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Rezumat

Atrofia severa a crestelor alveolare man-
dibulare creeazi dificultati pentru reabilitarea
implanto-protetica.

Scop: Evaluarea metodei de repozitiona-
re a FVNAI in vederea inserarii implantelor
dentare endoosoase.

Material si metoda: Acest studiu a inclus
10 pacienti, cu varsta 18-63 ani si media de
43,242,6 ani, 7 dintre care s-au adresat in clini-
ca stomatologica ,,OMNI DENT iar 3 in sectia
chirurgie OMF a IMU, in perioada 2018—2017.
Implantele au fost inserate simultan cu operatia
de repozitionare a FVNAI prin tehnica de late-
ralizare, transpozitie si distalizare. S-au utilizat
implante de dimensiuni medii standard, de tip
Dentium Superline (D), A.B. Dental Implants
(AB) si Megagen AnyRidge (AR).

Rezultate: Evaluarea s-a efectuat la adre-
sarea pacientilor pentru etapa a II-a chirurgi-
cald si in dinamica, de la 10 p4na la 116 luni,
cu o medie de 49,9+0,76 luni. Din 10 pacienti
cu 14 cazuri clinice, lateralizarea s-a efectuat
la 2 pacienti unilateral si la 1 pacient bilateral,
transpozitia la 1 pacient unilateral si la 1 pa-
cient bilateral, in cazul a 2 pacienti unilateral
efectuandu-se transpozitia fara sectionarea
n. incisival, iar la alti 2 pacienti bilateral si la
1 pacient unilateral s-a recurs la distalizarea
FVNALI Tulburéri neurosenzoriale au surve-
nit la toti pacientii, cu o durata de la 2 sépti-
méani pana la 2 ani.

Concluzie: Metoda de repozitionare a
FVNAI pentru inserarea simultana a implan-
telor dentare endoosoase poate fi aplicatd in
reabilitarea implanto-protetica la pacientii cu
atrofie severa a crestelor alveolare mandibula-
re atunci cand inaltimea osoasd a crestei alve-
olare pana la canalul mandibular este < 6 mm.

Cuvinte cheie: implantare, atrofie, laterali-
zare, transpozitie, nerv alveolar inferior; resorbtie.
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Introducere

In conditii de atrofie severi a crestelor alveolare
mandibulare in regiunea posterioard, atunci cind
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Summary

Severe atrophy of mandibular alveolar
ridges creates difficulties for prosthetic implant
rehabilitation.

Purpose: Evaluation of the method of
IANVB repositioning for endosseous dental
implants placement.

Material and method: This study included
10 patients, aged 18-63 years, average 43.2+2.6
years, 7 of whom addressed the Dental Clinic
“OMNI DENT, and 3 were treated in the OMF
Surgery Department of Emergency Medicine
Hospital, within the period of 2008—2017.
The implants were inserted simultaneously
with JANVB repositioning by the technique of
lateralization, transposition and distalization.
We have used medium-size standard implants
types Dentium Superline (D), A.B. Dental Im-
plants (AB) and Megagen AnyRidge (AR).

Results: The evaluation was conducted
during the patients’ visits for the second surgi-
cal stage and over time, from 10 to 116 months,
with a mean of 49.9+0.76 months. Out of 10
patients with 14 clinical cases, unilateral lateral-
ization was performed in 2 patients, and bilat-
eral - in 1 patient, in transposition - in 1 patient
unilaterally and in 1 patient bilaterally, in 2 pa-
tients - unilateral transposition without section-
ing the incisive nerve, and IANVB distalization
was performed in 2 patients bilaterally and in 1
- unilaterally. Neurosensory disorders occurred
in all patients, lasting from 2 weeks to 2 years.

Conclusion: The method of IANVB repo-
sitioning for simultaneous insertion of endos-
seous dental implants can be applied for pros-
thetic implant rehabilitation in patients with
severe atrophy of mandibular alveolar ridges
when the height of the alveolar bone crest to
the mandibular canal is < 6 mm.

Keywords: implantation, atrophy, transpo-
sition, inferior alveolar nerve, resorption.

Introduction

In case of severe atrophy of mandibular alveolar
crests in the posterior region, when the bone height




indltimea osului disponibil este <7 mm, una din me-
todele de electie in reabilitarea implanto-protetica
a pacientilor edentati este metoda de repozitionare
a fasciculului vasculo-nervos alveolar inferior (FV-
NAI). Repozitionarea fasciculului alveolar inferior
este o metodd utilizatd in implantarea alternativa,
indicata in cazul ofertei osoase insuficiente a crestei
alveolare in sectoarele posterioare mandibulare, cind
este imposibild osteoplastia. Scopul metodei consti
in menajarea fasciculului alveolar inferior prin pre-
pararea si deplasarea lui din pozitia anatomica, in
timpul inserdrii implantelor, intr-o pozitie noua, mo-
dificata. Metoda, in diverse modificari, este intalnita
in literatura de specialitate sub diferiti termeni: late-
ralizare, transpozitie, distalizare [1,2,3].

Primul caz de repozitionare a FVNAI a fost rapor-
tat de Alling (1977), care a realizat aceastd interventie
cu scopul de reabilitare a pacientilor cu atrofii seve-
re prin intermediul protezelor mobilizabile. In 1987,
Jenson si Nock au realizat aceiasi interventie, insd cu
scop de inserare a implantelor, care se intrebuinteaza
si astazi, sub diverse modificari tehnice. Abia in anul
1992, Rosenquist a efectuat primul studiu bazat pe o
serie de 10 cazuri clinice, a cdror reabilitare s-a fina-
lizat cu inserarea a 26 implante dentare, raportand o
ratd de succes a implantelor in cadrul acestei proce-
duri de 93,6%. Acest rezultat a servit la considerarea
acestei tehnici ca fiind una optima pentru tratamen-
tul situatiilor clinice de acest gen, care insd necesita
perfectionare tehnica si instrumentald, cu scop de
reducere a ratei de complicatii intra si postoperatorii
[4,5].

Criteriul principal in alegerea intre metoda de
crestere a ofertei osoase pe indltime si lateralizarea
fasciculului alveolar inferior este conditionata de
coraportul implant-coroana si distanta disponibild
pentru confectionarea suprastrucurii. Celelalte cri-
terii de alegere a metodei, precum: traumatismul si
invazivitatea metodei, durata de reabilitare, reabili-
tarea morfo-functionala si estetica, estimarea econo-
micd, pronosticul, etc. sunt discutabile, iar metoda
cea mai optima de tratament, individualizatd cazu-
lui clinic, se stabileste si se decide de comun acord
cu pacientul. Decizia citre alegerea uneia sau altei
varietdti de tehnica de repozitionare a FVNAI de-
pinde si de cat de mult acesta necesitd a fi deplasat
[6]. Conform unui studiu efectuat de Lorean si Col.,
intinderea nervului la 10-17% poate rezulta in rupe-
rea fibrelor nervoase interne [7]. Asadar, in situatiile
in care sunt necesare doar deplasiri minimale (de
exemplu inserarea unui implant la nivelul dintelui
6) poate fi utilizatd metoda de lateralizare a FVNAL
Transpozitia FVNAI este utilizatd cdnd sunt nece-
sare deplasdri mai ample. Distalizarea prevede de-
plasarea spre posterior a sitului de pardsire de cétre
FVNALI a canalului mandibular (in cadrul operatii-
lor reconstructive sau rezectiilor unor tumori). Intr-
un studiu retrospectiv, Kan si Col. au demonstrat ca
tulburarile de inervatie in transpozitie au constituit
77,8%, pe cand in lateralizare doar 33,3% [4]. Aceas-

is <7 mm, one of the methods of choice in prosthetic
implant rehabilitation of edentulous patients is the
method of inferior alveolar neurovascular bundle
(IANVB) repositioning. The inferior alveolar bundle
repositioning is a method used in alternative implant
placement, indicated in case of insufficient bone sup-
ply of the alveolar crest in the posterior mandibular
regions, when osteoplasty is impossible. The pur-
pose of the method is to manage the inferior alveo-
lar bundle by preparing and displacing it from the
anatomical position during implant insertion into a
new modified position. The method, with its various
modifications, is found in the literature under vari-
ous terms: lateralization, transposition, distalization
[1,2,3].

The first case of IANVB repositioning was re-
ported by Alling (1977), who performed this inter-
vention in order to rehabilitate patients with severe
atrophy using mobile prostheses. In 1987, Jenson
and Nock performed the same intervention, but
with the purpose of inserting the implants, which
is still used today under various technical modifica-
tions. Only in 1992, Rosenquist performed the first
study based on a series of 10 clinical cases, whose
rehabilitation was completed with the insertion of
26 dental implants, reporting a successful implant
rate of this procedure of 93.6%. This result allowed
to consider this technique as an optimal one for the
treatment of similar clinical cases, which however
requires technical and instrumental improvement
with the aim of reducing the rate of intra and post-
operative compilations [4,5].

The main criterion in selecting the method of
increasing the bone supply in height and lateraliza-
tion of the inferior alveolar bundle is determined by
the crown/implant rate and the distance available for
making the superstructure. Other selection criteria
for the method, such as: the level of traumatization
and invasiveness of the method, duration of rehabili-
tation, morpho-functional and aesthetic rehabilita-
tion, economic estimation, prognosis, etc., are de-
batable, and the most optimal treatment method is
selected individually in each clinical case and decid-
ed and agreed upon with the patient. The decision
to select one IANVB repository technique versus
another depends on how much it needs to be moved
[6]. According to a study by Lorean et al., nerve
stretching at 10-17% may result in internal nerve fi-
bers rupture [7]. Therefore, in situations where only
minimal displacements (e.g. insertion of one im-
plant at the level of tooth 6) is required, the method
of IANVB lateralization can be applied. The IANVB
transposition is used when wider movements are re-
quired. Distalization stands for posterior movement
of the site, when IANVB is moved from the mandib-
ular channel (in case of tumors resection or recon-
structive surgery). In a retrospective study by Kan
et al,, the authors demonstrated that disorders of
innervation in case of transposition have occurred
in 77.8%, while occurring only in 33.3% cases after

\‘\Implantologie orala



52

ta complicatie este cea mai frecventd si respectiv cea
mai discutatd in literatura de specialitate. Anume
din aceste motive metoda are indicatii limitate si nu
cunoagste o raspandire atat de largd in randul specia-
listilor, dar nici a pacientilor [8,9].

