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AHATOMO-MOP®OJIOTMYECKUE
0COBEHHOCTH
MUKPOCKOMWYECKOT0 CTPOEHNA
ECTECTBEHHBIX AMOK U OUCCYP
NoCTOAHHbBIX OKOBbIX 3YBOB

Anekcanpp Mocronaku

I'YM® «Huxonae Tecmemuyany», kadeopa
Opmoneduueckoti cmomamonozuu «VMnnapuon
ITocmonaxu», Kuwunes, Pecny6nuxa Monoosea

ANATOMICAND MORFOLOGIC
FEATURES OF MICROSCOPIC
STRUCTURE OF THE NATURAL FOSSAE
AND FISSURES IN PERMANENT
LATERAL TEETH

Alexander Postolaki
USMEF “Nicolae Testemitanu”, Chisinau, Republic of
Moldova

4 A
Pesiome

Mertoto [l ofoHTOCKOIIIYecKoro (Jyma
¢ X 2,5; 3,5 KpaTHBIM YBeIM4eHNMEM) U MMU-
KPOCKOITIYECKOTO MCCIeI0BAHMsA OB OTO-
OpaHbl MHTAKTHBIE U KapUO3HBIE ITOCTOSH-
Hble NIPeMOAPbl U MOJApHL (Bcero 90 3y-
60B) C COXpaHEHHOI KOPOHKOBOIl 4YacTbIo,
yIaneHHble, 10 MeAVIIMHCKUM IIOKa3aHUAM.
boimn msrorosnenbl 20 IPORONbHBIX LIIN-
(0B MOCTOAHHBIX MOAPOB. [lomydeHsl HO-
Bble CBefleHus1 06 aHaToMo-Moporornde-
CKMX ¥ TomorpaduuecKux O0CoOEHHOCTAX
MUKPOCKOIINYECKOTO CTPOEHUs €CTECTBEH-
HBIX SIMOK 11 GUCCYp 6OKOBBIX 3YOOB 1 CHCTe-
MAaTH3MpPOBaHBI B Bujie Kaaccudukanum. Pe-
3y/IBTATBl U3YYeHNsI OCOOEHHOCTEN OZOHTO-
mIUQUKY, TO3BO/IUIN BBIETUTh 3 OCHOBHBIE
(b OpMBI MIKPOAPXUTEKTOHUKN MOJISIPOB, KO-
TOpBIe TO3BOJIAT IPM KIMHUYECKOM OOCTe-
TOBaHMUM ONpEfleNINTb CTelleHb pUcKa Iopa-
JKEHIs KapMecoM M Ha paHHEeM 3Talle Ipej-
YIpeauTb PasBUTHE OKK/IIO3MOHBIX Hapyllle-
HUI U IPYTUX OCIOXKHEHUIL.

KmroueBbie cmoBa: IlocTosHHBIE 3y6bI,
OfIOHTOITM}NKA, eCTEeCTBEHHBIE IMKI U (IIC-
CYPBI, Kapuec, paHHssA JMAaTHOCTHKA, TUPpo-
Bas MMKPOCKOIMS.

\ J

Kapuec u ero ocmo>xHeHus: 3aHMMAIOT Befyllee
MeCTO B MUpe Cpeiu 3ab0/eBaHuUIT TBEPABIX TKaHel
3y60B. «ITo ganubiM BO3 6onbie dem 98% B3pocio-
TO HaceJIeHNI TIOfIBEPXKEHDI Kap1ecy TBePAbIX TKaHeil
3y60B» [1]. Ocoboe MecTo B paspaboTke METOROB AN~
arHOCTYKY, TPOQUIAKTHKY 1 JIedeHNsI TaHHOI [TaTo-
JIOTUM 3aHUMAET V3ydeHNe BIIMsIHIE O OHTOIMU(UKY
U CTPYKTYPHBIX OCOOEHHOCTENl eCTeCTBEHHBIX SIMOK
1 GUCCyp HOCTOSHHBIX H0KOBBIX 3y60B [2-9].

B s3aBucMMOCTH OT OFOHTOITMUGNUIECKOTO PHU-
CYHKa B IIepBbIX HIDKHUX MorsApax E. A. TTucapenko
(2014) BbimensieT [Ba BapMaHTAa PasBUTUS Kapuos-
Horo mpotecca: 1) IIpu mrtoc mats (+5) ¢ otmaneH-
HO pasMellleHHbIMI anbda 1 6eTa—AIMKaMM U CUJIb-
HO BBIPQ)KEHHBIM 9MaJIeBBIM I'pebHeM; 2) IIPM UTPeK
veTsipe mn Ath (Y-4, Y-5) [2].

Summary

Study included intact and carious perma-
nent premolars and molars (90 teeth in total)
with integral crown part extracted for medi-
cal reasons. Was conducted the odontoscopic
(X2.5, x3.5 times magnification), instrumen-
tal (probing) and microscopic examination
of the selected teeth. Were performed 20 lon-
gitudinal sections of permanent teeth. In the
issue of a complex study, new information on
anatomical, morphological and topographical
features of the microscopic structure of natu-
ral fossae and fissures in permanent lateral
teeth was obtained. After a detailed analysis, it
was systematized in a classification. Studying
of the odontoglyphic features made possible
to identify 3 main forms of microarchitecton-
ics of molars, fact that will allow to determine
the risk of caries during a clinical examina-
tion. Due to this classification will be possible
to prevent occlusal disturbances and other
complications.

Key words: permanent teeth, odonto-
glyphics, natural fossae and fissures, caries,
digital microscopy.

. J

Caries and its complications remain the most
widespread disease of solid tooth tissues. «Accord-
ing to WHO, more than 98% of adult population suf-
fer from caries of solid tooth tissues» [1]. The spe-
cial place in development of methods of diagnostics,
prophylaxis and treatment of this pathology occupies
studying of odontoglyphics influence and structural
features of natural poles and fissures of permanent
lateral teeth [2-9].

Depending on the odontoglyphic pattern of the
first lower molars, E. A. Pisarenko (2014) identifies
two variants of the carious process development: 1)
At plus five (+5) with a distantly placed alpha and
beta—fossae and a strongly pronounced enamel crest;
2) At Y-4, Y-5 [2].

V. K. Leontiev et al. (1988) studied the sections
of 113 teeth and found caries in 46 fissures, which
composed 42.1% of all externally «intact» fissures»

ie si experiment
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B. K. JleonTbeB u coaBT. (1988) maywwm mm-
¢b1 113 3y60B u B 46 duccypax 0OHAPY>KUIN Kapy-
€C, 4TO cocTaBuno 42,1% 13 BCceX BHEIIHE «MHTAKT-
HbIX» puccyp». I. I. ViBanosa, B. K. JleonTnes (2012)
IPUMEHIIN TPAIMIVIOHHBIE METOABI VCC/IeOBAHNIA
(BM3ya/npHOE U MHCTPYMEHTA/IbHOE 30HAMPOBaHIe),
IIaTOJIOTOAHATOMMYECKoe (B IIpoljecce M3TOTOBJIE-
H1s1 QOB 3yOOB), MUKPOCKOIINYECKOE B CPABHI-
TE/IbHOM M3YYeHUY aHaTOMUYECKOTO CTPOEHUS XKe-
BaTe/IbHBIX IIOBEPXHOCTEN MHTAKTHBIX Y KAPMO3HBIX
MOJIAPOB YHQ/ICHHBIX 110 KIMHUYECKUM IOKa3aHMU-
AM. BBUIO yCTaHOBIICHO, YTO IIpefpacloIaraomyum
(baxkTopoM Ayt PasBUTHSL Kapyeca SIB/LSLIOTCS BBICO-
Kas CTeIleHb MCYePYEHHOCTY >KeBaTe/IbHOM II0BepX-
HOCTI, @ TAKKe yBeJINYeHIe OCTPOTHI OyrpoB [3,4].

B. B. Yepnsik u coast. (2009; 2014) nccnegoBamm
opjoHTOIIM(UYeCKe ¥ TUCTOTONorpaddecKe oco-
OeHHOCTV Ma/IbIX 1 OO/BIINX KOPEHHBIX 3y0OOB IIpn
¢rcypHO-sMouHOM Kapuece. [Ipy TOBEpXHOCTHOM Ka-
prece HabIIOAIICD CTEPEOTHUITHBIE MOP(OIOTNIECKIIe
U3MeHeHN, KaK B AMKaX, TaK U B ¢uccypax. [ucromno-
IMYecKyl ObUIM BBIAB/ICHBI TPY 30HBL: AeCTPYKINY, Ya-
CTUYHOI JeCTPYKIVY Vi TUIIepMIHepa3anmi [5,6].

A. A. Ynox (2010) paspaboTan KIMHUYECKNI TeCT
OZIOHTOI/IVI(UKY — BU3Ya/IbHbII KPUTEPUil Kapyec-
HOJM PE3UCTEHTHOCTM SMai, OCHOBAHHBI Ha OCO-
OeHHOCTSIX MOP(OIOINIeCKOro penbeda >KeBaTesb-
HOJI IIOBEPXHOCTY IIePBbIX HVDKHUX MOCTOSHHBIX MO-
JISIPOB, C L{e/IbIO MOBBILIEHVST 3P PeKTUBHOCTI PaHHE
PALVIOHAZIBHON ¥ MHAVMBUYAIbHON IPOGIIAKTUKI
¢rccyproro xapueca mocie ux mpopessiBarust [7]. T
P. lemunna (2002) Taroke M3y4aa >KeBaTe/IbHYIO I10-
BEPXHOCTb U BBICOTY OYTOPKOB IIEPBBIX HIDKHUX II0-
CTOSIHHBIX MOJLIPOB I YCTAHOBW/IA, YTO HPM Hambo-
JIee pacIpOCTPAHEHHBIX OLOHTOIMMPIIECKIX Y30pax
(OY) «+» n «Y», B 3aBUCMMOCTY OT KOJIMYECTBA pe-
TEHIVOHHBIX ITYHKTOB ObUIN BBIIEJICHBI OT OLHOTO [0
Tpex BapuaHTOB pejbepa. OrieHKa IPOBOAMIACH IO
mKase ot 1 1o 3 6amoB ¢ pasHoit (HM3KOIL, CPENHETL,
BBICOKOI1) CTEIICHBIO PYCKa IOPXKEHN Kapueca AMOK
u uccyp. B pesynbrare ycTaHOB/IEHO, 9TO HANOOIb-
IIVIT PUCK PAsBUTIS Kapyeca CBsA3aH C OOJIBIINM KO-
JITYECTBOM SIMOK M M3BMIMCTBIX 60posy [8].

Takum o6pas3oM, UCCIeNOBaHKs, IOCBSIIEH-
Hble IIOJICKaM B3aMIMOCBSA3YU MEXIY 0COOCHHOCTAMU
OZfOHTOI/IM(DUKIL U PUCKOM Pa3BUTIS KapHeca, a TaK-
)K€ COBEepIIeHCTBOBaH/E METOJNOB PAHHETO BbIABJIC-
HIUS «30H PUCKa» C Y4eTOM OKK/IIO3VIOHHBIX B3aJIMO-
OTHOIIEHMII OCTAIOTCA aKTya/IbHBIMY BO BCeM MUpe.

Llenb nccnepoBaHmA: V3yuntb MUKPOCKOIN-
yecKue OCOOEHHOCTM aHATOMO-MOPQOIOrnyecKo-
ro 1 TOMOrpaUIecKOro CTPOEHMSI eCTeCTBEHHBIX
AMOK 11 60po3y; (prccyp) MOCTOSTHHBIX GOKOBBIX 3Y-
60B C 1LIe/IbI0 IIOBBIMIEHNST KAueCTBA K/IMHIYECKO
IVMarHOCTUKM OffoHTOrMM(prIecKoro penbeda.

Marepuanbl n metoabli:
s oponTockommyeckoro (myma ¢ X 2,5; 3,5
KpaTHbIM yBeHI/I‘{eHI/IeM), I/IHCprMeHTaHI)HOI‘O

[3]. G. G. Ivanova, V. K. Leontiev (2012) used tra-
ditional methods of research (visual inspection
and instrumental probing), morphopathological
methods (in the process of making teeth sections),
microscopic investigation in a comparative study
of the anatomical structure of the masticatory
surfaces of intact and carious molars extracted
according to clinical indications. They concluded
that the relief features predisposing to tooth decay
consist in a high degree of striation of the mastica-
tory surface, as well as in high expression of molar
tubercles [4].

V. V. Chernyak et al. (2009; 2014) studied the
odontoglyphic and histotopographic features of
premolars with caries in fissures and fossae. Su-
perficial caries differed with stereotypic morpho-
logical changes, both in pits and in fissures. Histo-
logically, three zones were identified: destruction,
partial destruction and hypermineralization [5,
6].

A. A. Udod (2010) has proposed for use in the
stomatological practice clinical test of odontoglyph-
ics — a visual criterion of caries resistance of enamel,
based on the features of the morphological relief of
the masticatory surface of the first lower permanent
molars (FLPM), in order to increase the efficiency of
early rational and individual prophylaxis of fissure
caries after tooth eruption [7].

G. R. Demchina (2002) also studied the occlusal
surface and the height of the tubercles of the FLPM
and found that, together with the most common
odontoglyphic patterns (OP) “+” and “Y”, depending
on the number of retention points, one to three vari-
ants of the relief were identified. The evaluation was
carried out on a scale of 1 to 3 points with different
(low, medium, high) risk of caries in pits and fissures.
As aresult, it was found that the greatest risk of caries
development is associated with a large number of pits
and meandering fissures [8].

Thus, the researches devoted to correlation
between odontoglyphic features and risk of car-
ies development, as well as improvement of early
identification of “risk zones” taking into account
occlusal relationship remain relevant all around
the world.

Research objective: To study microscopic
features of anatomical, morphological and topo-
graphical structure of natural poles and furrows
(fissures) of permanent lateral teeth for the im-
provement of caries clinical diagnostics by odon-
toglyphic relief.

Materials and methods:

Intact and carious constant premolars and mo-
lars (90 teeth in total) with integral crown part were
selected for the odontoscopic (X 2.5, 3.5 times mag-
nification), instrumental (probing) and microscopic
examination. Additionally, were performed 20 lon-
gitudinal sections of permanent molars, extracted



(30HAMpOBaHNE) M MMKPOCKOIIIYECKOTO MCCIef0Ba-
HUsS ObUIM OTOOPAHBI MHTAKTHBIE I KapMO3HbIE HO-
CTOsITHHBIE IIPEMOJLIPBL U MOJISIPHI (Bcero 90 3y60B) ¢
COXPaHEHHOJ KOPOHKOBOJ YaCTbI0, a TAKXKe JIOIO/-
HUTETBbHO M3TOTOBJIEHBI 20 IIPpOAObHDBIX H.UII/[(i)OB
IIOCTOAAHHDBIX MOJIAPOB, ynaneHHbe II0 MEOUIVH-
CKMM ITOKa3aHysAM. [Ipy MUKPOCKOIIIECKOM JCCIIe-
ZOBaHMU TPOBOAMIOCH UmppoBoe dororpadupo-
BaHMe MHTEPECYIOIINX YIaCTKOB I [TOCIEAYIOIee 1X
U3y4eHue Ha MOHITOPE KOMIIbIOTepa.

Pe3synbraTtbl 1 06CcyxaeHne

B pasnuyHBIX MCTOYHMKAX CIELMAJIbHON JINUTe-
PaTypBl faeTCsl B OCHOBHOM JIMIIb OOIIfast XapakTe-
PUCTHKA eCTeCTBEHHBIX yITyOIeHnit aMaan 1 B 3a-
BYCUMOCTI OT COOTHOIIEHMS NMAMETPOB YCTbA U
IHA Pa3IMYAIOT HECKOIbKO TUIOB ¢uccyp. Takme
aBTOpBI, Kak Hanpumep, T. B. Ilonpykenko, M. I
Krenosckasi, (2010) omuceiBatoT 5 TMIIOB GopM:

for medical indications. Together with microscopic
examination, digital photography of the areas of in-
terest was carried out, followed by computer analy-
sis. Determination of fissure angular parameters was
carried out in the computer program of dynamic ge-
ometry GeoGebra with the help of created automatic
scheme.

Results and discussions:

In various sources of special literature only a gen-
eral characteristic of natural enamel depressions is
basically given. Depending on the ratio of the diam-
eter of the fissure entrance and bottom, several types
of fissures are distinguished. T. V. Popruzhenko, M.
L. Klenovskaya (2010) give a description of 3 types
of fissures:

1) Fissures having a constant diameter from the

opening to the bottom: a — narrow (I-sha-
ped), constituting about 19% of all fissures; b

A

nle

X

Puc. 1. NosepxHocTHaa mopdonorusa dpuccyp 6okoBbix 3y60B. Ha He 1 60K0BbIX CTeHKax Guccyp 06HapyeHbl 0TBEPCTUA pa3HOl GOPMbI 1
aunametpa. Mukpodoto (Yen x 20). (AsTop A. MocTtonakwm).
Fig 1. The surface morphology of fissures of lateral teeth. At bottom and sidewalls of fissures are found openings of different forms and
diameters. (x 20 magnification, A. Postolaki).
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1)

2)

@uccypsl, MMeroINe MOCTOAHHBIA [YaMeTp
Ha IPOTDKEHUN OT yCT])H oo mHa: a — y3KI/Ie
(I-o6pasuble), cocTaBmsomye OKOO  19%
Bcex ¢uccyp; 6 — umpokue (U-o6pasusre), Ha
JOJII0 KOTOPBIX MPUXOANTCst 14% Bcex uccyp.
(DI/ICCypr C IIMPOKNM yCTbeM n y3KI/IM OCHO-
BaHIeEM, T. H. OMKpvimbvle GUCCYPbL: a) KOHY-
coobpasHbie (CH. BOPOHKOOOpasHble, V-06-
pasHble, «OCTPBLI yTo/») cocTasAmone 34%
IPOLIEHTOB BCex uccyp; puccypsr B popme
nonycdepsr (40%).

2)

— wide (U-shaped), which account 14% of all
fissures.

Fissures with a wide mouth and narrow bot-
tom, so—called open fissures: a) cone-shaped
(funnel-shaped, V-shaped, “acute angle”)
constituting 34% of all fissures; fissures in the
form of a hemisphere (40%).

Fissures with a narrow opening and a wide,
sometimes branched space at the base, so-
called closed fissures (teardrop, sack-like

» ¢

fissures, “reverse Y, “narrow-necked flask”,

Puc. 2. Wnndbl MonApoB. YuacTku runomuHepanin3aLiv pasniyHoil nioLLazmn 1 IHTEHCUBHOCTI BOKPYT Guccyp. YrnoBble napameTpbl duccyp

11 MOpONorus xeBaTeNbHOI NoBepxHoCTH (4, e, ). Mukpodoto (YBen. x 20). (AsTop A. MocTonaku).

Fig. 2 Longitudinal microsections of molars. Sites of hypomineralization of various area and intensity around fissures. Angular parameters of

fissures and morphology of a chewing surface (e, f, g). (x 20 magpnification, A. Postolaki).



3) ®uccypsl ¢ y3KMM YCTbeM I MIPOKUM, NHO-
I7la pa3BeTBIEHHbIM IPOCTPAHCTBOM B OCHO-
BaHUM, TaK Ha3bIBaeMble, 3aKpoimole uccy-
pbl (CMH. KarjIeBU/iHbIe), MEIIKOBUIHBIE, 110-
ymoobpasHble, «oOpaTHbIl Y», «komba ¢
Y3KMM TOPJIOM», COCTaBJIAIOIINME OKONO 26%
Bcex duccyp [9].

S. M. Omar et al., (1998) ncronpsyrot xmraccudu-
Karo 5 tuios ¢uccyp, rae nx popma 0603HaUaeT-
st MaTMHCKUMU 6ykBamit: 1) V-tuma — mmpoxas B
BEpXHEN YacTH U IOCTENEHHO CY>KaeTCA K HVDKHEN;
2) U-Tuna — IOYTM TaKOM >Ke IIVPUHBI, CBEPXY
BHUS; 3) I-Tuma npexcrasiser co60It Ype3BLIYAITHO
Y3KyIo 1enb; 4) IK-Tuna — o4eHb y3kas Iieb, CBA-
3aHHas ¢ OOJIBIINM IIPOCTPAHCTBOM B HIDKHEI Ya-
cTy; 5) Y-Tuia — mmpokasi B BepXHell 4acTy 1 pes-
KO Cy>KaeTcs K Hm3y [11].

Kak ykasbiBator T. B. Iompyxenko, M. . Kie-
HOBCKas, (2010) ¢mccypst u ssMKu GOPMUPYIOTCS BO
BpeMsi O[OHTOreHe3a B CKIAZIKaX dMaj 1 mprobpe-
TAIOT PAs/IMYHYIO TeOMeTPUIecKyio opmy u ry6bu-
HY, KOTOpasd, II0 eAVHIYHBIM CBUJETe/IbCTBAM, 3aBI-
CUT OT MH[VIBUAIYaJIbHO IIPOTEKAOIIMX B 9TOT IIepU-
op, ycrosuit. «@uccypel umeror rnybouny ot 0,25 10
3,0 MM, mMpyHA UX B 067acTH YCThsI (BXOAA) Bapbi-
pyer ot 0,005 o 1,5 MM, a B 0671aCTH fHA COCTABIISIET
0,1-1,2 Mm.» [9, tuT. c. 8]. Hemb3s MCKIIOYATDh TaKKe
U TO, 9TO € BO3PAcTOM MOpPdororst Grccyp MOJsIpoB
MO>KET M3MEHATbCA B pe3y/ibTaTe X «CKJIepO3/poBa-
HIsI» 1, KaK COOOIIAETCsT aBTOPAMIL, 9TO OBUIO BBISB-
JICHO B 3KCIIePJIMEHTe Ha B3POC/IBIX MICKOIIMTAIOLIVIX.

accounting for about 26% of all fissures)

[9].

S. M. Omar et al. (1998) give the following de-
scription of 5 types of fissures:

1) V-type - wider at the top and narrower to the
bottom;

2) U-type, has almost the same width, from top
to bottom;

3) I-type is an extremely narrow gap;

4) IK-type - a very narrow gap, connected with a
large space in the lower part;

5) Y-type is wide at the top and suddenly nar-
rows to the bottom [11].

According to T. V. Popruzhenko, M. I. Klenovs-
kaya, (2010), fissures and pits are formed during
odontogenesis in the folds of the enamel and acquire
different geometric shape and depth, which, accord-
ing to sporadic references, depends on the individual
conditions that occur during this period. “The fis-
sures have a depth from 0.25 to 3.0 mm, their width
in the mouth (entrance) area varies from 0.005 to 1.5
mm, and in the bottom area is 0.1-1.2 mm.” [9]. It is
not exluded that the morphology of molar fissures
can change with age as a result of their “sclerosing”.
As reported by the authors, it was revealed in an ex-
periment on adult mammals.

Depending on depth, fissures are divided into 4
types:

1) shallow: up to 1/3 of the thickness of the ena-

mel;

r/d

Puc. 3. NepBble MonApbl HKHeit yenioctu. Mukpodoto cnenoit amku. (Yaen. X 20). (AsTop A. MocTonaku).
Fig. 3. First lower molars. Microphoto of a blind pole. (x 20 magpnification, A. Postolaki).
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ITo rry6bune duccypsr pasgensior Ha 4 Tuma:

1) nermybokue: fo 1/3 TOMIMHDI 9MaN;

2) cpepnHeit ry6UHBL K0 1/2 TOMHBL 9MaNy;

3) m1y6OKye IMPOHM3BIBAIOT IIOYTU BCIO TOJIIILY

aManu, He moxops go meHTuHA 100-150 MKM;
4) mojHbIE: JOXONAT 10 AeHTuHa [9].
JJaHHBIe MTEpaTyphl M Pe3y/IbTaThl COOCTBEH-
HBIX MCC/IENOBAHUII CTaIM OCHOBAHUEM JJIA yCO-
BEpPIICHCTBOBAHMA W3BECTHBIX  KIaccupUKanmi
€CTEeCTBEHHBIX SIMOK 1 60po3y (uccyp) mo aHaro-
MO-MOP(}OIOrNIecKuM ¥ TONOrpadUIecKuM IIpu-
3HaKaM, JIONOJHUTEIbHO BK/IIOYMB OIVICAHHBIN
HaMJ TUIT 60PO3/bI, HOTyYMBIINIT Ha3BaHMe — YI-
tuia (o popme Y-THII, HO pe3KO CY>KaeTcs B Cpef-
Heit 1/3), kotopast 6pUIa anmpobupoBaHa 1 BHEApe-
Ha B HAYYHO-[JUJJAKTMYIECKYIO leATeIbHOCTD Ha Ka-
denpe HopmanbHOI aHaToMun denoBeka [ YMO «H.
Tectemmiany», Knmmnes, PM (AKT o BHepeHnu ot
05.12.2016):
EcrectBenHas 6oposma (¢umccypa) 3yba mo
Mopdorornn:
1. «TyHHenbHOrO» THIIa C COXpaHEHMEM IIO-
BEPXHOCTHOTO 3MaJIeBOTO C/IO;

2. «lyHKTMpPHOrO» THIA C COXPaHEHMUEM IIO-
BEPXHOCTHOTO 3MaJIeBOTO C/IO;

3. «IlyHKTMpHOro» THma 0e3 COXpaHeHMA IIO-
BEPXHOCTHOTO 3MaJIeBOTO C/IO;

4. «KombmHupoBaHHOTO» THMIA (IMKa-60p037a
WU IMKa—-60po3a—saMKa);
5. «3aMKHYTOro» TUIA.
ITo OKKII03MOHHOMY PUCYHKY:
«+»—TnI; «Y»—TUIL;, «X»—Tuir; « H»—runi;
ITo popme:
— V-Tnma (1mpoxas B BepXHell YacT! U IVIAaBHO
Cy’XaeTcs K HU3Y);

— U-Tnma (mmpokass B BepXHeNl U HIDKHeN
YaCcTHn);

— A-tuna (yskas B BepXHell 9acTV ¥ MIMPOKas
K HI3Y);

— Y-tuma (mmmMpokas B BepXHeil YacTU U
PaBHOMEPHO Cy>KaeTcs K HU3Y);

— YI-tuma (mo ¢opme Y-THm, HO pe3ko
cy>KaeTcs B cpefHeit 1/3);

— I-Tuna (y3kas B BepXHeil 1 HYDKHeI 4acTn);

— IK-1uma (yskas B BepXHeii 1 ¢ pa3BeTB/IeHUEM
B HIDKHEIT 9aCTH).

ITo popme pacriono>keHus:

1) nuHeltHbIe; 2) 3UrsaroobpasHsie; 3) momycge-
pudecKue.

ITo mpoTsaKxeHHOCTH:

1) HenpepbIBHBIE; 2) IPEPBIBIUCTHIE.

Ilo gnune:

1) puHHbIe; 2) cpefHue; 3) KOPOTKMeE.

ITo rry6une:

— B IIpefesiax BLICOTHI SMaJIeBBIX Ba/IMKOB, HE

TOXOJA IO IeHTUHA:
a) Herny6oxue; 6) rryboke.
— B Ipefe/ax BHICOTBI 9MaJIeBBIX Ba/KOB, JO-
XOJ IO IeHTUHA:
a) Herny6oxe; 6) rryboke.

2) medium depth: up to 1/2 thickness of enamel;

3) deep: penetrate almost the entire thickness of
the enamel, not reaching the dentin 100-150
microns;

4) complete: reach the dentin [9].

The literature data and the results of our own
research have become the basis for the advanced
classification of anatomic fossae and fissures of per-
manent molars, according to anatomical, morpho-
logical and topographical features, which includes
additional fissure type, called the YI type (Y-type
that sharply narrows in middle 1 / 3), which was
approved and implemented in scientific and didac-
tic activities at the Department of Normal Human
Anatomy of the USMF «Nicolae Testemitanu», Chi-
sinau, Republic of Moldova (Act of the implementa-
tion 05.12.2016.

Classification of anatomic fossae and fissures
of permanent molars

A. Morphological classification of fissures:

1. “tunnel” type with preservation of the surface
enamel layer;

2. “dotted” type with preservation of the surface
enamel layer;

3. “dotted” type without preservation of the surfa-
ce enamel layer;

4. “combined” type (fossa—fissure or fossa—fissu-

re—fossa);
5. “closed” type.
B. Occlusal pattern:
— “+7 — type;
— “Y” —type;
— “X” -type;
— “H” -type;

C. Fissure form:

— V-type (wide at the top and gradually tapers
to the bottom);

— U-type (wide at the top and bottom);

— A-type (narrow in the upper part and wider
to the bottom);

— Y-type (wide at the top and uniformly tapers
to the bottom);

— YI-type (similar to Y-type form, but sharply
narrows in middle 1/3);

— I-type (narrow at the top and bottom);

— IK-type (narrow at the top and with a delta at
the bottom).

D. Fissure location:

— linear;

— zigzagging;

— hemispherical.

E. Fissure extension:

— continuous;

— intermittent.

F. Fissure length:

— long;

— average length;

— short.



ITo Tonorpadum:

1. Boposps! I nopsanka, obpasyeMble OCHOBHBI-
MM OyTOpKaMIuL:

— IPOKCUMAJIbHBIMU IIOBEPXHOCTAMMU JOIOJI-
HUTE/IbHBIX BaJIVIKOB;

— IPOKCUMAJIbHBIMU IIOBEPXHOCTAMMU JOIOJI-
HITE/IbHbBIX BA/IMKOB U IOIIO/THUTEIbHBIX OY-
TOPKOB;

— aIMKAJIbHBIMY IOBEPXHOCTAMU [OIOTHU-
TeJIBHOTO (—bIX) ¥ MPOJOIBHOTO (—bIX) BajIM-
KOB IIPOTUBOIIO/IOXHBIX OYTOPKOB;

— QaNNMKaJbHBIMU IIOBEPXHOCTAMM IIPOJOJIb-
HBIX Ba/IMKOB IIPOTVBOIIOJIOKHBIX OyTOpKOB
(mByX-, Tpex—«Y», deTbIpex «X—hopMar).

2. Boposasr II mopsiaxa, obpasyemsle B mpepe-
nax O6yropka;

3. Boposasr III nopsigka obpasyemsle Ha IIO-
BEPXHOCTI KOPOHKU 3y6a (Hampumep, B 00-
nactu 6yropka Kapabermmn).

B 0 e BpeMs, MUKPOCKOIIYeCKOe MCCIe[oBa-
HII€e JJaJI0 BO3MOXKHOCTD IIPOaHa/IN3MPOBATh XapakK-
TepHbIe 000EHHOCTU CTPOEHNUA 3 OCHOBHBIX BUIOB
6oposg — I, II, Il mopsimka (uut. mo JI. A. Mawme-
moBa, 2008): 1) ®uccypsl I mopsazpka (camble rry6o-
KIie Ha OKKJIIO3JIOHHOJI IIOBEPXHOCTH) OTBEYAIOT 3a
OKKJII03VOHHbIe iBIDKeHs; 2) Ouccypsl 11 nopsaaka
¢dbopMupyrT MOP(OIOrNI0 OKKIIO3MOHHOI [TOBEPX-
HOCTH U Pa3fe/LIIT KOKABII 6yrOpoK Ha [0, UX
¢byHKIUS — pasapobieHne 1 IMepeTHpaHye InIie-
BOro KoMka; 3) ®uccypsl 111 mopspka (moBepxXHOCT-
Hble) OIpefe/A0T (PYHKINIO TPEHAKHOI CUCTEMBI
KOPOHKOBOJI IIOBEPXHOCTHU /LA IOAJepKaHUA IO-
CTOSIHHOII BJIaTy Ha KOPOHKe 3y6a [10].

Ha ocHoBaHMu NpOBeeHHOro aHaaM3a IOIY-
YEeHHBIX Pe3y/IbTaTOB MOJIAPBI C COXPaHEHHOI KO-
POHKOBOJI YaCTbIO ObUIM pasfie/leHbl Ha TPU OCHOB-
Hble Tpynnbl: 1) Mo/ApBI ¢ YIpPOLIEHHON apXUTeK-
TOHUKOII JKeBaTe/IbHOI IIOBEPXHOCTH C ITyOOKMMM
u mwpokuMu 6oposgamis; 3) MoJsIpsl CO CTIOXKHOIT
ApXUTEKTOHMKOII >KeBaTeIbHOI IIOBEPXHOCTH C He-
rnyboxumu u y3kumy 60posgamu; 3) Mojstpsl ¢ da-
CTUYHBIM WIN MOTHBIM OTCYTCTBUEM 60po3p II-ro
nopstaka (puc. 1). Ilpenmaraemas xmaccrdukanys
CII0COOHA OKa3aTh CYILECTBEHHYIO IIOMOIIb B IIPAK-
TUKEe Ha 9Tale paHHe! AMArHOCTMKM 3a00/IeBaHMsI
KapuecoM, B MHAMBUIYa/JIbHO BEIOOpe MeTOa Ipo-
(GUITaKTUYIECKOI TepPMETU3ALUN, B TOM YNUC/Ie IpPO-
BOJUTH MMHUMA/IbHO MHBa3VBHOE JIeYeHue Ha 60-
Jlee BBICOKOM KayeCTBEHHOM YPOBHe, IIOJ KOHTPO-
JIeM OKK/TIO3VIOHHBIX B3a/IMOOTHOLIECHIL.

B mureparype 1o JaHHOMY BOIIPOCY He YIIOMU-
HaJIOCh O pe3y/IbTaTaX M3MepeHMI! YIIOBBbIX ITapaMe-
TpoB ¢uccyp Ha Mumdax U IPUYVH UX PasInIHON
¢opMbL. B KOMITBIOTEPHOIT IpOrpaMme AUHAMUYE-
ckoii reomerpun GeoGebra, koTopas ABIAeTCA CBO-
60IHO pacIpOCTpaHseMBIM IIPOrPAMMHBIM Obecrie-
JeHneM, Hamu OblTa CO3[jaHa ABTOMATU3MPOBAHHAS
cxeMa, KOTOpasi MO3BOJISIET OBICTPO U MHOTOKPATHO
IPOBOAUTD M3MEPeHNA ¥ COXPAHATb IIOYYEHHYIO
undopmanyio. nama3oH YIIOBLIX 3Ha4eHMIl Ha-

G. Fissure depth:

— within the limits of the height of the enamel,
not reaching the dentin: a) shallow; b) deep.

— within the limits of the height of the enamel,
reaching the dentin: a) shallow; b) deep.

H. Topographical classification of fissures:

1. First-order fissures formed by:

— proximal surfaces of additional enamel struc-
tures;

— proximal surfaces of additional enamel struc-
tures and additional tubercles;

— the apical surfaces of additional and longitu-
dinal enamel structures of opposite tubercles;

— the apical surfaces of the longitudinal enamel
structures of opposite tubercles (two-, three—
“Y”, four “X-form”

2. Fissures of the second order, formed within
the tubercle;

3. Fissures of IIIrd order formed on the surface
of the tooth crown (for example, in the area of
the tubercle of Carabelli).

At the same time, microscopic study made it
possible to analyze the characteristic features of the
structure of the three main fissure species of Ist, IInd,
IIIrd order: 1) The first order fissures (the deepest
on the occlusal surface) are responsible for occlusal
movements; 2) Second order fissures form the mor-
phology of the occlusal surface and separate each
tubercle into parts, their function is crushing and
grinding of the food lump. 3) Fissures of the third or-
der (superficial) determine the function of the drain-
age system of the crown surface to maintain constant
moisture on the crown of the tooth [10].

Being based on the analysis of the obtained re-
sults, the molars with preserved crown part were di-
vided into three main groups:

1) Molars with partial or complete absence of
fissures of the second order in the region of central
fossa; 2) Molars with simplified architectonics of the
masticatory surface with deep and wide fissures; 3)
Molars with complex architectonics of the mastica-
tory surface with shallow and narrow fissures.

Professional literature did not mention results of
angular measurements of the fissures on teeth micro-
sections. We created automated scheme in freely dis-
tributed program of dynamic geometry GeoGebra,
which allows to make quick measurements and to
save the obtained information. Range of angular val-
ues was in wide limits from 7 to 70 degrees. Studying
of microsections gave the chance to conclude that the
form of fissures is closely tied with individual occlu-
sal surface morphology. This fact can serve as valu-
able prognostic criterion for early diagnostics and
prophylaxis of caries (fig. 2).

We also found out that a blind fossa on the ves-
tibular surface of molars can be met in three main
forms: 1) Rounded; 2) Oval; 3) Slit-shaped.

The digital microscopy allowed to define some
features of natural poles and fissures which are
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XOAWICA B IIMPOKUX Ipefenax or 7 1o 70 rpagycos.
Vsy4enne nmidos ganmo BOSMOKHOCTD 3aK/TIOUUTD,
4To (opMa ¢uccyp HepaspbIBHO CBsI3aHA C MHU-
BUIya/IbHOY HOBEPXHOCTHON MOpPQOJIOrueit eBa-
TE/IbHOII IIOBEPXHOCTI 3yOOB, YTO MOXKET CIIYXXITb
LIeHHBIM IIPOTHOCTUYECKUM KPUTepyeM JIIA paHHel
IVMArHOCTUKI ¥ NIpoduIakTuky Kapueca (puc. 2).
BpI/Io TaxKe YCTaHOBJICHO, YTO C/Ielas sIMKa Ha
BeCcTHOY/IPHOIT HOBEPXHOCTIE MOJISIPOB BCTPEYaeT st
B Tpex OCHOBHBIX (opmax: 1) Oxpyrmas; 2) OBanb-
Hasi; 3) llleneBupnas. Iudposas MUKpoCKomus mo-
3BOJIN/IA HAM OIIPEE/INTh HEKOTOPbIe 0COOEHHOCTH
€CTEeCTBEHHBIX AMOK I (ICCYp MaJIO OIMCAHHbIE VIV
BOOOIIe He yIOMUHAEeMble B CIIEL[IA/IbHOI JINTepa-
type. Tak, HanpyuMep, y OBYX MOJIAPOB HIDKHeII de-
JIIOCTYL, B BepXHeil 1/3 BHyTpeHHelT IOBepPXHOCTH 60-
KOBOJI CTEHKU CJIETION SIMKMU, MMEIOIel B obpar-
HOTO KOHYCa VI OKPY>KeHHas efIBa pas/IYMMbIM 9Ma-
JIeBBIM BQ/IMKOM, ObUIO OOHAPYXXEHO OKPYITIOe OT-
BepCTIe, MO-BUAVMOMY, BBHINONHAINIEe IPEHUpY-
foiyio ¢yuxuuo. Ha 60KOBBIX OBEPXHOCTSIX (ric-
CyP HOXOJSIIIVX [0 JEHTIHA, KaK I B ITTyOMHe CaMmx
¢uccyp, ObUIH OIIpefeIeHbl OTBEPCTIIS, OT OKPYITION
JIO IIeeBUAHOI (HOPMBI, KOTOPBIE COENVUHSIIICH de-
pe3 SIMKM pas/InIHOi (pOpPMBI, fuaMeTpa U ITyOuHbI
(pmc. 3). Yactp ¢uccyp MMena «IIyHKTUPHbIT» BUJ,
TaK KaK IIpepbIBaJIach C OIPefie/IeHHOI epPUOANIHO-
CTBIO 9MaJIeBBIMM IlepeMbluKaMu. B gpyrux sxe cy-
vas, MOfjOOHBIE 9Ma/ieBble IIEPEMbIYKN YACTUIHO
WIN TIO/THOCTBIO OTCYTCTBOBA/IN, JHO (QUCCYP MMEIO
HEOJIHOPOJIHBII, IIPEPBIBUCTBIN XapaKTep, MeCTaMI
B IIyOMHE IIPOCMATPUBAJIICh OKPYI/Ible OTBEPCTI,
YTO, 110 BCEIl BEPOSTHOCTH, CBS3AHO CO Caboil Mu-
HepajmM3alyell TBepAbIX TKaHell 3y6os (puc. 1 ).

BbiBoapbi

1) IndpoBass MUKPOCKOIMS eCTECTBEHHBIX
SAMOK 1 (UCCYp MOCTOSHHBIX OOKOBBIX 3Y-
60B C COXpaHEHHOIT OKK/IIO3MOHHOII [TOBEPX-
HOCTbIO ITO3BOJIMJIA YTOYHUTD U PaCIIVIPUTD
3HaHMS 06 0COOEHHOCTSIX X AHATOMO—MOP-
($omornuecKoro  CTpoeHmss M IPOCTpPaH-
CTBEHHOM PaCIIOIOXKEeHN;

2) VCTaHOB/IEHO, YTO €CTECTBEHHBIE SIMKN I
(uccypbl 4aCTO MMEIT IIOPIUCTOE CTPOEHIE.
Ha 6oxoBbIx cTeHKax ¢uccyp, B mpegenax
9MasIu, ObUIN OIIPEfeIeHbl eHNYHbBIE OKPY-
I71bI€ OTBEPCTUA, KOTOPBIE, BEPOATHO, ABIIA-
I0TCs BBIXOaMI KaHAJIOB, PACIIONIOKEHHDBIX B
r1y01He SMajI.

3) Hossle hakThl pacuMpsoT HALIM IPEACTaB-
JIeHNsI O MPUYMHAX IOPAKEHUST KapuecoM
€CTeCTBEHHBIX IMOK U puccyp. ITO faeT BO3-
MOJXHOCTD MCIIONIb30BaTh IIOTyY€HHDBIE CBE-
AE€HNA 1 NIIPENIOKEHHDbIE KIIaCCI/I(I)I/IKaIH/H/I B
KJIHMYECKON JUArHOCTUKE JJIA OLLeHKU pU-
CKa PasBUTUA Kapueca, B paHHe KIMHMYe-
CKOIl IMAarHOCTUKe U IPOQUIAKTUKY Kapyie-
ca, a TAK)Ke B paHHel! POQUIAKTIKE OKKIIIO-
3VIOHHBIX HaPYILEHWIA.

poorly described or not mentioned in professional
literature at all. For example, at two lower molars, in
the upper third of a blind pole sidewall was revealed
a spherical opening surrounded with hardly distinc-
tive enamel roller. Apparently, this opening per-
forms the draining function. On lateral areas of the
fissures reaching the dentine, as well as in the depth
of fissures, were defined openings, from spherical to
a slit-like form, which connected through poles of
various form, diameter and depth (fig. 3). Part of fis-
sures had a “dotted” appearance as it was interrupted
with particular frequency by enamel ridges. In other
cases, similar enamel ridges partially or completely
absented, the bottom of fissures had the non-uni-
form, faltering character, somewhere in depth were
seen spherical openings that, most probably, are
formed because of weak mineralization of solid tis-
sues (fig. 1, e).

Conclusions

1) The digital microscopy of natural poles and
fissures of permanent lateral teeth with inte-
gral occlusal surface allowed to specify and
expand knowledge of their anatomical and
morphological structure and spatial arrange-
ment;

2) Itis established that natural poles and fissures
often have a porous structure. On sidewalls
of fissures were defined simple spherical ope-
nings within enamel, which are probably exits
of the channels located in the depth of ena-
mel.

3) The new facts expand our knowledge about
the caries reasons located in natural poles and
fissures. It gives the chance to use the received
data and the offered classifications in clinical
diagnostics for assessment of risk of caries
development, in early clinical diagnostics and
prophylaxis of caries and occlusal violations.
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Rezumat

Au fost analizate 100 de ortopantomogra-
me ale structurilor dento-alveolare pe care s-au
evidentiat toate patologiile acestor tesuturi. in
articol se mentioneaza rolul examenului radi-
ologie in stomatologie, in special atunci cand
patologia este invizibila pentru ochiul medicu-
lui. Se face analiza tuturor patologiilor, erorilor
si complicatiilor la toate nivelele. Se apreciazi
corectitudinea tratamentelor si consecintele
lor asupra tesuturilor adiacente (parodontale,
maxilare — resorbtii, pungi patologice osoase,
chisturi etc.). Mai profund se analizeaza trata-
mentul endodontic — calitatea, erorile si com-
plicatiile, care direct sau indirect actioneazi
asupra altor organe si sisteme.

Pe larg se analizeaza conexiunea organelor
orale cu alte organe ale intregului organism,
folosind imaginile.

Cuvinte-cheie: aspecte endodontice, exa-
mindri radiologice, procese infectioase odonto-
gene.

Introducere

In acest articol ne-am propus sa analizim pe ra-
diograme starea tesuturilor dento-alveolare. Avand
in fatd ortopantomogramele cu o informatie desfasu-
ratd, am convenit la o analizd ampla, ocupand toate
tesuturile dento-alveolare cu diverse si multiple pato-
logii, tratamente, erori, complicatii, care pot fi vizute
pe radiograme. Multi pacienti au frica de stomato-
log si de diverse examinari radiologice care sunt
foarte importante pentru medic. Se stie cd medicina
stomatologicd, pe langi o consultare clinicd, mai are
mare nevoie de examindri complementare, in special
si de analize radiografice.

Importanta examenului radiologie in stomato-
logie

S-a constatat cd mai mult de 50% din suprafa-
ta dintelui este invizibild pentru doctor. De aceea,

( N\

Summary

100 orthopantomograms of dento-alveo-
lar structures were analyzed, showing all the
pathologies of these tissues.The article men-
tions the role of the radiological examination
in dentistry, especially when the pathology is
invisible to the doctor’s eye.

It analyzes all pathologies, errors and
complications at all levels. It is appreciated the
correctness of the treatments and their conse-
quences on the adjacent tissues (periodontal,
maxillary — resorbtions, bone pathological
bags, cysts, etc.). The endodontic treatment is
more profoundly analyzed — the quality, er-
rors and complications that directly or indi-
rectly affect other organs and systems.

The connection of oral organs to other
organs of the whole organism is extensively
analyzed, using images.

Key words: endodontic aspects, radio-
logical examinations, odontogenic infectious
processes.

Introduction

In this article we intend to analyze the state of
dento-alveolar tissues on radiographs. Having or-
thopantomograms with information, we agreed on a
broad analysis, occupying all dento-alveolar tissues
with various and multiple pathologies, treatments,
errors, complications that can be seen on radio-
grams. Many patients are afraid of a dentist and
various radiological examinations that are very
important for the doctor. It is known that dental
medicine, in addition to a clinical consultation, is in
need of complementary examinations, especially ra-
diological examinations.

The importance of radiological examination in
dentistry

It has been found that more than 50% of the sur-
face of the tooth is invisible to the doctor. Therefore,



unica posibilitate de a vedea toate defectele dintelui
(subgingivale, pe suprafetele de contact, in os) este
radiograma.

In ce cazuri medicul are nevoie de radiogra-
tunci cand caria este localizata la colet, pe suprafata
aproximala, sub gingie;

o in caria recidivantd sub obturatii;

o pentru determinarea profunzimii cavitatii ca-

rioase si corelatia ei cu cavitatea pulpard;

o pentru determinarea nivelului septului inter-
dentar/interradicular;

o pentru determinarea pungilor parodontale
0s0ase;

« in periodontite, pentru determinarea proce-
sului patologic — localizarea, forma si mari-
mea lui.

Examenul radiologie mai este foarte necesar in
diagnosticul, tratamentul si chiar in profilaxia mul-
tor afectiuni.

In stomatologie existd mai multe metode radio-
logice de examinare: intraorale, extraorale, panora-
mice, tomografia computerizatd, radioviziografia.
Precisd si informativd metoda este radioviziografia,
care reprezinta radiatie minima si oferd precizie ma-
xima.

Radioviziografia este o interventie care ajuta sto-
matologii si detecteze foarte detaliat defectele dinti-
lor, rddacinilor acestora, dar si alte leziuni dentare.
Dispozitivul pentru radioviziografii oferd o rezolutie
si claritate inaltd, iar acuratetea acestuia ne da posibi-
litatea de a pune diagnostice rapide si sigure.

Aspectele-cheie ale unui radioviziograf digital:

o radiatie redusd cu pana la 80-90% pentru pa-
cient fatd de clasicul radiograf cu raze X;

 imagini procesate mult mai rapid, fara pelicu-
14 pentru raze X, fard necesitatea de developa-
re a imaginilor;

« este utilizat un senzor digital intraoral in loc
de pelicula pentru raze X;

o procesarea imediatd pe monitorul compute-
rului;

o calitate inaltd a imaginii digitale ce poate fi
analizata si procesatd;

o salvarea imaginilor in mapa pacientului;

o accesibil pentru copii, din cauza radiatiilor
reduse, pentru cazurile cind este necesar de a
realiza o imagine;

o pot fi efectuate pana la 60 de proceduri anual;

« unicul dezavantaj — nu putem avea o imagine
panoramica cu toatd dantura. [5]

Avantajele utilizarii metodei de examinare
viziografica:pot fi realizate radiografii ale unuia sau
mai multor dinti intr-o vizita;

o viteza inalta de obtinere a radiografiei;

 posibilitatea pastrarii imaginilor in memoria
calculatorului;

o cdutarea rapidd a imaginilor anterioare.

Toate acestea permit utilizarea aparatului radi-
oviziografic indispensabil, imbunatitind calitatea
procesului organizarii tratamentului (preponderent

the only possibility to see all tooth defects (subgingi-
val, on contact surfaces, in bone) is the radiogram.

In which cases doctors need radiography:

o when caries are located on the parcel, on the
approximate surface under the gum;

« in secondary cavity under fillings;

« to determine the depth of the carious cavity
and its correlation with the pulp cavity;

+ to determine the interdentary / interdentricu-
lar septum level;

o for the determination of bone pathological
periodontal pockets;

« in periodontitis, to determine the pathologi-
cal process — its location, shape and size.

Radiological examination is also very necessary
in the diagnosis, treatment and even prophylaxis of
many diseases.

In dentistry there are several radiological meth-
ods of examination: intraoral, extraoral, panoramic,
computed tomography, radioviziography. The most
accurate and informative method is radioviziogra-
phy, which represents minimal radiation and pro-
vides maximum precision.

Radioviography is an intervention that helps
dentists to detect in detail the defects of their teeth,
their roots, and other dental injuries. The device for
radiovisions offers high resolution and clarity, and its
accuracy enables us to make quick and safe diagnos-
tics.

Key Aspects of a Digital Radiobiograph:

+ Radiation reduced by up to 80-90% for the
patient compared to the classic X-ray radio-
graph;

 images processed much faster, without X-ray
film, without the need to develop images;

» An intraoral digital sensor is used instead of

X-ray film;

« Immediate processing on your computer mo-
nitor;

o high image quality that can be analyzed and
processed;

« saving images to the patient’s map;
« accessible to children because of low radiation
for cases when it is necessary to make an ima-
8&
 up to 60 procedures per year can be performed;
o The only disadvantage — we can not have a
panoramic picture with all the teeth. 5]
Advantages of Using the Visiographic Review
Method:
« x-rays of one or more teeth can be made in
one visit;
« high speed of obtaining radiography;
« the ability to store images in computer memo-
ry;
o Fast search for previous images.
All this allows the use of the indispensable ra-
dioviziographic device, improving the quality of the
treatment process (predominantly endodontic). But,
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endodontic). insd, cu parere de rau, multi medici nu
au acces la asa tip de examinare.

Radiografia panoramicd este metoda cea mai
raspandita si informativa din punctul de vedere al
examenului general in regiunea dento-maxilara. in
baza acestei metode medicul poate primi informatie
ampld despre toate tesuturile dento-alveolare (canal,
radacina, parodontiu), dar nu in toate cazurile si in
toate zonele obtinem claritate si contrast bun. Mai
existd si alte metode — tomografia computerizata
(examen radiologie dupd Suller) si RMN (rezonanta
magneticd nucleard), acestea fiind utilizate mai rar si
doar in anumite situatii. [11]

in ultimul timp au aparut unele aparate care pe
langa imaginea principald generald, pe radiogra-
fia panoramicd, mai jos, evidentiazd izolat dintii cu
pricina (1-2), cu caracteristici mai precise si necesare
medicului. insd, cel mai des in stomatologia terapeu-
ticd se utilizeazd radiogramele de contact si panora-
mica, care ii pot oferi medicului stomatolog o infor-
matie precisd si necesara.

Desi cavitatea bucald e micd, ea are un rol im-
portant in viata omului si o valoare foarte mare pen-
tru intreg organismul. Daci patologia unui organ se
poate limita la citeva diagnostice, apoi cavitatea bucald
cu toate organele ei mici poate reprezenta o multime
de diagnostice, care deseori sunt comune pentru alte
organe sau chiar provoaca patologia lor la distantd,
servind ca focar de infectie sau sensibilizare. De ace-
ea, pentru stabilirea diagnosticelor stomatologice sunt
necesare o multime de examinari specifice pentru fi-
ecare zond, organ, patologie: subiective, obiective, su-
plimentare — instrumentale, de laborator, radiologice
— in special si deseori in primul rand.

Radiografia este o examinare foarte necesara
fara care stomatologia nu poate exista. Cea mai
simpla este radiografia de contact a unui grup de
dinti, dar si mai completi — ortopantomografia
(OPG).[6]

Aceste investigatii mici, in majoritatea cazurilor,
ajuta la stabilirea diagnosticului definitiv.

Avand o radiografie ortopantomografica putem
stabili numarul, forma, pozitia dintilor (dinti :tem-
porari/permanenti, radicinile, starea lor fiziologicd
sau patologica, dar si diferite etape de tratament).

Prin examinarea radiologica mai putem stabili
prezenta protezelor, calitatea si influenta lor asupra
tesuturilor fiecdrui dinte in parte, parodont si a altor
tesuturi adiacente.

In ultimii ani se remarci separarea si dezvolta-
rea unui compartiment autonom, bine delimitat al
stomatologiei. Specificul acestui compartiment se
datoreaza in primul rand unei considerabile mor-
biditati pulpare si periodontale, particularitatilor
lor evolutive, focarelor de influentd odontogena
asupra diferitor organe si sisteme, cat si asupra in-
tregului organism. Pacientii cu inflamatia pulpei si
a periodontiului constituie 29% din cazuri, conform
datelor lui D.Keith (1972), J.Osbome si coaut. (1992)
au stabilit modificari similare la 36,2% din cazuri, E.

unfortunately, many doctors do not have access to
this type of examination.

Panoramic radiography is the most widespread
and informative method in terms of general ex-
amination in the dento-maxillary region. Based on
this method, the doctor can receive extensive infor-
mation about all dento-alveolar tissues (canal, root,
periodontium), but not in all cases and in all areas we
get good clarity and contrast. There are other meth-
ods — computerized tomography (radiographic ex-
amination after Suller) and MRI (nuclear magnetic
resonance), which are used less frequently and only
in certain situations. [11]

Recently, some devices have appeared which,
besides the main general picture, on the panoramic
radiography below, highlight the teeth isolated (1-2)
with more precise and necessary features for the doc-
tor. However, most of the therapeutic dentistry uses
contact and panoramic radiographs, which can give
the dentist a precise and necessary information.

Although the oral cavity is small, it plays an im-
portant role in human life and is of great value for
the entire body. If the pathology of an organ can be
limited to a few diagnoses, then the oral cavity with
all its small organs can represent a lot of diagnoses,
which are often common to other organs, or even
cause their distant pathology, serving as an outbreak
of infection or sensitization. Therefore, a lot of spe-
cific examinations for each area, organ, pathology:
subjective, objective, supplementary — instrumental,
laboratory, radiological — especially and often first
of all, are required for establishing dental diagnos-
tics.

Radiography is a very necessary examination
without which dentistry can not exist. The sim-
plest is the contact radiography of a tooth group,
but even more complete — orthopantomography
(OPG). [6]

These small investigations, in most cases, help es-
tablish the definitive diagnosis.

With an orthopantomographic radiograph, we
can determine the number, shape, position of teeth
(teeth: temporary / permanent, roots, their physi-
ological or pathological status, and different stages of
treatment).

By radiological examination we can also deter-
mine the presence of prostheses, their quality and
their influence on the tissues of each tooth, the peri-
odontium and other adjacent tissues.

In recent years, the separation and development
of an autonomous, well-defined division of den-
tistry has been noted. The specificity of this com-
partment is primarily due to considerable pulp and
periodontal morbidity, their evolutionary peculiari-
ties, outbreaks of odontogenic influence on differ-
ent organs and systems, and on the whole organism.
Patients with pulse and periodontal inflammation
account for 29% of the cases, according to D.Keith
(1972), J.Osborne and coauthor. (1992) found simi-
lar changes in 36.2% of cases, E. Borovsky and Co-



Boposckuii si coaut. (1998) au determinat 88,3% din
cazuri din numarul total al bolnavilor cu profil sto-
matologic.[4]

In sensul larg al cuvantului endodontia poate fi
tratatd drept micro-odonto-chirurgie.

La inceput accentul principal a fost pus pe trata-
mentul endodontic, deoarece in acest domeniu am
gdsit mai multa informatie radiologicd, de unde apa-
re necesitatea sd ne oprim asupra endodontiei mai
detaliat. Definitia endodontiei in literaturd este elu-
cidatd controversat si deseori incomplet.

Ne permitem sa prezentim céteva exemple de de-
finitii ale termenului endodontie, de exemplu:

— Endodontia este ramura medicinei dentare
care se ocupd cu tratamentul afectiunilor ner-
vului dentar.

— Endodontia este disciplina specializata in stu-
diul §i tratamentul bolilor pulpei dentare.

— Endodontia este un compartiment al stoma-
tologiei care studiaza structura, functia en-
dodontiului (complex de tesuturi care includ
pulpa si dentina legate intre ele morfofunctio-
nal) si metodele de tratament.

— Endodontia este o specialitate a stomatolo-
giei terapeutice care se ocupa cu profilaxia,
diagnosticul si tratamentul afectiunilor tesu-
turilor pulpare, precum si a ligamentelor de
sustinere situate la apexul dintelui.

Considerdam ci cele mai reusite notiuni pot fi:

— Endodontia este specialitatea medicinei care
se ocupa cu profilaxia, diagnosticul si trata-
mentul afectiunilor dentare. [8]

— Endodontia reprezintd o stiintd despre ana-
tomia, patologia, diagnosticul, metodele de
tratament al tesuturilor cavitatii dentare si ca-
nalelor radiculare.

Este necesar de a mentiona cd daca pulpa dentara
ar fi izolatd si nu ar avea legatura cu tesuturile adi-
acente si cu alte organe, nu am fi avut diverse com-
plicatii in tratament (ex. septicemia). Atunci am pu-
tea sd ne limitdm numai la notiunea de ..tratament

aut. (1998) determined 88.3% of the total number of
dental patients. [4]

In the broad sense of the word endodontics can
be treated as micro-odonto-surgery.

At first, the main focus was on endodontic treat-
ment, as we have found more radiological informa-
tion in this area, where we need to stop more end-
odontics. The definition of endodontics in literature
is controversial and often incomplete.

We allow some examples of definitions of the
term endodontics, for example:

— Endodontics is the branch of dental medi-
cine that deals with the treatment of dental
nerve disorders.

— Endodontics is the specialized discipline in
the study and treatment of dental pulp di-
seases.

— Endodontics is a compartment of dentistry
that studies the structure, endodontic functi-
on (a complex of tissues including pulp and
dentin linked to each other) and treatment
methods.

— Endodontics is a specialty of therapeutic den-
tistry that deals with the prophylaxis, diagno-
sis and treatment of pulmonary tissue disor-
ders as well as supporting ligaments at the
apex of the tooth.

We believe that the most successful notions can

be:

— Endodontics is the specialty of the medicine
that deals with the prophylaxis, diagnosis and
treatment of dental affections. [8]

— Endodontics is a science about anatomy, pa-
thology, diagnosis, treatment methods of den-
tal cavity and root canal tissues.

It is necessary to mention that if dental pulp was
isolated and unrelated to adjacent tissues and other
organs, we would not have had various complications
in treatment (eg septicemia). Then we could limit
ourselves to the notion of “pulp and channel cavity
treatment”. But because the processes that appear in

al cavitatii pulpare si al AOES 2T cmalt the pulp very quickly oc-
canalelor”. Dar, deoarece coroanal LR CE ‘T 2 cupy the periodontium,
le aps . Ip3 7D dentina hen th ; itis. th
procesele apérute in pulpi | ) camera then the periodontitis, the
foarte repede ocupa perio- gat 3‘ ; pulp pulpara infection through blood
dontiul, apoi parodontiul, {colet) | S vessels and lymphatic ves-
infectia prin vasele sang- sels very easily can attack
vine si limfatice foarte ligament any organ depending on
usor poate ataca orice - periodontal  the local and general im-
organ in functie de imu- by munity of the body.
nitatea locala si generala os It is known that the
. ; canal .
a organismului. : ) dental pulp communi-
T radicular nervi . .

Se stie cd pulpa den- cates directly with the
tara comunica nemijlocit vase de periodontium and the
cu periodontiul si intreg sange entire periodontium.
parodontiul. Gratie aces- Thanks to this com-
tei comunicari, infec- Fig, 1. Pefigura este elucidati legatura stransi a dintelui (pulpei) cu  munication, pulmonary
tia din pulpa atacd peri/ tesuturile adiacente. infection attacks peri /
parodontiul,  provocand  Fig.1. The figure shows the close connection of the tooth (pulp) with ~ periodontium,  causing
aparitia periodontitei adjacent tissues. marginal, lateral or apical
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marginale, sau apicale, si invers — infectia primara
din spatiul periodontal poate provoca pulpité (perio-
dontala, retrogradd).[2]

Prin tratamentul endodontic se supun diverse pa-
tologii ale dintelui:

o Pulpitele care pot fi tratate prin metoda biolo-

gica (sau conservarea partiala a pulpei).

o Pulpitele care necesita depulpari absolute, to-

tale (pulpita purulentd, pulpita gangrenoasd).

o Toate formele de periodontite (acute, cronice,

apicale).

« Pulpo-periodontitele,

(pulpitele retrograde).

o Toate complicatiile pornite de la pulpite.

Reiesind din cele mentionate, ilustrdm pe ima-
gini (Fig. 1) anatomia, structura dintelui si a pulpei,
legéturile dintelui cu tesuturile adiacente, care pot fi
afectate de cariile profunde sau pulpitele de focar ne-
tratate la moment prin metode conservatoare.

Scopul endodontiei consta in salvarea dintelui
afectat cu carie si in prevenirea sigura a proceselor
infectioase odontogene cronice cu actiune asupra
intregului organism. [5]

In stomatologia terapeutici este foarte impor-
tant principiul ,,profilaxia aparitiei focarelor de
infectie dentara prin tratamentul timpuriu al cari-
ei profunde”, care ar preveni aparitia:

o pulpitelor care necesitd depulpare;

 periodontitelor care apar ca o consecinti a de-

pulparilor.

Endodontia contemporani a devenit mult mai
calitativd i mai performantd datorita:

o informdrii profesionale a medicilor in dome-

niul endodontiei (perfectionari, manuale);

« metodelor performante de diagnostic;

o diversitatii  instrumentarului endodontic

(acele Kerr-Reamer — burghiul, acele Kerr-
File — pila, acele Hedstrom, acele Lentulo);

o diverselor metode/tehnici modeme de trata-

ment;

e obturdrii canalelor radiculare (instrumental,

chimic si prin termocompactare);

o utilizdrii corecte $i minutioase a diferitor anti-

septice;

« profesionalismului stomatologilor si posibili-

tatilor tehnice.

Cele mentionate mai sus au creat premise de a
péstra chiar radacinile care in trecut erau extrase.
Aceasta permite pacientului de a evita aplicarea unui
implant care este mult mai traumatic $i mai costisitor.
Astfel de situatii ne creeaza conditii pentru pastrarea
nivelului procesului alveolar, dar si pentru evitarea
diferitor complicatii legate de implantare.

Insa, chiar si cel mai modem tratament endodontic
nu este lipsit de erori si complicatii locale si generale.

Deoarece pe toate ortopantomogramele sunt pre-
zenti de la 1 paAna la 20 si mai multi dinti depulpati, unde
sunt vizute diferite calitéti de tratament endodontic, am
considerat cd este necesar sa descriem pe scurt teoretic
erorile si esecurile tratamentului endodontic.

periodonto-pulpitele

periodontitis, and vice versa — primary infection
from the periodontal space can cause pulpitis (peri-
odontal, retrograde). [2]

By endodontic treatment various pathologies of
the tooth are subjected:

« Pulpits that can be treated by the biological

method (or preservation) of the pulp.
 Pulpits requiring total absolute depiction (pu-
rulent pulp, gangrene pulp).

o All forms of periodontitis (acute, chronic, api-
cal, lateral).

o Pulpo-periodontitis, periodonti-pulpit (re-
trograde pulp).

o All complications started from pulpit.

Based on the above, we illustrate on the images
(Fig.1) anatomy, tooth and pulp structure, tooth con-
nections with adjacent tissues, which may be affected
by the profound caries or the pulp of the outbreak
currently untreated by conservative methods.

The purpose of endodontics is to save the af-
fected tooth with cavity and to safely prevent
chronic odontogenic infectious processes affecting
the whole organism. [5]

In therapeutic dentistry, the “prevention of the
outbreak of dental infection through the early treat-
ment of deep caries” is very important, which would
prevent the occurrence of:

o pulses that require depilation;

o+ Periodontitis that occurs as a consequence of
depopulation.

Contemporary endodontics has become more

qualitative and more powerful due to:

« professional information of doctors in the fi-
eld of endodontics (training, manuals);

« performing diagnostic methods;

o the diversity of endodontic instruments (tho-
se Kerr-Reamer — the drill, the Kerr-File, the
Hedstrom, the Lentulo);

o various modern methods / techniques of
treatment;

o root canal obstruction (instrumental, chemi-
cal and thermocompacting);

o the correct and thorough use of different anti-
septics;

 professionalism of dentists and technical pos-
sibilities.

The aforementioned have created premises to
preserve the roots that have been extracted in the
past. This allows the patient to avoid applying an
implant that is more traumatic and more expensive.
Such situations create conditions for keeping the lev-
el of the alveolar process, but also for avoiding vari-
ous complications related to implantation.

But even the most modern endodontic treatment
is free of local and general errors and complications.

Since on all orthopantomograms there are 1 to 20
and more depressed teeth, where different endodon-
tic qualities are seen, we considered that it is neces-
sary to briefly describe the theoretical errors and fail-
ures of endodontic treatment.



In acest domeniu autorii, prof. Burlacu V. si Car-
taleanu A. (2010), descriu foarte amanuntit si pe eta-
pe erorile si complicatiile in tratamentul endodontic.
(1]

Principalele cauze ale erorilor in cazul trata-
mentului endodontic pot fi:

» necunoasterea anatomiei si morfologiei dinti-

lor;

o prezenta zonelor, care topografic se inveci-
neazd cu risc posibil;

o utilizarea instrumentelor endodontice neco-
respunzatoare;

o utilizarea metodelor (tehnicilor) de tratament
incorecte;

o tratamentul medicamentos insuficient — nu
se ia in considerare sensibilitatea microorga-
nismelor.

Esecul tratamentului endodontic:

o dintele tratat este simptomatic sau are un as-
pect anormal;

 tesutul moale rdspunde anormal la palpare,
percutie sau altd examinare;

o radiografia aratd cd leziunea periapicald a
apérut dupd tratamentul endodontic;

o leziunea periapicald care era evidentd radio-
grafie inainte de tratament nu a fost vindecata
sau si-a marit dimensiunea.

Factorii anatomici care complica tratamentul

endodontic:

o forma radacinilor si numaérul lor;

o numairul canalelor intr-o rddéacina (canalele
accesorii);

o prezenta canaliculelor laterale, la furcatie, ra-
mificatiilor apicale multiple;

« anomalii dentare.

Alti factori care afecteaza rezultatul tratamen-

tului endodontic:

1. Bacteriile. Primul si cel mai important factor in
determinarea succesului unui tratament endodontic
pe termen lung este prezenta si persistenta microorga-
nismelor (ITerpuxac A.JK. u coasropsr, 2013). Micro-
organismele reprezintd cauza principald a inflamatiei
pulpare, necrozei, infectiilor periradiculare. in conse-
cintd, o indepdrtare incorecta a florei microbiene, con-
duce la o infectie continui si la o persistentd a stérii
inflamatorii. Totodata, este cunoscut faptul cd nu toate
antisepticele actioneazi eficient asupra variatiei florei
microbiene din canalele radiculare si nimeni dintre
endodontisti, in timpul tratamentului, nu determind
sensibilitatea microflorei din canale citre antisepticele
utilizate. De aici, putem deduce ci lipsa infectiei deter-
mina eficacitatea tratamentului endodontic. [11]

2. Corpii straini. Traumarea mecanica sau chimi-
ca in timpul tratamentului endodontic sau prezenta
corpilor strdini in spatiul periradicular, care au loc in
cazul perforatiilor, supraobturatiilor sau traumei
cronice, vor cauza distractii periradiculare, inflama-
tie cronicd persistenta dacd factorii iritanti nu sunt
indepartati. Se mai mentioneazd o serie de iritanti:
conuri de hartie, instrumente fracturate si o gama

In this field, the authors, Prof. Burlacu V. and
Cartaleanu A. (2010), describe very thoroughly and
on stages the errors and complications in the end-
odontic treatment. [1]

The main causes of errors in endodontic treat-
ment can be:

« not knowing anatomy and morphology of

teeth;

o the presence of areas that are topographically
at risk;

 use of inappropriate endodontic tools;

« the use of incorrect treatment methods (tech-
niques);

« Insufficient medication — no consideration
is given to the susceptibility of the micro-or-
ganisms.

