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EFECTELE UTILIZARII PLASMEI
BOGATE iN TROMBOCITE IN TERAPIA
PLAGII POSTEXTRACTIONALE.

Axenti Catalina-Francesca, Motelica Gabriela
Conducator stiintific: Chele Nicolae

Catedra de chirurgie dento-alveolard si
implantologie orald ,, Arsenie Gufan”,
USMF ,,Nicolae Testemitanu”

Rezumat

Introducere. Plasma imbogitita in trom-
bocite (PRP) reprezintd un biomaterial auto-
log revolutionar care stimuleaza regenerarea
oasoasd, sporeste procesele regeneratorii si ci-
catrizarea plagii postoperatorii, astfel simpli-
ficand reabilitarea implanto-proteticd pe vii-
tor. Scopul lucrarii. Evaluarea proprietatilor
de regenerare a PRP utilizate in tratamentul
plagii post-extractionale. Material si Metode
Ca metode de cercetare au fost folosite exa-
menul clinic: inspectia, palparea, examenul
paraclinic: radiografia panoramicd / CBCT
si testul VAS. In baza rezultatelor obtinute, a
fost stabilit diagnosticul si elaborat planul de
tratament : extractia asociatd cu injectare de
PRP. Rezultate. La evaluarea postoperatorie a
pacientului dupa 7 zile zile de tratament, in-
tensitatea durerii conform scérii VAS modifi-
catd a demonstrat diminuarea valorilor: de la
4 la 1, plaga postextractionali a fost vindeca-
td complet, nivelul regenerarii a fost apreciat
prin absenta dehiscentei, prezenta epiteliului
de culoare roz-pald, absenta edemului facial
postoperator conform punctelor craniometri-
ce si a semnelor celsiene. Concluzii. Utiliza-
rea biomaterialului PRP in extractiile dintilor
8 reprezinta o metodd de regenerare tisulard
minim-invaziva care micsoreazd perioada de
reabilitare si preintimpina aparitia complica-
tiilor postextractionale.

Cuvinte-cheie: PRP, biomaterial autolog,
regenerare, extractie, plagd postoperatorie.

Introducere

Plasma bogata in trombocite (PRP) este un pro-
dus autolog derivat din sdnge integral, prin centrifu-
gare, care contine o concentratie mare de trombocite
in plasmd. Trombocitele activate in PRP pot elibe-
ra mai mul{i factori de crestere si citokine, inclusiv
factorul de crestere derivat din trombocite (PDGF),
factorul de crestere al fibroblastelor de bazd (bFGF),
factorul de crestere endotelial vascular (VEGF), fac-
torul de crestere aseméandtor insulinei (IGF-1) si fac-
torul de crestere transformant-p (TGF-p) si altii care

OUTCOME OF USING PLATELET RICH
PLASMA IN POSTEXTRACTIONAL
WOUND TREATMENT

Axenti Catalina-Francesca’, Motelica Gabriela
Scientific adviser: Chele Nicolae

Department of Oro-maxillo-facial Surgery and Oral
Implantology ,,Arsenie Gutan” Nicolae Testemitanu
SUMPh

Summary

Background. Platelet-enriched plasma
(PRP) is a revolutionary autologous bioma-
terial that stimulates bone regeneration, en-
hances regenerative processes and postopera-
tive wound healing, thus simplifying future
implant-prosthetic rehabilitation. Objective
of the study. Evaluation of PRP regeneration
properties in postextractional wound regener-
ation. Material and Methods. The clinical ex-
amination was used as research methods: in-
spection, palpation, paraclinical examination:
panoramic radiography / CBCT and VAS test
were performed. The diagnosis and treatment
plan were established, as follows: extraction
associated with PRP injection. Results. At the
postoperative evaluation of the patient after
7 days of treatment, the intensity of pain ac-
cording to the modified VAS method showed
decreased values- from 4 to 1, the postextrac-
tional wound was completely healed, the level
of regeneration was attested by the absence of
dehiscence, presence of the pale pink epitheli-
um, absence of the postoperative facial edema
according to the craniometric points, the Cel-
sius signs also were absent. Conclusion. The
use of PRP biomaterial in wisdom tooth ex-
traction is a minimally invasive method of
tissue regeneration that reduces the rehabili-
tation period and prevents the occurrence of
post-extraction complications.

Keywords: PRP, autologous biomaterial,
regeneration, extraction, postoperative wound

Background

Platelet-rich plasma (PRP) is an autologous
blood-derived product that contains a high concen-
tration of platelets in plasma. It is derived from whole
blood by centrifugation. Activated platelets in PRP
can release multiple growth factors and cytokines,
including platelet-derived growth factor (PDGEF),
basic fibroblast growth factor (bFGF), vascular en-
dothelial growth factor (VEGF), insulin-like growth
factor-1 (IGF-1) and transforming growth factor-f
(TGEF-p), and others that are involved in promoting
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sunt implica{i in promovarea repardrii si regenerarii
tesuturilor. Datorita pregitirii sale simple, a continu-
tului ridicat de factori de crestere si a imunogenitatii
scazute, PRP a fost utilizat pe scard larga in diverse
operatii chirurgicale si tratamente clinice si a demon-
strat efecte experimentale si clinice promitatoare in
vindecarea plagilor.

Plasma imbogitita in trombocite (PRP) repre-
zintd un biomaterial autolog revolutionar care sti-
muleaza regenerarea oasoasd, sporeste procesele re-
generatorii si cicatrizarea pldgii postoperatorii, astfel
simplificand reabilitarea implanto-protetica pe viitor.
PRP stimuleazd reepitelizarea prin reglarea functiei
biologice a celulelor stem epidermice (CSE), ampli-
ficand semnificativ angiogeneza la nivelul alveolei si
stabilizeazd aranjamentul fibrelor de collagen astfel
micsorand nivelul dehiscentei marginilor plagii.

Scopul
Evaluarea proprietatilor de regenerare a PRP uti-
lizate in tratamentul plagii post-extractionale.