Tulburirile neurosenzoriale ale nervului alveolar
inferior reprezintd lezarile survenite la nivelul ner-
vului in timpul manipuldrilor chirurgicale de reali-
zare a metodei de repozitionare a FVNAIL Lezarea
fibrelor nervoase poate apdrea la exercitarea unor
tractiuni exagerate, cu o suprafatd mica de contact a
instrumentarului asupra fasciculului, ce pot provoca
ischemia FVNALI sau chiar ruptura fibrelor nervoase.
[9,10] Conform unor studii, dereglarile neurosen-
zoriale survin in majoritatea cazurilor, cu o dura-
td care variaza de la 1 la 6 luni. Cele mai frecvente
cauze, conform unui studiu metaanalitic realizat de
B. Abayev, bazat pe 21 publicatii, de lezare a FVNAI
sunt: tractiunile exagerate ale FVNAI cu departéto-
rul, in timpul deplasérii lamboului muco-periostal;
presiunea indelungata exercitatd de edem/hematom
postoperator asupra FVNAI; fracturile de corp man-
dibular. Conform aceluiasi studiu, in 99,47% cazuri
(376 din 378 interventii) tulburérile neurosenzoriale
au fost revesibile, iar in 0,53% cazuri (2 din 378 in-
terventii) au fost ireversibile [11]. In acelasi studiu,
care include 10 publicatii cu referire la transpozitie,
altele 7 la lateralizare si 4 la ambele procedee chirur-
gicale, relateaza despre faptul ca cea mai des utilizatd
interventie este cea de lateralizare. Astfel, s-a deter-
minat ca in 62,2% (235 din 378 interventii) cazuri s-a
efectuat lateralizarea FVNALI, iar in 37,8% (143 din
378 interventii) cazuri s-a efectuat transpozitia FV-
NAL Cu referire la rata de supravietuire a implante-
lor, aceasta s-a atestat la 100% in 10 din aceste studii.
Lorean si Col. [7] au specificat o ratd de supravietuire
de 99,57%, Ferrigno si Col. de 95,7%, Kan si Col. de
93,8% [11], iar Chrcanovic si Col. de 88% [12].

Scop
Evaluarea metodei de repozitionare a FVNAI in
vederea inserdrii implantelor dentare endoosoase.

Material si Metoda

In acest studiu au fost inclusi 10 pacienti (fe-
mei), cu varsta cuprinsd intre 18 si 63 ani §i media
de 43,242,6 ani, care s-au adresat in clinica stomato-
logica ,OMNI DENTY in perioada 2008—2017, cu
exceptia a 3 dintre ei, care s-au adresat in sectia de
chirurgie OMF a IMU.

Preoperator, in timpul consultarii pacientilor, a
fost discutat atit planul de tratament, conditiile de
realizare ale acestuia, posibilele riscuri si complicatii
intra §i postoperatorii, menajarea lor, dar si predic-
tibilitatea metodei. Cea mai frecventa complicatie
este aparitia tulburarilor neuro-senzoriale ale nervu-
lui alveolar inferior. Din acest motiv, pentru a ajuta
pacientul sd se decidd cétre efectuarea interventiei,
am propus simularea acestei stdri postoperatorii prin
efectuarea anesteziei mandibulare cu efect de lungi

lateralization [4]. This complication is the most fre-
quent and most discussed problem in the literature.
It is for these reasons that the method has limited
indications and is not widespread among specialists
and patients [8,9].

Neurosensory disorders of the inferior alveolar
nerve are represented by the nerve lesions incurred
during surgical manipulations while performing
IANVB repositioning. Nerve fibers can be dam-
aged following excessive traction, with a small area
of contact between the instrument and the bundle,
which can result in IANVB ischemia or even rupture
of nerve fibers [9,10]. According to some studies,
neurosensory disorders occur in most cases, with a
duration ranging from 1 to 6 months. According to a
meta-analysis study by B. Abayev, based on 21 pub-
lications, the most common causes of IANVB injury
are: exaggerated tractions of IANVB with the instru-
ment during the movement of the muco-periosteal
flap; prolonged pressure exerted by post-operative
edema/hematoma on the IANVB; mandible bone
fractures. According to the same study, in 99.47%
of cases (376 of 378 interventions) the neurosenso-
ry disorders were reversible, and in 0.53% of cases
(2 of 378 interventions) they were irreversible [11].
The same study, which includes 10 publications with
references to transposition, 7 — to lateralization and
4 — to both surgical procedures, states that the most
widely used method is lateralization. Thus, it was de-
termined that in 62.2% (235 out of 378 interventions)
cases IANVB was lateralized, and in 37.8% (143 out
of 378 interventions) cases IANVB transposition
was performed. In regards to the survival rate of im-
plants, it was reported equal to 100% in 10 of these
studies. Lorean et al. [7] reported a survival rate of
99.57%, Ferrigno et al. inform about 95.7%, Kan et
al. — 93.8% [11], and Chrcanovic et al. indicate a rate
of 88% [12].

Purpose
Evaluation of the method of IANVB reposition-
ing for endosseous dental implants placement.

Material and Method

This study included 10 patients (women), aged
between 18 and 63 years, average 43.2+2.6 years
old, who have addressed the Dental Clinic “OMNI
DENT?” in the period 2008 -2017, except 3 of them,
who addressed to the OMF surgery ward of the
Emergency Hospital.

Preoperatively, during patient examination, we
discussed the treatment plan, the conditions for its
realization, the possible risks and complications
during and after surgery, risk management and the
predictability of the method. The most common
complication is the occurrence of neuro-sensory
disorders of the inferior alveolar nerve. For this
reason, in order to help the patient to decide on the
intervention, we suggested to simulate this postop-
erative condition by performing long-lasting man-



durata. Astfel, pacientul are capacitatea de a verifica
toleranta personald la aceasta eventuald complicatie.
(4]

Interventiile chirurgicale s-au petrecut sub an-
estezie locald, utilizdnd substante anestezice pe bazi
de articaind si vasoconstrictori pentru un efect pro-
longat, in conditii de ambulator la 7 dintre pacienti,
iar sub anestezie generald la 3 dintre ei, cu intubare
nazo-traheald, in conditiile sélii de operatie. Pentru
obtinerea informatiei si efectuarea calculelor necesa-
re, pacientii au fost examinati clinic §i paraclinic, au
fost studiate fisele de ambulator, ortopantomografiile
(OPG) si tomografiile computerizate cu fascicul co-
nic (CBCT). La toti pacientii abordul osos s-a efec-
tuat prin crearea lamboului mucoperiostal. In cadrul
acestei metode s-au utilizat implante cu diametrul de
3,4 mm; 3,5 mm; 3,75 mm si 4,2 mm, iar lungimea
de 8,0 mm; 10,0 mm; 11,5 mm; 12 mm si 13 mm,
de tip Dentium Superline (D), A.B. Dental Implants
(AB) si Megagen AnyRidge (AR). Implantele au fost
inserate simultan cu operatia de repozitionare a FV-
NAJ, in corespundere cu cerintele implantarii, res-
pectand atét raportul dintre ldtimea osului disponi-
bil, cu diametrul implantului, cat si indltimea osoasd
disponibila, cu lungimea implantului. Osteotomia
pentru expunerea FVNALI s-a efectuat cu piezotomul
si kitul destinat acestei proceduri, care include dife-
rite discuri, freze, spreadere, dalti, osteotoame. Dupa
inserarea implantelor, deficitul de os a fost suplinit
cu rumegus osos obtinut fie la forarea neoalveolelor,
fie prin raclare cu chiuretele pentru os; cu membrane
A-PRF sau/si cu biomaterial aloplastic “Colapol KP
3-LM”. Biomaterialele au fost utilizate de sine statitor
sau in combinatie. In acest studiu, membranele de
protectie nu au fost utilizate.

Supravegherea postoperatorie a pacientilor a fost
realizatd conform protocolului interventiilor chirur-
gicale, pana la vindecarea plagii si suprimarea suturi-
lor. Evidenta in dinamica a pacientilor a fost realizatd
de la 10 pana la 116 luni, timpul mediu de suprave-
ghere constituind 49,9+0,76 luni. In cadrul studiu-
lui, pentru toti pacientii s-au evaluat datele conform
criteriilor de apreciere propuse, astfel fiind luati in
consideratie urmatorii parametri: gradul de atrofie,
oferta osoasd disponibila (cantitativa si calitativa) si
cea necesara pentru inserarea implantelor, latimea si
grosimea mucoasei keratinizate, tipul si dimensiuni-
le implantului, invazivitatea metodei, complicatiile
apdrute si managementul lor, resorbtia periimplan-
tard, predictibilitatea in timp. Gradul de atrofie a fost
determinat conform mdsurérilor efectuate de la mar-
ginea crestei alveolare pana la canalul mandibular
prin intermediul programului ,,SIDEXIS 4.2 Oferta
osoasd disponibila si grosimea mucoasei keratinizate
au fost determinate cu ajutorul sondei parodontale,
in timpul interventiilor chirurgicale propriu-zise.
Analiza rezultatelor a fost efectuatd prin redarea va-
lorilor medii si erorii standard.

Tehnica interventiei chirurgicale de repozitiona-
re a FVNAI (Figura 1)

dibular anesthesia. Thus, the patient has the ability
to verify personal tolerance to this possible compli-
cation [4].

Surgical interventions were conducted under lo-
cal anesthesia, using articaine-based anesthetics and
vasoconstrictors for a longer effect, in ambulatory
conditions in 7 patients, and under general anesthe-
sia in 3 of them, with naso-tracheal intubation in the
operation room. To obtain the information and make
the necessary calculations, the patients were clinically
and para-clinically examined, and their out-patient
medical charts were studied, including their ortho-
pantomography (OPG) and cone-beam computer
tomography (CBCT) results. In all patients the bone
access was performed by creating the mucoperiosteal
flap. In this method we have used implants with the
diameter of 3.4 mm; 3.5 mm; 3.75 mm and 4.2 mm
and the length of 8.0 mm; 10.0 mm; 11.5 mm; 12 mm
and 13 mm, Dentium Superline (D), A.B. Dental Im-
plants (AB) and Megagen AnyRidge (AR) types. The
implants were inserted simultaneously with JANVB
repositioning, in accordance with the implantation
requirements, respecting both the ratio of the avail-
able bone width to the implant diameter, as well as
the available bone height to the implant length. Oste-
otomy for IANVB exposure was performed using the
piezotome and the kit for this procedure, which in-
cludes various discs, mills, spreaders, chisels and os-
teotomes. After implants placement, the bone defects
were supplemented with bone sawdust obtained ei-
ther from neoalveolar drilling or from scraping with
bone curettes; with A-PRF membranes and/or with
“Colapol KP 3-LM” alloplastic bio-material. Bioma-
terials were used separately or in combination. In this
study we have not used protective membranes.