Failure of endodontic treatment:

o the treated tooth is symptomatic or abnormal;

« soft tissue responds abnormally to palpation,
percussion or other examination;

o X-ray shows that the periapical lesion oc-
curred after endodontic treatment;

o The periapical lesion that was radiographical-
ly evident prior to treatment was not healed
or increased its size.

Anatomical factors that complicate endodontic

treatment:

o the shape of roots and their number;

 the number of channels in a root (accessory
channels);

o the presence of lateral canals, at fork, multiple
apical branches;

o dental abnormalities.

Other factors that affect the outcome of end-

odontic treatment:

1. Bacteria. The first and most important fac-
tor in determining the success of a long-term end-
odontic treatment is the presence and persistence
of microorganisms (Petrikas A.J. and Soyutr, 2013).
Microorganisms are the main cause of pulp inflam-
mation, necrosis, periradicular infections. Conse-
quently, an incorrect removal of the microbial flora
leads to a continuous infection and a persistence of
the inflammatory condition. It is also known that
not all antiseptics act effectively on the variation of
microbial flora in the root canals and none of the
endodontics during treatment, does not determine
the sensitivity of the microflora from the channels to
the used antiseptics. Hence, we can deduce that lack
of infection determines the efficacy of endodontic
treatment. [11]

2. Foreign bodies. Mechanical or chemical trau-
ma during endodontic treatment or the presence
of foreign bodies in the periradicular space, occur-
ring in the event of perforations, superobructures
or chronic trauma, will cause periradicular destruc-
tion, persistent chronic inflammation if the irritant
factors are not removed. There are also a number of
irritants: paper cones, fractured instruments and a
wide range of different materials. The problem oc-
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largd de diverse materiale. Problema apare cand un
anumit material sau substantd nu pot fi indepirtate,
conducand la o stare de iritatie inflamatorie cronica.

Conform datelor lui W.Price, numérul canalelor
si canaliculelor intr-un incisiv constituie zeci de me-
tri. Astfel, autorul a incercat sé trateze canalele radi-
culare cu circa 400 de medicamente antiseptice, dar
sterilitate deplind nu a obtinut. [13]

Infectia rdmasd, in afara de actiunea directd — lo-
cald sau generald, poate sensibiliza organismul, pro-
vocand diverse consecinte.

Problema endodontiei a fost tratata si analizata in
profunzime de citre profesorul E.B.Boposcxkmii si coa-
utorii (1997,1998,1999). Rezultatele cercetarilor sunt
ingrijoratoare §i pun in gardd, deoarece in 80% din
cazuri canalele radiculare sunt obturate incorect, iar
in cazurile dintilor pluriradiculari acest indice con-
stituie 95%. Alte date referitoare la tratamentul endo-
dontic arata cd in 16,3% din cazurile studiate sursele
de inflamatie acutd odontogena sunt dintii, canalele
carora au fost obturate pana la apex, dar tratamentul
mecanic si medicamentos al canalelor radiculare a
fost efectuat incorect (H.T.Paguonos u gp. 1988).[4]

Conform datelor acelorasi autori, 65,3% din-
tre dintii tratati anterior, ca o consecintd a pulpi-
telor si periodontitelor, au servit drept surse de
infectie producand la distantd procese inflama-
torii odontogene acute. Conform cercetarilor lui
E.B.boposcknii, doar 18% din cazurile de obtura-
tii de canal sunt efectuate corect. Reiesind din cele
mentionate, multi autori constata ci Kendodontia
moderna ramane si in continuare una dintre dome-
niile defavorizate ale stomatologiei terapeutice. [2]

Autorii mai mentioneazd cd doar cunoasterea
profundi a anatomiei topografice a dintilor va per-
mite efectuarea corecta a tratamentului endodontic.
Pentru a micsora erorile si complicatiile tratamentu-
lui endodontic, ar fi bine sa se recurga la depulpari
numai in cazul pulpitelor gangrenoase, purulen-
te si cu tratament endodontic minutios in perio-
dontitele de orice forma. Iar in cazul pulpitelor acu-
te seroase si de focar, poate fi aplicat tratamentul
conservator/biologic cu péstrarea integritatii totale
sau partiale a pulpei. Pentru a promova aceste meto-
de e necesar de a lucra cu pacientii mai mult timp, de
a-i motiva, de a le explica avantajele si dezavantajele
fiecdrei metode. Utilizdnd mai pe larg aceste tactici si
strategii, se pot reduce numarul focarelor de infectie
odontogend si sensibilizarile.

In literatura si pe radiogramele noastre au fost
gisite cazuri unde erau depulpati peste 90% dintre
dinti (Fig.2.a, Fig.2.b, Fig.2.c), unde se observa ci
unii dinti au fost tratati incorect. Se pune intrebarea:
Cat de necesare erau toate depulparile?

S-a constatat ca dintii depulpati si extrasi au lega-
turd directa cu boala Alzheimer. De asemenea, foca-
rele dentare pot provoca retinerea cresterii copiilor.

Numeroase depulpiri se efectueaza intentionat
cu scop protetic. Totodatd, se stie ca protezirile cu
metaloceramicd se efectueazd in majoritatea cazuri-

curs when a certain material or substance can not be
removed, leading to a chronic inflammatory state of
irritation.

According to W.Price data, the number of chan-
nels and canals in an incisor is tens of meters. Thus,
the author attempted to treat the root canals with
about 400 antiseptic drugs, but complete sterility did
not. [13]

The remaining infection, apart from direct action
— local or general, can sensitize the body, causing
various consequences.

The issue of endodontics has been extensively
dealt with and analyzed by Professor EV.Borovski
and coauthors (1997, 1998, 1999). Research results
are worrying and guarding because in 80% of cases
the root canals are incorrectly obliterated, and in the
case of pluriradicular teeth this index is 95%. Other
data on endodontic treatment show that in 16.3%
of the cases studied the sources of acute odonto-
genic inflammation are the teeth, the channels of
which were obstructed to apex, but the mechanical
and medicinal treatment of the root canals was per-
formed incorrectly (H. Radionov et al.1988). [4]

According to the same authors, 65.3% of previ-
ously treated teeth, as a consequence of pulp and
periodontitis, have been used as sources of infec-
tion, producing distant odontogenic inflammatory
processes. According to EB Borovski’s research, only
18% of the canal obturation cases are performed cor-
rectly. Based on the above, many authors note that
modern endodontics remains one of the disadvan-
taged areas of therapeutic dentistry. [2]

The authors also note that only the deep knowl-
edge of the topographic anatomy of the teeth will al-
low for proper endodontic treatment. To reduce the
errors and complications of endodontic treatment,
it would be good to resort to depression only in the
case of gangrenous pulses, purulent and with end-
odontic treatment thoroughly in periodontitis of any
form.

And in the case of acute serous thrush and out-
break, conservative / biological treatment may be
applied while preserving the total or partial integrity
of the pulp. To promote these methods, it is neces-
sary to work with patients longer, to motivate them,
to explain the advantages and disadvantages of each
method. By using these tactics and strategies more
broadly, you can reduce the number of outbreaks of
infectious disease and sensitization.

In our literature and radiographs we found cases
where more than 90% of the teeth were depressed
(Fig.2.a, Fig.2.b, Fig.2.c), where some teeth were ob-
served to be treated incorrectly. The question is, how
necessary were all the depuplations?

It has been found that the depressed and extract-
ing teeth are directly related to Alzheimer’s disease.
Also, dental outbreaks can cause child retention.

Numerous depulpations are done with a prosthet-
ic purpose. At the same time, it is known that metal-
loceramic prostheses are carried out in most cases



lor pe dintii depulpati.
Noi nu suntem contra/
impotriva depulpéri-
lor, dar numai atunci
cand este direct indi-
catd doar depulparea,
fara nicio metoda al-
ternativd de tratament.

De asemenea, nu
suntem siguri ca toate
depulparile pentru re-
staurdri cu metaloce-
ramica au fost necesare
terapeutic. in multe ca-
zuri se poate recurge la
restaurdri directe si nu
metaloceramice, care
necesitd o slefuire foar-
te minutioasa a tesutu-
rilor dure, cu depulpéri
ulterioare (deseori
efectuate incorct), cu
consecinte si complica-
tii locale si generale.

In multe cazuri
apar situatii cind ra-
man radicini cu pulpa
vie sau tratate bine/
corect endodontic. in
astfel de situatii se poa-
te recurge la protezarea
mobild cu pastrarea
acestor radécini. in asa
cazuri este evident ci
fiecare raddcind nece-
sitd preparare usoard,
remineralizare si aco-
perire cu compozit.

Avantajele acestor protezari:

o rddécinile nu prezintd focare de infectie, into-
xicatie sau sensibilizare;

o prezenta radécinilor dintilor, chiar celor de-
pulpate calitativ, péstreazd indltimea pro-
cesului alveolar, care are 0 mare importantd
pentru pastrarea etajelor fetei, esteticului, fi-
zionomiei si protezdrii ulterioare.

Legitura organelor cavititii orale cu organele

din intreg organismul

Organismul uman, ca si toate celelalte organisme
animale, vegetale, constituie un tot intreg. El este
alcatuit din mai multe sisteme §i organe, principale
si secundare, mici si mari, dar toate sunt legate intre
ele si se supun unele altora prin diferite canale si in
diverse masuri. Unele nu pot exista fara altele sau
exista partial (dintii). Dintii, ins4, existd numai dato-
ritd structurii dure a smaltului si elasticitatii dentinei.

Toate organele umane sunt legate intre ele prin
sistemul nervos, vascular, energetic, hormonal, imu-
nitar etc. De aceea, si patologia unui organ nu ar tre-
bui sd fie constatata si tratatd aparte. Dintele deseori

Fig.2.c.

on the teeth depressed.
We are not against /
against depression, but
only when only de-
pression is indicated,
without any alterna-
tive treatment method.

Also, we are not
sure that all the remov-
als for metalloceramic
restorations were
therapeutically neces-
sary. In many cases,
direct  restorations,
not metalloceramic,
which require a very
fine grinding of hard
tissue with subsequent
(often embossed) de-
pressions, with local
and general local con-
sequences and compli-
cations, can be used.

In many cases
there are situations
when the roots are still
alive or treated well /
correctly. In such situ-
ations, mobile pros-
thesis can be used to
preserve these roots.
In such cases it is ob-
vious that each root
requires easy prepara-
tion, remineralization
and composite coat-
ing.

Advantages of these prostheses:

o the roots are free from outbreaks of infection,
intoxication or sensitization;

o The presence of the roots of the teeth, even
the qualitatively depressed, preserves the hei-
ght of the alveolar process, which is of great
importance for the preservation of the face,
aesthetic, physiognomy and subsequent pros-
thesis.

Link organs of oral cavity with organs through-

out the body

The human organism, like all other animal, plant

organisms, is a whole. It is made up of several sys-
tems and organs, principal and secondary, small
and large, but they are all interconnected and obey
each other through different channels and measures.
Some can not exist without others or partly (teeth).
Teeth, however, only exist due to the hard structure
of enamel and dentin.

All human organs are linked to each other

through the nervous, vascular, energetic, hormonal,
immune system, etc. Therefore, the pathology of an

t
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este afectat primul, dar pentru imbolnévirea lui au
pregatit terenul alte sisteme si organe, care, de ase-
menea, suferd, dar intr-o masurd mai mici. Medicina
clasica este impartita pe organe, de aceea si exista mai
multi specialisti care trateazd organul respectiv, dese-
ori fard a se consulta cu altii, insd in medicind existd
o zicald: ,Tratez pacientul si nu boala”

Continudnd ideea expusd mai sus, despre cavi-
tatea bucald am putea spune ca, desi ea ocupa un
loc mic, ar parea cd nu are mare valoare, dar nu
este asa. Fdra cavitatea orala cu toate organele ei nu
ar exista intreg organismul uman, deoarece ea are
un rol foarte mare in digestie (muscare, mastica-
tie, deglutitie — cu participarea buzelor, dintilor,
obrajilor, salivei cu toate componentele ei, joaca
un rol foarte important in respiratie — permite
alimentarea fi-
ecdrei celule cu
oxigen, partici-
pa la efectuarea
unor functii de
relatie). in gura
se gisesc recep-
torii gustului si
tot aici au loc
unele modificari
importante ale
sunetelor larin-
giene, contribu-
ind prin aceasta
la  producerea
sunetelor arti-
culate ale vocii
omenesti — co-
municarea  in
societate si, nu
in ultimul rand,
mai reda esteti-
cul fetei. in afara
de cele mentio-
nate, fiecare or-
gan al cavitatii
orale are legatu-
ra interactiva cu
anumite organe.

ochi, ficat, vezica biliara

plamani, colon, apendice\\

plamani, colon, apendice

- L“q
timus

tiroida, esofag,
stomac, pancreas

nas, sinusuri, esofag,
stomac, pancreas

urechea interna, inima/
intestinul subtire

sistemul nervos periferic,
urechea externa

artere, nas

vene, nas

nas, sinusuri, limfa,
esofag, stomac, pancrea:

nas, gonade,
esofag, stomac, pancreas

Pe imaginile
de mai sus sunt
ardtate conexiu-
nile fiecarui din-
te cu organele si
sistemele concre-
te. (Deci, imbol-
ndvirea anumitor
dinti  provoaca
patologia  orga-
nelor cu care au
conexiune si in-
vers.)

rinichi, vezica urinara,
organe genitale

Fig. 3. Legdtura fiecdrui dinte in parte cu organele din intreg organismul.
Fig. 3. The connection of each tooth with organs throughout the body.

Fig.4. Legdtura fiecarui dinte in parte cu organele din intreg organismul (pe imagini).

organ should not be ascertained and treated sepa-
rately. The tooth is often affected first, but for its
illness, the ground has prepared other systems and
organs, which also suffer, but to a lesser extent. Clas-
sical medicine is divided into organs, so there are
more specialists who treat the organ, often without
consulting with others. But in medicine there is a
saying: “I treat the patient and not the illness”
Continuing the idea outlined above about the
oral cavity, we could say that although it occupies a
small place, it would not seem to be of great value,
but it is not. Without the oral cavity with all its or-
gans, there is not the entire human body, because it
has a great role in digestion (biting, mastication, swal-
lowing — with the participation of lips, teeth, cheeks,
saliva with all its components, plays a very important
role in respiration
— allows each

ochi, ficat cell to supply ox-
/ intestinul gros ygen, participates
o timus, colon in performing
g ' relational  func-

tions). In the
mouth are the
receptors of taste
and there are
some important
changes in the
laryngeal sounds,
thus contributing
to the production
of the articulated
sounds of the
human voice —
communication
in society and last
but not least the
aesthetics of the
face. Apart from
the above, each
organ of the oral
cavity  interacts
with certain or-
gans.

tiroida, esofag,
stomac, splina

nas, sinusuri, esofag,
stomac, splina

sistemul nervos central,
urechea interna, inima,
intestinul subtire

sistemul nervos periferic,
urechea externa, inima,
intestinul subtire

artere, vene, nas

nas, sinusuri, linfapsofag,
stomac, splina
nas, gonade

The  above
images show the
connections  of
each tooth with
the organs and
concrete systems.
(So, the illness
of certain teeth
causes the pa-
thology of the or-
gans with which
they have a con-
nection, and vice
versa.)

Fig. 4. The connection of each tooth with organs throughout the body (on images).



Dr. W.Price (1870—1948), renumit stomatolog
american endodontist, nutritionist, dar si cercetitor
stiintific, a studiat sdndtatea dintilor la diferite popu-
latii izolate geografic. Ca urmare, a ajuns la conclu-
zia cd dintii sdndtosi drepti si frumosi sunt rezultatul
unei anumite ratii alimentare. Timp de 25 de ani a
studiat multilateral canalele infectate, determinidnd
numarul lor in fiecare dinte, lungimea, actiunea dife-
ritor substante asupra microbilor din canal.[13]

W.Price (novator), pentru prima datd, in cele 2
carti ale sale a descris rolul patologiei orale in apari-
tia altor boli cronice la distanta (exemplu: septicemia
cronici). Ins4, la acel moment rezultatele cercetirilor
lui nu au fost apreciate la justa valoare fiind uitate pe
cateva decenii. insa Dr. George Mening, renumit en-
dodontist american, a studiat timp de 18 luni cerce-
tarile lui W. Price, iar in cartea sa ,,Root canal cover-
up” (1993) reabiliteaza toate cercetirile endodontice,
unde W. Price scrie ca canalele radiculare pot provo-
ca bolile inimii, creierului, rinichilor, oaselor. El arata
cd orice boald cronicd este provocata de microbii din
canalele radiculare.

Din cele mentionate mai sus reiese ca promova-
rea profilaxiei cariei si a pulpitelor care ar necesita
tratament endodontic calitativ este foarte necesara si
actuald pentru fiecare pacient.

Scopul lucrarii

Scopul actualei lucrdri este analiza ortopantomo-
gramelor tuturor patologiilor, complicatiilor, erori-
lor care pot fi vizute pe ele, atentionarea medicilor
practicieni catre prevenirea, lichidarea sau evitarea
acestor probleme prin studierea minutioasd a fiecarei
radiografii si selectarea corectd a metodelor de tra-
tament.

Demonstrarea legaturii organelor orale si a pato-
logiilor apérute la distanta.

Material si metode de cercetare

Drept material de studiu in lucrarea datd au servit
100 de ortopantomograme efectuate la diversi paci-
enti si pe diverse aparate radiologice.

Analiza ortopantomogramelor a fost efectuata
dupa patologiile prezentate cu erorile si complicatiile
lor aparute dupa tratament. Indicele CPE a fost cal-
culat pe maxild si mandibuld aparte.

Radiografia tesuturilor dento-maxilare s-a efec-
tuat in diferite cabinete radiologice. Cele mai clare,
cu informatie maximd, au fost radiogramele din ca-
binetele: ORTOPAN, Centrul Oftalmologie ,,Micro-
chirurgia ochiului ’, ORTO-CLASS, Foto-Dent.

Radiogramele analizate au fost impartite in 2 gru-
pe:

1) radiograme ale pacientilor care s-au adresat la

medicii terapeuti;

2) radiograme ale pacientilor care s-au adresat la

chirurgii stomatologi;

Varsta pacientilor varia intre 18 si 60 de ani:

— pénd la 30 de ani au fost analizate 40 de orto-

pantomograme: 12 femei, 28 de barbati;

Dr. W.Price (1870—1948), renowned Ameri-
can endodontic dentist, nutritionist, and scientific
researcher, has studied the health of teeth in differ-
ent geographically isolated populations. As a result,
she came to the conclusion that healthy, straight and
beautiful teeth are the result of a certain food ration.
For 25 years, he multilaterally studied the infected
channels, determining their number in each tooth,
the length, the action of various substances on the
microbes in the canal. [13]

For the first time, W.Price (novator), in his two
books, described the role of oral pathology in the
occurrence of other chronic diseases (eg chronic
septicemia). However, at that time his research re-
sults were not appreciated to the right value, being
forgotten for several decades. But Dr. George Me-
ning, a renowned American endodontist, studied W.
Price’s research for 18 months, and in his Root Ca-
nal Cover-up (1993), he rehabilitates all endodontic
research, where W. Price writes that root canals can
cause diseases of the heart, brain, kidneys, bones. He
shows that any chronic disease is caused by microbes
in root canals.

It is clear from the above that promoting the
prophylaxis of caries and pulpits that would require
qualitative endodontic treatment is very necessary
and current for every patient.

The purpose of the paper

The aim of the present paper is to analyze the or-
thopantomograms of all pathologies, complications,
errors that can be seen on them, and to warn practi-
tioners to prevent, eliminate or avoid these problems
by thoroughly studying each radiograph and correct-
ly selecting treatment methods.

Demonstration of the connection of oral organs
and pathologies that occurred at a distance.

Material and research methods

As a study material in this paper, 100 orthopanto-
mograms were performed in various patients and on
various radiological devices.

The orthopantomogram analysis was performed
following the pathologies presented with their errors
and complications after treatment. The CPE index
was calculated on the maxilla and the jaw.

Radiography of dento-maxillary tissues was per-
formed in various radiological cabinets. The clearest,
with maximum information, were the radiographs
in the cabinets: ORTOPAN, Ophthalmology Center,
Eye Microsurgery, ORTO-CLASS, Foto-Dent.

The analyzed radiograms were divided into two
groups:

1) radiographs of patients who have been

addressed to therapists;

2) radiographs of patients who have been

addressed to dental surgeons;

The age of patients varies between 18 and 60 years:

— up to 30 years, 40 orthopantomograms were

analyzed: 12 women, 28 men;
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— dela 30 pand la 50 de ani — 40 de ortopanto-
mograme — 20 de femei, 20 de barbati;

— dupa 50 de ani -20 de ortopantomograme: 14
femei, 6 béarbati.

— from 30 to 50 years — 40 orthopantomo-
grams — 20 women, 20 men;

— after 50 years -20 orthopantomograms: 14
women, 6 males.




In timpul analizei radiogramelor am depistat 8
radiograme cu dantura intactd, erau afectati sau lip-
seau -2 dinti. Pe aceste radiograme parodontiul era
intact, varsta pacientilor — 18-20 de ani (Fig.6).

10 radiograme prezentau anomalii dentare
(preponderent anomalii de pozitie).

12 radiograme au prezentat 3-5 dinti afectati
de carie sau lipseau. Indicele CPE este egal cu
3-5 (Fig.7)

Pe 25 de ortopantomograme s-a depistat fe-
nomenul Popov-Godon foarte pronuntat cu
diverse migriri dentare, parodontiul prezenta
modificari patologice slabe. S-a constatat un
fenomen interesant — in zonele cu migratie
dentard, cuspizii dintilor erau mai ascutiti.

20 de radiograme prezentau foarte putini
dinti pe maxild, pe cand mandibula era mai
putin afectata (Fig.8).

Cavitati cariate cu diferite localizéri si profun-
zime au fost depistate pe 25 de radiograme —
32 de dinti.

Pe majoritatea radiogramelor — 70% — au
fost depistate diferite constructii protetice —
3 proteze mobilizabile, 65 de punti din meta-
loceramica mici, 12 constructii din metaloce-
ramica, care includeau peste 3 unitéti intr-o
lucrare. Majoritatea dintilor inclusi in puntile
protetice erau depulpati, prezentind diferite
nivele de obturatie a canalelor cu sau fard pro-
cese apicale (Fig.9.a, Fig.9.b).

Pe 72 de ortopantomograme in 215 dinti s-au
observat obturatii aplicate in urma proceselor
carioase. Unii dinti prezentau carii secundare
sau ajustari incorecte marginale ale obturatiilor.
In cazul cavititilor localizate pe suprafetele
proximale ere prezentd afectarea mai pronun-
tatd a parodontiului marginal (Fig.10).
Restaurdri directe totale calitative (punct de
contact bun, ajustare bund la marginea cavita-
tii carioase) s-au depistat numai in 35 de dinti
(Fig. 11).

Restaurdri defectuoase (lipsa punctului de
contact, rau ajustate, surplus de material ob-
turabil) s-au depistat in 18 dinti. in toate cazu-
rile septul interdentar era resorbat la diferite
niveluri (Fig.12).

Endodontie

Pe

cele 100 de ortopantomograme care au fost

analizate s-au depistat 277 de dinti tratati endodontie.
Nu toti dintii au fost tratati calitativ.
Dintre ei:

tratament endodontie bun, fira focare — 98
de dinti;

tratament endodontie bun cu focare apicale
— 82 de dinti;

obturati incomplet (pe 1/2, pe 2/3 ale canale-
lor), dar fira focare — 51 de dinti;

obturati incomplet cu focare — 46 de dinti.

During the radiogram analysis, we found 8 radio-
graphs with intact teeth, 1-2 teeth were affected or
missing. On these radiograms the periodontium was
intact, the age of the patients — 18-20 years (Fig.6).

10 radiographs showed dental abnormalities
(predominantly positional abnormalities).

12 radiographs showed 3-5 teeth affected or
missing. The CPE is equal to 3-5 (Fig.7).

On 25 orthopantomograms the Popov-Go-
don phenomenon was very pronounced with
various dental migrations, the periodontium
exhibited poor pathological changes. An in-
teresting phenomenon was found — in areas
with dental migration, the tooth cusps were
sharper.

20 radiographs showed very few teeth on the
maxilla while the mandible was less affected
(Fig.8).

Caries cavities with different locations and
depths were found on 25 radiographs — 32
teeth.

Most radiographs — 70% — were found in
various prosthetic constructions — 3 mobile
prostheses, 65 small metal ceramics bridges,
12 metal ceramic constructions, which in-
cluded more than 3 units in a work. Most of
the teeth included in prosthetic bridges were
depressed, showing different levels of canal
obstruction with or without apical processes
(Fig.9.a, Fig.9.b).

On 72 orthopantomograms in 215 teeth, fil-
lings were applied following carious proces-
ses. Some teeth present secondary caries or
incorrect marginal fill adjustments.

In the case of the cavities located on the proxi-
mal surfaces, there is a more pronounced da-
mage to the marginal periodontium (Fig.10).
Total qualitative direct restorations (good
contact point, good adjustment at the edge of
the carious cavity) were found only in 35 teeth
(Fig.11).

Faulty restorations (lack of contact point, po-
orly adjusted, excess clogged material) were
found in 18 teeth. In all cases the interden-
tal septum was resorbed at different levels
(Fig.12).

Endodontics

On the 100 orthopantomograms that were ana-
lyzed, 277 endodontically treated teeth were detect-
ed. Not all teeth have been treated qualitatively.

Of them :

good endodontic treatment without out-
breaks — 98 teeth;

Good endodontic treatment with apical out-
breaks — 82 teeth;

incomplete (1/2, 2/3 of the channels), but wi-
thout focus — 51 teeth;

incomplete with outbreaks — 46 teeth.
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Nicio radiograma nu a prezentat tratament calita-
tiv in toate patologiile depistate. E necesar sd mentio-
ndm cd toate radiogramele prezentau atéit dinti tratati
calitativ in toate patologiile, cat si cu diferite erori si
complicatii.

Din experienta noastra consideram cé eficacita-
tea tratamentului endodontie in majoritatea cazuri-
lor depinde de:minutiozitatea tratamentului instru-
mental (mecanic);

o eficacitatea medicamentelor, durata utilizarii

lor in tratamentul medicamentos;

o calitatea obturarii canalelor;

o numdrul si prezenta orificiilor apicale si late-

rale;

o virulenta microbilor din canal, sensibilitatea

lor catre medicamentele utilizate;
 imunitatea locald si generala a pacientului.

Pe baza analizei radiologice, dar si clinice per-
sonale se evidentiaza lipsa tendintei profilactice
in tratamentele stomatologice. Ca o confirmare a
acestei situatii ne dovedeste faptul (datele OMS) ca
8 din 10 moldoveni sufera de carie dentard, in com-
paratie cu Suedia, unde profilaxia este la nivel, copiii
si adolescentii suferd de carie in 1-2% din cazuri. De-
pulpérile masive si intentionate, de asemenea, nu au
tendinta profilactica.

Deseori medicii stomatologi efectueazd depulpari
in cazul unor carii profunde sau in pulpite care ar pu-
tea fi tratate prin metode biologice. Depulpari masive
se mai efectueazd cu scop protetic, estetic, restaurator
cu metaloceramici, cu interes financiar, pentru pre-
venirea aparitiei posibilelor dureri.

De asemenea, nu se recurge la un tratament ho-
listic — complex cu administrarea tuturor masurilor
curative locale cat §i generale, alimentatie corecta,
consultatia altor specialisti cu tratarea la necesitate a
unor patologii la distanta.

Concluzii

Pe baza analizei a 100 de ortopantomograme au

fost formulate urmatoarele concluzii:

1) Nu toate aparatele radiologice prezintd o cali-

tate buna, clara a radiogramelor.
Cele mai clare radiograme cu informatie
maximd, au fost cele din cabinetele: ORTO-
PAN, Centrul Oftalmologie ,,Microchirurgia
ochiului’, ORTO-CLASS, Foto-Dent.

2) In majoritatea cazurilor stomatologia nu poa-
te exista fard examen radiologie si cu cat mai
performant este radioaparatul, cu atit mai
ampld este informatia.

3) Examinand o radiografie calitativd, se pot de-
pista anomaliile dento-alveolare, toate patolo-
giile dintilor, perio/parodontiului, structuri-
lor osoase.

4) Cuajutorul radiogramelor se pot depista toate
patologiile ascunse de ochiul medicului.

5) in endodontie examenul radiologie se utilizea-
zd de 3-4 ori mai frecvent si este mai necesar in
comparatie cu alte patologii stomatologice.

No radiographs showed qualitative treatment in
all detected pathologies. It is important to note that
all radiographs presented both qualitatively treated
teeth in all pathologies and with different errors and
complications.

From our experience, we consider that the effi-
cacy of endodontic treatment in most cases depends
omn:

o the meticulousness of instrumental (mecha-

nical) treatment;

o efficacy of medicines, duration of their use in

medical treatment;

« quality of channel closure;

« number and presence of apical and lateral ho-

les;

o virulence of channel microbes, their suscepti-

bility to the drugs used;

o local and general immunity of the patient.

Based on radiological and personal clinical analy-
sis, there is a lack of prophylactic tendency in dental
treatments. As a confirmation of this situation, the
fact (WHO data) proves that 8 out of 10 Moldo-
vans suffer from dental caries, compared to Sweden,
where prophylaxis is at the level, children and ado-
lescents suffer from caries in 1-2% of cases. Massive
and intentional deprivations also do not have a pro-
phylactic trend.

Dentists often make deprivation in the case of
deep cavities or pulpits that could be treated by bio-
logical methods. Massive depilations are also carried
out with a prosthetic, aesthetic, metaloceramic re-
storer, with financial interest, to prevent the occur-
rence of possible pain.

There is also no holistic treatment — complex
with administration of all local and general curative
measures, proper nutrition, consultation of other
specialists with the treatment of remote pathologies
as necessary.

Conclusions

Based on the analysis of 100 orthopantomograms,

the following conclusions were drawn:

1) Not all radiological devices have a good, clear

radiogram quality.
The clearest radiographs with maximum
information were those in the ORTOPAN,
Ophthalmology Center, Eye Microsurgery,
ORTO-CLASS, Foto-Dent.

2) In most cases dentistry can not exist without
a radiological examination and the better the
radio is, the more information is.

3) Examining a qualitative radiography, dento-
alveolar abnormalities, all tooth pathologies,
period / periodontium, bone structures can
be detected.

4) Radiographs can detect all pathologies hid-
den from the doctor’s eye.

5) In endodontics the radiological examination is
used 3—4 times more frequently and is more ne-
cessary compared to other dental pathologies.
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Rezumat

Studiul dat demonstreza eficienta aplica-
rii preparatelor pe baza de hidroxid de calciu,
in tratamentul formelor distructive de perio-
dontite apicale cronice, si anume accelerarea
proceselor de osteoregenerare.

Actualitatea problemei

Periodontitele apicale cronice la moment continua
a fi unele din cele mai actuale probleme, afectiunile
pulpei si periodontiului reprezintd 35% din totalul
afectiunilor stomatologice si constituie 45-50% din
structura afectiunilor stomatologice la pacientii de
pind la 44 ani [Borovski E.]. Periodontitele apicale cro-
nice reprezinta o reactie inflamatorie a structurilor pa-
rodontiului la agresiunea agentilor patogeni de origine
endo-exogena. Periodontita netratatd etiopatogenetic
vaavansa in gradul de distrugere a tesuturilor adiacen-
te, evoluind de la o form4 la alta, frecvent finalizindu-
se cu extrageri dentare. Consecintele locale nu rareori
prezinta pericol de dezvoltare a endo si miocaditei,
pielonefritei, meningitei, mediastenitei, diabetului za-
harat, provocind si consecinte de ordin clinic general.

Tratamentul periodontitelor cronice fie conservativ
fie chirurgical are ca scop mentinerea pe arcada a dinti-
lor, atitudine biologic conservativa, specifica medicinei
dentare moderne. Succesul tratamentului endodontic
conservativ in terapia periodontitelor cronice depin-
de de factorii precum eliminarea microorganismelor
supravietuitoare din sistemul canalar radicular prin
prelucrarea mecanicd minutioasa si medicatia intraca-
nalard, crearea unei sigilari etanse care sd previna con-
tactul fluidelor tisulare din tesututrile periapicale cu
bacteriile restante localizate in treimea apicala si bloca-
rea oricarei comunicéri dintre cavitatea orala si tesutu-
rile periradiculare. Obturatia endododontica perfecta
trebuie bine condensatd tridimensional, care s se ex-
tindd pind la 2mm de apexul radiologic si nu dincolo
de acesta. Principiile efectuarii corecte a tratamentului
endodontic au fost formulate inca din 1928 de Hall si
imbunatatite pe parcursul anilor, odata cu aparitia de
noi instrumente si tehnici de tratament, precum si de
noi tehnici de investigare clinica si paraclinica a rezul-
tatelor tratamentelor endodontice.

Studiile statistice scot in evidenta existenta unei
categorii extinse de pacienti cu patologie cronicé pe-
riapicala care poate fi tratatd prin terapie endodontica

( N\

Summary

The present study shows the efficacy of
use of the medications containing calcium
hydroxide, in the treatment of distructive
chronical apical periodontitis, in particular
the acceleration of osteo-reparative processes.
- J

Actuality of the subject:

The chronical Apical periodontitis at the moment
continues to be one of the most current issue, pulp
and periodontium diseases represent 35% of the den-
tal diseases ant consist 45-50% af dental diseases for
the patients younger than 44 years old. [Borovski E.].
Chronic apical periodontitis are an inflammatory re-
action of periodontal structures to the aggression of
endogenous pathogens. The untreated etiopathoge-
netic parodontitis will advance the degree of destruc-
tion of the adjacent tissues, evolving from one form
to the other, frequently ending with dental extrac-
tions. The local consequences often pose a danger
of developing endo and myocarditis, pyelonephritis,
meningitis, mediastenitis, diabetes, and also causing
general clinical consequences.

The treatment of chronic periodontitis, either
conservatively or surgically, aims to keep the teeth on
the arcade, a conservative biological attitude specific
to modern dental medicine. The success of the con-
servative endodontic therapy in chronic periodon-
titis therapy depends on factors such as the elimi-
nation of surviving microorganisms from the root
canal system through meticulous mechanical pro-
cessing and intracanal medication, the creation of a
sealed seal that prevents contact of the tissular liquids
from periapical tissues with the remaining bacteria
located in the apical part of the root and blocking of
any communications between oral cavity and peri-
apical tissues.

Perfect endodontic obturation should be well-con-
densed three-dimensional, extending up to 2mm from
the radiologic apex and not beyond it. The principles
of correct endodontic treatment have been formulated
since 1928 by Hall and improved over the years, with
the aparition of new tools and treatment techniques
as well as new techniques for clinical and paraclinical
investigations of endodontic treatment results.

Statistical studies highlight the existence of an
extended category of patients with chronic peri-



conservativd. In conditiile respectarii unor principii
de lucru si aplicdrii unor tehnici adecvate si asigure
un mediu favorabil proceselor de vindecare periapica-
14, datoritd imbunatatirii si modernizarii materialelor
de obturatie radiculara, instrumentarului endodontic,
tehnicilor de obturatie, imagisticii de la radiografia
dentara, la viziografie — capabild de a dignostica si sa
evalueze succesul tratamentului. . Metodele conserva-
tive se bazeaza pe capacitatea componentelor active
ale materialelor de obturare radiculari de a directiona
prin canaliculele dentinare, canalele accesorii si apexul
radicular actionind antiseptic, antiinflamator si rapa-
rativ asupra zonelor de distructie periradiculare.

Hidroxidul de calciu, cunoscut inca de la incepu-

tul secolului trecut pentru proprietatile sale antimi-
crobiene si de stimulare a mineralizérii, in special in
coafajul pulpar, si-a gdsit administrarea in tratamentul
periodontitei apicale cronice. Utilizarea hidroxidului
de calciu in endodontie a cunoscut de-a lungul timpu-
lui un interes permanent, datoritd proprietatilor sale:
stimuleazd formarea de tesut calcificat, are actiune
antimicrobiand, elimina secretiile apicale persistente,
accelereaza descompunerea materialului necrotic.

Conform studiilor efectuate de Ghose.L (1987),

hidroxidul de calciu are proprietatea unica de a favo-
riza mineralizarea, chiar si a tesuturilor pentru care,
in mod normal, acest proces nu este caracteristic.
Ipotezele recente atribuie grupului hidroxid o im-
pantd majord, in accelerarea calcificdrii prin furniza-
rea mediului alcalin favorabil acestui proces. PH-ul
alcalin actioneaza multidimensional:

— neutralizeaza acidul lactic ca produs al activi-
tatii osteoclastelor prevenindu-se, astfel diso-
lutia componentelor minerale dentinare;

— activeazd fosfataza alcalina, care, la rindul ei
elibereaza din singe grupdrile fosfat-anorga-
nice ce se precipitd sub forma de fosfati de
calciu (Weine. ES).

Scopul lucrarii

Estimarea eficientei clinice a preparatelor pe bazi
de hidroxid de calciu de a induce si accelera procese-
le osteoreparative in tratamentul formelor distructive
de periodontitd apicald cronica.

Materiale si metode de studiu
Pentru elaborarea planului rational de tratament,
s-au studiat datele obtinute in urma anamnezei, exa-
menului clinic (sondarea, percutia, palparea, testul
termic, determinarea mobilitatii dentare) si rezulta-
tele complementare ( determinarea electroexcitabili-
tatii pulpei dentare si examenului radiologic).
In tratamentul endodontic in periodontitele api-
cale cronice au fost respectate urmatoarele principii:
v Inliturarea minutioas din canalele radiculare a
resturilor pulpare necrotizate si dentinei alterate;
v' Prepararea canalului radicular pe toatd lungi-
mea de lucru pind la dentina sinatoas;
v" Razuirea peretilor canalului radicular i iriga-
rea cu hipoclorid de sodiu de 2,5%;

apical pathology that can be treated by conserva-
tive endodontic therapy. Under the observance of
some working principles and the application of
appropriate techniques, to ensure a favorable en-
vironment for periapical healing processes, due to
the improvement and modernization of the root
filling materials, the endodontic instrumenta-
tion, the filling techniques, the imaging from the
radiography,dental imaging-capable of dignostics
and assessing the success of the treatment. . Con-
servative methods are based on the ability of ac-
tive components of root canal materials to direct
through dentinal canals, accessory channels and
radicular apex acting antiseptically.

Calcium hydroxide, known from the beginning
of the last century for its antimicrobial properties
and the stimulation of mineralization, especially
in the pulp seal, has found its use in the treatment
of chronic apical periodontitis. The use of calcium
hydroxide in endodontics has, over time, become
of permanent interest because of its properties: it
stimulates the formation of calcified tissue, has an-
timicrobial action, eliminates persistent apical secre-
tions, accelerates the breakdown of necrotic material.
According to the studies of Ghose, L. (1987), calcium
hydroxide has the unique property of favoring min-
eralization, even of tissues for which this process is
normally not characteristic. Recent hypotheses at-
tribute to the hydroxide group a major importance
in accelerating calcification by providing an alkaline
environment favorable to this process. Alkaline PH
acts multidimensionally:

— neutralizes lactic acid as a product of osteo-
clast activity, thus preventing the dissolution
of dentinal minerals;

— activates alkaline phosphatase, which in turn
releases from the blood the phosphate-inor-
ganic groups that precipitate as calcium pho-
sphates (Weine, ES.).

The purpose of the work:

Estimating the clinical efficacy of calcium hy-
droxide to induce and accelerate osteoreparative
processes in the treatment of destructive forms of
chronic apical periodontitis.

Methods and matherials

For the elaboration of the rational treatment plan,
the data obtained from the anamnesis, the clinical
examination (probing, percussion, palpation, ther-
mal test, determination of dental mobility) and the
complementary results (determination of dental pulp
electroexcitability and radiological examination)
were studied.

v" During the endodontic treatment of chronic
apical periodontitis the following principles
were respected:Thorough removal from the
root canals of necrotic pulp waste and dentin

v Preparing the root canal for the entire length
of the work up to healthy dentine;
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v' Prelucrarea instrumentald a canalui radicular
(se face pe lungimea de lucru stabilita prin
masurare );

v Sterilizarea canalului radicular cu remedii
medicamentoase si a diferitor agenti chimici;

v’ Medicatia canalelor radiculare cu preparate
pe bazi de hidroxid de calciu;

v" Obturarea etansd a canalelor radiculare;

v" Monitorizarea;

Tratamentul periodontitelor cronice a fost efectu-

at in urmétoarele etape:

Prepararea definitiva a cavitatii carioase, deschi-
derea si largirea cavitatii dintelui conform anatomiei
pulpare care permite pédtrunderea liberd a instru-
mentelor de canal. In procesul preparirii cavititii
carioase si largirii cavitatii dintelui au fost respectate
urmitoarele reguli:

v" Instrumentele endodontice trebuie sd patrun-

da liber spre apexul radicular;

v" Cavitatea de acces trebuie si fie destul de lar-
gd ca sd permitd inlaturarea pulpei necrotizate
din canalele radiculare pe etape: (1/3, 2/3, in
totalitate );

v" Nu se permite deteriorarea formei anatomice
a camerei pulpare prin lirgirea sau adincirea
ei, in dintii pluriradiculari;

Deschiderea canalelor radiculare a fost efectuata
cu ajutorlui frezei Gates-Gliden. Inlaturarea maselor
necrotizate din canalelor radiculare s-a efectuat cu
ajutorul acelor extractoare de nerv sau K-file. Acele
au fost introduse pe canal 3-4 mm si rotite sa 180 gra-
de, inliturindu-se astfel masele necrotice. Procedura
a fost repetatd pina la inldturarea completd a maselor
necrotice din canalele radiculare. Concomitent cana-
lele au fost irigate cu solutii de hipoclorit de sodiu de
2,5%. In cazul canalelor nepermiabile a fost folositd
solutia Largal condensat in canalul radicular iar peste
5-7min sd fie luate miscérile de avansare.

Lungimea de lucru a canalelor radiculare s-a de-
terminat prin metoda clinica radiologica si electro-
nicd cu ajutorul Apex-locatorului. Dupd prelucrarea
medicamentoasa si uscare, canalele radiculare au fost
obturate cu preparate pe baza de hidroxid de calciu
care a fost mentinuta timp de 3 saptamini , peste fi-
ecare 7 zile schimbindu-se. Apoi canalele radiculare
erau obturate definitiv prin tehnica condensérii late-
rale la rece. S-a efectuat radiografia de control imedi-
at dupa obturare. Ulterior a fost aplicata obturatia de
bazd si de durata din material fotopolimerizabil.

Monitorzarea pacientilor s-a efectuat prin control
radiologic la 6 luni sila 1 an.

Rezultatele obtinute

Studiul dat, a fost realizat la baza clinicii Stoma-
tologice a USMF “Nicolae Testemitanu ”, Catedra
Odontologie, Paradontologie si Patologie orala.

Studiul s-a efectuat pe un numar de 18 pacienti
cu virsta cuprinsa intre 19 si 58 de ani, dintre care 11
femei (61%) si 7 barbati (39 %) cu forme cronice de
periodontite.

v Scraping of root canal walls and 2.5% sodium
hypochlorite irrigation;

v" Instrumental processing of the root canal (it is
done on the measured working length);

V' Sterilization of the root canal with medical
remedies and various chemical agents;

v Root channel medication with calcium hy-
droxide preparations;

v" Sealing of root canals;

v Monitoring;

The treatment of chronic periodontitis was per-

formed in the following steps:

Final preparation of the carious cavity, opening
and widening of the tooth cavity according to the
pulp anatomy allowing the free access of the canal
instruments. During the preparation of the carious
cavity and the widening of the tooth cavity the fol-
lowing rules were respected:

v Endodontic instruments must penetrate free-

ly towards the root apex;

v" The access cavity must be wide enough to al-
low the necrotic pulp to be removed from the
root canals in stages: (1/3, 2/3, in all);

v 1t is not allowed to damage the anatomical
shape of the pulp chamber by widening or de-
epening it, in pluriradicular teeth;

The opening of the root canals was done with the
aid of the Gates-Gliden cutter. Removal of the necrot-
ic masses from the root canals was performed with
the help of pulpextractor or K-file extractors. The
needles were inserted in the canal 3-4 mm, and rotat-
ed to 180 degrees, thus removing the necrotic masses.
The procedure was repeated until complete removal
of the necrotic masses from the root canals. Simulta-
neously the canals were irrigated with 2.5% sodium
hypochlorite solutions. In the case of non-permeable
canals, the Largal solution was used and the advanc-
ing movements were taken over 5-7 minutes.

The length of the root canals was determined by
the radiological and electronic clinical method using
the Apex locator. After drug treatment and drying,
the root canals were obstructed with calcium hy-
droxide medications which were maintained for 3
weeks, changing every 7 days. Then the root canals
were completely filled by the cold side condensation
technique. Control X-ray was performed immedi-
ately after filling. Substrate and length of light-curing
material was subsequently. Monitoring of patients
was performed by radiological control at 6 months
and 1 year.

Results:

This study was conducted at the Dental Clinic of
USME «Nicolae Testemitanu», Department of Odon-
tology, Periodontology and Oral Pathology

The study was performed on 18 patients aged be-
tween 19 and 58, of whom 11 women (61%) and 7
men (39%) with chronic periodontitis.

Clinical radiological monitoring of 28 teeth with
apical chronic periodontitis was performed following



Au fost supusi monito-
ringului clinic, radiologic 28
de dinti cu periodontite cro-
nice apicale in urma terapiei
cu preparatul Apexcal.

La 3 luni din momentul
tratdrii ~ osteoregenerarea
completd nu a fost remarca-
ta in nici un caz. Refacerea
zonelor de distructie apicala
cu mai mult din jumatate

Fig. 1 S-a efectuat ortopantomografia

therapy with Apexcal medi-
cation.

Three months after the
treatment, complete osteo-
regeneration was not noted
in any case. The recovery of
apical destruction areas by
more than half of the size of
the outbreak was found in
one case.

Over 6 months, com-

din marimea focarului a fost
constatata intr-un caz.

Peste 6 luni a fost evi-
denta osteoregenerarea
completd in 4 cazuri, iar in
trei cazuri au prezentat un
proces reparativ mai mic de
Y5 din marimile initiale.

Evolutia procesului de
oseogeneza dupa 12 luni se
caracterizeazd prin creste-
rea numarului de disparitie
totald a focarelor patologice.

Concluzii

Fig. 1 Orthopantomography was performed
B k- §

Fig.2 Dintele 37 dupa obturarea provizorie a canalelor radiculare
Cu pasta pe baza de hidroxid de calciu.

Fig.2 The tooth 37 after the provisional sealing of the root canals

with calcium hydroxide paste

plete osteoregeneration was
noticed in 4 cases, and in
three cases they had a re-
parative process less than %
of the original size.

The evolution of the
osteogenesis process after
12 months is characterized
by an increase of the total
number of pathological out-
breaks.

Conclusion:
The study showed the
efficacy of action of calcium

Studiul a demonstrat
eficacitatea actiunii prepa-
ratelor pe baza de hidroxid
de calciu in tratamentul
formelor cronice ale perio-
dontiteor apicale si actiunea
lor asupra procesului cronic
inflamator fard utilizarea
metodelor chirurgicale.

S-a demonstrat cd aceste
preparate stopeaza procesul
de osteolizd si accelereazd
osteoregenerarea.

Caz clinic

1.Date de pasaport

Pacienta J.N., virsta 42 ani, genul feminin, domi-
ciliata in orasul Chisindu, profesia medic.

2. Acuze

Dureri in timpul masticatiei de intensitate mode-
ratd in regiunea dintelui 37.

3.Istoricul actualei maladii

Trei ani in urma au aparut dureri in dintele 37
de la agentii chimici, termici si mecanici. S-a adresat
la medic unde dintele a fost supus unui tratament in
rezultatul cariei medii. Peste 0 anumita perioada de
timp de la tratament a inceput sd acuze dureri la apa-
sarea pe dinte. S-a adresat la medic unde dintele 37 a
fost supus unui tratament endodontic.
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Fig.3 Dintele 37 dupd un an de la tratament
Fig.3 The tooth 37 after 1 year

roand, Chisinau 2006, p-14-50.

3. Gafar Memet, Iliescu Andrei, Odon- 5.
tologie, Endodontie clinicd si practicd,
Bucuresti 1998, p 158-200.

periodontitelor cronice distructive la 4. Nicolau G., Terehov A., Nastas C., Nico-
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hydroxide medications in
the treatment of chronic
forms of apical periodonti-
tis and their action on the
chronic inflammatory pro-
cess without the use of sur-
gical methods. It has been
shown that these medica-
tions stop the osteolysis
process and accelerate os-
teoregeneration.

Clinical case
1.Passport data

The 42-year-old J.N. patient, female ,resident of
the city Chisinau, doctor.

2. Acuze

Pain with moderate intensity during mastication
in the tooth 37.

3. The story of the current illness

Three years ago there were pains in the tooth 37
from chemical, thermal and mechanical agents. She
addressed a doctor where the tooth was treated as a
result of the average dental decay . After a certain pe-
riod of time after treatment, she began to accuse pres-
sure pain in the tooth. She addressed a doctor where
the tooth 37 had undergone endodontic treatment.

na, Nasticor-Vector 2010, p.302-425.
Sjoegren U., Figdor D., Spangberg L.,
Suhdquist G., Tehe antibacterial effect
of calcium hydroxide as a short-therm
intracanal dressing. Int. Endod. J 1991;
24:119-125.
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Rezumat

Decurgerea asimptomaticd a parodontitei
marginale cronice, impune pe langa metodele
clinice de examinare si aplicarea nemijlocitd a
metodelor paraclinice.

Prin intermediul metodei radiografice in
special a celor computerizate analiza pierderei
tesutului a devenit mult mai usoar de efectu-
at, mult mai standartizat si mai exact. Analiza
radiograficd ne permite sd evaluam riscurile
progresiei parodontitei in dependentd de ni-
velul rezorbtiei osoase.

Utilizarea metodelor digitale de méasurare
a distructiilor osoase ale septurilor interden-
tare, poate fi utilizatd drept metodd com-
plimentara/alternativd, a sondarii pungilor
parodontale, pentru studiul comparativ si
precizarea dimensiunilor distructiei osoase.

Cuvinte cheie: Parodontita marginala,
analiza radiografica, metode digitale.

Introducere

Pierderea structurii tesutului osos reprezinta o
problema frecvent intalnita in practica stomatologi-
cd, aceasta poate avea loc: dupd extractiile dentare,
din cauza afectiunilor parodontale, patologiei peria-
picale, traume dentare, tumori, sau procese infecti-
oase ale oaselor maxilare (osteomielite) si in unele
patologii endocrine etc.[1], [4].

Modificarile tesutului osos in procese periapica-
le, traume poate fi usor apreciat vizual pe radiogra-
fii, sau clinic, insé in fazele initiale ale parodontitei
marginale cronice aceasta procedura prezintd careva
impedimente: clinic leziunea este infima a epiteliului
jonctional si absenta pungii parodontale, paraclinic
(radiografic): prezenta dimineralizarii septurilor in-
terdentare dar cu pastrarea formei acestora, suprapu-
nerea dintilor pe cliseul radiografic, artefactele radio-
grafice, dificultatea de a stabili nivelul atasamentului
clinic (CAL/JSC).[2]

Spatiul natural care se afld in jurul dintelui i pro-
tejeaza osul aveolar de invaziunea microbiana este
cunoscut drept spatiu biologic. Acest spatiu a fost de-
finit de catre Gargiulo et al., drept un spatiu format
intre creasta alveolara, atasamentul tesutului con-
junctiv, atasamentul epiteliului jonctional si adanci-

( N\

Summary

The asymptomatic progress of chronic
marginal periodontitis, enforce to use besides
the clinical methods of examination and the
direct application of the paraclinical methods.
Using the radiographic methods, in particu-
lar computerized, tissue loss detection and
analysis has become much easier to perform,
much more standardized and accurate. Ra-
diographic analysis allows us to evaluate the
risks of progression of periodontitis depend-
ing on the bone resorption level. The use of
digital methods for the measurement of bone
destruction of interdental septum can be used
as a complementary / alternative method of
detection of periodontal pockets, and also
can be used for the comparative study and the
specification of bone destruction dimensions.

Keywords: Marginal periodontitis, ra-
diographic analysis, digital methods.

Introduction

Loss of the bone tissue structure is a common
problem in dental practice; it can occur after den-
tal extractions due to periodontal diseases, periapi-
cal pathology, dental trauma, tumors, or infectious
processes of the maxillary bones (osteomyelitis)
and in some endocrine pathologies. . [1], [4].

Changes in bone tissue in periapical processes,
trauma can be easily assessed visually on radiog-
raphies, or clinically, but in the initial phases of
chronic marginal periodontitis this procedure pres-
ents some impediments: clinically the lesion is very
small interesting only the junctional epithelium and
the absence of the periodontal pocket, paraclini-
cal (radiographic) the presence of dimineralization
of the interdental septums but the preservation of
their shape, the overlapping of the teeth on the ra-
diographic cliché, the radiographic artefacts, the
difficulty of establishing the level of the clinical at-
tachment (CAL / JSC). [2]

The natural space that is around the tooth and
protects the aveolar bone from microbial invasion
is known as biological space. This space was defined
by Gargiulo et al., as a space formed between the
alveolar ridge, connective tissue attachment, junc-



mea santului gingival, acestea au fost calculate printr-
un studiu pe 287 situsuri la 30 specimeni examinati
prin autopsie, obtindndu-se urmatoarele dimensiuni,
considerate drept norma. Addncimea santului gingi-
val 0.69 mm, atasamentul epitelial 0.97 mm, ataga-
mentul tesutului conjunctiv 1.07 mm, in mediu 2.04
mm, ceea ce reprezinta suma tesutului conjunctiv si
cel al jonctiunii epiteliale. [7]

Decurgerea asimptomatica a parodontitei mar-
ginale cronice, impune pe langa metodele clinice de
examinare i aplicarea nemijlocitd a metodelor para-
clinice: utilizarea radiografiilor intraorale, ortopan-
tomogramelor, testelor microbiologice, testelor PCR,
in cazuri de malformatii gingivale e necesara biopsia
si examenul morfo-histologic. In practica cotidian
a medicului stomatolog cea mai accesibild si cea mai
des aplicatd metoda de examinare paraclinicd o re-
prezinta totusi examenul radiografic.[6]

Prin intermediul metodei radiografice in special
a celor computerizate analiza pierderei tesutului a de-
venit mult mai usoar de efectuat, mult mai standar-
tizat si mai exact. Analiza radiograficd ne permite si
evaludm riscurile progresiei parodontitei in depen-
denté de nivelul rezorbtiei osoase.[8]

Metodele radiografice de detectie a pierde-
rii osoase

Radiografiile intraorale clasice au fost primele
metode de diagnostic, pe care s-au efectuat masu-
rdri obiective in aprecierea pierderii osoase in paro-
dontitele marginale. Peliculele radiografice prezinta
dezavantajul cé pierderele osoase pot fi decelate doar
cand 30%-50% din componenta minerala este distru-
sd. Din mai multe motive precum: sensibilitatea re-
dusa a filmului radiografic, alungirea sau diminuarea
imaginei radiografice din cauza distorsiei, sau varia-
tiei dintre desnistatea radiografiilor determinatd de:
erori de devalopare a peliculei radiografice, timpului
si "puterei” de expunere. O altd sursa de erori este na-
tura bi-dimensionald a radiografiilor, ceea ce face ca
structura osului alveolar si a altor structuri anatomi-
ce: radacini, corticala pot interfera cu leziunile osului
trabecular, in deosebi cele infime.[1],[8].

Primele incerciri de a compensa discrepantiile
imaginilor radiografice a propus Schei, prin interme-
diul riglei Schei, care reprezinta o plasd radio-opaca, cu
patrate cu latura de Imm, plasa direct pe filmul radio-
grafic, aceasta fiind ca o unealta de referintd in méisura-
rea leziunilor osoase indeosebi cele pe verticald.[2],[8]

Desi aceastd tehnicd e simpld, rezultatele uneori
pot fi eronate, din cauza ci plasa plasati direct pe pe-
licula radiografica nu prezinta distorsiuni, in timp ce
imaginea dintilor si osului alveolar poate fi elongatid
sau diminuatd, iar uneori poate acoperi zona de inte-
res. O alternativa este rigla Schei aplicatd pe peliculd
transparenti, care ulterior este plasata pe filmul radi-
ografic. [8]

Radiografiile cu cea mai mica rata de distorsiune
o reprezinta radiografiile intra-orale de tip bite-wing,
din cauza ca razele cad perpendicular pe suprafata

tional epithelial attachment and the depth of the
gingival sulcus, these were calculated by a study
of 287 sites in 30 specimens examined by autopsy,
obtaining the following dimensions, considered as
a norm. Gingival sulcus depth 0.69 mm, 0.97 mm
epithelial attachment, 1.07 mm connective tissue at-
tachment, at 2.04 mm, which is the sum of the con-
nective tissue and the epithelial junction. [7]

The asymptomatic progress of chronic marginal
periodontitis requires besides the clinical methods
of examination and the direct application of para-
clinical methods: the use of intraoral radiographs,
orthopantomograms, microbiological tests, PCR
tests, in cases of gingival malformations biopsy and
morpho-histological examination are necessary. In
the everyday practice of dentistry, the most acces-
sible and most frequently used paraclinical exami-
nation method is the radiographic examination. [6]

Using the radiographic method, in particular
computerized, tissue loss analysis has become much
easier to perform, much more standardized and ac-
curate. Radiographic analysis allows us to evaluate
the risk of progression of periodontitis depending
on the bone resorption level. [8]

Radiographic methods for detecting bone
loss

Classical intraoral radiographs were the first
diagnostic methods, on which objective measure-
ments were made in assessing bone loss in marginal
periodontitis. Radiographic films have the disad-
vantage that bone loss can be detected only when
30% -50% of the mineral composition is destroyed.
For many reasons, such as: reduced sensitivity of the
radiographic film, elongation or diminishing of the
radiographic image due to distortion, or variation
between radiographs caused by: radiographic film
devaluation errors, exposure time and “power”. An-
other source of errors is the bi-dimensional nature
of radiographs, which makes the structure of the
alveolar bone and other anatomical structures: the
cortical root can interfere with the trabecular bone
lesions, especially the infamous. [1], [8]

The first attempts to compensate for the radio-
graphic image discrepancies proposed by Schei,
through the Schei ruler, representing a radio opaque
grid with squares of 1mm side, the grid placed di-
rectly on the radiographic film, this being a refer-
ence tool in measuring bone lesions in particular
the vertical ones [2], [8]

Although this technique is simple, the results
may sometimes be erroneous because the grid
placed directly on the radiographic film is not dis-
torted, while the image of the teeth and the alveolar
bone can be elongated or diminished, and grid may
sometimes cover the area of interest. An alternative
is the Schei ruler applied to the transparent film,
which is then placed on the radiographic film. [8]

Radiographs with the lowest distortion rate are
bite-wing intra-oral radiographs because the rays
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dintilor si a filmului radiografic, si foarte bine se ob-
servi linia jonctiunii smalt-ciment, care reprezintd
punct de reper in médsurarea pierderii osoase. [2]

Rigla Schei clasica are 5 gradatii, dupd care clini-
cianul poate aprecia gradul de distructie osoasd, dar
aceasta rezultd cd se pot aprecia distructiile osoase
existente mai mari de 20% , iar aceasta presupune ci
daci un situ are o distructie mai mica de 20%, care
histologic poate fi demonstrata, radiografic aceasta
nu poate fi demonstratd. De acest fapt trebuie de ti-
nut cont in cazul monitorizdrii pacientilor cu paro-
dontite marginale incipiente.[8]

Limitele posibilitatilor de masurare a riglei Schei,
in prezent sunt compensate de aparitia sistemelor si
dispozitivelor digitale. In care prin ajutorul calcu-
latorului si programelor complexe de examinare si
analizd a radiografiilor pot efectua masurari pand la
sutimi de milimetri, cu capacitatea de detectie a re-
zorbtiei osoase de pana la 1.5%.

Pentru efectuarea masurdrilor radiografice cu
utilizarea riglei Schei avem nevoie de citeva puncte
de reper: A (Jonctiunea Smalt-Cement), B (Creasta
alveolard), C (Apexul radécinii).

Calculatorul calculeaza procentajul de pierdere
osoasd in corelatie cu radacina dintelui din zona in-
teresata, dupd urmatoarea formuld P, _ AB/ C x 100,
fara calculul erorilor de angulatie. Unele soft-uri po-
sedd si capacitatea calcului erorilor de angulatie, dea-
semenea pot corecta erorile de contrast si luminozi-
tate apdrute in timpul expozitiei sau devaloparii. [8]

Radiografia de substractie a fost introdusa in 1980,
pentru a facilita ariile de pierdere sau apozitie osoas.
Conceptul de substractie radiografica presupune:

Efectuarea a doua radiografii dupd parametri teh-
nici similari (la prima examinare i dupa tratament),
in rezultat trebuie sa obtinem un fundal gri al zonelor
care au rdmas neschimbate, zonele cu pierdere osoa-
sd se vor evidentia prin pixeli intunecati, iar zonele
de apozitie osoasd prin zone mai luminoase, efica-
citatea metodei a fost demonstratd de Hausmann si
Jeffcoat si colaboratorii acestora prin inducerea lezi-
unilor osoase artificiale pe craniu. Rezultatele studi-
ilor acestora au permis depistarea leziunilor osoase
artificiale cu o sensibilitate de 91,3%. [5]

Explicatia mai simpld a metodei de substractie:

Fard modificari= 0

Modificiri negative= -1

Modificiri pozitive = +1

Pentru a utiliza in studiu metoda radiografiei de
substractie e necesar de a efectua aceste radiografii
cu un minim de discrepantd angulard, cu aceleasi
parametri tehnici care sd pastreze aceleasi valori ale
luminozitatii si contrastului imaginei radiografice.
Aceasta se poate efectua la radiografiile de contact
prin utilizarea amprentelor dintilor impreuna cu fil-
mul sau sensorului si tubului viziografului/ aparatu-
lui roengthen, o a doua metodi este utilizarea cefa-
lostatului. Metoda data este utild in monitorizarea la
distantd a pacientilor cu parodontite marginale cro-
nice care au fost supusi terapiei parodontale. [2],[5].

are perpendicular to the surface of the teeth and the
radiographic film, and the enamel-cement junction
line, which is a mark point of reference in measur-
ing bone loss. [2]

Classical Schei ruler has 5 gradations, after
which the clinician may appreciate the degree of
bone destruction, but it can be estimated when ex-
isting bone destruction is more than 20%, and this
assumes that if a site has a less than 20% destruc-
tion, which histologically can be demonstrated,
radiographically it can not be demonstrated. This
must be taken into account when monitoring pa-
tients with early marginal periodontitis. [8]

The limits of the possibilities of measuring the
Schei ruler are currently offset by the emergence of
digital systems and devices. In which, with the aid
of a computer and complex programs for examin-
ing and analyzing radiographs, they can perform
measurements up to hundreds of millimeters, with
a bone resorption detection capability of up to 1.5%.

To make radiographic measurements using the
Schei ruler, we need a few points of reference: A
(Blemish-Cement junction), B (Alveolar ridge), C
(Root Apex).

The computer calculates the percentage of bone
loss in correlation with the tooth root of the area
concerned, using the following Pos. = AB / C x 100
without calculating angular errors. Some software
also has the ability to calculate angular errors, and
can correct the contrast and brightness errors that
occurred during the exposure or film processing.
(8]

Radiography of subtraction was introduced in
1980 to facilitate areas of bone loss or bone loss. The
concept of radiographic subtraction involves:

Performing two radiographs according to simi-
lar technical parameters (at first examination and
after treatment), as a result, we must obtain a gray
background of areas that have remained unchanged,
bone loss zones will be highlighted by dark pixels,
and areas of bone brighter, the efficacy of the meth-
od was demonstrated by Hausmann and Jeffcoat
and their collaborators by inducing artificial skel-
etal lesions on the skull. The results of their studies
allowed the detection of artificial bone lesions with
a sensitivity of 91.3%. [5]

The simplest explanation of the subtraction
method:

No changes =0

Negative changes = -1

Positive changes = +1

In order to use the subtraction radiography
method, it is necessary to perform these radio-
graphs with a minimum of angular discrepancy,
with the same technical parameters that preserve
the same values of the brightness and contrast of
the radiographic image. This can be done at con-
tact radiographs by using siliconic patterns together
with the film or sensor and tube of the roengthen ,
a second method is the use of the cephalostat. This



Utilizand algoritmul propus de Ruttiman si colab.
de corelatie a gamelor poate fi utilizat cu succes pen-
tru corectarea discrepantelor de luminozitate si con-
trast. Aria de interest este procesatd printr-un filtru
care inlatura orice “zgomote” ale imaginei substrac-
tate, astfel incat zona cu rezorbtie osoasd apare albd
pe un fundal negru. Aceasta este combinata cu ima-
ginea radiograficd originald, astfel se poate observa
zonele care au suferit schimbari. [5]

Studiile arata ca este o concordanta intre sondajul
electronic al pungilor parodontale si analiza prin me-
toda de substractie radiografica. [3].

1. Avantajele radiografiei de substractie :Detec-
tia modificarilor de densitate a structurilor
osoase.

2. Accuratetea masuririlor efectuate.

3. Aceasta tehnica poate fi utilizatd pentru dia-
gnosticul, tratamentul si mentenanca PMC si
de asemenea poate fi utilizatd in planificarea
tratamentului implantar.

4. Modificarile de mineralizare aproximativ de
30-60% pot fi detectate doar de un radiologist
experimentat pe pelicula roenghen clasica, in
schimb prin intermediul DSR pot fi detectate
modificari de 1-1,5 % care reprezintd aproxi-
mativ 0,78 mm. [3],[4].

Valorile angulatiei la care pot fi considerate veri-
dice interpretirile radiografice ale substractiei dupi
Grondahl pot fi descrepantele de pana la 3° Ruttin-
man a raportat cd acestea nu trebuie sa depaseascd 2°
Pentru aceasta au fost propuse utlizarea sablonurilor
siliconice sau acrilice, dar acestea sunt valabile doar
doi ani pentru radiografiile de mentenanta, deoarece
dintii posedd mobilitate si pot sa migreze. [1],[2].

Materiale si metode
Aceastd cercetarea a fost initiata recent, si va de-
rula pe intreaga perioadd a proiectului de cercetare
aprobat "Optimizarea diagnosticului §i tratamentu-
lui parodontitei marginale cronice, forma incipienta
-reversibild 7, de aceea la moment, au fost evaluate
15 ortopantomograme (OPG), a 12 pacienti cu pa-
rodontitd marginala incipientd (PMCi) si 3 pacienti
cu forma de parodontitd marginald cronica medie
(PMCm), cu varsta cuprinsa intre 21-35 ani. Au fost
analizate particularititile morfo-radiologice ale osu-
lui alveolar, in regiunea septurilor interalveolare ale
molarilor. Ca criteriu de includere a dintilor au fost
utilizate cateva cerinte:
— Prezenta rezorbtiei septurilor interdentare pe
imaginea radiografica.
— Suprafetele proximale sa fie clar vazute pe
imaginea radiografica.
— Sé fie bine evidentiatd Jonctiunea Smalt-Ci-

ment.

Criterii de excludere:

o Dintii care prezintd suprapuneri pe imaginea
radiografica.

o Dintii care prezinta coroane de invelis si alte
constructii protetice.

method is useful in long time monitoring of chronic
periodontal periodontal patients who have under-
gone periodontal therapy. [2], [5].

Using the algorithm proposed by Ruttiman et
al. gamma correlation can be successfully used to
correct brightness and contrast discrepancies. The
area of interest is processed through a filter that re-
moves any “noises” of the subtracted image so that
the bone resorption area appears white on a black
background. It is combined with the original radio-
graphic image, so you can see areas that have under-
gone changes. [5]

Studies show that there is correlation between
the electronic periodontal pocket probing and the
radiographic subtraction analysis. [3].

Advantages of subtraction radiography:

1. Detection of bone structure density changes.

2. The accuracy of the measurements.

3. This technique can be used for the diagnosis,
treatment and maintenance of PMC and can
also be used in planning implant treatment.

4. Mineralization modifications of approxima-
tely 30-60% can only be detected by an expe-
rienced radiologist on the classic roenghen
film, but changes in the DSR can detect chan-
ges of 1-1.5% which are approximately 0.78
mm. [3], [4].

The angular values to which the radiographic
interpretations of Grondahl’s substraction method
can be considered to be true can be descrepancies
of up to 30, Ruttinman reported that they should
not exceed 20. For this purpose, the use of silicone
or acrylic templates was proposed, but only for two
years for maintenance X-rays, because the teeth
have mobility and can migrate. [1], [2].

Materials si methods
This research has been recently initiated and will
run for the entire period of the approved research
project “Optimizing the Diagnosis and Treatment
of Chronic Marginal Periodontitis, the Incipient-
Reversible Form’, so at this time 15 orthopantomo-
grams (OPG), of 12 patients with early marginal
periodontitis (PMCi) and 3 patients with chronic
marginal periodontitis medium form (PMCm),
aged 21-35 years. The morpho-radiological partic-
ularities of the alveolar bone were analyzed in the
region of the interalveolar septums of the molars.
Several requirements have been used as a criteria
for inclusion of teeth:
— The presence of interdental septum resorpti-
on on the radiographic image.
— Proximal surfaces should be clearly seen on
the radiographic image.
— Ensign the Smalt-Cement junction.
Exclusion criteria:
o Teeth showing overlaps on the radiographic
image.
o Teeth that have crowns and other prosthetic
constructions.
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o Nu este clar evidentiata jonctiunea smalt-ce-

ment.