Material si metode

Articolul este publicat in baza unui studiu clinic
prospectiv realizat pe 20 pacienti cu extractie de mo-
lar 3, care s-au adresat pentru efectuarea tratamen-
tului chirurgical in sectia de Chirurgie dento-alve-
olara al Clinicii Stomatologice Universitare nr.1. Ca
metode de cercetare au fost folosite examenul clinic:
inspectia, palparea, examenul paraclinic: radiografia
panoramicéd / CBCT. In baza rezultatelor examenului
clinic si a celui paraclinic s-au obtinut date impor-
tante pentru stabilirea unui diagnostic de precizie si
alegerea unei solutii terapeutice de electie in confor-
mitate cu particularitatile cazului clinic. Varsta pa-
cientilor variazd intre 18 si 55 de ani, dintre care 8
birbati si 12 femei. In esantion au fost inclusi paci-
enti cu incluzii dentare (Pell&Gregory) si indici de
dificultate (Pederson) similare.

La examenul clinic subiectiv cele mai frecvente
acuze din partea pacientilor erau senzatia de durere
si tensiune locald, tulburari de deschidere a gurii si de
deglutitie. Pentru examenul obiectiv extraoral a fost
folosita investigarea masivului facial, a tegumentelor
si intraoral metodele clasice de inspectie, palpare. In
cele mai multe cazuri la examenul clinic intraoral se
putea observa cavitati carioase adénci care duceau la
aparitia pulpitei sau inflamatie tesuturilor peridenta-
re cu exsudat seros sau purulent- pericoronarita.

Din metodele complementare s-a recurs obli-
gator la una din metodele imagistice (OPG; CT/
CBCT). Imaginea radiologica a fost efectuatd inainte
de tratament pentru a putea stabili diagnosticul exact
si planifica planul de tratament.

Pacientii au fost tratati prin metoda clasica de tra-
tament chirurgical- extractia dintelui 8 cauzal si in
10 cazuri a fost injectat PRP postextractional iar in
celelalte 10 nu.

Determinarea eficacitatii injectarii PRP a fost
evaluatd in baza urmétorilor valori :

tissue repair and regeneration . Because of its simple
preparation, high growth factor content and low im-
munogenicity, PRP has been widely used in various
surgical operations and clinical treatments and has
shown promising experimental and clinical effects in
wound healing.

Platelet-enriched plasma (PRP) is a revolution-
ary autologous biomaterial that stimulates bone
regeneration, enhances regenerative processes and
postoperative wound healing, thus simplifying fu-
ture implant-prosthetic rehabilitation. PRP promotes
re-epithelialization by regulating the biological func-
tion of epidermal stem cells (ESCs) and significantly
promotes angiogenesis of wound tissue. PRP pro-
motes wound contraction and stabilizes the collagen
arrangement.

Objective of the study
Evaluation of PRP regeneration properties in
postextractional wound regeneration.

Material and methods

The article is published based on a prospective
clinical study performed on 20 patients with molar
extraction 3, who applied for surgical treatment in
the Dento-alveolar Surgery Department of the Uni-
versity Dental Clinic no.1. The clinical examination
was used as research methods: inspection, palpation,
paraclinical examination: panoramic radiography /
CBCT. Based on the results of the clinical and para-
clinical examination, important data were obtained
for establishing a precise diagnosis and choosing a
therapeutic solution of choice according to the par-
ticularities of the clinical case. The age of the patients
varies between 18 and 55 years, of which 8 men and
12 women. Patients with dental inclusions (Pell &
Gregory) and similar difficulty indices (Pederson)
were included in the sample.

At the subjective clinical examination, the most
common complaints from patients were local pain
and tension, open mouth and swallowing. For the
extraoral oral examination was used the investiga-
tion of the facial mass, the skin and the intraoral
classical methods of inspection, palpation. In most
cases, at the intraoral clinical examination, deep
carious cavities could be observed which led to the
appearance of pulpitis or inflammation of the peri-
dental tissues with serous or purulent exudate —
pericoronaritis.

From the complementary methods, one of the
imaging methods (OPG; CT / CBCT) was manda-
tory. The radiological image was taken before treat-
ment in order to establish the exact diagnosis and
plan the treatment plan.

Patients were treated by the classic method of
surgical treatment — extraction of the causal tooth
8 and in 10 cases postextractional PRP was injected
and in the other 10 not.

The determination of PRP injection efficacy will
be performed based on the following values:



Fig.1. Aspectul alveolei postextractionale si injectarea PRP
Fig.1. the postextractional alveolous and the PRP injection

Fig.2 Aspectul endobucal al pldgii postoperatorii dupa aplicarea suturii neresorbabile si la a 7-a zi

Fig.2 The endobucal aspect of the postopeative wound after applying the suture and at 7th day

Edemul facial dupa puncte-
le craniometrice cu ajutorul
sublerului

Durere/ scor de comfort in
baza testului SAV
Regenerarea tisulard atestata
prin absenta dehiscentei

Rezultate si discutii
In distributia pacientilor pe

categorie de varsta, majoritatea
-65%, se incadreaza in intervalul
18-25 ani, 30% in intervalul 25-
40, si 5% 40-55 ani.

Durerea a fost semnificativ

redusa la 1,1 £ 0,6 in ziua 3 §i in
ziua 7, comparativ cu 2,1 + 0,7 in
ziua 1 in grupul de control, P =0,

m1825 m2540

40-55 m
Fig.3. Distributia pacientilor in dependentd de vérsta.
Fig.3. The distribution of patients by age category.

Facial edema

Pain / comfort score based
on VAS test

Tissue regeneration

Results and discussions
The distribution of patients

by age category, the major-
ity -65%, falls between 18-25
years, 30% between 25-40, and
5% 40-55 years.