Postoperative patients’ follow-up was carried
out according to the surgical protocol until wound
healing and sutures suppression. The long-term
patients’ follow-up was conducted from 10 up
to 116 months, the average follow-up time being
equal to 49.9+0.76 months. Within this study, all
patients were evaluated according to the suggested
criteria, thus taking into account the following pa-
rameters: the degree of atrophy, available bone of-
fer (quantitative and qualitative) and the one need-
ed for inserting the implant, width and thickness
of keratinized mucosa, the implant type and size,
the invasiveness of the method, the encountered
complications and their management, the peri-im-
plant resorption, the long-term predictability. The
degree of atrophy was determined based on the
measurements from the edge of the alveolar ridge
to the mandible channel in “SIDEXIS 4.2” software.
Available bone offer and keratinized mucosa thick-
ness were determined using the periodontal probe
during surgical intervention. The results analysis
was performed using average and standard error
values.

The technique of to IANVB reposition surgery
(Figure 1)
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Incizia tesuturilor moi se efectueaza pe mijlocul
crestei alveolare, preponderent pe mijlocul gingiei
keratinizate, separand astfel cele doud margini ale
pldgii. De obicei, o data cu atrofia crestei alveolare, se
produc modificéri si la nivelul tesuturilor moi, redu-
candu-se zona de gingie keratinizati. Incizia plasatd
astfel permite obtinerea gingiei keratinizate pe am-
bele margini ale plagii, chiar si la o latime minimald
(1-2 mm), astfel fiind mai usoara afrontarea lor. Inci-
zia verticald de degajare este de preferat sa nu treacd
prin santul gingival al dintilor limitrofi bresei pentru
a nu deregla jonctiunea epitelio-dentara, cu excep-
tia situatiilor clinice de prezentd a pungilor osoase
care necesitd o abordare chirurgicald, cazuri in care
un cAmp operator comun devine rational. Bisturiele
utilizate de cédtre noi sunt — Nr. 15, 15C, 12, 12D.
Pentru aprecierea unor date (lungimi, grosimi etc.)
recomandam efectuarea mésurarilor cu sonda paro-
dontala, rigla, subler (Figura 1).

Decolarea lamboului mucoperiostal trebuie
efectuatd astfel incat sd punem in evidenta partea co-
ronarad si cea vestibulara a crestei alveolare, expunand
intr-un cAmp operator bine vizibil orificiul mentoni-
er si zona de osteotomie. Evitim decolarea dinspre
lingual pentru a nu avea un impact negativ asupra
vascularizarii lamboului. La aceastd etapd, in caz de
necesitate, atunci cdnd recurgem si la augmentare
pentru cresterea volumului crestei alveolare, efectu-
am mobilizarea lamboului mucoperiostal, preferabil
cel vestibular, prin realizarea periostotomiei cu aten-
tie maxima mai ales la nivelul orificiului de iesire a
FVNAL Periostotomia la aceastd etapd va preintdm-
pina formarea hematomului postoperator prin stopa-
rea hemoragiei pand la finele operatiei. Actual este
disponibild o gama vasta de decolatoare, insd reco-
mandadm utilizarea celor cu care este obignuit fiecare
specialist in parte. La fel, utilizarea tuturor instru-
mentelor trebuie sd corespunda indicatiilor proprii si
sd nu fie uzate, in caz contrar existand riscul de a pro-
voca daune prin intindere, ruptura, etc. (Figura 1)

Osteotomia pentru expunerea FVNALI se efectu-
eazd la nivelul proiectiei canalului mandibular si in
jurul orificiului mentonier, utilizand freze sferice sau
piezotomul, cu atentie deosebitd, ca sd evitim dera-
parea instrumentelor. Traiectul canalului mandibu-
lar se marcheazd cu creionul sterilizat in prealabil, pe
suprafata osoasa vestibulard, de la nivelul orificiului
mentonier spre distal, cu 3-4 mm de locul inserarii
ultimului implant, ludnd in consideratie topografia
lui analizata preoperator la CBCT [13]. Pentru ex-
punerea continutului canalului mandibular existd
doud tehnici ce pot fi folosite: 1) frezajul osos utili-
zénd freza sfericd, in cadrul céruia se inlatura tesutul
in totalitate, astfel pierzind o cantitate importanta de
0s; 2) prepararea cu piezotomul a unei ferestre drept-
unghiulare pe proiectia canalului mandibular pana
la nivelul osului spongios, cu inliturarea acestui bloc
0s0s §i crearea unui acces facil spre FVNAI dar si
folosirea ulterioard a acestuia ca grefa osoasd auto-
gend in formd de bloc integru sau os particularizat

The incision of the soft tissues was performed in
the middle of the alveolar ridge, predominantly in the
middle of the keratinized gum, so that the two edges
of the wound are separated. Usually, the atrophy of
the alveolar ridge is accompanied by modifications
in the soft tissues, reducing the keratinized gum area.
The incision made this way allows obtaining keratin-
ized gum on both sides of the wound, even of a mini-
mal width (1-2 mm), thus being easier to confront
them. The vertical clearance incision is preferred
without passing through the gingival sulcus of the
teeth bordering the gap, in order to avoid lesions of
the epithelial-dental junction, unless clinical pres-
ence of bone pouches requiring surgical approach,
cases in which a common surgical field becomes
justified. We have used the following scalpels no.
15, 15C, 12, 12D. For measurements (length, thick-
ness, etc.) we recommend using periodontal probe,
ruler and caliper (Figure 1).

Mucoperiosteal flap elevation must be per-
formed so that it exposes the coronary and vestib-
ular parts of the alveolar ridge, making the mental
foramen and the osteotomy area well visible in the
operating field. We avoid elevating the flap from the
lingual side to prevent negative impact on flap vas-
cularity. At this stage, if necessary, in cases when we
perform augmentation to increase the alveolar crest
volume, we mobilize the mucoperiosteal flap, prefer-
ably the vestibular one, by a thorough periosteotomy
with maximal attention at the level of IANVB exit
foramen. Periosteotomy at this stage will prevent
postoperatory hematoma formation by hemostasis
before the end of surgery. Currently a wide range of
elevators is available, but we recommend using those
which every specialist is used to work with. Similarly,
the use of all instruments must meet its own indica-
tions and should not be warren, otherwise there is a
risk of causing damage by stretching, rupturing tis-
sues, etc. (Figure 1).

Osteotomy for IANVB exposure is carried out at
the level of mandibular canal projection and around
the mental foramen, using spherical milling cutters
or piezotomes, with special care to avoid instrument
sliding. The mandibular canal is marked with the
pre-sterilized pencil on the vestibular bone from the
mental foramen distally, 3-4 mm from the place of
insertion of the last implant, taking into account its
topography analyzed before surgery on CBCT [13].
In order to expose the mandibular canal content
there are two techniques that can be used: 1) bone
grooving using spherical milling cutters, in which the
tissue is removed completely, thus losing a significant
amount of bone; 2) Preparation of a rectangle win-
dow with the piezotome at the level of mandibular
canal projection down to the songeous bone with
removal of this bone block creating an easy access
to IANVB, and its subsequent use as an autogenous
block-shaped integral bone graft or a bone custom-
ized using a mill. In the proximity of the IANVB, we
recommend using a diamond spherical piezotome in



Fig. 1. Operatia de lateralizare a fasciculului vasculo-nervos alveolar inferior (FVNAI): A) Secventd OPG - mdsurari ale inaltimii crestei alveolare
mandibulare; B) Secventa din reconstructia volumetrica tridimensionala (BCT - atrofie de creasta alveolara C-h Misch; C) Aspect endooral al
atrofiei de creasta alveolara; D) Creasta alveolard si orificiul mentonier vizibile dupd incizia si decolarea lamboului mucoperiostal; E) Decuparea
unei portiuni de os corticospongios in accesul catre canalul mandibular; F) Particularizarea grefei in moara de os; G) Prepararea FVNAI si
deplasarea spre vestibular; H) Inserarea implantelor; I) Augmentarea defectului cu os autogen; J) Acoperirea cu membrane A-PRF; K) Suturarea
si drenarea pldgii.

Fig. 1. Operation of inferior alveolar neurovascular bundle (IANVB) lateralization: A) OPG image — measurements of mandibular alveolar crest
height; B) Image from volumetric tridimensional CBCT reconstruction - C-h Misch alveolar crest atrophy; C) intraoral aspect of alveolar crest
atrophy; D) alveolar crest and mental foramen visible after incision and mucoperiosteal flap incision and elevation; E) Cutting off a portion

of corticospongeous bone in accessing the mandibular canal; F) graft formation in the bone mill; G) IANVB preparation and movement in
vestibular direction; H) Implants placement; I) defect augmentation with autologous bone; J) Covering with A-PRF membranes; K) wound
suturing and draining.
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Fig. 1. (continuare): L) Marcarea zonei de pierdere a sensibilitatii postoperatorii in teritoriul de inervatie al nervului alveolar inferior
(NAI); M) Masurari ale zonei de anestezie; N) Reducerea vadita a ariei de anestezie determinatd la 1 lund postoperator, evidentiata in
regiunea comisurii bucale din partea stangd, prin marcaj de culoare verde; 0) Aspect endooral la 4 luni postimplantar, cu evidentierea
insuficientei gingiei si a vestibulului; P) Aplicarea conformatorilor de gingie, cu grefa conjunctivo-epiteliala liberd avasculard, prelevatd
din regiunea palatului dur; Q) Aplicarea conformatorilor de gingie, grefare de tesuturi moi in zona gingiei, vestibuloplastie; R) Aspectul
tesuturilor moi ale crestei alveolare la 2 sdptamani dupd operatia de regenerare a tesuturilor moi; S) Reabilitare implanto-protetica prin
coroane temporare pentru modelarea conturului tesuturilor moi; T) Reabilitarea implanto-proteticd prin coroane permanente, prezenta
gingiei si a vestibulului bucal.

Fig. 1. (continued): L) Marking of the postoperative sensitivity loss area in the inferior alveolar nerve (IAN) innervation area; M)
Measurements of the anesthesia area; N) Clear reduction in the anesthesia area determined at 1 month postoperatively, highlighted in the
left-side mouth area by green markings; 0) intraoral appearance at 4 months post implant, with evidence of insufficiency of the gum and

vestibule; P) Applying gum conformants, with the free avascular free conjunctive-epithelial graft, taken from the region of the hard palate;
Q) Application of gum conformants, soft tissue grafting in the gum area, vestibuloplasty; R) Appearance of soft tissues of the alveolar crest
2 weeks after soft tissue regeneration; S) Implant-prosthetic rehabilitation by temporary crowns for soft tissue contouring; T) prosthetic
implant rehabilitation by permanent crowns, view of gums and oral vestibule.