Masurarile s-au efec-
tuat cu ajutorul software-
lui MicroDicom, predes-
tinat analizei imaginilor
DICOM.

Calibrarea riglei de mi-
surare electronice s-a efec-
tuat in baza masurarii mar-
ginii incizale a incisivului
central superior (penrtu
fiecare pacient aparte), in
cavitatea bucala cu ajutorul
riglei milimetrice, apoi a
fost efectuatd calibrarea pe
imaginea radiografica, uti-
lizind uneltele de calibrare
a software-ului MicroDi-
com.

Pentru determinarea
dimensiunilor pierde-
rii osoase au fost luate ca
puncte de reper: A (Jonc-
tiunea Smalt-Cement), B
(Creasta alveolara)

Datele obtinute, au
fost introduse in tableul
de analiza a Microsoft Ex-
cel, au fost calculate valo-
rile medii ale distructiilor
osoase meziale si distale,
au fost efectuate graficele
comparative.

Rezultate si discutii

In urma analizei date-
lor, clinice §i paraclinice
s-au determinat prezen-
ta distructiilor osoase la
nivelul septurilor inter-
dentare, in regiunea mo-
larilor, in formele incipi-
ente la un numir de 23 de
molari, iar in formele de
PMCm la un numar de 7
molari. Valorile medii ale
pierderii osoase in cazurile de PMCi a zonelor dis-
tale a constituit: 2.39 mm, iar a zonelor meziale: 2.33
mm. In cazul PMCm valorile medii de distructie au
constituit: distal 4.17 mm, mezial 3.83 mm. Confrom
datelor obtinute, reprezentate in graficele de mai jos,
am dedus ca zonele distale prezintd o distructie cu un
nivel mai mare, fatd de cele din zonele meziale, atit in
PMCi cat si PMCm.

Totodatd au fost apreciate modificarile septurilor
interalveolare dupa indicele Fux, care reprezintd un
indice de evaluare a rezorbtiei osoase a parodontiului
de sustinere. Acest indice se calculeazd dupd urmi-

toarea formuld: n/1x4, unde "n” este nivelul osului
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Fig.1. Calibrarea riglei digitale si masurarile distructiei septurilor
interdentare, prin intermediul software-ului Microdicom
Fig.1. Calibration of digital ruler and interdental septum destruction

measurements through MicroDicom software

o The enamel-cement junction is unclear.

Measurements  were
performed using Mic-
roDicom software, pre-
destined for DICOM im-
age analysis.

Calibration of the
electronic measuring rul-
er was performed based
on the incisal edge mea-
surement of the upper
central incisor (for each
individual patient), in the
oral cavity by means of a
millimeter ruler, then the
calibration on the radio-
graphic image was per-
formed using MicroDi-
com calibration tools.

To determine the di-
mensions of bone loss,
reference points were tak-
en as: A (Smalt-Cement
junction), B (Alveolar

A
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The data obtained
were entered into the
Microsoft Excel analysis
table, average values of
mean and distal bone de-
struction were calculated,

comparative graphs were
performed.

L B

Fig.2. Determinarea rezorhtiei osoase a septurilor interdentare, a
molarilor 36,37 cu ajutorul riglei digitale a software-ului MicroDicom.
Fig.2. Determination of bone resorption of interdental septum, 36.37

molars with the help of digital MicroDicom software.

Results and discus-
sion

Based on the clini-
cal and paraclinical data
analysis, the presence of
bone destruction in the
interdental septum, in
the molar region was de-
termined, in the incipient
forms at 23 molar, and in
the forms of PMCm at a
number of 7 molars. The
mean bone loss values in
PMCi cases of distal areas were: 2.39 mm and the
mesial areas: 2.33 mm. In the case of PMCm the
average destruction values were: distal 4.17 mm,
mesial 3.83 mm. According to the obtained data,
represented in the graphs below, we have deduced
that the distal areas have a higher level of destruc-
tion compared to those in the mesial areas in both
PMCi and PMCm.

At the same time, the changes in the interalveo-
lar septum where determined after the Fux index,
which represents an index of the bone resorption of
the alveolar bone. This index is calculated accord-
ing to the following formula: n / 1x4, where “n” is



alveolar, 4- nu se atestd
pierderi osoase, 3- pier-
deri osoase 1/3, 2.- 1/3-
2/3, 1- > 2/3, 0- dintele
nu are suport osos. Avand
dimensiunile  defectelor
osoase determinate digital
s-a facut corelarea datelor
obtinute cu analogul di-
structiei osoase prezentate
de indicele Fux.

Concluzii

Utilizarea metodelor
digitale de masurare a di-
structiilor osoase ale sep-
turilor interdentare, poate
fi utilizatd drept metodd
complimentard/aletrnati-
va, a sonddrii pungilor pa-
rodontale, pentru studiul
comparativ si precizarea
dimensiunilor distructiei
osoase. Reprezintd o me-
toda usor aplicabila, care
nu necesita abilitati spe-
ciale. Pe langa aplicabilita-
tea usoara, aceastd metoda
are unele inconvenientd ,
precum: necesita calibra-
rea exactd a riglei digitale
pentru aprecierea exacta
a dimensiunilor, necesita
obiectivitate determinarea
punctelor de reper (joncti-
unii smalt-ciment, nivelul
rezorbtiei osului alveolar),
dintii care prezintd in-
ghesuiri, suprapuneri sau
constructii protetice, nu
pot fi studiati din cauza
cd nu poate fi determinata
jonctiunea smalt-ciment.
Prin studiul dat a fost sta-
bilit cd nivelul distructiei

osoase ale zonelor distale, este mai mare fatd de cele
meziale, fapt ce se datoreaza incapacitétii vizuale si
accesibilitatii mai dificile de igienizare.
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La reabilitarea persoanelor edentate implantele
dentare endoosoase sunt utilizate tot mai fecvent, po-
pularitatea lor fiind in ascensiune [1]. Paralel cu suc-
cesele obtinute acest gen de tratament este insotit de
complicatii mecanice si inflamatorii [2]. Complicatiile
de origine inflamatorie se pot dezvolti in tesuturile moi
cit si in cel osos adiacente implantelor. Cunoasterea
complicatiilor are un rol important in profilaxia, evi-
dentierea si initierea precoce a tratamentului adecvat
respectiv [3 ]. In a. 1993 la prima Conferinti Europea-
nd in Parodontologie au fost elaborate si unanim ac-
ceptate definitiile acestor complicatii [4]. Inflamatiea
gingiei adiacente implantelor aflate in functie a fost nu-
mitd mucozitd periimplantard, iar procesul inflamator
cu afectarea osului — periimplantitd. Mucozita/gingi-
vita netratata evalueaza in continuare in periimplanti-
ta, care se manifesta prin pierdere de os periimplantar
si in final poate duce la pierderea impantului [2, 3].
Aceste doud complicatii biologice de origine bacteri-
and se evidentieaza dupa instalarea bontului protetic
si punerea in functie a restaurdrii protetice [5, 6]. Prin
cercetédri microbiologice a fost depistatd prezenta bac-
teriilor parodontogene in sulcusul periimplantar deja
la a 2 sdptamina dupa punerea implantelor in functie,
peizajul acestei microflore fiind similar celui depistat in
pungile parodontale si in placa microbiand [7, 8, 9].

Pe parcursul functiondrii restaurérilor implanto-
purtate a fost demonstratd patrtunderea prin micro-
fisura ,,abatment-implant” in spatiul intraimplantar
a bacteriilor si toxinelor din sulcusul/pungile periim-
plantare [10,11,12]. Concomitent a fost demonstrat
cd aceastd comunicare este bidirectionald, adicd din
interiorul implantului este posibild raspindirea bac-
teriilor si toxinelor spre exterior — in sulcusul/pun-
gile periimplantare [13].

Contaminarea spatiului intraimplantar cu bacte-
rii din cavitatea bucald e posibild si in timpul inse-
rarii implantelor — la prima etapé chirurgicala [14,
15,16]. Prin cercetarile effectuate a fost demonstrat ca
la sfirsitul perioadei de osteointegrare (la a doua eta-
pé cirurgicald) microflora in spatiul intraimplantar
a fost prezenta in 83% implante [16]. La momentul
actual consecintele acestei contaminarii pe parcursul
perioadei de vindecare (osteointegrare) la instalarea

PERI-IMPLANT GINGIVITIS
IN DENTAL IMPLANTS AND
ITS CONSEQUENCES DURING
OSSEOINTEGRATION PERIOD

Elvira Topalo, Phd student

1. Department of odontology, periodontology and
oral pathology of SUMPh “Nicolae Testemitanu’.
2. Dental Implant office from Public Institution of
Emergency Institute.

3. “Dentalia” — private dental clinic.

Endooseous dental implants are more and more
frequently used for rehabilitation of edentulous pa-
tients becoming more popular [1]. Along with the
achieved success this treatment is associated with
mechanical and inflammatory complications [2].
Inflammatory complications can occur both in soft
tissue as well as in the adjacent periimplant bone.
Knowing of the complications have a crucial role in
prophylaxis, determination and early initiation of
corresponding treatment [3]. These complications
have been accepted in 1993 during the first Euro-
pean Periodontology meeting [4].

Inflammation of mucosa around implants was
defined as peri-implant mucositis and the inflam-
mation with bone involvement as periimplantitis.
Untreated mucositis/gingivitis evolves in periim-
plantitis which occurs with peri-implant bone loss
and can later lead to loss of implants [2, 3]. These
two biological complications of bacterial origins
occur after placement of the abutment and implant
loading [5, 6]. The bacteria responsible for peri-
odontitis were found in the peri-implant sulcus at
the second week after implant loading, the bacterial
component was similar to the periodontal one de-
termined in periodontal pockets and dental plaque
[7,8,9].

Bacterial contamination inside implants with
bacteria and toxins from peri-implant sulcus/
pocket through implant-abutment fissure was de-
termined during the implant functioning [10, 11,
12]. It has been demonstrated that this communica-
tion is bidirectional, i.e. the infection from implant
spread in sulcus and vice-versa [13].

Interior of implant can be also contaminated
with bacteria from mouth during implant insertion
[14, 15, 16]. The researches have shown that by the
end of healing period (at the second surgical stage),
the microflora was detected in 83% of implants
[16]. The consequences of this contamination dur-
ing healing period of two stage implants placed with
flap elevation are insufficiently studied.

Working hypothesis: The microflora and its
toxins from implant spread into adjacent tissues
through implant-abutment fissure and cause ini-



implantelor subgingival prin metoda cu lambou in
doud sedinti chirurgicale sunt insuficient studiate.

Ipoteza de lucru: Pe parcursul osteointegrarii mi-
croflora si toxinele ei din interiorul implantului prin
fisura ,,surub de acoperire-corp implant” se rdspin-
deste in tesuturile adiacente platformei implantului
provoacind initial gingivitd/mucozita iar ulterior pe-
riimplantita cu pierdere timpurie de os.

Scopul studiului: Evidentierea manifestérii gin-
givitei periimplantare si consecintelor ei pe parcursul
osteointegrarii implantelor dentare.

Criteriile de includere in studiu: pacienti cu
edentatii partiale cirora utilizarea implantelor nu era
contraindicata si instalarea lor a fost posibild in mod
standard. Pentru a exclude probabilitatea contami-
ndrii repetate a spatiului intraimplantar in studiu au
fost inclusi numai pacientii la care vindecarea pldigii a
fost per primam intentionem.

Material si metode de cercetare.

Dupi familiarizarea cu esenta cercetdrii si inofen-
sivitatatii ei, cu acordul lor, in studiu au fost incluse
108 (54+1,32 ani) personae carora pe parcursul anu-
lui 2017 conform protocolului recomandat de citre
producatori prin chirurgia cu lambou au fost insta-
late 254 implante dentare endoosoase de stadiul doi
(sistemele ,Tag’, ,Alpha-Bio”, ,,Alpha Geit”). Numa-
rul de implante instalate per/pacient a variat intre 1 si
5,1in mijlociu — 2,3 implante. Repartizarea implante-
lor conform localizérii este redata in tabelul 1.

tially gingivitis/mucositis and peri-implantitis with
bone loss afterwards.

Aim of study: Highlight the manifestation of
peri-implant gingivitis and its consequences during
osseointegration period of dental implants.

Inclusion criteria of patients: Partially eden-
tulous patients without contraindications to im-
plant placement and possibility of standard implant
placement. To avoid repeated wound contamina-
tion, only patients with primary wound healing
were included in the study.

Material and methods.

After determination of procedure harmfulness
and research key points, 108 patients (54+1,32
years) who had 254 (“Tag”, “Aplha-Bio”, “Alpha-
Geit”) two stage implants installed with flap eleva-
tion in 2017 according to recommended protocol.
The implant per patient ratio varied from 1 to 5
(mean = 2,3 implants). The implant distribution
according to location is shown in table 1. The avail-
able bone was assessed clinically and radiologic
(OPG, CBCT). The patient received osteotropic
antibiotic per os 1 hour before surgery and 7 days
afterwards. The mouth was rinsed 2 minutes before
surgery with Clorhexidine digluconate 0.2% which
were continued after surgery and stopped 2 days
after suture removal.

Table 1. Implant distribution according to location.

. . | Premolars | Molars
Tabelul 1. Repartizarea implantelor conform localizirii Inci- |Cani- e se- | Total
— — sors | nes | first first
Inci-| Ca- Premolarii| Molarii : cond cond
sivi | nini |prim se- prim se- | Total Maxila 9 7 14 | 13 | 40 | 12 95
cund cund Mandibula 15 | 34 | 22 | 67 | 21 159
Maxila 9 7 14 13 40 12 95 Total 9 22 48 35 [ 107 | 33 254
Mandibula 15 34 22 67 21 159
Total 9 | 22| 48 | 35 | 107 | 33 | 254 The flap elevation was performed as minimal

Oferta osoasa a fost apreciata clinic si radiografic
(OPG. CBCT). Cu o ora inainte de instalarea implan-
telor si 7 zile postoperator doua ori in zi pacientilor a
fost administrat per os un antibiotic osteotrop. Ante-
operator timp de 2 minute cavitatea bucala prin badi-
jonare si baite era prelucrata cu solutie Clorhexidina
bigluconat 0,2%. Baile cavititii bucale cu preparatul
respectiv au fost prescrise si postoperator, inclusiv 2
zile dupa suprimarea suturilor. Decolarea lambouri-
lor era efectuata minimal posibila, pind la punerea
in evidenta a marginelor crestei alveolare. Implante-
le erau plasate la o distantd de 1,5-2.0mm de la osul
cortical vestibular. Plaga postoperatorie era suturata
cu evitarea tensiunii lambourilor. In perioada post-
operatorie era apreciat sindromul algic, gradul de
raspindire si regresie a edemului postoperator. In-
tensitatea durerii a fost apreciatd in dependentd de
necesitatea si frecventa intrebuintérii de catre paci-
ent a analgezicelor. Gradul I — dureri neinsemnate
la prezenta cdrora n-au fost intrebuintate analgezice,

as possible until the crestal margins were exposed.
The implants were placed 1.5-2 mm from vestibular
cortical plate. The wound was sutured without flap
tension. The pain syndrome, its severity, spreading
degree and its regression were appreciated postop-
eratively. The pain intensity was assessed according
to the necessity in painkillers.

I degree — insignificant pain which didn’t require
painkillers.

IT degree — moderate pain, which persisted 2-3
days and painkillers were required.

III degree — severe pain which lasted more than
3 days.

The postoperative edema was appreciated ac-
cording to its spreading to adjacent areas.

I degree — Gingiva edema.

IT degree — Edema on alveolar slopes.

III degree — Edema of adjacent soft tissues.

The sutures were removed after 8-9 days after
implant placement. In this visit the presence/absence
of edema, pain and evolution of these symptoms
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Gradul II — dureri moderate, care s-au mentinut 2-3
zile si a fost necesard intrebuintarea analgezicelor si
Gradul III — dureri violente, care s-au mentinut mai
mult de 3 zile. Edemul postoperator a fost apreciat
in dependentd de rdspindirea lui in sectoarele adia-
cente: Gradul I — edem al gingiei, Gradul IT — edem
pe versantele apofizei alveolare, Gradul III — edem
al tesuturilor moi in regiunile invecinate. Suturile au
fost suprimate peste 8-9 zile dupd inserarea implan-
telor. La aceastd vizita era apreciata prezenta/absenta
edemului, durerilor si anamnestic — evolutiea aces-
tor simptoame in zilele imediat postoperatorii. Paci-
entii au fost familiarizati cu complicatiile (inclusiv
imagini foto) care pot surveni pe parcursul perioadei
de osteointegrare. Au fost recomandate vizitele luna-
re de control, iar in cazurile aparentei senzatiilor do-
lore, edemului, ,veziculelor” sau altor incomodidtati
— adresarea de urgenta obligatorie.

Pre si postoperator, la suprimarea suturilor, la vi-
zitele de control si la a doua etapa chirurgicald, gin-
gia supra/periimplantara si tesuturile moi adiacente
au fost studuate vizual si prin analiza imaginei foto la
calculator in regim marit. Evolutia osului crestal peri-
implantar a fost studiatd prin comparatia datelor ra-
diografice preoperator, dupa instalarea implantelor si
la a doua etapa chirurgicala. Pe OPG postoperatorie,
utilizind programul Adobe Photoshop, era apreciat
echivalentul 1mm in pixeli. Folosind acest indice in
fiecare caz concret au fost apreciate schimbdrile (apo-
zitie/resorbtie) osului cortical periimplantar [17].

Procesele inflamatorii in teritoriul oro-maxilo-
facial sunt insotite de dureri, uneori violente. Pentru
aprecietrea utlitatii acestui simptom in diagnosticul
precoce a inflamatiei tesuturilor periimplantare sau
a consecintelor ei, pacientii au fost divizati in doua
grupe: grupul A — cu evolutie dolord si grupul B
— evolutie indolord. In dependenta de manifestirile
(simptomele) inflamatiei sau consecintelor ei in tesu-
turile periimplantare, determinate obiectiv la vizitele
de control si la a doua etapa chirurgicald, pacientii au
fost repartizati in subgrupe: hiperemie (gingivitd in-
filtrativa), abces (gingivita abcedanta primard, gingi-
vita abcedantd recidivantd), fistuld (expus partial su-
rubul de acoperire — periimplantita), pilnie+fistuld
(periimplantita), dehiscentd (expunerea completd a
surubului de acoperire — periimplantita).

Rezultatele obtinute.

In perioada postoperatorie sindromul algic la 26
pacienti a fost de gradul I, la 79 — de gradul I si la
3 — de gradul III. In majoritatea cazurilor durerile
cdtre a 3-4 zi au disparut. Edemul postoperator era
maximal la a 2-3 zi si, ca reguld, dispérea la a 8-9 zi.

La a doua etapa chirurgicald prin anamnezi a fost
constatat ca, pe parcursul osteointegrarii, in diferiti
termeni dupd suprimarea suturilor, 46 pacienti in
sectoarele implantelor plasate au avut senzatii dolore
de diferitd intensitate si ei au fost inclusi in Grupul A.
Ceilalti 62 pacienti, la care osteointegrarea a parcurs
indolor, au constituit Grupul B.

were assessed during postoperative period. Patients
were informed (including pictures) about possible
postoperative complications which can occur dur-
ing osseointegration period. Monthly visits were rec-
ommended and immediate visit to dentist in case of
pain, edema or appearance of vesicles.

Supra/peri-implant gingiva was assessed visually
and with zoomed pictures during control visits pre—
and postoperatively. Peri-implant crestal bone evolu-
tion was assessed with x-ray images performed pre-
operative, after implant placement and at the second
stage. The equivalent of one millimeter in pixels was
determined in Adobe Photoshop on postoperative
orthopantomograms. The cortical bone changes (ap-
position/resorption) were determined in each indi-
vidual situation according to previous mentioned
parameters [17].

Inflammatory processes of maxillo—facial region
are associated with pain and sometimes severe ones.
The patients were divided in two groups for determi-
nation of this symptom’s usefulness in early assess-
ment of inflammatory processes of peri-implant soft
tissues: A group — with pain syndrome and B group
— painless evolution. The patients were divided in
subgroups depending on inflammation symptoms
and its consequences in soft tissues appreciated dur-
ing control visits and at the second stage: hyperemia
(infiltrative gingivitis), gingival abscess (primary/
recurrent), fistula (cover screw partially exposed —
peri-implantitis), funnel + fistula (peri-implantitis),
dehiscence (complete cover screw exposure — peri-
implantitis).

Results.

The postoperative 1* degree pain syndrome was
observed in 26 patients, 2" degree in 79 patients and
third degree in 3 patients. The pain disappeared after
3-4 days. The edema was maximal at 3" day and dis-
appeared usually at the 8" or 9 day.

Forty-six patients, according to anamnesis dur-
ing second stage surgery, after suture removal had
different painful sensations and thus were classified
as Group A. Other 62 patients whose osseointegra-
tion period have passed uneventful were categorized
as Group B.

Infiltrative gingivitis was present in 5 implants
from group A (4 patients, one patient had two im-
plants). Case presentation (Figure 1).

Patient C. Three implants were conventionally
placed at the tooth level 46, 45 and 44 four months
ago. Gingiva above implant 44 (Axis 3.3-10mm)
were swollen with hyperemia, moderate pain dur-
ing palpation was notices and signs of abscess for-
mation were noticed from vestibular side (f with ar-
row). The bone on OPG after implant placement as
well as 4 after was with no signs of resorption (a, b,

d images).
Gingival abscess. Abscesses of different dimen-
sions (punctiform — 5mm) were noticed in one

patient during emergency visit, in 6 during healing



Fig. 1. Gingivitd infiltrativa (C1); Gingivitd abcedanta recidivantd (C2); Gingia supraimplantara fard semne de inflamatie (C3)
— explicatii in text.
Fig. 1. Infiltrative gingivitis (C1); Gingival abscess formation (C2); gingiva above implant without signs of inflammation (C3)

— details in text.

Fig.2. Gingivita periimplantard abcedanta primara (explicatii in text).
Fig.2. Primary Gingival abscess (details in text).

Gingivita infiltrativd a fost depistatd numai la 5
implante din grupul A (4 pacienti, dintre care unul cu
doud impante). Prezentare de caz (Figura 1).

Pacienta C. Cu 4 luni anterior la nivelul dintilor
46, 45 si 44 — instalate in mod conventional implan-
te dentare. Gingia deasupra implantului (Axis 3,3
-10) la nivelul dintelui 44 — edematiata, hiperemiata
(imaginele cI, f), la palpatie — moderat dureroasi,
posterior din partea vestibulard se apreciau semne
de formare a unui abces (f- sdgeata). Pe OPG osul in
sectorul respectiv anteoperator, dupd instalarea im-
plantului precum si peste 4 luni dupd inserarea lui era
fara semne de resorbtie (imaginele a, b, d)

Gingivitd abcedantd. La examenul obiectiv la o
pacientd la vizita de urgentd, la un pacient — la vizita
de control si la 6 pacienti la a doua etapd chirurgica-
14 — au fost depistate abcese de diferite dimensiuni
(puctiform — 5mm) cu gingia adiacentd hiperemiata.
Gingivita abcedanta in faza initiald a fost depistata la
o pacientd, la care peste 3 luni dupd instalarea im-
plantului, in sectorul respectiv a aparut o veziculd cu
senzatii dolore. Conform recomandatiilor primite la
prima etapd, pacienta s-a adresat de urgentd pentru
un examen de control. Pe creasta alveolard la nivelul
d. 26 absent (Figura 2), unde a fost instalat un implant

period and in one patient during control visit. Gin-
gival abscess during initial phase was assessed in
one patient which had after 3 months after implant
placement a painful vesicle at the same implant. Pa-
tient came to control visit as it was recommended.
A whitish vesicle (diameter about 5mm) was present
on the crest at the level of tooth 26 where previously
an implant was placed (SPI 4.2-8 mm). The gingiva
was slightly swollen (image a). Marginal peri-im-
plant bone with no signs of resorption on OPG (im-
age b). We categorized such inflammatory processes
as primary gingival abscess. The vesicle broke, after
embrocation with 0.2% Chlorhexidine digluconate,
and two puss drops were noticed. Cover screw has
been removed and the mini-wound along with the
inner implant part were cleaned with Chlorhexidine,
“Levomecol” ointment was afterwards applied inside
and the healing cap was screwed (image c).

The abscesses determined in 6 patients at the sec-
ond stage were recurrent.

Case presentation. Patient C. — Figure 1. There
has been observed a micro-abscess (picture C2)
above implant 4.2 (SPI 3.3-10 mm). The zoomed
image on computer revealed that the mucosa above
abscess was deformed by scar tissue (image e).
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(SPI 4,2-8,0), era prezentd o veziculd albicioasd (dia-
metrul aproximativ 5mm) cu gingiea adiacentd slab
hiperemiata (imaginea a). Pe radiograma (OPG) de
control osul marginal periimplantar — fard semne de
resorbtie (imaginea b). Astfel de procese infrlamatorii
de citre noi au fost numite gingivita abcedanta pri-
mard. La badijonarea sectorului respectiv cu solutie
de Clorhexidina bigluconat 0,2% vezicula s-a spart de
unde s-au eliminat doua picaturi de puroi. A fost inla-
turat surubul de acoperire, miniplaga si interiorul im-
plantului — prelucrate cu solutie de Clorhexiding, in
interiorul implantului — aplicat unguent ,,Levome-
col” si instalat conformatorul gingival (imaginea c).

Abcesele depistate la cei 6 pacientii examinatila a
doua etapd chirurgicald erau recidivante. Prezentare
de caz. Pacienta C. — Figura 1. Deasupra implantului
(SPI 3,3 — 10) instalat la nivelul d. 45 a fost depistat
un microabces (imaginea C2 ). Prin examinare la cal-
culator in regim marit a fost depistat ci invelisul epi-
telial al abcesului este deformat de cicatrce (imaginea
e). Pacienta a relatat ca asemenea vezicula (abces) se
forma si antecedent si dupd spargerea spontand dis-
parea, insa ulterior se forma repetat. Osul marginal
periimplantar in sectorul respectiv preoperator si
dupi instalarea implantului (imaginele a,b) — fard
semne de resorbtie. Pe OPG peste 4 luni dupi inse-
rare (imaginea d) anterior si posterior de implantul
respectiv a fost constatata resorbtie osoasa de 1,6mm,
simptom characteristic pentru periimplantita. Asa
dar gingivita abcedantd recidivantd (secundara)
poate fi consideratd un semnal de dezvoltare a pe-
riimplantitei. Mentionam faptrul ci, la pacienta C.
in sectoarele dintilor invecinati absenti (46, 45, 44)
implantele au fost instalate simultan (imaginele g,
b, d) insa inflamatiea tesuturilor periimplantare s-a
dezvoltat izolat numai la implantele 45 si 44. Gingiea
si osul adiacent implantului 46 erau fird semne de in-
flamatie (imaginele a,b,c3, d). Acest fapt ne sugereazi
idea ci, gingivita se dezvolta la implantele interiorul
carora este contaminat bacterian la prima etapd chi-
rurgical, iar la implantele in interiorul cirora bacte-
riile lipsesc procesul inflamator nu are loc.

Analiza abceselor in raport cu topografiea apofizei
alveolare a demonstrat cd, din 14 abcese unul a fost
localizat pe coama apofizei alveolare iar celelalte 13
— (93%) pe suprafata vestibulard a apofizei in vecind-
tatea imediatd a platformei implantelor, loc unde este
situatd fisura ,surub de acoperire — corp impant” si
corticala vestibulard, ca reguld, este mai subtire decit
cea internd. Prezentare de caz — Figura 3. Pacientul
L. Vizita de control la 6 sdptamini dupd instalatrea
implantului 36, in regiunea respectivd a apdrut edem
neinsemnat cu senzatii slab dureroase. Fragment din
OPG postoperatorie: absenta d. 36, instalat implantul
Axis 3,75-11,5 (imaginea a). Tabloul clinic la vizita de
control — gingia pe coama apofizei alveolare vinde-
catd, fara semne de inflamatie (imaginea b1 ). Pe su-
prafata vestibulard a apofizei — abces (imaginea b2).
Fragment din OPG de control la 6 saptamini (imagi-
nea ¢) — semne de resorbtie absente.

Patient informed us that this vesicle periodically
appears and after breaking it disappears for a pe-
riod. The crestal peri-implant bone has shown no
resorption preoperatively and after implant place-
ment (image a, b). A 1.6 mm bone resorption an-
terior and posterior to implant was observed after
4 months on OPG which corresponds to peri-im-
plantitis. Thus, the recurrent gingival abscess (sec-
ondary) can be considered a sign of peri-implantitis
development. It is worth mentioning that implants
44, 45, 46, in patient C, were simultaneously placed
(images a, b, d), however peri-implantitis appeared
isolated at 45 and 44 only. The mucosa peri-implant
bone around 46 were with no signs of inflammation
(images a, b, c3, d). This leads us the idea that gingi-
vitis appears at implants which had the interior con-
taminated during first stage surgery and is absent in
implants were bacteria didn’t penetrate inside.

The analysis of abscesses distribution has shown
that just one abscess from 14 was localized onto the
bone crest while other 13 (93%) were situated on
vestibular side of the bone crest were the implant-
abutment connection is situated and cortical plate
in this region is usually thinner than the internal
one.

Case presentation —figure 3. Patient L. Control vis-
it 6 months after implant placement at the level of 36,
an insignificant and slightly painful edema appeared
in this region. Postoperative OPG fragment: tooth
36 absent, a 3.75-11.5 mm Axis implant installed
(image a). The clinical picture at control visit — the
gingiva onto alveolar crest completely healed without
inflammation signs (image b1). Abscess noticed on
vestibular slope of alveolar crest (image b2). Frag-
ments from OPG after 6 weeks (image ¢) — no signs
of resorption.

Fistula. This symptom was met in both groups:
in Group A — in 14 patients (36 implants), in Group
B — in 6 patients (14 implants). Patients from group
A had insignificant painful sensation to which they
have paid no attention and thus didn’t go to doctor.
The majority were practicing mouth rinses with anti-
septic solutions. Patients from group B didn’t noticed
any pain during osseointegration period.

Fistulas of different dimensions were observed in
both groups with sizes from punctioform (seen on
computer) to 2mm diameter.

Case presentation (figure 4). Patient P came for a
second stage surgery 4 months after implant place-
ment at 4.6 (image a). From anamnesis we found out
that insignificant painful sensations were appearing
and disappearing 2 months after implant placement.
A small fistula was noticed above implant at the level
with vestibular cortical plate and adjacent gingiva
was slightly swollen (image b). OPG fragment (im-
age ¢) 4 months after implant placement SPI 4.2-10
mm — a peri-implant resorption is observed mesial
2.2 mm and 1.9 mm distal.

Funnel fistula. This symptom was observed dur-
ing second stage surgery and is characterized by a



Fig.3. Gingivita periimplantard abcedanta primara (explicatii in text).
Fig.3. Primary gingival abscess (details in text).

Fig. 6. Periimplantitd. Simptomul — Pilnie-fistuld. Explicatii in text.
Fig. 6. Peri-implantitis. Funnel fistula symptom. Details in text.

Fistula. Acest simptom a fost intilnit in ambele
grupe: in Grupul A — la 14 (36 implante), in Gru-
pul B — la 6 (14 implante). Pacientii din grupul A
au relatat ca, pe parcursul perioadei de osteointegrare
in sectoarele cu implantele instalate periodic aveau
senzatii dolorifice de diferitd intensitate insd nu au
luat in consideratie aceste simptoame si la consulta-
tie nu s-au adresat. Majoritatea din ei practicau bai
a cavitatii bucale cu solutii antiseptice. Pacientii din
grupul B au mentionat ca pe parcursul perioadei de
osteointegrare dureri evidente n-au avut.

Prin examenul obiectiv la pacientii din ambele
grupe au fost depistate fistule de diferite dimensiuni,
de la 2 mm pind la punctiform (apreciate la calcu-
lator). Prezentare de caz (Figura 4). Pacientul P. s-a
prezentat pentru a doua etapa chirurgicald peste
patru luni dupd instalarea implantului la nivelulul
d. 46 (imaginea a). Anamnestic a fost constatat c4,
la a doua luna dupé operatie la nivelul implantului
instalat au aparut dureri neinsemnate (suportabile),
care periodic dispéreau si se iveau dinnou. Obiectiv
deasupra implantului la hotar cucorticala vestibulara

funnel shaped defect with puss elimination from its
bottom. It was noted in 10 patients from group A and
in 4 from group B.

Case presentation (Figure 6). Patient B., SPI im-
plants were placed at the level of 44, 45, 46 (image a).
Patient informed us that he felt slightly painful sen-
sations at the level of installed implants during os-
seointegration period which were disappearing after
rinsing with antiseptics. There have been visually as-
sessed funnels above implants with dense puss elimi-
nation (image b). A marginal bone loss was noticed
anterior and posterior to the implants varying from
0.6 to 1.5 mm.

Dehiscence of gingiva above implants with com-
plete exposure of cover screw was noted in 10 pa-
tients from group A, and in 2 patients from group
B. Patients from group A mentioned that they were
feeling slight pain in the area of exposed implants, in
patients from group B the dehiscence appeared with-
out pain.

Case presentation Figure 8. Patient B., tooth 45
absent, a 3.75-11.5mm Alpha-Geit implant has
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a fost depistatd o fistula de dimensiuni mici cu gingia
adiacenta slab edematiatd (imaginea b). Sector din
OPG (imaginea c) la 4 luni dupa instalarea implantu-
lui SPI 4,2-10 — se apreciazd resorbtie de os periim-
plantar, mezial — 2,2mm, distal — 1,9.

Pilnie-Fistula. Acest simptom, care a fost obser-
vat la examinarea vizuald a apofizei alveolare la mo-
mentul adresdrii pacientilor pentru efectuarea etapei
a doua chirurgicald, se manifesta sub forma de pilnie
cu peretii acoperiti de gingie iar la fundul ei era pre-
zenta o minifistuld cu elimindri purulente. El a fost
intilnit in grupa A la 10 pacienti, in grupa B — la 4.

Prezentare de caz (Figura 6). Pacientul B., la nive-
lul dintilor 44, 45, 46 absenti au fost instalate implan-
te SPI (imaginea a). Pacientul a relatat cd, pe parcur-
sul osteointegrarii periodic apareau senzati dolore
slab pronuntate care, dupa lavajul cavitatii bucale cu
antiseptice, dispareau. Deasupra implantelor vizual
au fost depistate palnii gingivale cu fistuld din care se
eliminau picaturi mici de puroi dens (imaginea b). Pe
OPG anterior si posterior de implante a fost atestata
resorbtie de os marginal periimplantar in limita 1,5
— 0,6mm.

Dehiscenta gingiei supraimplantare cu expune-
rea completa a surubului de acoperire a fost depis-
tatd in grupul A la 10 pacienti, in grupul B — la 2.
Pacientii din grupul A au relatat ci, in sectorul im-
plantelor cu surubul de acoperire expuse complet in
cavitatea bucald periodic aveau senzatii de dureri slab
pronuntate, la pacientii din grupul B — dehiscenta
s-a dezvoltat fard durei. Prezentare de caz — Figura
8. Pacientul B., absent d. 45, la nivelul corticalei in-
stalat implant Alpha Geit — 3,75 — 11,5 (imaginea
a ). Peste 3 luni, la prezentare pentru a doua etapa
chirurgicald, a fost depistatd expunerea completd
a surubului de acoperire si partiald (din vestibul) a
platformei (imaginea b), resorbtia osului periimplan-
tar: din distal — 3,4mm, din mezial — 2,8.

Analiza rezultatelor obtinnute la studierea ma-
nifestarilor si a frecventei complicatiilor inflamato-
rii pe parcursul osteointegrarii implantelor (Tabelul
2) a demonstrat cd, in grupul pacientilor cu evolutie
dolori ele au fost prezente in 100% cazuri. Din cele
106 implante, instalate la acesti pacienti, 33(31,1%)
au fost fara complicatii, iar la celelalte 73 (68,7%) au
fost constatate: gingivita infiltrativa — 5 (4,7%) ca-
zuri, gingivita abcedanta primara — 2 (1,9%), gingi-
vita abcedanta recidivantd — 12 (11,3%), fistula — 22
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Fig. 8. Expunerea surubului de acoperire si partiala a platformei. Periimplantita.

been installed leveled with the crest (image a). At the
second stage after 3 months a complete exposure of
cover screw and a partial exposure of implant plat-
form (from vestibular) was observed, peri-implant
bone resorption was 3.4mm distal and 2.8 mm me-
sial.

The analysis of complication frequency and evo-
lution during implant osseointegration has shown
(table 2) a 100% occurrence in patients with pain
symptom. Thirty-three implants (31.1%) from 106
were free of complication and other 73 (68.7%) had:
infiltrative gingivitis — 5 (4.7%), primary gingival
abscess — 2 (1.9%), secondary gingival abscess — 12
(11.3%), fistula — 22 (20.7%), funnel fistula — 15
(14.1%), dehiscence — 17 (16%) implants.

Only 12 (19.4%) patients had complications from
the group without pain symptom during osseointe-
gration period. Complication occurred in 27 (18.2%)
implants from 148 implants: 14 with fistula (9.5%),
funnel fistula — 7 (4.7%) and dehiscence in 6 (4%)
implants.

Analyzing the overall result, it has been noticed
that complications during osseointegration occurred
in 53.7% of patients and in 39.4% implants.

Discussions.

This study has shown an increased rate of peri-
implant inflammatory complications during os-
seointegration period. This index severely varies in
literature data. Tal H. et al. [18] obtained different
degrees of cover screw exposure in 13.7% implants,
while Van Assche et al. had 33%. A more often spon-
taneous exposure was described by Mendoza G.
et.al [20]. Authors mentioned that 37% out of 500
implants had no gingival perforation at the second
stage surgery.

The researches on peri-implant complications
during osseointegration period are mainly related to
the effect of early cover screw exposure on peri-im-
plant bone [18, 19, 21, 22, 23]. Authors mentioned
that this complication occur spontaneously without
known reason. Is it possible? We consider that plat-
form exposure cannot be spontaneous, it occurs due
to some unstudied factors. It is required to examine
patients as frequently as possible to early determine
these factors. This is mentioned also by other au-
thors [20, 23]. Our data demonstrates a more fre-
quent rate of complications in patients with pain vs



Tabelul 2. Repartizarea pacientilor si implantelor pe grupe conform manifestdrilor proceselor (consecintelor) inflamatorii.

Grupul A Grupul B Total
Simptom Pacienti Implante Pacienti Implante Pacienti Implante
46 106 62 148 108 254

pac % imp % pac % imp % pac % imp. %
Hiperemie 8,7 5 4,7 - - - - 4 3,7 5 2,0
Abces primar 2 4.4 2 1,9 - - - - 2 1.9 2 0,8
Abces recidivant 6 13,0 12 11,3 - - - - 6 5.5 12 4,7
Fistuld 14 30,5 22 20,7 6 9,7 14 9,5 20 18.5 50 19,7
Pilnie+fistula 10 21,7 15 14,1 4 6,5 7 4,7 14 13,0 31 12,2
De-scentd 10 21,7 17 16,0 2 3,2 4,0 12 11,1 33 13,0
Total complicatii 46 100 73 68,7 12 19,4 27 18,2 58 53,7 100 39,4
Total fard complicatii - - 33 31,1 50 80,6 | 121 | 81,8 50 46.3 | 154 | 60,6
Total general 46 100 106 100 62 100 148 100 108 100 | 254 100

Tabelul 2. Repartizarea pacientilor si implantelor pe grupe conform manifestarilor proceselor (consecintelor) inflamatorii.

Group A Group B Total
Symptom Patients Implants Patients Implants Patients Implants
46 106 62 148 108 254

pat. % imp. % pat. % imp. % pat. % imp. %
Hyperemia 8,7 5 4,7 - - - - 4 3,7 5 2,0
Primary abscess 2 4.4 2 1,9 - - - - 2 1.9 2 0,8
Recurrent Abscess 6 13,0 12 11,3 - - - - 6 5.5 12 4.7
Fistula 14 30,5 22 20,7 6 9,7 14 9,5 20 18.5 50 19,7
Funnel + Fistula 10 21,7 15 14,1 4 6,5 7 4,7 14 13,0 31 12,2
Dehiscence 10 21,7 17 16,0 2 3,2 6 4,0 12 11,1 33 13,0
Overall complications 46 100 73 68,7 12 19,4 27 18,2 58 53,7 | 100 | 394
Without complications - - 33 311 50 80,6 121 81,8 50 46.3 154 | 60,6
Total 46 100 106 100 62 100 148 100 108 100 254 100

(20,7%), pilnie-fistula — 15 (14,1%), dehiscentd — la
17 (16%) implante.

In grupul cu evolutia osteointegrarii indolora
complicatii au fost depistate numai la 12 (19,4%)
pacienti. Din 148 implante ele au fost constatate la
27(18,2%) : fistula 14 (9,5%) cazuri, fistula+pilnie —
7 (4,7%) si dehiscentd — la 6(4%) implante.

Analizind rezultatele in ansamblu a fost consta-
tat ca complicatii pe parcursul osteointegrérii au fost
intilnite la 53,7% pacientii si respectiv la 39,4% im-
plante.

Discutii.

Studiul efectuat a demonstrat o frecventa sporita
a complicatiilor inflamatorii periimplantare pe par-
cursul perioadei de osteointegrare a implantelor. In
literatura de specialitate acest indice variaza in limite
mari. Tal H. [18] a constatat diverse grade de expune-
re a surubului de acoperire la 13,7% implante, iar Van
Assche si colaboratorii [19 | — la 33%. O frecventa si
mai mare de expunere spontana a implantelor a fost
descrisd de citre Mendoza G. si colaboratorii [20].
Autorii mentioneaza cd din 500 implante evaluate
numai 37% din ele au fost la a doua etapa chirurgica-
14 cu gingia supraimplantara fara perforatie.

Studiile, referitor la complicatiile periimplanta-
re pe parcursul osteointegrarii, preponderent sunt
axate pe influenta expozitiei timpurii a surubului de
acoperire asupra osului periimplantar [18, 19, 21, 22,

the painless group during osseointegration period.
In order to early determine the complications as
mentioned in materials and methods, patients were
informed about possible complications and were
asked to come immediately to the doctor. Only 2
patients came to doctor with gingival abscess. The
others 44 patients from group A didn’t came even
though they have had painful sensations during os-
seointegration period.

Analyzing the evolution of peri-implant gingivi-
tis, which developed during osseointegration period,
can be concluded that this complication is essentially
different from peri-implant mucositis which appear
after implant loading.

Mucositis is caused by external microflora from
sulcus/peri-implant pockets [11, 12], infection
source has a direct drainage into oral cavity and in-
flammation is chronic. The gingivitis during osseo-
integration period is caused by internal microflora
which got into implant during its insertion [14, 16].
Infection and toxins spread through implant-abut-
ment fissure into adjacent tissues and lead to infiltra-
tive gingivitis, gingival abscess, peri-implantitis with
fistula, gradual exposure of cover screw and peri-im-
plant bone resorption.

Conclusion:
In the limits of obtained data, we consider the
bacterial contamination of internal part of implant
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23]. Autorii mentioneaza cd, acesta complicatie se
produce spontan, farad vre-o cauza, adici de la sine.
Este posibil oare asa ceva? Considerdm ca expunerea
platformei implantului nu poate fi spontand, ea se
petrece in timp sub influenta unui/unor factori, care
sunt insuficient studiati. Pentru a evidentia timpuriu
acest factor/factori, precum si expunerea implante-
lor, este necesar ca pacientii sd fie examinati cit mai
frecvent posibil. Despre aceasta mentioneaza si alti
autori [20, 23]. Datele obtinute de citre noi au de-
mostrat ci, pe parcursul perioadei de osteointegrare
complicatiile sunt semnificativ (p < 0,001) mai frec-
vente in grupul cu evolutie dolord vizavi de grupul cu
evolutie indolora. Pentru depistarea timpurie, dupa
cum a fost mentionat in compartimentul ,,material i
metode’, pacientii au fost familiarizati cu simptome-
le eventualelor complicatii (durere, edem, vezicule)
ei fiind indemnati pentru adresare in mod urgent la
aparenta situatiilor respective. In asa mod s-au adre-
sat numai doi pacienti cu gingivita abcedanta. Ceilalti
44 pacienti din grupul A, cu toate ca au avut senzatii
de durere, la vizita urgentd de control nu s-au adresat.

Analizind evolutia gingivitei periimplantare, care
sa dezvoltat pe parcursul perioadei de osteointrgrare,
a fost constatat cd, aceastd complicatie se deosebeste
esential vizavi de mucozita (gingivita) periimplanta-
rd, care apare dupa punerea in functie a restaurdrii
protetice. Mucozita este provocata de flora microbi-
and din exterior, din sulcusul/pungile periimplanta-
re [11, 12], focarul de infectie are o drenare directd
in cavitatea bucala si procesul inflamator, ca reguld,
parcurge cronic. Gingivita pe parcursul perioadei de
osteointegrare este provocata de microflora din in-
terior, patrunsa in spatiul intraimplantar in timpul
instaldrii implantelor [14, 16]. Infectia si toxinele
ei prin fisura ,,surub de acoperire-corp implant” se
rdspindeste in tesuturile adiacente provocind conse-
cutiv gingivita infiltrativd, gingivitd abcedantd, peri-
implantitd cu formarea fistulei, expunerea treptatd a
surubului de acoperire si piererdere de os adiacent
implantului.

Concluzie:

In limita datelor obtinute considerdm ci, conta-
minarea microbiana a spatiului intraimplantar are
un rol hotéritor la demararea proceselor inflamatorii
in perioada osteointegrarii implantelor. Pentru con-
firmarea sau infirmarea celor enuntate sunt necesare
studii in continuare.

during its insertion to be decisive in the beginning
of inflammatory processes during osseointegration
period. New studies are required to confirm or deny
the obtained data.
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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.

J

Introducere

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

Ve

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
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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-

\‘\Implantologie orala



62

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.

Blbllografle / Bibliography

Sirbu D., Topalo V., Mostovei A., Suhar-
schi I, Mighic A., Mostovei M. Crearea
ofertei osoase la pacientii cu atrofii se-
vere ale mandibulei pentru reabilitarea
implanto-proteticd. Medicina stomato-
logica.nr.3(28)/2013, p.47-53.

. Barbu HM, Levin L, Bucur MB, Co-
maneanu RM, Lorean A. A modified
surgical technique for inferior alveolar
nerve repositioning on severely atrophic
mandibles: case series of 11 consecutive
surgical procedures. Chirurgia (Bucur).
2014 Jan-Feb;109(1):111-6.

. Pimentel A. C,, Sanches M. A., Ramalho
G. C. et al. Lateralization Technique and
Inferior Alveolar Nerve Transposition.
In: Case Reports in Dentistry, vol. 2016,
p. 1-9.

. Abayev B., Juodzbalys G. Inferior Al-
veolar Nerve Lateralization and Trans-
position for Dental Implant Placement.
Part I: a Systematic Review of Surgical
Techniques. In: J Oral Maxillofac Res,
2015, vol. 6, nr. 1 p.1-13.

. Gasparini G., Boniello R., Saponaro G.
et al. Long Term Follow-Up in Inferior
Alveolar Nerve Transposition: Our Ex-
perience. In: BioMed Research Interna-
tional, vol. 2014, p. 1-7.

. Alves P. M., Rios R. N. C,, Fonseca A. M.
C. et al. Inferior Alveolar Nerve Skeleti-
zation with Simultaneous Implants Pla-
cement- Buccal Cortical Plate Repositi-
on Technique. In: Advances in Dentistry
and Oral Healt, 2016, nr. 1(3), p. 1-6.

. Lorean A, Kablan F, Mazor Z, Mijiritsky
E, Russe P, Barbu H, Levin L. Inferior
alveolar nerve transposition and re-

1

(=}

1

—

12.

13.

position for dental implant placement
in edentulous or partially edentulous
mandibles: a multicenter retrospective
study. Int ] Oral Maxillofac Surg. 2013
May;42(5):656-9.

Kubilius R., Sabalys G., Juodzbalys G.,
Gedrimas V. Traumatic Damage to the
Inferior Alveolar Nerve Sustained in
Course of Dental Implantation. Possi-
bility of Prevention. In: Stomatologija,
Baltic Dental and Maxillofacial Journal,
2004, vol. 6, nr. 4, p. 106-109.
Nishimaki F, Kurita H., Tozawa S. et al.
Subjective and qualitative assessment
of neural disturbance after inferior al-
veolar nerve transposition for dental
implant placement. In: International
Journal of Implant Dentistry, 2016, nr.
2(14), p. 1-6.

. Khajehahmadi S, Rahpeyma A, Bidar

M, Jafarzadeh H. Vitality of intact tee-
th anterior to the mental foramen after
inferior alveolar nerve repositioning:
nerve transpositioning versus nerve la-
teralization. Int ] Oral Maxillofac Surg.
2013 Sep;42(9):1073-8.

. Abayev B., Juodzbalys G. Inferior Al-

veolar Nerve Lateralization and Trans-
position for Dental Implant Placement.
Part II: a Systematic Review of Neuro-
sensory Complications. In: J Oral Ma-
xillofac Res, 2015, vol. 6, nr. 1, p. 1-10.
Chrcanovic BR, Custédio AL. Inferior
alveolar nerve lateral transposition. Oral
Maxillofac Surg. 2009 Dec;13(4):213-9.
Review.

Monuir M. Computer-Guided Inferi-
or Alveolar Nerve Lateralization With
Simultaneous Implant Placement: A

14.

15.

16.

17.

18.

19.

20.

Preliminary Report. In: Journal of Oral
Implantology, 2018, nr. 44(3), p. 1-5.
Sirbu D., Biomateriale in reconstructia
crestelor alveolare mandibulare in trata-
mentul implantar. Chisindu: ”Tipogra-
fia-Sirius”; 2018:1-187.

Buser D., Bragger U., Lang N.P., Nyman
S.. Regeneration and enlargement of jaw
bone using guided tissue regeneration.
Clin Oral Implants Res, 1 (1990), pp. 22-
32 nts Res 2004;15(5): 607-615.

Hassani A., Motamedi M. H. K., Saadat
S. Inferior Alveolar Nerve Transpositio-
ning for Implant Placement. In: A Text-
book of Advanced Oral and Maxillofa-
cial Surger, 2013, chapter 25, p. 659-689.
Castro-Silva L. M., Moraes M., Pere-
ira-Filho V. A., Real G. M. E Inferior
Alveolar Nerve Transposition Using a
Piezosurgery Device with Simultaneous
Implant Insertion. In: Int. J. Odontosto-
mat., 2012, nr. 6(3), p. 303-306.

Fouad Khoury. Bone Augmentation in
Oral Implantology. Quintessence Publi-
shing Co Ltd. 2006. p-448.

Khojasteh A., Hassani A., Motamedian
S.R. etal. Cortical Bone Augmentation-
Versus Nerve Lateralization for Treat-
ment of Atrophic Posterior Mandible: A
Retrospective Study and Review of Li-
terature. In: Clinical Implant Dentistry
and Related Research, 2016,vol. 18, nr.2,
p. 342-356.

Morrison A., Chiarot M., Kirby S. Men-
tal Nerve Function After Inferior Alve-
olar Nerve Transposition for Placement
of Dental Implants. In: Journal of the
Canadian Dental Association, 2002, vol.
68, nr. 1, p. 46-50.

\Implantologie orala

(o))
~N



68

INFLUENTA PRESUPUSEI OSTEOPENII/
OSTEOPOROZE ASUPRA RESORBTIEI
PERIIMPLANTARE LA BARBATI
SI FEMEI, IN BAZA EVALUARII
RADIOLOGICE A MICROARHITECTURII
0SOASE

Sirbu Dumitru'?, Topalo Valentin’,
Voloc Alexandru?, Voloc Chiril',
Corcimari Evelina’, Sobetchi Alina’

!Catedra de chirurgie oro-maxilo-faciald si
implantologie orald ,, Arsenie Gutan”, IP USMF
»Nicolae Testemitanu”,

2Departamentul Pediatrie, IP Universitatea de Stat
de Medicind si Farmacie ,,Nicolae Testemitanu”
*Clinica stomatologicd SRL ,,Omni Dent”, Chisindu,
Republica Moldova.

THE INFLUENCE OF PRESUMED
OSTEOPENIA/OSTEOPOROSIS ON
PERI-IMPLANT RESORPTION
IN MEN AND WOMEN BASED ON
RADIOGRAPHICEVALUATION OF BONE
MICROARCHITECTURE

Sirbu Dumitru'?, Topalo Valentin’,
Voloc Alexandru?, Voloc Chiril',
Corcimari Evelina’, Sobetchi Alina®

!Catedra de chirurgie oro-maxilo-faciald si
implantologie orald ,, Arsenie Gutan”, IP USMF
»Nicolae Testemitanu”,

2Departamentul Pediatrie, IP Universitatea de Stat
de Medicind si Farmacie ,Nicolae Testemitanu”
*Clinica stomatologicd SRL ,,Omni Dent”, Chisindu,
Republica Moldova.

4 3\
Rezumat

In acest studiu s-a efectuat analiza compa-
rativd a osteopeniei/osteoporozei la barbati si
femei, precum si influenta ei asupra rezultatului
tratamentului implantar pe grupe de varstd si
sex. Scopul studiului: Evaluarea influentei pre-
supusei osteopenii/osteoporoze diagnosticatd
precoce in baza examenului radiologic (OPG),
in planificarea, realizarea si manifestarea in di-
namicd a reabilitarii implanto-protetice la bér-
bati si femei, in functie de varsta. Material si
metoda: Studiul a inclus 158 femei si 73 barbati
cu edentatii mandibulare, reabilitati implanto-
protetic. S-a utilizat clasificarea lui Klemetti,
in baza examenului radiologic (OPG), pentru
stabilirea precoce a presupusei osteopenii/os-
teoporoze la pacientii in studiu, repartizati in
4 grupuri, conform sexului si vérstei. Rezulta-
te: Resorbtia periimplantard s-a depistat mai
frecvent in toate categoriile de varstd la barbati
comparativ cu categoriile similare la femei. De-
pistarea osteopeniei si osteoporozei presupuse
in ambele grupuri de studiu si resorbtia aparu-
ta nu s-a soldat cu pierderea implantelor, astfel
modificirile microarhitecturii tesutului osos nu
pot fi catalogate ca o contraindicatie catre rea-
bilitarea implanto-proteticid. Concluzie: Presu-
pusa osteopenie/osteoporoza apreciata in baza
examindrilor radiologice (Klemetti) nu poate fi
considerata un factor determinant in aparitia re-
sorbtiei periimplantare in perioada de menopa-
uzd/postmenopauzd si andropauza. Astfel reabi-
litarea implanto-protetica poate fi recomandati
atat barbatilor cat si femeilor, la orice varsta.

Cuvinte cheie: osteopenie, osteoporozd,
ortopantomografie, edentatie, mandibuld, im-
plant, resorbtie.

4 )\
Summary

In this study we have performed a compara-
tive analysis of osteopenia/osteoporosis in men
and women and its influence on the implant
treatment result distributed in groups by age
and sex. Study Goal: To evaluate the influence
of presumed osteopenia/osteoporosis early di-
agnosed on the basis of radiographic examina-
tion (OPG) on implanto—prosthetic rehabilita-
tion planning, realization and follow up in men
and women by age groups. Material and Meth-
od: The study included 158 women and 73 men
with mandibular edentation who underwent
implanto-prosthetic rehabilitation. The KI-
emettis classification based on radiographic ex-
amination (OPG) was used for early diagrnosis
of osteopenia/osteoporosis in the study patients,
divided into 4 groups by sex and age. Results:
Peri-implant resorption was more common
in all age groups of men compared to similar
groups of women. The detection of presumed
osteopenia and osteoporosis in both study
groups and the resulting resorption did not
lead to implant loss, thus, the changes in bone
tissue microarchitecture cannot be categorized
as a contraindication to implanto—prosthetic
rehabilitation. Conclusion: Presumed osteope-
nia/osteoporosis detected based on radiologi-
cal examinations (Klemetti) cannot be consid-
ered a determining factor in the occurrence of
peri-implant resorption in menopausal/post-
menopausal and andropausal periods. Thus,
implanto-prosthetic rehabilitation can be rec-
ommended to both men and women at any age.

Key words: osteopenia, osteoporosis, or-
thopantomography, edentation, mandible, im-

plant, resorption.




Actualitatea temei

Osteoporoza este o afectiune sistemicd a schele-
tului, caracterizatd prin sciderea densitatii osoase
si aparitia dereglarilor in microarhitectura tesutului
0s0s, ceea ce duce la cresterea fragilititii osoase si in
consecinta sporeste riscul fracturilor [OMS, 1994].

Organizatia Mondiald a Sanattii a stabilit o me-
todd de diagnostic a osteoporozei bazata pe mésura-
rea densitatii osoase si a duritétii sistemului osos prin
procedeul DEXA (absorbtiometrie duala cu raze X)
[5].

Valorile scorului T sunt utilizate pentru a expri-
ma densitatea minerald osoasa (DMO) si se calculea-
z& prin compararea DMO a pacientului cu valoarea
medie a DMO a populatiei sdnitoase, tinere adulte.
Un criteriu de diagnosticare a osteoporozei stabilit
de Organizatia Mondiald a Sinétatii (OMS) include
DMO cu scorul T mai mare de -2,5 cu devierea stan-
dard mai micd decit media adultilor tineri sindtosi,
determinata la nivelul coapsei, femurului sau coloa-
nei vertebrale in regiunea lombard. DMO cuprinsa
intre -1,0 si -2,5 este clasificata ca osteopenie, in timp
ce scorul T cu valori de pana la -1,0 este considerat a
fi in limitele normei (Figura 1) [1,5].

Os in limitele normei

Osteoporoza
(semnificativ sub medie)

Fig. 1. Valorile scorului T pentru aprecierea DMO.

Osteoporoza este una dintre cele mai semnificati-
ve tulburdri asociata cu imbdtranirea si menopauza/
andropauza [2,7,12]. Odata cu inaintarea in varsta,
atat femeile, cét si barbatii sunt supusi riscului de
aparitie a complicatiilor ca consecintd a DMO scézu-
te in osteoporoza.

Aproximativ 3/4 dintre femeile aflate in postme-
nopauza si barbatii cu varsta de peste 50 de ani sufera
o pierdere osoasa prin demineralizare, cu o ratd de
pand la 1-2% pe an, pe cand 1/4 din aceiasi popu-
latie suporta o pierdere mult mai rapida a tesutului
0s0s, cu o ratd a demineralizdrii de pana la 5-8% pe
an [10,12].

Conform criteriilor OMS, in SUA osteoporoza a
fost determinaté la femeile cu véarsta de 50 de ani si
mai mult cu o frecventd de la 13% péand la 18%, iar
osteopenia respectiv de la 37% pana la 50%. Aceasta
constituie 4 — 6 milioane de femei cu osteoporoza si
13 — 17 milioane de femei cu osteopenie. La barbatii
cu vérsta peste 50 de ani, acest numér constituie re-
spectiv 1 — 2 milioane cu osteoporozd si 4 — 9 mi-
lioane cu osteopenie [6]. Datorita sperantei de viata
in crestere in térile dezvoltate, numarul de indivizi

The actuality of the subject

Osteoporosis is a systemic disease of the skeleton,
characterized by a decrease in bone density, impaired
bone tissue microarchitecture, which leads to in-
creased bone fragility and consequently increases the
risk of fractures [WHO, 1994].

The World Health Organization (WHO) has es-
tablished a method to diagnose osteoporosis based
on the measurement of bone density and bone hard-
ness by the DEXA (Dual X-ray absorptiometry)
method [5].

T-score values are used to express the bone min-
eral density (BMD) and are calculated by comparing
the BMD of the patient with the mean BMD value of
the healthy, young adult population. An osteoporosis
diagnostic criterion established by the WHO includes
BMD with a T-score greater than -2.5 with standard
deviation lower than the average of the healthy young
adult population determined at the level of the thigh,
femur or spinal column in the lumbar region. BMD
ranging from -1.0 to -2.5 is classified as osteopenia,
while the T-score with values up to -1.0 is consid-
ered to be within the norm (Figure 1) [1.5].

Normal bone density range

Osteoporosis range
(significantly below average)

Fig. 1. T—score values for BMD determination.

Osteoporosis is one of the most significant disor-
ders associated with aging and menopause / andro-
pause [2, 7, 12]. With aging, both women and men
are at risk of occurrence of complications as a conse-
quence of low BMD in osteoporosis.

Approximately 3/4 of postmenopausal women
and men over the age of 50 suffer from bone loss
through demineralization at a rate of up to 1-2% per
year, while 1/4 of the same population suffers from a
bone loss at a far quicker rate with a demineralization
rate of up to 5-8% per year [10,12].

According to WHO criteria, osteoporosis in the
United States was determined in women aged 50
and over with a frequency of 13% to 18% and os-
teopenia, respectively, from 37% to 50%. This rep-
resents 4-6 million women with osteoporosis and
13-17 million women with osteopenia. In men over
the age of 50, this numbers represents 1-2 million
with osteoporosis and 4-9 million with osteopenia
[6]. Due to increased life expectancy in developed
countries, the number of osteoporotic or osteope-
nic individuals is also increasing. This also is a chal-
lenge for stomotologists in the implant-prosthetic
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osteoporotici sau osteopenici este si el in crestere.
Aceasta constituie o provocare inclusiv pentru speci-
alistii stomatologi in procesele de reabilitare implan-
to-proteticd a contigentului de populatie in curs de
imbaétranire [13].

In cazul osteoporozei/osteopeniei se presupune
cd metabolismul osos afectat poate influenta osteoin-
tegrarea implantelor precum si functionarea lor [9].

Uneori, chiar si la pacientii sanatosi, reabilitarea
implanto-protetica este insotitd de anumite riscuri
si complicatii in perioada de osteointegrare si de pu-
nere in functie a implantelor. Existd péreri cd aceste
riscuri si complicatii sunt mai frecvente la pacientii
cu osteopenie/osteoporozd. Astfel unii specialisti
refuza acordarea tratamentului implanto-protetic la
aceasta categorie de pacienti. Exista si o altd pérere
despre efectul terapeutic patogenetic al tratamentului
implanto-protetic la pacientii cu osteopenie/osteo-
poroza. Se considerd ca inserarea implantului dentar
poate contribui la conservarea osului alveolar la pa-
cientii cu osteopenie/osteoporoza datorita incarcarii
functionale si stimuldrii mecanice a osului (legea lui
Wolft) [10].

Conform legii mecanotransductiei a lui J. Wolff
(1892), orice schimbare a functiei determind modi-
ficari morfologice ale tesuturilor si organelor. Se stie
cd dupid pierderea dintilor, datoritd sciderii solicita-
rii functionale a osului maxilar, apare o diminuare a
intensitatii circulatiei sangvine, reducidndu-se astfel
reteaua capilard, ce se manifesta cu modificdri struc-
turale ale tesutului osos, care duc nu doar la atrofie
semnificativa, ci si la osteoporoza regionald a maxila-
relor, ceea ce creeazd probleme suplimentare pentru
reabilitarea cu implanturi dentare [6,10]. S-a demon-
strat cd implantele dentare la pacientii cu osteoporo-
za se osteointegreazd, desi aceasta nu este o garantie,
deoarece in viitor pot aparea modificiri patologice
ale arhitectonicii osoase, dar si resorbtia tesutului
0s0s [3,4]. Cu toate acestea, dupa unii autori [10,4],
implanturile dentare ar fi chiar o indicatie pentru pre-
venirea atrofiei si osteoporozei oaselor maxilare, mai
cu seama la pacientii de varstd senild, deoarece prin
intermediul lor, functional se mentine fluxul sangvin,
astfel contribuind la procesul continuu de remodelare
osoasid. In cazul edentatiei la pacientii in varsti este
considerat chiar un tratament patogenetic [10].

Osteopenia/osteoporoza, caracteristici pentru fe-
mei in perioada de postmenopauza, poate fi intalnita
si printre bérbatii de varsta senild, in andropauza.

Andropauza si osteoporoza sunt doua stari care
au o relatie stransd. Testosteronul masculin joacd un
rol semnificativ in mentinerea densitétii osoase. Prin
urmare, o datd cu scaderea nivelului de testosteron,
bérbatii sunt expusi riscului de aparitie a osteoporo-
zel.

Majoritatea publicatiilor cu referire la osteope-
nie/osteoporoza se adreseaza femeilor, in care sunt
relatate aspectele manifestarii ei, dar si cele cu refe-
rire la reabilitarea implanto-protetica. Aceleasi pro-
bleme, care vizeaza barbatii, sunt mai putin elucidate.

rehabilitation processes of the aging population
[13].

In case of osteoporosis/osteopenia, it is as-
sumed that impaired bone metabolism may influ-
ence implant osteointegration as well as their func-
tion [9].

Sometimes, even in healthy patients, implant-
prosthetic rehabilitation is accompanied by certain
risks and complications during the osteointegration
period and loading of the implant. There are opinions
that these risks and complications are more common
in patients with osteopenia/osteoporosis. Thus, some
specialists refuse to perform implant-prosthetic
treatment in this category of patients. There is anoth-
er view of the therapeutic pathogenetic effect of im-
plant—prosthetic treatment in patients with osteope-
nia/osteoporosis. The insertion of the dental implant
is believed to contribute to the maintenance of the al-
veolar bone in patients with osteopenia/osteoporosis
due to functional load and mechanical stimulation of
the bone (Wolff’s law) [10].

According to ]. Wolff’s Mechanotransduction
Law (1892), any change in function causes morpho-
logical changes of tissues and organs. It is known
that after the loss of teeth, due to a decrease in the
functional demand of the maxillary bone, there is
a decrease in the intensity of the blood circulation,
thus reducing the capillary network, which results
in structural changes of the bone tissue leading not
only to significant atrophy but also to regional osteo-
porosis of the jaws, which creates additional prob-
lems for rehabilitation with dental implants [6,10].
Dental implants in osteoporotic patients have been
shown to osteointegrate, although this is not a guar-
antee because pathological changes in bone archi-
tecture and bone resorption [3-4] may occur in the
future. However, according to some authors [10,4],
dental implants would be even an indication for the
prevention of atrophy and osteoporosis of the maxil-
lary bones, especially in senile patients, because they
lead to functional maintenance of the blood flow,
thus contributing to the continuous process of bone
remodeling, and in case of edentation in elderly pa-
tients it is considered even a pathogenetic treatment
[10].

Osteopenia/osteoporosis characteristic for post-
menopausal women can also be found among senile
men in andropause.

Andropause and osteoporosis are two states that
have a close relationship. Male testosterone plays a
significant role in maintaining bone density. There-
fore, with decreasing testosterone levels, men are at
risk of developing of osteoporosis.

Most publications related to osteopenia/osteo-
porosis are addressed to women, in which the as-
pects of its manifestation are mentioned, as well
as those related to implant-prosthetic rehabilita-
tion. The same issues are less elucidated in regards
to men. Thus, a number of questions arise on this
subject: what is the frequency of osteopenia/os-



Astfel apar un sir de intrebdri ce vizeaza acest subiect:
care este frecventa osteopeniei/osteoporozei la bar-
bati? exista particularitati ale tratamentului implan-
to-protetic la pacientii cu osteopenie/osteoporoza?
pot complicatiile aparute la barbati in reabilitarea
implanto-protetica fi corelate cu modificérile osoase
in osteopenie/osteoporozd?, etc.

S-a stabilit cd pentru preintampinarea riscurilor
si complicatiilor in reabilitarea implanto-protetica,
atat la femei cét si la barbati, diagnosticarea corec-
ta si planificarea unui tratament optimal nu sunt
suficiente. Pe 1angd acestea sunt necesare: stabilirea
precoce a diagnosticului de osteopenie/osteoporo-
z3, consultarea specialistilor de profil, initierea tra-
tamentului specializat si sustinerea lui. Competenta
medicului specialist stomatolog vizeaza stabilirea
unui diagnostic precoce a osteopeniei/osteoporozei
datorita fluxului sporit de pacienti care se adreseazi
pentru reabilitarea orald. In acest context, examina-
rile radiologice de rutina pot oferi date informative
cu referire la aceastd afectiune. Unii autori au propus
metode de determinare precoce a presupusei osteo-
penii/osteoporoze in baza unor parametri obtinuti
la examinarile radiologice (OPG, CBCT), care pot fi
luati in consideratie la planificarea tratamentului de
reabilitare implanto-proteticd, dar si ca reper pentru
indreptarea pacientului la specialistul de profil pen-
tru confirmarea diagnosticului si initierea tratamen-
tului specializat [8,11].

1) Intalnim lucréri stiintifice in care autorii au
analizat modificdrile radiologice si au propus diverse
clasificéri pentru a facilita orientarea specialistilor in
diagnosticul osteopeniei/osteoporozei. Una din aces-
te clasificari este cea a lui Klemetti (1997) [8]. Pentru
evaluarea morfologica a osului cortical la mandibuld
pe OPG, Klemetti a propus urmadtoarele criterii (Fi-
gura 2):C1 — (norma) marginea endoosala a cortica-
lei este evidenta si clard;

2) C2 — (osteopenie) marginea endoosald are
defecte semilunare (resorbtia lacunara) cu stratifica-
re de o parte sau ambele parti;

3) C3 — (osteoporoza) osul cortical are mar-
gini iregulate, neevidentiate, multistratificat, multi-
ple defecte, porozitate.

