill si Endo-
methasone in calitate de siller, administrate
cu conuri de gutaperca — filler, prin meto-
da de condensare laterala. Rezultatele au fost
confirmate prin examinari clinice §i paracli-
nice repetate pana la initierea tratamentului,
la 3 luni, 6 luni si dupd 12 luni din momentul
finisarii tratmentului endodontic.

Cuvinte cheie: Periodontita apicala croni-
cd osteodistructiva, siller, filler, Ah+, osteore-
generare.

Actualitatea temei

Tratamentul endodontic, intotdeauna a fost un lu-
cru dificil, atat prin selectare metodei de tratament,
sistemului de lucru, dezinfectarea finald endodontici
a canalelor radiculare, cat si prin alegerea materialelor
de obturatie canalard. Decontaminarea satisficatoare
a sistemului radicular, prin una sau alta dintre meto-
dele traditionale, ulterior presupune alegerea adecva-
ta a silerului si filerului utilizate pentru obturarea ar-
borelui radicular. Metoda clasica de tratament insista
doar pentru dezinfectia si obturarea canalelor magis-
trale, canaliculele accesorii rdiménand in continuare
contaminate si urmand sa exercite actiune nociva
asupra periodontiului apical. Anterior, procedeul se
realiza prin exereza necroticului pulpar si dezinfecta-
rea canalelor radiculare, urmate de obturarea acestora
cu diverse preparate cu actiune antiseptica.

Tratamentul endodontic modern s-a modificat
esential atat prin tactica realizdrii, cat si prin bio-
compatibilitatea maxima a preparatelor utilizate in
medicatia intracanalard cu tesuturile periodontiului
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TREATMENT IN THE MEDICATION
OF CHRONIC DESTRUCTIVE APICAL
PERIODONTITIS
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Summary

Clinical and radiological examination
(periapical view and panoramic film) of 102
patients (143 permanent teeth) with chronic
destructive apical periodontitis proved that,
AH plus used as a root canal sealer, admin-
istrated with thermo-plastified gutta-percha
named Gutta Core used as filler, is the superi-
or root canal obturation technique, compared
to Endofill and Endomethasone as root canal
sealers, administrated with gutta-percha fill-
ers, in the lateral condensation technique.
The results were confirmed by repetead clini-
cal and radiological examinations from the
start of the endodontic treatment, 3 months,
6 months, 12 months after the end of the end-
odontic treatment.

Keywords: Chronic destructive apical
periodontitis, sealer, filler, Ah+, bone regen-
eration

The actuality of the problem

The endodontic treatment has always been a dif-
ficult work, both by selecting the treatment method,
the working system, the final disinfection of root
canals, as well as by choosing the root canal filling
materials. Satisfactory decontamination of the root
system, by one or another of the traditional meth-
ods, further involves the appropriate choice of the
root canal sealers and fillers used for the obturation
of “root tree”. The classical treatment method insisted
only on the disinfection and obturation of the main
root canals, whilst the accessory canals remained
contaminated and exerted a harmful action on the
apical periodontium. Previously, the procedure was
performed by the excision of the necrotic pulp and
disinfection of root canals, followed by their obtura-
tion with various fillers with antiseptic action.

Modern endodontic treatment has changed sig-
nificantly both by the achievement tactics, and by
the maximum biocompatibility of the drugs used in
intracanal medication with the apical periodontium
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apical. E de mentionat cd, tratamentele antiseptice
presupun utilizarea preparatelor cu activitate antimi-
crobiand nespecifica si actiune citotoxica, care inte-
reseazd nu doar germenele patogen dar si tesuturile-
gazdd, fenomen, care stopeza regenerarea fesutului
osos [Enstrom B. and Spangberg L., 1986; Barnett C.
et al., 1986; Andreescu C., 1995,1996; Wang Z., 1995;
Gafar M., 1998].