Fig. 1. (continuare): U) Reconstructie volumetrica 3D, privire dinspre vestibular, la 4 luni postimplantar - pozitia implantelor vis-a-vis de
traiectul canalului mandibular (mov) pe care il intersecteazd; V) Reconstructie volumetrica 3D, privire dinspre ocluzal - pozitia implantelor
vis-a-vis de traiectul canalului mandibular (FVNAI este deplasat spre vestibular); W) OPG la 6 luni de functionare a constructiei implanto-
protetice definitive. Figura reprezinta cazuistica proprie a autorului, intaInita si in monografia, Biomateriale in reconstructia crestelor alveolare
mandibulare in tratamentul implantar”.

Fig. 1. (continued): U) 3D volumetric reconstruction, vestibular look at 4 months postimplant - position of implants vs the mandibular canal
tract (pink) that they intersect; V) 3D volumetric reconstruction, occlusal look - position of implants vs the mandibular canal tract (IANVB is
moved in vestibular direction); W) OPG at 6 months after the surgery of permanent prosthetic implant construction. The figure represents the
author’s own case study, also found in the monograph,,Biomaterials in reconstruction of mandibular alveolar crests in implant treatment”.

prin moara de os. In apropierea FVNAI recomandim
utilizarea piezotomului cu ansa sferica diamantata cu
scopul de a reduce riscul traumatizérii lui. Pentru o
manipulare facild si reducerea tensiunii exercitate
asupra FVNALI in timpul tractiunii lui, recomanddm
extinderea ferestrei osoase. In toate cazurile din acest
studiu osteotomia a fost extinsa spre anterior, impli-
cand si orificiul mentonier. Dacd excludem prepara-
rea FVNAI la iesirea din orificiul mentonier rezulta
reducerea traumarii lui, dar §i reducerea cdmpului
operator, ceia ce limiteaza manipulatiile chirurgicale.
Pentru récire in timpul frezajului, obligatoriu efectu-
am lavaj utilizdnd solutie salina. (Figura 1)
Menajarea FVNAI Manipulatiile cu FVNAI tre-
buie sa fie fine si precise pentru a exclude intinderea
si traumarea lui. Se recomanda utilizarea instrumen-
telor care au partea activd bontd. Dupa deplasarea
FVNATI spre lateral, acesta se ancoreazd cu una sau
doua panglici elastice preparate din manusa sterild,
cu ajutorul cdrora se va manipula in timpul forarii

order to reduce the risk of trauma. For easy handling
and reduced tension on IANVB during its traction,
we recommend expanding the bone window. In all
cases in this study, osteotomy was extended ante-
riorly, involving the mental foramen. If we exclude
the preparation JANVB at the level of mental fora-
men, we reduce its traumatization, but also reduce
the operating field size and limit the range of surgical
manipulations. For cooling during milling, one must
perform saline lavage on a mandatory basis (Figure
1).

IANVB Management. IANVB manipulations
must be gentle and precise to exclude its extension
or injury. It is recommended to use instruments with
a blunt active end. After moving the IANVB to the
side, it is anchored with one or two elastic ribbons
made from sterile gloves, with which it will be han-
dled during neoalveolar drilling and implants inser-
tion. We did not prepare the incisive part of IANVB
in any case (Figure 1).
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neoalveolelor si inserdrii implantelor. Noi nu am sec-
tionat prelungirea incisivala a FVNAI in nici unul
din cazuri. (Figura 1)

Crearea neoalveolelor si inserarea implantelor.
La aceastd etapa lamboul mucoperiostal este prepa-
rat, cu periostotomia realizatd pentru mobilizarea
lui, FVNALI este deplasat si manipulat prin cele doua
benzi elastice, iar chirurgul foreaza neoalveolele. Fo-
rarea se efectueaza cu ricire, iar la forarea in os de
densitate micd (D3), turatiile se reduc, putem evita
irigatia si ca rezultat colecta rumegus de os. (Figura
1)

Inserarea implantelor se efectueaza atent, respec-
tand pozitia si angulatia planificatd, luand in consi-
deratie stabilitatea scazutd a implantelor in utilizarea
acestei metode, posibilitatea devierii de la axul de
insertie si fracturdrii peretelui vestibular al crestei al-
veolare. In pofida faptului ci implantele inserate prin
aceastd metodd sunt cele de dimensiuni medii stan-
dard, conditiile de inserare micsoreazd din stabilita-
tea lor primar3, astfel necesitdnd o atentie deosebitd,
precautie maxima, manipulatii fine si exacte, care pot
fi realizate de specialistii experimentati. Stabilitatea
primard buna a implantelor se obtine pe baza lungimii
lor mai mari, astfel incit si ajungd pani la marginea
bazilard. Acest moment necesitd si el precautie supli-
mentard, odatd ce marginea bazilara poate fi perforatd
si astfel slabitd, devenind cauza fracturilor de mandi-
buld, complicatie raportatd in literatura de specialitate.
Implantele trebuie plasate subcrestal pentru preintdm-
pinarea expunerii lor dupa perioada de osteointegra-
re, ca urmare a resorbtiei mai accentuate a marginii
crestale din vestibular. Aplicarea conformatoarelor de
gingie sau incircarea imediata a implantelor nu este
indicata in aceastd metodd deoarece adeseori nu se ob-
tine o stabilitate primara adecvatd. (Figura 1)

Repozitionarea FVNAI FVNAI se repozitionea-
z3 dupa aplicarea prealabild la suprafata implantelor
a biomaterialului pentru augmentare. In acest fel ob-
tinem un regenerat osos care va departa FVNAI de
suprafata implantelor. Poate fi utilizatd o membrana
de colagen sau membrane A-PRF pentru izolarea
FVNAI de suprafata implantului. (Figura 1)

Augmentarea defectului din vestibular se poate
efectua cu diverse biomateriale disponibile. Cel mai
indicat biomaterial se considerd rumegusul de os au-
togen obtinut prin raclare sau osul particulat obtinut
din blocul ferestrei de acces spre canalul mandibular,
mdruntit in moara de os. Unii autori insd recomanda
cu rezerve osul autogen din cauza resorbtiei accentu-
ate postoperatorii [14,15]. Ca alternativa, ei propun
osul xenogen sau cel sintetic. Pentru a stimula regene-
rarea tisulard, unii autori propun utilizarea derivate-
lor sangvine (PRE, PRP), concentrate trombocitare ce
contin factori de crestere, celule stem, BMP-uri, etc.
Utilizarea membranelor de protectie resorbabile, din
colagen, previne proliferarea tesutului conjunctiv si
migratia epiteliului in spatiul destinat regenerarii
osoase. Unii specialisti insd nu prefera utilizarea lor,
considerdnd cd acest rol ii revine periostului, care

Creating neoalveoli and inserting implants. At
this stage the mucoperiosteal flap is prepared, with
periosteotomy made for its mobilization, the IANVB
is moved and handled by two elastic bands, and the
surgeon is drilling the neoalveoli. The drilling is car-
ried out with cooling, and when drilling in performed
in a low density bone (D3) the speed is reduced, and
thus irrigation can be avoided and bone chips can be
collected (Figure 1).

Implant insertion is carried out carefully, ob-
serving the planned position and angulation, tak-
ing into account the poor stability of the implant
in the use of this method, the possibility of devia-
tion from the axis of insertion and fracturing of the
vestibular wall of the alveolar crest. In spite of the
fact that the implants inserted by this method are of
medium standard size, the insertion conditions de-
crease their primary stability, thus requiring special
attention, maximum caution, fine and accurate han-
dling, which can be done by experienced specialists.
The primary stability of the implant is obtained on
the basis of their length and height, so as to reach
the basilar margin. This moment also requires ad-
ditional caution, once the basilar margin can be per-
forated and thus weakened, becoming the cause of
the mandible fractures, a complication reported in
the literature. Implants should be placed subcrestally
to prevent their exposure after the osteointegration
period, as a result of a more pronounced resorption
of the vestibular crest. Gum conformation or im-
mediate loading of implants is not indicated in this
method because it often does not achieve adequate
primary stability (Figure 1).

IANVB repositioning. IANVB is repositioned
after prior application of biomaterial to the surface
of implants for augmentation. This way we obtain a
bone regenerate that would depart the IANVB from
the Implants surface. A collagen membrane or A-
PRF membranes can be used to isolate the IANVB
from the implant surface (Figure 1).

Augmentation of the vestibular defect can be per-
formed with various available biomaterials. The most
suitable biomaterial is the autogenous bone chips ob-
tained by scraping or the bone part obtained from
the access block to the mandibular canal, grinded in
the bone mill. Some authors are recommending the
autogenous bone with reservations due to postopera-
tive resorption [14,15]. Alternatively, they propose
xenogenous or synthetic bone. In order to stimu-
late tissue regeneration, some authors suggest using
blood derivatives (PRF, PRP), platelet concentrates
containing growth factors, stem cells, BMPs, etc.
The use of resorbable protective membranes made
of collagen, prevents the connective tissue prolifera-
tion and migration of epithelial tissue in the space for
bone regeneration. However, some specialists do not
prefer the use of these materials, considering that this
role belongs to the periosteum, which also has other
functions that can be suppressed due to the presence
of the membrane (Figure 1).



mai detine si alte functii ce pot fi suprimate din cauza
prezentei membranei. (Figura 1)

Suturarea plagii trebuie efectuata etans, cu fire
simple, continui, in saltea, insa fird tensiune, astfel
incat sa nu dereglam vascularizarea la marginile lam-
bourilor. Este de preferat utilizarea firelor monofi-
lament resorbabil Nr. 4, 5, 6, iar acul invers taietor.
Suturile aplicate pe gingia fixd sunt sigure, stabile, pe
cand cele aplicate in zona mobild pot rezulta cu de-
hiscenta. (Figura 1)

Examinarea radiologicd preoperatorie, imediat
postoperatorie si la distantd este un instrument indis-
pensabil in activitatea atdt clinicd, cét si stiintificd a
specialistului. Aceste examindri permit verificarea co-
rectitudinii realizdrii planului de tratament stabilit si
prin intermediul lor este posibild analiza unui sir de pa-
rametri: numarul de implante; pozitia implantelor fata
de canalul mandibular, dintii vecini si marginea cres-
tald; distanta dintre implante; angulatia implantelor;
aspectul crestei alveolare pre- si postimplantar; nivelul
de resorbtie al crestei alveolare; realizarea si adaptarea
constructiei protetice pe implante, dar si raportul ei cu
creasta alveolara si dintii antagonisti etc. (Figura 1)

Vizitele de control pentru supravegherea paci-
entilor (pansamente, inldturarea suturilor, confecti-
onarea si fixarea constructiilor protetice, etc.) sunt
obligatorii pentru a obtine un rezultat bun cu un
pronostic favorabil in timp, dar reprezintd si o parte
componentd a unei bune conduite medicale.