O datd cu abordarea
acestui subiect propunem
sd obtinem date cu pri-
vire la posibilitatea unui
diagnostic precoce in baza
examenului radiologic al
osteopeniei/osteoporo-
zei, conform clasificarii
lui Klemetti. La fel, avem
posibilitatea de a obtine
date cu referire la influ-
enta afectiunii asupra re-
zultatului  tratamentului
implantar imediat si in di-
namica (densitatea osoasa
la implantarea propriu-zi-

",
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Fig. 2 Schema clasificdrii radiologice a osteoporozei pe OPG, dupa
Klemetti.

Fig. 2 Klemetti’s Radiographic classification of osteoporosis on OPG.

teoporosis in men? are there particularities of im-
plant-prosthetic treatment in male patients with
osteopenia/osteoporosis? can complications occur-
ring in men in implant-prosthetic rehabilitation be
correlated with bone changes in osteopenia/osteo-
porosis?, etc.

It has been established that accurate diagnosis
and planning of optimal treatment are not suffi-
cient in order to prevent the risks and complica-
tions in implant-prosthetic rehabilitation both in
women and men. In addition, it is necessary to
establish an early diagnosis of osteopenia/osteopo-
rosis, to consult specialists, to initiate specialized
treatment and to support it. The competence of the
dental specialist is aimed at establishing an early
diagnosis of osteopenia / osteoporosis due to the
increased flow of patients, which addressed for oral
rehabilitation. In this context, routine radiological
examinations can provide informative data on this
condition. Some authors have proposed methods
of early detection of supposed osteopenia/osteopo-
rosis based on the parameters obtained in radio-
logical examinations (OPG, CBCT), which may be
considered in the planning of implant—prosthetic
rehabilitation treatment, but also as a justification
for patient’s referral to a profile specialist to con-
firm the diagnosis and initiate specialized treat-
ment [8,11].

There are papers by some authors who have ana-
lyzed these radiological changes, proposing various
classifications to facilitate the orientation of special-
ists in the diagnosis of osteoporosis. One of the clas-
sifications is that of Klemetti (1997) [8]. For the mor-
phological assessment of cortical bone in mandible
on OPG, Klemetti suggested the following criteria
(Figure 2):

Cl1— (normal) the endosteal cortical margin is
even and sharp on both sides;

C2— (osteopenia) the endosteal margin has
semi-lunar defects (lacunar resorption) or endosteal
cortical residues on one or both sides

C3— (osteoporosis) the cortical layer has irregu-
lar, unclear, multilayer, multiple defects, porosity.

With the approach to
this topic, we propose to
obtain data on the pos-
sibility of an early diag-
nosis based on the radio-
logical examination of
osteopenia/osteoporosis,
according to Klemetti’s
classification. ~ Similarly,
we have the possibility
of obtaining the data on
the influence of the dis-
ease on the outcome of
immediate and dynamic
implant treatment (bone
density at implantation
itself, terms of osteointe-
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sd, termenii de osteointegrare, apozitia/resorbtia pe-
riimplantara, stabilitatea rezultatului in timp); anali-
za comparativd a osteopeniei/osteoporozei la barbati
si femei, precum si influenta ei asupra rezultatului
tratamentului implantar pe grupe de varstd si sex.
Rezultatele obtinute ne vor oferi date pentru alcitu-
irea unei conduite de reabilitare implanto-protetica
a pacientilor cu presupusi osteopenie/osteoporoza.

Scopul studiului:

Evaluarea influentei presupusei osteopenii/oste-
oporoze diagnosticatd precoce in baza examenului
radiologic (OPG), in planificarea, realizarea si mani-
festarea in dinamica a reabilitarii implanto-protetice
la barbati si femei, in functie de varsta.

Obiectivele:

o Studiul literaturii de specialitate despre influ-
enta rezultatului tratamentului implantologic
la pacienti cu osteoporoza in timpul andropa-
uzei $i menopauzei.

o Determinarea osteopeniei/osteoporozei la
pacienti prin analiza criteriilor specifice os-
teoporozei dupi clasificarea lui Klemetti pe
OPG.

o Evaluarea si analiza comparativa a presuspu-
sei osteopenii/osteoporoze, influenta asupra
resorbtiei periimplantare la mandibula, in
dinamics, la pacienti de diferite categorii de
varsta si sex.

Material si metoda:

In studiu au fost inclusi 158 femei si 73 barbati,
care s-au tratat in clinica stomatologicd S.R.L. ,Omni
Dent”. Perioada de supraveghere a variat de la 3 la
134 luni. Véarsta pacientilor a fost cuprinsé intre 18
si 82 ani (varsta medie — 45,7+0,72), dintre care la
femei 18-71 ani (varsta medie — 46,1+0,89), barbati
de 21-82 ani (varsta medie — 45,0+1,23), diferenta
statistic semnificativd nu se atestd (p>0,05). Au fost
inserate implante la mandibuld prin metoda protoco-
lului standard, alternativ (implante scurte, inguste),
implantarea simultana cu cresterea ofertei osoase,
implantarea aménata dupa cresterea ofertei osoase.

Pacientii au oferit unanim acordul in cadrul pro-
iectului de cercetare vizat de Comitetul de Etica a
cercetdrii nr. 65 din 08.06.2015, al IP USMF ,,Nicolae
Testemitanu”.

Pacientii au fost divizati in doud loturi, in functie
de sex: Lot I — barbati (73) si Lot IT — femei (158),
iar fiecare lot in 4 grupe de studiu, in functie de varsta:
grupul I (18-34 ani); grupul IT (35-44 ani); grupul I1I
(45-54 ani); grupul IV (255 ani). Divizarea in grupe
de studiu s-a efectuat conform adresabilitatii, ludnd
in consideratie: sexul, varsta inceputului menopauzei/
andropauzei relatatd in studii (45-55 ani); varsta peri-
oadei de postmenopauza (=55 ani); vérsta intineririi
menopauzei/andropauzei (34-45 ani) si perioada ta-
ndrd, fara modificari. Formarea grupelor s-a efectuat
argumentat, avand in vedere si alte criterii:

gration, peri-implant apposition/resorption, stabil-
ity of the result over time); comparative analysis of
osteopenia/osteoporosis in men and women, as well
as its influence on the result of implant treatment
on age and gender groups. The results obtained will
provide us with the data for the implant-prosthetic
rehabilitation of patients with supposed osteopenia/
osteoporosis.

Study Goal:

Evaluation of the influence of presumed osteo-
penia/osteoporosis diagnosed early on the basis of
radiological examination (OPG) in the planning,
realization and dynamic manifestation of implant-
prosthetic rehabilitation in men and women, de-
pending on age.

Objectives:

« Study of the literature on the influence of the
result of implant treatment in patients with os-
teoporosis during andropause and menopause.

o Determination of osteopenia / osteoporosis
in patients by analyzing osteoporosis specific
criteria after Klemettis classification on OPG.

o Evaluation and comparative assessment of
supposed osteopenia / osteoporosis, the influ-
ence on peri-implant resorption in the man-
dible, in dynamics, in patients of different age
and gender.

Material and method:

In this study we have included 158 women and 72
men treated in the dental clinic “Omni Dent, LTD”.
The follow up period was from 3 to 134 months. The
patients’ age was between 18 and 82 years (mean age
45,7 +£0,72), of whom women 18-71 years (mean age
46,1 + 0,89), men 21-82 years (mean age 45,0£1,23)
, statistically significant difference is not attested (p>
0.05). Implant placement in the mandible was car-
ried out by the standard, alternative protocol method
(short, thin implants), simultaneous implantation
with increased bone supply, implantation postponed
after the increase in bone supply.

The patients gave unanimous consent to partici-
pate in the study project approved by the Research
Ethics Committee protocol #65 of 08.06.2015 (REC
chairman — Mihail Gavriliuc) at PI SMPU “Nicolae
Testemitanu”

Patients were divided into 2 lots by gender: Lot
I — men (73) and Lot IT — women (158), and each
lot into 4 study groups by age: group I (18-34 years of
age); group II (35-44); group III (45-54); group IV (=
55 years of age). The distribution to study groups was
performed using the age criterion based on addres-
sability taking into account: the age menopause/an-
dropause begins as stated in studies — 45-55 years;
postmenopausal age >55 years; the age of menopau-
se/andropause initiation 34-45 years; and young age
with no changes. The groups were formed based on
the following criteria:the examination period;



— perioada de examinare;

— numarul de implante;

— resorbtia periimplantara (determinatd radio-

logic pe OPG);

— suspectarea osteopeniei/osteoporozei (con-

form clasificarii Klemetti).

In prezentul studiu, la adresare, niciun pacient nu
a prezentat anamneza osteoporoticd. Luand in consi-
deratie modificarile de vérstd ale femeilor si barbati-
lor noi am suspectat prezenta osteopeniei/osteopo-
rozei dupd unii indici clinici, precum si radiologici,
cantitavi i calitativi ai ofertei osoase.

Misuririle au fost efectuate in programul Sirona
Sidex 4.0, folosindu-se instrumentele disponibile.
Pentru a mdsura resorbtia periimplantara pe OPG
(576) s-a realizat adaptarea la mésura de referintd
pentru excluderea erorii, avind ca baza dimensiunea
implantului cunoscut. Aceste date au fost corelate cu
examinarea la CBCT (162).

Inregistrarea informatiei si analiza statistica a fost
efectuata utilizand programul Excel 2013. In program
s-au introdus urmatoarele date: numele/prenumele
pacientilor, varsta, indicii dupi clasificarea Klemetti,
numdrul de implante pentru fiecare pacient, perioa-
da de supraveghere in dinamici si resorbtia periim-
plantard din mezial si distal. S-au calculat mediile si
erorile standard, suma implantelor inserate in fiecare
grup de studiu si inserate in total; resorbtia — core-
latia dintre numarul de implante si resorbtia totala
si pe grupe, respectiv dupa localizarea implantelor,
corelatia resorbtiei si osteoporozei presupuse dupi
indicii radiologici (Klemetti) general si pe grupe.
Cazurile cu un p<0,05 au fost determinate statistic
semnificative.

Rezultate

Rezultatele obtinute in grupe, conform vérstei, au
permis obtinerea unor date concludente la subiectul
de interes, cu evidentierea unor corelatii intre anu-
miti parametri.

Perioada de examinare a constituit 3-134 luni, fi-
ind o perioada suficientd pentru analiza si evidentie-
rea in timp a resorbtiei periimplantare la pacientii din
toate grupele de studiu, perioadd suficienta inclusiv
pentru compararea datelor obtinute atat la barbati cat
si la femei cu referire la presupusa osteopenie/osteo-
poroza si influenta asupra resorbtiei periimplantare.

In tabelul 1 este reprezentata resorbtia periim-
plantard determinata la barbati si femei, intr-un
numar total de 231 de pacienti, apreciata la toti im-
plantii inserati, in numdr de 959. Pacientii au fost re-
partizati in grupuri de studiu dupa criteriul de vérstd
si sex. Grupul de varstd III (45-54 ani) al femeilor a
fost cel mai numeros — 55 persoane (34,8%; 11 95%
[27,4-42,2]), iar la bdrbati cel mai numeros a fost gru-
pul de varstd II (35-44 ani) — 27 persoane (37,0%;
11 95% [25,9-48,1]). Femeile au prevalat in acest stu-
diu, cu un numdr de 158, fatd de 73 barbati, formand
proportia de 2,2:1. Ca urmare, in aceste grupuri a
fost inserat cel mai mare numdr de implante: 254 in

— number of implants;

— peri-implant resorption (determined radio-

logically by OPG);

— suspected osteoporosis (according to Klemet-

ti’s classification).

In this study, no diagnosis of osteoporosis was es-
tablished in a patient at their first visit. Taking into
account the age-related changes in women and men
we suspected the presence of osteopenia/ osteoporo-
sis based on several clinical quantitative and qualita-
tive indices of bone offer and on some radiological
signs.

Measurements were made in Sirona Sidex 4.0
software using the available tools. To measure the
peri-implant resorption on OPG (576) we have used
a reference measure to adapt the obtained data in or-
der to exclude errors, by taking the size of a known
implant as a reference. These data were correlated
with the CDCT examination (162).

Information recording and statistical analysis
were performed using MS Excel 2013. The following
data were included in the table: patient name/sur-
name, age, indices according to Klemetti classifica-
tion, type of implant, number of implants in each pa-
tient, the period of follow up and peri-implant bone
resorption in mesial and distal. We have calculated
the means and standard errors, the sum of inserted
implants in each study group and in total; resorp-
tion — correlation between the number of implants
and the resorption in total and by group, based on
implant location, the correlation of resorption and
suspected osteoporosis based on radiolodical indi-
ces (Klemetti) in total and by group. The cases with a
p<0.05 were considered statistically significant.

Results

The results obtained in groups according to the
age allowed obtaining significant data on the study
subject, emphasizing the correlation between certain
parameters.

The examination period was 3-134 months, be-
ing sufficient to analyze and identify over time the
peri-implant bone resorption in patients in all study
groups, being sufficient including the comparing the
data obtained in both men and women with regard
to supposed osteopenia / osteoporosis and the influ-
ence on peri—-implant resorption.

Table 1 shows the peri-implant resorption in
males and females in a total of 231 patients, deter-
mined in all 959 inserted implants. Patients were as-
signed to study groups according to age and gender.
The women’s age group IIT (45-54 years) was the
most numerous — 55 persons (34,8%, CI 95% [27,4-
42,2]), but at men the largest group age was the II
group (35-44 years) — 27 persons (37,0%; CI 95%
[25,9-48,1]). The women prevailed in this study,
with a number of 158, compared to 73 men, form-
ing the proportion of 2,2: 1. As a result, the largest
number of implants was inserted into these groups:
254 in group III in women and 113 in group II and
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Tab.1. Repartizarea pacientilor in functie de grupul de studiu, varsta si sex. Reprezentarea numdrului de implante si a resorbtiei periimplantare

(barbati)

11 95% [13,6-43,5])

11 95% [24,9-42,3])

11 95% [19,2-35,7])

11 95% [3,6-24,3])

Grupa I II 111 1A% Total
Virsta 18-34 ani 35-44 ani 45-54 ani > 55 ani > 18 ani
Nr. de femei 27 41 55 35 158
Nr. de barbati 11 27 22 13 73
Total (femei) 93 138 254 170 655
Total (birbati) 35 113 113 43 304
Mediu (femei) 3,440,39 3,4+0,27 4,5+0,29 4,9+0,37 4,1+0,17
& | Mediu (barbati) 3,2+0,54 4,2+0,47 5,1+0,65 3,3+0,40 4,2+0,29
Elcu resorbtie 49 (52,7%; 67 (48,6%; 171 (67,3%; 128 (75,3%; 415 (63,3%;
E‘ (femei) 11 95% [42,5-62,8])|11 95% [40,2-56,91) |11 95% [61,6-73,11) |11 95% [68,8-81,8])(11 95% [59,7-67,0])
E Cu resorbtie 25 (71,4%; o 75(66,4%; o 82(72,6%; ~ 37(86,0%; 219 (72,0%;
» | (birbati) 11 95% [56,5-86,4])|11 95% [57,7-75,11) {11 95% [64,3-80,8]) |11 95% [75,7-96,4]) |11 95% [67,0-77,1])
“ [Fara resorbtie 44 (47,3%; 71 (51,4%; 83 (32,7%; 42 (24,7%; 11 95% |240 (36,7%; 11 95%
(femei) 11 95% [37,2-57,5])|11 95% [43,1-59,8]) {11 95% [26,9-38,4])|  [18,2-31,2]) [33,0-40,3])
Fira resorbtie 10 (28,6% 38 (33,6%; 31 (27,4%; 6 (14,0%; 85 (28,0%; 11 95%

(22,9-33,0])

Table 1. Distribution of the patients by study gro

ups, age and gender. Representation of the number of implants and peri-implant resorption

Group I II 111 IV Total
Age 18-34 ani 35-44 ani 45-54 ani > 55 ani > 18 ani
Nr. of women 27 41 55 35 158
Nr. of men 11 27 22 13 73
Total (women) 93 138 254 170 655
Total (men) 35 113 113 43 304
Mean (women) 3,4+0,39 3,4+0,27 4,5+0,29 4,9+0,37 4,1£0,17
& | Mean (men) 3,2+0,54 4,2+0,47 5,1+£0,65 3,3+0,40 4,2+0,29
Eﬁ Resorption 49 (52,7%; 67 (48,6%; 171 (67,3%; 128 (75,3%; 415 (63,3%;
&'| (women) CI 95% [42,5-62,8])|CI 95% [40,2-56,9])|CI 95% [61,6-73,1])| CI 95% [68,8-81,8])|CI 95% [59,7-67,0])
‘E Resorption 25 (71,4%; 75 (66,4%; 82 (72,6%; 37 (86,0%; 219 (72,0%;
= | (men) CI 95% [56,5-86,4])|CI 95% [57,7-75,1])|CI 95% [64,3-80,8])|CI 95% [75,7-96,4])|CI 95% [67,0-77,1])
“ No resorption 44 (47,3%; 71 (51,4%; 83 (32,7%; 42 (24,7%; CI 95% (240 (36,7%; CI 95%
(women) CI 95% [37,2-57,5])|CI 95% [43,1-59,8])|CI 95% [26,9-38,4]) [18,2-31,2]) [33,0-40,3])
No resorption 10 (28,6% 38 (33,6%; 31 (27,4%; 6 (14,0%; 85 (28,0%; CI 95%
(men) CI95% [13,6-43,5])|CI 95% [24,9-42,3])|CI 95% [19,2-35,7])| CI 95% [3,6-24,3]) [22,9-33,0])

grupul III la femei si a cite 113 in grupul II si III la
bérbati. Numarul total de implante inserate la femei a
constituit 655 (media 4,1+0,17) si la barbati 304 (me-
dia 4,2+0,29), fard diferenta statistic semnificativa in
functie de sex (p>0,05). Un criteriu semnificativ pen-
tru comparatie in aceste grupuri, atat la barbati cat si
la femei, reprezintd media de implanti per pacient. In
grupul IV la femei cu o medie de 4,9+0,37 implante
semnificd ca la varsta de dupa 55 ani ele au necesitat
reabilitare implanto-proteticd mai frecvent, pe cind
la barbatii din acest grup media a constituit 3,3+0,40
atestand o diferenta statistic semnificativa (p<0,01).
Situatia este diferita la barbati, la care o frecventa mai
mare dupa criteriul implant per pacient este in gru-
pul III, cu o medie de 5,1+0,65 (fara diferenta sta-
tistic semnificativd fatd de femeile din acelasi grup,
p>0,05). Astfel, putem presupune o adresabilitate
pentru reabilitare implanto-protetici mai inalta in
randul barbatilor la varsta de pana la 55 ani, iar in
randul femeilor dupa 55 ani.

Din numarul total de implante, atat la barbati cat
si la femeli, in toate grupele de varstd, dupa punerea
in functie a implantelor noi am determinat resorb-

III in men. The total number of implants in women
was 655 (mean 4,1 + 0,17) and in men 304 (mean 4,2
+ 0,29), with no statistically significant difference by
gender (p> 0,05). A significant comparison criterion
in these groups, both in males and females, is the
mean of implants per patient. In group IV in women
with an average of 4,9 + 0,37 implants means that
at the age of 55 they required implant—prosthetic
rehabilitation more frequently, whereas at men in
this group the mean was constituted 3,3 + 0,40 at-
testing a statistically significant difference (p <0,01).
The situation is different in men, where a higher fre-
quency based on the implant per patient criterion is
in Group III, with an average of 5,1 + 0,65 (no sta-
tistically significant difference from women in the
same group, p> 0,05). Thus, we can assume higher
addressability for implant-prosthetic rehabilitation
among men up to the age of 55, and among women
after 55 years.

Of the total number of implants in both men
and women in all age groups, after loading the im-
plants, we determined the peri-implant resorption
in dynamics, obtaining the number of implants



tia periimplantara 1000%
in dinamica, obti- s = 72,0%
nand numdrul de g%
implanti farda re- o0
sorbtie sia celor cu
resorbtie (Fig.3.). 00%

Frecventa mai Curez.
mare a resorbtiei
dupa grupele de
varstd, atat la bar-
bati cat si la femei,
este evidentd in
grupul IV, consti-
tuind 75,3% (11 95% [68,8-81,8]) la femei si 86,0% (II
95% [75,7-96,4]) la barbati. Ultimele date, precum
si media totald a implantelor cu resorbtie la barbati
(72,0%; 11 95% [67,0-77,1]), comparativ media la fe-
mei (63,3%; 11 95% [59,7-67,0]) ne demonstreazi o
frecventd mai mare a resorbtiei in rdndul barbatilor
(x2=6,983, gl=1, p<0,01). Putem presupune ca acest
fenomen se intélneste la bdrbati mai des datorita
diversilor factori: igiena precard, bruxismul preva-
lent la bérbati si presupusele modificiri androgene.
In literatura de specialitate modificarile androgene
sunt mai putin expuse comparativ cu cele referitoa-
re la femei in perioada de postmenopauza, iar rolul
acestor modificari in reabilitarea implanto-proteti-
ca a bérbatilor este si mai putin elucidat. Implantele
fara resorbtie au constituit diferenta dintre numérul
total a implantelor din fiecare grup si numarul celor
cu resorbtie, numarul lor fiind in descrestere odatid
cu varsta, respectiv media implantelor fara resorbtie
la femei a constituit 36,7% (II 95% [33,0-40,3]) si la
barbati doar 28,0% (11 95% [22,9-33,0]).

Repartizarea numarului de implanti localizati la
nivelul dintilor absenti (Figura 4) a demonstrat ca in
regiunea laterald, la nivelul dintelui 6, a fost inserat
cel mai mare numar de implante, acesta constituind
222 implanti (33,9%; 11 95% [30,3-37,5]) la femei si
91 (29,9%; 11 95% [24,8-35,1]) la birbati, urmat de
dintele 7, cu 160 implanti (24,4%; 11 95% [21,1-27,7])
la femei si 73 (24,0%; 11 95% [19,2-28,8]) la barbati,
apoi dintele 5, cu 146 implanti (22,3%; 11 95% [19,1-
25,5]) la femei si 60 (19,7%; II 95% [15,3-24,2]) la
bérbati, numarul de implanti descrescand spre ante-
rior total nesemnificativ.
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Fig.3. Numarul total de implante cu si fara resorbtie pe loturi de studiu dupa sex.
Fig.3. Total number of implants with and without resorption by gender based study lots.
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without  resorp-
tion and those
with  resorption
36,7% 28,0% (Figure 3).
- The higher fre-
- quency of resorp-
Fararez. tion by age groups
in both men and
women is evident
in group IV, con-
stituting 75,3% (CI
95% [68,8-81,8])
in women and
86,0% (CI 95% [75,7-96,4]) in men. The latest data,
as well as the total mean of implants with resorption
in men (72,0%, 95% CI [67,0-77,1]), compared to
the average in women (63,3%, CI 95% [59,7 -67,0])
shows a higher frequency of resorption in men (x2 =
6,983, gl = 1, p <0,01). We can assume that this phe-
nomenon occurs in men more often due to various
factors: precarious hygiene, prevalence of bruxism in
males and supposed androgenic changes. In the spe-
cial literature, androgenic changes are less exposed
than those in postmenopausal period women, and
the role of these changes in implant-prosthetic re-
habilitation of men is even less elucidated. Implants
without resorption formed the difference between
the total number of implants in each group and the
number of those with resorption, their number de-
creasing with age, respectively the mean of implants
without resorption in females constituted 36,7% (CI
95% [33,0 —40,3]) and in men only 28,0% (CI 95%
[22,9-33,0]).

The distribution of the number of implants locat-
ed in the lost teeth (Figure 4) showed that the largest
number of implants was inserted in the lateral region
at the level of the tooth 6, representing 222 implants
(33,9%; CI195% [30,3-37,5] in women and 91 (29,9%;
95% CI [24,8-35,1]) in males, followed by tooth 7
with 160 implants (24,4%; CI 95 % [21,1-27,7]) in
women and 73 (24,0%; CI 95% [19,2-28,8]) in men,
then tooth 5 with 146 implants (22,3%; CI 95%
[19,1-25,5]) in women and 60 (19,7%; CI 95% [15,3~
24,2]) in men, the number of implants decreasing to
a previously totally insignificant.

655
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60 I i 73
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Fig. 4 Numarul total de implanti repartizati dupa localizarea dintilor lipsa.

Fig.4. Total number of implants distributed by location of lost tooth.
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Tabelul 2 Indicele corticalei bazilare a mandibulei (Klemetti) in fiecare grup de studiu.

Indicele corticalei bazilare a mandibulei (Klemetti) Total
Sex C1 C2 c3 o
I fernei 27 (100%) 0 (0%) 0 (0%) 27
(18-34 ani) | barbati |11 (100%) 0 (0%) 0 (0%) 11
) 40 (97,6%; 1 (2,5%; .
I femei 111 9506 [92,8-102,3) | T95% [2,3-72)  |° %) 4
(35-44ani) | . . |24(88,9%; 3 (11,1%; 0
barbatl |11 9505 [77,0-100,7)) | T95% [-0,7-230)  |° %) >
. 31 (56,4%; 24 (43,6%;
G b N 0,
P g femel |41 950 [433-60,5]) | 1195% [30,5-56,7]) | ° 0% >
(45-54ani) [ . |12 (54,5%; 9 (40,9%; 1 (4,60%;
barbati . s . 22
' 11 95% [33,7-75,4]) 1195% [20,4-61,5]) | 1195% [-4,2-13,2])
fermei 5 (14,3%; 21 (60,0%; 9 (25,8%; 35
v 11 95% [2,7-25,9]) 11 95% [43,8-76,2]) 11 95% [11,2-40,2])
(=55 ani) y . 8 (61,5%; 5 (38,5%; o
barbati |y 9504 [35,1-88,01) | 95% [12,0-649)) |° %) b
. 103 (65,2%; 46 (29,1%; 9 (5,7%;
femei . . 2 158
Total 11 95% [57,8-72,6]) 1195% [22,0-36,2]) |11 95% [2,1-9,3])
1)
barbati | 55 (753%; 17 (23,3%; 1 (1,4%; 7
; 11 95% [65,5-85,2]) 11 95% [13,6-33,0]) 11 95% [-1,3-4,0])
Nota: datele sunt prezentate drept pondere si interval de incredere de 95%.
Tabel 2 Mandibular Cortical Index (Klemetti) in each study group
Mandibular Cortical Index (Klemetti) Total
ota.
Gender C1 C2 C3
I women 27 (100%) 0 (0%) 0 (0%) 27
(18-34 yrs.) [ men 11 (100%) 0 (0%) 0 (0%) 11
40 (97,6%; 1(2,5%; .
?35 T JCros% [92:8-102.3) | C19%[-23-7.2]) 0 (0%) 41
24 (88,9%; 3(11,1%; .
years) men C195% [77,0-100,7]) | C195% [-0.7-23,0)) | ° ©%) 27
31 (56,4%; 24 (43,6%;
G bl bl > bl 0,
roup 2115 o LM | cr9s% [43,3-69,5) | C195% [30,5-56,7)) 0(0%) >
cars) men 12 (54,5%; 9 (40,9%; 1 (4,60%; 5
Y CI 95% [33,7-75,4]) | C195% [20,4-61,5]) | CI 95% [-4,2-13,2])
v women | 3 (143% 21 (60,0%; 9 (25,8%; 35
(55 CI 95% [2,7-25,9]) CI 95% [43,8-76,2]) | CI 95% [11,2-40,2])
- 8 (61,5%; 5 (38,5%; .
years) men C195% [35,1-88,0) | C195% [12,0-64,0]) | ©%) 13
women | 103 (65,2%; 46 (29,1%; 9 (5,7%; 158
Total CI 95% [57,8-72,6]) | CI195% [22,0-36,2]) | CI 95% [2,1-9,3])
ota
en 55 (75,3%; 17 (23,3%; 1 (1,4%; 7
CI 95% [65,5-85,2]) | C195% [13,6-33,0]) | CI 95% [-1,3-4,0])

Evaluarea indicilor radiologici ai osteopeniei/
osteoporozei dupd Klemetti s-a efectuat in ambele
grupuri de studiu (bérbati si femei) in baza exami-
nérii radiologice pe OPG, la fel s-a evaluat si in cele
patru grupe de varsta. Analiza datelor a demonstrat
o dependenta intre grupa de varsta si modificarile
radiologice ale microarhitecturii osoase, astfel modi-
ficarile C2 si C3 sunt evidente in grupele IIT si IV de
vérsta atat la barbati, cat si la femei. In caracteristica
generald a pacientilor nu s-au determinat modificari
la 103 femei (65,2%; 11 95% [57,8-72,6]) si la 55 bir-
bati (75,3%; I 95% [65,5-85,2]), fara diferent statis-
tic semnificativa in functie de sex (x2=2,381, gl=1,
p>0,05). Modificari de osteopenie, ceea ce corespun-
de indicelui C2, s-au determinat la 46 femei (29,1%;
11 95% [22,0-36,2]) si 17 (23,3%; 11 95% [13,6-33,0])

Evaluation of radiological indexes of osteopenia/
osteoporosis according to Klemetti was performed
in both study groups (men and women) based on
radiological examination on OPG, as well as it was
evaluated in the four age groups. Data analysis dem-
onstrated a dependence between the age group and
the radiological changes of the bone microarchitec-
ture, so C2 and C3 changes are evident in age groups
III and IV in both men and women. In general char-
acteristics of patients it was determined no change
in 103 women (65,2%, CI 95% [57,8-72,6]) and 55
males (75,3%, CI 95% [65,5% -85,2]) without sta-
tistically significant difference depending on gender
(x2 = 2,381, gl = 1, p> 0,05). Changes in osteopenia,
corresponding to the C2 index, were determined in
46 women (29,1%, CI 95% [22,0-36,2]) and in 17



bérbati (fara diferenta statistic semnificativa in func-
tie de sex: x2=0,854, gl=1, p>0,05), iar modificirile ce
corespund indicelui C3 au fost determinate la 9 femei
(5,7%; 11 95% [2,1-9,3]) si doar la un barbat (1,4%; II
95% [-1,3-4,0]), (fard diferenta statistic semnificativa
in functie de sex: x2=2,257, gl=1, p>0,05).

Repartizate pe grupe de studiu, modificarile mor-
fologice dupd Klemetti au fost distribuite astfel (Ta-
belul 2): grupul I — nu au fost inregistrate modificari
osoase nici la barbati si nici la femei; grupul II — nu
s-au inregistrat modificari la 40 femei (97,6%; 11 95%
[92,8-102,3]) (C1) si 24 barbati (88,9%; 11 95% [77,0-
100,7]), modificari neesentiale ce corespund osteope-
niei s-au determinat la 1 femeie (2,4%; II 95% [-2,3-
7,2]) (C2) si la 3 barbati (11,1%; 1I 95% [-0,7-23,0])
fara diferentd statistic semnificativé in functie de sex
(x2=2,211, gl=1, p>0,05); grupul IIT — modificiri nu
s-au inregistrat la mai mult de jumitate din femei —
31 (56,4%; 11 95% [43,3-69,5]) precum si 12 barbati
(54,5%; 1T 95% [33,7-75,4]) (C1), insd la 24 femei
(43,6%; 11 95% [30,5-56,7]) cat si la 9 barbati (40,9%;
IT 95% [20,4-61,5]) s-au determinat modificiri in-
cipiente (neinsemnate) (C2), care corespund osteo-
peniei. In acest grup de varstd la un barbat (4,6%; 11
95% [-4,2-13,2]) s-au apreciat modificéri severe C3,
ce corespund osteoporozei, ce nu a determinat to-
tusi diferenta statistic semnificativa in functie de sex
(x2=2,540, gl=2, p>0,05). Astfel, pacientii din aceasta
categorie de varstd, fiind in perioada de menopauzi
si andropauza, demonstreazi initierea modificdrilor
osoase caracteristice pentru manifestarea menopau-
zei dar si andropauzei. Modificarile osoase caracteris-
tice sunt mai vadite in grupul IV de varsta. Fiind cel
mai senil grup (IV), comparativ cu celelalte grupuri, a
fost caracterizat prin cea mai mare cotd parte a modi-
ficdrilor severe: la 9 femei (25,7%; II 95% [11,2-40,2])
modificarile corespund osteoporozei presupuse (C3).
Mentiondm ca la niciun barbat aceste modificéri nu
s-au depistat. In acelasi grup, 21 femei (60%; 11 95%
[43,8-76,2]) si 5 barbati (38,5%; 11 95% [12,0-64,9])
au prezentat modificdri ce corespund osteopeniei
(C2). In acest grup la doar 5 femei (14,3%; II 95%
[2,7-25,9]) si la 8 barbati (61,5%; 1T 95% [35,1-88,0])
nu s-au depistat manifestéri radiologice (C1), in acest
grup observam o diferentd statistic semnificativa in
functie de sex (x2=12,0, gl=2, p<0,01).

Discutii

Rezultatele obtinute sugereaza ci odata cu inain-
tarea in varsta se mdreste numdrul de implante insera-
te, explicat prin cresterea numarului de dinti pierduti,
atat la barbati cét si la femei. Datele acestui studiu
demonstreazd cd aceastd tendintd este caracteristica
pand la varsta de 55 de ani, pentru ca mai apoi nu-
marul de implante inserate si se micsoreze o data cu
inaintarea in varstd. In primul grup de studiu, com-
parativ cu al doilea, numérul mai mare de implante
poate fi explicat prin cateva cauze pe care le-au relatat
insusi pacientii: nu pretuiesc la justa valoare sdndtatea
dentar3, astfel usor renunta la dintii afectati, pledand

(23,3%, CI 95% [13,6-33,0]) men (no statistically sig-
nificant difference by gender: x2 = 0,854, gl = 1, p>
0,05), and the C3 index was determined in 9 women
(5,7% ; C195% [2,1-9,3]) and only in one male (1,4%;
CI 95% [-1,3-4,0]) (no statistically significant differ-
ence by gender: x2 = 2,257, gl = 1, p> 0,05).

The distribution in study groups based on the
morphological changes according to Klemetti was
the following (Table 2): Group I — no bone changes
registered; Group II — no bone changes registered
in 40 women (97,6%; CI 95% [92,8-102,3]) (C1) and
24 males (88,9%, 95% CI [77,0 —100,7]), insignificant
changes corresponding to registered in one woman
(2,4%; CI195% [-2,3-7,2]) (C2) and in 3 men (11,1%;
CI [-0,7-23,0]), without statistically significant dif-
ference by sex (x2 = 2,211, gl = 1, p> 0,05); group
III — changes were not registered in more than half
of women — 31 (56,4%, CI 95% [43,3-69,5]) as well
as in 12 men (54,5%, CI 95% [33,7-75,4]) (C1), but
in 24 women (43,6%; CI 95% [30,5-56,7]) and in 9
males (40,9%; CI 95 % [20,4-61,5]) were determined
incipient (insignificant) changes (C2) corresponding
to osteopenia.

In this age group in one male (4,6%; CI 95%
[-4,2-13,2]), were reported severe C3 changes, cor-
responding to osteoporosis, which did not, however,
determine a statistically significant difference in
function of gender (x2 = 2,540, gl = 2, p> 0,05). Thus,
patients in this age group, being in the menopausal
and andropausal period, demonstrate the initiation
of bone changes characteristic of the manifestation
of menopause and andropause. Characteristic bone
changes are more apparent in age group IV. Being the
most senile group (IV) compared to the other groups,
it was characterized by the highest share of severe
changes: in 9 women (25,7%, C1 95% [11,2-40,2]) cor-
respond to supposed osteoporosis (C3). We mention
that in none of these men these changes have been
detected. In the same group, 21 women (60%, CI 95%
[43,8-76,2]) and 5 males (38,5%, CI 95% [12,0-64,9])
presented corresponding changes to osteopenia (C2).
In this group, in only 5 women (14,3%, CI 95% [2,7-
25,9]) and in 8 males (61,5%; CI 95% [35,1-88,0])
were not found radiological manifestations (C1), in
this group we notice a statistically significant differ-
ence depending on gender (x2 = 12,0, gl =2, p <0,01).

Discussions

The results suggest that with increasing age, the
number of inserted implants increases, explained
by the increase in the number of lost teeth in both
men and women. The data from this study shows
that this tendency is characteristic until the age of
55, because then the number of implants inserted
will decrease with aging. In the first study group,
compared to the second, the higher number of
implants can be explained by several causes that
the patients themselves reported: do not value the
dental health properly, so they easily give up the af-
fected teeth, advocating for their replacement with
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pentru inlocuirea lor cu implante; abordarea implan-
tdrii ca metoda de tratament in voga. Cu cat inaintea-
zd in varstd, cu atat persoana devine mai constientd
despre rolul dintelui propriu, avind o abordare mai
conservativa fata de sdnitatea proprie. La persoanele
de varsta inaintata calitatea osoasa scade si creste ris-
cul aparitiei osteoporozei presupuse, ceea ce a limitat
numirul de implante inserate din motive de presupu-
se riscuri inalte conform viziunii pacientilor barbati,
pe cand la femei tendinta inserdrii implantelor rima-
ne in crestere, in pofida inaintdrii in varsta. Media nu-
madrului total de implante per pacient, atét la bérbati,
cat si la femei este similard, fiind de 4,1 implante.

Resorbtia periimplantard s-a depistat mai frec-
vent in categoriile de varsta la barbati comparativ cu
categoriile similare la femei. Depistarea osteopeniei
si osteoporozei presupuse in ambele grupuri de stu-
diu (barbati si femei), cat si resorbtia apdrutd nu s-au
soldat totusi cu pierderea implantelor, astfel aceste
modificdri ale microarhitecturii tesutului osos nu pot
fi considerate contraindicatii cétre reabilitarea im-
planto-protetica. Echilibrul intre functie si structurd
(legea lui Wolff, mentionata anterior) s-a manifes-
tat prin pastrarea cantitétii si calitatii osoase. Astfel,
dupa cum propun unii autori, reabilitarea implanto-
proteticd poate fi privitd ca misura terapeutica.

Rezultatele obtinute ne determind si recoman-
dam o igiend mai riguroasa pacientilor de ambele
sexe din grupul I de studiu, care au prezentat carente
in igiena dentard, cét si celor din grupurile IIT si IV, la
care resorbtia periimplantard conditionatd de osteo-
penie/osteoporoza, necesitd masuri suplimentare de
igiend. La fel, pacientilor cu varsta mai mare de 45 de
ani, recomanddm consultarea medicilor-specialisti
pentru depistarea precoce a osteopeniei/osteoporo-
zei. Pentru monitorizarea in dinamicd a pacientilor
in studiu am recomandat adresarea regulatd la medi-
cul stomatolog, de cel putin 2 ori pe an.

Cu referire la evaluarea resorbtiei periimplantare
si corelatia cu osteoporoza presupusd pe grupuri de
varstd, noi am constatat prezenta ei in toate grupurile,
atét la barbati, cat si la femei. Frecventa resorbtiei pe-
riimplantare destul de mare in grupul I este explicata,
dupa pérerea noastra, prin neglijenta pacientilor in
cauza fatd de igiena orald, dar si lipsa adresabilitatii
tinerilor la medic. In grupul II predomind numarul
de implanti fara resorbtie, membrii acestui grup fiind
mai constiinciosi, cu o ingrijire mai bund a cavitatii
bucale si cu pretuirea tratamentului realizat. In gru-
purile I1I §i IV, atat la barbati, cat si la femei, numarul
de implanti cu resorbtie creste reciproc odaté cu var-
sta. Noi presupunem ca aceastd crestere este determi-
natd de perioada de menopauza/postmenopauzi si
andropauza, cu aparitia osteopeniei si osteoporozei.

Aceste rezultate demonstreaza afirmatiile relatate
mai sus, cd schimbirile morfologice osoase determi-
nate radiologic dupé Klemetti, ce ar corespunde os-
teopeniei/osteoporozei sunt intalnite mai frecvent, o
datd cu inaintarea in varstd. Ele pot fi luate in consi-
deratie la planificarea reabilitarii implanto-protetice

implants; approaching implantation as a treatment
method in vogue. The older they get, the more they
become aware of the role of their own teeth, having
a more conservative approach to their own health. In
older people, bone quality decreases and the risk of
osteoporosis increases, which has limited the num-
ber of implants inserted due to supposed high risks
according to the vision of male patients, whereas
in women the implant insertion tendency remains
rising despite the aging. The average number of im-
plants per patient in both men and women is similar,
being 4.1 implants.

Peri-implant resorption was more common in
male age groups compared to similar categories in
women. The evidence of osteopenia and osteoporo-
sis assumed in both study groups (male and female)
and resorption did not yet result in implant loss, so
these changes in bone microarhitecture can not be
considered as contraindications to implanto—pros-
thetic rehabilitation. The balance between function
and structure (Wolff’s law mentioned above) was
manifested by the preservation of bone quantity and
quality. Thus, as some authors propose, implanto-
prosthetic rehabilitation can be regarded as a thera-
peutic measure.

The results lead us to recommend a more rigor-
ous hygiene for patients of both genders in the first
study group who have experienced poor dental hy-
giene as well as those in groups III and IV where
peri-implant resorption conditioned by osteopenia
/ osteoporosis requires additional measures of hy-
giene. Similarly, for patients aged over 45 years, we
recommend consulting specialist doctors for early
detection of osteopenia / osteoporosis. For following
up of patients in the study, we recommended visiting
the dentist at least twice a year.

Regarding the assessment of peri-implant re-
sorption and correlation with age-related osteoporo-
sis, we found its presence in all groups, both in males
and in females. The frequency of relatively large
peri-implant resorption in group I is, in our opinion,
explained by the negligence of the patients in ques-
tion regarding oral hygiene and the lack of address-
ability of the youngsters to the doctor. In group II,
the number of implants without resorption prevails,
the members of this group being more conscientious,
with better care of the oral cavity and appreciation
of the treatment achieved. In groups III and IV, both
men and women, the number of implants with re-
sorption increases with age. We assume that this in-
crease is due to menopausal / postmenopausal and
andropausal periods, with the occurrence of osteo-
penia and osteoporosis.

These results demonstrate the above-mentioned
assertions that radiographic changes in bone mor-
phology after Klemetti that correspond to osteopenia
/ osteoporosis are more common with age. They may
be considered in implant-prosthetic rehabilitation
planning of patients aged over 45 years with pre-
sumed osteopenia / osteoporosis.



a pacientilor cu véarsta mai mare de 45 ani, cu presu-
pusa osteopenie/osteoporoza.

Evaluind datele obtinute dupa criteriul modificari-
lor microarhitecturii tesului osos pe baza examinarilor
radiologice dupa clasificarea lui Klemetti a presupusei
ostepenii/osteoporoze in corelatie cu aparitia resorb-
tiei periimplantare putem mentiona cd acesti factori
nu sunt intr-o dependenti reciproca. In acest context,
corelatia intre barbati si femei a rezultatelor obtinute
la compararea datelor din tabelele 1 si 2, ne-a permis
sd afirmam cele mentionate mai sus. Aceastd afirmatie
este evidenta in determinarea ca modificérile osoase in
presupusa osteopenie/osteoporoza la barbati, in peri-
oada andropauzei, au fost mai putin frecvente odata cu
inaintarea in vérstd, pe cand resorbtia periimplantara
a fost semnificativé. In acelasi timp, in ciuda modifi-
carilor mai frecvente ale microarhitectonicii osoase la
femei, in perioada menopuzei/postmenopuazei, cele
din urma nu au influentat vadit procesul de resorbtie
periimplantara. Cele constatate ne permit si recoman-
dam metoda de reabilitare implanto-protetici la orice
varstd, atat barbatilor cét si femeilor.

Concluzii

1. Comparand rezultatele obtinute in studiu pu-
tem afirma cd resorbtia este prezentd la majoritatea
femeilor (63,3%), dar si a barbatilor (72,0%), fiind
totusi mai mare la barbati decét la femei, in pofida
faptului ci schimbdrile microarhitecurii tesului osos
(C2, C3 dupd Klemetti), in baza examinarii radiolo-
gice sunt mai putin evidente la barbati (24,7%) decat
la femei (34,8%).

2. Presupusa osteopenie/osteoporoza, diagnosti-
catd in baza examinarilor radiologice (Klemetti) nu
poate fi consideratd un factor determinant in aparitia
resorbtiei periimplantare in perioada de menopauza/
postmenopauza si andropauza.

3. Datele obtinute despre resorbtia periimplantara
relativ inaltd la categoria de varsta 45 ani si mai mult,
cu predominarea osteoporozei presupuse, nu poate fi
consideratd o contraindicatie citre implantare. Astfel,
reabilitarea implanto-protetica poate fi recomandata
atat barbatilor, cét si femeilor de orice varsta.

Evaluating the data obtained after the criterion
of changes in bone microarhitecture based on radio-
logical examinations after Klemetti’s classification of
the presumed osteopenia / osteoporosis correlated
with the occurrence of peri-implant resorption, we
can mention that these factors are not in a mutual
dependence. In this context, the correlation between
men and women of the results obtained by compar-
ing the data in Tables 1 and 2 allowed us to affirm the
above. This is evident in the finding that bone chang-
es in presumed osteopenia / osteoporosis in men
during andropause were uncommon with age, while
peri-implant resorption was significant. At the same
time, despite the more frequent changes in bone mi-
croarhitectonics in women during the menopause /
postmenopausal period, the latter did not clearly in-
fluence the peri-implant resorption process. These
findings allow us to recommend the implanto-pros-
thetic rehabilitation method at any age for both men
and women.

Conclusions

1. By comparing the results obtained in the study,
we can state that resorption is present in most wom-
en (63,3%; CI 95% [59,7-67,0]) and men (72.0%; CI
95% [67,0-77,1]), although it is higher in males than
in females, despite the fact that changes in bone tis-
sue microarchitecture (C2, C3 after Klemetti), based
on radiological examination, are less apparent in
men 18 (24,7% CI 95% [18,2-31,2]) than in women
55 (34,8%; CI 95% [27,4-42,2]).

2. Presumed osteopenia/osteoporosis diagnosed
with radiographic examinations (Klemetti) cannot
be considered a determining factor in the occurrence
of peri-implant resorption during menopausal/post-
menopausal and andropausal periods.

3. Data obtained about relatively high peri-im-
plant resorption in the age group of 45 years and
over, with the predominance of presumed osteopo-
rosis, can not be considered a contraindication to
implantation. Thus, implanto-prosthetic rehabilita-
tion can be recommended to both men and women
of any age.
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Rezumat

Reabilitarea orald implanto-proteticd este
asociatd cu provocari complexe din punct de
vedere biomecanic §i impune o planificare
atentd a etapelor proprotetice si proimplan-
tare pentru a evita complicatiile biologice si
tehnice. Tehnicile moderne in reabilitarea
implanto-proteticé includ restaurdri protetice
si ghiduri chirurgicale produse prin interme-
diul tehnologiei CAD/CAM, aplicatii soft-
ware care permit optimizarea diagnosticului
si planului de tratament, precum si utilizarea
unor tehnici chirurgicale si protetice minim
invazive. Pacientii sunt principalii beneficiari
ai utilizérii noilor tehnologii computerizate
in conditiile in care chirurgia minim invaziva
este asociatd cu absenta sau reducerea durerii,
edemului si discomfortului postoperator, iar
aplicarea imediata a restaurarii protetice per-
mite pacientului sa isi continue fira intreru-
peri viata sociala si profesionala.

\§ J

Restaurdrile implanto-protetice reprezinta o al-
ternativd de tratament care aduce numeroase benefi-
cii, dar care impune abordarea complexa a cazului si
indrumarea pacientului cétre selectia variantei opti-
me de tratament in mod individualizat, in conditiile
in care implicd riscuri mai mari in raport cu proteza-
rea conventionald (Forna N.2008).

Reabilitarea orald implanto-protetica este asoci-
atd cu provocari complexe din punct de vedere bi-
omecanic §i impune o planificare atenta a etapelor
proprotetice si proimplantare pentru a evita compli-
catiile biologice si tehnice.

In acest context, este necesara atat preventia cat si
managementul adecvat al complicatiilor in stadii in-
cipiente prin evaluarea pacientului clinic §i paraclinic
coroborata cu tehnicile de asepsie si antisepsie si cu
protocolul chirurgical (Forna N.2011).

In conditiile in care pierderea implanturilor den-
tare are consecinte serioase asupra stdrii sistemice,
consecinte financiare i chiar consecinte de ordin le-
gal, intelegerea factorilor predictivi pentru aparitia
complicatiilor peri-implantare va ajuta practicienii
si pacientii sa adopte decizii informate adecvate pri-

( N\

Summary

Oral implant-prosthetic rehabilitation
is associated with biomechanically complex
challenges and requires careful planning of
the pro- protective and pro- implantation
steps to avoid biological and technical com-
plications. Modern techniques in implanto-
prosthetic rehabilitation include prosthetic
restorations and surgical guides produced
through CAD / CAM technology, software
applications that optimize diagnosis and
treatment plan, and the use of minimally
invasive surgical and prosthetic techniques.
Patients are the primary beneficiaries of the
use of new computerized technologies where
minimally invasive surgery is associated with
the absence or reduction of pain, edema and
postoperative discomfort, and the immediate
application of prosthetic restoration allows
the patient to continue without interruption
the social and professional life.

. J

Implanto-prosthetic restorations are an alter-
native treatment that brings many benefits, but re-
quires a complex case approach and guidance for
the patient to select an optimal treatment variant in
an individualized manner, as it involves higher risks
with conventional prosthesis (Forna N .2008). Oral
implant-prosthetic rehabilitation is associated with
biomechanically complex challenges and requires
careful planning of the pro- protective and pro-
implantation steps to avoid biological and technical
complications.

In this context, both the prevention and ade-
quate management of early stage complications are
required by clinical and paraclinical patient assess-
ment, corroborated with aseptic and antisepsis tech-
niques and the surgical protocol (Forna N.2011).

Given that the loss of dental implants has serious
consequences on systemic status, financial conse-
quences and even legal consequences, understand-
ing the predictive factors for peri- implant compli-
cations will help practitioners and patients to make
informed informed decisions about implanto—pros-
thetic therapeutic solutions (Forna N.2011). In order



vind solutiile terapeutice implanto-protetice (Forna
N.2011). Pentru evitarea complicatiilor biologice, gru-
purile de cercetare atrag atentia asupra factorilor ia-
trogeni, incluzand inserarea in pozitii eronate fatd de
axul protetic, piese protetice defectuos realizate i ac-
cesul neadecvat al metodelor de igienizare. Stabilirea
unui prognostic este necesard in relatie cu rata pier-
derii osoase peri-implantare, calculandu-se ritmul de
pierdere anual §i aproximandu-se intervalul de timp
in care osteointegrarea va fi compromisa. In acest con-
text, insertia adecvatd a implantelor dentare asigurd
succesul terapiei implanto-protetice pe termen lung
prin stimularea osteointegrarii, aceasta reprezentand
conexiunea directd structurald si functionala intre te-
suturile vii si un aliaj de titan biocompatibil fara inter-
punerea unui tesut fibros (Dundar&col.2016). Modul
de inserare a implantelor dentare influenteaza osteoin-
tegrarea prin orientarea directiei de distributie a stres-
sului in tesutul osos periimplantar (Bhat&col.2014).
In timp ce fortele verticale sunt asociate cu distributie
uniforma a stressului de-a lungul interfetei implant-
os, fortele oblice provoaci forte de forfecare si mo-
mente de incovoiere asupra implantului, cu concen-
trarea stressului la nivelul gatului implantului si ariei
de contact cu osul (Zhang&col.2016).

Cresterea asteptarilor si a cerintelor pacientilor
pentru finalizarea mai rapida a tratamentelor pe im-
plante au stat la baza unor noi abordari care au impli-
cat modificarea protocoalelor de lucru si a manage-
mentului pacientilor. In acest context, s-a raspandit
utilizarea metodelor de incércare timpurie (aplicarea
lucrarilor protetice pe implante mai devreme de 3-6
luni) sau incarcare imediaté (aplicarea lucrérilor pro-
tetice pe implante in primele 48 ore). Instrumente si
functii sofisticate permit inspectia in detaliu a zone-
lor osoase imposibil sau dificil de examinat prin me-
tode clasice.

Chirurgia implantara asistata de calculator a de-
venit posibild datoritd tehnologiilor imagistice tridi-
mensionale (CBCT), care permit un grad crescut de
predicitibilitate pozitiei implantelor, in raport cu ce-
rintele protetice si chirurgicale (Bayer&col.2012). In
conditiile in care succesul reabilitarii orale protetice
depinde in mare masura de etapa de planificare, tran-
sferul planificarii la nivelul cAmpului chirurgical este
asigurat prin intermediul ghidului chirurgical. O se-
rie de aplicatii software permit combinarea diagnos-
ticului prin intermediul computer tomografiei cu
proiectarea designului solutiei protetice cu ajutorul
calculatorului si fabricarea ghidului chirurgical cu
ajutorul tehnologiei CAD/CAM (Krauser&col.2011).
Utilizarea modelului computerizat permite plasarea
implantelor la nivelul zonelor cu volumul maxim de
os disponibil (satisface necesitati anatomice, chirur-
gicale, protetice) ceea ce permite obtinerea unei sta-
bilitdti optime (Krauser&col. 2011). Modelul compu-
terizat indicé zonele de os care necesitd interventii de
regenerare preimplantard (augmentare osoasd).

Tehnicile moderne in reabilitarea implanto-pro-
teticd includ restaurdri protetice si ghiduri chirur-

to avoid biological complications, research groups
draw attention to iatrogenic factors, including inser-
tion in erroneous positions of the prosthetic shaft,
faulty prosthetic parts made and inadequate access
to hygienic methods. Establishing a prognosis is re-
quired in relation to the peri- implantation bone loss
rate, calculating the annual loss rate and approximat-
ing the amount of time that osteointegration will
be compromised. In this context, proper insertion
of dental implants ensures the success of implanto-
prosthetic long-term therapy by stimulating osteoin-
tegration, representing the structural and functional
direct link between living tissues and a biocompatible
titanium alloy without the interposition of a fibrous
tissue (Dundar & co0l.2016). The method of insertion
of the dental implants influences the osteointegration
by orienting the stress distribution direction in the
periimplantary bone tissue (Bhat & col.2014). While
vertical forces are associated with uniform stress dis-
tribution along the implant-bone interface, oblique
forces cause shear forces and bending moments on
the implant, with stress concentration in the neck
of the implant and bone contact area (Zhang et al.
2016).

Increased patients’ expectations and require-
ments for faster implant treatments have under-
pinned new approaches that have led to changes in
patient protocols and patient management. In this
context, the use of early loading methods (prosthetic
work on implants earlier than 3-6 months) or im-
mediate loading (prosthetic work on implants in the
first 48 hours) has spread. Sophisticated tools and
functions allow for detailed inspection of bone areas
that are impossible or difficult to examine by classical
methods.

Computer-assisted implant surgery has become
possible due to three-dimensional imaging tech-
nologies (CBCTs), which allow an increased degree
of predictability of the position of implants in rela-
tion to prosthetic and surgical requirements (Bayer
& c0l.2012). Given that the success of prosthetic oral
rehabilitation depends largely on the planning stage,
the transfer of planning to the surgical field is ensured
through the surgical guide. A number of software ap-
plications combine diagnosis through computer to-
mography with computer-assisted prosthetic design
and CAD / CAM (Krauser & col.2011) technology.
The use of the computerized model allows placement
of implants in the areas with the maximum available
bone size (satisfies anatomical, surgical, prosthetic
requirements) which allows optimal stability (Kraus-
er & col, 2011). The computerized model indicates
bone areas requiring preimplantation regeneration
interventions (bone augmentation).

Modern techniques in implanto-prosthetic reha-
bilitation include prosthetic restorations and surgical
guides produced through CAD / CAM technology,
software applications that optimize diagnosis and
treatment plan, and the use of minimally invasive
surgical and prosthetic techniques (Moy & col. These
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gicale produse prin intermediul tehnologiei CAD/
CAM, aplicatii software care permit optimizarea di-
agnosticului si planului de tratament, precum si uti-
lizarea unor tehnici chirurgicale si protetice minim
invazive (Moy&col.2008). Aceste tehnologii necesi-
ta achizitionarea de catre specialistii implantologi a
unor abilitati privind fabricarea si utilizarea ghidu-
rilor radiologice, utilizarea aplicatiilor software care
permit analiza tesuturilor dure si moi, a structurilor
anatomice vitale, a zonelor optime de plasare a im-
plantelor in raport cu designul restaurérilor proteti-
ce, metodele de generare a ghidului chirurgical (cu
rol major in pozitionarea precisa a implantelor in pa-
tul osos) (Forna D.2017).

Aplicatiile software utilizate in implantologia
moderna sunt denumite sisteme expert si permit
sustinerea deciziilor clinice si planificarea etapelor
de tratament pe baza unor rationamente cauzale si
probabilistice in cadrul unor scheme de decizie teo-
retice. Sistemele expert permit medicilor dentisti op-
timizarea deciziilor clinice, planificarea etapelor de
tratament si vizualizarea tridimensionald in avans a
pozitiei viitoarelor implante si lucréri protetice (Forna
N.2008).

Printre sistemele software de planificare interac-
tiva a tratamentelor implantare si protetice se numa-
rd Implant 3D (Universe, USA), NobleGuide (Nobel
Biocare, USA), Digital Smile Design (DSD), SimPlant
(Materialise Dental). Aceste sisteme permit simularea
pozitiondrii implantelor pe modele virtual bidimen-
sionale si tridimensionale, reconstituirea unor mo-
dele osoase tridimensionale (pe baza imaginilor CT
si radiografice), identificarea canalului mandibular,
prezentarea unor sectiuni tridimensionale de maxi-
lar si mandibuld, calcularea densitatii osoase (Forna
D.2017). Prin utilizarea acestora planificarea etapelor
de tratament protetic si implantar devine mai eficientd
si mai rapida. Aceste aplicatii permit analiza obiectiva
a calitatii, cantitétii si dispozitiei situsurilor implanta-
re pe baza imaginilor scanate CBCT , ceea ce permite
determinarea ldtimii si lungimii implantelor, alegerea
designului implantului, determinarea necesarului de
augmentare osoasd. Deasemenea aceste aplicatii pot fi
utilizate pentru a comunica informatii §i pentru mo-
tivarea pacientilor. Un sistem mai complex, sistemul
Robodent (RobodentGmbH, Germania), este un sis-
tem de navigatie care permite planificarea virtuala a
planului de tratament in implantologie, pe baza unui
diagnostic precis. Software-ul analizeaza informatia
provenitd din imaginea intraorald scanatd, permi-
tand chirurgului implantolog si vizualizeze structu-
rile maxilare in detaliu. Tehnologia navigationald a
sistemului permite practicianului, prin intermediul
unor senzori optici, sd cunoascd exact pozitia im-
plantului in timp real §i sd prepare situsul implantar
intr-un mod netraumatic.

Utilizarea tehnicilor moderne bazate pe sisteme
software in terapia proteticd pe implante permite
fabricarea restaurarilor protetice provizorii anterior
plasarii implantelor, utilizdnd scanarea CT, conver-

technologies require implantologists to acquire skills
in the manufacture and use of radiological guides,
the use of software applications that allow hard and
soft tissue analysis, vital anatomical structures, opti-
mal implant placement areas in relation to the design
of prosthetic restorations, generating the surgical
guide (with a major role in accurately positioning the
implants in the bone bed) (Forna D.2017).

Software applications used in modern implantol-
ogy are called expert systems and allow the support
of clinical decisions and the planning of treatment
steps based on causal and probabilistic reasoning
in theoretical decision-making schemes. Expert
systems allow dental surgeons to optimize clinical
decisions, plan treatment steps, and visualize three—
dimensional advancement of the position of future
implants and prosthetic works (Forna N.2008).

Interactive planning software for implant and
prosthetic treatments includes Implant 3D (Universe,
USA), NobleGuide (Nobel Biocare, USA), Digital
Smile Design (DSD), SimPlant (Materialise Dental).
These systems allow simulation of implant place-
ment on two-dimensional and three-dimensional
virtual models, reconstruction of three-dimensional
bone models (based on CT and radiographic im-
ages), identification of the mandibular canal, pre-
sentation of three-dimensional jaw and mandible
sections, bone density calculation (Forna D.2017).
By using them, the planning of the prosthetic and
implant treatment steps becomes more efficient and
faster. These applications allow objective analysis of
the quality, quantity and availability of implant sites
based on CBCT scanned images, which allows de-
termination of implant width and length, choice of
implant design, determination of bone augmenta-
tion requirements. These applications can also be
used to communicate information and to motivate
patients. A more complex system, Robodent (Robo-
dentGmbH, Germany), is a navigation system that
allows virtual planning of the implantology treat-
ment plan based on a precise diagnosis. The software
analyzes the information from the scanned intraoral
image, allowing the implantologist to visualize the
jaws in detail. The navigation technology of the sys-
tem allows the practitioner, through optical sensors,
to know exactly the position of the implant in real
time and to prepare the implant site in a non-trau-
matic way.

The use of modern software-based techniques in
implant prosthesis therapy allows the manufacture of
temporary prosthetic restorations prior to implant
placement, using CT scanning, scanned data conver-
sion, virtual planning of the treatment plan, virtual
implant placement prior to actual surgery (Moy &
col. 2008).

The precision of computer-assisted implant sur-
gery is superior to classical techniques that use a con-
ventional surgical guide. The distance between the
real implant and the virtual position is determined
by measuring four parameters: the deviation of the



tirea datelor scanate, planificarea virtuald a planu-
lui de tratament, cu plasarea virtuald a implantelor
anterior efectudrii reale a manoperei chirurgicale
(Moy&col.2008).

Precizia chirurgiei implantare asistate de cal-
culator este superioard tehnicii clasice care utili-
zeaza un ghid chirurgical conventional. Distanta
dintre pozitia reald a implantului si cea virtuald
este determinatd prin mésurarea a patru parametri:
deviatia punctului de impact al forajului (colul im-
plantului), deviatia apexului implantului, deviatia
in raport cu axa corono-apicald, deviatia angulatiei
implantului in plan oro-vestibular sau mezio-distal
(Davarpanah&col.2011). Un studiu a constatat devi-
atii de pozitie a colului implantar de la 0,87+/-0,4mm
pentru ghidul chirurgical cu sprijin dentar, 1.06+/-
0,6mm pentru ghidul chirurgical cu sprijin mucos,
respectiv 1,28+/-0,9mm pentru ghidul chirurgical
cu sprijin osos (Ozan&col.2009). In cazul evaludrii
deviatiilor de pozitie la nivelul axului implantar valo-
rile deviatiei au fost de 0,95+/-0,6mm pentru ghidul
chirurgical cu sprijin dentar, 1.60+/-1,0mm pentru
ghidul chirurgical cu sprijin mucos, respectiv 1,57+/-
0,9mm pentru ghidul chirurgical cu sprijin osos. Va-
lorile in cazul deviatiei angulare au fost de 2,91+/-
1 (0) pentru ghidul chirurgical cu sprijin dentar,
4,51+/-2,1 (0) pentru ghidul chirurgical cu sprijin
mucos, respectiv 4,63+/-2,6 (0) pentru ghidul chirur-
gical cu sprijin osos. Acest rezultate au demonstrat
ca ghidul chirurgical cu sprijin dentar a prezentat
cele mai mici deviatii fird a exista diferente semni-
ficative statistic in raport cu sprijinul mucos si osos.
In limitele unor valori ale deviatiei de 1mm pentru
colul implantar, 1,6mm pentru apexul implantar si
valori maxime de deviatia angulatiei care nu depd-
sesc 5-6(0) utilizarea chirurgiei ghidate de calcula-
tor constituie un progres real in raport cu tehnica
conventionald (Davarpanah&col.2011). David&col.
(2017) demonstreaza acuratetea ghidului chirurgi-
cal din acid polilactic fabricat prin intermediul unui
printer 3D cu ajutorul datelor obtinute din transfor-
marea imaginii CBCT in fisier STL pentru obtine-
rea designului CAD. Rezultatele studiului aratd ca
distantele masurate intre axele dintilor si distantele
madsurate intre implante sunt identice intre imaginea
digitala si imaginea CBCT a ghidului chirurgical po-
zitionat pe model. Concluzia acestui studiu a fost cd
aplicatiile software asciate cu tehnologia CAD-CAM
permit fabricarea unui ghid chirurgical care permite
efectuarea in conditii minim invazive a manoperelor
chirurgicale implantare (David&col.2017).

Fabricarea ghidului chirurgical cu ajutorul apli-
catiilor software specializate asigurd cresterea con-
fortului pacientului atat in etapa chirurgicald pro-
priu-zisa cat si in perioada postoperatorie. Totusi
specialistii implantologi care utilizeazd sistemele
expert au obligatia de a cunoaste limitele acesto-
ra privind performanta de diagnostic (sensibilitate,
specificitate) si de a informa pacientii asupra acestor
limitdri. In interpretarea datelor privind utilizarea

bore impact point (implant cervix), the implant apex
deviation, the deviation from the corono-apical axis,
the deviation of the implant angulation in the oro-
vestibular plane, or mezio-distal (Davarpanah & col
2011). One study found implant cranial position de-
viations from 0.87 +/- 0.4 mm for the dental support
surgical guide, 1.06 +/- 0.6 mm for the mucosal sur-
gical guide, respectively 1.28 +/- 0, 9mm for the sur-
gical guide with bone support (Ozan & col 2009). In
case of evaluation of position deviations at the level
of the implant shaft, the deviation values were 0.95
+/- 0.6mm for the dental support surgical guide, 1.60
+/- 1.0mm for the surgical guide with mucosal sup-
port, respectively 1.57+ / —0.9mm for the bone sup-
port surgical guide. The values for angular deviation
were 2.91 +/- 1 (0) for the surgical guide with dental
support, 4.51 +/- 2.1 (0) for the surgical guide with
mucosal support, respectively 4.63 +/- -2.6 (0) for
the bone support surgical guide. These results dem-
onstrated that the dental surgical guide presented the
smallest deviations without statistically significant
differences with respect to the mucosal and bone
support. Within the limits of a Imm implant, Imm
for implant apex, and maximum angulation devia-
tion values of 5-6 (0), computer-aided surgery is a
real breakthrough with conventional technique (Da-
varpanah et al. 2011). David & Coll. (2017) demon-
strates the accuracy of the polylactic acid surgical
guide manufactured using a 3D printer using the
data obtained from the transformation of the CBCT
image into the STL file to obtain the CAD design.
The study results show that the distances measured
between the teeth axes and the distances measured
between the implants are identical between the digi-
tal image and the CBCT image of the surgical guide
positioned on the model. The conclusion of this
study was that CAD-CAM software applications al-
low the manufacture of a surgical guide that allows
for minimally invasive surgical implant surgery (Da-
vid & ¢0l.2017).

The manufacture of the surgical guide with the
help of specialized software applications ensures the
patient’s comfort in both the surgical phase and the
postoperative period. However, implantologists us-
ing expert systems have an obligation to know their
limits on diagnostic performance (sensitivity, speci-
ficity) and to inform patients about these limitations.
In interpreting data on the use of software applica-
tions in preimplantation and implantation, a number
of limitations of positional radiological guidelines
during the radiographic examination, distortions
of three-dimensional radiographs, inherent diver-
gences in the precision of manufacturing the surgical
guide, discrepancies inherent in the surgical phase ,
errors during the simulation phase (Davarpanah &
col.2011).

A limiting factor is the measurement accuracy on
scanned images (regardless of the imaging acquisi-
tion technique) is in the order of 0.25 mm, which can
induce overestimation or underestimation of bone

e

\Stomatologie ortoped,

[00]
w



84

aplicatiilor software in pregatirea preimplantard si
implantard trebuie tinut cont de o serie de limitari
date de defecte de pozitionare a ghidului radiologic
in timpul examenului radiografic, distorsiuni proprii
radiografiei tridimensionale, divergente inerente pri-
vind precizia fabricérii ghidului chirurgical, diver-
gente inerente fazei chirurgicale, erori in timpul fazei
de simulare (Davarpanah&col.2011).

Un factor de limitare este precizia de masurare pe
imaginile scanate (indiferent de tehnica de achizitie
imagistica) este de ordinul a 0,25 mm, ceea ce poate
induce o supraestimare sau subestimare a volumu-
lui osos. Totusi fabricarea ghidului chirurgical prin
tehnica stereolitograficd (polimerizarea strat cu strat
a unei rasini fotosensibile lichide cu ajutorul unui
fascicul laser comandat de calculator) oferd o preci-
zie de +/-0,1 /100 mm, valoare care nu reprezintd o
diferentd semnificativa intre imaginea virtuald si re-
alitatea clinica (Davarpanah&col.2011). Alte limitari
sunt date de divergentele inerente fazei chirurgicale
in conditiile in care ghidul chirurgical este supus
unor forte de presiune sau torsiune care pot depla-
sa orificiile de foraj din pozitia proiectata initial in
directie vestibulo-linguald sau mezio-distald, ceea ce
poate conduce la prepararea cavitdtilor implantare la
distantd de zona planificata. Bascularea ghidului chi-
rurgical cu sprijin dentar are loc in cazul unui sprijin
dentar incorect realizat, iar bascularea ghidului chi-
rurgical cu sprijin mucozal este asociatd cu presiune
neomogena. Pentru a evita aparitia acestor situatii
este necesara utilizarea unei chei de pozitionare oclu-
zald (Davarpanah&col.2011).