Pain was significantly re-

duced to 1.1 £ 0.6 on day 3
and day 7, compared with 2.1
+ 0.7 on day 1 in the control
group, P = 0.001. Pain de-
creased significantly to 0, 6 +
0.6 on day 3 and at 0 on day

iCa
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Grupul de control P Grupul de studiu P
Zil Zi3 Zi7 Zil Zil Zi3 Zil Zi3 Zi7 Zil Zil Zi3
Vs Vs Vs Vs Vs Vs
Zi3 Zi7 Zi7 Zi3 Zi7 Zi7
Durere | 2.1+0.7 | 1.1+0.6 | 0.0+0.0 | 0.001 | 0.001 | 0.001 | 1.8+0.8|0.6+0.6 | 0.0+0.0 | 0.001 | 0.001 | 0.001

Valorile sunt suma+deviatia standard. Valorile P sunt stabilite prin T-test. P<0.05 sunt considerate statistic semnificative

Tabelul I. Stabilirea variabilelor durerii la ambele grupuri de studiu

Control group P Study group P
dayl | day3 | day7 | dayl | dayl | day3 | dayl | day3 | day7 | dayl | dayl | day3
Vs Vs Vs Vs Vs Vs
day3 | day7 | day7 day3 day7 | day7
Pain 2.1+0.7 | 1.1£0.6 | 0.0+£0.0 | 0.001 0.001 0.001 | 1.8+0.8 | 0.60.6 | 0.0+£0.0 | 0.001 0.001 0.001

Values are the sum + standard deviation. P values are determined by T-test. P<0.05 are considered statistically significant

Tabelul I. determination of pain values in both groups

001. Durerea a scdzut semnificativ la 0,6 + 0,6 in ziua
3 sila 0in ziua 7, comparativ cu 1,8 + 0,8 in ziua 1 in
grupul de studiu (tabelul I).

A fost realizatd compararea edemului facial in ca-
drul grupului si intre grupuri. Edemul facial s-a redus
semnificativ in ziua 7, comparativ cu ziua 3, atat in
grupul de studiu, cét si in cel de control, dupa cum se
arati in tabelul II. In grupul de control, procentul de
edem facial in ziua 3 a fost de 4,3 £ 2, 9, iar ziua 7 a
fost de 0, 1 + 0, 08. Valoarea P calculata cind ziua 3 a
fost comparatd cu ziua 7 s-a dovedit a fi 0, 001, care s-a
dovedit a fi semnificativa din punct de vedere statistic.
In grupul de studiu, procentul edemului facial, in ziua
3 afost de 2,9 + 1.7 si ziua a 7-a a fost de 0,04 + 0.2,
valoarea P calculata atunci cand ziua 3 a fost comparat
cu ziua a 7-a a fost dovedit a fi 0.001, care a fost dove-
dit a fi statistic semnificativ. Reducerea procentuala a
tumefierii faciale in ziua 3 este semnificativ mai micd
in grupul de testare comparativ cu grupul de control.

Regenerarea tisulard a fost stabilitd in conformita-
te cu absenta dehiscentei. A fost efectuatd compararea
dintre grupul de studiu si cel de control. Grupul de con-
trol a avut mai multe cazuri cu dehiscenta in comparatie
cu grupul de studiu. In total 4 dintre pacienti au avut de-

7, compared with 1.8 + 0.8 on day 1 in the study
group (Table I).

Comparison of facial edema within and between
groups was performed. Facial edema was significant-
ly reduced on day 7 compared to day 3 in both the
study and control groups, as shown in Table II. In the
control group, the percentage of facial edema on day
3 was 4,3 +2,9,and day 7 was 0, 1 £ 0, 08. The P
value calculated when day 3 was compared with day
7 was proved to be 0,001, which proved to be statisti-
cally significant. In the study group, the percentage
of facial edema on day 3 was 2.9 + 1.7 and on day
7 was 0.04 £ 0.2, the P value calculated when day
3 was compared with day 7. was found to be 0.001,
which was found to be statistically significant. The
percentage reduction in facial swelling on day 3 is
significantly lower in the test group compared to the
control group.

Tissue regeneration was determined according
to the absence of dehiscence. The comparison be-
tween the study group and the control group was
performed. The control group had more cases with
dehiscence compared to the study group. A total of 4
of the patients had dehiscence in the control group.

Grupul de control P Grupul de studiu P
Zil Zil Zi3 Zil Zil Zi3
Zil Zi3 Zi7 Vs Vs Vs Zil Zi3 Zi7 Vs Vs Vs
Zi3 Zi7 Zi7 Zi3 Zi7 Zi7
Edem — 4.3+2.9 1 0.1+0.08 — — 0.001 — 2.9+1.7 [ 0.04+0.2 — — 0.001

Valorile sunt sumaz+deviatia standard. Valorile P sunt stabilite prin T-test. P<0.05 sunt considerate statistic semnificative

Tabelul I1. Stabilirea variabilelor edemului la ambele grupuri de studiu

Control group P Study group P
dayl | day3 | day7 | dayl | dayl | day3 | dayl | day3 | day7 | dayl | dayl | day3
Vs Vs Vs Vs Vs Vs
day3 day7 | day7 day3 | day7 | day7
Edema — 4.3+2.9 1 0.1+0.08 — — 0.001 — 2.9+1.7 | 0.04+0.2 — — 0.001

Values are the sum =+ standard deviation. P values are determined by T-test. P<0.05 are considered statistically significant

Tabel I1. Determination of edema values in both groups



hiscentd in grupul de control. Niciun pacient din grupul
de studiu nu a avut dehiscenta. Valoarea P s-a dovedit a
£i 0,001, ceea ce a fost semnificativ din punct de vedere
statistic, astfel cum se aratd in tabelul IIL

No patients in the study group had dehiscence. The
P value was found to be 0.001, which was statistically
significant, as shown in Table III.