In a. 1943 este propusi antiformina de citre sa-
vantul Topyur E.M., pentru sterilizarea canalelor
radiculare. Studierea ulterioard a acestei metode a
demonstrat cd formalina si tricrezolformalina inhiba
atat procesele de fagocitozd, cét si procesele de rege-
nerare 0soasa, cu atat mai mult, acesti compusi nu
se elimind din organism pe parcursul vietii. Cu toate
aceste adversitati biologice, componentele formalinei
si tricrezolformalinei, ct si combinatiile lor cu iodo-
formul, timolul sau cu alte preparate, mai continua sa
fie larg utilizate si astdzi. In prezent sunt folosite pre-
paratele cu continut de paraformaldehida. Dacd ape-
lam la datele istorice, folosirea pastei rizorcin-forma-
lina, care la contactul cu celulele canalului radicular
se transforma in paraformaldehidé, fenomen consi-
derat extrem de periculos pentru tesuturile dentare,
deoarece conduce la sclerozarea canaliculelor denti-
nare, iar mai apoi si cristalizarea lor, cu formarea asa
numitului ,,Corp Sticlos”.

Preparatele actuale in pofida faptului ca, contin
paraformaldehida, de exemplu, Abces Remedy —
componentd: [praf de paraformaldihidd 1,1%, oxid
de zinc, sulfat de bariu-penru contrastul roentgen si
lichid (formaldehida 43,8%, crezot si timol)], in final
apar ca componenti deja formati, care detin proprie-
tati bactericide si antiseptice si doar partial conduc la
cristalizarea tesutului radicular.

Glucocorticoizii se administreazd in terapia in-
tracanalara pentru actiunea lor nespecifica de in-
hibare a proceselor inflamatorii exsudative [Barker
B.C., 1971,1972; ConosbeBa A.M., 1990; Abbot P.V,,
1992; Kaufman E., 1994; Nicolaiciuc V., 1997], a ce-
lor necrotice si proliferative. Pansamentele sau ob-
turatiile pe canal, care contin corticosteroizi, fiind
administrate in tratarea periodontitei apicale cronice
distructive, demonstreazd urmétoarele proprietati:
—intarzie procesul de regenerare osoasa prin reduce-
rea numdrului si functiei fibroblastilor; — perturba
sinteza colagenului si inhibéd procesul de sulfatare a
proteoglicanilor substantei fundamentale; — inhiba
reactiile inflamatorii si imune defensive, fagocitoza si
sinteza interferonului; — stagneaza procesul de ela-
borare a matricei proteice osteoide.

Drept remediu, ce consolideaza aceste preparate
este folosit pe larg Endomethasone, avand in compo-
neta sa (praf — dexametazon 0,01gr, hydrocortizon
acetat 1,00 gr, timol iodat 25,00 gr, la fel si parafor-
maldehida 2,2 gr si lichid — eugenol 91 ml, ulei de
mentd 4,5 ml, ulei de anis 4,5 ml), manifestsnd pro-
prietati antiseptice determinate de paraformaldehida
si antiinflamatorii datorate dexametazonei si hydro-
cortizonului acetat.

tissues. It should be mentioned that the antiseptic
treatment involve the use of drugs with nonspecific
antimicrobial activity and cytotoxic action, which af-
fect not only the pathogenic germs, but also the host
tissues, a phenomenon that stops the bone regenera-
tion [Enstrom B. and Spangberg L., 1986; Barnett C.
etal., 1986; Andreescu C., 1995,1996; Wang Z., 1995;
Gafar M., 1998].