In concluzie, evolutia aplicatiilor software de
planificare virtuald a tratamentelor implantare si
protetice pune la dispozitia clinicienilor abilitdti de
diagnostic atat in etapa chirurgicald implantara cét
si in etapa de reconstructie proteticd pe implante
(Babbush&col. 2011). Noile posibilititi de investi-
gare a structurilor dentare adiacente implantelor, a
defectelor osoase si de optimizare selectiei solutiilor
protetice oferd posibilitatea clinicianului de a face
decizii terapeutice educate, de a evita erori potenti-
ale si de a creste acuratetea executiei manoperelor
chirurgicale implantare (Babbush&col.2011). Trebu-
ie luat in considerare faptul ca chirurgia implantara
asistata de calculator necesitd un nivel de colaborare
superior intre practician si laborator, fiind necesar ca
laboratorul sd posede atat cunoassterea cét si tehno-
logia necesara pentru a produce ghidul chirurgical
si modelul din care va fi creatd viitoarea restaurare
proteticd (Krauser&col.2011).

Pacientii sunt principalii beneficiari ai utiliza-
rii noilor tehnologii computerizate in conditiile in
care este posibild vizualizarea si aprobarea viitoarei
solutii protetice, chirurgia minim invaziva este aso-
ciata cu absenta sau reducerea durerii, edemului si
discomfortului postoperator, iar aplicarea imediatd
a restaurdrii protetice permite pacientului sa isi con-
tinue fird intreruperi viata sociald si profesionala
(Krauser&col.2011).

volume. However, the manufacture of the surgical
guide by stereolithographic technique (layer coat-
ing of a liquid photosensitive resin with a laser beam
controlled by the computer) provides a precision of
+/- 0.1 / 100 mm, which is not a significant differ-
ence between the virtual image and clinical reality
(Davarpanah & col.2011). Other limitations are giv-
en by the inherent discrepancies in the surgical phase
under the conditions in which the surgical guide is
subjected to pressure or torsion forces that can move
the drilling holes from the originally designed posi-
tion in the vestibulo-lingual or mid-distal direction,
which may lead to cavity preparation implantation
away from the planned area. The guiding of the sur-
gical guide with dental support takes place in case of
incorrectly made dental support, and the tipping of
the surgical guide with mucosal support is associ-
ated with inhomogeneous pressure. In order to avoid
these occurrences, it is necessary to use an occlusal
positioning key (Davarpanah & col.2011).

In conclusion, the evolution of virtual planning
software applications for implant and prosthetic
treatments provides clinicians with diagnostic skills
both at the implant surgical stage and at the pros-
thetic reconstruction stage on implants (Babbush
& col,, 2011). The new possibilities of investigating
dental structures adjacent to implants, bone defects,
and optimization of prosthetic solutions offer the cli-
nician the opportunity to make informed therapeu-
tic decisions, avoid potential errors, and increase the
accuracy of implant surgery (Babbush & col.2011).
Consideration must be given to the fact that com-
puter-assisted implant surgery requires a higher
level of collaboration between the practitioner and
the lab, requiring the laboratory to possess both the
knowledge and the technology needed to produce
the surgical guide and the model from which the fu-
ture prosthetic restoration will be created Krauser &
col.2011).

Patients are the main beneficiaries of the use of
new computerized technologies while viewing and
approving the future prosthetic solution, minimally
invasive surgery is associated with the absence or
reduction of pain, edema and postoperative discom-
fort, and the immediate application of prosthetic
restoration allows the patient to continue without
interrupt social and professional life (Krauser &
col.2011).
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PUNTEA DENTARA METALO-CERAMICA
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Rezumat

Factorii cauzali a bolii inflamatorii paro-
dontale pot fi variate, fiind de origine exogena
si endogena, conditionat impartiti in factori
generali si locali. Influenta radiatiei ionizante
asupra tesuturilor parodontale este asociaté
nu numai cu o singura expunere la eliberarea
ddunatoare a materialelor radioactive, dar, de
asemenea, si de actiunea lor continua pe toatd
perioada de sedere in zona de iradiere. Mo-
bilitatea patologicd a dintilor — unul dintre
semne clinice ale parodontitei marginale cro-
nice care duce la dezintegrarea dentitiei. Punti
dentare-sine metalo-ceramice sunt unul din
cele recomandate sisteme fixe de imobilizare
a dintilor mobili parodontotici.

Cuvinte cheie: parodontita cronici, starea
tesutului parodontal, doze de radiatii, lichida-
torii accidentului nuclear.

introducere

Parodontita cronica (PC), una dintre cele mai
frecvente boli inflamatorii ale tesutului parodontal,
este insotitd de distrugerea conectiunii dento-gingi-
vale si distrugerea progresivd a proceselor alveola-
re ale maxilarelor [1, 9, 11]. Conform Organizatiei
Mondiale Sanititii, aceastd boald este una dintre
cele mai frecvente patologii umane. Analiza raspan-
dirii globale a parodontitei arata o tendintd crescuta
a bolii parodontale severe. Potrivit datelor [3] grad
maxim de deteriorare a parodontiului marginal in
Moldova inregistrat in 1995 — 34,4% + 0,4, frec-
venta medie in timpul perioadei aa. 1990—2007 —
27,1%, iar in perioada 2000—2008: zona de Nord
— 21,3%, Central — 20,8%, Sud — 10,1% si Chi-
sindu — 47 8%. Insd multe studii epidemiologice
aproape nu fac diferenta intre formele precoce rare
ale afectiunii, care apar foarte rapid la pacienti tineri
(parodontita agresiva) si distributie la nivel mondi-
al a parodontitei cronice, avind in mod obisnuit o
dezoltare lenta. Analiza numeroaselor surse literare
evidentiaza faptul cd nu exista date clare cu privire la
procentajul real al raspandirii unei patologii atat de
severe, care foarte pronuntat agraveaza starea gene-
rala a organismului.

( N\

Summary

Causal factors of periodontal inflamma-
tory disease can be various, being of exogenous
and endogenous origin, conditionally divided
into general and local factors. The influence
of ionizing radiation on periodontal tissues is
associated not only with a single exposure to
the harmful release of radioactive materials,
but also by their continued activity throughout
their staying in the irradiated area. Pathological
mobility of the teeth is one of the clinical signs
of the chronic periodontitis leading to the disin-
tegration of the dental arch. Porcelaine-Fused-
to-Metal Partial Fixed Denture is one of the
recommended fixed immobilization systems of
mobile teeth in chronic marginal periodontitis.

Keywords: chronic periodontitis, peri-
odontal tissue status, radiation doses, liquida-
tors of the nuclear accident.

Introduction

Chronic periodontitis, one of the most common
inflammatory disease of periodontal tissues, is ac-
companied by the destruction of the dento-gingival
connection and progressive destruction of alveolar
processes of the jaws [1, 9, 11]. According to the
World Health Organization, this disease is one of the
most common human pathologies. Analysis of the
global spread of periodontitis shows an increased
trend of severe periodontal disease. According to
data [3], the maximum degree of deterioration of the
marginal periodontium in Moldova was recorded
in 1995 - 34.4% + 0.4, the average frequency during
the period aa. 1990-2007 - 27.1%, and in the period
2000-2008: North - 21.3%, Central - 20.8%, South
- 10.1% and Chisinau - 47.8%. However, many epi-
demiological studies almost do not differentiate be-
tween the early forms of the disease that occur very
rapidly in young patients (aggressive periodontitis)
and the worldwide distribution of chronic periodon-
titis, usually having a slow development. The analysis
of numerous literary sources highlights the fact that
there is no clear data of the actual percentage of the
spread of such severe pathology, which very severely
aggravates the general condition of the body.



Factorii cauzali a bolii inflamatorii parodonta-
le pot fi variate, fiind atit de origine exogend cat si
endogena, conditionat impartiti in factori generali si
locali. Dar realizarea actiunii factorilor patogeni este
posibild in cazul exceldrii factorului patogen asupra
capabilitatii adaptative protectoare ale tesuturilor
parodontale, precum si reducerii reactivitatii a orga-
nismului. Factorii locali includ cei biologici (micro-
organisme si toxinele acestora, procese degenerative)
chimici (acizi, alcalini s.a.), fizici (actiunea tempera-
turii ridicate sau foarte scizute, curentului electric,
radiatiei ionizante s. a.) si traume mecanice (trauma
ocluzald). Conform literaturii de specialitate (Dani-
levskii, 2000) boli comune ale organelor si sistemelor
a organismului (diabet, arteriosclerozd, boli digesti-
ve, boli de colagen, boli ale nervos, endocrin si al.) de
asemenea pot determina modificdri ale complexului
parodontal — ce este legat cu tulburari metabolice,
hemodinamice, apdrarea imund, schimbdéri neuro-
regulatoare si schimbari microbiocenozei a cavitatii
orale (Barer, 2008).

Existd multe date [1, 2, 5, 7, 8], care dovedesc in-
fluenta factorilor din fiecare grup enumerat mai sus
si, in special, factorului de radiatie ionizantd. Studiu-
lui sanatatii lucratorilor din industria nucleara, inclu-
siv si a participantilor la lichidarea accidentului de la
centrala nucleara de la Cernobél sunt dedicate multe
lucriri speciale [2, 3, 4, 5, 6, 7, 8, 9]. Actiunea radiati-
ei ionizante este posibild la incorporarea substantelor
radioactive in cavitatea bucald, aflarea accidentald a
persoanelor in zona afectatd de radiatie crescuta, in
cazurile radioterapiei a tumorilor § a. Actiunea radi-
atiei ionizante provoaca anumite modificéri in tesu-
turile organismului care se afld in zona de iradiere.
Tesutul iradiat isi schimbé structura morfologica a
peretilor vasculari, se inhiba functia protectoare si
plasticd a tesutului conjunctiv, a singelui ducéand la
anumite modificdri patologice in organism [2, 5, 6,
8, 12]. Leziuni ionizante ale organizmului in general
si, tesuturilor sistemului dento-maxilar in particular,
sunt diverse: epiteliite, dermatite, sialoadenite, leziu-
nile dentare, parodontale, afectiunile limbii, tesutului
maxilar osos. Gradul lor de severitate depind de mai
multi factori: valoarea dozei unice si totale a radiatiei,
reactivitatea si starea tesuturilor capturate in zona de
iradiere, etc.

Leziunile rezulte radiatiei ionizante pot fi reversi-
bile si ireversibile, incepand cu modificari degenera-
tive rapide si putin adinci si terminind-use cu starea
de parabiosiza si necrozi. In tesutul osos, in afara
procesului necrotic, care trece in conditii aseptice, se
determina si osteomielitd radiactiva care se dezvoltd
la penetrarea in focar necrotic infectiei piogene — in
mod semnificativ agravand tabloul clinic si favori-
zand ldrgirea necrozei osoase [2, 5, 8, 10]. In functie
de tipul de radiatie, durata efectelor sale, vechimea
actiunii si doza de radiatie sunt posibile diferite va-
riante ale evolutiei clinice: de la inflamatia catarala
pana la leziuni ulcerativ-erozive ionizante extinse si
leziuni necrotice ale tesuturilor parodontale (Dani-

The causal factors of periodontal inflammatory
disease can vary, being both exogenous and endog-
enous origin, conditionally divided into general and
local factors. The action of pathogenic factors is pos-
sible in case of the pathogenic factor excellence on
the adaptive protective capability of the periodontal
tissues, as well as the reduction of the reactivity of the
organism. Local factors include the biological ones
(microorganisms and toxins thereof, degenerative
processes), chemicals (acids, alkaline, etc.), physical
(high or low temperature, electric current, ionizing
radiation, etc.) and mechanical (occlusal trauma).
According to the specialized literature (Danilevskii,
2000) general diseases of organs and systems of the
organism (diabetes, arteriosclerosis, digestive dis-
eases, collagen diseases, nervous diseases, endocrine
and others) can also cause changes of the periodontal
complex - with metabolic, hemodynamic, immune
defenses, neuroregulatory changes and microbioce-
nous changes in the oral cavity (Barer, 2008).

There is a lot of data [1, 2, 5, 7, 8] proving the
influence of factors in each of the groups listed above
and, in particular, of the ionizing radiation factor.
To the study of the health of workers in the nuclear
industry, including the participants in the liquida-
tion of the accident at the Chernobyl nuclear power
plant, are dedicated many special works [2, 3, 4, 5,
6, 7, 8, 9]. The action of ionizing radiation is pos-
sible in the incorporation of radioactive substances
into the oral cavity, the accidental finding of people
in the area affected by increased radiation, in cases
of radiotherapy of tumors, and the action of ionizing
radiation causes certain changes in the tissues of the
organism that is in the irradiation area. The irradi-
ated tissue changes the morphological structure of
its vascular walls, inhibits the protective and plastic
function of the connective tissue, the blood lead-
ing to certain pathological changes in the body [2,
5, 6, 8, 12]. Tonizing lesions of the body in general
and of the dento-maxillary tissue in particular are
diverse: epithelialitis, dermatitis, sialadenite, dental,
periodontal, lingual, maxillofacial tissue disorders.
Their degree of severity depends on several factors:
the single and total radiation dose, the reactivity and
the condition of the coated tissues in the irradiation
area, etc.

The lesions resulting from ionizing radiation can
be reversible and irreversible, starting with rapid
and shallow degenerative changes and end-use with
parabiosis and necrosis. In bone tissue, besides the
necrotic process, which passes under aseptic con-
ditions, radiothelial osteomyelitis develops as the
necrotic focal penetration of the piogenic infection
- significantly aggravating the clinical picture and
favoring the widening of bone necrosis [2, 5, 8, 10].
Depending on the type of radiation, the duration of
its effects, the duration of the action and the dose of
radiation, different variants of clinical evolution are
possible: from cataraural inflammation to extensive
ulcerative-erosive lesions and necrotic lesions of
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levsky 2000, Barer, 2008). Cavitatea orald este sensi-
bild la efectele radiatiei ionizante, deacea la inceputul
bolii schimbirile in cavitatea orald pot fi deosebit
de pronuntate. Forma cronica a bolii de iradiere se
manifestd prin hipersalivare din cauza afectarii glan-
delor salivare, aparitia gingivitei catarale rezistente,
glossalgiei si glositei. Existenta prelungita a bolii de
iradiere cronice duce la dezvoltarea asa-numitei pa-
rodontitei de iradiere. In perioada acuti a parodonti-
tei cronice, sondarea prin fistuld determind suprafata
ruguroasd a osului. Aceasta rugozitate este favorizata
prin “lipirea” unei noi portiuni a placii microbiene.
Dintii adiacenti focarului de inflamatie sunt adesea
mobili, portiunea lor cervicala este liberd de gingie
cu o hipersensibilitate pronuntatd. Pungile dento-
gingivale sunt destul de ad4nci, din care se elimina
o supuratie considerabila. Aparitia si raspandirea
procesului purulent-necrotic in os se petrece pe
principiul raspandirii lente a continutului purulent
prin tubuli osoase cu implicarea treptata a zonelor de
necroza maxilard tot mai mare. Infectarea tesutului
0s0s poate apdrea si prin tesuturile parodontale dete-
riorate si dintii afectati de procesul carious. Penetra-
rea infectiei in tesutul osos prin membrana mucoasé
afectata sau dintii este facilitata si de deteriorarea ra-
diatiactivd la nivelul glandelor salivare, cu o scddere
a activitatii enzimatice a salivei. Modificarea salivarii
duce la o schimbarea echilibrului microbian in cavi-
tatea bucald si promoveaza o penetrare mai activd a
infectiei in tesutul osos din focarele parodontale ale
infectiei cronice.

Accidentul din 26 aprilie 1986 de la centrala nu-
cleara de la Cernobil este cel mai grav dintre toate
evenimentele din industria nucleard. Ca rezultat al
accidentului, o cantitate semnificativa de substante
radioactive a fost eliberata in mediul inconjuritor
— fapt care a condus la o contaminare radioactivé
semnificativd a zonelor adiacente statiei. Ca rezul-
tat ejectiei si migrérii ulterioare a radionuclizilor a
aparut iradierea persoanelor implicate in lichidarea
urmarilor accidentului, populatiei evacuate din ase-
zdrile din apropiere celor contaminate si a populatiei
locuitoare permanente in zonele contaminate. Toate
modificarile in tesuturi si organe au fost asociate nu
numai cu o singurd expunere la eliberarea dauna-
toare a materialelor radioactive, dar, de asemenea, si
de actiunea lor continui pe toatd perioada de sedere
in zona de dezastru. Rispandirea radionuclizilor in
atmosferd a fost de natura practic globald, cu diferit
grad de poluare a mediilor naturale. In afari de radi-
atiile ionizante, victimele au fost expuse si la factori
nocivi de naturd non-radiative. In ceea ce priveste
poluarea stratului de suprafata al atmosferei nu este
exclusd livrarea de substante toxice prin inhalarea,
si, ulterior, pe cale orald, cu organisme de hrand si
apd in organizme umane, cu o modificarea efectelor
biologice ale radiatiei si manifestarea efectului de si-
nergism.

Modificarile tesuturilor orale si, in special, pa-
rodontiului sunt observate si la persoanele care

periodontal tissues (Danilevsky 2000, Barer, 2008 ).
The oral cavity is sensitive to the effects of ionizing
radiation so, at the start of the disease, changes in
the oral cavity can be very pronounced. The chronic
form of irradiation manifests by hypersalivation due
to salivary gland damage, the emergence of bluish
gingivitis, glossalgia and glossitis. The prolonged
existence of chronic irradiation leads to the devel-
opment of so-called irradiation periodontitis. In
the acute period of chronic periodontitis, the fistula
probe determines the rough surface of the bone. This
roughness is favored by ,,gluing“ a new portion of the
microbial plate. Teeth, adjacent to the inflammatory
area, are often mobile; their cervical portion is free
of gum with a pronounced hypersensitivity. Dental-
gingival pockets are deep enough with elimination of
considerable supuration. The emergence and spread
of the purulent-necrotic bone process bases on the
principle of the slow spread of purulent content
through bone tubules with the gradual involvement
of bigger areas of necrosis of the jaw. Bone tissue in-
fection can also occur through damaged periodon-
tal tissues and teeth affected by the carious process.
Penetration of infection into bone tissue through the
affected mucous membrane or teeth is facilitated also
by radiation damage to the salivary glands, with a
decrease in saliva’s enzymatic activity. Changing sali-
vation leads to changes in microbial balance in the
oral cavity and promotes more active penetration of
infection from periodontal chronic infection foci in
the bone tissue.

The April 26, 1986 accident from the Chernobyl
nuclear power plant is the worst of all nuclear in-
dustry events. As result of the accident, a significant
amount of radioactive material was released into the
environment - which has led to significant radioac-
tive contamination of the adjacent station’s areas. As
a result of the ejection and subsequent migration of
the radionuclides the irradiation of the people in-
volved in the liquidation of the consequences of the
accident, of the population evacuated from the settle-
ments near the contaminated areas and of the per-
manent inhabitants in the contaminated areas. All
changes in tissues and organs have been associated
not only with a single exposure to the harmful release
of radioactive materials but also by their continued
activity throughout their stay in the disaster area.
The spread of radionuclides in the atmosphere was
of a practically global nature, with a different degree
of pollution of natural environments. In addition to
ionizing radiation, the victims were also exposed to
non-radiation-related harmful factors. As regards
the pollution of the surface layer of the atmosphere,
it is not excluded the delivery of toxic substances by
inhalation, and subsequently orally, with food and
water in human organisms, with changes in biologi-
cal effects of radiation and the manifestation of the
synergistic effect.

Changes in oral tissues and, in particular, peri-
odontitis are also seen in people who work with



lucreazd cu surse de radiatii ionizante (radiologi,
medicii, tehnicieni, defectoscopisti). In acest grup
de persoane sunt observate mai frecvent gingivita
catarald, parodontita cronicd forma grava si severa,
decresterea fluxului salivar aparut in contextul unor
tulburari microcirculatori. Odata cu dezvoltarea ul-
terioard a bolii si o scadere accentuatd a rezistentei
organismului, usor si rapid se alaturd infectia secun-
dara, ce duce la ulcerarea intregii marjini gingivale.
Raspandirea necrozei in tesutul osos se observi prin
distrugerea procesului alveolar, care duce la slabirea
si pierderea dintilor.

Unul dintre semne clinice cele mai marcate ale
parodontitei cronice este mobilitatea patologica a
dintilor. Ea duce la dezintegrarea dentitiei datoritd
pierderii contactelor interproximale, migrarii dinti-
lor din cauza atrofiei procesului alveolar si pierderii
unor dinti. In cazul parodontitei cronice la pacienti
expusi radiatiilor ionizante, distrugerea tesutului
0sos este mai pronuntata si, ca urmare, mobilitatea
dintilor este mai evidentd, mai agravati. In legatu-
rd cu aceasta, problema imobilizarii dentare apare
foarte pronuntat. Rigiditatea sistemului de sinare
este una dintre cerintele de baza pentru acest sistem.
Dar, de multe ori cétre acest sistem apar si cerinte-
le estetice, precum si bioinertiei sale de catre organe
si tesuturi ale cavitatii orale si intregului organism.
Una dintre metode de imobilizare care indeplineste
aceste cerinte este puntea dentard metalo-ceramici
cu proprietatile de imobilizare. Securitatea, compati-
bilitatea clinica si rezistenta la coroziune a metalelor
au fost studiate de mai multi ani. Modulul de elasti-
citate a aliajelor inobile este aproape de doud ori mai
mare decit cel al aliajelor nobile. In prezent, aliaje din
crom-cobalt sunt utilizate pe scara largd in protetica
dentara la confectionarea puntilor dentare metalo-
ceramice. Rezistenta ridicatd si rezistenta la uzurd,
rezistenta la apa si proprietatile estetice fluorescente
excelente permit ca ceramica si fie consideratd un
material optim estetic la confectionarea lucrérilor
protetice. Coeficientul de dilatare termicd constant
a masei ceramice trebuie sd excluda aparitia fisuri-
lor de acoperire chiar si la confectionarea puntilor
dentare extinse ce va permite utilizarea lor nu numai
pentru restabilirea integritatii arcadelor dentare, dar
si la imobilizarea dintilor mobili in acelas timp.

Scopul studiului

— studierea posibilitatilor de utilizare a puntilor
dentare-sine metalo-ceramice la restabilirea integri-
tatii arcadelor dentare in parodontite marginale cro-
nice in randul participantilor la lichidarea accidentu-
lui nuclear de la Cernobil.

Materiale si metode

Grup de studiu a persoanelor expuse radiatiei io-
nizante au compus 8 (de sex masculin) pacienti cu
parodontita cronici cronica de severitate medie pand
la severa, cu varsta cuprinsa intre 54 i 67 de ani par-
ticipanti la lichidarea consecintelor accidentului nu-

sources of ionizing radiation (radiologists, doc-
tors, technicians, defectoscopists). In this group of
people more frequent are observed catarhal gingi-
vitis, chronic periodontitis, grave and severe form,
decreases the salivary flow occurring in the context
of microcirculation disorders. With the subsequent
development of the disease and accentuated decreas-
ing body resistance, the secondary infection easily
and quickly is added, resulting in the ulceration of
the entire gingival margin. Spread of necrosis in bone
tissue can be noted by the destruction of the alveolar
process, which leads to weakening and loss of teeth.

One of the most marked clinical signs of chronic
periodontitis is the pathological mobility of teeth.
It results in dental disintegration due to loss of in-
terproximal contacts, tooth migration due to al-
veolar atrophy and loss of teeth. In cases of chronic
periodontitis in patients exposed to ionizing radia-
tion the destruction of the bone tissue is more pro-
nounced and as a result, the mobility of teeth is more
evident, more aggravated. In connection with this,
the problem of dental immobilization appears very
pronounced. The rigidity of the splinting system is
one of the basic requirements for this system. Often
aesthetic requirements, as well as bio-inertion quality
of system to the organs and tissues of the oral cavity
and the whole body, also appear. One of the immo-
bilization method that meets these requirements is
the Pocelaine-Fused-to-Metal Partial Fixed Denture
with the immobilization properties. Security, clini-
cal compatibility and corrosion resistance of metals
have beying studied for many years. The modulus of
elasticity of the nonnoble metal alloys is almost twice
higher then the same of noble metal alloys. Nowdays,
chromium-cobalt alloys are widely used in dental
prosthetics to make Pocelaine-Fused-to-Metal Par-
tial Fixed Denture. High resistance, wear resistance,
water resistance and excellent fluorescence aesthetics
allow considering ceramics an optimal aesthetic ma-
terial for prosthetic appliance. The coefficient of con-
stant thermal expansion of the ceramic mass must
exclude the appearance of cracks even at making ex-
tensive dental bridges that will allow their using not
only to restore the integrity of the dental arches but
also to immobilize the teeth at the same time.

The aim of study

- studying the possibilities of using the metal-ce-
ramic dental bridges with immobilisation properties
in restoration the integrity of dental arches in chronic
marginal periodontitises among the participants in
the Chernobyl nuclear accident.

Materials and methods

A study group of individuals exposed to ionizing
radiation consisted of 8 patients (male) with chronic
chronic periodontal disease of medium to severe se-
verity, aged 54 to 67 years participating in the liqui-
dation of the consequences of the Chernobyl nuclear
accident. All liquidators at the Chernobyl nuclear
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clear de la Cernobil. Toti lichidatorii de la centrala
nucleard de la Cernobil au participat la lucrarile de
restaurare la centrala nucleara de la Cernobil dela 1,5
pana la 4,5 luni. Pacienti s-au adresat in clinica sto-
matologicd Universitard in perioada a.2015—2017 cu
plingeri la lipsa unor dinti, mobilitatea patologici a
unor dinti, deregliri de masticatie, dereglari estetice,
fonetice. Toti pacienti au fost supusi examenului cli-
nic si paraclinic ruguros. Examenul clinic conform
schemei standart, completat cu parodontometria
(determinarea adincimii pungilor parodontale) a
permis de a constata prezenta depunerilor de placa
bacteriand si tartrului dentar, singerarii usoare la
examenarea gingiilor, diferitului grad de mobilitate
patologicd a dintilor, migrérilor dentare, recesiunilor
gingivale si atrofiei alveolare de diferit grad. Exame-
nul clinic a fost completat cu date examenului pa-
raclinic, care a inclus datele examenului radiologic
(ortopantomografia), examenului modelelor de stu-
diu, examenului ocluziogramelor (directe, indirec-
te). Examenul clinic §i paraclinic efectuat a permis
diagnosticarea parodontitei cronice forme usoare,
medie i grava tratamentul ortopedic carora a inclus
folosirea diferitor constructii ortopedice (fixe: punti
dentare metalo-ceramice si mobile: acrilice cu pla-
ca) pentru restabilirea integritatii arcadelor dentare
si imobilizarea dintilor mobili. La toti pacienti exa-
minati a fost evidentiatd o varietate de combinatii
a patologiei somatice generale, in special organelor
cardiovasculare si digestive.

Ca sarcinile principale ale imobilizédrii am inclus:
conservarea proprietdtilor de bazd ale parodontiului
in care ginarea permanentd nu v-a duce la suprain-
cércarea functionald a dintilor suport si posibilitatea
efectudrii unui tratament complex complet.

Rezultate si discutii

In timpul progresului tehnologic evident si cele
mai mare dezastre provocate de omenirea necesitatea
de a studia impactul factorilor de mediu inconjurétor
asupra sdnatatii umane a devenit extrem de impor-
tanta. Unul dintre cele mai periculoase si grave acci-
dente legate de expunerea radiatiei asupra populatiei
si teritoriului de trai in istoria lumii se considera ac-
cident la centrala nucleard de la Cernobal. Ca rezultat
al accidentului, o cantitate semnificativa de substante
radioactive a fost eliberatd in mediul inconjurator.
Accidentul dat fird precedent, datoritd dimensiu-
nilor si consecintelor sale, a dus la o deteriorare a
mediului inconjurator din zona, avand efect patolo-
gic asupra milioanelor oameni. Radionuclizii odatd
ajunsi in sange, trec in in tesuturi, unde o parte este
fixatd (intre 30 si 70 la sutd), cealaltd fiind eliminata
prin uring, fecale si transpiratie. In functie de acti-
vitatea metabolici a diverselor tesuturi, radionuclizii
pot fi eliminati sau recirculati in sange si fixati din
nou. In acest sens, dinamica stérii de sinitate a parti-
cipantilor la lichidarea consecintelor accidentului de
la Cernobil se giseste in interes continuu. In legiturd
cu patrunderea radionuclizilor in corp prin cavitatea

power plant participated in the restoration works at
the Chernobyl nuclear power plant from 1.5 to 4.5
months. Patients addressed the University Dental
Clinic between 2015 and 2017 with complaints of
missing teeth, pathological mobility of teeth, masti-
catory, aesthetic, phonetic disorders. All patients un-
derwent clinical and paraclinical examination. The
clinical examination according to the standard sched-
ule, supplemented with periodontal (determined the
depth of the periodontal pockets) allowed the pres-
ence of bacterial plaque and dental plaque deposits,
mild bleeding in the examination of the gums, the
different degree of pathological mobility of the teeth,
dental migrations, gingival recessions and atrophy of
alveolar bone of different degree. The clinical exami-
nation was completed with paraclinic exam dates,
which included the data of the radiological examina-
tion (orthopantomography), examinations of study
models, examinations of occlusion (direct, indirect).
The clinical and paraclinical examination allowed to
determine the diagnosis of chronic mild, moderate
and severe chronic periodontitis orthopedic treat-
ment of which includs using various orthopedic ap-
pliances (fixed: metal-ceramic and mobile: acrylic) to
restore the integrity of the dental arches and immobi-
lization of teeth. A variety of combinations of gen-
eral somatic pathology, especially cardiovascular and
digestive organs, were highlighted in all patients ex-
amined.

As main tasks of immobilization we included:
conserving the basic properties of the periodontium
in which the permanent splinting did not lead to
functional overloading of the support teeth and the
possibility of performing a complete complex treat-
ment.

Results and discussions

During the obvious technological progress and
the biggest disasters caused by humankind, the need
to study the impact of environmental factors on hu-
man health become extremely important. One of the
most dangerous and serious accident related to the
exposure of radiation to the population and the ter-
ritory of life in the history of the world is considered
an accident at the Chernobyl nuclear power plant.
As a result of the accident, a significant amount of
radioactive material was released into the environ-
ment. The unprecedented accident, due to its size
and consequences, has led to a deterioration of the
surrounding area, with a pathological effect on mil-
lions of people. Radionuclides once numerate in the
blood, pass into tissues where one portion is fixed
(between 30 and 70 percent), the other being elimi-
nated through urine, feces and sweating. Depending
on the metabolic activity of various tissues, radionu-
clides can be removed or recirculated in the blood
and fixed again. In this contense, the dynamics of the
health of participants in the liquidation of the conse-
quences of the Chernobyl accident is in continuous
interest. With regard to the penetration of radionu-



orala in timpul respiratiei si alimentatiei, deteriora-
rea cavitdtii bucale poate servi ca indicator de eva-
luare a stdrii de sanatate a lucrétorilor din industria
nucleara si a gradului de dozare iradierii.

Studiile anterioare privind starea statusului sto-
matologic a lichidatorilor accidentului de la Cer-
nobil cum si studiu efectuat de noi au evidentiat o
prevalenta ridicatd a cariilor, a bolilor parodontale,
a mucoasei orale, precum si o mare nevoie de trata-
ment dentar si de protezare. Examenul parodontal a
relevat prevalenta mobilititii patologice de gradul II-
III. Modificarile aparute in cavitatea orald la pacientii
supusi iradiatiei ionizante cu doze mari sau doze mici
pe durata lungd, intr-o oarecare masurd, reflectd pa-
tologia somatica generald a organismului.

Starea generald acestor persoane din spusele pa-
cientilor si in unele cazuri din posibilitatea evalua-
rii cartelelor medicale generale aduse de pacienti a
fost caracterizatd printr-o combinatie a patologiei
diferitelor organe si sisteme. Monitorizare dinamica
a acestor persoane a relevat tulburari caracteristice
a sistemelor majore homeostatice si de reglementa-
re somatice: prezenta afectiunilor cardiovasculare
(78%), digestive (70%), endocrine (65%), respiratore
(65%), locomotore (73%), tulburari neurovegetative
(58%) si neuropsihice, formarea sindromelor imuno-
patologice, modificérilor indicatorilor biochimici si
biofizici, reflectind sldbirea aparirii antioxidante ale
organismului.

Parodontita generalizata la subiectii expusi ra-
diatiei se caracteriza prin natura cronicd, progresia
constantd, capacitatile reduse de reparatie ale tesutu-
rilor parodontale, predominanta proceselor distro-
fice asupra inflamatorii, abundenta si diversitatea
microflorei pungilor parodontale. Modificérile paro-
dontiului sub influenta radiatiei ionizante la pacienti
inclusi in studiu sau dezvoltat fiind cauzate de actiu-
nea directd a radiatiei (daunele cauzate de radiatii) si
leziunile tesuturilor dure, care au apdrut ca urmare
expunerii asupra tesuturilor parodontale iradiate fac-
torilor exogeni (daune post-radiatii).

Procesul alveolar — componenta tisulard critica
a complexului parodontal are o capacitate de absorb-
tie osteotropilor si miotropilor radionuclizi, prin
substitutie a calciului in cristalele de hidroxiapatit,
creand o sursd de radiatie cronicéd cu formarea sub-
stanei spongioase osteoporotice. Datele rengenologi-
ce au demonstrat cd in procentaj major (86%) pentru
aceasta categorie de pacienti este caracteristic pre-
zenta resorbtiei osoase mixte (cit orizontal, asa si ver-
tical). Examenarea gradului de mobilitate a dintilor
folosind metoda clinica (vestibular-oral, mezial-dis-
tal, in jurul axului si vertical) a demonstrat un grad
mediu-avansat de mobilitate patologica favorizat si
de prezenta breselor arcadelor dentare.

Datele examenului clinic si paraclinic, datele lite-
raturii de specialitate de ultima ora (cu studierea ami-
nuntd a indicatiilor, contraindicatiilor, avantajelor si
dezavantajelor a puntilor dentare metalo-ceramice,
diferitor sisteme de imobilizare fixe si mobile) au per-

clides into the body through the oral cavity during
respiration and nutrition, oral cavity deterioration
can serve as an indicator for assessing the health sta-
tus of workers in the nuclear industry and irradiation
dosage.

Previous studies of dental status of Chernobyl
accident soldiers as well as our study showed a high
prevalence of caries, periodontal disease, oral muco-
sa diseases, and a great need for dental and prosthetic
treatment. The periodontal examination revealed the
prevalence of second and third degree pathological
mobility. Changes occurring in the oral cavity in pa-
tients undergoing high-dose or long-lasting ionizing
irradiation to some extent reflect the general somatic
pathology of the body.

The general state of these people in the patients’
statements and in some cases the possibility of evalu-
ating the general medical cards of patients gave the
data about combination of pathology of different
organs and systems. Dynamic monitoring of these
individuals has revealed characteristic disorders of
major homeostatic and somatic regulation systems:
the presence of cardiovascular disease (78%), diges-
tive (70%), endocrine (65%), respiratory (65%), loco-
motory (73%), dyspepsia, neurovegetative disorders
(58%) and neuropsychic, formation of immunopath-
ological syndromes, changes in biochemical and bio-
physical indicators, reflecting the weakening of the
body’s antioxidant defense.

Generalized periodontitis in subjects exposed to
radiation is characterized by chronic nature, constant
progression, reduced repair capacities of periodontal
tissues, predominance of dystrophic processes on in-
flammatory, abundance and diversity of periodontal
pocket microflora. Periodontal changes under the
influence of ionizing radiation in patients included
in the study were developed under direct action of
radiation (radiation damage) and hard tissue lesions
occurred as a result of exposure of irradiated peri-
odontal tissues to exogenous factors (post-radiation
damage).

The alveolar process - the critical tissue compo-
sition of the periodontal complex has an absorption
capacity for osteotropes and radionuclides, by substi-
tuting calcium in hydroxyapatite crystals, creating a
source of chronic radiation with the formation of the
osteoporotic sponge substance. Roengological data
demonstrated that the majority (86%) of this group
of patients is characterized by the presence of mixed
bone resorption (both horizontally and vertically).
Examination of the degree of tooth mobility using
the clinical method (vestibular-orally, medial-distal,
around the spindle and vertical) showed a medium-
advanced degree of pathological mobility favored
and the presence of dental arches.

The data of clinical and paraclinical examination,
the data of the last-minute specialty literature (with a
detailed study of the indications, contraindications,
advantages and disadvantages of the metal-ceramic
dental bridges, various fixed and mobile immobili-
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mis de a folosi puntile dentare metalo-ceramice cu
proprietati de imobilizare pentru restabilirea integri-
tatii arcadelor dentare si imobilizarea dintilor mobili.

Luind in consideratie particularititile mecanice
si chimice a lucrarilor din metalo-ceramici si date-
le obtinute in studiul nostru putem recomanda uti-
lizarea puntilor dentare fixe din metalo-ceramica la
pacientii cu parodontita cronica numai in forme me-
dii si usoare, la prezenta dintilor suport cu coroane
clinice de inéltime medie, numai dupa tratamentul
antiinflamator, in stadiul de remisie a bolii. Pentru a
folosi puntea dentard metalo-ceramicd i ca un sis-
tem de imobilizare este nevoie de a creste numdr de
dinti suport. La pacienti cu malocclusii, deplasarea
distala a mandibulei, abraziunea patologicd a tesutu-
rilor dentare dure tratamentul cu punti metalo-cera-
mice de preferat a incepe dupa pregatirea speciald.
Efect functional si estetic inalt a sinarii se atinge la
combinatia protezelor partial mobilizabile scheletate,
flexibile tip Bredent in regiunea dintilor laterali (pre-
molarilor si molarilor) si puntilor metalo-ceramice
in regiunea frontald. Categoric este contraindicat fo-
losirea puntilor dentare metalo-ceramice cu consol.
Este important ca margina coroanei pe dinte suport
sd se amplaseze la nivelul marginii gingivale, locali-
zarea ei subgingival este inacceptabil.

S-a constatat cd fara exceptie toti “lichidatorii” si
victimele accidentului se confrunta cu unele sau alte-
le probleme de sénatate, adesea foarte grave. Deacea
pentru aceasta categorie de pacienti, inclusiv a celor
care suferad de parodontita cronicé cronica, controlul
dispensar este nevoie de efectuat cel putin 2 ori pe
an (in unele cazuri si de 3-4). Acest control periodic
aprofundat v-a include si explicarea recomandarilor
pentru respectarea strictd a regulilor de igiena orala.
Pentru eliminarea posibilelor efecte radiatiei de ter-
men lung este important de a creste rezistenta orga-
nismului si maximal posibil de exclus actiunea altor
agenti nocivi.

Dar de multe ori acest grup de pacienti, fiind intr-
un grup de invalizi si avind beneficii materiale foarte
modeste nu-si pot asigura o monitorizare adecvata
sau orice tratament medical necesar (uneori chiar
foarte limitat), inclusiv si cel stomatologic. “Victi-
mele de la Cernobil” au nevoie de examen medical
special, nonstandard, din cauza specificacititiilor
consecintelor medicale la distanta a evenimentelor
in care au participat. Monitorizarea dinamicd a fieca-
ruia dintre ,lichidatori“ v-a permite de a imbunatati
calitatea lor de viata.

Concluzii

1. Evaluarea consecintelor medicale ale acciden-
tului de la Cernobil ar trebui sé tind cont nu
numai de iradiere, ci si de alti factori negativi
care au actionat si actioneaza asupra unei per-
soane, inclusiv si cele socio-economice.

2. Pentru a preveni dezvoltarea unor forme
agresive a parodontitei marginale cronice si,
ca urmare, pierderea masiva a dintilor, toti li-

zation systems) allowed to use Porcelaine-Fused-
to-Metal Partial Fixed Denture with immobilizing
properties to restore the integrity of the dental arches
and immobilize the teeth.

Taking into consideration the mechanical and
chemical particularities of metal-ceramic bridge
denture and the data obtained in our study, we can
recommend using metal-ceramic dental bridges in
patients with chronic periodontitis only in medium
and mild forms, with the presence of support teeth
with height clinical crowns and only after anti-in-
flammatory treatment in the remission stage of the
disease. To use the metal-ceramic dental bridge and
as an immobilization system it is necessary to in-
crease the number of support teeth. In patients with
malocclusions, distal mandible displacement, patho-
logical abrasion of dental hard tissues, treatment
with preferred metal-ceramic bridges will start after
special preparation. A high functional and aesthetic
effect of immobilization is achieved by the combina-
tion of sckeletonized denture, Bredent-type denture
in the region of lateral teeth (premolars and molars)
and metal-ceramic bridges in the frontal region. Cer-
tainly is contraindicated the use of canteliever metal-
ceramic dental bridges. It is important that the crown
edge on the support tooth is located at the gumline
level, its subgingival location is unacceptable.

It has been found that without exception all ,liq-
uidators® and victims of the accident face some or
other health problems, often very serious. Therefore,
for this category of patients, including those suffering
from chronic periodontitis, dispensary control needs
to be performed at least twice a year (in some cases
three-four times). This periodic review also includes
explaining recommendations for strict oral hygiene
rules. To eliminate the possible effects of long-term
radiation, it is important to increase the body’s re-
sistance and maximally exclude the action of other
harmful agents.

But often this group of patients, being in a group
of disabled people and having very modest material
benefits, can not provide adequate monitoring or any
necessary medical treatment (sometimes even very
limited), including dental treatment. ,,Chernobyl vic-
tims“ need special, nonstandard medical examina-
tion, due to the specifics of the medical consequences
of the events in which they participated. The dynam-
ic monitoring of each of the ,liquidators* allows you
to improve their quality of life.

Conclusions

1. The assessment of the medical consequences
of the Chernobyl accident should take into
account not only irradiation, but also other
negative factors that have acted and act on a
person, including socio-economic ones.

2. In order to prevent the development of
aggressive forms of chronic marginal peri-
odontitis and consequently the massive loss
of teeth, all liquidators of the accident at the



chidatorii accidentului de la centralele nucle-
are ar trebui sd fie monitorizati continuu.

In calitate de sisteme fixe de imobilizare care
restabilesc si integritatea arcadelor dentare la
prezenta parodontitei marginale cronice ale
participantilor lichidarii a accidentului de la
centrala nucleard de la Cernobil pot fi reco-
mandate puntile dentare metalo-ceramice
care indeplinesc cerintele mecanice si estetice.
La prezenta defectelor terminale restaurarea
integritdtii arcedelor dentare poate fi supli-
mentatd cu utilizarea protezelor partial mobi-
lizabile.

nuclear power plants have to be monitorised
continuously.

Immobilisation systems that restore integri-
ty of dental arches at the presence of chro-
nic marginal periodontitis at participants of
liquidation of Chernobyl nuclear power sta-
tion tragedy, metal-ceramic dental bridgres
meeting the mechanical and aesthetic requi-
rements can be recommended.

In the presence of terminal defects, restoring
the integrity of the dental arches can be sup-
plemented with the use of partially mobilized
prostheses.
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Rezumat

Reluarea tratamentului endodontic con-
sta in dezobturarea canalelor unui dinte deja
tratat, refacererea tratamentului chemomeca-
nic pe intreg canalul pana la apex, tratament
antispetic cu hidroxid de calciu si clorhexidi-
nd si refacerea corectd a obturatiei de canal.
Dezobturarea este etapa cea mai laborioasd
din cauza duritétii unor cimenturi de sigilare
care nu pot fi indepartate decat prin mijloace
mecanice rotative, de unde si riscul de aparitie
a unor iatrogenii care complicd tratamentul.
Se impune de asemenea o largire suplimenta-
rd a canalului cu 0,05-0,10 ISO pentru inde-
pértarea mai eficientd a materialelor de obtu-
ratie si biofilmelor de interfatd de pe peretii
canalelor. Reobturarea canalelor radiculare
presupune utilizarea gutapercii, prin diverse
tehnici, simultan cu un ciment de sigilare bio-
compatibil, radioopac, cu contractie de priza
minimald, efect antibacterian i capacitatea de
a se cupla adeziv la peretii de dentind ai ca-
nalelor radiculare. EndoSequence’ BC Sealer™
este un asemenea sigilant, de natura biocera-
micd, care in plus oferd posibilitatea formarii
unui monobloc adeziv cu dentina prin hidro-
xiapatita generatd in cursul prizei in urma
contactului cu lichidele tisulare.

Cuvinte cheie: reluarea tratamentului en-
dodontic, obturatie de canal, cimenturi bioce-
ramice

Introducere

Reluarea tratamentului endodontic se adreseaza
esecurilor inregistrate de tratamentul de canal initial.
Numeroase studii clinice au demonstrat cé in paro-
dontitele apicale cronice tratamentul chemomecanic
de canal, corect executat din start, duce la un procent

( N\

Summary

The endodontic canal retreatment lies
in removal of root canal filling of previously
treated tooth, an additional enlargement of
root canal to its apical terminus, calcium hy-
droxide and chlorhexidine dressing and, the
appropiate root canal filling. The removal of
root canal filling is the most difficult step due
to the hardness of sealares that need rotary
instruments to be pushed out and sometimes
may generate iatrogenies. An 0.5-0.10 ISO
additional enlargement of root canal is also
required for better cleaning of filling mate-
rial remnants and biofilms that adhered on
root canal walls. The root canal refill is based
on gutta—percha core and sealer that ideally
has to be biocompatible, radiopaque, with
minimal setting shrinkage, antibacterial and
strongly adhesive to dentinal tissue of root ca-
nal walls. EndoSequence BC Sealer™ is such a
bioceramic based sealer that has the posibility
to generate an adhesive monoblock with den-
tine because during setting is combined with
tissue fluids resulting in an interface layer of
hydroxyapatite.

Key words: endodontic retreatment, root
canal filling, bioceramics

Introduction

The resumption of endodontic treatment
addresses the failures of initial canal treatment.
Numerous clinical trials have shown that in chro-
nic apical periodontitis, the chemomecanic canal
treatment, correctly executed from the start, leads
to a 83-100% healing rate, but the success rate is
reduced in treatment retreats to 56-84% [1-4 ]. Re-
moval of a canal filling seeks to properly access the
channel pathway to the apex, avoiding the associa-



de vindeciri de 83-100%, dar rata succesului se redu-
ce in reludrile de tratament la 56-84% [1-4].

Indepértarea unei obturatii de canal urmdreste
accesarea adecvata a traseului canalului pani la apex,
evitdnd riscurile asociate si corectind erorilor trata-
mentului chemomecanic initial. Principalele riscuri
ale dezobturdrii sunt extruzia apicald, blocajul apical,
pragurile, cdile false, fenestrarea curburii interne sau
fracturarea in canal a instrumentului de dezobturat [5].

Tehnicile de dezobturare diferd in functie de ma-
terialul de obturatie utilizat. Din pacate, dupa dez-
obturare rimé4n acumulate de resturi de gutaperca si
ciment de sigilare insdmantate cu microflord cu pre-
cddere in treimea apicald a canalului, istmuri si polii
canalelor ovale [5].

Gutaperca este indepdrtata mecanic manual sau
rotativ, folosind solventi, agenti termici (System B,
Touch’n Heat) sau ultrasunete. Instrumentarul ma-
nual, in speta acele Hedstrom sunt foarte eficiente in
obturatiile cu con unic (monocon) de gutaperca sau
obturatiile impropriu executate prin condensarea la-
terald la rece a gutapercii [5].

Folosirea unui solvent, de reguld cloroform sau
succedanee precum eucaliptolul, halotanul, xylenul,
uleiul de portocale, este mai sigura biologic decat
cédldura in treimea apicala a canalului, permitand de
asemenea ramolirea mai rapidd si mai eficientd a gu-
tapercii condensate [5].

Indepdrtarea sigilantilor pe baza de oxid de zinc-
eugenol sau hidroxid de calciu de reguld nu pune
probleme dacd se asociazd mijloace instrumentale si
solventi adecvati, dar rasinile epoxidice (AH Plus), Re-
silon-Epiphany (obturatie termoplasticd monobloc cu
policaprolactona si rdsind sigilanta compozita cu du-
blu mecanism de priza), cimenturile ionomer de sticla
si cimenturile bioceramice sunt dure si virtual insolu-
bile, necesitdnd apelarea la mijloace combinate rotati-
ve si ultrasonice, riscante si consumatoare de timp [5].

Cimenturile bioceramice utilizate ca sigilanti in
obturatia de canal sunt combinatii de silicati si fosfati
de calciu. Parametrii lor fizico-chimici se traduc prin
stabilitate chimicd, pH alcalin, biocompatibilitate,
radioopacitate, lipsa contractiei de prizd, efect anti-
bacterian si capacitatea de a se cupla adeziv la peretii
de dentina ai canalelor radiculare prin hidroxiapatita
generatd in cursul prizei, ca urmare a contactului cu
lichidele tisulare [6-8].

EndoSequence” BC Sealer™ (Brasseler, Savanah,
USA) este un ciment bioceramic de sigilare premixat
care contine silicati de calciu, fosfat de calciu mono-
bazic, hidroxid de calciu, oxid de zirconiu, filler si
agenti de ingrosare. Priza in canalele radiculare are
loc pe baza cuplirii cu apa existenta in canaliculele
dentinare [6,9].

EndoSequence BC Sealer a fost introdus in ideea
unui material de obturatie de canal cu succes previ-
zibil, la indemana majoritatii specialistilor, dat fiind
utilizarea sa sub forma injectabild. Consistenta aptd
de utilizare se mentine 4 ore la temperatura camerei,
iar priza dureazi intre 4-10 ore in functie de umidi-

ted risks and correcting the initial chemomechani-
cal treatment errors. The main risks of dislocation
are apical extrusion, apical blockage, thresholds,
false pathways, fenestration of the internal curva-
ture, or fracture of the disfigured instrument in the
canal [5].

Discovering techniques differ depending on
the fill material used. Unfortunately, after discar-
ding, they remain accumulated by gutta-percha
and sealing micro-floral cements, especially in the
apical third of the canal, osteas and oval canals [5].
Gutaperca is manually or rotatively mechanically
removed using solvents, thermal agents (System
B, Touch’n Heat), or ultrasound. Handheld instru-
ments, in particular Hedstrom, are very effective
in gutta—percussion (monocontact) obturations or
improper obturations made by cold gutta-permea-
te condensation [5].

The use of a solvent, typically chloroform or
succedanes such as eucalyptol, halothane, xylene,
oranges oil, is more biologically safer than heat in
the apical third of the canal, also allowing faster
and more efficient raging of condensed guttaperca
[5].Removal of zinc-eugenol or calcium hydroxide
sealants does not usually cause problems if appro-
priate instrumental tools and solvents are used, but
epoxy resins (AH Plus), Resilon-Epiphany (mono-
block polypaprolactone thermoplastic and com-
posite sealant resin double junction mechanism),
glass ionomer cements and bioceramic cements are
harsh and virtually insoluble, requiring the use of
risky and time-consuming rotating and ultrasonic
means [5].

Bioceramic cements used as seals in canal fil-
lings are combinations of silicates and calcium
phosphates. Their physicochemical parameters
are translated by chemical stability, alkaline pH,
biocompatibility, radiopacity, lack of contraction,
antibacterial effect, and the ability to glue the den-
tin walls of the root canals through the hydrox-
yapatite generated during the contact as a result
of contact with tissue fluids [6-8].EndoSequence®
BC Sealer ™ (Brasseler, Savanah, USA) is a pre-
mixed biochemical sealing cement containing
calcium silicates, monobasic calcium phosphate,
calcium hydroxide, zirconium oxide, fillers and
thickeners. The root canal outlet takes place on
the basis of the coupling with water present in the
dentinal canals [6,9].

EndoSequence BC Sealer has been introduced
into the idea of a predictably successful channel
fill material, available to most specialists, given
its use as an injection. The consistency of use
is maintained for 4 hours at room temperature
and the socket takes 4-10 hours depending on
the humidity in the channels. The minimum so-
cket length is found in the channels with suffi-
cient humidity and the maximum in the de-
siccant channels [7,9]. The radiopacity was
converted into millimeters of aluminum, 3.834 +
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tatea din canale. Durata minima de priza o intlnim
in canalele cu suficientd umiditate iar cea maxima in
canalele desicate [7,9].

Radioopacitatea sa convertitd in milimetri de
aluminiu, de 3,834 + 0,346 mm Al, se incadreazd in
recomandarile ISO 6876/2001 pentru cimenturile de
sigilare care impun un prag minimal de 3,00 mm Al
In acelasi timp este mai mare decat a dentinei radi-
culare (1,045 + 0,200 mm Al), dar mai mica decat
a rasinii epoxidice AH Plus (6,936 + 0,462 mm Al),
cimentului de sigilare de cea mai largd utilizare in en-
dodontia contemporana [6].

In ordine descrescatoare a radiodensitatii, substan-
tele uzuale radioopace introduse in compozitia cimen-
turilor de sigilare sunt: oxidul de bismut, oxidul de zir-
coniu, tungstatul de calciu, sulfatul de bariu si oxidul
de zinc. AH Plus are o radioopacitate aproape dubla
deoarece spre deosebire de EndoSequence BC Sealer,
in afara oxidului de zirconiu, mai contine si tungstatul
de calciu care 1i confera un efect aditional [6].

Fluiditatea cimentului de sigilare EndoSequence
BC Sealer (26,96 * 0,68 mm), utild obturarii istmuri-
lor i canalelor radiculare secundare, corespunde de
asemenea normelor ISO 6876/2001 deoarece depa-
seste valoarea minimald de 20 mm. Este semnificativ
mai mare decat a AH Plus (21,17 + 0,39 mm) [6].

EndoSequence BC Sealer are un pH-ul cuprins
intre 10,31 (dupa 3 ore de la prizd) si 11,16 (masurat
dupa 10 zile) ceea ce ii conferd o actiune antimicrobi-
and eficientd fata de Enterococcus faecalis [6].

Reactia di- si trisilicatilor de calciu din compozitia
sigilantului cu apa din canaliculele dentinare si spatiul
desmodontal apical duce la formarea de hidroxid de
calciu, care dupa un contact de doua luni cu fosfatii
mediului tisular genereazd hidroxiapatita [6].

Relevanta biologica a acestui proces rezidd in
crearea premizei de aderare chimic a cimentului de
sigilare la structurile anatomice ale sistemului endo-
dontic alcétuite dintr-un tesut mineralizat, dentina,
care contine hidroxiapatita. De aici, speranta obtine-
rii unei etanseizari clinice autentice a parodontiului
apical prin cimenturile de sigilare bioceramice de ti-
pul EndoSequence BC Sealer [6].

2[3Ca0.5i0,] + 6H,0 » 3Ca0.28i0,.3H,0 + 3Ca(OH),
Silicat tricalcic Hidroxid de calciu

2[2Ca0.5i0,] +4H,0 » 3Ca0.28i0,.3H,0 + Ca(OH),
Silicat dicalcic Hidroxid de calciu

7Ca(OH), + 3Ca(H,PO,), » Ca, (PO,) (OH), + 12H,0
Hidroxid ~ Fosfat de calciu ~ Hidroxiapatitd
de calciu

Dezobturarea canalelor radiculare nu ajunge sa in-
departeze complet EndoSequence BC Sealer. Deoare-
ce dupa priza devine impenetrabil este obligatorie co-
recta reabordare chemomecanici a canalului radicular
pe intregul sdu parcurs. Axioma este de a folosi cimen-
turile bioceramice ca sigilanti care coafeaza gutaperca
si nu ca material de obturatie de canal integrala [6].

0.346 mm Al, complying with ISO 6876/2001 re-
commendations for sealing cements requiring a
minimum threshold of 3.00 mm Al. At the same
time, it is higher than the root dentine (1,045 +
0,200 mm Al), but less than the epoxy resin AH
Plus (6,936 + 0,462 mm Al), the sealing cement
with the largest use in contemporary endodon-
tics [6].In decreasing order of radiofrequency, the
commonly used radiopaque substances in the sea-
ling cement composition are: bismuth oxide, zir-
conia, calcium tungstate, barium sulfate and zinc
oxide.

AH Plus has almost double radioactivity beca-
use unlike EndoSequence BC Sealer, besides zirco-
nium oxide, it also contains calcium tungstate whi-
ch gives it an additional effect [6]. EndoSequence
BC Sealer sealing fluid (26.96 + 0.68 mm), useful
for obstructing secondary ismals and root canals,
also complies with ISO 6876/2001 because it ex-
ceeds the minimum value of 20 mm. It is signi-
ficantly higher than AH Plus (21.17 £ 0.39 mm)
[6]. EndoSequence BC Sealer has a pH of 10.31
(after 3 hours of intake) and 11.16 (measured after
10 days), which gives it an effective antimicrobial
action against Enterococcus faecalis [6]. The re-
action of calcium di- and trisilicates in the water
sealant composition of the dentinal canals and the
apical desmodontal space leads to the formation
of calcium hydroxide, which after a two-month
contact with tissue phosphate generates hydroxya-
patite [6].

The biological relevance of this process lies in
creating the premise of chemical adhesion of sea-
ling cement to the anatomical structures of the en-
dodontic system made up of a mineralized dentin
tissue containing hydroxyapatite. Hence, the hope
of obtaining an authentic clinical seal of apical pe-
riodontium through bioceramic sealing cements
such as EndoSequence BC Sealer [6].

2[3Ca0.5i0,] + 6H,0 > 3Ca0.25i0,.3H,0 + 3Ca(OH),
Tricalcium silicate Calcium hydroxide

2[2Ca0.5i0,] + 4H,0 » 3Ca0.25i0,.3H,0 + Ca(OH),
Dicalcium silicate Calcium hydroxide

7Ca(OH), + 3Ca(H,PO,), » Ca (PO,) (OH), + 12H,0
Calcium Calcium Hydroxyapatite
hydroxyde  phosphate

Discoloration of root canals does not end up
completely removing the EndoSequence BC Seal-
er. Since the socket becomes impenetrable, the
correct chemometric re-ordination of the root
canal is mandatory throughout its course. Axi-
oma is to use bioceramic cements as sealants that
coat guttaperca and not as full channel fill mate-
rial [6].

It has been found that guttapercous conturation
using EndoSequence BC Sealer sealant can lead to
loss of apical permeability or even apical block-



S-a constatat ca obturatia cu con unic de gutaper-
ca folosind ca sigilant EndoSequence BC Sealer poate
duce la pierderea permeabilitétii apicale sau chiar la
blocaj apical. Chiar daci se reuseste dezobturarea pe
toatd lungimea de lucru cand conul de gutapercd a
intrat pana la apex, in 20% din cazuri nu se obtine si
permeabilizarea apicald din cauza resturilor de sigi-
lant care nu poate fi indepértat [10].

In schimb, daci conul unic nu a fost inserat pana
la apex, in 70% din canale nu se reuseste nici dez-
obturarea pe toatd lungimea si nici permeabilizarea
apicald. Exceptional se poate patrunde cu instrumen-
tar endodontic manual daca exista goluri in obturatie
sau zone in care priza inca nu s-a instalat [10].

Pentru dezobturarea canalelor obturate prin teh-
nica monocon cu sigilant de tipul EndoSequence BC
Sealer se recomanda ca timpi operatori folosirea an-
selor ultrasonice in treimea cervicald si medie a cana-
lelor, incercarea de plastifiere cu cloroform, dezobtu-
rarea cu instrumentar de canal rotativ si doar in final
apelarea la instrumentarul manual. Chiar respectand
acest protocol si reusindu-se permeabilizarea, pe pe-
retii canalului rdéman resturi aderente de sigilant im-
posibil de indepartat prin tehnicile conventionale de
dezobturare practicabile [10].

Scopul lucrarii

Neexistdnd incd in literaturd suficiente studii
comparative privind eficienta clinicd si strategiile de
utilizare in obturatiile de canal a cimentului de sigila-
re EndoSequence BC Sealer ne-am propus urmdrirea
evolutiei unor situatii particulare in care s-a procedat
la executarea obturatiilor de canal prin tehnica mo-
nocon folosind ca sigilant acest ciment bioceramic.

Material si metode

Au fost selectionati doi pacienti, prezentdnd un
premolar inferior (45) cu obturatie de canal incomple-
td si instrument endodontic fracturat in treimea medie
a canalului, complicat cu o parodontita apicala acut,
respectiv un premolar superior (14) asimptomatic cu
rddécinile in baionetd si obturatie de canal incompleta.

Pentru dezobturarea canalelor s-a folosit in am-
bele cazuri sistemul rotativ ProTaper Universal Re-
treatment ProTaper UR (Dentsply/Maillefer, Ballai-
gues, Elvetia) care detine 3 freze dedicate: D1 30/.09
16 mm, D2 25/.08 18 mm si D3 20/.07 22 mm uti-
lizate la turatie de 500 rpm si cuplu de 2 N/cm prin
motorul X-Smart (Dentsply/Maillefer).

Practic la cele doud cazuri s-a utilizat doar Freza
D1 intrucét obturatiile incomplete ocupau doar trei-
mea cervicald a canalului.

Reluarea ldrgirii si finisarea canalelor radiculare s-a
executat cu sistemul rotativ ProTaper Universal pe toatd
lungimea lor, pand la apex. Dat fiind o situatie clinicd de
retratament endodontic, s-a impus efectuarea acestuia
in doud sedinte, atat in cazul de parodontitd apicald acu-
ta cét si in cel asimptomatic, pentru a permite actiunea
medicamentoasa antimicrobiand printr-un pansament
cu hidroxid de calciu asociat cu clorhexidina 2%.

age. Even if deformation is achieved over the entire
length of the work when the guttapercha cone has
entered to apex, in 20% of cases, apical permeabil-
ity is not obtained due to non-removable sealing
remnants [10].

Conversely, if the single cone has not been in-
serted to apex, 70% of the channels do not suc-
ceed in either full-length deformation or apical
permeability. Exceptional penetration by manual
endodontic instrumentation if there are voids in
the filling or areas where the socket has not yet
been installed [10].For disinfecting the channels
obstructed by the mono-end technique with En-
doSequence BC Sealer, it is recommended that op-
erating times use ultrasound cervical and medium
groove cavities, chlorophyll plasticization, rotary
channel instrumentation and ultimately call man-
ual instrumentation . Even in keeping with this
protocol and with permeability, the seals remain
sealing adherents that can not be removed by prac-
ticable discoloration techniques [10].

The purpose of the work

In the literature, there are not enough compa-
rative studies on clinical efficacy and strategies for
the use of EndoSequence BC Sealer .We wanted to
track the evolution of particular situations in which
the monolayer technique was performed by using
the EndoSequence BC Sealer.

Methods and matherials

Two patients were selected, showing a lower
premolar (45) with incomplete canal filling and
an endodontic instrument fractured in the middle
third of the canal, complicated with an acute apical
periodontitis, respectively an asymptomatic supe-
rior premolar (14) with bayonet roots and incom-
plete canal filling. In both cases, ProTaper Univer-
sal Retreatment ProTaper UR (Dentsply / Maillefer,
Ballaigues, Switzerland) has 3 rotary cutters: D1 30
/.09 16 mm, D2 25/ .08 18 mm and D3 20 /. 07
22 mm used at 500 rpm and torque of 2 N / cm
through the X-Smart (Dentsply / Maillefer) engi-
ne. Practically, in these two cases only D2 was used,
since incomplete fillings occupied only the third
cervical canal.

The resumption of the widening and the finis-
hing of the root canals were performed with the
ProTaper Universal rotating system all the way up
to the apex. Due to a clinical situation of endo-
dontic retreatment, it was required to do it in two
sessions, both in the case of acute apical perio-
dontitis and in the asymptomatic period, to allow
the antimicrobial drug action through a calcium
hydroxide dressing associated with 2% chlorhexi-
dine.EndoSequence BC Sealer pre-mixed sealing
cement was introduced into the canals by injec-
tion into the cervical third with an Intra-Canal
Type cannula (Brasseler, USA) attached to the
cement syringes. Using a Kerr needle ISO 15, the
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Cimentul de sigilare premixat EndoSequence BC
Sealer s-a introdus in canale prin injectare in treimea
cervicald cu o canuld Intra-Canal Tip (Brasseler, USA)
atasata seringii cu ciment. Folosind un ac Kerr pila ISO
15 s-au tapetat peretii canalului cu cimentul respectiv
pentru a-1 intinde intr.un film subtire inaintea inserarii
conului de gutapercé cu design standardizat conform
sistemului rotativ ProTaper cu care s-a ldrgit canalul.

Cazuistica clinica

Cazulnr.1

Reluarea tratamentului endodontic la al doilea pre-
molar inferior cu obturatie de canal incompletd asocia-
ta cu fracturarea unui instrument endodontic in canal.

Cazul nr.2

Reluarea tratamentului endodontic la primul pre-
molar superior cu obturatie de canal incompletd si
radécini cu dubld curbura in sens mezio-distal.

Fig.1. Obturatie de canal
incompleta la 45. Instrument
endodontic fracturat in canal.

Parodontitd apicala acutd.

a canalului la 45 pentru crearea

Fig.1. Incomplete canal filling

at 45. Endodontic instrument

fractured in the channel.acute
apical periodontitis.

ment blocked in the canal walls.

Fig.5. Obturatie de canal
incompleta la 14. Dinte
asimptomatic clinic. Radacini cu
dubld curbura.

and odontometry.

Fig.5. Incomplete canal filling at
14. Clinically asymptomatic. Roots
with double curvature.

canalelor i odontometria.

accesului sub microscop spre instru-
mentul blocat in peretii canalului.

Fig.2. Widening of the coronary half ~ Fig.3. Canal filling at 45 through
of the canal at 45 to create access
under the microscope to the instru-

Fig.6. Removal of incomplete canal
filling at 14. Channel negotiation

Fig.6. Indepartarea obturatiei de

c@nal incompleta la 14. Negocierea ~ Fig.7. Obturatie de canal la 14 prin

walls of the groove with the cement were taped
to spread it into a thin film before inserting the
standard gutta-perch cone according to the Pro-
Taper rotation system with which the groove was
enlarged.

Clinical case

Case no.1

Resumption of endodontic treatment in the sec-
ond inferior premolar with incomplete canal filling
associated with fracture of an endodontic instru-
ment in the canal.

Case no 2

Resumption of endodontic treatment of the first
superior premolar with incomplete canal filling
and double-curved roots in the mid-distal sense.

Fig.2. Largirea jumatatii coronare ~ Fig.3. Obturatie de canal la 45 prin  Fig.4. Controlul obturatiei de canal

la 45 dupd un interval de 3 ani.
Dinte clinic asimptomatic. Imagine
radiologicd de aspect normal.

tehnica cu con unic de gutaperca
folosind ca sigilant bioceramic
EndoSequence BC Sealer.

Fig.4. Control of canal filling

at 45 after 3 years. Clinically
asymptomatic target. Radiological
appearance of normal appearance.

unique cone of gutta-percha
using as a sealant bioceramic
EndoSequence BC Sealer.

Fig.8. Controlul obturatiei de canal

la 14 dupd un interval de 3 ani. Dinte
clinic asimptomatic. Rx in incidentd
oblicd. Imagine de aspect normal.

Fig.7. Canalfilling at 14 through

technique with unique cone of

gutta-percha using as a sealant
bioceramic EndoSequence BC Sealer.

Fig. 8 Control of canalfilling

at 14 after 3 years. Clinically

asymptomatic . Rxin oblique
incidence. Normal look.

tehnica cu con unic de gutaperca
folosind ca sigilant bioceramic
EndoSequence BC Sealer.



Discutii

Conform datelor de literaturd, eficienta indepar-
tarii rotative a gutapercii si cimentului de sigilare cu
sistemul ProTaper UR este maxima in treimea cervi-
cald a radacinii, practic nerdmanand detritusuri pe
peretii canalului. In acelasi timp este mai sigurd si
necesita mai putin timp decét sistemul Mtwo R sau
dezobturarea manualg, lasdnd mai putine detritusuri
in canal decét alte procedee [11].

O alternativa acceptata de dezobturare in treimea
cervicald a canalelor este si utilizarea mixta a frezelor
NiTi si acelor Hedstrom (in special pentru elimina-
rea detritusurilor), evitindu-se insd frezele Gates-
Glidden care, desi foarte eficiente in dezobturare si
eliminarea materialului de obturatie, folosindu-se in-
tempestiv pot genera o cantitate mai mare de céldura.
In plus efectul caloric dezvoltat in tesutul parodontal
marginal de frezele Gates-Glidden se prelungeste
aproximativ un minut dupi incetarea frezajului, spre
deosebire de instrumentarul rotativ NiTi unde tesu-
tul se raceste o data cu oprirea actiunii frezei [11].

ProTaper UR este la fel de sigur si eficient in dez-
obturarea canalelor radiculare ca si instrumentarul
actionat manual. Pe de altd parte obturatiile prin
condensarea gutapercii asociate cu sigilant, in pre-
zent cele mai utilizate, pot fi mai usor indepartate in
cazul folosirii conurilor de gutapercé cu design stan-
dardizat dupd calibrul frezelor NiTi cu care s-a largit
canalul [12].

De altfel, in retratamentul celor doud cazuri pre-
zentate s-a apelat la obturatia de canal cu monocon
(con unic) de gutaperca standardizat instrumenta-
rului rotativ ProTaper cu care s-a finalizat largirea
mecanica pand la apex, la care s-a asociat ca sigilant
bioceramic EndoSequence BC Sealer [12].

Studiile de dezobturare demonstreaza ci, indife-
rent de tehnica folositd, este imposibild indepartarea
integrald a materialelor de obturatie de canal care, fie
raman aderente parcelar pe pereti, fie se acumulea-
za in lumenul canalului in segmentul sdu apical. Din
aceastd perspectivd trebuie mentionat ca rezistenta
adeziunii sigilantului bioceramic EndoSequence BC
Sealer masuratd in vitro prin testul de tractiune este si-
milard sigilantului din rasina epoxidicd AH Plus [12].