Numiar de pacienti P Total of patients P
Dehiscenti Grupul de Grupu} de Dehiscence Control Study
control studiu group group
0.001 (Semnifica- 0.001 (statistically
0, 0, 0, 0,
Prezenta 4 (40%) 0 (10%) tiv statistic) Presence 4 (40%) 0 (10%) significant)
Absenta 6 (60%) | 10 (100%) Absence 6 (60%) | 10 (100%)

Tabelul I11. Determinarea prezentei dehiscentei la ambele grupuri
de studiu

Concluzii

Folosirea biomaterialului autolog de fibrind im-
bogitit cu trombocite aduce rezultate pozitive in
privinta inbundtétirii angiogenezei si functiei imune
locale, astfel trombocitele joacd un rol important in
hemostaza si procesele de vindecare.

Studiul datelor clinice si paraclinice al pacientilor
indicd cd utilizarea de PRF in plaga postextractionald
stimuleazd regenerarea osoasa si tisulard, micsorea-
za durata osteogenezei si preintdmpind complicatiile
post extractionale.Cercetdrile au aritat cd PRP eli-
bereaza factori de crestere pe o perioada de pand la
7 zile, iar cantitdtile cele mai mari (aproape intreaga
rezerva de factori de crestere continuti) sunt eliberate
in prima zi dupa aplicare.

Acesta sporeste puternic reepitelizarea, induce
angiogeneza si este, de asemenea, implicat in con-
tractia plagii si depunerea de colagen.Utilizarea bi-
omaterialului PRP in extractiile dintilor 8 reprezinta
o metodd de regenerare tisulard minim-invaziva care
micsoreaza perioada de reabilitare §i preintimpina
aparitia complicatiilor postextractionale

Tabelul I11. Determining the presence of dehiscence in both study
groups

Conclusions

The use of platelet-enriched fibrin autologous
biomaterial brings positive results in improving an-
giogenesis and local immune function, so platelets
play an important role in hemostasis and healing
processes. It greatly enhances reepithelialization,
induces angiogenesis and is also involved in wound
contraction and collagen deposition. The study of
clinical and paraclinical data of patients indicates
that the use of PRF in postextractional wound stimu-
lates bone and tissue regeneration, shortens the du-
ration of osteogenesis and prevents post-extraction
complications.

Research has shown that PRP releases growth
factors for up to 7 days, and the largest quantities
(almost the entire reserve of growth factors con-
tained) are released on the first day after applica-
tion.The use of PRP biomaterial in wisdom tooth
extraction is a minimally invasive method of tissue
regeneration that reduces the rehabilitation period
and prevents the occurrence of post-extractional
complications.

Bibliografie / Bibliography

. Sirbu D., Topalo V., Rusnac C., Strisca
S., Suharschi I, Mighic A., Ghetiu A.
A-PRF o noua directie a regenerarii ti-
sulare in chirurgia dentoalveolari. In:
Medicina stomatologica. 2016, nr. 1-2
(38-39), pp. 16-23. ISSN 1857—1328.

. ASSOR M. Platelet Rich Plasma, Plasma

Riche en Plaquettes, ou PRP. Institut du
Genou et Pathologies Articulaires Art-
hrosport. pag 105-109.

. CHAROUSSET C. Utilisation du Plas-

ma Riche en Plaquettes (PRP) dans
le traitement des lésions tendineuses,
musculaires ou articulaires. Institut
Ostéo-Articulaire Paris Courcelles (10-
APC) pag. 103.

. KAUX J-F, CRIELAARD J-M, DRION

P, CROISIER J-L. Tendinopathies and
platelet-rich plasma (PRP): from pre-
clinical experiments to therapeutic use.
Journal of Stem Cells and Regenerative
Medicine, 2015 May, 11(1) : pag. 7-17.

. LEVY J-P, VARET B, CLAUVEL J-P,

LEFRERE F, BEZEAUD A, GUILLIN

10

M-C. Hématologie et transfusion. 2éme
édition. Elsevier Masson Ed. 2008, pag.
406.

MARX RE. Platelet-rich plasma (PRP):
what is PRP and what is not PRP? Im-
plant dentistry, 2001, 10(4): p. 225-228.
MARX RE. Platelet-rich plasma: evi-
dence to support its use. ournal of oral
and maxillofacial surgery, 2004 Apr,
62(4) : pag. 489-496.

XuJ, Gou L, Zhang P, Li H, Qiu S. Plate-
let-rich plasma and regenerative den-
tistry. Aust Dent J. 2020 Jun;65(2):131-
142. doi: 10.1111/ad;j.12754. Epub 2020
Mar 24. PMID: 32145082; PMCID:
PMC7384010.

Feigin K, Shope B. Use of Platelet-Rich
Plasma and Platelet-Rich Fibrin in
Dentistry and Oral Surgery: Introduc-
tion and Review of the Literature. |
Vet Dent. 2019 Jun;36(2):109-123. doi:
10.1177/0898756419876057. PMID:
31662059.

.Masuki H, Okudera T, Watanebe T,

Suzuki M, Nishiyama K, Okudera H,
Nakata K, Uematsu K, Su CY, Kawase

1

—

12.

T. Growth factor and pro-inflammatory
cytokine contents in platelet-rich plas-
ma (PRP), plasma rich in growth factors
(PRGF), advanced platelet-rich fibrin
(A-PRF), and concentrated growth fac-
tors (CGF). Int J Implant Dent. 2016
Dec;2(1):19. doi: 10.1186/s40729-016-
0052-4. Epub 2016 Aug 22. PMID:
27747711; PMCID: PMC5005757.

. Shivashankar VY, Johns DA, Maroli RK,

Sekar M, Chandrasekaran R, Karthikey-
an S, Renganathan SK. Comparison of the
Effect of PRP, PRF and Induced Bleeding
in the Revascularization of Teeth with
Necrotic Pulp and Open Apex: A Triple
Blind Randomized Clinical Trial. J Clin
Diagn Res. 2017 Jun;11(6):Z2C34-ZC39.
doi:  10.7860/JCDR/2017/22352.10056.
Epub 2017 Jun 1. PMID: 28765825; PM-
CID: PMC5534513.

Elghblawi E. Platelet-rich plasma, the
ultimate secret for youthful skin elixir
and hair growth triggering. ] Cosmet
Dermatol. 2018 Jun;17(3):423-430. doi:
10.1111/jocd.12404. Epub 2017 Sep 8.
PMID: 28887865.