Rezultate

Repozitionarea FVNAI pentru inserarea implan-
telor dentare endoosoase s-a realizat la 10 (100%) fe-
mei, ceea ce demonstreaza frecventa mai mare a atro-
fiilor severe de creastd alveolara in randurile sexului
feminin (Tabel 1). Varsta medie de 43,2+2,6 ani la
subiectii in studiu nu corespunde cu gradul avansat
de atrofie de tip C-h si D (Misch) atestat, diapazonul
de varsti fiind totusi in limita 18-63 ani. Iniltimea
osoasd disponibila de la coama crestei alveolare pand
la canalul mandibular a fost de minimum 2 mm, ma-
ximum 6 mm §i cu o valoarea medie de 4,57 mm.
Aceste situatii clinice, ce prezintd o insuficientd de
volum osos a crestei alveolare pe inaltime sunt mai
frecvent exceptii, ca urmare a parodontitei margi-
nale generalizate de formd grava — la 5 paciente, ca
urmare a rezectiei tumorale cu defect postoperator
— la 1 pacientd, ca urmare a nedezvoltérii procesului
alveolar de cauzi congenitald, manifestatd prin ano-
dontie primard — la 1 pacientd, ca urmare a timpului
indelungat postextractional — la 3 paciente. 5 dintre
paciente au purtat proteze mobile, in cazul lor atrofia
accentuandu-se in timp prin transmiterea nefiziolo-
gica a fortelor de masticatie asupra fibromucoasei, cu
dereglarea vascularizatiei periferice a mandibulei. Cu
toate acestea, varsta favorabila a pacientelor in studiu
si lipsa unor patologii de ordin general au reprezen-
tat indicatii pentru electia metodei de repozitionare a
FVNALJ, cu inserarea simultand a implantelor dentare
endoosoase si rezultate bune in timp.

Suturing the wound should be done with a sim-
ple, continuous, mattress sutures but without ten-
sion, so that we do not disturb the vascularization
at the flaps’ edges. It is preferable to use resorbable
monofilament sutures no. 4, 5, 6, and the reverse
cutter needle. The sutures applied to the fixed gums
are safe, stable, while those applied on mobile tissues
can result in dehiscence (Figure 1).

Radiological examination — preoperative, im-
mediately postoperative and remotely after surgery
— is an indispensable method in both the clinical
and scientific work of the specialist. These exami-
nations enable verification of the correctness of the
treatment plan implementation, and makes it pos-
sible to analyze a number of parameters: the number
of implants; the position of the implants with respect
to the mandibular canal, neighboring teeth and the
crest margin; the distance between implants; angula-
tion of implants; the appearance of pre- and post-
implant alveolar crest; the level of resorption in the
alveolar crest; realization and adaptation of implant
prosthesis, but also its relationship with alveolar
crest and antagonistic teeth. (Figure 1)

Follow-up visits (dressing, suture removal, pros-
thetic construction and fixation, etc.) are mandatory
in order to achieve a good result with a favorable
prognosis over time but also a part of good medical
conduct.

Results

IANVB Repositioning for endosseous dental
implant placement was performed in 10 (100%)
women, which demonstrates a higher frequency of
alveolar crest atrophy in among females (Table 1).
The mean age of 43.2+2.6 years in the study subjects
does not correspond to the high degree of observed
atrophy type C-h and D (Misch), the age range be-
ing within 18-63 years. The available bone height
from the top of the alveolar ridge to the mandibular
canal was minimum 2 mm, and maximum 6 mm,
with a mean value of 4.57 mm. These clinical situ-
ations, which have a bone size insufficiency of the
alveolar ridge in height, are more often exceptions
and are due to generalized marginal periodontitis
— in 5 patients; a result of tumor resection with
postoperative defect — in 1 patient; a consequence
the congenital underdevelopment of the alveolar
process, manifested by primary anodontia — in 1
patient; due to the long post-extraction time — in
3 patients. Five of all patients carried mobile pros-
theses, in which case atrophy increased over time
by the non-physiological transmission of mastica-
tory forces on fibromusoca, with impaired periph-
eral vascularization of the mandible. However, the
favorable age of the patients in this study and the
absence of general pathologies were indications for
the choice of the IANVB reposition method with
simultaneous insertion of endosseous dental im-
plants and good results over time.
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Tabel 1. Datele pacientilor tratati prin metoda de repozitionare a FVNAI

Locali Dia- | Lun- | Inilti- Liti- Evi-
Cod Tip oy Reg. Tip | metru | gime | me ’ denta | RNAI | Com-
X . | Varsta | zare <l s . N meos |, . . . ...| MC
pacient joperatie| impl. operatd| impl. | impl. | impl os (mm) in tm.1p (luni) |plicatii
(mm) | (mm) | (mm) (luni)
CT T 57 45 dr D 3,4 12 6 4 16 1
46 D 4 10 6 4 16
FA L 43 45 dr AB 3,5 13 6 5 104 24 p CD
46 AB 3,5 11,5 5 5 104
IA I, 63 35 st AB 3,75 10 5 5 116 36 p CD
36 AB 3,75 10 6 5 116
PG TS 26 35 st, dr D 3,4 12 5 4 29 6
36 D 3,4 10 4 4 29
TS 45 D 4 12 5 5 29
46 D 4 12 5 5 29
PO L 18 35 st, dr D 4 12 6 4 23 0,5
36 D 4 10 5 4 23
L 45 D 34 10 5 3,5 22
46 D 3,4 8 4 3,5 22
SN T 42 36 st AR 4,5 10 6 6 10 1
37 AR 4 10 6 6 10
MO D 37 35 st AB 3,75 13 - 37 6
36 AB 3,75 11,5 - 37
BE D 55 35 st, dr AB 3,75 10 3 5 48 10 P 18
36 AB 3,75 10 3 5 48 P E
37 AB 3,75 10 3 5 48 P E
D 46 AB 3,75 10 2 5 48 10 p E
47 AB 3,75 10 2 5 48 p E
QL D 45 35 st, dr AB 4,2 10 4 6 83 12
36 AB 4,2 8 3 6 83
D 45 AB 3,75 10 4 5 83 12 p
46 AB 3,75 11,5 4 5 83
47 AB 3,75 11,5 3 5 83
IS TS 46 45 dr AR 4 10 4 5 35 6
46 AR 4 10 4 5 35
Total 10 30 14 30 30 30 28 28 30 8 8
media 43,2 3,80 | 11,23 | 4,57 4,82 | 49,90 | 10,1
max 63 4,5 13 6 6 116 36
min 18 3,4 8 2 3,5 10 1

Legenda: L- lateralizarea FVNAI; T— transpozitia FYNAI fard sectionarea n. incisival; TS — transpozitia FVNAI cu sectionarea n. incisival; D —
distalizarea FVNAI; RNAI — restabilirea inervatiei nervului alveolar inferior; MC — menajarea complicatiei; P — periimplantitd; (D — chiuretaj

deschis; E— explantare.

Toti pacientii inclusi in studiu au prezentat creas-
ta alveolard deficitard, care corespunde tipului C-h
si D dupa Misch, cu edentatie totald la 3 pacienti,
edentatie partiald unilaterala la 6 pacienti si edentatie
partiala terminala bilaterald la 1 pacient. Operatia s-a
efectuat unilateral in 6 cazuri si bilateral in 8 cazuri.
Din totalul de 14 operatii, transpozitia FVNAI s-a
efectuat in 2 cazuri, transpozitia FVNAI cu sectiona-
rea nervului incisival in 3 cazuri, lateralizarea FVNAI
s-a efectuat in 4 cazuri, iar distalizarea FVNAI in 5
cazuri. Osteotomia ferestrei corticale pe proiectia
canalului mandibular s-a efectuat cu piezotomul la 4
pacienti, in 6 cazuri, iar utilizind freze la 6 pacienti,
in 8 cazuri. Unele studii recomanda utilizarea piezo-
tomului pentru efectuarea osteotomiei datorita avan-

All patients included in the study presented with
a poor alveolar crest, which corresponds to C-h and
D type after Misch, with total edentation in 3 pa-
tients, unilateral partial edentation in 6 patients, and
partial bilateral terminal edentation in 1 patient. Sur-
gery was carried out unilaterally in 6 cases and bilat-
erally in 8 cases. Of the total of 14 operations, IAN-
VB transposition was carried out in 2 cases, [ANVB
transposition with incisive nerve section in 3 cases,
TANVB lateralization was performed in 4 cases, and
IANVB distalization in 5 cases. The osteotomy of the
cortical window on the mandibular canal projection
was performed with the piezotome in 4 patients in 6
cases, and using mills in 6 patients in 8 cases. Some
studies recommend the use of piezotome to per-



Table 1. Data on the patients treated using the IANVB repositioning method

. Im.pl. Impl. | Bone B(.)ne Follow RIAN | Com-
Patient |Surgery Impl. . Impl. | Dia- . thick- | up L.
Age . | Region length | height (mon- |plicati-| MC
Code | type location| Type | meter (mm) | (mm) ness | (mon- ths) ons
(mm) (mm) | ths)
CT T 57 45 R D 3,4 12 6 4 16 1
46 D 4 10 6 4 16
FA L 43 45 R AB 3,5 13 6 5 104 24 P OoC
46 AB 3,5 11,5 5 5 104
IA L 63 35 R AB 3,75 10 5 5 116 36 P OC
36 AB 3,75 10 6 5 116
PG TS 26 35 L, R D 3,4 12 5 4 29 6
36 D 3,4 10 4 4 29
TS 45 D 4 12 5 5 29
46 D 4 12 5 5 29
PO L 18 35 L, R D 4 12 6 4 23 0,5
36 D 4 10 5 4 23
L 45 D 3,4 10 5 3,5 22
46 D 3,4 8 4 3,5 22
SN T 42 36 1L AR 4,5 10 6 6 10 1
37 AR 4 10 6 6 10
MO D 37 35 1L AB 3,75 13 - 37 6
36 AB 3,75 11,5 - 37
BE D 55 35 L R AB 3,75 10 3 5 48 10 P 13
36 AB 3,75 10 3 5 48 P E
37 AB 3,75 10 3 5 48 p E
D 46 AB 3,75 10 2 5 48 10 p E
47 AB 3,75 10 2 5 48 p E
CL D 45 35 L,R AB 4,2 10 4 6 83 12
36 AB 4,2 8 3 6 83
D 45 AB 3,75 10 4 5 83 12 P
46 AB 3,75 11,5 4 5 83
47 AB 3,75 11,5 3 5 83
IS TS 46 45 R AR 4 10 4 5 35 6
46 AR 4 10 4 5 35
Total 10 30 14 30 30 30 28 28 30 8 8
mean 43,2 3,80 | 11,23 | 4,57 | 4,82 | 49,90 | 10,1
max 63 4,5 13 6 6 116 36
min 18 3,4 8 2 3,5 10 1

Legend: L — IANVB lateralization; T — IANVB transposition without incisive nerve sectioning; TS — IANVB transposition with incisive nerve
sectioning; D — IANVB distalization; RIAN — rehabilitation of the inferior alveolar nerve innervation; MC — management of complications;

P — periimplantitis; (D — open curettage; E— explantation.

tajelor pe care le poseda. Acest dispozitiv dezvolta o
vibratie in limitele a 20 — 200 pm si taie continuu
si uniform prin tesutul osos mineralizat, protejand
tesuturile moi prin incapacitatea de a actiona asu-
pra lor. Acesta este un avantaj incontestabil, pe langa
faptul ca in timpul osteotomiei utilizarea lui permite
conservarea maxima a tesutului osos, fird pierderi
suplimentare nejustificate. Desi existd dezavantajul,
relatat si in literatura de specialitate, precum ca uti-
lizarea piezotomului implica o durata mai mare de
timp, acesta este dupa pérerea noastra contrabalansat
de avantajele net mai semnificative [12,16,17].
Lateralizarea fasciculului alveolar inferior este
mai putin traumaticd deoarece nu necesita manipu-
latii asupra orificiului mentonier si sectionarea fasci-

form osteotomy due to the advantages it possesses.
This device develops a vibration within the range of
20 — 200 pm and cuts continuously and uniformly
through the mineralized bone tissue, protecting soft
tissues through the inability to act on them. This is
an indisputable advantage, in addition to the fact
that during osteotomy its use allows the maximum
preservation of the bone tissue without additional
unjustified losses. Although there is a disadvantage,
also reported in the literature, that the use of piezo-
tome requires more time, which, in our opinion, is
counterbalanced by the more significant net benefits
[12,16,17].