Desi in reluarea tratamentului endodontic dupa
dezobturarea canalului se procedeaza obligator la o
lirgire suplimentara urmatd de finisare, eliminarea
gutapercii si sigilantului nu poate fi 100% garantata.
O alternativd cu caracter optional ar fi combinarea
indepartérii rapide initiale a obturatiei de canal cu
instrumentar rotativ, urmata de finisarea si evidarea
detritusurilor prin instrumentar manual folosind ace
Hedstrom ISO 15-40 [12].

Instrumentele endodontice manuale din otel ino-
xidabil se fractureaza de reguld prin solicitare excesi-
va la torsiune, pe cand la cele rotative din nichel titan
accidentul poate apare atat prin frictiune, din cauza
depdsirii rezistentei la torsiune, dar si prin oboseald
ciclicd unde cauza este torsiunea repetitiva si nu de-
pésirea pragului de rezistentd la torsiune [13].

Discussions

According to literature data, the efficiency of
the rotary removal of guttaperch and sealing ce-
ment with the ProTaper UR system is maximal in
the cervical third of the root, practically not de-
grading the debris on the walls of the canal. At the
same time it is safer and requires less time than the
Mtwo R system or manual de-rupture, leaving few-
er debris in the channel than other processes [11].

An alternative to cervical canal deboning is the
mixed use of NiTi cutters and Hedstréom needles
(especially for removing debris), but avoiding the
Gates-Glidden cutters which, although very ef-
fective in defatting and removing the fill material,
using — Incidentally, they can generate a greater
amount of heat. In addition, the caloric effect de-
veloped in the marginal periodontal tissue of the
Gates—Glidden cutters is extended approximately
one minute after the cure has ended, unlike the
NiTi rotary instrument where the tissue cools
down when the cutter stops. [11]

The ProTaper UR is as safe and effective in dis-
figuring root canals as hand-operated tools. On the
other hand, the most commonly used gutta-per-
meable condensation can be more easily removed
by using standardized gutta—perimeter cones after
the NiTi cutter gauge with which the groove [12]
has been enlarged.

In fact, in the retreatment of the two cases pre-
sented, we used the monocone (single conical) gut-
tapercha canal obturation of the ProTaper rotary
instrumentation, with which the mechanical en-
largement to apex was completed, to which it was
associated as a bioceramic seal EndoSequence BC
Sealer [12].

Decontamination studies demonstrate that, re-
gardless of the technique used, it is impossible to
completely remove the canal fill materials that ei-
ther remain plotted on the walls or accumulate in
the lumen of the canal in its apical segment. From
this perspective it should be noted that the resistance
of the adhesion of the biochemical sealant EndoSe-
quence BC Sealer measured in vitro by the traction
test is similar to the AH Plus epoxy resin sealer [12].

Although in resumption of endodontic treat-
ment after deformation of the canal it is obligatory
to an additional enlargement followed by finish-
ing, removal of gutta percha and sealant can not
be 100% guaranteed. An optional alternative would
be to combine the early rapid removal of canal ob-
struction with rotary instrumentation followed by
finishing and recording of debris by hand instru-
mentation using Hedstrom ISO 15-40 [12] needles.

Stainless steel manual endodontic instruments
are typically fractured by excessive torsional strain,
whereas in titanium nickel rotators, the accident
can occur both by friction due to the exceeding of
torsional resistance, but also by cyclic fatigue where
the cause is repetitive torsion, and not exceeding
the torsional resistance threshold [13].
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Manevrele de indepirtare a instrumentului frac-
turat nu influenteaza rezultatul final al tratamentului
chemomecanic de canal dar poate afecta rezistenta
mecanica a dintelui. Masurile generale de prevenire
constau in preevazarea treimii coronare a canalului,
care permite abordarea largirii prin telescopare pro-
gresivd (crown-down) si preldrgirea manuald cu ace
Kerr pild pand la ISO 25, inaintea abordarii largirii
rotative (crearea traseului de alunecare) [13].

La tehnicile de largire mecanic, in afara regulilor
conventionale privind forta de cuplu, accesul rectili-
niu in lumenul canalului, lirgirea progresivé cu con-
tacte minimale in suprafata si evitarea conditiilor de
activare a functiei de deblocare automatd, trebuie de
asemenea respectatd secventa frezelor de NiTi reco-
mandata de producator [13].

Timpii operatori recomandati pentru indeparta-
rea instrumentului fracturat in canal constau in con-
trolul vizual al extremitétii coronare a fragmentului
de instrument, evaluarea anatomiei interne a canalu-
lui respectiv, incercarea de ocolire a instrumentului
blocat in canal (bypass) si alegerea mijloacelor adec-
vate de scoatere din canal [13].

Fracturarea unui instrument endodontic in cur-
sul tratamentului endodontic in canalul unui dinte,
chiar dacd apare in numai 0,5-5% din cazuri, repre-
zintd una dintre cele mai nepldcute iatrogenii. Expe-
rienta clinicd aratd ca rezolvarea optima, din pécate
nu intotdeauna posibild, este indepértarea sa din ca-
nal pe cale ortograds, dar chiar in caz de reusita pot
apare variate complicatii precum crearea pragurilor,
neregularitatilor in forma anatomica a canalului,
cdilor false, transportarii traiectului canalului, fene-
strdrii, precum si slabirea structurii de rezistentd a
rddicinii ca urmare a necesitatii unui acces eficient la
instrumentul blocat in canal [14].

Nu trebuie uitat cd un mare dezavantaj al pra-
gurilor si fenestrarii curburii interne este generarea
unui zone de concentrare a tensiunilor in radacina,
in functie de locatia accidentului de regula in treimea
apicala sau medie, care pe fondul unei forme asime-
trice a canalului devin principala cauzi a unor fisuri
sau fracturi radiculare verticale ce compromit exis-
tenta dintelui [14].

La cele doua cazuri clinice de retratament endo-
dontic din acest studiu am optat pentru obturatia de
canal cu monocon de gutaperci si cimentul de sigi-
lare bioceramic EndoSequence BC Sealer pentru a
compensa neajunsurile mai sus descrise ale unei ase-
menea aborddri terapeutice conservatoare ortograde
prin efectul antibacterian [15,16], biocompatibilita-
tea [17-24] si capacitatea de formare a unei interfete
impermeabile cu dentina tip monobloc, gratie preci-
pitdrii hidroxiapatitei [25-30].

Fluiditatea cimentului de sigilare EndoSequence
BC Sealer permite distribuirea sa uniforma pe pere-
tii canalului prin favorizarea presiunii hidraulice de
condensare exercitatd de conul de gutaperca utilizat
in tehnica de obturatie de canal cu monocon reco-
mandata de producator [20].

Removal of the fractured instrument does not
influence the end result of the chemomechanic
channel treatment, but can affect the mechanical
resistance of the tooth. General preventive mea-
sures consist of predisposing the coronal tremor
of the canal, which allows the approach of crown-
down widening and manual widening with Kerr
needles piling up to ISO 25, before approaching
rotating widening (creating the sliding path) [13].

In mechanical extension techniques, in addition
to conventional torque rules, straight line access in
the lumen of the duct, progressive widening with
minimal surface contact, and avoiding the activa-
tion conditions of the automatic unlocking func-
tion, the NiTi cutter recommended by the manu-
facturer [13].The recommended operator times to
remove the fractured instrument from the canal
consist of visual control of the coronal end of the
instrument fragment, assessment of the internal
anatomy of the channel, attempt to bypass the in-
strument and select appropriate means of removal
from the canal [13] . Fracture of an endodontic in-
strument during endodontic treatment in the canal
of a tooth, even if it occurs in only 0.5-5% of cases,
is one of the most unpleasant iatrogen.

Clinical experience shows that optimal resolu-
tion, unfortunately not always possible, is its re-
moval from the canal via the orthograde, but even
in case of success, various complications may oc-
cur, such as the creation of thresholds, irregulari-
ties in the anatomical form of the canal, false paths,
fenestration, as well as the weakening of the root
resistance structure due to the need for efficient
access to the blocked tool in the channel [14].It
should not be forgotten that a great disadvantage of
the thresholds and fenestration of the internal cur-
vature is the generation of a zone of stress concen-
tration in the root, depending on the location of the
accident in the apical or medium third, which, due
to an asymmetrical form of the canal becomes the
main cause of some cracks or vertical root fractures
that compromise the existence of the tooth [14]

In the two clinical cases of endodontic retreat-
ment in this study we have choosen the gutta—per-
cha mono-canal obturation and the EndoSequence
BC Sealer bioceramic sealant to compensate for the
above-described drawbacks of such a conserva-
tive therapeutic approach orthograted by the anti-
bacterial effect [15,16] , biocompatibility [17-24]
and the ability to form a waterproof interface with
monoblock type dentin due to precipitation of hy-
droxyapatite [25-30].

The antibacterial activity of EndoSequence BC
Sealer, controlled by agar and direct contact tests,
although weaker than AH Plus, which releases
formaldehyde during epoxy resin polymerization
and contains a bisphenol-A toxic product, is based
on pH increased and active diffusion of calcium
hydroxide [19].The channel filling materials, in-
cluding sealing cements, have very low direct con-



La buna fluiditate a cimentului EndoSequen-
ce BC Sealer contribuie procentul de peste 90% de
particule intre 0,100-1 pm din compozitia pulberii.
Pe de alta parte dimensiunea redusd a particulelor
EndoSequence BC Sealer, prin cresterea globald a
suprafetei lor, intensificd semnificativ capacitatea de
interactionare a sigilantului cu fluidele tisulare [20].

Introducerea cimenturilor bioceramice ca sigi-
lanti in obturatia de canal s-a bazat atat pe proprieta-
tile fizico-chimice avantajoase (pH alcalin, eliberarea
crescutd de ioni de calciu, formare de hidroxid de
calciu, fluiditate si radioopacitate) cét si pe compor-
tamentul biologic caracterizat prin biocompatibilita-
te, actiune antimicrobiana si promovarea formarii in
situ de hidroxiapatita [19].

Mecanismul de integrare tisulara a sigilantului
EndoSequence BC Sealer se bazeaza pe capacitatea
cimenturilor bioceramice de a stimula depunerea in
situ de hidroxiapatitd prin eliberarea de calciu si ioni
fosfat [20].

Activitatea antibacteriand a EndoSequence BC
Sealer, controlatd prin testele de difuziune in agar si
cel de contact direct, desi mai slaba decit a AH Plus,
care elibereazd formaldehidd in cursul polimerizarii
rdsinii epoxidice si contine un produs toxic, bisfeno-
lul-A, se bazeaza pe pH-ul crescut si difuziunea acti-
va a hidroxidului de calciu [19].

Materialele de obturatie de canal, inclusiv cimen-
turile de sigilare, au un contact direct extrem de re-
dus in suprafatd cu tesuturile vii din jurul dintelui,
limitat practic la foramenul apical. In pofida acestei
limitari de interfatd de actiune in practica clinicd se
doreste totusi crearea unor conditii de micromediu
care sa promoveze vindecarea tisulard, fie a bontului
pulpar apical in cazul extirparilor vitale, fie reosifi-
carea periradiculara in cazul parodontitelor apicale
cronice [21].

Cimenturile silicat de calciu pot influenta mor-
fologia celulelor si, fiind biocompatibile, gratie
mecanismului de reglare a kinazei prin stimulare
extracelulard, amplifici fenomenele de proliferare,
diferentiere si adeziune celulara. De asemenea aceste
cimenturi bioceramice reduc reactia inflamatorie §i
au efect osteoconductiv [21].

EndoSequence BC Sealer a dovedit o citotoxi-
citate si genotoxicitate mai reduse decat sigilantul
uzual in practica endodonticd, AH Plus [19] iar En-
dosequence Root Repair Material stimuleazd mai pu-
ternic diferentierea osteoblastilor decat MTA [23] si
poate constitui o bund alternativd a ProRoot MTA,
intrucat asigura supravietuirea si proliferarea celula-
ra de o maniera similara [24].

Capacitatea de precipitare a hidroxiapatitei pe
suprafata silicatilor tricalcici, care intra si in compo-
zitia EndoSequence BC Sealer, a fost dovedita cert in
vitro prin imersia in lichid tisular simulat dar nu se
cunoaste inca precis ce se intAmpla si in vivo, unde
aceste materiale dentare vin in contact direct cu lichi-
dele de lavaj endodontic, lichidele tisulare sau plasma
sanguind [21].

tact with the living tissues around the tooth, practi-
cally limited to the apical foramen. In spite of this
limitation of the action interface in clinical prac-
tice, however, it is desirable to create micromedium
conditions that promote tissue healing, or apical
pulse abutment in the case of vital extirpation, or
periradicular reoccurrence in chronic apical peri-
odontitis [21].

The calcium silicate cements can influence the
cell morphology and, being biocompatible, thanks
to the mechanism of kinase regulation by extracel-
lular stimulation, amplifies the phenomena of pro-
liferation, differentiation and cell adhesion. Also,
these biochemical cements reduce the inflamma-
tory response and have an osteoconductive effect
[21].

EndoSequence BC Sealer has shown lower cy-
totoxicity and genotoxicity than the usual sealant
in endodontic practice, AH Plus [19] and Endose-
quence Root Repair Material stimulates stronger
differentiation of osteoblasts than MTA [23] and
may be a good alternative to ProRoot MTA cell
survival and proliferation in a similar manner [24].

The ability to precipitate hydroxyapatite on the
surface of tricalcium silicates, which also enters En-
doSequence BC Sealer, has been proven in vitro by
immersion in simulated tissue fluid, but it is not yet
clear what is happening in vivo where these dental
materials come in direct contact with endodontic
lavage fluids, tissue fluids or blood plasma [21].

It is an essential aspect of the clinical use of En-
doSequence BC Sealer because the disturbance of
the hydration process of the tricalcium silicates in
the bioceramic sealant composition may strike its
bioactivity [21]. EndoSequence BC Sealer is a sin-
gle-component sealant that primes in vivo within
the root canals as the water in tissue tissues diffuses
into its mass. This is why the manufacturer’s rec-
ommendation is that this sealant should be used to
fill the root canals with the cold filling technique
because the hot condensation techniques of gutta-
percha, such as vertical wave-wave condensation
or successive waves, can compromise its physico-
chemical properties [31].

Theoretically, the sealing capacity of a sealing
cement depends on its consistency and penetra-
tion ability in the depth of innumerable dentinal
canals communicating with the root canal, being
influenced by various physical factors such as par-
ticle size, viscosity, surface tension and solubility
[31]. Since EndoSequence BC Sealer is made up
of particles smaller than 1 pm and dentinal canals
vary between 2-3.2 um reducing in diameter, as is
known from the coronal dentine to the apical third
of the channel, this cement sealing has the ability to
penetrate the depth of the root dentine [31].

It was found that EndoSequence BC Sealer,
used according to the gutta-percha cone tech-
nique, penetrates approximately 2 mm into the
dentinal canals in both the apical dentine at 1
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Este un aspect esential al utilizarii clinice a Endo-
Sequence BC Sealer deoarece perturbarea procesu-
lui de hidratare a silicatilor tricalcici din compozitia
sigilantului bioceramic poate greva bioactivitatea sa
[21].

EndoSequence BC Sealer este un ciment de si-
gilare monocomponent care face prizd in vivo in
interiorul canalelor radiculare pe masura ce apa din
lichidele tisulare difuzeazd in masa sa. De aceea reco-
mandarea producatorului este ca acest sigilant si se
foloseasci in obturarea canalelor radiculare conform
tehnicii de obturatie la rece cu con unic deoarece teh-
nicile de condensare la cald a gutapercii, cum sunt
condensarea verticala in val unic sau valuri succesive
ii pot compromite proprietitile fizico-chimice [31].

Teoretic capacitatea de ermetizare a unui ciment
de sigilare depinde de consistenta si capacitatea sa de
penetrare in profunzimea nenumdratelor canalicule
dentinare care comunica cu canalul radicular, fiind
influentatd de variati factori fizici precum mérimea
particulelor, véscozitatea, tensiunea superficiala si
solubilitatea [31].

Intrucit EndoSequence BC Sealer este alcatuit
din particule cu dimensiunea sub 1 pum iar canalicu-
lele dentinare variaza intre 2-3,2 pm reduciandu-se
in diametru, dupd cum se stie, din dentina corona-
rd spre cea a treimii apicale a canalului inseamna cé
acest ciment de sigilare are capacitatea de penetrare
in profunzimea dentinei radiculare [31].

S-a constatat cd EndoSequence BC Sealer, folosit
conform tehnicii de obturatie de canal cu con unic de
gutapercd, patrunde aproximativ 2 mm in canalicule-
le dentinare atéit in dentina apicald, la 1 mm de apex,
catsila o distanta de 5 mm de apex, reper care repre-
zinta limita dintre treimea apicald si treimea medie a
radacinii [31].

Imbucuritor este si faptul ca spre deosebire de
alti sigilanti bioceramici, precum MTA Fillapex, care
prezintd o contractie de priza de 0,7% EndoSequence
BC Sealer manifestd dimpotriva un usor grad de ex-
pansiune volumetrica, sub 0,1%. Lipsa contractiei de
priza a unui sigilant, care de reguld trebuie sa respec-
te marimea unui film de material extrem de ingust
la interfata cu peretele canalului radicular, ii creste
valoarea clinicd mai ales in conditiile folosirii tehnicii
de obturatie cu con unic de gutaperca unde nu este
posibild compensarea contractiei de priza prin asoci-
erea condensdrii verticale [31].

Neomogenitatea obturatiei de canal cu con unic
de gutaperca folosind ca sigilant EndoSequence BC
Sealer care apare uneori din cauza unor goluri gene-
rate de variatiile morfologiei interne a canalelor radi-
culare, frecvent ovale pe sectiune, poate fi corectatd
prin cresterea presiunii hidraulice asupra sigilantului
cu conuri de gutapercd accesorii [31].

EndoSequence BC Sealer a dovedit o adeziune
mai puternicd la dentina decat AH Plus. Adaptarea
marginald este similarda MTA. Are potential algic si
proinflamator neurogen (CGRP) mai redus decat si-
gilantii pe baza de oxid de zinc-eugenol [32].

mm of the apex and at a distance of 5 mm from
the apex, which represents the boundary between
the apical third and the middle third of the root
[31]. Also, unlike other bioceramic sealants such as
Milla Fillapex, which exhibit a 0.7% EndoSequence
BC Sealer contraction, it exhibits a slight degree of
volume expansion below 0.1%. The lack of shrink-
age of a sealant, which typically has to respect the
size of a film of extremely narrow material at the
interface of the root canal wall, increases its clinical
value, especially in the case of the use of the gutta-
percous conturation technique where it is not pos-
sible compensating the squeeze by associating the
vertical condensation [31].

The non-homogeneity of guttapean cone chan-
nel obturation using EndoSequence BC Sealer seal-
ant, which sometimes occurs due to voids generated
by variations in the internal morphology variations
of the root canals, frequently oval on the section,
can be corrected by increasing the hydraulic pres-
sure on the seal with gutta—percha cones [31].

EndoSequence BC Sealer has proven stronger
adhesion to dentin than AH Plus. The marginal ad-
aptation is similar to MTA. It has a lower allergenic
and proinflammatory potential (CGRP) than zinc-
eugenol-based sealants [32].

The interface layer of dentin made of hydroxy-
apatite crystals may pose problems in removing the
sealant. Conventional deforestation techniques fail
to completely remove the bioceramic seal, similar
to AH Plus [32].The purpose of applying a seal-
ant is to obtain a homogeneous canal obturation
and waterproof apical closure. Penetration into the
dentinal canals is deep reaching 40-60% of their
length. Complete removal of a seal from the canal
is not a major objective of resuming endodontic
treatment [32]. It appears that the dentin adhesion
strength of iRoot SP (Innovative BioCeramix, Van-
couver, Canada), the Canadian version of EndoSe-
quence BC Sealer, is significantly lower than the
MTA and the AH Plus epoxy sealant, but can vary
greatly depending on the degree of moisture that
comes into contact with the root inside the socket
[33].

Although both are bioceramic cements, the
lower dentin adhesion of iRoot SP than MTA can
also be attributed to the lower proportion of calci-
um silicates in its composition. By default, a small-
er amount of calcium hydroxide will be generated
during hydration, and a lower possibility of spon-
taneous formation of an interface hydroxyapatite
precipitate to achieve a bioceramic—dentin imper-
meable monoblock [33].

EndoSequence BC Sealer is undoubtedly a
promising sealing cement in the biological ap-
proach to endodontic treatments but its true clini-
cal value can only be proven over time based on
studies of statistical relevance. Although already
introduced in endodontic practice, like any new
product, according to the translational axiom En-



Stratul de interfata cu dentina alcétuit din cristale
de hidroxiapatitd ar putea pune probleme la indepar-
tarea sigilantului. Tehnicile de dezobturare conven-
tionale nu reusesc s indeparteze complet sigilantul
bioceramic, aspect similar si in cazul AH Plus [32].

Scopul aplicérii unui sigilant este obtinerea unei
obturatii de canal omogene si o inchidere apicald im-
permeabild. Penetrarea in canaliculele dentinare este
profundé atingdnd 40-60% din lungimea acestora.
Indepértarea completd a unui sigilant din canal nu
reprezintd un obiectiv major al reludrii tratamentului
endodontic [32].

Se pare cd forta de aderare la dentind a cimen-
tului bioceramic iRoot SP (Innovative BioCeramix,
Vancouver, Canada), varianta canadianid a Endo-
Sequence BC Sealer, este semnificativ mai mica decét
a MTA-ului si a sigilantului epoxidic AH Plus, dar
poate varia puternic in functie de gradul de umidi-
tate cu care vine in contact in interiorul radacinii in
timpul prizei [33].

Desi ambele sunt cimenturi bioceramice, adeziu-
nea mai redusa la dentina a iRoot SP decat a MTA-
ului poate fi pusd si pe seama proportiei mai reduse
a silicatilor de calciu din compozitia sa. Implicit se va
genera o cantitate mai mica de hidroxid de calciu in
cursul hidratarii si in continuare o mai slaba posibi-
litate de formare spontand a unui precipitat de hidro-
xiapatitd de interfatd care sd realizeze un monobloc
impermeabil bioceramica-dentina [33].

EndoSequence BC Sealer constituie fira indoiald
un ciment de sigilare promitator in abordarea bio-
logica a tratamentelor endodontice dar adevarata sa
valoare clinicd nu poate fi doveditd decét in timp, pe
baza unor studii cu relevantd statisticd. Desi deja in-
trodus in practica endodontica, ca orice nou produs,
conform axiomei medicinei translationale Endo-
Sequence BC Sealer este incd pe drumul ,,from bench
to bed”.

Concluzii

EndoSequence” BC Sealer™ este un ciment de si-
gilare usor manevrabil in practica clinicd care poa-
te fi folosit cu succes in finalizarea retratamentelor
endodontice. Acest sigilant trebuie folosit insd prefe-
rential in obturatiile de canal cu con unic de gutaper-
ca de design standardizat, conform sistemului rotativ
de NiTi cu care s-a largit canalul.

doSequence BC Sealer is still on the «from bench
to bed» road.

Conclusion:

EndoSequence® BC Sealer ™ is a easy—to-handle
sealant in clinical practice that can be used suc-
cessfully for finishing the endodontic retreatment.
However, this sealant should be used preferentially
in standard gutta-percha channel obturations ac-
cording to the NiTi rotary system with which the
groove has been enlarged.

flow of a bioceramic root canal sealer. J
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Rezumat

Parodontita juvenild reprezinta afectiu-
nea parodontiului intalnita la adolescenti in-
cepind cu varsta prepubertara, caracterizatd
prin distructia osului alveolar la mai multi
dinti concomitant din dentitia permanenta.
In rezultatul numeroaselor cercetiri efectu-
ate 1 n diverse regiuni ale lumii, pe loturi de
pacienti cu varsta intre 13-16 ani, se constatd
o variatia topograficd considerabila: in Eu-
ropa prevalenta este de la 0,1% pina la 0,2%,
pe cind in SUA este de la 1% pind la 10%.
Conform acestor date se poate concluziona
cé prevalenta parodontitei juvenile in randul
populatiei tinere nu atinge valori ingrijoratoa-
re, dar meritd tot interesul specialistilor din
domeniu de a continua studiile. Manifestari-
le si evolutia bolii parodontale variazad pentru
fiecare forma in parte, dar se deosebesc prin
cel mai specific symptom — lipsa inflamatiei
gingivale la nivelul pungilor gingivale adan-
ci. Scopul acestei lucréri a fost determinarea
frecventei si intensitatii afectiunilor parodon-
tiului la adolescentii de 12 i 15 ani din Repu-
blica Moldova, precum si studierea etiologiei,
patogeniei, prevalentei, tabloului clinic, me-
todelor de diagnostic si tratament ale paro-
dontitei juvenile.

Material si metode: Cercetarea stiintifica
actuala este un studiu epidemiologic integral-
descriptiv si selectiv — demonstrativ, care are
drept scop identificarea subiectilor privind
afectiunile parodontale la copii. Metodele de
cercetare aplicate in studio au fost: metoda is-
torico-bibliografica, metoda clinicd, metoda
matematico-statistici si metoda de analiza
comparativa si sinteza.

Rezultate: Un lot format din 720 de par-
ticipanti, dintre care 365 adolescenti de 12
ani i 355 de 15 ani au fost examinati paro-
dontal. Repartitia pe sexe a fost aproximativ
egald: 351 de sex feminin, ceea ce reprezinti
48,7% si 369 de sex masculin ce constituie
51,2%. Majoritatea subiectilor sunt locuitori
urbani- 490 de adolescenti care au constitu-

Ve

Summary

Juvenile periodontitis is the condition of
the periodontium encountered in adolescents
beginning with the prepubertal age, char-
acterized by the destruction of the alveolar
bone in several permanent teeth at the same
time. As a result of numerous researches car-
ried out in different regions of the world, on
groups of patients aged between 13-16 years,
a variable prevalence of juvenile periodontitis
is being determined: in Europe the prevalence
is between 0.1% and 0.2%, while in the US it
is from 1% to 10%. According to these data,
it can be concluded that the prevalence of ju-
venile periodontitis among the young popu-
lation does not reach worrying values, but it
is a matter of interest of the specialists in the
field of dentistry to continue their studies.
The most specific symptom of juvenile peri-
odontitis is the lack of gingival inflammation
combined with deep gingival pockets. The
purpose of the paper was to determine the
frequency and intensity of periodontal dis-
ease in 12 and 15-year-old teenagers in the
Republic of Moldova, as well as to study the
etiology, pathogenesis, prevalence, clinical
features, methods of diagnosis and treatment
of juvenile periodontitis.

Material and Methods: The current sci-
entific research is a descriptive and selective-
demonstrative epidemiological study, which
aims to identify periodontal disease among
children. The research methods applied in the
study were: historical- bibliographic method,
clinical method, mathematical and statistical
method, comparative analysis and synthesis.

Results: The study was performed on
720 participants, of which 365, 12-year-old
and 355, 15-year-old adolescents who were
subjected to periodontal examination. The
gender distribution was approximately equal:
351 female subjects, representing 48.7% and
369 male subjects, representing 51.2%. Most
subjects are urban residents — 490 teenagers,
representing 68% and 230 from rural areas,
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it 68% si 230 care provin din mediul rural,
reprezentdnd 31,9%. Placa dentara a fost de-
pistatd la 54,6% de copii de 15 ani si la 60,3%
din numarul total de copii examinati. Tartrul
dentar a fost depistat la 18% de copii de 15 ani
si la 22,7% de copii de 12 ani. Singerarea la
sondarea a fost depistatd in18,6% cazuri la su-
biectii de 15 ani si in 10,7% la subiectii de 12
ani. Ad4ncimea pungii parodontale a fost de-
pistata la 5% dintre copii examinati de 15ani.

Concluzie: Frecventa PJ la copiii de 15
ani este 20,1%, intensitatea afectiunilor paro-
dontiului este de 52,4% pentru fete si 40,7%
pentru baieti. La copiii din localitétile rurale
intensitatea afectiunilor parodontiului a fost
mai mare-57,1%,pe cand la cei din localitatile
urbane intensitatea a fost de 42,2%.

Cuvinte cheie: parodontitd juvenila, paro-
dontiu, afectiunea parodontiului

\§ J

Introducere

Boala parodontald, afectiune cu etiologie pluri-
factoriald, afecteazi toate tipurile de tesuturi din care
este alcdtuit parodontiul. Pentru aceasta trebuie sa fie
indeplinite cele 4 conditii simultan: prezenta bacteri-
ilor virulente, absenta bacteriilor protectoare, mediul
oral defavorabil, sisteme de aparare compromise[6].

Afectiunile parodontiului constituie unele din cele
mai raspandite patologii ale sistemului stomatognat,
cu variate forme morfoclinice, in stadii incipiente sau
avansate, cu debut lent sau agresiv, reprezentdnd una
din cauzele principale de disfunctie a aparatului den-
to-maxilar. Este o dereglare complex care se instaleazd
in toate comunitétile umane, indifferent de sex si var-
std, in orice arie geografica si la orice dentitie,urmarile
ei fiind de ordin distructiv si proliferativ [4].

Frecventa afectiunilor parodontiului marginal
creste direct proportional cu inaintarea in varstd a
populatiei. In acelasi timp nu se exlude afectarea te-
suturilor parodontale din frageda copilarie, mai mult
ca att, la moment se observa tendinta de , intinerire”
a afectiunilor parodontiului marginal, dar si a paro-
dontitelor marginale cronice [7].

Anumite forme de boala parodontald, unele din-
tre ele agresive, pot afecta copiii si adolescentii. Boala
parodontala poate avea diferite forme la copii si ado-
lescenti, cu o arie largd de manifestare, de la afectarea
tesuturilor gingivale pana la distructia parodontiului,
ceea ce poate duce in anumite cazuri chiar si la pier-
derea dintilor. Manifestarile si evolutia bolilor paro-
dontale variazd pentru fiecare forma in parte [8].

Conform datelor publicate de Organizatia Mon-
diala a Sanatatii (OMS), gradul de morbiditate la per-
soanele in vérsta de 15-19 ani constituie 55 — 90%,
la cele de vérsta 35-44 de ani constituie 65 — 98%.
Frecventa patologiei parodontale la copii la dintii
permanenti creste concomitant cu varsta: la 6-9 ani
se depisteazd la 24% cazuri, iar la 10-14 ani creste
pana la 71-72% cazuri [7].

representing 31.9%. Dental plaque was found
in 54.6% among 15-year—old teenagers, and
60.3% of the total number of subjects exam-
ined. Dental tartar has been detected in 18% of
15-year-old teenagers, and 22.7% of 12-year-
old subjects. Bleeding on probing was detected
in 18.6% of cases among 15-year—old subjects,
and 10.7% among 12-year-old subjects. The
depth of periodontal pockets was found in 5%
of 15-year-old teenagers examined.

Conclusion: The frequency of periodon-
tal disease in teenagers aged 15 years is 20.1%,
the intensity of periodontal disease being
52.4% among girls, and 40.7% among boys. In
children in rural areas, the intensity of peri-
odontal disease was higher — 57.1%, while in
urban areas — 42.2%.

Key words: juvenile periodontitis, peri-
odontium, periodontal disease

. J

Introduction

Periodontal disease, a condition with plurifac-
torial etiology, affects all types of tissues, of which
periodontium is made. This is due to four simultane-
ous conditions: the presence of virulent bacteria, the
absence of protective bacteria, the unfavorable oral
environment, compromised defense systems [6].

Periodontal disease is one of the most widespread
diseases of the stomatognathic system, with various
morphoclinical forms, in early or advanced stages,
with slow or aggressive onset, being one of the main
causes of dental-maxillary dysfunction. It is a com-
plex disorder that occurs in all human communities,
regardless of gender and age, as well as in any geo-
graphical area and any dentition, its consequences
being destructive and proliferative [4].

The frequency of marginal periodontal disease
increases directly and proportionally to the popula-
tion aging. At the same time, it is not excluded that
periodontal tissues are affected in early childhood,
moreover, at the moment there is a tendency of “re-
juvenation” of the marginal periodontal disease, but
also chronic marginal periodontitis [7].

Certain forms of periodontal disease, some of
them being aggressive, can affect children and ado-
lescents. Periodontal disease can be of varying forms
in children and adolescents, with a wide range of
manifestations, from gingival tissue involvement to
destruction of the periodontium, which can lead to
loss of teeth in some cases. Manifestations and pro-
gression of periodontal disease vary in each form [8].

According to the data published by the World
Health Organization (WHO), the morbidity rates in
people aged 15-19 years are 55-90%, while in people
aged 35-44 years they are 65-98%. The frequency of
periodontal disease in children in permanent teeth
increases with age: in children aged 6-9 years it is
detected in 24% of cases, and in subjects aged 10-14
years there is an increase up to 71-72% of cases [7].



Frecventa afectiunilor parodontale la copii in Re-
publica Moldova este in functie de varsté si mediul de
trai. Astfel, conform datelor dupa GodorojaP, Spine-
iA., Spineil. (1996) frecventa afectiunilor parodon-
tiului la copiii de 15 ani din mediul urban a fost de
96,8%, iar la cei din mediul rural — 86,7%[8].

Frecventa afectiunilor parodontiului variazd de la
tard la tard si depinde de metoda de studiu. Astfel,un
studio realizat in baza datelor radiologice in Suedia
(1994) a depistat o frecventd de circa 5% printre su-
biectii examinati cu vérste cuprinse intre 7 si 9 ani,
adincimea pungilor parodontale fiind mai mare de
2 mm, un alt studiu realizat in Noua Zelanda in 1994
a stabilit o frecventd de 2,1% printer copiii de 5ani,
adéncimea pungilor parodontale fiind la fel mai mare
de 2mm, in Norvegia(1988) s-a stabilit o frecventa
de 4,5 la copiii de 14 ani, adancimea pungilor fiind
mai mare de 2 mm. Hutt ef al in 1975 (SUA) a de-
pistat la 51% dintre copiii examinati radiologic pungi
parodontale mai mari de 3 mm [11].

La momentul actual este unanim acceptat ci afec-
tiunile parodontale sunt afectiuni inflamatorii de ori-
gine microbiand, care afecteazd un numar mare din
populatie. Aparitia gingivitei si parodontitei depinde
de acumularea plécii bacteriene la nivelul marginii
gingivale si in sulcusul gingival sau punga paro-
dontala [2].

Dupa Baer parodontita juvenild reprezinta afecti-
unea parodontiului intilnita la adolescenti incepind
cu varsta prepubertara, caracterizata prin distruciia
osului alveolar la mai multi dinti concomitent din
dentitia permanenta [3].

Manifestérile si evolutia bolii parodontale vari-
azd pentru fiecare forma in parte, dar se deosebesc
semnificativ de tabloul clasic int4lnit la adulti: eritem
gingival, edem, sangerari gingivale adiacente dintelui
cauza. Cel mai specific simptom este lipsa inflamatiei
gingivale la nivelul pungilor gingivale adanci. Rata
distructiei osoase este de 3— 4 ori mai mare decét in
formele cronice ale adultilor. Datorita evolutiei rapi-
de, fard o simptomatologie manifesta, ceea ce face ca
in absenia durerii, pacientii sd se prezinte la medic in
faze avansate, cu leziuni profunde ce necesitd masuri
de terapie complexe cu prognosticuri mai putin favo-
rabile [1].

In consecint3, este necesard o buni intelegere a
etiologiei si a factorilor de risc existenti, pentru un
diagnostic si un plan de tratament corect. Diagnosti-
cul depinde de 0 anamnez4, un examen clinic detaliat
si diagnosticul diferential este in functie de clasifici-
rile actuale ale bolilor parodontale. Tratamenul tre-
buie s respecte principiile fundamentale, fira a tine
cont de varsta, dar trebuie si existe totusi o diferentd
de abordare inerentd in cazul unor pacienti tineri.
Acesta trebuie sd cuprinda trei faze: faza initiald (pri-
ma referitoare la cazul parodontologic) se axeaza pe
controlul placii bacteriene; faza corectoare ar trebui
sd restaureze functiile sistemului stomatognat si es-
tetica; terapia parodontald de sprijin incearcd sa pre-
vina revenirea si/sau evolutia bolii parodontale [5].

The frequency of periodontal diseases in children
in the Republic of Moldova is based on age and living
environment. Thus, according to Godoroja P., Spinei
A, Spinei I. (1996), the frequency of periodontal dis-
ease in adolescents aged 15 years in urban areas was
96.8%, and 86.7% in subjects in rural areas [8].

The frequency of periodontal disease varies from
country to country and depends on the method of study.
Thus, a study based on radiological data in Sweden
(1994) found a frequency of about 5% among the exam-
ined subjects aged between 7 and 9 years, the depth of
the periodontal pockets being greater than 2 mm. An-
other study conducted in New Zealand in 1994 estab-
lished a 2,1% frequency among 5-year—old children,
the depth of the periodontal pockets being greater than
2mm. In Norway (1988) a frequency of 4,5 in 14-year—
old children was established, the depth of the periodon-
tal pockets being greater than 2 mm. Hutt et al. (1975)
(USA) found periodontal pockets larger than 3 mm in
51% of the children examined radiologically [11].

Currently, it is widely accepted that periodontal
disease is an inflammatory condition of microbial
origin, which affects a large number of the popula-
tion. The development of gingivitis and periodontitis
depends on the accumulation of bacterial plaque at
the gum margin and in the gingival sulcus or peri-
odontal pocket [2].

According to Baer, juvenile periodontitis is a peri-
odontal disease found in adolescents beginning with
the prepubertal age, characterized by the destruction
of the alveolar bone in several permanent teeth at the
same time [3].

The manifestations and progression of periodon-
tal disease vary in each form, but differ significantly
from the classical picture encountered in adults: gin-
gival erythema, edema, gingival bleeding adjacent to
the causative tooth. The most specific symptom is the
lack of gingival inflammation in deep gingival pock-
ets. The rate of bone destruction is 3-4 times higher
than in chronic forms in adults. Due to the rapid evo-
lution without any manifest symptomatology, which,
in the absence of pain, makes the patients see the
dentist in advanced phases, with profound injuries
requiring complex therapy measures with less favor-
able prognoses [1].

Consequently, a good understanding of the etiol-
ogy and existing risk factors is required for a correct
diagnosis and treatment plan. The diagnosis depends
on anamnesis, detailed clinical examination, and dif-
ferential diagnosis is based on current classifications
of periodontal disease. The treatment must comply
with the fundamental principles, regardless of age,
but there must be a difference of inherent approach
to young patients. It should comprise three phases:
the initial phase (the first phase concerning the peri-
odontal case) focuses on the bacterial plaque control;
the corrective phase should restore the functions of
the stomatognathic system and aesthetics; supportive
periodontal therapy attempts to prevent the recur-
rence and / or evolution of periodontal disease [5].
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Material si metode.

Au fost luate in consideratie datele obtinute in
urma investigatiilor asupra unui lot de studiu con-
stituit din 720 de adolescenti cu varsta de 12 si 15
ani. Subiectii alesi in cadrul studiului, sunt elevi din
clasele a —-V1I —a si a- X-a din localitétile: municipiul
Chisinau, Balti, or. Soroca, s.Oxentea r. Dubdsari;
s.Harbovét r. Anenii Noi pe perioada 20.09.2015-
25.03.2016.

Esantionul a fost selectat pentru a obtine infor-
matia optimal a grupurilor populationale, cu diferite
nivele a patologiei orale.

Totodata fiecare esantion a grupului de virsta re-
spectiva, precum si clasele in cadrul scolii erau selec-
tate aleator.

Placa dentard, tartrul dentar, sangerarea la son-
dare si adancimea pungii parodontale au fost inregis-
trate elevilor de 15 ani conform recomadaérilor OMS.
Elevilor de 12 ani li s—au inregistrat doar placa denta-
rd, tartrul dentar si singerarea la sondare.

Inaintea oricirei evaluari am procedat la obtine-
rea consimtdmantului in cunostintd de cauza, man-
datat, informat, motivat, atat al parintilor/tutorilor
cat si a medicilor specialisti care monitorizau cazu-
rile (sub a caror ingrijire se aflau pacientii). Informa-
tiile cu character personal, precum si rezultatele exa-
menului subiectiv si obiectiv au fost incluse in fisa de
observatie a pacientului elaborate in cadrul studiului.

Examinarea s-a efectuat conform metodologi-
ei stabilite de OMS, pe dintii 16, 11, 26, 36, 31 si 46
(dupd sistemul de notare al Federatiei Stomatologi-
ce Internationale) prin inspectie cu ajutorul oglinzii
stomatologice de unicd folosintd si a sondei OMS cu
extremitatea sfericd de 0,5 mm pe varf si marcaje la
3,5-5,5 mm pentru a delimita sulcusurile normale i
pungile parodontale.

Pacientii au fost examinati conform urmatorului
algoritm: examenul subiectiv, examenul obiectiv ce
include examenul clinic exobucal, endobucal si me-
todele complimentare de investigatie.

Examenul subiectiv. Adolescentii au fost intero-
gati in vederea depistdrii posibililor factori etiologici
de diversd naturd, determinanti ai afectiunii paro-
dontale. Au fost precizate prezenta acuzelor, au fost
obtinute informatii cu privire la isoricul actualei ma-
ladii si istoricul vietii.

Examenul obiectiv.

-Exobucal -statusul constitutional, expresia fetei,
prezenta/absenta asimetriilor, aprecierea etajelor fe-
tei, culorii tegumentelor regiunii cap-git.

-Endobucal -gradul deschiderii gurii, starea mu-
coasei incepind cu vestibulul bucal, oral, examinarea
arcadei dentare — forma, simetria, inspectia fiecarui
dinte prin palpare, sondare, percutia dintelui in ax,
folosind minerul sondei, obtinem date privindstarea
periodontiului apical, iar prin percutia orizontald —
a celui marginal, examinarea leziunilor (localizare,
forma, intindere, gradul de sensibilitate), examina-
rea parodontului — prin inspectia si palparea starii
mucoasei gingivale (culoare, edem, hiperplazie), pre-

Material and methods.

The data from the investigations on a study group
of 720 adolescents aged 12 and 15 years were taken
into account. Subjects selected in the study are the
10th and 12th grades highschool children from: Chi-
sinau, Balti, Soroca, Oxentea, Dubasari; Harbovat
village in Anenii Noi district, between September 20,
2015 and March 25, 2016.

The sample was selected to obtain optimal infor-
mation of population groups with different levels of
oral disease.

At the same time each sample of age group as well
as school classes were randomly selected.

Dental plaque, dental tartar, bleeding on probing,
and the depth of periodontal pocket were recorded
in 15-year-old subjects according to WHO recom-
mendations. The 12-year-old schoolchildren were
only found dental plaque, dental tartar and bleeding
on probing.

Prior to any evaluation, the informed, man-
dated, motivated consent was taken from both par-
ents/tutors and specialist doctors who monitored
cases (patients under doctors' care). The personal
information as well as the results of the subjective
and objective examination were included in the
patient clinical observation sheet developed in the
study.

The examination was performed according to the
methodology established by the WHO on teeth 16,
11, 26, 36, 31 and 46 (according to the International
Dental Federation scoring system) by inspection us-
ing the disposable dental mirror and the WHO probe
with a spherical tip of 0, 5 mm on the top and mark-
ings at 3.5-5.5 mm to demarcate the normal sulci
and periodontal pockets.

The patients were examined according to the fol-
lowing algorithm: subjective examination, objective
examination including exobucal clinical examina-
tion, endobuccal examination and complementary
methods of investigation.

Subjective Exam. Adolescents were interviewed
to identify the possible etiological factors of various
nature, the determinants of periodontal disease. The
presence of the complaints has been clarified, infor-
mation has been obtained about the history of the
current disease and life.

Objective exam.

-Exobuccal — constitutional status, face expres-
sion, presence / absence of asymmetries, evaluation
of the face, skin color of the head and neck region.

-Endobuccal -the opening of the mouth, the
mucosa state starting from the oral mouth vestibule,
the examination of the dental arch — the shape, the
symmetry, the inspection of each tooth by palpation,
probing, the percussion of the tooth in the shaft, us-
ing the probe handpiece — allows us to obtain data
on the apical periodontium ; the horizontal percus-
sion checks — the marginal periodontium, the ex-
amination of the lesions (localization, shape, extent,
degree of sensitivity), examination of the periodon-



zenta pungilor parodontale si profunzimii lor, elimi-
nérilor din pungile parodontale, retractia gingivald,
gradul de mobilitate al dintilor, se atrage atentie la ti-
pul ocluziei si prezenta ocluziei traumatice, calitatea
obturatiilor, insertia frenurilor labial si lingual.

Au fost determinati indicii CPITN pentru deter-
minarea stirii de sindtate a parodontiului marginal
si distructia osoasd, indicele Silness— Loe pentru
a exprima nivelul de igiend orald prin prezenta de-
pozitelor dentare moi in zona cervicala a dintilor si
in santul gingival si singerarea gingivala apreciat cu
ajutorul indicelui Mohlemann.

Prelucrarea matematico-statistica a materialui
de cercetare.

Datele acumulate au fost prelucrate la calculato-
rul individual. Analiza datelor a fost realizata utili-
zénd programele Statistica 6.0 (Stat soft Inc), EXCEL
si SPSS 20.0 (SPSS Inc) cu ajutorul functiilor si mo-
dulelor acestor programe.

Rezultate.

Afectiunile parodontale la copii si adolescenti,
aldturi de alte probleme ale stomatologiei moderne
(caria dentard, traumatismele dentare, anomalii den-
to-maxilare) prezintd interes pentru sdnatatea publi-
cd prin prizma cresterii incidentei acestora, in deose-
bi la persoanele de varste fragede, la care organismul
este incid in crestere [9]. In plus, tratamentul acestor
afectiuni este unul de duratad §i necesitd o aborda-
re multidisciplinard. Incidenta acestor afectiuni in
functie de sex in diferite studii este diferita [10].

Un lot format din 720 de participanti, dintre care
365 adolescenti de 12 ani si 355 de 15 ani au fost exa-
minati parodontal. Repartitia pe sexe a fost aproxi-
mativ egald: 351 de sex feminin, ceea ce reprezintd
48,7% si 369 de sex masculin ce constituie 51,2% (Fi-
gura 1, Figura 2, Tabelull).

Fig. 1. Repartizarea subiectilor in lotul de studiu in functie de sex

Distributia general a esantionului
in functie de sex

tium — by inspecting and palpating the condition
of the gum mucosa (color, edema, hyperplasia), the
presence of periodontal pockets and their depths,
periodontal pockets discharge, gum recession, the
degree of teeth mobility, the type of occlusion and
the presence of traumatic occlusion, the quality of
fillings, the insertion of the labial and lingual frena.

CPITN indices of marginal periodontal disease
and bone destruction were determined, Silness-Loe
index to express the oral hygiene level by the pres-
ence of soft dental deposits in the cervical area of
teeth and gingival sulcus and gum bleeding assessed
using Mohlemann index.

Mathematical and statistical processing of the
research material.

The accumulated data were processed on PC.
Data analysis was performed using Statistics 6.0 (Stat
soft Inc), EXCEL, and SPSS 20.0 (SPSS Inc.) using the
program functions and modules.

Results.

Periodontal diseases in children and adolescents,
along with other issues of modern dentistry (dental
caries, dental trauma, dental and maxillary abnor-
malities) are of interest to public health due to the
increase in their incidence, especially in young indi-
vidual, whose body is still growing [9]. In addition,
the treatment of these conditions is a lasting one and
requires a multidisciplinary approach. The incidence
of these disorders by gender is different in various
studies [10].

A sample of 720 participants, of which 365 sub-
jects aged 12 years and 355 adolescents aged 15 years,
were subjected to periodontal examination. The gen-
der distribution was approximately equal: 351 girls,
representing 48.7% and 369 boys, constituting 51.2%
(Figure 1, Figure 2, Table 1).

Fig. 1. Distribution of subjects in the study group by sex

General sample distribution
by sex

[ | Subiecti de sex feminin — 391

I subiecti de sex masculin — 369

I Girls — 391

I Boy —369
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Tabelul 1
Distribuirea generald a esantionului in functie de sex/varsta

12 ani 15 ani Total
abs P +ES % abs P +ES % abs P, +ES, %
baiefi 189 51,9+ 2,92 186 52,4 +£2,97 369 51,2+ 2,08
fete 176 48,1+ 3,03 169 47,6 + 3,12 351 48,7+ 2,17
Total 365 100,0 355 100,0 720 100,0
Table 1
General sample distribution by sex/age
12 years 15 years Total
abs P +ES % abs P, +ES, % abs P, +ES, %
Boys 189 51,9+ 2,92 186 52,4 +£2,97 369 51,2+ 2,08
Girls 176 48,1+ 3,03 169 47,6 £ 3,12 351 48,7+ 2,17
Total 365 100,0 355 100,0 720 100,0
Fig. 2. Repartizarea subiectilor in functie de varsta Fig. 2. Distribution of subjects by age
Distributia generald a esantionului in functie de vdrstd General sample distribution by age

Majoritatea subiectilor sunt locuitori urbani- 490 Most subjects are urban residents — 490 adoles-
de adolescenti care au constituit 68% si 230 care pro- cents, representing 68%, and 230 from rural areas,
vin din mediu rural, reprezentand 31, 9% (Figura3). representing 31.9% (Figure3).

Fig. 3 Distributia generald a esantionului in functie de mediul de trai Fig. 3 General sample distribution by living environment

Distributia general a esantionului in functie de mediul de trai General sample distribution by living environment
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Placa dentari a fost depistata la 54,6% de copii de
15 ani i la 60,3% de copii de 12 ani, din numarul to-
tal de copii examinati. Tartrul dentar a fost depistat
la 18% de copii de 15 ani si la 22,7% de copii de 12
ani. Sdngerarea la sondarea a fost depistatd in 18,6%
cazuri la subiectii de 15 ani si in 10,7% la subiec-
tii de 12 ani. Ad4ncimea pungii parodontale a fost
depistata la 5% dintre copii examinati de 15ani. La
copiii de 12 ani adéncimea pungii parodontale nu
s—a studiat. (Tabelul2)

Tabelul 2.
Rezultatele indicilor parodontali pentru grupele
de varstd de 12 5i 15 ani

Dental plaque was found in 54.6% of adolescents
aged 15 years, and in 60.3% of children aged 12 years
of the total number of children examined. Dental tartar
was detected in 18% of 15-year—old adolescents, and
in 22.7% of 12—year-old children. Bleeding on probing
was detected in 18.6% of cases in 15-year old subjects
and in 10.7% in 12-year—old subjects. The depth of the
periodontal pocket was found in 5% of 15-year—old
adolescents. In 12—year-old children, the depth of the
periodontal pocket was not studied. (Table 2)

Table 2.
Results of periodontal indices in 12— and 15-year—old age groups

Procentajul persoanelor cu Percentage of people
Subiectul cercetat rezultate pozitive Investigated subject with positive results
15 ani 12 ani P 15 years | 12 years P
Placa dentara 54,6% 60,3% P=0,127 Dental plaque 54,6% 60,3% | P=0,127
Tartrul dentar 18% 22,7% P=0,118 Dental tartar 18% 22,7% | P=0,118
Sangerare la sondare 18,6% 10,7% | P=0,003 Bleeding on probing 18,6% 10,7% | P=0,003
Adancimea pungii 5% Depth of periodontal 59%
parodontale pocket
Tabelul 3. Table 3.
Indicele CPITN la copiii de 15 ani (PITN index in 15—year—old adolescents
Scor Score
0,00 1,00 2,00 3,00 0,00 1,00 2,00 3,00
Val. Val. Val. Val. Abso- Abso- Abso- Abso-
abso-| N % |abso-| N % [abso-| N % |abso-| N % lute | N % | lute | N % | lute | N % | lute | N %
luta luta luta luta value value value value
Virsta | g 00wl 36 [67%| 51 |95%| 21 [3.9% 8151 428 [9.0% 36 [6.7%| 51 |9.5%| 21 |3.9%
ani 15 years

La calcularea indicelui CPITN din numarul total
de copii examinati la 79,9% nu s-au depistat careva
semen clinice de afectare a parodontiului, la 6,7% va-
loarea scorului a constituitl, la 9,5% -2 si la 3,9%va-
loarea scorului a fost egala cu 3puncte (Tabelul3).

Cota cea mai mare de copii cu parodontiul sana-
tos au constituit-o bdietii cu 52,3%, scorul 1 a fost
mai frecvent stabilit la fete cu o valoare de 61,1%,
scorul 2 a fost determinat mai frecvent la béieti in
proportie de 64,7%, in timp ce scorul cel mai mare al
indicelui CPITN -3 — a fost depistat la fete in propo-
tie de 52,4% (Figura 4).

sex feminin

The calculation of the CPITN index revealed that
of the total number of children examined, no clinical
signs of periodontal disease were found in 79.9%, in
6.7% the score was 1, in 9.5% — 2, in 3.9 % the score
was equal to 3 pts (Table 3).

The boys represented the highest share with
a healthy periodontium, reaching 52.3%. Score 1
was more often established in girls with a value of
61.1%, score 2 was determined more frequently in
boys, constituting 64.7%, while the highest score
of CPITN -3 — was found in girls, reaching 52.4%
(Figure 4).

; 5240%
girls .

boys

0% 10% 20% 30% 40%

47.60% l

50% 60% 70% 80% 90% 100%

mCod0 mCod1 mCod2 mCod3

Fig. 4 Valorile indicelui CPITN in fuctie de sex

Fig. 4 CPITN index values by sex
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Analizand datele indi-  100.00%
celui in funciie de mediul 91.70%

la 859% din persoanele 10.00%

cu pungi parodontale mai
adédnci de 3,5 mm s-a de-
pistat tartru dentar, iar la
81,8% — singerare la son-
dare. (Tabelul 6).

0.00%
Urban areas

de trai am stabilit cd frec-  90.00%
venta cea mai inaltd a afec-
tiunilor parodoniiului se ~ 800% -
intalneste la copiii din lo- _
calitatile rurale — 57,1%, 000
pe cand la cei din localita- .00
tile urbane in 42,2%. (Fi-
gura 5). 50.00%
Analizind corelatia in- 2.90%
tre placa dentard absentd,  40.00%
varsta, adancimea pungii
parodontale (PD) (pentru  30.00%
participantii de 15 ani),
tartrul dentar, sangerare ~ 200%
la sondare am stabilit ca

MCod0 ®Codl MCod2 ™Cod3

Fig. 5. Valorile indicelui CPITN in functie de localitate

Analyzing the index
data according to the liv-
ing environment, we have
established that the high-
est frequency of peri-
odontal disease is found
in children in rural areas
— 57.1%, while in urban
areas it being 42.2%. (Fig-
ure 5).

Analyzing the correla-
tion between absent dental
plaque, age, depth of peri-
odontal pocket (PP) (15—
year-old subjects), dental
tartar, bleeding on prob-
ing, we have determined
that in 85.9% of subjects
with periodontal pockets
over 3.5 mm dental tartar
was found, while in 81.8%
— bleeding on probing.
(Table 6).

57.10%

39.20%

27.30%

I830%

Rural areas

Fig. 5. CPITN index values by region

Tabelul 6.
Corelatia intre Placa dentarda bsentd(0),varstd,adancimea pungii
parodontale (PD)(pentru participantii de 15 ani), tartru dentar,

Table 6.
Correlation between absent dental plaque (0), age, depth of
periodontal pocket (PP) (15-year—old subjects), dental tartar,

sangerare la sondare. bleeding on probing.
Pts. Pts.
Pts. Pts.
12— . . PD=0 12— PD=0
15 Placé dentara 0 15‘ (0— 3,5 mm) 15 Dental plaque 0 | 15 (0— 3,5mm)
. ani yrs.
ani yrS.
P P P P
N[N| % ORI N[N | % OR N[N| % OR| N[N | % OR
val val val val

Sange- 0 |615(289|47,0 1,00[269(285 (98,6 1,00
rare la

sondare | 1 [105] 17 [16,2/0,000,22| 66 | 54 [81,8/0,00{0,06

Bleeding| o [615|289(47,0 1,00/269(285(98,6 1,00
on pro-
bing 1 |105| 17 [16,2]0,00(0,22| 66 | 54 |81,8/0,00/0,06

Tartrul | 0 |573|304|53,1 1,00{291(284 (97,6 1,00
dentar 1 |147| 2 |1,4(0,00(0,01] 64 | 55 (85,9]|0,00(0,15

Dental | 0 [573]|304|53,1 1,00{291(284(97,6 1,00
tartar 1 |147| 2 |1,40,00(0,01] 64 | 55 |85,9]|0,00(0,15

Discutii.

Cercetiérile efectuate au demonstrat ca etiologia
parodontitei juvenile este multifactoriald, consta-
tdnd necesitatea indeplinirii a 4 conditii simultan:
prezenta bacteriilor virulente, absenta bacteriilor
protectoare, mediul oral defavorabil, sisteme de apa-
rare compromise. Patogenia parodontitei juvenile se
manifesta prin lezarea tesuturilor parodontale ca un
rezultat complex, atit al actiunilor directe a micro-
organismelor-marker din placi, prin producerea de
enzyme cu rol de agresiune asupra componentelor
tisulare,cét si al factorului gazda.

In urma studiului multiplelor surse literare de
specialitate, s—a evidentiat prezenta factorului mi-
crobian — prin cantitati sporite de Actinobacillus
actinomycetemcomitans din placa dentard, facto-
rului imunologic — prin antigenii ce elaboreazi
enzimetoxice, factorului genetic — transmiterea-
genei HLAA9 si B15 pe cale autosomal-dominan-
td, factorilor generali-deregldri endocrine, he-

Discussions.

The researches have shown that the etiology of
juvenile periodontitis is multifactorial, being trig-
gered by 4 simultaneous conditions: the presence of
virulent bacteria, the absence of protective bacteria,
the unfavorable oral environment, compromised
defense systems. The pathogenesis of juvenile peri-
odontitis is manifested by the injury of periodontal
tissues as a complex result of both the direct actions
of plaque marker-microorganisms by the produc-
tion of enzymes with an aggression role on the tissue
components as well as the host factor.

The study of a wide range of literature sources
allowed highlighting the presence of the micro-
bial factor — by increased amounts of Actinobacil-
lus actinomycetemcomitans in the dental plaque, the
immunological factor — by antigens that elaborate
toxic enzymes, the genetic factor — the autosomal
— dominant transmission of HLAA9 gene and B15
gene, general factors — endocrine, haematologi-



matologice, imune, deficiente de nutritie, stresul,
fumatul.

Analizind datele obtinute in rezultatul prezentu-
lui studio am depistat cé valorile frecventei si inten-
sitdtii sunt in functie de vérstd, sex si mediul de trai.
Astfel, frecventa afectiunilor parodontiului la copiii
de 15 ani este 20,1%, intensitatea afectiunilor paro-
dontiului este de 52,4% pentru fete si de 40,7 % pen-
tru béieti. La copiii din localitétile rurale intensitatea
afectiunilor parodontiului a fost mai mare -57,1%,
pe cand la cei din localitatile urbane intensitatea a
fost de 42,2%.

La alcatuirea algoritmului de tratament se va tine
cont de rezultatele examenelor de bazi si complimen-
tare: pacientii cu valoarea 0 a indicelui nu necesita
tratament, pentru valoarea 1 este necesard instruirea
igienicd, pentru pacientii cu valoarea 2 a

indicelui se recomanda detartraj si instruire igie-
nica, pentru valoarea 3— detartraj si tratament com-
plex (chirurgical), iar pentru pacientii cu valoarea 4 a
indicelui se efectueazd detartraj si tratament complex
(operatii cu lambou, tratament ortodontic etc). Insa
doar un tratament individualizat si complex asigura
rezultatul scontat, iar mentinerea rezultatelor e posi-
bild numai cu cooperarea pacientului prin vizite re-
gulate la tratamentul de mentinere.

Concluzie:

Pentru a cunoaste dinamica si tendintele as-
pectelor epidemiologice in Republica Moldova, se
recomandd monitorizarea si analiza periodici a
frecventei in termeni de 3-5 ani, cu implimentarea
masurilor de rigoare. Pentru promovarea sanitatii
orale in Republica Moldova sunt necesare programe
comunitare de preventie a afectiunilor orale.

cal and immune disorders, nutritional deficiencies,
stress, smoking.

Analyzing the data obtained as a result of this
study, we have found that the frequency and intensity
values are based on age, gender and living environ-
ment. Thus, the frequency of periodontal disease in
subjects aged 15 years is 20.1%, the intensity of peri-
odontal disease is 52.4% in girls, and 40.7% in boys.
In children in rural areas, the intensity of periodontal
diseases was higher — 57.1%, while in urban areas
the intensity was 42.2%.

When compiling the treatment algorithm, the re-
sults of the basic and complementary examinations
will be taken into account: patients with value 0 of
the index do not require treatment; patients with
value 1 require to have oral hygiene training, patients
with index value 2 are recommended scaling and oral
hygiene training, patients with value 3 need scaling
and and complex (surgical) treatment, and patients
with index value 4 require scaling and complex treat-
ment (flap operations, orthodontic treatment etc.).
However, an individualized and complex treatment
provides the expected outcome, and the maintenance
of results is only possible with patients' co-operation
by having regular check-ups and maintenance treat-
ment.

Conclusion:

In order to know the dynamics and tendencies of
the epidemiological aspects in the Republic of Mol-
dova, it is recommended to periodically monitor and
analyze the frequency over 3-5 years with the imple-
mentation of appropriate measures. Community pre-
vention programs on oral care are needed to promote
oral health in the Republic of Moldova.
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IMPACTUL DISFUNCTIILOR
LA COPII CU ANOMALII DENTO-
MAXILARE ASUPRA
SANATATII ORALE

Valentina Trifan, conferentiar universitar
Catedra Chirurgie OMF pediatricd, Pedodontie si
Ortodontie IP USMF ,,Nicolae Testemitanu

Actualitatea studiului

Profilul impactului sanatitii orale( PISO) este
aplicat in scopul aprecierii unor masuri compre-
hensive a disfunctiei, disconfortului si incapacittii
auto-raportate atribuite afectiunilor orale si se ocupa
de inrdutatirea calitatii vietii si de dimensiunile sta-
tutului functional( social, psihologic si fizic) care fac
parte din cele sapte parametri ale calitétii vietii pro-
puse de Patrick si Bergner[ 10,11]. Astfel el exclude
perceptiile de satisfactie de sanatate orala, mai mult
decat atét, profilul impactului sdnétatii orale tinde
sd prezinte impacturile raportate la afectiunile orale
in general, mai degrabd decat impacturile care pot fi
atribuite unor afectiuni sau sindroame orale concre-
te. Toate impacturile din profilul impactului sdnatatii
orale sunt conceptualizate ca efecte adverse. Elabo-
rarea PISO a urmat niste abordari folosite in setari-
le generale de sanatate pentru apreciere impactului
asistentei medicale asupra bunistirii functionale
si sociale.[2,3,4] Abordarea a implicat identificarea
unui model conceptual care a definit dimensiuni re-
levante ale impactului obtinind apoi o serie vastd de
intrebari si ponderi numerice asociate care au putut
fi combinate pentru a crea scoruri sub-scalare ce re-
flecta frecventa si severitatea fiecirui impact.[9] In
studiul dat se evalueaza impactul sdnétatii orale la co-
pii cu anomalii dento-maxilare, care se manifestd ca
tulburari de crestere si dezvoltare ale aparatului den-
to-maxilar. Ele pot apérea ca expresie a unei mos-
teniri genetice sau datoritd unor factori din mediul
inconjurétor [1,5].

Modelul de sanatate orala a lui Locker a fost fo-
losit in scopul definirii celor sapte dimensiuni con-
ceptuale ale impactului: limitarea functionald — di-
ficultdti de mestecare, durerea fizici-sensibilitatea
dentard, disconfortul psihologic — autoconstienti-
zarea, incapacitatea fizica-schimbdri in regimul ali-
mentar, incapacitatea psihologicd- capacitatea de
concentrare redusd, incapacitatea socialid- evitarea
interactiunii sociale si handicapul- incapacitatea de
a munci productiv.[6, 7] Acest model se bazeazd pe
clasificarea OMS in care impacturile afectiunii sunt
repartizate intr-o ierarhie in intervalul de la simptoa-
me interne, care sunt aparent primare pentru subiect
( reprezentate in dimensiunea limitarii functionale),
pand la handicapuri, care afecteaza rolurile sociale,
cum ar fi activitatea zilnica a copiilor [8].

IMPACT OF DYSFUNCTIONS IN
CHILDREN WITH DENTO-MAXILLARY
ABNORMALITIES ON THEIR ORAL
HEALTH

Valentina Trifan, Associate Professor

Department of Oromaxillofacial pediatric surgery,
pedodontics and orthodontics IP SUMPh ,,Nicolae
Testemitanu”

Background

The Oral Health Impact Profile (OHIP) is used
to assess comprehensive measures of self-reported
dysfunction, discomfort and disability attributed to
oral disease, and it focuses on the worsening of the
life quality and on the dimensions of the functional
status (social, psychological and physical), that are
elements of the seven parameters of the life qual-
ity, proposed by Patrick and Bergner [10,11]. Thus,
it excludes perceptions of oral health satisfaction;
moreover, the Oral Health Impact Profile tends to
show the overall impact on oral health, rather than
separate impacts that can be attributed to specific
oral diseases or syndromes. All impacts from the
Oral Health Impact Profile are conceptualized as
“adverse effects”. The development of OHIP has fol-
lowed some approaches used in general health set-
tings to assess the impact of healthcare on functional
and social well-being([2,3,4]. The approach involved
identifying a conceptual model that defined relevant
impact dimensions, then obtaining a broad range of
associated questions and numerical coefficients that
could be combined to create sub-scalar scores that
reflect the frequency and severity of each impact
[9]. This study evaluates the impact of oral health in
children with dento-maxillary abnormalities, which
manifest as growth and development disorders of the
dento-maxillary apparatus. They may appear as an
expression of genetic inheritance or because of the
environmental factors [1,5].

Locker’s oral health model has been used to de-
fine the seven conceptual dimensions of the impact:
functional limitation — chewing difficulties, physical
pain — dental sensitivity, psychological discomfort
— self-awareness, physical disability — diet changes,
psychological disability —concentration problems, so-
cial disability — avoidance of social interaction and
handicap — inability to work productively [6,7]. This
model is based on the WHO classification, in which
the disease impacts are distributed in a hierarchy,
ranging from internal symptoms that are apparently
primary for the subject (represented in the dimen-
sion of functional limitation) to disabilities that affect
social roles, such as the daily life of children [8].

The aim of the study is to assess the level of
dysfunction, discomfort and disability that seems to



Scopul studiului constdi in evaluarea nivelului de
disfunctie, disconfort si incapacitate ce pare a corespun-
de cu starile clinice, descrierea unor aspecte medico-so-
ciale si determinarea impactului anomaliilor dento-
maxilare asupra sandtdtii orale si calitdtii vietii copiilor.

Obiective

1. Influenta dificultatilor de masticatie asupra

sdndtatii orale la respondentii din lotul de stu-
diu.

2. Determinarea impactului asupra aspectului

estetic la copii cu anomalii dento-maxilare.

Material si metode

In studiul intentat au fost inclusi un esantion
conventional alcdtuit din 151 pacienti ortodontici,
in scopul identificarii afirmatiilor despre impacturile
adverse ale afectiunilor orale care au completat ches-
tionarul. Structura chestionarului consta din 49 de
intrebdri, reproduse in anexa.

Pentru a evidentia impacturile adverse ale afecti-
unilor orale a fost indeplinit studiul transversal, care
a permis descrierea unor aspecte medico-sociale si
determinarea impactului anomaliilor dento-maxila-
re asupra sandtatii orale si calitétii vietii copiilor.

Structura chestionarului. Chestionarul constd din
49 de afirmatii care au fost parafrazate ca intrebari,
respondentilor li se cere si indice, cét de frecvent s—
au ciocnit de fiecare problemd intr-o perioadd de re-
ferintd, de exemplu in 12 luni.

Categoriile de raspuns pentru scala de cinci
puncte sunt: ,Foarte des”, ,Destul de des”, ,Ocazio-
nal’, ,,Aproape deloc” si ,,Niciodatd” Respondentilor
li se poate oferi si optiunea ,,nu stiu” pentru fiecare
intrebare. Pentru trei intrebdri ce se refera la proble-
mele relationate cu proteza dentard , pentru persoa-
nele care nu poartd protezd dentard se oferd o opti-
une de raspuns care indica ca intrebarile date nu se
referd la ei.

Pentru introducerea datelor, raspunsurile sunt
codificate 0 (niciodatd sau inaplicabil), 1 (aproape
deloc), 2 (ocazional), 3 (destul de des) sau 4 (foarte
des). Raspunsurile ,,nu stiu” si datele necompletate se
introduc ca valori lipsa care sunt ulterior inregistrate
cu media tuturor raspunsurilor valabile la intreba-
rea corespunzatoare. Totusi, dacd mai mult de noud
raspunsuri sunt lisate necompletate sau marcate ,,nu
stiu”, chestionarul este rebutat. In timpul procesirii
datelor, raspunsurile codificate sunt inmultite cu
ponderea corespunzitoare pentru fiecare intrebare
si rezultatele se aduna in cadrul fiecirei dimensiuni
pentru a oferi sapte scoruri de sub-scald, fiecare
intr-un interval potential de la zero (nici un impact)
péna la 40 (toate impactele raportate ca ,foarte des”).