In 1943, antiformin is proposed by the scientist
Todyur E.M for the sterilization of root canals. Sub-
sequent study of this method has shown that both
formaline and trichresolformaline inhibit phagocy-
tosis and bone regeneration, furthemore, these com-
pounds are not eliminated from the body during life.
Despite all these biological adversities, the compo-
nents of formaline and trichresolformaline, as well as
their combination with iodoform, thymol, or other
drugs, continue to be widely used today. Drugs con-
taining paraformaldehyde are currently used. If we
return to our historical data, the use of resorcinol-
formalin paste, which turns into paraformaldehyde
by the contact with root canal cells, is considered an
extremely dangerous phenomenon for dental tissues,
because it leads to slerosis of dentinal tubules, and af-
ter to their crystallization, with the formation of the
so-called ,,Glass Body”

Despite the fact that current drugs contain para-
formaldehyde, for example, Abces Remedy- compo-
sition : [paraformaldehyde powder 1,1%, zinc oxyde,
barium sulphate- for the roentgen contrast and liquid
(formaldehyde 43,8 %, cresot and thymol)], they ap-
pear finally as already formed components, which
have bactericidal and antiseptic properties, and only
partially lead to the crystallization of root tissue.

Glucocorticoids are adminstered in intraca-
nal therapy for their nonspecific action of inhibit-
ing exudative inflammatory processes [Barker B.C.,
1971,1972; Conosbesa A.M., 1990; Abbot P.V., 1992;
Kaufman E., 1994; Nicolaiciuc V., 1997], also ne-
crotic and proliferative processes as well. Root canal
dressings or fillings, which contain corticosteroids,
being administered in the treatment of chronic de-
structive apical periodontitis, manifest the following
properties: - delays the process of bone regeneration
by reducing the number and function of fibroblasts;
- disrupts the synthesis of collagen and inhibits the
sulfation process of the proteoglycans of the funda-
mental substance; - inhibits inflammatory and im-
mune defensive reactions, phagocytosis and inter-
feron synthesis; - stagnates the process of elaboration
of the osteoid protein matrix.

As a remedy, which strengthens these drugs is
widely used Endomethasone, having in its compo-
sition (powder - dexamethasone 0.01gr, hydrocorti-
sone acetate 1.00g, thymol iodate 25.00g, as well as
paraformaldehyde 2.2¢g and liquid - eugenol 91 ml,
peppermint oil 4.5 ml, anise oil 4.5 ml), showing
antiseptic properties due to paraformaldehyde and
anti-inflammatory properties due to dexamethasone
and hydrocortisone acetate.



Résinile aminoepoxide asigura autoadezivitate si
concomitent, manifestd proprietati de sigilare etansa,
tiind alese ca standard mondial pentru obturaea ca-
nalelor radiculare. Unul dintre remediile de acest tip,
este AH plus.

Cercetarile clinice realizate in terapia de canal a
periodontitelor apicale acute si a celor cronice, pul-
pitelor acute si cronice au ajuns la momentul, ca nu
numai silerul, dar i fillerul ( gutaperca ce se afla in
diferite faze de soliditate — a sau f), determina re-
zultatele tratamentului endodontic.

Din cele expuse anterior scopul lucrarii — vizea-
za evaluarea comparativa terapeuticd a preparatelor
ce contin dexametazon, hydrocortizon, paraformal-
dehid4, rasini aminoepoxide si asocierea acestora,
in obturarea tridimensionald a canalelor radiculare
in dintii afectati de periodontita cronica osteo — di-
structivd. Estimarea actiunii terapeutice a fiecurui
remediu in parte asupra proceselor reparative osoase.
Studiul actiunii acestor preparate la nivelul spatiului
periodontal.

Evaluarea fiecarei metode de obturare canalara
(atat metodele reci de condensare a gutapreei, ct si
metoda fierbinte — Gutta Core).