Medicina Stomatologica

11



CORONECTOMIA MOLARILOR DE CORONECTOMY OF THE WISDOM
MINTE: ALTERNATIVA EXTRACTIEI TEETH: THE DENTAL EXTRACTION
DENTARE ALTERNATIVE

Beliniuc Sergiu, Motelica Gabriela Beliniuc Sergiu, Motelica Gabriela
Conducator stiintific: Chele Nicolae Scientific adviser: Chele Nicolae
Catedra de Chirurgie OMF si Implantologie Orald Department of Oro-maxillo-facial Surgery and Oral
»Arsenie Gutan”, USMF ,,Nicolae Testemifanu” Implantology ,,Arsenie Gutan” Nicolae Testemitanu
SUMPh
Rezumat

Introducere. Coronectomia molarilor de
minte este un procedeu chirurgical alterna-
tiv extractiei dentare, ce urmareste pastrarea
rddédcinilor dintilor de minte in alveold dupa
separarea chirurgicala a coroanei, cu scop de
a evita lezarea fasciculului vasculo-nervos al-
veolar inferior. Scopul lucrérii. Minimizarea
leziunilor nervului alveolar inferior la extrac-
tia molarilor de minte inferiori, cauzate de re-
latia intimd dintre nerv si radacinile dintilor,
utilizdnd tehnica coronectomiei sau retentia
intentionata a radacinii. Material si Metode.
Studiul s-a bazat pe un lot de pacienti ce s-au
adresat la Clinica stomatologica Universitard
in perioada 2020—2021 pentru indepartarea
chirurgicald a molarilor de minte inferiori
afectati, pacientii fiind supusi screeningului
pentru vizualizarea raportului nerv-radacind
prin intermediul OPG sau CBCT. 15 pacienti
au fost supusi coronectomiei ca procedurd de
indepdrtare a coroanei si a treimii superioare a
rddécinilor molarilor de minte inferiori pentru
a reduce riscul de afectare a nervului alveolar
inferior. Rezultate. In acest studiu au fost in-
cadrafi 15 pacienti, cu un total de 17 molari de
minte inferiori. 16 pldgi postextractionale s-au
vindecat per prima, dar intr-un caz s-a produs
dehiscenta marginilor pligii ascociatd cu lipsa
vindecirii ulterioare. In acest caz, fragmentele
de rddacind au fost ulterior indepértate. Con-
cluzii. Coronectomia este o metoda mai sigura
decat extractia dentara completd, in situatii in
care molarul de minte inferior se afld in imedi-
ata apropiere a canalului mandibular. Tehnica
pare a fiasociaté cu o incidentd scazutd a com-
plicatiilor, iar indepartarea radacinilor rimase
este necesard in aproximativ 6-7% din cazuri
datoritd migratiei meziale a fragmentului si nu
a simptomelor sau reinfectiei.

Cuvinte-cheie: coronectomie, molari de
minte, CBCT, nervul alveolar inferior.

Introducere

Summary

Background. Coronectomy of the wisdom
teeth is an alternative surgical procedure to
tooth extraction, which aims to preserve the
roots of the wisdom teeth in the dental socket
after surgical separation of the crown, in or-
der to avoid the injury of the inferior alveolar
vascular-nervous bundle. Purpose. Minimiz-
ing the damage to the inferior alveolar nerve
when extracting lower third molars caused by
the intimate relationship between the nerve
and the roots of the teeth, by using the tech-
nique of coronectomy, or intentional root re-
tention. Material and Methods. Patients who
reported to University Dental clinic during
the period 2020-2021 for surgical removal of
impacted L3M were screened for nerve-root
relationship with OPG or CBCT. 15 patients
underwent coronectomy as a procedure to re-
move the crown and upper third of the roots
of a lower third molar to reduce the risk of
damage to the inferior alveolar nerve. Re-
sults. 15 patients were enrolled in this study,
with a total of 17 lower third molars. Sixteen
sites healed primarily, but in 1 case the sockets
on both sides opened and failed to close sec-
ondarily. In this case, the root fragments were
later removed and found to be mobile. Con-
clusion. Coronectomies are safer to perform
than complete extractions in situations in
which the third molar is in close proximity to
the mandibular canal. The technique appears
to be associated with a low incidence of com-
plications and the removal of remaining roots
is required in around 6-7% of cases due to the
mesial migration of the fragment and not any
symptoms or reinfection.

Keywords: coronectomy, wisdom teeth,
CBCT, IAN.

Introduction
Contemporary dentistry is based on conservative
thinking. It appears that most dental specialties have

_— Stomatologia contemporand se bazeaza pe gandi- taken this concept on board and applied it to daily
12 rea conservativi. Se pare ci majoritatea specialititilor dental practice, oral surgery likewise try to follow



dentare au luat in considerare acest concept si l-au
aplicat in practica stomatologica zilnicd, chirurgia
orald, de asemenea incercand sid urmeze aceasta ten-
dintd. Coronectomia este o procedura chirurgicald
conservativa si cu un grad de invazivitate redus. Cu
toate cd acest concept nu este pe larg acceptat, la etapa
actuald el ofera o gama de beneficii atunci cand ludm
in considerare atat pacientii, cat si dintii acestora.

Indepirtarea chirurgicali a molarului de minte
inferior afectat este o procedurd obisnuita. Timp de
multi ani, odontectomia a fost consideratd ,,stan-
dardul de aur”. Diverse studii, insd, au raportat lezi-
uni ale nervului alveolar inferior (IAN) in raport cu
0,35%, 6,6% si 19% dupa odontectomie.

Relatia dintre ridacinile dintilor mandibulari si
nervul alveolar inferior poate fi adesea evaluata ra-
diografic, cu o radiografie panoramicd. Tomografia
computerizatd la randul ei poate fi utilizatd pentru a
vizualiza relatia in 3D, ceea ce permite obtinerea unei
informatii mai ample referitor la pozitia dintelui si
raportul acestuia cu structurile invecinate.