Rezultate si discutii

Conform criteriilor de includere in cercetare si
obtinerea acordului de participare in studiu au fost
inclusi 151 de copii cu varsta medie de 16,8+1,12
ani (limita inferioard — 14 ani si limita superioara
— 18 ani). Din ei locuitori din mediul urban sunt

correspond to clinical conditions, to describe medi-
cal-social aspects and to determine the impact of
dento-maxillary abnormalities on oral health and
children’s quality of life.

Objectives:

1. Influence of the masticatory difficulties on
oral health in the respondents from the study
group.

2. Determining the impact on the aesthetic ap-
pearance in children with dento-maxillary
abnormalities.

Material and methods

In the study, a conventional sample of 151 orth-
odontic patients was included in order to identify the
claims regarding the adverse effects (impacts) of oral
conditions in subjects that have completed the ques-
tionnaire. The questionnaire consists of 49 questions.

To highlight the adverse impacts of oral condi-
tions, a cross-sectional study was conducted, which
allowed the highlighting of medical-social aspects
and the determination of the impact of dento-max-
illary abnormalities on oral health and on children’s
quality of life.

Structure of the questionnaire. The questionnaire
consists of 49 statements, which were paraphrased
as questions; the respondents were asked to indicate
how frequently they encountered each problem in
the reference period, for example — 12 months.

The response categories for the five-point scale
were “Very often”, “Often”, “Occasionally”, “Almost
never” and “Never”. Respondents can also be given
the “Do not know” option for each question. For
three questions related to issues with denture, for
those who do not wear dentures, a response option
was provided, that indicates that the questions do not
relate to them.

For the input of the data, the answers were coded
as 0 (Never or Not applicable), 1 (Almost never), 2
(Occasionally), 3 (Often) or 4 (Very often). The “Do
not know” answers and the blank data were entered
as missing values that were afterwards recorded with
the average of all the answers that apply to the cor-
responding question. However, if more than nine an-
swers were left blank or marked as “Do not know”,
the questionnaire was discarded. During data pro-
cessing, the coded responses are multiplied by the
corresponding coefficient for each question, and the
results are gathered within each dimension to pro-
vide 7 sub-scale scores, each in a potential range
from 0 (No impact) to 40 (all impacts reported as
“Very often”).

Results and discussions

According to the criteria for inclusion in the re-
search and after obtaining the study participation
agreement, there were included 151 children with an
average age of 16.8 £ 1.12 years (the lower limit — 14
years and the upper limit — 18 years). Urban inhabit-
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68,9+3,77% si din mediul rural — 31,143,77%, re-
spectiv (t=7,0954, p<0.001), cota fetitelor a fost de 2.1
ori mai mare decét béietilor (67,5+3,81% si respectiv
32,5+3,81%, t=6,4930, p<0.001) (Figura 1).

Fiecare al treilea co-
pil (27,8+3,65%) a avut
ocazional dificultati de
mestecare a unor alimente
din motivul problemelor
cu dintii, cavitatea bucala
sau proteza dentard, fieca-
re al doilea (48,3+4,07%)
— foarte rar si numai
15,242,92% — niciodata,
au avut acestea dificultati
permanent 8,6+2,21%.

Numai 9,9+2,29% din
respondenti au avut pro-
bleme cu pronuntarea anu-
mitor cuvinte din motivul
problemelor cu dintii, ca-

ants — 68.9 * 3.77% and rural inhabitants — 31.1 +
3.77%, respectively (t = 7.0954, p <0.001); the share
of girls was 2.1 times higher compared to boys (67.5
+ 3.81% and 32.5 + 3.81%, respectively, t = 6.4930, p
<0.001) (Figure 1).

Every third child (27.8
* 3.65%) had Occasionally
difficulties while chew-
ing food due to issues re-
lated to teeth, oral cavity
or dentures, every second
child (48.3 + 4.07%) — Al-
most never and only 15.2 +
2.92% of the respondents
— Never; and 8.6 + 2.21%
had permanent difficul-
ties.

Only 9.9 £ 2.29% of
the respondents had dif-
ficulties pronouncing any
words due to issues related

vitatea bucald sau proteza
dentara si 90,1+2,29% din
respondenti de la ,,ocazio-
nal” pana la ,,niciodatd”.
Practic fiecare al doilea
respondent (43,7+4,02%)
cu diferit grad — de la
,foarte des” pana la ,,ocazional” a observat ci un din-
te nu aratd bine sau ca are o anumitd anomalie den-
to-maxilard, dar numai 29,8+3,72% din respondenti
nu au aceasta problema de sanatate orala.
Majoritatea respondentilor (61,6+4,36%) nu au
simtit cd aspectul lor estetic a fost afectat din mo-
tivul problemelor cu dintii, ocluziei sau protezei
dentare, dar proba ,ocazional” s-a manifestat in
23,243,44% cazuri, mai relativ mic proba ,,destul de
des” — 11,3+2,58% si ,foarte des” s—a evidentiat in
9,3+2,36% cazuri.
Din motivul
problemelor cu
pozitia incorectd
a dintilor pe ar-
cada dentard in
57,0+4,03% ca-
zuri din respon-
denti recunosc,
cd respiratia orala ]
a devenit urati,
din ei au mani-
festat , ca doar in

Foarte des/Very often

Destul de des/Often

Ocazional/Occasionally

Foarte rar/Almost never

Fig. 1. Repartizarea respondentilor in functie de mediul de resedinta
sigen (%).

Figure 1. Breakdown of respondents by place of residence
and gender (%).

to teeth, oral cavity or den-
tures, and 90.1 + 2.29% of
respondents ranged from
“Occasionally” to “Never”.

Practically, every sec-
ond respondent (43.7 +
4.02%), with varying de-
grees — from “Very often” to “Occasionally’, has ob-
served that a tooth does not look “right” or it presents
a certain dento-maxillary anomaly, but only 29.8
+ 3.72% of the respondents did not have this oral
health issue.

Most respondents (61.6 + 4.36%) did not feel that
their appearance was affected due to issues related to
teeth, oral cavity or dentures; “Occasionally” — 23.2
* 3.44%, “Often” — 11.3 + 2.58% and “Very often”
was found in 9.3 + 2.36% cases.

Due to the
issues with the
incorrect  posi-
tion of teeth on
the dental arch

B Afectarea aspectului
estetic/Aesthetic issues

in 57.0 £ 4.03%

of respondents,
there were claims
that they had
»stale breath’,
only in 325 +
3.81% of them —
only “Occasion-

M Respiratie uratd/Stale breath

32,5+3,81% ca- N 38.4 ally” (Figure 2).
. . Niciodatd/Never 43 .

zuri — ,o0cazio- This  study

nal” (Figura 2). 2 , w w also  evaluated
In  studiul 0 20 40 60 the taste percep-

respectiv s-a tion, the latter

evaluat si simtul  Fig.2.Variante de raspuns ale respondentilor referetor la afectarea aspectului esteticsi  one was not af-

gustativ care nu respiratia orala urata (%). fected in 74.8

a fost afectat la
74,8+3,53% din

Figure 2. Structure of the answers to the question regarding aesthetic issues and stale
breath (%).

+ 3.53% of the
respondents,



respondenti, iar structura rdspunsurilor la intrebarea
dacd raméan alimentele pe dinti sau in proteza den-
tard in 92,742,12% cazuri s-a evidentiat cu valorile
semnificative pentru diferite variante de raspuns,
care sunt prezentate in figura 3.

La 62,3+3,94% -
din  respondenti 232
nu s-au depistat
probleme cu inra-
utdtirea  digestiei
din motivul pro-
blemelor cu din-
tii sau a ocluziei
dentare, varianta
»foarte rar” au sub-
liniat 19,2+3,21%
din copii, dar pro-
ba ,foarte des” si
»destul de des”
au mentionat
6,5+2,11% de res-
pondenti.

Analiza intrebarilor care evidentiazd limitérile
functionale din motivul problemelor cu dintii, oclu-
zia dentard sau proteza dentard asupra sanatétii res-
pondentilor au permis ierarhizarea lor. Asa dar, a fost
stabilit ca pe locul I sa plaseaza problema ci alimen-
tele riman pe dinti sau in proteza dentara (r =0,694),
pe locul II — dificultati de mestecare a unor produse
alimentare (r =0,677) si pe locul III s-a determinat
pozitia incorectd a unui dinte sau grup de dinti, care
nu arata bine (r =0,642) (Tabelul 1).

25.8

Tabelul 1. Impactul problemelor cu dintii, cavitatea bucald sau
proteza dentara asupra sanatatii respondentilor
(compartimentul  limitari functionale”)

Fig. 3. Structura raspunsurilor la intrebarea:” S—a intdmpla cd alimentele sa vd ramand
pe dinti sau in proteza dentara?” (%).

Figure 3. Structure of the answers to the question: «Have you had food catching in your
teeth or dentures? (%).

and the structure of the answers to the question
of whether food caught in teeth or dentures, there
were highlighted significant values for the various
response variants in 92.7 £ 2.12% of cases, as it is
presented in Figure 3.

In 62.3 +3.94%
of the respondents,
15.2 there were not
found any issues
M Niciodatd/Never regarding the wors-
M Foarte rar/Almost never

ening of digestion
due to issues with
teeth or dental oc-
clusion, the variant
«Almost  never»
was highlighted in
19.2 +3.21% of the
children, but «Very
often» and «Often»
was mentioned by
6.5 + 2.11% of re-
spondents.

An analysis of questions that highlight the impact
of functional limitations due to tooth issues, dental
occlusion or dentures on the respondents’ health has
allowed their hierarchical sorting. However, it was
established that on the first place there are issues re-
garding food caught in teeth or dentures (r, = 0.694),
the second place — difficulties when chewing food
(r,=0.677) and the third place — the incorrect posi-
tion of a tooth or a group of teeth that does not look
good aesthetically (r, = 0.642) (Table 1).

M Ocazional/Occasionally
M Destul de des/Often
M Foarte des/Very often

285

Table 1. Impact of issues related to teeth, oral cavity
or dentures on the health of respondents
(“functional limitation” section)

Coefi- The
s cientul de |Ierarhi- L. canonical
Caracteristica Abs. Characteristic Abs. . Rank
corelare zarea correlation
canonica coefficient
D1f1cul'Fa§1 de mestecare a 128 0,677 I Difficulties chewing any 128 0.677 I
unor alimente foods
Proble.me cu Pronungarea 2 0,593 VI Issues with pronouncing 82 0,593 VI
anumitor cuvinte any words
U.n dinte care nu arata 106 0,642 I A tooth that does not look 106 0,642 I
bine right
Aspectul respondentului a 93 0,617 v The appearance of the 9 0.617 v
fost afectat respondent was affected
Respiratia a devenit urdta | 86 0,603 \4 Stale breath 86 0,603 \4
Slrvn.gul gustului s-a inré- 18 0,449 VIIT The sense of taste has 13 0,449 VIII
utatit worsened
Allr{lentele rdman in fhnp 140 0,694 I Food catching in teeth or 140 0,694 I
sau in proteza dentard denture
Digestia s—a inrautatit 57 0,523 VII Digestion has worsened 57 0,523 VII
Prot(iza dentara nu este 21 0,349 IX The denture is uncomfor- 21 0,349 IX
fixata corect table
Valoarea medie 0,572+0,040 Average value 0,572+0,040

Din analiza datelor din studiu s-a ca majoritatea
respondentilor (85,4+2,87%) au dureri in cavitatea
bucald, din ei ,ocazional” in 37,7+3,94%cazuri si

Based on the analysis of the data, the majority of
respondents (85.4 + 2.87%) had experienced pain
in the oral cavity, of which ,,Occasionally in 37.7 +
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,foarte rar” la 32,5+3,81% din respondenti. Varianta
de raspuns ,niciodatd” a fost selectatd de 14,6+2,87
din respondenti.

In valorile egale (a cate 33,8+3,85%) respondentii
,nuau” sau ,,foarte rar” au dureri de maxilar. Fiecare
al treilea are dureri maxilare ,,ocazional” si ,,destul de
des” numai 3,3+1,45% din respondenti.

In opinia respondentilor cefalee din motivul
problemelor cu dintii au prezentat 55,6+4,04% res-
pondenti, din ei ,,foarte des” si ,,destul de des” numai
6,6+2,15%.

Sensibilitatea dentard au avut majoritatea
(82,1£3,12%) din respondenti, din ei ,foarte rar”
-36,413,92%, ,ocazional” — 28,5+3,67%. Ne alar-
meazd faptul, cd sensibilitatea dentard ,destul de

3.94% cases and ,,Almost never® in 32.5 + 3.81% of
respondents. The ,Never® response pattern was se-
lected by 14.6 + 2.87% of the respondents.

At similar values, (each group — 33.8 + 3.85%),
the respondents have answered ,,Never® or ,, Almost
Never® regarding the presence of sore jaws. Every
third respondent had experienced ,Occasionally®
jaw pains and jaw pains were ,,Often” encountered in
only 3.3 + 1.45% of respondents.

In the respondents’ view, headaches due to tooth
issues were present in 55.6 + 4.04% of respondents, of
whom ,.Very often” and ,,Often” — 6.6 + 2.15%.

The dental sensitivity was encountered in the
majority of the respondents (82.1 + 3.12%), of which
»Almost never — 36.4 + 3.92%, ,Occasionally“ —

des” au manifestat 19 28.5 * 3.67%. We are
12,6+2,70% din res-  Foarte des/Very often 39 B Dureri de gingii/Gingival pain  alarmed by the fact
pondenti. B Dureri de dinti/Dental pain that 12.6 + 2.70% of
Dureri de dinti I.B the respondents had
si de gingie nu DSEIE (FRaEn 4 claimed that they ex-
au avut nicioda- 8.5 perienced dental sen-
td 14,6+2,87% % $i  Ocazional/Occasionally & 37 sitivity quite ,Often"
30,5+3,75% de res- Dental and gingi-

pondenti, respectiv.

Foarte rar/Almost -41'7 val pain were ,Nev-
Repartizarea  vari- _— 34.4 er encountered by
antelor de raspuns 146 *+ 2.87% and
cu diferit grad de Niciodatd/Never “0'5 30.5 = 3.75% of re-
prezenta  durerilor ' spondents, respec-
de dinti si de gAingie 0 2b 40 66 tive}y. The distri-
este prezentatd in fi- bution of response
gura 4. Fig. 4. Variante de réspuns ale respondentilor referetor la dureri de dinti si gingie  variants with varying

In studiu intentat
de noi s-a evaluat la
fel situatia de con-
fort in timpul mesei,
deci situatia inconfortabila din motivul problemelor
cu dintii , in cazul cand copilul consumd anumite
produse alimentare s-a depistat la 84,8+2,92% din
respondenti. Atrage atentia, ca fiecare al patrulea res-
pondent a selectat variante de raspuns ,,foarte des”
(9,942,43%) si ,,destul de des” (17,2+3,07%).

Locuri inflamate in cavitatea bucald nu au avut
29,1+3,69% din respondenti, ,ocazional” si ,foar-
te rar” au avut majoritatea — 60,2% (23,2+3,44%
si 37,0£3,93%, respectiv). La pacientii purtatori de
proteze dentare s-a evaluat si stabilitatea protezei
dentare in cavitatea bucald , care s-a manifestat la
13,942,82% respondenti , dar in varianta de rdspuns,
cd au simtit proteza dentard nu este fixatd corect si
inconfortabila s-a determinat 1la17,2+3,07% respon-
denti.

Analiza variantelor de raspuns la intrebérile care
evidentiazd impactul durerii fizice din motivul proble-
melor cu dintii, ocluzia dentard sau proteza dentard
asupra sandtdtii respondentilor au permis ierarhizarea
lor. Asa dar, a fost stabilit, ca pe locul I si plaseazd
dureri in cavitatea bucald si dureri de dinti (r =0,679),
pe locul IT — inconfortabilitate la consumarea anumi-
tor alimente (r =0,677) si pe locul III — sensibilitate
dentard (r =0,674) (Tabelul 2).

(%).

Figure 4. Structure of the answers to the question regarding the presence of dental
and gingival pain (%).

degrees of tooth and
gum pain is shown
in Figure 4.

In our study, we
have evaluated the comfort level during meal time,
thus uncomfortable feelings due to the issues with
teeth, when the child consumed any foods was found
in 84.8 + 2.92% of the respondents. It draws attention
that every fourth respondent has selected «Very of-
ten» (9.9 + 2.43%) and «Often» (17.2 + 3.07%).

Affected sites (“sore spots”) in the oral cavity were
not present in 29.1 + 3.69% of the respondents, «Oc-
casionally» and «Almost never» variants were the
majority of the responses — 60.2% (23.2 £ 3.44% and
37.0 + 3.93%, respectively). In denture wearers, the
stability of the device in the oral cavity was evaluated,
which was assessed as being present in 13.9 + 2.82%
of respondents, but in 17.2 £+ 3.07% of the respon-
dents, the response was that they felt the denture was
not properly fitted and uncomfortable.

The analysis of the structure of answers that high-
light the impact of physical pain due to issues related
to teeth, dental occlusion or dentures on the health
of respondents has allowed their hierarchical sorting.
Thus, it was established that the first place is taken by
pain in the oral cavity and toothache (r_ = 0.679), sec-
ond place — inconvenience when eating any foods
(r, = 0.677) and third place — dental sensitivity (r_ =
0.674) (Table 2).



Tabelul 2. Impactul problemelor cu starea dintilor, cavitatii
bucale sau aparatului dentar asupra sandtatii respondentilor
(compartimentul ,durerii fizice”)

Table 2. The impact of issues regarding teeth, oral cavity or dental
device on the health of the respondents
(“physical pain” section)

Coeficientul Terarhi- The canonical

Caracteristica Abs.| de corelare sarea Characteristic Abs.| correlation | Rank

canonica coefficient
Dureri in cavitatea bucala | 129 0,679 I Pain in the oral cavity 129 0,679 1
Dureri de maxilar 100 0,631 VI Jaw pain 100 0,631 VI
Cefalee 84 0,598 VII Headache 84 0,598 VII
Sensibilitate dentara 124 0,674 111 Dental sensitivity 124 0,674 111
Dureri de dinti 129 0,679 I Dental pain 129 0,679 I
Dureri de gingii 105 0,640 \ Gingival pain 105 0,640 \
Inconfortabilitate la consu- Discomfort at the con-
marea anumitor alimente 128 0.677 I sumption of any foods 128 0,677 I
Locuri inflamate in cavita- Affected areas (sore spots
tea bucald 107 0,644 v in the oral caviEy por) 107 0,644 v
;:E?Ireate dentare inconfor- 2% 0,383 VIIT g;ri?lrrr;fortable 2% 0,383 VIII
Valoarea medie 0,623+0,033 Average value 0,623+0,033

In urma analizei datelor obtinute in baza chestio-
narului a fost stabilit, cd 90,7+2,36% din respondenti
sunt ingrijorati de problemele dentare, valorile sta-

tistic semnificative
pentru toate varian-
tele de raspuns (Fi-
gura 5).

Asa dar, analiza
efectuatd a permis
sd evidentiem pro-
bleme cu dintii, ca-
vitatea bucald sau
proteza dentard care
au cel mai mare im-
pact asupra sanatatii
respondentilor care
sunt prezentate in fi-
gura 6.

Studiile transver-
sale care au fost folo-
site in chestionar, au
demonstrat nivelele
de disfunctie, dis-
confort §i incapaci-
tate ce corespunde
cu starile clinice si
accesul la ingrijirea

stomatologica.  La
acest nivel descrip-
tiv, rezultatele au

demonstrat anumite
diferente subtile la
dimensiunile
ceptuale ale im-
pactului ca limitate
functionala si inca-
pacitate fizica.

In concluzie, in
baza analizei datelor
obtinute in studiul

con-

M Niciodatd/Never

M Foarte rar/Almost never
I Ocazional/Occasionally
M Destul de des/Often

M Foarte des/Very often

Fig. 5. Variante de rdspuns ale respondentilor la intrebarea: ,Ati fost ingrijorati de
problemele dentare?” (%).

Figure 5. Structure of the answers to the question: “Have you been self—conscious
because of your teeth, mouth or dentures?” (%).

M Ingrijorarea fatd de problemele
dentare/Concern regarding dental issues

W Dureri in cavitatea bucald/Pain in the
oral cavity

0.689
0.679  0.679
0.677 0.677 W Dureri de dinti/Dental pain
0.674

Fig. 6. Repartizarea valorilor cu cel mai inalt impact asupra sanatatii respondentilor
din motivul probleme cu dintii, cavitatea bucald sau proteza dentara (%).

MW Dificultati de masticare a unor
alimente/Difficulties when chewing any
foods

M Inconfortabilitate la consumarea
anumitor alimente/Discomfort at the
consumption of any foods

W Sensibilitate dentard/Dental sensitivity

0.666

W Evitarea anumitor alimente/Avoidance
of certain foods

Figure 6. Distribution of values with the highest impact on the health of
respondents due to issues with teeth, oral cavity or dentures (%).

Based on the analysis of the data obtained from the
questionnaires, it was established that 90.7 + 2.36% of
the respondents were concerned about the dental is-

sues, with statistically
significant values for
all the variants of re-
sponse (Figure 5).

Thus, the analysis
made it possible to
highlight issues with
teeth, oral cavity or
dentures that have
the greatest impact
on the health of the
respondents that are
presented in Figure 6.

The cross-sec-
tional studies that
were used in the
questionnaire, have
demonstrated  the
levels of dysfunc-
tion, discomfort
and inability that
correspond to clini-
cal conditions and
the level of access to
dental care. At this
descriptive level,
the results demon-
strated some subtle
differences regard-
ing the conceptual
dimensions of the
impact as a limited
functional and phys-
ical disability.

In  conclusion,
based on the analysis
of the data obtained
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respectiv putem aprecia gradul impactului medico-
social al anomaliilor dento- maxilare asupra calita-
tii vietii la copii, in functie de care putem determina
anumite obiective de imbunétatire a calitétii vietii.

CONCcCLuzII

CONCLUSIONS

in this study, we can assess the degree of the medical-
social impact of the dento-maxillary anomalies on the
quality of life in children, according to which we can
determine certain aims for improving the quality oflife.

1.

Studiul respectiv a demonstrat nivelul de dis-
functie, disconfort si incapacitate ce pare a
corespunde cu starile clinice si accesul la asis-
tenta stomatologica.

Aspectul estetic la respondenti a fost afectat
din motivul problemelor cu dintii, cavitatea
bucald sau proteza dentard ,ocazional” —
23,243,44%, ,,destul de des” — 11,3+2,58% si
»foarte des” — 9,3+2,36%.

Analiza datelor despre limitarile functionale
din motivul problemelor cu dintii, cavitatea
bucala sau proteza dentara asupra sdnatatii
respondentilor au permis ierarhizarea lor.
Asa dar a fost stabilit cd pe locul I s plaseazi
disconfortul aparut din motivul, ci alimen-
tele rdméan pe dinti sau in proteza dentard
(r,=0,694), pe locul II — dificultdti de mes-
tecare a unor alimente (r =0,677) si pe locul
IIT — un dinte care nu arata bine (r,=0,642).
Impactul psihologic asupra respondentilor
apare cu diverse rate, ca exemplu in proble-
mele dentare (r =0,689), urmat de simtitul de
inconfortabiltate (r =0,667) si simtitul de ten-

1. The study has demonstrated the level of dys-

function, discomfort and disability that seems
to correspond to clinical conditions and ac-
cess to dental care.

The aesthetic appearance of the respondents
was affected due to issues with teeth, oral ca-
vity or dentures as follows: «Occasionally» —
23.2 + 3.44%, «Often» — 11.3 + 2.58% and
«Very often» — 9.3 * 2.36%.

The analysis of the data on functional limita-
tions due to issues with teeth, oral cavity or
dentures on the health of the respondents al-
lowed their hierarchical sorting. However, it
was established that the first place is taken by
discomfort because the food has caught on
teeth or dentures (r, = 0.694), on the second
place — difficulty chewing food (r, = 0.677)
and on the third place — a tooth that does not
look “right” (r_ = 0.642).

The psychological impact on respondents oc-
curs at various rates, for example: dental issu-
es (r, = 0.689), followed by feeling uncomfor-
table (r, = 0.667) and tense (r_ = 0.625).

sionare (r,=0,625).
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Rezumat

Suprafata interproximala a dintelui este
importantd si complicatd de diagnosticat, tra-
tamentul cariei dentare in aceste cazuri poate
fi promitator. Importanta punctului de contact
consta in functiile sale de sustinere si protec-
tie. Contactele inadecvate pot duce la acumu-
larea de alimente si la dezvoltarea cariei initi-
ale. Din aceasta rezulta ca crearea unui punct
de contact corect in timpul restaurérii devine
o etapa absolut necesara de tratament, de ace-
ea am ales ca metodd principala de restaurare
a punctului de contact Injection-Molding.

Deci un tratament modern al cariei denta-
re nu inseamna doar restaurarea morfo-func-
tionald a dintilor la pacientii care s-au adresat,
ci o abordare contemporana a conceptului de
tratament minim invaziv.

Cuvinte-cheie: punct de contact, suprafa-
td interproximald, tratament.

( N\

Summary

The interproximal tooth surface is im-
portant and complicated to be diagnosed, the
treatment of dental caries in these cases can
be promising. The importance of the contact
point lies in its support and protection func-
tions. Inappropriate contacts can lead to the
accumulation of food and the development of
the initial carriage. From this it follows that
the creation of a correct contact point dur-
ing restoration becomes an absolutely neces-
sary stage of treatment, so we chose the main
method of restoring the Injection-Molding
contact point. So a modern dental caries treat-
ment not only means morpho-functional res-
toration of the teeth in the patients who have
addressed but a contemporary approach to
the concept of minimally invasive treatment.

Keywords: contact point, interproximal
surface, treatment.

Introducere

De-a lungul istoriei stomatologiei, unul dintre
obiectivele principale a fost de a restaura forma din-
telui cat mai aproape de cea naturala. In acest scop, se
lucreaza in mod constant pentru a imbunatati calitatea
materialelor, instrumentelor si accesoriilor. In ciuda
progreselor inregistrate in tratamentul cariilor aproxi-
mative, aceasta problema ocupa inca o pozitie de lider.
Suprafata de contact a cariilor este una din principalele
probleme ale stomatologiei moderne terapeutice,[3].

Cea mai mare dificultate este restaurarea cavi-
tatilor clasei IT dupé Black si crearea unui punct de
contact. Acest lucru se datoreaza accesului dificil,
localizarii cavitdtii carioase, care este adesea in regi-
unea subgingivald, necesitind astfel medicului anu-
mite abilitdti, disponibilitatea unor instrumente si
materiale speciale, ceea ce face ca recuperarea si fie
destul de laborioasa, [5].

Punctul de contact sustine papila interdentara si
limiteazé traumatismul spatiului interdentar. Contac-
tele inadecvate pot duce la acumularea de alimente si
la dezvoltarea cariei initiale, in plus, reziduurile ali-
mentare pot deteriora tesuturile interdentare moi, pot
afecta dintii adiacenti si zonele de ridédcina invecinate.
Din aceasta rezultd céd crearea unui punct de contact
corect in timpul restaurarii devine o etapa absolut ne-

Introduction

Throughout the history of dentistry, one of the
main goals was to restore the shape of the tooth as
close as possible to the natural one. To this end, they
are constantly working to improve the quality of ma-
terials, tools and accessories. Despite progress in the
treatment of approximate cavities, this issue still oc-
cupies a leading position. The surface of caries con-
tact is one of the main problems of modern therapeu-
tical dentistry, [3].

The biggest difficulty is restoring Class II cavi-
ties after Black and creating a contact point. This is
due to the difficult access, the location of the carious
cavity, which is often in the subgingival region, thus
requiring certain skills from the clinician, the avail-
ability of special instruments and materials, which
makes the recovery quite laborious [5].

The contact point supports the interdental papilla
and limits the trauma of the interdental space. Inap-
propriate contacts can lead to food build-up and the
development of caries, in addition, food residues can
damage soft interdental tissues, can affect adjacent
teeth and adjacent root areas. From this it follows
that creating a correct contact point during restora-
tion becomes an absolutely necessary stage of treat-
ment. Sealing the approximate surfaces of the poste-
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cesara de tratament. Etansarea suprafetelor aproxima-
le ale dintilor posteriori necesita un studiu preliminar
al dimensiunii si pozitiei dintelui cauzal, evaluarea de-
fectului si localizarea acestuia, densitatea contactului,
pozitia dintelui adiacent si pozitia gingiei [2].
Utilizarea cu strictete a materialelor dentare, al
sistemelor de matrici cit si aplicarea lor conform in-
dicatiilor producitorilor ne vor oferi rezultatul dorit
si ne vor garanta calitatea restabilirii punctului de
contact si a morfofunctionalitatii dentare [1].

Scopul studiului

Ca orice practician terapeut sd poatd efectua un
diagnostic corect al cariilor interproximale si sd efec-
tueze o restaurare morfo-functionald adecvatd prin
utilizarea metodelor noi de restaurare.

Materiale si metode de cercetare

Au fost supusi examindrii si tratamentului 15 pa-
cienti cu diagnosticul de carie dentara proximala, cu
varsta cuprinsd intre 18 si 30 ani, din ei 7 femei (46,6
%) si 8 barbati (53,3 %), dintre care 9 pacienti din
mediul rural (60%) si 6 din mediul urban (40%).

Schema de examinare a pacientilor s-a bazat pe
unele principii de examinare si diagnostic care au inclus
anumite simptome si semene de orientare diagnostica.

Examenul clinic si paraclinic al pacientului s-a
efectuat cu scopul de a stabili un diagnostic corect,
care la randul sdu a fost necesar pentru instituirea
tratamentului adecvat pentru fiecare caz in parte.

Ca metode de tratament in restaurarea punctului
de contact al grupului lateral de dinti a fost utilizate
urmatoarele tehnici: injection-molding si bulk-fill.

Metoda Injection-Molding consta in crearea pe-
retelui mezial sau distal cu ajutorul unui compozit
flow, apoi se adauga material solid in restul cavita-
tii. La utilizarea acestei metode se folosesc matrici
transparente, ce permit trecerea razelor de lumina
mai usor cdtre compozit si intdrirea acestuia, cét si
fac posibild fotopolimerizarea atit pe partea lingual
cit si vestibulara, si de asemenea faciliteazd umplerea
cavitdtii cu un singur strat de compozit.

Avantajul major al compozitelor fluide este ca
rotunjesc unghiurile ascutite produse in timpul pre-
pararii cavitatii si sunt pareri ca acestea imbunatatesc
adaptarea marginala a compozitelor in zona posteri-
oara prin faptul ca actioneaza ca “stress-breaker”.

Metoda Bulk-fill consta in restaurarea dintilor
afectati prin plasarea a unui singur strat cu o grosime
de 4mm de compozit solid SDR (Smart Dentin Re-
placement), dupa care urmeazid modelarea suprafetei
ocluzale cu un alt compozit destinat inlocuitorului de
smalt. Materialele composite pentru restaurarea in bloc
trebuie sd posede o contractie mica de prizd pentru a
preveni microinfiltrati, iar tensunile de la interfatd si
fie contracarate de o oarecare elasticitate a materialului.
Apoi, acest material trebuie si permit o fotopolimeri-
zare pe o grosime de cel putin 4 mm, caracteristica ob-
tinuta printr-o translucentd deosebitd, permeabilitate
mare si conductibilitate pentru fascicolul luminos. De

rior teeth requires a preliminary study of the size and
position of the tooth, defect assessment and location,
contact density, adjacent tooth position and gum po-
sition, [2].

The strict use of dental materials, matrix systems
and their application according to the manufactur-
er’s instructions will give us the desired result and
will guarantee the quality of dental contact restora-
tion and dental morpho-functionality, [1].

The purpose of the study

As any practitioner therapist can perform a cor-
rect diagnosis of interproximal caries and perform a
proper morpho-functional restoration by using new
restoration methods.

Materials and methods of research

Sixteen (46.6%) and eight male (53.3%) patients
with proximal dental caries were examined and treat-
ed, of whom 18 were from 18 to 30 years of age, of
whom 9 were frorm rural (60%) and 6 from urban
areas (40%).

The patient screening scheme was based on some
examination and diagnostic principles that included
certain diagnostic symptoms.

The patient’s clinical and paraclinical examina-
tion was performed in order to establish a correct di-
agnosis, which in turn was necessary to establish the
appropriate treatment for each case.

The following techniques were used as methods
of treatment in the restoration of the contact point:
injection-molding and bulk-fill.

The Injection-Molding method consists in creat-
ing a medial or distal wall by means of a flow com-
posite, then solid material is added to the rest of the
cavity. When using this method, transparent matrix-
es are used which allow easier light passing through
the light to the composite and its curing, and enable
both linguistic and vestibular lightening to be pho-
topolymerized, and also facilitates the filling of the
cavity with a single composite layer. The major ad-
vantage of fluid composites is that they round the
sharp angles produced during cavity preparation and
they improve the marginal adaptation of composites
to the posterior area by acting as a stress-breaker.

The Bulk-fill method consists of restoring the af-
fected teeth by placing a single layer of 4 mm of solid
Dentin Replacement SDR (Smart Dentin Replace-
ment), then shaping the occlusal surface with anoth-
er composite for the enamel substitute. Compound
composite materials for block restoration must have
a low squeeze to prevent microinfiltrations and inter-
face stresses are countered by some elasticity of the
material. Thereafter, this material must allow a pho-
topolymerization of at least 4 mm thick, a character-
istic obtained by a special translucency, high perme-
ability and conductivity for the light beam. It should
also have a lower consistency allowing for easy ad-
aptation to the walls of the cavity, both gingival and
cervical, as well as high resistance to compression.



Figura 1. Aspectul preoperator d.25

Figura 2. Crearea spatiului cu ajutorul pinului.
Figure 1. The preoperative aspect tooth 25

Figure 2. Create space with the pin.

Figura 3. Amprentarea punctului de contact cu ceard stomatologica.
Figure 3. Imprint with dental wax the contact point.

Figura 4. Prepararea cavitatii carioase.

Figura 5. Bizotarea
Figure 4. Preparation of the carious cavity.

Figure 5. Bevel

Figura 6. Aplicarea sistemului de matrice.

Figura 7. Restaurarea d.25, slefuirea lui.
Figure 6. Applying the matrix system Figure 7. Restoring tooth 25, polish

Figura 8. Corectia obturatiei cu indigo.

Figura 9. Aspectul final al d.25.
Figure 8. Correction Figure 9. The final look
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asemenea trebuie sa prezinte o consistentd mai redusi
care s permit adaptarea facild la peretii cavitatii, iclusiv
la nivelul marginii gingivale cit si a celei cervicale pre-
cum si rezistenta mare la compresiune.

Rezultate obtinute

In studiul dat a fost realizati o analizi retrospecti-
va a 15 pacienti cu diagnosticul de carie dentara pro-
ximald.Conform rezultatelor obtinute s-a observat o
tendintd majora de aparitie a cariei dentare interpro-
ximale la pacientii de sex masculin si la pacientii ce
locuiesc in mediul rural, deoarece acestia nu dispun de
conditii optime, necesare pentru o igienizare corectd,
pentru un control medical regulat, la timp, de un nu-
mér mai mic de specialisti la care s-ar putea adresa, si
pacientii nu sunt cointeresati de starea cavitatii bucale.

Caz clinic

Pacienta $.T.,30 de ani, s-a adresat cu scop de tra-
tament a dintelui 25. La adresarea s-a prezentat cu ur-
mdtoarele acuze: scimosarea flosei dentare la curitare,
retinerea alimentelor si prezenta mirosului neplicut.

Diagnostic: carie cronica profundad proximala a
dintele 25.

Tratament:

1. Igiena profesionald a cavititii bucale,

2. Anestezia loco-regionala infiltrativd cu sol.

Septanest 4% 1,7 ml,
3. Izolarea campului operator prin aplicarea co-

ferdamului,

4. Prepararea cavitatii carioase cu freze diaman-
tate,

5. Prelucrarea medicamentoasd a cavitatii cu sol.
Clorhexidina 2% ,

6. Aplicarea matricei si a inelului,

7. Gravajul smalsului (30 sec) si a dentinei (15
sec) cu acid fosforic 37% Meta Etchant,

8. Aplicarea primerului (5 sec) uscarea lui cu
aer,apoi aplicarea bondingului CLEARFIL (10
sec) si uscarea cu aer pe suprafata dintelui si
fotopolimerizarea.

9. Aplicarea flow-ului CLEARFIL AP-X ES apoi
aplicarea compozitul CLEARFIL AP-X pentru
restaurarea peretelui mezial si fotopolimerizarea.

10. Umplerea restului cavitdtii cu compozite solid
CLEARFIL AP-X si fotopolimerizarea lui.

11. Corectia obturatiei cu freze diamantate, pole-
irea si lusruirea cu discuri si polipante.

Concluzie

Punctul de contact joacd un rol esential in morfo-
logia aparatului dento-maxilar. Lipsa punctelor de con-
tact proximale duce la aparitia cariilor interproximale
si a parodontopatiei marginale prin tasarea resturilor
alimentare intre dinti si acumularea lor la acest nivel,
datorita lipsei de autocuritire si curdtire artificiald.
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Results

A retrospective analysis on 15 patients with
proximal dental caries was conducted. According
to the obtained results, a major incidence of inter-
proximal dental caries was observed in male pa-
tients and patients living in rural areas, as they do
not have the optimal conditions required for proper
hygiene and for regular dental check-ups because of
the smaller number of dentists, another cause being
the patients’ lack of motivation and interest in their
oral hygiene.

Clinical case
Patient ST, 30, came in for the treatment of tooth

25, with the following complaints: break of the dental

floss while cleansing, food retention and the presence

of unpleasant smell.
Diagnosis: chronic proximal deep caries of tooth

25.

Treatment:
1. Professional hygiene of the oral cavity,
2. Loco-regional infiltration anesthesia with
Septanest 4% 1.7 ml,
3. Isolation of the operatory field by rubberdam
application,

Cavity preparation with diamond cutters,

2% Chlorhexidine conditioning,

Matrix and ring application,

Etching of enamel (30 sec) and dentin (15 sec)

with 37% phosphoric acid Meta Etchant,

8. Apply primer (5 sec) then air-dry, follow with
CLEARFIL bonding (10 sec) and air-drying
on the tooth surface and light cure.

9. Apply the CLEARFIL AP-X ES flow then ap-
ply the CLEARFIL AP-X composite to restore
the wall and light-cure.

10. Filling the rest of the CLEARFIL AP-X solid
composite cavity and photopolymerize.

11. Correction of diamond cutting, glazing and
polishing with discs and polypropylene.

N

Conclusion

The contact point plays an essential role in the
dental-maxillary apparatus morphology. The lack of
proximal contact points leads to the occurrence of
interproximal caries and marginal parodontopathy
by compressing the food debris between the teeth
and their accumulation at this level due to the lack of
self-cleaning and artificial cleansing.
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Rezumat

Scopul studiului a fost de a efectua o ana-
liza retrospectivd a morbiditétii pacientilor
cu abcese si flegmoane a teritoriul oro-ma-
xilo-facial internati in sectia de chirurgie
oro-maxilo-faciala in anul 2016. In acest
scop au fost studiate fisele medicale a 1736
de pacienti spitalizati pe parcursul anului
2016 cu abcese si flegmoane. S-a constatat cé
frecventa pacientilor cu abcese si flegmoane
a constituit 50% din toate procesele inflama-
torii, majoritatea fiind de origine odontoge-
nd (97%). Abcesele au fost apreciate in 66%
cazuri, flegmoanele in 34% cazuri. Analiza
metodelor de tratament aplicate pacientilor
cu abcese si flegmoane a demonstrat o ratéd
sporitd de utilizare a interventiilor chirurgi-
cale (100%) fata de cele conservative (0%) cu
o usoard predominare a accesului endobucal
(54%).

Cuvinte cheie: abcese, flegmoane, date
statistice, tratament.

( N\

Summary

The purpose of the study was to perform
a retrospective study of the incidence of ab-
scess and phlegmon in oral and maxillofacial
(OMF) region in the department of OMF
surgery in 2016. The medical records of 1736
patients were registered in the department
during year 2016 and were studied. It was
determined that the incidence of abscess and
phlegmon in OMF region was 50% of all the
patients with inflammatory processes. The
majority (97%) of them had odontogenic eti-
ology. Abscesses were observed in 66% of cas-
es and phlegmons in 34% of cases. The analy-
sis of treatment methods showed that surgical
treatment was performed in 100% of cases and
conservative treatment in 0%. Intraoral ap-
proach was used in 54% of cases. The analysis
of anesthesia methods showed that in 96% of
cases loco-regional anesthesia was used.

Key words: abscess, phlegmon, statistic
data, treatment.

Introducere

Regiunea oro-maxilo-faciald este frecvent sediul
unor procese supurative. Amploarea acestora este
variabild, de la infectii limitate (abcesul spatiului ves-
tibular), pana la infectii de o gravitate deosebita (fleg-
monul planseului bucal), care poate pune in pericol
viata bolnavului.

Din toate maladiile regiunii capului si gatului
procesele inflamatorii ocupa primul loc. Astfel, pa-
cientii cu procese inflamatorii ale regiunii oro-maxi-
lo-faciale constituie peste 80% din numarul total de
adresari pentru acordarea ajutorului medical la chi-
rurgul stomatolog in policlinicé si peste 50% din cei
aflati in stationar [3].

Tesuturile moi perimaxilare sunt deseori sediul
unor procese infectioase care imbraca aspecte varia-
te in functie de forma anatomopatologicd, localizare,
virulenta germenilor cauzali si de rezistenta la agresi-
unile microbiene a organismului. Particularititile de
localizare, debut si evolutie ale proceselor supurative

Introduction

The oral and maxillofacial region is often the seat
of suppurative processes. Their magnitude ranges
from limited infections (vestibular space abscess) to
highly serious infections (phlegmon of the buccal
floor) that may endanger patient s life.

Of all the diseases of the head and neck region,
inflammatory processes rank the first. Thus, patients
with inflammatory processes of the oral and maxillo-
facial region account for more than 80% of the total
number of requests for medical care to the dental sur-
geon in the clinic and over 50% of those in hospital [3].

Perimaxillary soft tissues are often the seat of in-
fectious processes that have various aspects depend-
ing on the anatomopathological form, localization,
virulence of causal germs, and resistance to microbial
aggression of the body. The particularities of local-
ization, onset and evolution of suppurative processes
are determined by the morphological characteristics
of the region (the orientation of the dental roots in
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sunt determinate de caracteristicile morfologice ale
regiunii (orientarea rdddcinilor dentare in raport cu
tablele osoase, existenta unor loje care comunica in-
tre ele, continutul lojilor in tesutul grisos sau con-
junctiv), de tipul si virulenta germenilor microbieni
cauzali si de reactivitatea bolnavilor [3].

Infectiile perimaxilare se intalnesc la orice varst,
fiind mai frecvente in perioada in care sistemul den-
to-parodontal este mai afectat.

Supuratiile din sfera oro-maxilo-faciala pot fi
determinate de: patologia dento-parodontald, com-
plicatiile tratamentelor stomatologice, complicatiile
anesteziei loco-regionale, complicatiile extractiei
dentare, traumatisme cranio-faciale, corpi strdini
patrunsi accidental prin mucoasa sau tegumente,
stafilococii cutanate extinse la nivelul spatiilor fasci-
ale invecinate, litiaza glandelor salivare in stadiul de
»abces salivar”, osteomielita oaselor maxilare, infectii
faringo-amigdaliene, tumori osoase benigne (chis-
turi) sau maligne (cu zone necrotice centrale) ce se
pot suprainfecta, extinzindu-se in spatiile fasciale
vecine [2].

Procesul supurativ cantonat initial periapical ero-
deazd corticala osoasd cea mai subtire si ajunge la
nivelul partilor moi periosoase. Evolutia spre o supu-
ratie periosoasd sau spre o supuratie a spatiilor fasci-
ale este influentata de relatia topografica dintre locul
in care procesul supurativ a erodat corticala osoasd
si insertiile musculare de la nivelul maxilarului sau
mandibulei. Spatiile fasciale care pot fi afectate direct
de procesul supurativ dupi difuziunea sa transosoasa
si erodarea corticalei, se numesc spatii fasciale pri-
mare. Ele sunt vecine cu zona proceselor alveolare ale
maxilarului si ale mandibulei [2].

Mecanismele patogene prin care difuzeazd agen-
tii infectiosi in partile moi sunt:

1. Calea transosoasd, intalnita in special in pro-
cesele care au drept cauza afectiunile dentare apicale.
Infectia periapicald difuzeazd progresiv de-a lungul
canalelor Hawers care se dilatd (faza endoosoasd).
Infectia traverseazi astfel osul maxilar si ajunge sub
periost pe care la inceput il decoleaza (faza subpe-
riostald) si apoi il erodeazd, deschizandu-si drum in
tesuturile moi perimaxilare (faza de supuratie sub-
mucoasd sau de difuzare in lojile perimaxilare);

2. Calea submucoasd, intalnita in procesele supu-
rative care au drept cauza afectiunile parodontale, ac-
cidente de eruptie ale dintilor, fracturile maxilarelor.
Infectia se dezvoltd la nivelul unei pungi, sub capuso-
nul mucos sau intre mucoasa si os. Mucoasa este de-
colatd, procesul supurativ localizindu-se superficial,
avand chiar posibilitatea de deschidere spontana;

3. Calea limfatica si venoasa, intlnitd in cazuri-
le in care infectia faringo-amigdaliand, dento-paro-
dontald sau osoasd difuzeaza prin vasele limfatice,
localizdndu-se in limfonodulii perimaxilari sau prin
vene, realizand insdmantarea flego-flegmonoas;

4. Calea directa, intalnita in supuratiile care au
drept cauzd punctiile septice, prezenta de corpi stra-
ini [3].

relation to the bone layers, the existence of some
spaces communicating with each other, the spaces
contents in the fatty or connective tissue), the type
and virulence of the causative microbial germs and
reactivity of the patient [3].

Perimaxillary infections occur at any age, being
more common in the period when the dental-peri-
odontal system is more affected.

Suppurations in the oral and maxillofacial area
can be determined by: dento-periodontal disease,
complications of dental treatments, complications of
loco-regional anesthesia, complications of dental ex-
traction, craniofacial traumas, foreign bodies acciden-
tally penetrating the mucosa or integument, cutaneous
staphylococci extended over the adjacent fascial spaces,
lithiasis of salivary glands at the stage of the “salivary
abscess”, osteomyelitis of the maxillary bones, pharyn-
geal-tonsillar infections, benign bone tumors (cysts) or
malignant ones (with central necrotic areas) that can
overinfect, extending into adjacent fascial spaces [2].

The suppurative process limited initially peri-
apically erodes the thinnest bone cortical layer and
reaches the level of the soft periosseous parts. Evo-
lution to periosseous suppuration or to suppuration
of fascial spaces is influenced by the topographic re-
lationship between the place where the suppurative
process eroded the bone cortical layer and the muscle
insertions of the maxilla or mandible. Fascial spaces
that can be directly affected by the suppurative pro-
cess after its transosseous diffusion and cortical layer
erosion are called primary fascial spaces. They are
adjacent to the area of the alveolar processes of the
maxilla and mandible [2].

The pathogenic mechanisms by which the infec-
tious agents diffuse in the soft parts are:

1. The transosseous pathway, is found especially
in processes caused by apical dental diseases. The
periapical infection progressively spreads along the
Haversian canals which dilate (endo-osseous phase).
The infection crosses the maxillary bone and reaches
the periosteum. Initially it detaches (subperiosteal
phase) and then erodes the periosteum, opening its
way into soft perimaxillary tissues (submucosal sup-
puration or diffusion phase in perimaxillary spaces);

2. The submucosal pathway, is found in suppu-
rative processes caused by periodontal disease, tooth
eruption accidents, maxillary fractures. The infec-
tion develops at the level of pockets, under the mu-
cous membrane or between the mucosa and bone.
The mucosa is detached, the suppurative process be-
ing localized superficially, even having the possibility
of spontaneous opening;

3. The lymphatic and venous pathways are en-
countered in cases where the pharyngeal-tonsil-
lar, dental-periodontal or bone infection diffuses
through the lymphatic vessels, localizing in perimax-
illary lymph nodes or veins;

4. The direct pathway, is encountered in the sup-
purations caused by septic punctures and the pres-
ence of foreign bodies [3].



Scopul studiului - analiza clinico-epidemiolo-
gica a morbiditatii pacientilor cu abcese si flegmoane
internati in sectia de chirurgie oro-maxilo-faciald in
anul 2016.

Material si metode

Pentru realizarea studiului respectiv au fost ana-
lizate fisele medicale a 483 de pacienti spitalizati cu
abcese si flegmoane in sectia de chirurgie oro-maxi-
lo-faciala (OMF) a Institutului de Medicina Urgentd
(IMU) din or. Chisindu pe parcursul anului 2016.

Pentru analiza retrospectivd a morbiditatii paci-
entilor inclusi in studiu a fost intocmit un chestionar,
care continea date despre nr. fisei medicale din arhiva
IMU, numele §i prenumele pacientului, sexul, varsta,
data internarii si a externarii, profesia, domiciliul, di-
agnosticul clinic definitiv, modul de adresare, timpul
scurs de la debutul bolii, frecventa adresarii, bolile
concomitente, starea generald la adresare, tratamen-
tul efectuat.

Pentru colectarea datelor au fost create fisiere de
tip ,,baza de date’, in care au fost introdusi toti para-
metrii luati in considerare pentru a fi studiati. Pen-
tru stocarea, analiza si redarea datelor ~ s-au utilizat
componentele Word, Excel si Power Point a pache-
tului de programare Microsoft Office 2007 Professi-
onal.

Rezultate si discutii

Pe parcursul anului 2016 in sectia de chirurgie
oro-maxilo-faciald a Institutului de Medicind Urgen-
td au fost spitalizati 1736 de pacienti, dintre care 963
(56%) au fost cu procese inflamatorii ale teritoriului
oro-maxilo-facial.

Purpose of the study - to carry out an epide-
miological clinical analysis of the morbidity of pa-
tients with abscesses and phlegmons admitted to the
department of oral and maxillofacial surgery in 2016.

Material and methods

For the study, the medical records of 483 patients
hospitalized with abscesses and phlegmons in the
Department of Oral and Maxillofacial (OMF) Sur-
gery of the Institute of Emergency Medicine (IEM)
in Chisinau were analyzed during 2016.

A questionnaire was elaborated for the retrospec-
tive analysis of the morbidity of the patients included
in the study. It contained data on the number of med-
ical record in the IEM archive, patients name and
surname, sex, age, date of admission and discharge,
occupation, address, definitive clinical diagnosis,
mode of requests for medical care, time elapsed from
the disease onset, frequency of requests for medical
care, concomitant diseases, general condition while
requesting medical care, the treatment performed.

To collect data, some database files were created,
in which all the parameters considered for study were
entered. The Word, Excel, and Power Point compo-
nents of the Microsoft Office 2007 Professional pro-
gramming package were used to store, analyze, and
present data.

Results and discussions

During 2016, 1736 patients were hospitalized in
the Department of Oral and Maxillofacial Surgery of
the Institute of Emergency Medicine. Of them, 963
(56%) had inflammatory processes of the oral and
maxillofacial area.

. Alte procese

. Procese inflamatorii

Fig. 1. Frecventa proceselor inflamatorii a teritoriului oro-maxilo-
facial la pacientii spitalizati in sectia de chirurgie oro-maxilo-faciald
a Institutului de Medicind Urgentd in anul 2016 (%)

Din cei 963 de pacienti internati cu procese infla-
matorii ale teritoriului oro-maxilo-facial, 483 (50%)
de pacienti au fost cu abcese si flegmoane.

. Other diseases

B inflammatory processes

Fig. 1. Frequency of inflammatory processes of the oral and maxillofa-
cial area in patients hospitalized in the department of oral and maxillo-
facial surgery of the Institute of Emergency Medicine in 2016 (%)

Of 963 patients with inflammatory processes of
the oral and maxillofacial area, 483 (50%) patients
had abscesses and phlegmons.
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. Abcese, flegmoane . Abscesses, phlegmons
. Alte procese inflamatorii . Other inflammatory processes
Fig. 2. Frecventa abceselor si flegmoanelor la pacientii spitalizati in Fig. 2. Frequency of abscesses and phlegmons in patients
sectia chirurgie oro-maxilo-faciald in anul 2016 in raport hospitalized in the department of oral and maxillofacial surgery
cu alte procese inflamatorii a teritoriului in 2016, compared to other inflammatory processes of the oral and
oro-maxilo-facial (%) maxillofacial area (%)
Din cei 483 de pacienti cu abcese si flegmoane Of 483 patients with abscesses and phlegmons ad-

internati in sectia de chirurgie oro-maxilo-faciald a mitted to the Department of Oral and Maxillofacial
Institutului de Medicind Urgentd, 322 (66%) de paci- Surgery of the Institute of Emergency Medicine, 322

enti au fost internati cu abcese si 161 (34%) de paci- (66%) patients were admitted with abscesses, and 161
enti au fost internati cu flegmoane. (34%) patients were hospitalized with phlegmons.
. Flegmoane . Phlegmons
. Abcese . Abscesses
Fig. 3. Frecventa abceselor si flegmoanelor la pacientii Fig. 3. Frequency of abscesses and phlegmons in patients
spitalizati in sectia chirurgie oro-maxilo-faciala hospitalized in the department of oral and maxillofacial surgery
inanul 2016 (%) in 2016 (%)
Din cei 483 de pacienti internati cu abcese si fleg- Of 483 patients with oral and maxillofacial ab-
moane ale teritoriului oro-maxilo-facial, au fost 257 scesses and phlegmons, there were 257 men (53%)
- barbati (53%) si —226 femei (47%). and 226 women (47%).
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. Femei

B sirbati

Fig. 4. Structura pacientilor internati cu ahcese si flegmoane ale
teritoriului oro-maxilo-facial in functie de gen (%)

Mai des au fost afectati de abcese si flegmoane cei
domiciliati in oras - 293 de oameni (60%), alti 193
(40%) sunt din sat.

. Rural
. Urban

Fig. 5. Structura pacientilor cu abcese si flegmoane in functie de
domiciliu (%)

Din pacientii internati cu abcese si flegmoane
cel mai frecvent s-au adresat oameni angajati — 295
(61%), al doilea loc dupa frecventd ocupd cei nea-
gajati 188 (39%), mai rar s-au adresat studenti — 47
(10%), pensionari - 72 (15%).

. Women
. Men

Fig. 4. Distribution of patients admitted with abscesses and
phlegmons of the oral and maxillofacial area by gender (%)

The urban residents were more often affected by
abscesses and phlegmons - 293 (60%) people, the ru-

ral residents being less affected - 193 (40%) people.

. Urban area
B ruralarea

Fig. 5. Distribution of patients with abscesses and phlegmons by
residence (%)

Of the patients admitted with abscesses and
phlegmons, employed people were most frequently
affected - 295 (61%), unemployed people were affect-
ed less frequently - 188 (39%); students - 47 (10%)
and pensioners - 72 (15%) being rarely affected.
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“

. Neangajati . Studenti
. Angajati

Fig. 6. Structura pacientilor internati cu abcese si
flegmoane in sectia de chirurgie oro-maxilo-faciald
in functie de profesie (%)

Pensionari

Din numarul total de pacienti care s-au adresat si
ulterior internat in sectia de chirurgie oro-maxilo-fa-
ciald a spitalului de urgenta in perioada evaluata, 384
(79%) s-au adresat de sinestatator, iar 99 (21%) dintre
pacienti au fost transportati cu ambulanta.

. (uambulanta . Desinestatdtor

Fig. 7. Structura pacientilor internati cu abcese si flegmoane
in sectia de chirurgie oro-maxilo-faciald in functie de modul de
adresare (%)

In dependenti de timpul scurs de la debutul bolii
cel mai frecvent s-au adresat cei, debutul bolii cirora
a fost cu 24-48 ore in urma - 128 (26%), apoi sunt
cei care se considerd bolnavi deja de 48-72 ore — 103
(22%), cei cu debutul bolii cu 72-96 ore in urma - 84
(18%), pacientii internati cu debutul de pana la 24
ore — 95 (19%) pacienti internati dupd mai mult de
120 de ore - 32 (7%), care s-au adresat dupd 96-120
de ore - 41 (8%).

“

. Unemployed . Students
B Employed

Fig. 6. Distribution of patients admitted with abscesses and
phlegmons in the department of oral and maxillofacial surgery by
profession (%)

Pensioners

Of the total number of patients with requests for
medical assistance and subsequent hospitalization in
the department of oral and maxillofacial surgery of the
Institute of Emergency Medicine in the evaluated peri-
od, 384 (79%) sought medical care independently, while
99 (21%) patients were transported by ambulance.

. By ambulance . Independently

Fig. 7. Distribution of patients with abscesses and phlegmons in
the department of oral and maxillofacial surgery depending on the
mode of requests for medical care (%)

Depending on the time elapsed from the disease
onset, most frequently there were patients whose dis-
ease onset was 24-48 hours ago - 128 (26%), then pa-
tients who considered themselves ill for 48-72 hours
- 103 (22%); patients with the disease onset of 72-96
hours ago - 84 (18%), patients hospitalized with the
disease onset of up to 24 hours - 95 (19%), patients
admitted after more than 120 hours - 32 (7%), pa-
tients admitted after 96-120 hours - 41 (8%).



. <24 ore 72-96 ore
B 24480 [ 96-1200re
B 57200 W >12000

Fig. 8. Structura pacientilor internati cu abcese si flegmoane in
sectia de chirurgie oro-maxilo-faciald in functie de timpul scurs de la
debutul bolii (%)

Dupa frecventa adresirii cel mai des s-au adresat
la orele 12:00-18:00 — 320 (66%), la orele 6:00-12:00
- 61 de oameni (13%), la orele 18:00-24:00 - 52 de
pacienti au fost internati (11%) si intre orele 24:00-
6:00 - s-au adresat 50 de bolnavi (10%).

orele 6-12 B orele 18-24

. orele 12-18 . orele 24-6

Fig. 9. Structura pacientilor internati cu abcese si flegmoane a
teritoriului oro-maxilo-facial in functie de frecventa orelor de
adresare (%)

Din toti pacientii internati in sectia de chirurgie
oro-maxilo-faciald cu abces si flegmon majoritatea
au fost in stare de gravitate medie — 392 (83%). In
stare grava au fost internati 78 de bolnavi (16%) si in
stare extrem de grava - 13 (2%). In stare satisficitoa-
re pacientii nu au fost internati.

. <24 hours
B 2448 hours
. 48-72 hours

72-96 hours
B 96-120 hours
. >120 hours

Fig. 8. Distribution of patients with abscesses and phlegmons in
the department of oral maxillofacial surgery according to the time
elapsed from the disease onset (%)

According to the frequency of requests for medical
care, patients sought medical assistance more often at
12:00 - 18:00 - 320 (66%), at 6:00-12:00 - 61 (13%) peo-
ple; at 18:00-24:00 - 52 (11%) patients were hospital-
ized, and between 24:00-6:00 - 50 (10%) patients sought
medical care.

B rours 18-24

hours 6-12

. hours 12-18 . hours 24-6

Fig. 9. Distribution of patients admitted with abscesses and
phlegmons of the oral and maxillofacial area according to the time
frequency of requests for medical care (%)

Of all the patients admitted to the department
of oral and maxillofacial surgery with abscesses and
phlegmons, the majority had an average severity -
392 (83%). 78 (16%) patients were hospitalized in
a serious condition, while 13 (2%) patients - in an
extremely severe condition. Patients in a satisfactory
condition were not hospitalized.

sti

\ Cercetari Studente

—_
w
—_



132

33%

Gravitate medie

. Stare grava

. Stare extrem de gravd

Fig. 10. Structura pacientilor internati cu abcese
si flegmoane a teritoriului oro-maxilo-facial
in functie de starea generald (%)

Din toti pacientii internati in sectia de chirurgie
oro-maxilo-faciald pe parcursul anului 2016 fara boli
concomitente au fost - 370 (77%). Restul (111 paci-
enti) au prezentat diverse boli cronice, dintre care:
hipertensiune arteriald — 23 (5%), angina pectorald
- 12 (2%), hepatita virala B - 19 (4%), hepatita virald
C -7 (1%), diabet zaharat — 14 (3%), polialergie - 4
(1%) si altele — 34 (7%).

1%
1%

. Fdrd boli concomitente . Hepatitd virald B . Polialergie
. Hipertensiune arteriald . Hepatitd virald C . Altele
. Diabet zaharat

Fig. 11. Structura pacientilor internati cu abcese
si flegmoane a teritoriului oro-maxilo-facial in functie de boli
concomitente (%)

Angind pectorald

Dupi analiza diagnosticului clinic definitiv a tu-
turor pacientilor internati pe parcursul anului 2016
in sectia chirurgie oro-maxilo-faciald a Institutului
de Medicind Urgentd se poate de constatat faptul cd
abcesele si flegmoanele de etiologie odontogend sunt

83%

Average severity

. Severe condition . Extremely severe condition

Fig. 10. Distribution of patients admitted with abscesses and
phlegmons of the oral and maxillofacial area according to the
general condition (%)

Of all patients hospitalized in the department
of oral and maxillofacial surgery during 2016, there
were 370 (77%) patients with no concomitant diseas-
es. The remaining (111 patients) presented various
chronic diseases, of which: hypertension - 23 (5%),
angina pectoris - 12 (2%), viral hepatitis B - 19 (4%),
viral hepatitis C -7 (1%), diabetes mellitus - 14 (3%),
poly-allergy - 4 (1%) and others - 34 (7%).

1%
1%

I Without concomitant | Viral hepatitis B8 [l Poly-allergy

diseases
. Hypertension . Viral hepatitis C . Others
. Diabetis

Angina pectoralis
Fig. 11. Distribution of patients admitted with abscesses
and phlegmons of the oral and maxillofacial area by presence of
concomitant diseases (%)

After analyzing the definitive clinical diagnosis of
all patients admitted during 2016 in the department
of oral and maxillofacial surgery of the Institute of
Emergency Medicine, it can be ascertained that ab-
scesses and phlegmons of odontogenic etiology occur



intalnite mai des — 471 (97%), decat cele de etiologie

neodontogena — 12 (3%).

. Neodontogend . Odontogend

Fig. 12. Structura abceselor si flegmoanelor teritoriului oro-maxilo-
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Concluzii

1.

Frecventa pacientilor cu abcese si flegmoa-
ne localizate in teritoriul oro-maxilo-facial a
constituit 50% din numadrul total de pacienti
(1736) spitalizati in sectia de chirurgie oro-
maxilo-faciald in anul 2016.

Analiza datelor statistice a fiselor medicale
ale pacientilor spitalizati in sectia chirurgie
oro-maxilo-faciald cu abcese si flegmoane a
constatat ca majoritatea acestora au fost de
origine odontogena (97%).

Analiza metodelor de tratament aplicate pa-
cientilor cu abcese si flegmoane a demon-
strat o rata sporita de utilizare a interventiilor
chirurgicale (100%) fata de cele conservative
(0%) cu o usoara predominare a accesului en-
dobucal (54%).

more frequently - in 471 (97%) patients, while those
of non-ontogenetic etiology - in 12 (3%) patients.

. Non-odontogenic . Odontogenic

Fig. 12. Distribution of abscesses and phlegmons of the oral and

maxillofacial area by aetiology (%)

Conclusions

1.

The frequency of patients with abscesses

and phlegmons of the oral and maxillofacial
area was 50% of the total number of patients
(1736) hospitalized in the department of oral
and maxillofacial surgery in 2016.
The statistical data analysis of the medical re-
cords of the patients with abscesses and phleg-
mons hospitalized in the department of oral
and maxillofacial surgery, found that most of
them were of odontogenic origin (97%).

3. The analysis of the treatment methods applied
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Rezumat

Studiul a fost efectuat cu scopul de analiza
a metodelor de diagnostic al endoalveoliei de
maxilar superior ca factor de sporire a eficaci-
tatii tratamentului ortodontic. Sa constatat ca
patologia reprezintd un tablou clinic complicat,
la baza céruia std o gama larga de factori etio-
logici generali, loco-regionali, disfunctionali si
obiceiuri vicioase. Pentru realizarea acestui stu-
diu au fost evaluati complex, clinic si paraclinic
(examenul fotometric, antropometric, studiul
de model, cefalometria, OPG), 15 pacienti cu
sindromul de endoalveolie de maxilar (malo-
cluzie clasa II/1 Angle), cu varste cuprinse intre
515 ani. Stabilirea diagnosticului a avut la bazi
un substrat bine motivat, oferit de catre rezul-
tatele cercetarilor genetice, examinarilor clinice
si paraclinice cu ajutorul tehnologiilor moder-
ne. Au fost puse in evidenta aspectele specifice
a patologiei de compresie de maxilar, asa cum
se exprima ele la nivel dento-alveolar, scheletal,
functional si asupra esteticii faciale. Cunoasterea
acestor caracteristici au influentat direct asupra
timpului, metodelor si mijloacelor de tratament.

Cuvinte cheie: endoalveolie de maxilar, ma-
locluzie clasa II/1 Angle, metode de diagnostic.

Introducere

La baza numeroaselor studii orientate asupra ano-
maliei de compresie de maxilar superior se gisesc di-
verse tulburéri de dezvoltare al sistemului stomatog-
nat, devieri de la normad, ceea ce in final creeaza un
tablou clinic i paraclinic specific. Datorita faptului ca
ingustarea de maxilar este frecvent intalnit in popu-
latia noastra, sub aspectul malocluziei clasa I Angle,
ocupand locul al doilea dupd malocluzia clasa I Angle,
si mai ales pentru ci este o anomalie recunoscuti ca
una dificila in tratament, ce necesitd o consumare de
timp si tehnicd, se impune un diagnostic i tratament
cat mai precoce.

Cu toate progresele realizate in privinta masurilor
de profilaxie, igienizare, de imunizare activa i pasiva,
totusi frecventa in practica ortodonticd al endoalve-
oliei de maxilar este des intalnitd. Aceasta variaza in
functie de mediul geografic, tipul constitutional, con-
ditiile socio-economice, varsta populatiei investigate si

( N\

Summary

The objective of the study was to analyze
the diagnostic methods of maxillary com-
pression, in raising the efficiency of orth-
odontic treatment. It was concluded that
the pathology represents a complex clinical
picture, which emerge from a multitude of
factors of general, regional, dysfunctional
ethology and bad habits.15 patients (5 to 15
years ) with transverse maxillary deficien-
cy (class II/1 malocclusion)were evaluated
clinical and paraclinical (photometric and
anthropometric examination, study model,
cephalometric data, panoramic radiograph)
for this study.The diagnosis was based upon
genetic research, clinical and paraclini-
cal examination with modern technology.
Specific aspects of maxillary compression
pathology were pointed out, as they are ex-
pressed on a dental-alveolar, skeletal and
functional levels and regarding the facial
esthetics.Knowing these details directly
influenced the time, types and methods of
treatment.

Key words: maxillary compression, class
I1/1 malocclusion, diagnostic methods.

Introduction

At the basis of numerous studies focused on
maxillary compression abnormalities there are vari-
ous developmental disorders of the stomatognathic
system, deviations from normal, which ultimately
create a clinic picture and specific paraclinic. Due to
the fact that the narrowing of the jaw is commonly
found in our population in terms of Angle Class II
malocclusion, occupying second place after I Angle
Class malocclusion, and especially because it is an
abnormality recognized as a difficult treatment that
requires time and it is necessary to diagnose and treat
as early as possible.

With all the progress made in prevention, hy-
giene, active and passive immunization, however,
the frequency in the orthodontic practice of jaw
compression is common. This varies according to
the geographical environment, constitutional type,
socio-economic conditions, age of population in-



etapa de dezvoltare a dentitiei. Raspandirea acestui tip
de anomalie este mai mare in tarile europene cu popu-
latie celticd, iar incidenta este de trei ori mai mare la
fete decat la baieti [3].

Malocluzia de clasa II/1 Angle are o incidenta
mai inaltd comparativ cu subclasa 2, fiind intalni-
td in practica ortodonticd in proportie de 55% din
totalul anomaliilor dento-maxilare, la copii cu var-
ste cuprinse intre 7 si 14 ani. In dentitia temporara
prevalenta este de 5%, in timp ce intre 11-12 ani s-a
raportat o variabilitate de 18 — 27%, marcandu-se
o tendinté de crestere a clasei II/1 in populatie [19].
Dupa datele lui Gh. Boboc s-a demonstrat o frecven-
ta de 6,21% al malocluziei de clasa II/2 Angle, din
numdrul total de pacienti cu anomalii dento-maxi-
lare, care au solicitat tratament ortodontic, si 3,45%
din totalul copiilor, la un lot cuprins intre vérstele de
4 si 7 ani [3].

Planul de tratament al oricarei anomalii dento-
maxilare porneste de la cunoasterea caracteristicilor
ei. Prin urmare, medicul ortodont trebuie sa identifice
problemele la nivel scheletal, dentar, partilor moi si
functiei dereglate; sd le cuantifice si s le analizeze in-
tegrate in tiparul facial de crestere. In opinia lui J. Ja-
rabak, trebuie folosite elemente de diagnostic care si-1
sprijine pe ortodont in efortul sau de a obtine cea mai
completa listd de date pro-diagnostic. Un diagnostic
diferential corect il va conduce pe medic la un plan de
tratament, care sa-i garanteze pacientului §i ortodon-
tului rezultatul dorit [9].