In realizarea scopului propus, au fost investigati
102 pacienti, cu virsta intre 16 si 65 ani, cu perio-
dontitd cronica osteo — distructivd. Procesul a fost
studiat pe dinti pluriradiculari, care urmau un retra-
tament endodontic. La majoritatea pacientilor din
actualul studiu au fost depistate atit canale tratate
inadecvat, cat si canale, care, in general nu au fost
depistate si tratate, probabil, datoritd accesului ca-
nalar, dificil. In total au fost investigati 143 de dinti,
dintre care: in 23 cazuri canalele radiculare au fost
obturate cu siller Endofill si gutaperca prin metoda
de condensare laterald; in 27 — cu Endomethasone
si gutaperca prin metoda de condensare laterald; in
30 cazuri — cu AH plus si gutaperca ,master con”
— prin condensare verticala fierbinte si in 63 cazuri
— cu AH plus si Thermafil.

Canalele radiculare ale dintilor au fost supuse
prelucrarii mecanice instrumentale cu sistemul Pro-
taper Next. Anterior dintii au fost izolati cu ajutorul
ruberdamului. Prelucrarea medicamentoasid a fost
realizata cu hypochlorid de natriu de 5,2% incalzit
pana la temperatura de 56°C si Glyde (EDTA), cu
ajutorul sistemului de aspiratie apical. Rezultatele
tratamentului au fost comparate radiologic (radio-
viziografie directionata si CBCT) pana la initierea
tratamentului si dupa 12 luni din momentul finisérii
taratmentului endodontic.

Rezultate si discutii

Datele de literatura ofera informatii, privind po-
sibilitatea efectudrii tratamentului endodontic la pa-
cientii cu periodontite apicale cronice distructive uti-
lizand diverse preparate comlexe (Endofill, AH plus,
Endomethasone), care pot administrate prin diferite
metode (condensare laterald si verticala a gutapercei,
GuttaCore).

Epoxyamine resins ensure self-adhesion and at
the same time, show sealing properties, being chosen
as a world standard for root canal filling. One of the
remedies of this type is AH plus.

Clinical research conducted in the canal therapy
of acute and chronic apical periodontitis and acute
and chronic pulpitis have reached the point that not
only sealer, but also filler (gutta-percha which is in
different phases of solidity - a or ), determines the
results of endodontic treatment.

Based on the above, the purpose of the article -
aims the comparative therapeutic evaluation of drugs
containing dexamethasone, hydrocortisone, parafor-
maldehyde, epoxyamine resins and their association,
in the three-dimensional obturation of root canals
in teeth affected by chronic destructive apical peri-
odontitis. Estimation of the therapeutic action of
each remedy on bone repair processes. Study of the
action of these drugs in the periodontal space.

Evaluation of each method of root canal obtura-
tion (both cold lateral condensation of gutta-percha,
as well as the hot method - Gutta Core).

In achieving the proposed goal, 102 patients,
aged between 16 and 65 years, were investigated with
chronic destructive apical periodontitis. The pro-
cess was studied on pluriradicular teeth, which fol-
lowed an endodontic retreatment. In most patients
of the current study, were detected both inadequately
treated root canals, as well as root canals which were
generally not detected and treated, probably due to
difficult root canal access. A total of 143 teeth were
investigated, of which: in 23 cases the root canals
were closed with Endofill sealer and gutta-percha by
the lateral condensation method; in 27 - with Endo-
methasone and gutta-percha by the method of lateral
condensation; in 30 cases - with AH plus and gutta-
percha “master con” - by hot vertical condensation
and in 63 cases - with AH plus and Thermafil.

The root canals were subjected to mechanical in-
strumental processing with the Protaper Next system.
Previously, the teeth were isolated with rubberdam.
Medical processing was performed with 5.2% sodi-
um hypochlorite heated to 56 ° C and Glyde (EDTA),
using the apical aspiration system. The treatment re-
sults were compared radiologically (periapical view
and CBCT) from the start of treatment and after 12
months from the end of the endodontic treatment.

The obtained results and discussions

The literature provides information on the pos-
sibility of endodontic treatment in patients with
chronic destructive apical periodontitis using various
complex drugs (Endofill, AH plus, Endomethasone),
which can be administered by different methods (lat-
eral and vertical condensation of the gutta-percha,
GuttaCore).