The IANVB lateralization is less traumatic be-
cause it does not require manipulation on the men-
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culului incisival inferior. A fost aplicati la 2 pacienti
unilateral si la 1 pacient bilateral. La pacientii FA si
IA, dorind sa reducem traumatismul prin metoda
de lateralizare a FVNAI, care prevede un abord osos
limitat, cu inconveniente in timpul manipulatiilor
chirurgicale i respectiv tensiuni exagerate asupra
FVNAI, interventiile s-au soldat cu tulburdri ne-
urosenzoriale pe o perioadd indelungatd (>2 ani).
Dupa o perioadd indelungata de timp, pacientul nu
mai poate oferi un rdspuns exact cu referire la pre-
zenta/lipsa sensibilitatii pe traiectul nervului alveolar
inferior. Acest fenomen poate fi explicat prin asa-
numitul efect de obisnuinta, termen intélnit si la E
Khoury, la 19 pacienti dintr-un studiu bazat pe 94
cazuri clinice [18]. Noi am observat acest fenomen si
in cazul pacientilor cu fracturi ale mandibulei cu de-
plaséri pronuntate si lezarea fasciculului, precum si
in cazul pacientilor dupa operatii de rezectie mandi-
bulard (tumori), cu sectionarea FVNALI La pacientul
PO, aceiasi tehnica de lateralizare a FVNAI aplicatd
bilateral, insd cu extinderea osteotomiei spre distal si
marirea campului operator a redus tensiunile in tim-
pul manipularii FVNAI cu impact minimal asupra
lui si restabilirea tulburarilor neurosenzoriale post-
operatorii in doar 2 siptimani. In acest caz trauma
minimala a fost asiguratd si de utilizarea piezotomu-
lui, iar stimularea regenerdrii a fost posibild prin uti-
lizarea membranelor A-PRE

Transpozitia fasciculului alveolar inferior, reali-
zatd la 1 pacient unilateral si la 1 pacient bilateral este
o interventie mai traumaticd, necesitdnd prepararea
orificiului mentonier si sectionarea nervului incisi-
val, motiv pentru care nu este indicatd in cazul pre-
zentei dintilor vitali in zona interforaminald, cu scop
de evitare a necrotizérii pulpei dentare la nivelul lor.
La ambii pacienti, tulburérile de inervatie survenite
ulterior utilizédrii acestui procedeu s-au mentinut pe
o perioadd de pana la 6 luni. In cazul a 2 pacienti,
pentru a reduce din impactul traumatic al metodei,
noi am recurs unilateral la transpozitia FVNALI fard
sectionarea n. incisival. Mai mult decat atét, aceastd
tacticd, prin extinderea zonei de osteotomie spre dis-
tal si asupra orificiului mentonier a permis detensio-
narea FVNALI in timpul manipulatiilor chirurgicale.
Morbiditatea mai micé la aplicarea acestui procedeu
s-a manifestat §i prin restabilirea precoce a inervatiei
nervului alveolar inferior la ambii pacienti, in doar 1
luna postoperator. Ca urmare, consideram ca de im-
portanta primordiald este impactul operator asupra
FVNALI si nu asupra tesutului osos. La tensionarea
fasciculului, impactul traumatic poate avea conse-
cinte ireversibile, pe cand defectul osos, indiferent de
mdrimea lui, poate regenera in totalitate.

De cele mai dese ori, metoda de lateralizare a FV-
NAI permite inserarea unui singur implant, la nivelul
dintelui 6, pe cand metoda de transpozitie a FVNAI
datoritd cAmpului mai mare de manipulatie si posi-
bilitdtii de deplasare a fasciculului alveolar inferior,
permite inserarea a doud implante, la nivelul dintilor
5si6.

tal foramen, nor the incision of the inferior incisive
nerve. It was applied unilaterally in 2 patients and
bilaterally in 1 patient. In patients FA and IA, we
wanted to reduce injury by IANVB lateralization,
which provides for a limited bone approach with
inconveniences during surgery and, respectively,
exaggerated tension on the IANVB, and the inter-
ventions have led to a long—term neurosensory dis-
order (> 2 years). After a long period of time, the
patient cannot give a precise answer with respect
to the presence/absence of sensitivity along the in-
ferior alveolar nerve path. This phenomenon can
be explained by the so-called habit effect, a term
also encountered in articles by F. Khoury, in 19 pa-
tients from a study based on 94 clinical cases [18].
We have also noticed this phenomenon in case of
patients with mandible fractures with significant
dislocations and nerve bundle lesions, as well as in
patients after mandibular resection (tumors), with
IANVB sectioning. In the patient PO, the same
TANVB lateralization technique was applied bilat-
erally, but after the operatory field was extended
distally through osteotomy, the tension on the IAN-
VB decreased and the impact on the bundle was
minimal, thus postoperative neurosensory impair-
ment disappeared in just 2 weeks. In this case, the
minimal trauma was also ensured by the use of the
piezotome, and regeneration stimulation was pos-
sible by using A-PRF membranes.

The inferior alveolar bundle transposition, per-
formed in 1 patient unilaterally and in 1 patient
bilaterally, is a more traumatic intervention requir-
ing the preparation of the mental foramen and sec-
tioning of the incisive nerve, which is why it is not
indicated in case if vital teeth are present in the in-
terforaminal area, in order to avoid necrotizing of
the dental pulp at their level. In both patients, post-
operative innervation disorders maintained for up
to 6 months. In 2 patients, in order to reduce the
traumatic impact of the method, we did unilateral
IANVB transposition without incisive nerve inci-
sion. Moreover, this tactic of expanding the osteoto-
my area distally and to the mental foramen, allowed
reducing the tension on the IANVB during surgical
manipulations. A lower morbidity after using this
technique also manifested by an early restoration
of inferior alveolar nerve innervation in both pa-
tients in only 1 month postoperatively. As a result,
we believe that the primary impact have the surgi-
cal manipulations on the IANVB, and not on the
bone tissue. When stretching the nerve bundle, the
traumatic impact can have irreversible consequenc-
es, while the bone defect, regardless of its size, can
regenerate completely. Most often, the JANVB lat-
eralization method allows the insertion of one im-
plant only at the level of tooth 6, while the IANVB
transposition method due to a larger manipulation
area and possibility to move the IANVB at a higher
range, it allows the insertion of two implants at the
level of teeth 5 and 6.



La 2 pacienti bilateral si la 1 pacient unilateral,
pentru crearea ofertei osoase s-a recurs la distaliza-
rea FVNAI in cadrul operatiei de osteoplastie prin
grefe autologe din creasta iliaca. In celelalte cazuri
augmentarea defectului sa efectuat cu o combinatie
de biomateriale (rumegus de os, biomaterial aloplast
— "Colapol KP-3LM”, A-PRF).

Inserarea celor 30 implante dentare s-a efectuat la
nivelul dintilor 5, 6 5i 7, din drepta si din stanga (Figu-
ra 2). Implantele au avut lungimi de minim 8,0 mm si
maxim 13,0 mm, cu o medie de 11,23 mm, iar diame-
tre de minim 3,4 mm §i maxim 4,5 mm, cu o medie de
3,8 mm. Aceste date corespund cu valorile implante-
lor de dimensiuni medii standard. Asadar, in conditii
de insuficientd osoasa verticald a crestelor alveolare
mandibulare cu atrofie pronuntatd, metoda de repo-
zitionare a FVNAI permite inserarea implantelor de
dimensiuni medii standard, cu o predictibilitate inaltd
in timp. Oferta osoasd disponibila la nivelul crestelor
alveolare la pacientii in studiu a fost de minim 2 mm
si maxim 8 mm, cu o valoare medie de 4,57 mm. Con-
sideram ca oferta osoasi disponibila este insuficientd
pentru inserarea implantelor, chiar si a celor subdi-
mensionate, metoda de repozitionare a FVNAI avand
astfel indicatii justificate in aceste situatii clinice. Lati-
mea crestelor alveolare in clasele C-h si D dupa Mis-
ch, desi mai putin semnificativd in cazul deciziei de
realizare a interventiei date, a fost masuratd in acest
studiu si a prezentat valori suficiente (de la 3,5 mm
péana la 6 mm, cu valoarea medie de 4,82 mm) pentru
inserarea implantelor de dimeniuni medii standard.

In order to create bone supply, we performed
IANVB distalization in 2 patients bilaterally and 1
patient unilaterally, during osteoplasty with autolo-
gous iliac crest graft. In the other cases, the defect
augmentation was performed with a combination of
biomaterials (bone chips, and aloplast biomaterial —
“Colapol KP-3LM”, A-PRF).

The insertion of the 30 dental implants was con-
ducted at level 5, 6 and 7, on the right and left sides
(Figure 2). The implants had lengths of min 8.0 mm
and max 13.0 mm, with an average of 11.23 mm, and
diameters min 3.4 mm and max 4.5 mm, with an av-
erage of 3.8 mm. These data correspond to the values
of standard medium size implants. Thus, under ver-
tical bone deficit of mandibular alveolar ridges with
pronounced atrophy, the IANVB reposition method
allows the insertion of standard mid-size implants
with high predictability over time. The bone supply
available at the alveolar elevations in the study pa-
tients was at least 2 mm and maximum 8 mm with
an average of 4.57 mm. We believe that the available
bone supply is insufficient to insert the implants,
even the undersized, so IANVB repositioning hav-
ing justifiable indications in these clinical situations.
The width of the alveolar ridges ranging within C-h
and D classes after Misch, although less significant
after making the decision to perform the interven-
tion, was measured in this study and showed suffi-
cient values (from 3.5 mm to 6 mm, with the average
value of 4.82 mm) for insertion of standard mid-size
implants.