Etiologia endoalveoliei maxilarului superior este
considerata sa fie una multifactoriald. Aceasta ne ajutd
sd privim sindromul de compresie a maxilarului nu ca
o patologie izolatd, dar ca un complex intreg de dere-
glari care necesitd interventie.

vestigated and stage of denture development. The
frequency of this anomaly is higher in the European
countries with Celtic population and the incidence is
3 times higher with girls than boys [3].

Class 2 subdivision 1 Angle malocclusion has
a higher incidence compared to subdivision 2 -
55% of all dental maxillary abnormalities in orth-
odontic practice in children aged 7 to 14 years. In
temporary dentition the prevalence is 5%, while
between 11-12 years a variability of 18-27% was
reported, indicating a trend of class IT / 1 growth in
the population. [19] After Gh. Boboc’s data, it was
shown to have a 6.21% incidence of malignancy
of Class IT / 2 Angles, of the total number of pa-
tients with dental-maxillary abnormalities requir-
ing orthodontic treatment, and 3.45% of the total
number of children in a group ranging from ages
4and 7 [3].

The treatment plan of any dento-maxillary ab-
normality starts from knowing its characteristics. As
a result, the orthodontist should identify problems
at the skeletal, dental, soft tissue, and functional lev-
els; quantify them and integrate them into the facial
growth pattern. In the opinion of J. Jarabak, diagnos-
tics should be used to support the orthodontist in its
effort to obtain the most complete list of pro-diag-
nostic data. A correct differential diagnosis will lead
the physician to a treatment plan that will guarantee
the patient and the orthodontist the desired outcome
[9].

The etiology of maxilarry compression is consid-
ered to be multifactorial. This helps us look at the jaw
compression syndrome not as an isolated pathology
but as a whole complex of disorders requiring inter-
vention.

FACTORII ETIOLOGICI AL COMPRESIEI DE MAXILAR

Compresia membrelor fatului Cicatricile chirurgicale pe bolta palating
Pozitia anormala a cordonului Traumatisme maxilo-faciale
Fibroame uterine Complicatia edentatiilor

Factori

loco-regionali

Maladii O.R.L.
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Fig.1. Factorii etiologici in compresia de maxilar superior.
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Datoritd aparatului dento-maxilar ce se modeleaza
sub influenta factorilor cauzali al anomaliei de com-
presie de maxilar superior, gravitatea aspectului cli-
nic, atét si acuzele pacientilor, difera de la caz la caz.
Motivul principal de adresare la medicul ortodont,
constd in dereglarea esteticii faciale, in combinatie cu
disfunctii masticatorii, fonetice sau a deglutitie. Totusi
uneori pacientii nu prezinta nici un fel de acuze. In
alte cazuri, pacientii sunt trimisi la stomatolog de catre
medicii pediatri, ORL-isti sau logopezi, datoritd nece-
sitatii de a elabora un tratament ortodontic, care va fa-
cilita reechilibrarea functiilor sistemului stomatognat .

Afirmatia lui S. Peck si colaboratorii sai , ,Irebu-
ie descurajata ideea de a amesteca datele cu privire la
malocluzia clasa II/1 si II/2 Angle. Toate cazurile de
malocluzie clasa a II-a trebuie identificate, analizate si
impartite pe diviziuni®, denota importanta de diagnos-
ticare corectd a fiecdrei subclase in parte [11].

Alaturi de functionalitate si stabilitate, medicul
este interesat de estetica, motivul pentru care, in ma-
joritatea cazurilor, pacientii solicita tratamentul orto-
dontic. Intrucat echilibrul facial este dat de armonia
si proportiile segmentelor, acestea devin obiective im-
portante in strategia de tratament.

Examenul clinic subiectiv se bazeaza pe evaluarea
pacientului (statura, postura, dezvoltarea psihosoma-
tica, tipul constitutional), datele pacientului, motiva-
tia adresdrii la medicul ortodont (dereglarile estetice,
fonetice, respiratorii, masticatie), bolile concomitente
(in special otorinolaringologice), istoricul afectiunii
actuale, antecedentele heredo-colaterale si personale
stomatologice.

Examenul clinic obiectiv cuprinde examenul cra-
nio-facial si endobucal, realizat in baza inspectiei,
palpatiei si auscultatiei. Examenul facial exobucal se
efectueaza din norma frontald (denota forma cranio-
faciala, aspectul tegumentelor, starea tesuturilor pe-
riorale, raportul etajelor fetei, simetriei faciale, fanta
labiald) si din normad laterala ( se analizeaza elemente-
le profilului facial, santul labio-mentonier, mentonul,
unghiul mandibulei), avand posibilitatea de a deter-
mina cresterea cefalicd. Pacientii cu malocluzia clasa
II/1 Angle, cel mai des prezintd o dezvoltare generala
dificild, cu tipaj constitutional dolicocefal, astenic. In
special, respiratorii orali sau oro-nazali, care au par-
ticularitate specifica de gura intredeschisd, sunt pre-
dispusi la imbolnaviri bronho-pulmonare, pusee de
faringo-amigdalitd, anemii, avind capacitatea vitald
respiratorie uneori redusa. Desi nivelul oxigenului din
sange este in normd, au loc reflexe compensatorii car-
diovasculare, gastrointestinale, renale, de memorie, de
posturd cu accentuarea unghiului cranio-cervical. Nu
in ultimul rand sunt afectate si performantele scolare a
copilului cu aceasta anomalie [5,18].

La examenul exobucal a pacientilor cu sindromul
de compresie de maxilar, cu protruzie de incisivi supe-
riori, se determind un aspect facial adenoidian carac-
teristic leptoprosop, retrognatic, cu un grad redus de
mobilitate. Profilul este convex. Se caracterizeaza prin
tegumente palide, pometi fiind stersi, iar aripile naza-

Because of the dento-maxillary mechanism that is
modeled under the influence of the causal factors of
the upper jaw compression, the severity of the clinical
appearance and the patients’ accusations differ from
case to case. The primary reason for addressing to the
orthodontist is to disrupt facial aesthetics, in combina-
tion with masticatory, phonetic dysfunction or swal-
lowing. Sometimes, however, patients do not have any
accusations. In other cases, patients are sent to the den-
tist by pediatricians, EN'Ts or speech therapists, due to
the need to develop an orthodontic treatment that will
facilitate the rebalancing of stomatognathic functions.

The statement by S. Peck and his collaborators,
“The idea of mixing data on class II/1 and II/2 Angle
malocclusion has to be discouraged. All cases of class
IT malocclusion need to be identified, analyzed and
divided into divisions  denotes the importance of
correctly diagnosing each subclass individually [11].

Along with functionality and stability, the doctor
is interested in aesthetics, which is why, in most cas-
es, patients require orthodontic treatment. Because
facial balance is given by harmony and proportions
of segments, they become important goals in treat-
ment strategy.

The subjective clinical examination is based on
patient assessment (stature, posture, psychosomatic
development, constitutional type), patient data, the
motivation to address the orthodontist (aesthetic,
phonetic, respiratory, masticatory disorders), con-
comitant diseases (especially otorhinolaryngologists)
, heredo-collateral and personal dental history.

The objective clinical examination includes the
cranio-facial and endobucal examination performed
on the basis of inspection, palpation and ausculta-
tion. The exobucal facial exam is performed from
the frontal norm (denotes the cranio-facial shape,
the appearance of the skin, the perioral tissue state,
the ratio of the facets, the facial symmetry, the labia
slit) and the lateral norm (the elements of the facial
profile, angle of the mandible), having the possibil-
ity of causing cephalic growth. Patients with class II
/1 Angle malocclusion most often present a difficult
general development with a dolicophael, astenic con-
stitutional tip. In particular, oral or oro-nasal respira-
tory tracts, which have a specific opaque specificity,
are prone to bronchio-pulmonary, pharyngo-tonsil-
litis, anemia, and sometimes have a reduced respira-
tory vital capacity. Although the oxygen level in the
blood is normal, cardiovascular, gastrointestinal, re-
nal, memory, posture-compensating reflexes are per-
formed with accentuating cranio-cervical angle. Last
but not least, the school performance of the child
with this anomaly is affected [5,18].

The exobucal examination of patients with jaw
compression syndrome with superior incisor protru-
sion determines a leptosproscopic, retrognatic, facial
adenoid appearance with a low degree of mobility.
The profile is convex. It is characterized by pale tegu-
ments, cheekbones being wiped, and flattened, hypo-
tonic nasal wings with a sharp nazo-labial angle. The



le aplatizate, hipotone, cu unghiul nazo-labial ascutit.
Iniltimea etajului inferior este marit, avand ramul
bazilar al mandibulei inclinat. O nuanta caracteristi-
ca este absenta ocluziei labiale, buza superioara fiind
subtire, scurtatd, suspendata la pragul narinar, tracti-
onatd la comisuri, cu incompetenta sau cu competen-
t4 limitata. In ce priveste buza inferioara, aceasta este
groasd, aparent maritd in volum, fisurata, ce reflueazi
in santul labio-mentonier. Mentonul fiind pozitionat
posterior in combinatie cu hipertonusul muschiului
mentalis, creeazd un aspect de barbie dubla. Aceste de-
vieri de la norma ofera o vizibilitatea bun a incisivilor
superiori cu smaltul uscat, care si-a pierdut transluci-
ditatea, si care se sprijind pe buza inferioard. Uneori
este posibil de observat si o parte a mucoasei orale, sau
in timpul vorbirii se expune mucoasa gingivald, cre-
4nd asa numitul ,,zambet gingival” [5,8,19].

Examenul endobucal include inspectia mucoasei
cavitatii bucale §i a tuturor elementelor sistemului
stomatognat, in deosebi forma arcadelor dento-alve-
olare, tipul ocluziei, forma boltii palatine si a torusului
palatin, insertia frenurilor, aspectul parodontiului si a
limbii. In cazul endoalveoliei maxilarului asociat cu
protruzia incisivilor superiori, se determina vestibu-
lopozitia grupului frontal de dinti maxilari, cu treme
si diasteme, sau posibile inghesuirii dentare. Incisivii
inferiori pot ocupa o pozitie normal, in alte cazuri
pot fi in retrodentie sau prodentie. Se produc modi-
ficari la nivelul bazei alveolare fatd de baza coronara a
arcadei ,baza apicald fiind mai mic si creAnd impresia
de strangulare a arcadei, cu inclinarea compensatorie
a dintilor [1,13].

Arcada dentard maxilard se ingusteaza si se alun-
geste, capdtand forma in dependenta de nivelul la care
a avut loc compresia: > Omega — compresie la nivel
de premolar; » V — compresie la nivel incisiv-canin; »
U — compresie la nivel molar; > Posibile forme combi-
nate de M sau W [17].

La arcada mandibulari se intilneste forma de tra-
pez. Bolta palatina este adanca, iar uneori, in cazuri
severe, torusul palatinal proemind. Posibila prezenta
anomaliilor izolate ca rotatia sau versia dentara. Frec-
vent intdlnim absenta unor dinti temporari extrasi
precoce, leziuni odontale in zona laterald, fracturi co-
ronare a dintilor frontali, care sunt corelate cu inoclu-
zie sagitald de diferite grade.

Dezechilibrele dento-alveolare se manifesta la
nivel ocluzal prin raport molar distalizat, uni sau bi-
lateral, inocluzii sagitale, ocluzie adanca, sau ocluzie

Arcada in forma de Ateada in forma de V

(ingustare in regiunca premolara; regiunca
frontala se inserie intr-un semicers)

(este foarte ingusta in zona frontala)

height of the lower floor is increased, with the base of
the mandible inclined. A characteristic nuance is the
absence of the labial occlusion, the upper lip being thin,
shortened, suspended at the nagging threshold, trained
at committees, with incompetence or with limited
competence. As for the lower lip, it is thick, apparently
enlarged in volume, cracked, which refills in the lab-
mentonier groove. The menton is positively positioned
in combination with the hypertension of the mentalis
muscle, creating a double-chin appearance. These de-
viations from the norm offer a good visibility of the su-
perior incisors with the dry enamel, which has lost its
translucency, and which rests on the lower lip. Some-
times it is possible to observe a part of the oral mucosa,
or during the speech the gingival mucosa is exposed,
creating the so-called “gingival smile” [5,8,19].

The endobucal examination includes the inspec-
tion of the buccal cavity mucosa and all the elements
of the stomatognathic system, in particular the shape
of the dento-alveolar arches, the occlusion type, the
palatine palatine palatine and the palatal torus, the
insertion of the frenches, the periodontitis and the
tongue. In the case of the jaw endoalveoloma associ-
ated with the incisor protrusion the upper vestibular
position of the front maxillary teeth group, thirds
and diastes, or possible dental congestion are deter-
mined. Lower incisors may occupy a normal position,
in other cases they may be in retardation or prodigy.
Alveolar basal changes are made to the coronal base
of the arcade, the apical base being smaller and creat-
ing the impression of strangulation of the arcade with
the compensating teeth inclination [1,13].

The jaw arches narrow and elongate, taking shape
in dependence on the level at which the compression
occurred:> Omega - premolar compression; > V -
incision-canine compression; > U - molar compres-
sion; > Possible combinations of M or W [17].

The mandibular arcade has the trapezium shape.
The palatine bolt is deep, and sometimes, in severe
cases, the palatal torus promines. Possible presence
of isolated anomalies such as rotation or dental. We
often find the absence of temporary early teeth ex-
tracted, odon lesions in the lateral area, coronal frac-
tures of the frontal teeth, which are correlated with
sagittal inoculation of varying degrees.

Dento-alveolar imbalances occur at the occlusal
level by distal molar ratio, single or bilateral, sagittal
inoculations, deep occlusion, or open occlusion, with
the preservation or deviation of the aesthetic center.

Arcada in forma de U

FAARY

Arcada in forma de M

(zona frontala se inscric intr-un semicere

iar regiunile laterale suat paralele) (incisivii sunt in retruzic sau sunt rotati)

Fig.2. Formele arcadelor dentare a maxilarului superior in cazul endoalveoliei .
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deschisd, cu pastrarea sau deviatia a centrului estetic.
La nivel parodontal, anomalia se manifesta prin gingi-
voragii, depozite de tartru sau recesiuni gingivale [16].

Medicul stomatolog concomitent cu examenul cli-
nic exobucal si endobucal, analizeazi si functiile ale
sistemului stomatognat, creind un bilant al simpto-
melor anomaliei. Eficienta masticatorie in sindromul
de endoalveolie a maxilarului superior este redus, con-
firmat prin faptul ca are loc limitarea efectudrii actu-
lui de incizie a alimentelor, uneori chiar si absenta lui.
Pacientul are deprinderea de a plasa alimentele in frag-
mente mici direct in zona laterald, datoritd decalajului
sagital maxilar si dentar. De asemenea dezechilibrul la
nivelul articulatiei temporomandibulare a fost studia-
ta si inclusa in cadrul disfunctiilor malocluziei clasa I
Angle [13,15].

Potrivit studiilor lui R. Ricketts, s-a determinat ca
pozitia condililor in cavitatea glenoida este modificat,
in clasa I1/1, condilii sunt plasati anterior si superior in
cavitatea glenoida pentru mentinerea pasajului aerian
[14].

Concluzia la care au ajuns mai multi cercetitori,
,Orice malocluzie clasa a-II-a este asociatd cu un ti-
par muscular anormal, explica prezenta in clasa II/1
a hipotoniei muschiului buzei superioare, hipertonia
muschiului mentalis, buccinatorul si maseterul. In cla-
sa II/2 intalnim frecvent hipertonia muschilor ridici-
tori, ai orbicularului buzei inferioare i superioare, si a
muschiului mentalis [11].

Frecvent se intilneste si incapacitatea de a realiza
o respiratie nazald normald, manifestatd prin hipoto-
nia uni sau bilaterald a muschilor narini. Explorarea
functiei de deglutitie presupune depistarea un com-
portament lingual de tip protruziv. In unele cazuri, in
timpul dialogului cu pacientul, medicul stomatolog
evidentiazd deregléri fonetice [4].

Nu in ultimul rnd, se analizeaza si pozitia de pos-
tura a mandibulei, care este de tip anterior, fals, pentru
a camufla defectul estetic care apare din cauza retro-
gnatiei mandibulare si protruziei mezio-cefalice [14].

Analiza fotografiei de profil, dupa metoda Simon,
Dreyfus, Schwarz, determina distanta dintre planul
naso-frontal Dreyfus si planul orbito-frontal a lui Si-
mon mai mic decat norma de 13-14 mm, ceea ce de-
nota un profil convex, specific malocluziei clasa II An-
gle. Conform metodei lui Schwarz, pentru aprecierea
proeminentei mentonului fatd de buza superioard ,se
depisteazd valori mai mari decit norma de 10°, ceea ce
afirmd un profil convex cu retrognatie mandibulara.

xamenul fotometric: norma frontala (imaginea din dreapta),
profil (imaginea din stanga).

At the periodontal level, the abnormality is mani-
fested by gingivoragies, tartar deposits, or gingival
recessions [16].

The dentist concomitantly with the exobucal and
endobucal clinical examination also analyzes the
functions of the dental system, creating a balance
of symptoms of the anomaly. The masticatory effi-
cacy in endoalveolar syndrome of the upper jaw is
low, confirmed by the fact that there is a limitation of
the incision of the food, sometimes even its absence.
The patient has the ability to place food in small frag-
ments directly in the lateral area, due to the sagittal
jaw and dental dissection. Also, the imbalance in the
temporomandibular joint was studied and included
in the Class II malocclusion dysfunctions [13,15].

According to R. Ricketts, it has been determined
that the position of the condyles in the glenoid cavity
is modified in class II / 1, condyls are placed previ-
ously and higher in the glenoid cavity to maintain the
air passage [14].

The conclusion reached by several researchers,
“Any class II malocclusion is associated with an ab-
normal muscular pattern,” explains the presence in
upper limb muscle hypotony in class II / 1, mental-
ity muscle hypertonia, buccal and masseter. In class
I1 / 2, we frequently encounter the hypertonia of the
lifting muscles, of the lower and upper limbs of the
orbicular, and of the mentalis muscle [11].

Frequently encountered is the inability to achieve
a normal nasal breath, manifested by the unilateral
or bilateral hypotony of Narina muscles. Exploration
of the swallowing function involves the detection of
a lingual type of protruding behavior. In some cases,
during the patient dialogue, the dentist reveals pho-
netic disturbances [4].

Last but not least, the posture position of the
mandible, which is of the former, false type, is also
analyzed to conceal the aesthetic defect that occurs
due to the mandibular retrograde and the mezi-
cachephal protrusion [14].

The analysis of the profile image, according to
the Simon, Dreyfus, Schwarz method, determines
the distance between Dreyfus naso-frontal plane and
Simon’s orbital-frontal plane less than the 13-14 mm
standard, which shows a convex profile, specific to
class I malocclusion angle. According to Schwarz’s
method, for the appreciation of the prominence
of menton to the upper lip, values higher than the
10-degree norm are found, which asserts a convex
profile with mandibular retrogation.

Figure 1. The analysis of the profile and front image.



Se inregistreazd aspectul exterior al corpului, sta-
tura, dimensiunea, conturul, forma capului si a tuturor
elementelor aparatului dento-maxilar. Se determind
dimensiunile faciale prin inscrierea pe fata a punctelor
antropometrice cu ajutorul unui creion dermatograf.

In norma frontals, fata reprezinta trei etaje:

1. Superior, delimitat intre punctele Tr-Oph sau
Tr-N,

2. Mijlociu, delimitat intre punctele Oph-Sn sau
N-Sn,

3. Inferior, delimitat intre punctele Sn-Gn.

Caracteristic sindromului de compresie de maxi-
lar sunt indicii: 11<50, IC<76 (tip cranian dolicoce-
fal), IF >104 (tip facial leptoprosop).

Studiul de model permite determinarea formelor
arcadelor dento-alveolare; relatiilor ocluzale in plan
sagital, vertical, transversal; adancimea boltii pala-
tine si dimensiunea torusului palatin. Mésurarea pe
modelele de studiu a indicelui Pont , indicele Kor-
khaus, permite analiza rezultatelor obtinute a indi-
cilor molari, premolari, calculati si médsurati. Gasim
valori negative in plan transversal si valori marite in
plan sagital, fatd de norma, in cazul endoalveoliei de
maxilar[21].

Ortopantomografia reprezinta un examen radio-
logic complet pe care se vizualizeazi structurile den-
tare coronare si radiculare, pozitia si relatia lor spati-
ala, mugurii dentari incd neerupti, structura oaselor
maxilare si eventualelor afectiuni, unghiul de incli-
natie a axei dintilor permanenti in raport cu supra-
fata perpendiculard, unghiul de inclinare a incisivilor
permanenti fatd de linia mediani a fetei, aspectul te-
suturilor parodontale si a articulatiei temporo-man-
dibulare, cat si al sinusurilor maxilare. La maxild se
denotd o imagine tipicd anomaliei de compresie de
maxilar superior, nivelul bazei alveolare fata de baza
coronard a arcadei este mai mica.

Teleradiografia ne furnizeazd informatii dia-
gnostice indispensabile in plan transversal si lateral.
Evidentierea diferitelor structuri maxilare si mandi-
bulare oferd date asupra gradului si sensului de dez-
voltare a elementelor dentare, a proceselor alveolare
si a bazelor osoase. Cele mai importante informatii
sunt cele referitoare la pozitia, angulatia si proportiile
craniului facial in raport cu cel neural.

Teleradiografia de fatd ne arata [5]:

« configuratia anatomici a foselor nazale; devi-
atia de sept, cu problemele respiratorii date de
obstructia nazald;

o orientarea si evolutia dintilor inclusi, in spe-
cial a caninilor superiori; anomalii dentare si
dento-alveolare transversale; deviatii ale liniei
mediane dentare si osoase;

 sediul si cauza patogena a anomaliei, posibile
patologii endocraniene, faciale, gnatologice;
analiza disimetriei transversale; posibilitati de
expansiune transversala; evaluarea articulati-
ei.

Teleradiografia de profil analizatd dupd metoda

Steiner (< SNA, <SNB, <ANB, etc.) si metoda Tweed

The appearance of the body, the stature, size,
contour, shape of the head and all the elements of
the dento-maxillary device are recorded. Determine
the facial dimensions by engraving anthropometric
points using an eyeliner pencil.

In the front, the face is three floors:

1. Higher, delimited between Tr-Oph or Tr-N

points,

2. Mean, bounded between Oph-Sn or N-Sn po-
ints,

3. Lower, delimited between Sn-Gn points.

Characteristic of jaw compression syndrome are
indices: II <50, IC <76 (dolicocephal cranial type),
IF> 104 (leptoprosop facial type).

The model study allows the determination of the
shape of the dento-alveolar arches; occlusal relation-
ships in the sagittal, vertical, transversal plane; the
depth of palatine vault and palatine torus. Measure-
ment on Pont index survey models, the Korkhaus in-
dex, allows analysis of the results of molar, premolar,
calculated and measured indices. We find negative
cross-sectional values and increased sagittal values
compared to norm, in the case of maxillary compres-
sion [21].

Orthopanthomography represents a complete
radiological examination of the coronary and ra-
dicular dental structures, their position and spatial
relationship, tooth buds still unsteady, the structure
of the jaw bones and possible diseases, the angle of
inclination of the permanent teeth axis relative to
the perpendicular surface, the angle of inclination
permanent incisors to the midline of the face, the
appearance of periodontal tissues and the temporo-
mandibular joint and the maxillary sinuses. A typical
image of the upper jaw compression abnormality is
shown at the maxilla, the alveolar base level of the
coronary base of the arcade is smaller.

Teleradiography provides us with diagnostic infor-
mation indispensable in the transverse and lateral di-
rections. The highlighting of the various jaw and man-
dibular structures provides data on the degree and the
meaning of the development of dental elements, al-
veolar processes and bone bases. The most important
information is related to the position, angulation and
proportions of the facial skull related to the neural.

This teleradiography shows [5]:

 anatomical configuration of nasal fossils; sep-
tal deflection, with respiratory problems cau-
sed by nasal obstruction;

o the orientation and evolution of the included
teeth, especially the superior canines; dental
anomalies and transverse dento-alveolar; de-
viations of the dental and bone median line;

o headquarters and pathogenic cause of the
anomaly, possible endocranial, facial, gnato-
logical pathologies; analysis of transverse disi-
metry; possibilities of transversal expansion;
joint evaluation.

Specimen teleradiography analyzed using the

Steiner method (<SNA, <SNB, <ANB, etc.) and
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(<FMIA, < FMA, < IMPA, etc.), determina devieri de
la normai a unghiurilor i planurilor de reper, caracte-
ristice compresiei de maxilar superior.

Si nu in ultimul rand, prin colaborarea cu me-
dicii otorinolaringologi, diagnosticarea corectd a
anomaliei de maxilar ingust devine mai sigura. Se
recomandd efectuarea rinomanometriei, pentru a
diagnostica sau infirma posibila obstructie respira-
torie, ce poate fi factor declansator al endoalveoliei
[12].

Tratamentul profilactic a anomaliei de compresie
de maxilar superior consta in asigurarea desfasurarii
proceselor de crestere si dezvoltare normald a siste-
mului stomatognat. Se va supravegherea sistemul de
alimentatie a copilului, cat si a gravidelor. Este im-
portant s fie combdtut aparitia obiceiului vicios de
respiratie oro-nazald si de sugere a buzei inferioare
sau a altor obiecte. Asanarea cavitatii bucale a paci-
entilor, cu prevenirea aparitiei leziunilor carioase si
a complicatiilor, evitarea traumatismelor sistemului
stomatognat, toate acestea contribuie la un tratament
profilactic reusit.

In cazul depistarii sindromului de compresie de
maxilar, in dentitia temporard, se purcede la trata-
mentul interceptiv, pentru a inlitura factorii etiolo-
gici. Aceasta presupune:

1. Favorizarea masticatiei active, pentru a solici-

ta propulsia mandibulei;

2. Controlul inchiderii fantei labiale;

3. Slefuirea selectivd a cuspizilor caninilor si
molarilor;

4. Mioterapia, efectuarea exercitiilor de propul-
sie a mandibulei- pentru solicitarea mugchilor
pterigoidieni laterali;

5. Educarea si reeducarea functional;

6. Utilizarea la necesitate a aparatelor ortodonti-
ce functionale de deconditionare si stimulare:
scutul vestibular; scutul lingual; placa pala-
tind de ghidare mandibulard; placa palatinid
cu bobitd Walchoff sau cu bobitd cu resort
(metoda americand); activatorul; trainere din
silicon; aparate miofunctionale tip trainer —
T4KI, T4KII.

Endoalveolia de maxilar superior prevede si un
tratament ortodontic propriu-zis. Se realizeaza in pri-
ma perioada a dentitiei mixte, preferential cu ajutorul
aparatelor functionale: activatorul Andressen; reglato-
rul functional Frankel I; bionatorul Balters L. In peri-
oada a doua a dentitiei mixte, se utilizeazd plici mono-
maxilare cu platou retroincisiv inclinat; placi duble de
expansiune Schwarz. Dentitia permanentd presupune
utilizarea aparatelor fixe, a arcurilor de expansiune:

o arc palatin Quad-Helix;

o disjunctoare de forta;

 arc transpalatin;

o arc lingual;

e arc vestibular;

o arc palatin de expansiune in ,W” [5].

In cazuri grave, cand aspectul facial este deplorabil
si functiile sistemului stomatognat limitate, se recurge

Tweed (<FMIA, <FMA, <IMPA, etc.) determines de-
viations from the normal angles and landmarks up-
per jaw compression.

And last but not least, through the collabora-
tion with otorhinolaryngologists, the correct diag-
nosis of the narrow jaw abnormality becomes safer.
Rinomanometry is recommended to diagnose or
counteract possible respiratory obstruction, which
may be a trigger factor for maxillary compression
[12].

The prophylactic treatment of the upper maxil-
lary compression abnormality consists in ensuring
that the normal growth and development processes
of the stomatognathic system are carried out. The
childs and pregnant nourishment system will be
monitored. It is important to combat the appearance
of the vicious habit of oro-nasal breathing and the
sucking of the lower lip or other objects. Patient ces-
sation of the oral cavity, preventing the occurrence of
carious lesions and complications, avoiding trauma-
tisms of the dental system, all contribute to a success-
ful prophylactic treatment.

If jaw compression syndrome is detected, in tem-
porary dentition, interceptive treatment is performed
to remove etiologic factors. This means:

1. Enhance active mastication to require mandi-

ble propulsion;

2. Control of closure of the elbow slit;

Selective sanding of canine and molar cusps;

4. Miotherapy, performing mandibular propul-
sion exercises - to request lateral pterigoid
muscles;

5. Functional education and re-education;

6. Use of functional orthodontic devices for
deconditioning and stimulation: vestibular
shield; linguistic shield; jaw palate guide pla-
te; palatine palate with Walchoff bobble or
spring bobble (American method); activator;
silicone training; mifunctional type trainers -
T4KI, T4KIIL.

Upper jaw compression also needs proper orth-
odontic treatment. It is realized in the first period
of mixed dentition, preferentially with functional
devices: the Andressen activator; Functional regu-
lator Frankel I; the Balters I bionizer. During the
second period of mixed dentition, monomaxial
plates with sloping retro-reflecting plate are used;
double expansion Schwarz plates. Permanent den-
tition involves the use of fixed devices, expansion
springs:

o Quad-Helix palatine arch;

o force breakers;

 transpalatin arc;

o lingual arg;

 vestibular arc;

o palatine expansion span in ,W” [5].

In serious cases, when the facial appearance is
deplorable and the functions of the limited stomato-
gnized system are used, surgery for rapid jaw surgery,
MARPE -, miniscrew-assisted rapid palatal expand-
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la interventia de disjunctie
rapidd chirurgicald a maxi-
larului, MARPE- ,minis-
crew-assisted rapid palatal
expander” sau osteotomie
in bloc cu rezectia si frac-
tura a arcadei superioare in
regiunea frontala (tehnica
Cohn Stoks, Wassmund,
Spanier) [20].

Materiale si metode

Cercetirile clinice s-au
efectuat in baza datelor se-
lectate in cadrul Catedrei
de Chirurgie Oro-Maxi-
lo-Faciala Pediatrica, Pe-
dodontie si Ortodontie,
din incinta IMSPIMC cl
“Emilian Cotaga’, in peri-
oada august 2017- martie
2018. S-au analizat datele
obtinute de la un lot de 15
pacienti, dintre care 7 ba-
ieti (47%) si 8 fete (53%),
cu varstele cuprinse intre
5-15 ani, cu dentitie mixtd
(60%) si deciduald (40%).
Niciunul dintre pacienti,
anterior nu a fost supus
tratamentului ortodontic.
S-a evaluat existenta sin-

Fig.4. Disjunctor rapid chirurgical a maxilei MARPE:
a) intraoral, b) aspectul pe teleradiografie.

er” or osteotomy in block
with the resection and
fracture of the upper ar-
cade in the frontal region
(Cohn Stoks, Wassmund,
Spanier) [20].

Materials and me-
thods

Clinical  investiga-
tions were performed on
the basis of data selected
at the Department of Pe-
diatric Oro-Maxillofacial
Surgery, Pediatrics and
Orthodontics, within
IMSPIMC cl. “Emilian
Cotaga’, between August
2017 and March 2018.
The data obtained from
a group of 15 patients, of
whom 7 were male (47%)
and 8 girls (53%), aged
5-15 years with mixed
dentition (60%) and de-
ciduous (40%). None of
the patients previously
underwent orthodontic
treatment. The existence
of jaw compression syn-
drome was evaluated in
these patients. In order

dromului de compresie de  Figure 2. MARPE -, miniscrew-assisted rapid palatal expander”.  to establish the diagnosis,

maxilar la acesti pacienti.

In vederea stabilirii dia-

gnosticului, complet si complex, precum si a planului
de tratament, s-a procedat la examenul clinic si para-
clinic, intocmindu-se fisa de observatie clinica. Pa-
cientii au fost supusi urmétoarele metode de studiu:

— Metodele clinice de examinare, care includea:
motivul prezentdrii, anamneza si conside-
rente heredo-colaterale; stabilirea statusului;
antecedentelor personale, investigarea exo-
bucald, intraorald; examenul functional, care
cuprindea examinarea deglutitiei, respiratiei,
fonatiei, fizionomiei.

— Studiul de model care include indicele pre-
molar, molar, lungimea segmentului anterior
superior, inferior a arcadei dentare (indicele
Pont si indicele Korkhauz).

— Examenul fotometric cuprinde analiza foto-
grafiilor ale fetei pacientilor din norma late-
rald stinga, dreapta, fata si zambet.

— Examenul ortopantomografic.

— Teleradiografia de profil analizata dupa meto-
da Steiner (< SNA, <SNB, <ANB, etc.) si me-
toda Tweed (<FMIA, < FMA, < IMPA, etc.).

— Analiza concluziilor date de medicul otorino-
laringolog (inclusiv datele rinomanometriei).

complete and complex,

as well as the treatment
plan, the clinical and paraclinical examination was
carried out, and the clinical observation file was
drawn up. Patients underwent the following study
methods:

— Clinical examination methods, including: the
reason for presentation, anamnesis and here-
do-collateral considerations; establishing the
status; personal history, exobucal, intraoral
investigation; the functional exam, which in-
cluded examination of swallowing, breathing,
phoning, physiognomy.

— Study model that includes the premolar, mo-
lar index, the length of the anterior, lower seg-
ment of the dental arcade (Pont index and the
Korkhauz index).

— The photometric exam includes the analysis
of the faces of patients in the left, right, front
and smile side.

— Orthopantomographic exam.

— Steady (<SNA, <SNB, <ANB, etc.) and Tweed
method (<FMIA, <FMA, <IMPA, etc.).

— Analysis of the findings of the otorhinolaryn-
gologist (including rhinomanometry data).
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Rezultate si discutii

S-a observat, in baza lotului studiat, o tendin-
ta mai mare de aparitie a anomaliei de ingustare de
maxilar la pacienti de sex feminin (53%), si cu den-
titie mixtd (60%), comparativ cu cel de sex masculin
(47%), si cu dentitie permanenta (40%). Diagnosticul
pozitiv, atét si planul de tratament individual, au fost
stabilite in baza studiului clinic si paraclinic efectuat.

La nivel ocluzal, s-a determinat prezenta inoclu-
ziei sagitale in toate cazurile studiate. Am constatat
ingustarea si alungirea arcadei superioare, observatie
facutd si in lucrdrile altor autori [2], care cercetind
evolutia arcadelor dentare din dentitia temporara in
cea permanentd, ajung la o evaluare similara, adau-
gand si faptul ca nu existd tendintd la auto-corecta-
re si, prin urmare, se necesitd un tratament cat mai
timpuriu. Pentru Bishara [1] ingustarea maxilarului
este un raspuns la pozitia retrognatd a mandibulei,
instalatd foarte de timpuriu si pe care si noi am con-
statat-o in lotul investigat in proportie de 48%.

Sintetizand observatiile anterioare, afirmidm ci
sindromul de endoalveolie cuprins generic sub ter-
menul de clasa a II/1 Angle, au in comun elementul
de distalizare a ocluziei, constatat si in alte studii din
literatura [7]. Modificérile sunt mult mai complexe si
pot sd apara cu exprimare diferita la nivel dento-al-
veolar, scheletal , functional si in estetica faciald [10].
Decalajul intermaxilar sagital este adesea pus in evi-
denta. Prognatismul maxilar apare rar [2].In lotul stu-
diat de noi, proportia a fost de 12% prin prognatism
maxilar, in timp ce retrognatismul maxilar a fost de
46% dintre cazuri. ,,Orice malocluzie clasa a-II-a este
asociatd cu un tipar muscular anormal” [6]. In clasa
I1/1 se constatd: hipotonia muschiului buzei superioa-
re, muschiul mentalis este hiperton ca si buccinatorul,
si maseterul. Deglutitia este atipicd. Pozitia condililor
in cavitatea glenoidd este modificatd: in clasa II/1,
condilii sunt plasati anterior $i superior in cavitatea
glenoida pentru mentinerea pasajului aerian.

Concluzii

1. Cresterea frecventei al anomaliilor de compre-
sie de maxilar, induce la necesitatea determi-
ndrii factorilor predispozanti si utilizarea tra-
tamentului ortodontic profilactic si interceptiv
din perioada dentitiei temporare si mixte, prin
utilizarea terapiei ortodontice functionale.

2. Gama larga de factori etiologici, ce poate de-
clansa sindromul de compresie de maxilar,
trebuie luatd in consideratie in procesul de
elaborare a tratamentului, paralel analizind
forma clinica individuala ce este dependenti
de numairul combinatiilor intre elementele
dento-alveolare si scheletale.

3. Studiul indicilor paraclinici si semnele clini-
ce specifice ingustdrii de maxilar, faciliteazd
stabilirea unui diagnostic final corect, si ne
asigurd elaborarea unui plan de tratament efi-
cient, coordonat cu scopul final pe care dorim
sd il obtinem.

Results and discussions

It was observed, based on the studied group, a
higher tendency of the jaw reduction abnormality
in female patients (53%) and mixed dentition (60%)
compared to males (47%), and permanent dentition
(40%). The positive diagnosis, and the individual
treatment plan, were determined based on the clini-
cal and paraclinical study.

At the occlusal level, the presence of the sagittal
inaction was determined in all the studied cases. We
found the narrowing and elongation of the upper ar-
cade, observation made also in the works of other au-
thors [2], investigating the evolution of dental arches
from temporary dentition to permanent dentition, ,
adding that there is no tendency for self-correction
and therefore requires treatment as early as possible.
For Bishara [1] narrowing of the jaw is a response
to the retrofitted position of the mandible, installed
very early and which we also found in the 48% inves-
tigated group.

Synthesizing the previous observations, let’s note
that endoalveolar syndrome generically included un-
der the term II/ 1 Angle, share the occlusion distal el-
ement found in other literature studies [7]. Modifica-
tions are more complex and may occur with different
expression at the dento-alveolar, skeletal, functional
and facial aesthetics [10]. The sagital intermaxillary
decay is often emphasized. In the group we studied,
the proportion was 12% by the maxillary prognosis,
while the maxillary retrograde was 46%. “Any class II
malocclusion is associated with a abnormal muscle
pattern “[6]. In Class II / 1 there are: the hypotonia
of the upper lip muscle, the mentalis muscle is hy-
pertonic as the buccal, and the masseter. Degluation
is atypical. The position of condyles in the glenoid
cavity is modi fi ed: in class I / 1, condylii are placed
previously and higher in the glenoid cavity to main-
tain the air passage.

Conclusions

1. The increase in the incidence of jaw compre-
ssion anomalies induces the necessity of de-
termining predisposing factors and the use
of prophylactic and interceptive orthodontic
treatment during temporary and mixed den-
tition using functional orthodontic therapy.

2. The wide range of etiologic factors that can
trigger jaw compression syndrome should be
considered in the treatment process, parallel
to the individual clinical form that is depen-
dent on the number of combinations of den-
to-alveolar and skeletal elements.

3. The study of paraclinical indices and clinical
signs specific to the jaw narrowing, facilitates
the establishment of a correct final diagnosis
and ensures the development of an effective
treatment plan coordinated with the final goal
we want to achieve.

4. Estimating the possibilities of prevention of
maxillary endoalveolia, allows the develop-



4. Estimarea posibilititilor de preventie a en-
doalveoliei de maxilar, permite asigurarea
unei dezvoltarii a sistemului stomatognat in
corespundere cu norma, vérsta, si diminuarea

€s.

aparitiei altor anomalii concomitente.
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Rezumat

Parotidita cronici nespecificé la copii este
un proces inflamator a glandelor parotide cu
o etiologie nestabilita si o patogeneza putin
studiata, care are specificul de recidivare.

Glandele parotide sunt afectate la copii
in 30 % de cazuri in comparatie cu afecta-
rea altor glande salivare. Frecventa copiilor
cu parotidite cronice nespecifice a constituit
1% din din numarul total (1726) spitalizati
in sectia de chirurgie oro-maxilo-faciala pe-
diatrica Em. Cotaga, in perioada anului 2017.

Studierea tabloului clinic a pacientilor cu
parotiditd cronicd nespecifica este un mo-
ment important in stabilirea unui diagnostic
corect si ulterior a unui tratament eficace.
Manifestérile clinice a copiilor afectati de
aceasta patologie pot fi confundate cu alte
maladii regionale si astfel rezultd importanta
unui diagnostic diferential. Perfectionarea
metodelor de diagnostic si tratament a paro-
tiditelor cornice nespecifice la copii raméne
o problema actuald a chirurgiei oro-maxilo-
faciale. Aceasta este determinati de frecventa
crescutd a acestei patologii si de etiologia, si
patogenia neelucidata definitiv.

Cuvinte cheie: parotidita cronicd nespeci-
fica, frecventa, diagnostic.

Introducere

Parotidita cronicd nespecificd la copii este un
proces inflamator a glandelor parotide cu o etiolo-
gie nestabilitd si o patogeneza putin studiatd, care are
specificul de recidivare.

In datele de literaturi este intalnit si termenul de
parotidita recurentd juvenild (parotidita cronica ,de
crestere”), ce reprezintd o entitate aparte, care apare in
perioada prepubertari si la adolescenti. Intr-o prima eta-
pé, creeazd confuzii cu oreionul, dar repetarea episoade-
lor de tumefiere parotidiand dureroasa, precum si scur-
gerea de puroi din canalul Stenon orienteza diagnosticul.

Studierea tabloului clinic a pacientilor cu paroti-
ditd cronicd nespecificd este un moment important
in stabilirea unui diagnostic corect si ulterior a unui
tratament eficace. Manifestarile clinice a copiilor
afectati de aceastd patologie pot fi confundate cu alte
maladii regionale si astfel rezultd importanta unui

( N\
Summary

Nonspecific children parotitis is an in-
flamatory process of parotid glands with a
non established etiology and a little studied
pathogeny, with a risk of relapse.

Parotid glands are affected 30% more
often that other salivary glands at children.
From all the cases of children parotitis
(1726)recorded at the oro-maxillo-facialpe-
diatric surgery department in 2017, the fre-
quency of children nonspecific parotitis is
1%. Studying the clinical features of nonspe-
cific children parotitis gives us the possibility
of establishing a right diagnosis and choos-
ing the proper treatment.An actual problem
of children oro-maxilo-facial surgery isim-
proving diagnosis and treatment methods
of nonspecific parotitis, this is why there are
so many cases of this disease, moreover the
etiology and pathogeny are not completely
elucidated.

Introduction

Nonpecific children parotitis is an inflamatory
process of parotid gland with a non established eti-
ology and a little studied pathogeny, with a risk of
relapse.

In their studies, scientists present the term of re-
curent juveline parotitis as an entity that appears at
teenagers and in the prepubertal period. At its first
apparition , it can be confused withmumps), but due
tothe repetition of the parotidispainful swelling, fur-
thermore the leakage of pus lead to the right diagno-
sis. Studying the clinical features of nonspecific chil-
dren parotitis gives us the possibility of establishing
a right diagnosis and choosing the proper treatment.
The clinical features of children affected by this dis-
ease can be confused with other regional diseases,
this is why it is very important to make a differential
diagnosis (chronic sialodochitis of parotid gland, in-
traparotid lymphadenitis, epidemic parotitis, chronic
interstitial parotitis).

As a motivation for this study served the specific
evolution of chronical infectious processes of sali-
vary glands, particularly the existence of a congenital
morphological substrate associated with general hu-
man body diseases, that can generate an acute form.



diagnostic diferential (sialodochita glandei parotide,
limfadenita intraparotidd, parotidita epidemic, pa-
rotidita cronicd interstitiala).

Motivatie pentru studiul dat este specificul
evolutiei proceselor infectioase cronice a glandelor
salivare la copii, mai exact existenta unui substrat
morfologic congenital in asociere cu patologiile ge-
nerale ale organismului, care pot declansa acutizarea
procesului. Astfel o atentie deosebita trebuie acordati
nu doar tratamentului propriu-zis curativ dar si unui
tratament profilactic interceptiv cu implicarea medi-
cilor pediatru, stomatolog si otorinolaringolog.

Factorii etiologici a parotiditelor cronice la copii nu
sunt determinati definitiv. Mai multi savanti pledeazi
pentru etiologia congenitald, ca rezultat al modificérilor
morfologice in structura glandelor salivare. Multi au-
tori considera etiologia parotiditei cronice parenchima-
toase ca consecintd a modificirilor congenitale a siste-
mei canaliculare a glandei parotide (Becker, Mihailyka,
Seifert, Chilla), patogenia in cazul dat este explicata prin
displazia tesuturilor glandulare cu formarea cavitatilor
chistice care provoacd retentia salivard, respectiv rein-
fectarea glandei cu dezvoltarea parotiditei.

Unii autori (Brown C., Nevius W,, 1936; Haubrich
T., 1981) pun pe primul plan cauza microbiand, in urma
proceselor inflamatorii a ganglionilor limfatici intra-
glandulari. Caile de patrundere a procesului infectios
in glande sunt: limfogena, canaliculard si hematogend.

Altii (Mockanenko I. H., 1981, Psi6anosa O. B,,
1982) considera ca factorii cauzali sunt modificarile
anatomice survenite in urma parotiditei epidemice.
Se presupune cd in urma unei parotidite epidemice
au loc modificéri distrofice a tesuturilor glandulare,
care devine favorabil pentru evolutia unei parotidite
cronice parenchimatoase.

Declansarea parotiditelor cronice poate avea loc
si pe fondul unui sistem imunitar scazut. O serie de
autori considera factor favorizant al aparitiei paroti-
ditei cronice, micsorarea elementelor imunitare ne-
specifice a organismului (Cepennua B. 11., Ormasosa
H. M., 1981) [18,23].

Factorii patogenici ai parotiditei cronice la copii
sunt: suprimarea factorilor imunitari, micsorarea
functiei secretorii a glandei parotide, infectarea as-
cendentd a glandei parotide.

In faza manifestarilor clinice pacientii pot acuza
senzatii de tensiune si durere in regiunea glandei afec-
tate, uneori se determind xerostomie, iar saliva elimi-
nata are caracter purulent, si gust nepldcut (sdrat).

In timpul examenului exobucal se atesta edemul
proeminent situat in limitele anatomice a glandei pa-
rotide, palparea este indolord, tegumentele acoperi-
toare sunt usor hiperemiate.

Gradul de deschiderii a cavititii bucale este in
normd, mucoasa bucald este de culoarea roz-pal, bine
umectata. Saliva ce se elimind poate avea particule
mucilaginoase sau precipitat purulent.

Starea generald a organismului este afectata, se
determina subfebrilitatea (nu mai mult de 38°C), in-
somnie, cefalee si inapetentd [15, 16,18].

Therefore, a special attention must be paid to a pro-
filactic treatment not just to the main treatment, in-
volving the paediatrician, dentist and otolaryngolo-
gist.

The etiology of chronic parotitis is not definetly
established. Most of the scientists plead for the con-
genital etiology, as a result of morphological changes
of salivary gland’s structure. Other authors consider
that the etiology of chronicparenchymal parotitis
is a consequence of congenital changes in parotid’s
canalicular system, the pathogenesis is explained
by glandular tissues dysplasia with the formation of
cystic cavities that lead to salivary retention and as
a result gland’s reinfection with the appearance of
parotitis.

Some authors consider that the main cause is
the infection, due to inflammatory processes of in-
traglandular lymph nodes. The paths of infection in
glands are: lymphogenic, canalicular and haematog-
enous.

Other authors consider that etiological factors are
the anatomical changes after epidemical parotitis. Is
is supposed that after an epidemic parotitis there are
some dystrophic changes of glandular tissue, which is
a favourable environment for the evolution of chron-
ic parenchymal parotitis.

The apparition of chronic parotitis is favoured by
a weakened immune system. Some authors consider
that a favouring factor of chronic parotitis is the re-
duction of non specific immune elements.

The pathogenic factors of chronic parotitis in
children are: suppression of immune factors, reduc-
tion of secretory function of the parotid gland, as-
cending infection of the parotid gland.

In the clinical manifestation phase, patients
can accuse tension and painin the affected gland,
sometimes xerostomia is determined, and the sali-
va has a purulent character and an unpleasant taste
(salty).

During the oral cavity examination the promi-
nent edema is located in the anatomical limits of the
parotid gland, the palpation is not painful, the cover-
ing tears are slightly hyperaemic.

The degree of opening of the oral cavity is nor-
mal, the oral mucosa is pale-pink, well-watered. The
secreted saliva may have mucilaginous particles or
purulent precipitate.

The general body condition is affected, subfeb-
rility (no more than 38°C), insomnia, headache and
inappetence [15,16,18] is determined.

The frequency of acute periods depends on the
level ofnon-specific body resistance reduction.

The differential diagnosis of chronic parotitis in
children can be determined with:

1) Interstitial chronic parotitis
2) Sialolithiasis of parotid gland
3) Epidemic parotitis

4) Intraparotid lymphadenitis.
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Frecventa perioadelor de acutizare depinde de ni-
velul micsorarii rezistentei nespecifice a organismului.

Diagnosticul diferential al parotiditelor cronice la
copii se poate efectua cu [1]:

1) Parotidita cronica interstitiala,

2) Sialolitiaza glandei parotide,

3) Parotidita epidemics,

4) Limfadenita intraparotida.

Material si metode

In cadrul studiului s-au studiat surse ale literaturii
internationale din ultimii 5 ani si s-a efectuat un studiu
statistic referitor la frecventa parotiditelor cronice ne-
specifice la copii spitalizati in sectia de chirurgie oro-
maxilo-faciald pediatricd pe parcursul uni an, 2017.

Pentruanaliza retrospectiva a freventei pacientilor
inclusi in studiu a fost intocmit un chestionar, care
contine date despre numele pacientului, varsta, data
interndrii si externdrii, domiciliu, diagnosticul clinic
definitiv, modul de adresare si perioada de adresare.

Acest studiu retrospectiv a permis:

o Aprecierea frecventei parotiditelor cronice
nespecifice la copii in raport cu toate patolo-
giile regiunii OMF

o Aprecierea frecventei parotiditelor cronice ne-
specifice la copii in raport cu parotiditele acute

o Aprecierea frecventei parotiditelor cronice la
copii in dependenta de varsta si sex

o Numarul de zile de spitalizare in cazul peri-
oadei de exacerbare a parotiditelor cronice
nespecifice la copii.

Rezultate si discutii

Parotidita cronicd nespecificd la copii este un
proces inflamator a glandelor parotide cu o etiolo-
gie nestabilitd si o patogeneza putin studiatd, care
are specificul de recidivare. Parotidita cronica reci-
divanta la copii are o frecventd destul de mare, astfel
dupa unele studii din perioada 2006-2010 numérul
copiilor bolnavi cu parotidita
cronicd nespecifica (din to-
talul de copii cu patologii a
glandelor salivare) a consta-
tat 1,26 %, dintre care 75,83
% au fost specializate in faza
de acutizare, virsta prevalen-
td a copiilor fiind de 1-5 ani
(47,73 %), mai putin in peri-
oada 6-11 ani (42,42 %) si cel
mai putin copiii mai mari de
12 ani (9,45 %). Sa determi-
nat cd perioada de acutizare
corespunde perioadei reci
a anului fiind favorizata de
micsorarea capacitdtii imune
a organismului [4].

Pe parcursul anului 2017
in sectia de chirurgie oro-ma-
xilo-faciald au fost spitalizati
1726 de pacienti, dintre care

12 years

9%
12 ani

Fig. 2. Vérsta copiilor afectati cu parotidita cronicd
nespecifica

Fig. 1. The age of children affected with chronic non-
specific parotiditis

Material and methods

In this study were studied sources of internation-
al literature from the last five years and has been per-
formed a statistical study of the frequency of chronic
non-specific parotitis of children hospitalized in the
pediatric oro-maxilo-facial surgery department dur-
ing the year 2017.

For the retrospective analysis of the frequency of
the patients included in the study, a questionnaire
was drawn up, containing data on the patient’s name,
age, date of admission and discharge, home address,
definitive clinical diagnosis, addressing mode and
addressing period.

This retrospective study allowed:

o Assessing the frequency of childrens chronic
nonspecific parotitis in relation to all patholo-
gies of the OMF region

o Assessing the frequency of childrens chronic
nonspecific parotitis in relation to acute paro-
titis

o Appreciation of the frequency of children’s
chronic parotitis according to age and sex

« Number of hospitalization days for the period
of exacerbation of children’s chronic nonspe-
cific parotitis.

Results and discussions

Children’s chronic nonspecific parotitis is an in-
flammatory process of parotid gland with unknown
aetiology and little studied pathogenesis, which are
specific for recidivation. Recurrent children’s chronic
parotiditis has a fairly high frequency, so after some
studies from 2006-2010 the number of children with
chronic non-specific parotiditis (all children with
salivary gland pathologies) found 1.26%, of which
75.83% were specialized in the acute phase, the
prevalence of children age being 1-5 years (47.73%),
less in the period 6-11 years (42.42 %) and least chil-
dren over 12 years (9.45%). It was determined that
the period of acute phase cor-
responds to the cold period of
the year being favored by the
decrease of immune capacity
of the organism (figure 1).

During the year 2017 1726
patients were hospitalized in
the oro-maxilo-facial surgery
department, of which 17 (1%)
were affected by the parotid
gland (Figure 2).

After analyzing the medi-
cal records of all patients over
the period of time it can be
seen that children’s parotidi-
ties are more common in the
acute form -11 (64.7%) than
in the chronic exacerbation 6
(35.3%) (Figure 3).

Of the 17 patients with pa-
rotiditis 10 were boys (58.8%)



17 (1 %) au fost cu afectarea
glandei parotide (figura 3).

Dupd analiza fiselor medi-
cale a tuturor pacientilor din
perioada data de timp se poate
de constat faptul cd parotidi-
tele la copii sunt mai frecvent
intélnite in forma acutd -11
(64,7 %), decat in cea cronica
in exacerbare 6 (35,3%). Re-
zultatele sunt reprezentate in
figura (4).

Din cei 17 pacienti cu pa-
rotidite 10 au fost baieti (58,8
%) si 7 au fost fete (41,2 %). In
urméitoarea figurd este repre-
zentatd structura pacientilor
in functie de gen (%) (figura
5).

Din cele 18 cazuri de pa-
rotiditd (parotidita acuta si pa-
rotidita cronicd in exacerbare)
s-a stabilit un caracter sezonier
al adresarilor in sectia de chi-
rurgie OMF ,,Emilian Cotaga’,
datele obtinute fiind reprezen-
tate grafic in figura 6.

Vérsta pacientilor internati
a fost preponderentd in mediu
2-5 ani, date prezentate in figu-
ra’7.

Concluzii

1. Frecventa copiilor cu
parotidite cronice ne-
specifice a constituit
1% din din numarul
total (1726) spitalizati
in sectia de chirurgie
oro-maxilo-faciala pe-
diatrica Em. Cotaga, in
perioada anului 2017.

2. Studierea teoriilor etio-
patogenice a parotidi-
telor cronice la copii
permite sistematizarea
unui diagnostic si ul-
teior a unui tratament
eficient.

3. Metodele de diagnostic
elective pentru paroti-
ditele cronice la copii
sint examenul clinic
minutios si metodele
paraclinice (sialografia,
analiza generald a sin-
gelui), care permit efec-
tuarea unui diagnostic
diferential

Pacienti cu parotidite

Fig. 3. Raportul dintre afectiunile regiunii OMF si parotidite

Fig. 2. The relationship between the diseases of the OMF
region and the parotidity

Fig. 4. Numaul de cazuri de parotiditd acutd si cronicd timp
deunan (2017).

Fig. 3. Number of cases of acute and chronic parotiditis for
one year (2017).

Fig. 5. Distributia numarului de cazuri dupa sex.

Fig. 4. Distribution of cases by sex

and 7 were girls (41.2%). The
following figure shows the
structure of patients by gender
(%) (Figure 4).

Of the 18 cases of paroti-
ditis (acute parotiditis and
chronic parotiditis in exacer-
bation) a seasonal character
of the addresses in the OMF
surgery department ,,Emilian
Cotaga“ was established (Fig-
ure 5).

Conclusions

1. The frequency of chil-
dren with chronic non-
specific parotiditis con-
stituted 1% of the total
number (1726) hospi-
talized in the pediatric
oro-maxilo-facial ~ sur-
gery department “Em.
Cotaga” in 2017.

2. The study of the etio-
pathogenic theories of
chronic parotiditis in
children allows the di-
agnosis and diagnosis of
an effective treatment.

3. Elective diagnostics for
chronic parotiditis in
children are the clini-
cal examination and the
paraclinical ~ methods
(sialography,  general
blood analysis) that al-
low for a differential di-
agnosis
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Fig 6. Vérsta celor 6 pacienti cu parotidita cronicd nespecifica, inclusi
in studiu a fost cuprinsa intre 2-12 ani, iar durata spitalizarii a fost
cuprinsd intre 1-9 zile.

Fig. 5. The age of 6 patients with non-specific chronic parotiditis
enrolled in the study was between 2-12 years and the duration of
hospitalization was 1-9 days.
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RESTAURARI DENTARE DIRECTE A

DINTILOR FRONTALI CU MATERIALE
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Profor Victor?, asistent universitar,
Ciobanu Sergiu®, profesor universitar

Catedra de odontologie, parodontologie si patologie
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SUMMARY
DIRECT DENTAL RESTORATIONS
OF FRONT TEETH WITH FLOWABLE
COMPOSITE MATERIALS

Gorea Corneliu’, university assistant,
Profor Victor?, university assistant,
Ciobanu Sergiu?, university professor

Department of Odontology, Periodontology and
Oral Pathology, “USMF Nicolae Testemitanu”
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Introducere. Estetica dentara este un do- Introduction. Dental aesthetics is a very
meniu foarte larg, care permite ca fiecare sub- broad field that allows each subdomain of
domeniu al medicinei dentare sa fie abordat dental medicine to be approached through
prin componenta estetica. the aesthetic component.

Material si metode. Studiul s-a bazat pe Materials and methods. The study was
tratamentul a 25 de pacienti cu leziuni odon- based on the treatment of 25 patients with
toase coronare. Reamenajari dentare directe coronary odontous lesions. Direct dental re-
cu CLEARFIL AP-XEsthetics S-au efectuat furbishment with CLEARFIL AP-XEsthetics
restaurdrile dentare cu material composite dental restorations with fluid composite ma-
fluide. Protocolul de restaurare a inclus: igie- terial have been performed. The restoration
na orala; anestezie cAnd este necesar; izolarea protocol included: oral hygiene; anesthesia
campului prin aplicarea cofferdamului; pre- when necessary; field isolation by applica-
pararea cavittii carioase prin tehnica minim tion of cofferdam; preparation of the carious
invaziva (tehnica disainului liber); tratamen- cavity by minimally invasive technique (the
tul plagii dentinare cu sol. 0,05% clorhexiding; technique of free disain); treatment of dental
gravarea tesuturilor dentare (acid ortofosforic wound with soil. 0.05% chlorhexidine; en-
37%, 15-30 secunde) si in depértarea acestuia graving dental tissues (orthophosphoric acid
cu un jet de apd; aplicarea a dezivului si usca- 37%, 15-30 seconds) and removing it with a
rea usoar3; foto-polimerizarea; restaurarea cu jet of water; application of adhesive and easy
material composite fluide ONE-Shade; ajusta- drying; photo-polymerization; restoration
rea; lustruirea, poleirea restaurarii. with ONE-Shade fluid composite material;

Rezultate. Urmare a studiului efectuat am adjustment; polishing the restoration.
constatat: tratamentele leziunilor odontale Results. As a result of the study, we have
coronare cu material composite fluide se pot found: treatments of coronary odontous le-
reface cu success atit morfo-functionalitatea sions with fluid composite material can suc-
dintilor cit si estetica acestora. Monitorizarea cessfully restore both the morpho-function-
pacientilor a fost efectuatd (clinic si paracli- ality of the teeth and their aesthetics. Patient
nic) la 3 luni, 6 luni si 12 luni. monitoring was performed (clinically and

In tratamentul leziunilor odontale s-a paraclinically) at 3 months, 6 months and 12
structurat un protocol care s-a bazat pe months. A protocol based on the properties
proprietatile materialelor compozite: visco- of composite materials was structured in the
zitate redusd (manevrare bunid si plasare treatment of odontous lesions: low viscosity
usoard); prezintd proprietati mecanice sporite (good handling and easy placement); exhibits
(rezistentd la uzurd, durabilitate); radioopa- increased mechanical properties (wear resis-
citate ridicata si contractie de polimerizare tance, durability); high radioapacity and very
foarte scazuta. low polymerization shrinkage.

Concluzii. Materialele compozite, inclusi- Conclusions. Composite materials, in-
ve cele fluide de restaurare sunt complexe, dar cluding restorative fluids, are complex, but for
pentru restaurari de durata si rezultate foarte lasting restorations and very good aesthetic
bune estetice trebuie sd ne bazim pe conside- results, we must rely on scientific reasoning.
rente de argumentari stiintifice. Key words: dental restorations,

Cuvinte cheie: restaurdri dentare, CLE- CLEARFIL AP-XEstheticsFlow, odontous le-
ARFIL AP-XEstheticsFlow, leziuni odontoase. sions.
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REZUMAT
MUCOZITA PERIIMPLANTARA IN
PERIOADA DE OSTEOINTEGRARE
AIMPLANTELOR DENTARE SI
CONSECINTELE EI

Elvira Topalo, doctorand;
Gheorghe Nicolau, dr.hab., prof. univ.

SUMMARY
PERI-IMPLANT MUCOSITIS AND
THEIR CONSEQUENCES IN THE
OSSEOINTEGRATION PERIOD OF
DENTAL IMPLANT

Elvira Topalo, PhD student;
Gheorghe Nicolau, PhD, univ.prof.
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Introducere: La reabilitarea persoane-
lor edentate implantele dentare endoosoase
sunt utilizate tot mai fecvent, popularitatea
lor fiind in ascensiune. Paralel cu succesele
obtinute acest gen de tratament este insotit
de complicatii inflamatorii. Pe parcursul
functiondrii restaurdrilor implanto-purtate
a fost demonstratd pétrunderea bacteriilor
din sulcusul periimplantar prin microfisura
»abatment-implant” in spatiul intraimplan-
tar, ultimul fiind numit ,,rezervor de infectie”.
Concomitent a fost demonstrat cd aceastd co-
municare este bi-directionald. Contaminarea
spatiului intraimplantar cu bacterii din cavi-
tatea bucald e posibild si in timpul inserarii
implantelor. Prin cercetarile efectuate a fost
demonstrat ca la sfirsitul perioadei de osteo-
integrare microflora in spatiul intraimplantar
a fost prezentd in 83% implante (Topalo E.,
2018).

Scop: Evidentierea manifestarii mucozitei
periimplantare si consecintelor ei pe parcur-
sul osteointegrarii implantelor dentare.

Material si metode: In studiu au fost in-
cluse 108 (54+1,32 ani) persone cdrora in
diferite sectoare ale maxilarelor pe parcursul
anului 2017 au fost instalate 254 implante
dentare endoosoase de stadiul doi. Numérul
de implante instalate per/pacient a variat in-
tre 1 si 5, in mijlociu — 2,3 implante. Evolutia
osului crestal periimplantar a fost studiatd
prin comparatia datelor radiografice preope-
rator, dupa instalarea implantelor si la a doua
etapa chirurgicali. In dependenta de manifes-
tarile inflamatiei pacientii au fost repartizati
in subgrupe: hiperemie (gingivitd infiltrati-
va), abces primar (gingivita abcedantd pri-
mara), abces recidivant (gingivitd abcedantd
recidivantd — periimplantita),fistuld (expus
partial surubul de acoperire — periimplanti-
td), pilnie+fistula (periimplantita), dehiscentd
(expunerea completd a platformei implantu-
lui — periimplantita).

Rezultate: Studiul efectuat de ca-
tre noi a demonstrat o frecventa sporitd a
complicatiilor inflamatorii pe parcursul peri-
oadei de osteointegrare — la 39,4% implan-

Ve

Introduction: In the rehabilitation of
edentulous patients endosteal dental implants
are increasingly used, their popularity be-
ing rising. Besides to the successes achieved,
this type of treatment is also associated with
inflammatory complications. During the
implant-worn restorations, the penetration
of bacteria from the periimplantal sulcus
was demonstrated through the “abutment-
implant” microgap in the intra-implantation
space, the latter being called the “reservoir
of infection”. At the same time, it has been
demonstrated that this communication is bi-
directional. Contamination of the intra-im-
plantation space with bacteria from the oral
cavity is also possible during insertion of the
implants. Research has shown that at the end
of the osseointegration period microflora in
the intra-implantation space was present in
83% of the implants (Topalo E., 2018).

Aim: Highlighting the periimplantation
mucositis and its consequences during osseo-
integration of dental implants.

Material and method: This study was
axed on 108 (54 + 1.32 years) individuals, with
a total of 254 dental implants being installed
in different regions of the jaw, during 2017
period. The number of implants installed per
patient ranged from 1 to 5, averaging - 2.3 im-
plants. The evolution of peri-implant crestal
bone was studied by comparing preoperative
radiographic data, after implant placement,
and the second surgical step. Depending on
the inflammation manifestations, patients
were divided into subgroups: hyperaemia
(infiltrative gingivitis), primary abscess, re-
current abscess, fistula (cover screw partially
exposed-periimplantitis), funnel and fistula
(peri-implantitis), dehiscence (complete im-
plant platform exposure - periimplantitis).

Results: The study conducted by us
demonstrated an increased frequency of in-
flammatory complications during the osteo-
integration period - 39.4% of the implants.
Studies published in the literature on com-
plications during osteointegration are pre-
dominantly focused on the early exposure of




te. Studiile, publicate in literatura de specia-
litate, referitor la complicatiile pe parcursul
osteointegrarii, preponderent sunt axate pe
influenta expozitiei timpurii a surubului de
acoperire asupra osului periimplantar. Au-
torii mentioneazd ca, aceastd complicatie se
produce spontan, fira vreo cauzd, adica de la
sine. Este posibil oare asa ceva?.

Concluzii: In limita datelor obtinute
considerdm ca, contaminarea microbiana a
spatiului intraimplantar are un rol hotéritor la
demararea proceselor inflamatorii in perioa-
da osteointegrarii implantelor. Infectia si to-
xinele ei prin fisura ,,surub de acoperire-corp
implant” se rdspindesc in tesuturile adiacente
provocind consecutiv gingivita infiltrativa,
gingivita abcedantd, periimplantitd cu forma-
rea fistulei, expunerea treptatd a surubului de
acoperire si pierdere de os adiacent implan-
tului.

Cuvinte cheie: implante dentare, mucozi-
td, periimplantita.

the cover screw on the periimplantary bone.
The authors point out that this complication
occurs spontaneously, without any cause, by
itself. Is that possible?

Conclusions: Within the data obtained
we consider that the microbial contamina-
tion of the intra-implantation space plays a
decisive role in the initiation of inflammatory
processes during implant osteointegration.
The infection and its toxins through the “im-
plant-cover screw” spread into the adjacent
tissues causing consecutive infiltrative gingi-
vitis, abscedating gingivitis, periimplantitis
with fistulas formation, gradual exposure of
the cover screw and peri-implant bone loss.

Key words: dental implants, mucositis,
periimplantitis.
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CONDITIILE DE STRUCTURARE A MATERIALELOR
DESTINATE PUBLICARII IN EDITIA PERIODICA
,MEDICINA STOMATOLOGICA”

Publicatia , MEDICINA STOMATOLOGICA® este o editie periodici cu profil
stiintifico-didactic, in care pot fi publicate articole stiintifice de valoare fundamen-
tald si aplicativd in domeniul stomatologiei ale autorilor din tara si de peste hotare,
informatii despre cele mai recente noutati in stiinta si practica stomatologicd, in-
ventii si brevete obtinute, teze sustinute, studii de cazuri clinice, avize si recenzii de
cirti si reviste. In publicatia , MEDICINA STOMATOLOGICA® sunt urmatoarele
compartimente: Teorie si experiment, Organizare si istorie, Odontologie-parodon-
tologie. Chirurgie OMF si anestezie, Proteticd dentara, Medicina Dentari pediatri-
cd, Profilaxia OME, Implantologie, Patologie generald, Referate si minicomunicari,
Sustineri de teze, Avize si recenzii, Personalitdti Stomatologice.

Materialele destinate publicirii, vor fi prezentate in forma tiparité 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 vizata 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 forma 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 prezentarii.

Lucrarile vor fi prezentate trezorierului ASRM, Oleg Solomon, dr. conf. univ.,
la sediul ASRM pe adresa: bd. Stefan cel Mare 194B, et. 1.

( N\

Lucrarile vor fi structurate dupé schema:

— titlul concis, reflectind continutul lucrarii;

— numele si prenumele autorului, titlurile profesionale si gradele stiintifi-
ce, denumirea institutie unde activeaza autorul;

— rezumatele: in limba roménd si engleza (si, optional, rusi de autorii din
Republica Moldova) pina la 150-200 cuvinte finisate cu cuvinte cheie,
dela 3 pinalaé6.

— Introducere, material si metode, rezultate, importanta practicd, discutii
si concluzii, bibliografia.

— Bibliografia - la 1.0 intervale, in ordinea referintei in text, arétate 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.

. J

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 pagini pentru un rezumat al unei lucrari
publicate peste hotarele republicii. Publicatiile altor catedre cu profil stomatologic
(ex. farmacologia) nu vor depési 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 modificérile necesare.

Numarul de la fiecare autor nu este limitat.

Redactia nu poarta 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
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