Semnele radiografice, cum ar fi pierderea liniei
radiopace, devierea canalului mandibular si modifi-
carea radiopacitatii radacinilor pe ortopantamogra-
ma (OPQG), radiotransparenta periapicald sau para-
dontald si pozitia radacinilor in imediata apropiere
de canalul mandibular pe CBCT, informeaza si aver-
tizeaza medicul chirurg cu privire la sansele de lezi-
une a nervului alveolar inferior astfel coronectomia
este o tehnicd alternativa, ce permite evitarea leziu-
nilor respective.

Adesea fragmentele de radéacina fracturate sunt
lasate in interiorul osului maxilarului sa se vindece
fara impedimente. Acest lucru i-a determinat pe chi-
rurgi si indeparteze doar portiunea coronari a din-
telui afectat si sd lase radacinile in alveold, pentru a
preveni leziunile nervoase. Din punct de vedere isto-
ric, metoda odontectomiei partiale a fost inventata si
dezvoltatd de Ecuyer si Debien in 1984.

Actualmente, tehnica coronectomiei sau retentia
intentionata a rddécinilor, a fost propuséd ca un mij-
loc de indepirtare a coroanei dentare, dar pastrarea
intacta a rddécinilor, ce au contact intim cu nervul al-
veolar inferior, previne potentialele lezuni ale FVNAL

Scopul lucrarii

Minimizarea leziunilor nervului alveolar inferior
la extractia molarilor de minte inferiori, cauzate de
relatia intima dintre nerv si radécinile dintilor, utili-
zénd tehnica coronectomiei sau retentia intentionata
a radacinii.

Material si metode

Studiul s-a bazat pe un lot de pacienti ce s-au
adresat la Clinica Stomatologica Universitara in pe-
rioada 2020—2021 pentru indepértarea chirurgicala
a molarilor de minte inferiori afectati, pacientii fiind
supusi screeningului pentru vizualizarea raportului
nerv-raddcina prin intermediul OPG sau CBCT. 15
pacienti au fost supusi coronectomiei ca procedura

this trend. Coronectomy is a conservative oral sur-
gical procedure and although this concept it is not
widely accepted, it provides a range of benefits when
we consider both the patient and their teeth.

Surgical removal of impacted L3M is a common
procedure. For many years, odontectomy was con-
sidered as a gold standard procedure. Inferior alveo-
lar nerve (IAN) injury has been reported by various
studies as 0.35%, 6.6%, and 19% following inferior
third molar extraction. The relationship between the
roots of mandibular teeth and the inferior alveolar
nerve can often be assessed radiographically, partic-
ularly with a panoramic radiograph, but computed
tomography should be used to visualize the relation-
ship in the third dimension.

Radiographic signs such as loss of radiopaque
line, diversion of the mandibular canal and dark-
ening of the roots in orthopantomography (OPG),
periapical or periodontal radiolucency, and roots in-
tersected by mandibular canal in CBCT inform and
warn the surgeon about the chances of IAN injury.
Coronectomy is an alternative surgical technique to
avoid IAN injury. Often the fractured root fragments
are left inside the jaw bone heals uneventfully. This
led the surgeons to remove only crown portion of the
impacted tooth and leave the roots behind, to pre-
vent nerve injury. Historically, the method of partial
odontectomy was invented and developed by Ecuyer
and Debien in 1984.

Nowadays, the technique of coronectomy, or in-
tentional vital root retention, has been proposed as a
means of removing the crown of a tooth but leaving
the roots, which may be intimately related with the
inferior alveolar nerve, untouched, so that the pos-
sibility of nerve damage is reduced.

Purpose

Minimizing the damage to the inferior alveolar
nerve when extracting lower third molars caused by
the intimate relationship between the nerve and the
roots of the teeth, by using the technique of coronec-
tomy, or deliberate root retention.

Materials and methods

Patients who reported to University Dental Clinic
during the period 2020-2021 for surgical removal of
impacted L3M were screened for nerve-root relation-
ship with OPG or CBCT. 15 patients underwent coro-
nectomy as a procedure to remove the crown and up-
per third of the roots of a lower third molar to reduce
the risk of damage to the inferior alveolar nerve. The
patients were explained about the surgical procedure
and related complications such as nerve injury, root
migration and need for second surgery, dry socket,
and wound infection. Patients who satisfied the inclu-
sion and exclusion criteria were included in the study.

Inclusion criteria
(1) Tooth is intimate with IAN based on radiog-
raphy (or CBCT)
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de indepartare a coroanei si a treimii superioare a ra-
décinilor molarilor de minte inferiori pentru a redu-
ce riscul de afectare a nervului alveolar inferior. Paci-
entilor li s-a explicat despre procedura chirurgicala si
complicatiile posibile, cum ar fi leziuni ale nervilor,
migrarea radacinii si necesitatea unei a doua inter-
ventii chirurgicale, alveolita uscatd si infectia pligii.
Lotul de pacienti a fost selectat in baza criteriilor de
includere/excludere.

Criterii de includere
(1) Dintele are un raport intim cu FVNAI pe
baza unui OPGC/CBCT;
e (a) Intreruperea liniei albe a canalului mandi-
bular;
e (b) Radiotransparenta radacinilor;
e (c) Ingustarea brusci a radacinilor;
e (d) Ingustarea brusci a liniei albe a canalului
mandibular;
(2) Dinte afectat de pericoronita sau carie dentars;
(3) Dinte afectat care predispune la o patologia
parodontala in al doilea molar adiacent.

Criterii de excludere

(1) Dintele afectat nu este in raport direct cu ca-
nalul mandibular;

(2) Dintele afectat este asociat cu o patologie pe-
riapicala, chistica si tumoralg;

(3) Dintele este in linia de fractura;

(4) Pacienti supusi radioterapiei;

(5) Fumatorii si cei care utilizeazd contraceptive
orale.

Fig.1.