Evaluarea re- The evalua-
zultatelor la pa- ° e ; o ; tion of the results
. e A . 6 . . .
cientii in stud}u . S S = S in the patients in
s-a efectuat in ) > - - 2 - - 2 the study was
perioada  post- - - - - - - - - w» Dperformed dur-
operatorie, cu 35 36 37 a5 16 .7 ing the postop-
scop de monito- Fig. 2. Repartizarea numérului de implante dupé localizare erative  period
rizare a tulbura- . o ) ) with the purpose
rilor de inervatic Fig. 2. Distribution of the implants number based on location of  monitoring

si a conditiilor de restabilire a ei. In timpul celei de-a
doua etape chirurgicale, la descoperirea implantelor,
s-a evaluat gradul lor de osteointegrare, la fel ca si
nivelul remodeldrii osoase periimplantare, manifes-
tatd prin apozitie si resorbtie osoasd periimplantara,
apreciata la marginea crestald a implantului dinspre
mezial si distal. Resorbtia periimplantari a fost eva-
luati si la distanta, dupé punerea in functie a lucrérii
protetice pe implante (fig.2). Acest termen de evalu-
are a fost diferit in functie de adresabilitatea pacien-
tilor si a constituit minim 10 luni si maxim 116 luni,
cu o medie de 49,9+0,76 luni.

La cei 10 pacienti in studiu, in cele 14 cazuri de
repozitionare a FVNAT au fost inserate 30 implante
dentare. Pentru toate aceste implante am studiat apo-
zitia/resorbtia la a doua etapd chirurgicald, de dupi
implantare, si anume la descoperirea lor, 6 luni post-
operator. Pentru determinarea resorbtiei periimplan-
tare, utilizand instrumentarul de masurare al pro-
gramului Sidexis 4.0, am mdsurat resorbtia dinspre

the innervation disorders and the conditions for its
restoration. During the second surgical stage, im-
plantation was revealed, their degree of osteointe-
gration was assessed, as well as the periimplantation
bone remodeling, manifested by periimplantation
bone resorption and bone resorption, appreciated at
the crest of the implant from the medial to the distal.
The periimplantation resorption was evaluated also
remotely, after the prosthetic work on implants (fig.
2). This assessment period was different according
to patient addressability and was at least 10 months
and up to 116 months with an average of 49.9 + 0.76
months.

In the 10 patients in the study, 30 dental implants
were inserted in the 14 cases of FVNAI reposition-
ing. For all these implants we studied the resorption
/ resorption at the second surgical stage after implan-
tation, namely at their discovery, 6 months postop-
eratively. To determine the periimplantation resorp-
tion using the Sidexis 4.0 measuring instrument, we
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mezial si distal, de la platforma fiecarui implant spre
cel mai decliv punct al zonei radiotransparente evi-
denta radiologic pe radiografia panoramica (OPG),
conform metodei propuse de cétre autori [13]. Evalu-
area sa efectuat la pacientii care sau adresat la aceste
inetvale de timp. Rezultatele au demonstrat apozitie
osoasd cu o valoare medie dinspre mezial de 0,48
mm si dinspre distal de 0,71 mm la 9 dintre implan-
te, la alte 17 prezentand resorbtie cu o valoare medie
dinspre mezial de -0,39 mm si dinspre distal de -0,38,
mm. Ulterior, am continuat studiul cu determinarea
resorbtiei periimplantare dupd un an de functiona-
re la 19 implante, cu o valoare medie dinspre mezial
de -1,49 mm si dinspre distal de -1,11 mm; dupa 3
ani de functionare la 15 implante, cu o valoare medie
dinspre mezial de -2,51 mm si dinspre distal de -2,00
mm; dupd 5 ani de functionare la 6 implante, cu o
valoare medie dinspre mezial de -2,02 mm si dinspre
distal de -1,85 mm si respectiv dupa 7 ani de func-
tionare la 4 071

. 0.48
implante, cu os0 a8 .
loare me- 09 S =
O.Va oa .e € —0.50 —mezial distal nil .I r |
die  dinspre

-1.00 6luni -0.39 -0.38 lan
mezial de 150 111
. -1.49
-3,22 mm si >0
-2.50

dinspre distal
de -2,53 mm 350
(Figura 3).

In aces-
te cazuri de
creasta alve-
olard defici-
tard, pentru
reabilitarea carora s-a utilizat metoda de repozitiona-
re a FVNAI care prevede osteotomii, comparativ cu
implantarea in conditii standard, cdnd exista ofertd
osoasa suficientd, se poate admite un asemenea nivel
de resorbtie dacd luam in consideratie traumatismul
mai mare intraoperator prin decoldri extinse si de-
reglari de vascularizatie [6]. Interventiile realizate la
pacientii din acest studiu au prezentat si unele com-
plicatii biologice conditionate de functionarea con-
structiei implanto-protetice in timp (in cazul tuturor
celor 4 pacienti la >5 ani), si nu de interventia pro-
priu-zisd. La 3 dintre pacientii in studiu, menajarea
complicatiilor cu pastrarea implantelor s-a efectu-
at prin deschiderea lamboului, chiuretajul in camp
deschis si augmentarea defectului periimplantar.
Explantarea s-a efectuat intr-un singur caz, in care
defectul periimplantar a prezentata dimensiuni mai
mari, semnificative, soldat cu pierderea a 5 implante
dupi o functionare de 4 ani (Tabel 1). Astfel, rata reu-
sitei pe perioada de supraveghere a constituit 83,33%.

Referitor la tulburdrile neurosenzoriale, anali-
zénd rezultatele la distantd, am observat ca la com-
pararea metodele de repozitionare nu se determina
o diferenta semnificativéd, deoarece anestezie, pares-
tezie, hipoestezie s-a determinat la toti pacientii, iar
perioada de restabilire a variat de la 2 sdptdméni pana
la 2 ani in toate tehnicile de repozitionare a FVNAI,

Fig. 3. Media resorbtie/apozitie raportata la implantii in cauza (mm), examinati in dinamicd,
determinata dinspre mezial i distal.

Fig. 3. Resorption / aperture average relative to the implants concerned (mm), examine in dynamics,
determined from the medial to the distal.

measured the medial and distal resorption from the
platform of each implant to the most radius of the
radiopaque radiographically visible area on the pan-
oramic radiograph (OPG), according to the method
proposed by the authors [13]. The evaluation was
performed in patients who addressed these instances
of time. The results showed bone prosthesis with an
average median value of 0.48 mm and distal from
0.71 mm to 9 of the implants, another 17 exhibiting
resorption with an average median value of -0.39 mm
and distal to -0.38 mm. Subsequently, we continued
the periimplantation resorption study after one year
of operation at 19 implants, with an average value of
-1.49 mm and a distal -1.11 mm; after 3 years of oper-
ation at 15 implants, with an average value of between
-2.51 mm and distal from -2.00 mm,; after 5 years of
operation at 6 implants, with an average value from
the gap of -2.02 mm and from the distal of -1.85 mm
and after 7 years of operation at 4 implants respec-
tively, with an
average value
from the me-
dian of -3 ,
22 mm and
T distal to -2.53
mm (Figure
3.22 3).

In these
cases of poor
alveolar crest,
for the reha-
bilitation of
which the use
of the FVNALI repositioning method, which provides
for osteotomies, compared to the standard implan-
tation, when there is a sufficient bone supply, such
a level of resorption can be accepted if we consider
the higher trauma intraoperatively through extended
take-offs and vascular disorders [6]. Interventions in
patients in this study also presented some biological
complications conditioned by the operation of the
implanto—prosthetic construction over time (in all 4
patients > 5 years) and not by the intervention itself.
In 3 of the study patients, implantation complications
were managed by opening the flap, open-field cu-
rettage, and augmenting the periimplantary defect.
Explantation was performed in a single case where
the peri-implant defect presented significant larger
dimensions, resulting in the loss of 5 implants four
years after surgery (Table 1). Thus, the rate of success
during the follow—up period was 83.33%.

Regarding the neurosensory disturbances, ana-
lyzing the results at a distance, we noticed that the
comparison of the repositioning methods did not
cause a significant difference because anesthesia,
paraesthesia, hypoaesthesia was determined in all
patients, and the restoration period ranged from 2
weeks to 2 nor in all techniques for repositioning
IANVB, regardless of the change. In our opinion,
other factors are influencing the success of the opera-



indiferent de modificare. Dupa parerea noastra, alti
factori sunt cei care influenteaza reusita operatiei,
factori precum: traumatismul redus, manipulatiile
chirurgicale fine si precise, timpul mai mic de inter-
ventie, utilizarea tehnologiilor moderne (piezotom,
instrumentar adecvat) si a posibilitdtilor de stimulare

a regenerdrii tisulare (A-PRE, biomateriale), etc.
Analizand rezultatele obtinute, am notificat une-

le avantajele si dezavantaje ale metodei, indicatiile si

contraindicatiile ei. Prin prisma lor venim si cu o se-
rie de observatii, concluzii si recomandari:

o Avantajele metodei de repozitionare a FVNAI
includ: posibilitatea de inserare a implantelor de
dimensiuni standard in aceiasi etapd chirurgicald,
fixate bicortical cu stabilitate primard inaltd, re-
ducand astfel durata tratamentului; posibilitatea
de extindere a zonei de implantare spre distal;
optiunea de incdrcare imediatd a implantelor, cu
restabilirea precoce a functiei masticatorii si im-
bunatétirii calitétii vietii pacientului [19].

o Dezavantajele metodei de repozitionare a FV-
NAI includ: nu restabileste in totalitate morfo-
logia crestelor alveolare atrofiate (nu prevede
cresterea pe verticald); osteotomia realizatd pen-
tru expunerea canalului mandibular, de rand cu
inserarea implantelor de dimensiuni standard,
care traverseaza mandibula pand la marginea ba-
zilara creazd locuri de rezistentd scdzutd, cu risc
de fracturd; interventia nu garanteaza lipsa com-
plicatiilor postinterventionale sau a unor conse-
cinte caracteristice altor inteventii in regiunea
oro-maxilo-faciald (edem, hematom, dehiscents,
suprainfectare, etc.) [2,4,12,20].