The treatment performed with Endofill proved
only the obturation of the main root canals, but not
the resorption of the pathological process, and the
insignificant reduction of the periapical source. Be-
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Tratamentul efectuat cu Endofill a demonstrat
doar obturarea canalelor magistrale, dar nu si rezorb-
tia procesului patologic, micsorarea nesemnificativa
a focarului periapical. Deoarece majoritatea proce-
selor periapicale distructive din prezentul studiu, au
fost cronice, subiectiv nu simteau ameliorare consi-
derabila a starii de sidnitate, ea fiind evaluata obiectiv
prin examen radiologic. Tinand cont de componenta
preparatului, pot fi evidentiate unele nuante metodo-
logice, care au fost constatate anterior de cétre speci-
alistii in domeniu. Ele se refera la obturarea canale-
lor radiculare cu gutaperca in baza preparatelor care
contin uleiuri. In opinia specialistilor, dupa o perioa-
dé de aproximativ doi ani de la finisarea tratamentu-
lui se va constata dizolvarea gutapercei pe tot lume-
nul canalului radicular, date confirmate radiologic.

In pofida datelor relatate, e de mentionat ci,
concomitent cu efectele care s—ar pérea benefice ale
remediului mai apar un sir de probleme. De exem-
plu, inhibarea proceselor de fagocitozi, a regenerarii
osoase, mecanisme pe care conteaza fiecare stomato-
log, cand este vorba despre tratamentul periodonti-
telor cronice distructive. Actiunea antiinflamatorie
nespecificd a dexametazonei si hydrocortizonului
acetat in procesele exudative (dar e cunoscut cd, in
majoritatea cazurilor procesele sunt exudative), pen-
tru a trata algiile postoperatorii, cele ce, de reguld,
succed tratamentul endodontic, este una dintre prio-
ritati, finand cont de faptul c&, procesul de regenerare
osoasd de asemenea va fi intirziat datoritd reducerii
numirului si functiei fibroblastilor. In acelasi context
poate fi mentionata si inhibitia fagocitozei, sinteza
interferonului, stagnarea elaborarii matricei proteice
osteoide, procese absolut nedorite in tratamentul en-
dodontic.

In tratamentul cu Endomethasone, adeseori este
constatata obturarea de canal satisficitoare, chiar si
dupa 12 luni de la momentul realizérii terapiei, iar
efectul reparativ osos ramane a fi foarte redus. Expe-
rienta proprie a demonstrat ca, dupd 2-5 ani, la un
examen radiologic de rutina, pe lumenul canalului
nu se mai pastreaza densitatea pefecta a gutapercei,
proces determinat probabil de dizolvarea ei de catre
eugenolul prezent in componenta acestui preparat.
Deermetizarea lumenului canalar va conduce la re-
infectare ulterioara.

Aspectele terapiei endodontice utilizind prepara-
tul AH plus, cu totul alte posibilitati oferd tratamen-
tului endodontic cu Guttacore. Acesta fiind compus
din suportul de gutapercd solidd ,,Core” acoperit cu
gutaperca in faza a, care ulterior fiind incélzit in soba
speciala va trece in faza . Metoda asigura obturarea
canalara tridimensonala, care nu poate fi realizatd
nici printr-o metoda dintre cele mentionate anterior.
Datorita silerului AH plus care dispune de plasticita-
te sporita si inertitate fata de gutaperca, se asociaza
perfefect cu ultima, asigurand obturare ideald a arbo-
relui radicular. Fenomenul este datorat atit gutaper-
cei fierbinti, ct si presiunii aparente la introducerea
Gutacorrului in canalul radicular, deplasand silerul

cause most of the destructive periapical processes in
the present study were chronic, they did not subject
to significant improvement in health, and they were
objectively assessed by radiological examination.
Taking into account the composition of the drug,
some methodological nuances can be highlighted,
which were previously found by specialists in the
field. They refer to the obturation of root canals with
gutta-percha based on drugs containing oils. In the
opinion of the specialists, after a period of approxi-
mately two years from the end of the treatment, the
dissolution of the gutta-percha on the whole lumen
of the root canal will be established, data confirmed
radiologically.