TFUNAI 2 Nervul lingual * Retractor lingual * Freza Lindemann
>Molarul de minte inferior. Figura ilustreaza tehnica de transectie a
coroanei molarului de minte inferior
Unghiul frezei se afla la aproximativ 45°, iar retractorul lingual
protejeaza nervul lingual. Zona coloratd mai intens a radacinii pe
partea bucald necesita a fi indepdrtatd secundar.

Tehnica specificd (caz clinic)

Procedura de coronectomie sau de retentie inten-
tionatd a radacinii consta in faptul ca partea radécinii
strans legatd de nervul alveolar inferior este neatinsa

e (a) Interruption of white line of mandibular
canal
e (b) Darkening of the roots
e (c) Abrupt narrowing of the roots
e (d) Abrupt narrowing of the mandibular ca-
nal white line
(2) Impacted tooth with pericoronitis and dental
caries
(3) Impacted tooth predisposing to periodontal
pathology in adjacent second molar

Exclusion criteria

(1) Impacted tooth not in close contact with
mandibular canal

(2) Impacted tooth associated with periapical pa-
thology, cyst, and tumor

(3) Tooth in the line of fracture

(4) Patients undergoing radiotherapy

(5) Smokers and those who are on oral contracep-
tives

Lingual
Refractor

Inferior
Dental
Nerve

Fig. 1. Diagram showing the technique for removal of the lower
right third molar. Note angle of the bur at approximately 45° and
lingual retractor protecting the lingual nerve (arrow). Shaded area
of root on buccal side to be removed secondarily.

Specific Technique (Clinical case)

The procedure of coronectomy or deliberate
root retention is that the part of the root intimately
related to the inferior alveolar nerve is untouched
surgically. However, enough of the root must be re-
moved below the level of the bone alveolar ridge to
enable bone to form over the retained roots as part
of the normal healing process. It is also important
not to mobilize the roots because they might dam-
age the nerve and then become mobile foreign bod-
ies or to create further inflammatory processes, and
for this reason is extremely important to perform
the complete transection of the crown and roots of
the tooth.

The technique used is as follows:

1. A nerve block anesthesia (all 3 branches of
mandibular nerve) was performed.

2. An envelope flap was created and elevated

3. Using a Lindemann bur, the crown of the tooth
was sectioned at an angle of approximately 45° (Fig
1). Following removal of the crown of the tooth, the



chirurgical. Cu toate acestea,
o cantitate suficientd de rada-
cind trebuie indepiértata sub
nivelul crestei alveolare osoa-
se pentru a permite osului sd
se formeze peste radicinile
retentionate ca parte a pro-
cesului normal de vindecare.
De asemenea, este important
sd nu mobilizeze radacinile,
deoarece acestea ar putea de-
teriora nervul si apoi sa devi-
nd corpuri strdine mobile si,
din acest motiv, este extrem
de important sa se efectueze
transectia completa a coroa-
nei si a rddacinilor dintelui.

Tehnica utilizatd a fost ur-
matoarea:

Fig. 2. Radiografia preoperatorie
Fig. 2. Preoperative orthopantomography

bur is used to reduce the re-
maining root fragments so
that the remaining roots are at
least 3 mm below the crest of
the lingual and buccal plates
in all places (this involves re-
moving the shaded portion in
Fig 1.

4. There is no attempt at
root canal treatment or any
other therapy to the exposed
vital pulp of the tooth.

5. Following a periosteal
release, a watertight primary
closure of the socket is per-
formed.

T

el

Fig.4. ' Aspectul pégii dupa coronectomie 2 Reducerea indltimii raddcinilor

(3 mm sub nivelul crestei) ®
Acoperirea plagii cu membrana de fibrina *Sutura postoperatorie ° Coroana dentard si sacul follicular
Fig.4. " View after coronectomy 2Reduction root height (3 mm below the crest) > Wound covering with fibrin
membrane *Postoperative suture *Tooth crown and the dental follicle
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1. A fost efectuatd anes-
tezia tronculara periferica a
nervului mandibular (toate
cele 3 ramuri ale nervului
mandibular).

2. A fost creat si format un
lambou in forma de ,,plic”

3. Folosind o freza Lin-
demann, coroana dintelui a
fost transectata la un unghi
de aproximativ 45° (Fig 1).
Dupé indepartarea coroanei
dintelui, freza a fost utilizatd
pentru a reduce fragmentele
radacinii ramase, astfel incat
radacinile ramase s fie cu cel
putin 3 mm sub creasta plici-
lor linguala si bucala in toate
locurile (aceasta implica in-
departarea portiunii umbrite
din Fig. 1.

4. Nu s-a efectuat nicio incercare de tratament al
canalului radicular sau de orice altd terapie a pulpei
vitale expuse.

5. S-a efectuat repozifionarea lamboului muco-
periostal si sutura marginilor plagii.

Rezultate

In acest studiu au fost incadrati 15 pacienti, cu un
total de 17 molari de minte inferiori. 16 plagi postex-
tractionale s-au vindecat per prima, dar intr-un caz
s-a produs dehiscenta marginilor plagii asociata cu
lipsa vindecirii ulterioare. In acest caz, fragmentele
de radécina au fost ulterior indepértate. Dupa 6 luni
postoperator majoritatea radiografiilor indica for-
marea osoasa superior de fragmentele de radacina
retentionate. Interventii esuate din cauza mobilizarii
radacinii in timpul procedurii chirurgicale nu s-au
detectat. Durata procedurii chirurgicale a variat de
la 30 la 90 min si astfel nu s-a constatat nicio core-
latie intre timpul necesar interventiei chirurgicale si
durerea postoperatorie evaluatd de pacientii care au
folosit scala SAV. Un scor SAV de 4 cm sau mai mare
a fost raportat o datd in prima saptamand dupa inter-
ventie pentru o singura coronectomie.

Discutii

Coronectomia a fost propusa ca o procedura cli-
nicd in urmd cu mai bine de 30 de ani, dar nu a fost
efectuatd in mod constant in mare parte din cauza
lipsei unor studii bazate pe dovezi bine concepute
care sd sustina utilizarea acesteia.