+ Indicatiile metodei de repozitionare a FVNAI
includ: evitarea lezédrii FVNAI in timpul inserdrii
implantelor in regiunile mandibulare posterioare
edentate, atrofice; atrofia crestelor alveolare clasa
IV, V si VI dupa Cawood si Howell sau C-h si D
dupd Misch cu reducerea spatiului liber protetic;
acelasi grad de atrofie a crestelor alveolare in re-
giunea posterioara, in conditii de prezentd a gru-
pului de dinti frontali, interforaminali sau cand
pacientul isi doreste o reabilitare implanto-prote-
ticd rapidd, cu rezultate predictibile [4].

« Contraindicatiile metodei de repozitionare a
FVNAI includ: dacd pacientul se prezinta cu sta-
re generald precard, ce implica boli sistemice care
s-ar putea acutiza in urma interventiei de repozi-
tionare a FVNAI; limitdri de acces catre situl ope-
rator (ex.: microstomie, limitdri de deschidere a
cavitatii bucale); pacientii susceptibili la infectii,
hemoragii sau labili psihoemotional [4].

Concluzii

1. Metoda de repozitionare a FVNAI pentru insera-
rea implantelor dentare endoosoase poate fi apli-
catd in reabilitarea implanto-proteticd la pacientii
cu atrofie severa a crestelor alveolare mandibula-
re, avand indicatii atunci cAnd inaltimea osoasa a
crestei alveolare pana la canalul mandibular este

tion, such as: reduced trauma, fine and precise sur-

gical manipulations, less intervention time, the use

of modern technologies (piezotome, appropriate in-
strumentation) and the possibility to stimulate tissue
regeneration (A-PRF, biomaterials), etc.

Analyzing the obtained results, we have noticed
some of advantages and disadvantages of the meth-
od, its indications and contraindications. Through
their prism, we came to a series of observations, con-
clusions and recommendations:

o The advantages of the IANVB repositioning
method include: the possibility of insertion of
standard size implants in the same surgical step,
bicortically fixed with high primary stability, thus
reducing the duration of treatment; the possibi-
lity of extending the implantation zone distally;
Immediate loading of implants, early rehabilita-
tion of masticatory function and improvement of
patient’s quality of life [19].

« The disadvantages of the IANVB repositioning
method include: does not fully restore the mor-
phology of atrophied alveolar ridges (does not
provide for vertical growth); the osteotomy per-
formed for the mandibular canal exposure, along
with the insertion of standard implants that cross
the mandible to the basilar edge, creates low re-
sistance sites with fracture risk; the surgical inter-
vention does not guarantee the absence of post-
intervention complications or of other specific
consequences in oro-maxillofacial region (ede-
ma, hematoma, dehiscence, superinfection, etc.)
[2,4,12,20].

o The indications of the IANVB reposition me-
thod include: avoiding JANVB damage during
insertion of implants into the edentated, atrophic
posterior mandibular regions; atrophy of alveolar
ridges of Class IV, V and VI after Cawood and
Howell or C-h and D after Misch with reduction
of prosthetic free space; the same degree of atro-
phy of the alveolar ridges in the posterior region
under the presence of the frontal, interforamino-
us group of teeth, or when the patient desires a
rapid implant-prosthetic rehabilitation with pre-
dictable results [4].

o The contraindications to the IANVB reposition
method include: if the patient is in a poor general
condition, involving systemic illnesses that may
become more acute after the IANVB repositio-
ning procedure; restricted access to the operative
site (e.g., microstomy, mouth opening limitati-
ons); patients susceptible to infections, hemorrh-
ages or psychoemotional lability [4].

Conclusions

1. The method of IANVB repositioning for the
insertion of endosseous dental implants can be
applied for implant-prosthetic rehabilitation in
patients with severe atrophy of the mandibular
alveolar ridges, indicated when the alveolar crest
bone height to the mandibular canal is < 6 mm
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< 6 mm (in acest studiu a prezentat valori de la
2,0 mm la 6,0 mm, cu o medie de 4,57 mm).
Comparativ cu alte metode de creare a ofertei
osoase, metoda de repozitionarea a FVNAI nu
necesitd o interventie chirurgicala repetatd pentru
inserarea implantelor, ele inserdndu-se simultan.
In perioada de evaluare resorbtia este prezenta la
toate implantele, avind un caracter aproape con-
stant, insa usor mai accentuat in comparatie cu
media implantarii standarde, depasind valoarea
de 2,0 mm.

Comparativ cu neajunsurile altor metode care se
utilizeaza pentru tratamentul acestor cazuri de
atrofie severa, resorbtia prezentd, pierderea unor
implante , precum si tulburarile neurosenzoriale
sunt discutabile daca ar fi s comparam riscurile
vs beneficiile, aceasta transformind metoda in
una ce poate fi acceptata.

Predictibilitatea metodei de repozitionare a FV-
NAI ca tehnicd alternativd de implantare simul-
tand in conditii de atrofie osoasd severd a creste-
lor alveolare mandibulare, depinde de respectarea
protocolului operator si a conditiilor anatomice
locale, de tehnica si abilititile profesionale, de
respectarea protocolului de inserare a implantu-
lui si de respectare a conditiilor aseptice.
Multitudinea metodelor de creare a ofertei osoa-
se la mandibuld vin sd completeze posibilitatile
medicinii contemporane de a ajuta pacientului
chiar si in situatiile clinice dificile, cu scopul de a
reintoarce confortul reabilitarii anatomice, func-
tionale si estetice.

Recomandari:

Deoarece comporta anumite riscuri, metoda de
repozitionare a FVNAI cu inserarea simultand a
implantelor de dimensiuni medii standard trebu-
ie efectuata de citre specialisti de competenta si
experientd necesard;

Planificarea preoperatorie minutioasd tridimen-
sionald cu notarea dimensiunilor zonei de interes
si a formatiunilor anatomice invecinate, ajustarea
acestor dimensiuni cu cele ale frezelor, discurilor,
déltilor, implantelor si cu adincimea de inserare
vor avea ca rezultat micsorarea riscurile posibile;
Decolarea lamboului mucoperiostal si osteoto-
mia limitatd micsoreazd morbiditatea, insa creaza
inconveniente pentru manipularea chirurgicald a
FVNALI, cauzéind astfel tensiuni exagerate asupra
lui, cu consecinte nefaste, manifestate prin tulbu-
rari neurosenzoriale indelungate. Pentru a reduce
tensiunea in manipularea FVNAI, adeseori este
justificatd extinderea cimpului operator;
Osteotomia peretelui vestibular reduce stabilita-
tea primard a implantelor, la fel ca si posibilita-
tea mentinerii pozitiei si axului de inserare. Din
aceste motive trebuie de luat in consideratie ne-
cesitatea mentinerii ferme a pozitiei si angulatiei
implantului in timpul inserarii lui;

Dupd parerea unor autori, dar si din experienta

(in this case study showed values from 2.0 mm to
6.0 mm, with an average of 4.57 mm).

Compared to other methods of creating the bone
supply, the method of IANVB repositioning does
not require repeated surgery to insert the im-
plants, inserting them simultaneously.

During the follow-up period, the resorption is
present in all implants, having a near constant but
slightly more pronounced compared to the avera-
ge implantation standard, exceeding 2.0 mm.
Compared to the shortcomings of other methods
used to treat these cases of severe atrophy, the
presence of resorption, loss of implants and ne-
urosensory disorders are questionable if we com-
pare the risks versus the benefits, transforming
the method into one that can be accepted.

The predictability of IANVB repositioning me-
thod as an alternative technique of simultaneous
implantation under severe bone atrophy condi-
tions of mandibular alveolar ridges depends on
how the surgical protocol is observed and the lo-
cal anatomical conditions are taken into account,
as well as on the technique and the professional
abilities, the observance of the implant insertion
protocol and compliance with aseptic conditi-
ons.

The multitude of ways to create bone supply in
the mandible come to complement the possibili-
ties of contemporary medicine to help the patient
even in difficult clinical situations in order to re-
store the comfort of anatomical, functional and
aesthetic rehabilitation.

Recommendations:

Since it involves certain risks, the method of IAN-
VB repositioning with simultaneous insertion of
standard mid-size implants must be performed
by the specialists with a necessary proficiency
and experience level;

Precision three-dimensional pre-operative plan-
ning with marking the area of interest and adja-
cent anatomical formations, adjustment of these
dimensions to those of the cutters, discs, chisels,
implants and insertion depth will result in the re-
duction of possible risks;

Mucoperiosteal flapping and limited osteotomy
decreases morbidity, but creates inconveniences
for surgical manipulation on IANVB, causing
excessive tension on it, with adverse consequen-
ces manifested by long-term neurosensory dis-
turbances. In order to reduce tension in IANVB
manipulation, it is often justified to extend the
operation field;

Osteotomy of the vestibular wall reduces the pri-
mary implant stability, as well as the possibility of
maintaining the position and insertion axis. For
these reasons, consideration should be given to
the need to firmly maintain the position and an-
gulation of the implant during insertion;

v" According to some authors, but also based on



proprie, utilizarea unitétii piezo-chirurgicale in
interventia de repozitionarea a FVNALI simplifica
complexitatea acestei interventii, oferindu-i un
caracter miniinvaziv;

Plasarea implantelor subcrestal, la 2,0 mm, va
preintampina expunerea marginii implantului
dupa procesul de resorbtie osoasa vestibulard;
Primele interventii de utilizare a acestei metode
se recomanda a fi efectuate sub conducerea unui
coleg mai experimentat, care detine abilitatile
profesionale si competenta necesaré;

Tehnicile de reabilitare orald trebuie mereu selec-
tate si adaptate situatiilor clinice individuale;
Planul de tratament trebuie stabilit si decis im-
preund cu pacientul, dar si in colaborare cu spe-
cialistii de tangentd in cadrul reabilitdrii implan-
to-protetice integrale;

Alegerea metodei de tratament trebuie efectuata
in functie de situatia clinicd individuald, abilita-
tile si profesionalismul practicianului, raportul
dintre riscurile si complicatiile ce pot apirea si
rezultatele agteptate, precum si de starea psiholo-
gica a pacientului.

our own experience, the use of the piezo-surgical
unit in the JANVB repositioning decreases the
complexity of this intervention, giving it a mini-
invasive character;

The placement of subcrest implants at 2.0 mm
will prevent the implant margin from exposing
the vestibular bone resorption process;

The first interventions to use this method are re-
commended to be conducted under the guidance
of a more experienced colleague who has the ne-
cessary professional skills and competence;

Oral rehabilitation techniques must always be se-
lected and adapted to individual clinical situations;
The treatment plan has to be established and de-
cided together with the patient, but also in colla-
boration with the tangent specialists in the inte-
gral implanto—prosthetic rehabilitation;

The choice of treatment method should be based
on the individual clinical situation, the skills and
professionalism of the practitioner, the relation-
ship between the risks and complications that
may arise and the expected results, as well as the
psychological state of the patient.
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