Despite the reported data, it should be mentioned
that, at the same time as the effects of the remedy
would seem beneficial, a number of problems ap-
pear. For example, inhibition of phagocytosis pro-
cesses, bone regeneration, are the mechanisms that
every dentist relies on, when it comes to the treat-
ment of chronic destructive periodontitis. The non-
specific anti-inflammatory action of dexamethasone
and hydrocortisone acetate in exudative processes
(but it is known that in most cases the processes are
exudative), treat postoperative pain, which usually
succeeds the endodontic treatment, is one of the pri-
orities, given the fact that the process of bone regen-
eration will also be delayed due to the reduction of
the number and function of fibroblasts. In the same
context can be mentioned the inhibition of phago-
cytosis, interferon synthesis, stagnation of osteoid
protein matrix development, absolutely undesirable
processes in endodontic treatment.

In the treatment with Endomethasone, satisfac-
tory root canal obturation is often found, even after
12 months from the time of therapy, and the bone
repair effect remains very low. My own experience
has shown that, after 2-5 years, at a routine radiologi-
cal examination, the perfect density of gutta-percha
is no longer preserved on the lumen of the root ca-
nal, a process probably determined by its dissolution
by the eugenol, which is present in the composition
of this preparation. De-sealing the root canal lumen
will lead to subsequent reinfection.

Aspects of endodontic therapy using the AH plus,
offer completely different possibilities for Guttacore
endodontic treatment. It is composed of the solid
gutta-percha support “Core” covered with gutta-
percha in phase a, which is subsequently heated in
a special stove and will be transformed to phase p.
The method provides three-dimensional root canal
obturation, which cannot be achieved by any of the
methods mentioned above. Due to the AH plus seal-
er, which has increased plasticity and inertia to gutta-
percha, it combines perfectly with the later, ensuring
ideal obturation of the “root tree”. The phenomenon
is due to both the hot gutta-percha and the appar-
ent pressure at the introduction of Gutacorre into the
root canal, by moving the sealer both in the lateral
and in the accessory tubules. The clinical results re-



nu atat in canaliculele laterale, cat si in cele acceso-
rii. Rezultatele clinice primite dupa acest algoritm
de tratament au fost excelente. Deja dupéd o peioa-
dé de 3 luni dupd tratament, examenul radiologic a
evidentiat reparatia in proportii de 50% a portiunii
osoase lezate. La interval de un an dupa tratament
se constata restabilirea parametrilor normali ai fantei
periodontale si tratarea definitivd a procesului pa-
tologic. Reparatia completd a zonei afectate este da-
torata, probabil, dezinfectarii si obturérii perfecte a
canalului radicular. Fenomenele descrise asigura sti-
mularea divizarii celulelor epiteliale in osteoblaste si
osteoclaste, care, ulterior conduc atét la regenerarea
tesutului osos, cét si la sanarea focarului.

Concluzii

1. Obturarea a canalelor radiculare cu AH plus
si GuttaCore s—a dovedit a fi cea mai optima
metoda in tratamentul periodontitelor apicale
cronice distructive;

2. Endomethasone, Endofill sunt preparate efi-
ciente in sensul inlaturarii inflamatiei, i algii-
lor in periodontitele apicale cronice distructi-
ve exacerbate, insd putin eficiente in aspectul
stimularii procesului reparativ 0sos.

ceived after this treatment algorithm were excellent.
After a period of 3 months of the endodontic treat-
ment, the radiological examination showed the re-
pair in proportions of 50% of the damaged bone por-
tion. At an interval of one year after the treatment,
the normal parameters of the periodontal cleft are
restored and the pathological process is definitively
treated. The complete repair of the affected area is
probably due to the perfect disinfection and obtura-
tion of the root canal. The described phenomena en-
sure the stimulation of the division of epithelial cells
into osteoblasts and osteoclasts, which subsequently
lead both to the regeneration of bone tissue and to
the healing of the process.

Conclusions:

1. Obturation of root canals with AH plus and
GuttaCore has proven to be the most optimal
method in the treatment of chronic destruc-
tive apical periodontitis;

2. Endomethasone, Endofill are effective drugs
that eliminate inflammation, and pain in
exacerbated chronic destructive apical peri-
odontitis, but ineffective in stimulating the
bone repair process.
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Materialele destinate publicérii, vor fi prezentate in forma tiparitd si in forma
electronica intr-un singur exemplar. Lucrarile vor fi structurate pe formatul A4,
Times New Roman 12 in Microsoft Word la 1.0 intervale si cu marginile de 2.0 cm
pe toate laturile. Varianta tiparitd va fi vizatd de autor si va fi insotita de doua re-
cenzii (semnate de unul din membrii Colegiului de Redactie si de Redactorul-sef
al publicatiei) completate pe o formd standard ASRM. Lucrarea prezentatd va mai
contine foaia de titlu cu urmatorul continut: prenumele si numele complet a auto-
rilor, titlurile profesionale si stiintifice, institutia de activitate, numarul de telefon,
adresa electronica a autorului cu care se va coresponda, data prezentdrii. Fiecare
lucrare trebuie si fie insotitd de o recenzia unui Profesor din colegiul de redactie.

Lucrarile vor fi prezentate presedintelui ASRM, Oleg Solomon, dr. conf. univ.,
la sediul ASRM pe adresa: Mihai Viteazu 1A, e-mail: oleg.solomon@usmf.md.
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Lucrdrile vor fi structurate dupa schema:

— titlul concis, reflectind continutul lucririi;

— numele si prenumele autorului, titlurile profesionale si gradele stiintifi-
ce, denumirea institutie unde activeaza autorul;

— rezumatele: in limba roménd si engleza (si, optional, rusa de autorii din
Republica Moldova) pina la 150-200 cuvinte finisate cu cuvinte cheie,
dela 3 pindla6.

— Introducere, material si metode, rezultate, importanta practicd, discutii
si concluzii, bibliografia.

— Bibliografia - la 1.0 intervale, in ordinea referintei in text, ardtate cu su-
perscript, ce va corespunde cerintelor International Committee of Me-
dical Journal Editors pentru publicatiile medico-biologice. Ex: 1. Angle,
EH. Treatment of Malocclusion of thr Teeth (ed. 7). Philadelphia: White
Dental Manufacturing, 1907.
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Dimensiunile textelor (inclusiv bibliografia) nu vor depasi 11 pagini pentru un
referat general, 10 pagini pentru cercetare originald, 5 pagini pentru prezentare de
caz clinic, 1 pagina pentru o recenzie, 1 pagind pentru un rezumat al unei lucrari pu-
blicate peste hotarele republicii. Publicatiile altor catedre cu profil stomatologic (ex.
farmacologia) nu vor depasi 10 pagini si nu vor contine mai mult de 30 de referinte.

Tabelele — enumerate cu cifre romane. Legenda va fi data la baza tabelului.
Toate fotografiile si desenele se vor publica din sursele autorului si necesitd a fi
prezentate in forma electronicd in format — nume.jpg.

Articolele ce nu corespund cerintelor mentionate vor fi returnate autorilor pen-
tru modificarile necesare.

Numarul de la fiecare autor nu este limitat.

Redactia nu poartd raspundere pentru verificarea materialelor publicate.

Informatii suplimentare la adresa: Mihai Viteazu 1A, et. 2, bir. 206, tel.: +373 22/
243-549, fax: +373 22/243-549, e-mail: asrm_md@yahoo.com, www.asrm.md