Rapoartele de caz au indicat faptul cd efectuarea
acestei proceduri a avut rezultate bune, iar rezultate-
le studiilor clinice randomizate au ardtat raspunsuri
pozitive, cu o incidenta scdzuta a leziunilor neuro-
logice la FVNAI comparativ cu extractia completa.

Contraindicatiile coronectomiei includ prezenta
leziunilor periapicale, care sunt de fapt foarte rare
la dintii de minte. Cu toate acestea, mulfi autori su-

Fig.5. Radiografia postoperatorie

Fig.5. Postoperative orthopantomography

Results

15 patients were enrolled
in this study, with a total of
17 lower third molars. Sixteen
sites healed primarily, but in 1
case the sockets on both sides
opened and failed to close
secondarily. In this case, the
root fragments were later re-
moved. At the 6-month stage,
most radiographs do appear
to show bone formation hav-
ing occurred superior to the
retained root fragment. We
observed no cases of failed
coronectomies owing to root
mobilization during the sur-
gical procedure. The length of
the surgical procedure ranged
from 30 to 90, and we found
no correlation between the
time required for surgery and the postoperative pain
evaluated by patients who used the VAS scale. A VAS
score of 4 cm or greater was reported one time during
the first week after surgery for only one coronectomy.

Discussion

Coronectomy was proposed as a clinical proce-
dure more than 30 years ago, but has not been com-
monly performed, largely owing to the lack of well-
designed evidence-based trials to support its use.

Case reports indicated that performing this pro-
cedure had good results, and the results of random-
ized clinical trials have shown positive responses,
with a low incidence of neurological injuries to the
IAN compared with complete extraction.

Contraindications of coronectomy include the
presence of periapical lesions, which are actually very
rare in wisdom teeth. Nevertheless, many authors
suggest the evaluation of the risk-benefit ratio if, in
some cases, coronectomy is less invasive than the risk
of chronic infection. It could be the case of a wisdom
tooth with a small periapical lesion that has a great
anatomic risk of fracture of the mandible.

Based on the dental literature and research con-
ducted in the field, nowadays we can affirm that
coronectomy is a valid alternative to complete wis-
dom tooth extraction, and it can be chosen in certain
cases, such as the following:

a. high risk of apical fracture because of thin and

curved roots;

b. close proximity of the nerve to the root and
the patient presents pain during extraction;

c. close proximity of the root to the lingual plate,
as visible in CBCT or OPG, corresponding to
an apical radiolucency sign;

d. patients with coagulation dysfunction, so that
oral surgery must be minimally invasive;

e. intraoperative complications (surgery time,
blooding, pain, patients’ discomfort).



gereazd evaluarea raportului risc-beneficiu, daca in
unele cazuri coronectomia este mai pufin invaziva
decat riscul de infectie cronica. Ar putea fi cazul unui
dinte de minte cu o micé leziune periapicald care pre-
zintd un mare risc de fracturd a mandibulei.

In conformitate cu literatura de specialitate si cu
cercetdrile efectuate in domeniu, actualmente putem
afirma cd astfel coronectomia este o alternativa efici-
enta a extractiei complete a dintilor de minte si poate
fi aleasa in anumite cazuri, cum ar fi urmatoarele:

a. risc crescut de fracturd apicald din cauza ra-

décinilor subtiri si curbate;
contact intim al nervului cu radacina dentara;

c. apropierea radacinii de placa linguald, vizibi-
1a in CBCT sau OPG, corespunzitoare unui
semn apical de radiotransparentd;

d. pacienti cu tulburéri de coagulare, astfel incat
chirurgia orald impune o interventie minim
invaziva;

e. complicatii intraoperatorii (timpul interven-
tiei chirurgicale, singerarea, durerea, discon-
fortul pacientilor).

Concluzii

Coronectomia este 0 metoda mai sigurd decat ex-
tractia dentara completa, in situatiile in care molarul
de minte inferior se afld in imediata apropiere a cana-
lului mandibular. Tehnica pare a fi asociaté cu o inci-
dentd scazutd a complicatiilor, iar indepartarea rada-
cinilor rimase este necesard in aproximativ 6-7% din
cazuri datoritd migratiei meziale a fragmentului i nu
a simptomelor sau reinfectiei.
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Rezumat

Introducere. Datoritd biotehnologiei mo-
derne, utilizarea polimerilor in regenerarea
tisulara ghidata devine o tehnica de viitor in
chirurgia orala. Scopul. Aprecierea rolului uti-
lizarii plasei polimerice in regenerarea osoasd
ghidati la pacientii cu atrofie alveolard mar-
catd. Materiale si metode. Inceputul studiului
— 2018, in studiu au fost inclusi 25 de pacienti
cu atrofie alveolard marcata, cu vérsta cuprin-
sd intre 20-60 de ani care au fost divizati in
doua grupe, grupul I — 15 pacienti s-a efec-
tuat regenerare osoasd ghidata folosind poli-
merii, in grupul II — 10 pacienti s-a utilizat
plasa din titan perforat. Planul de diagnostic
si tratament au fost pentru ambele grupe ase-
minitor. Rezultate. In grupul I de studiu s-au
inregistrat complicatii la 5 pacienti, dintre care
la 3 pacienti s—au dezvoltat mici fenestratii si
seroame, iar la doi pacienti s-a dezvoltat de-
hiscentd a 2/3 din linia de suturi a gingiei. In
grupul al II-a de pacienti, la care s-a utilizat
plasa de titan, complicatii s—au dezvoltat la 7
pacienti — 4 pacienti au dezvoltat fistule si
fenestratii si 3 au suferit dehiscente masive pe
toata linia de sutura. Concluzii. Utilizarea pla-
selor din polimer in regenerarea osoasa ghi-
data este 0 metoda de perspectivd in chirurgia
dentoalveolard, ieftina si simpld in aplicare.
Aceasta metoda a inregistrat mai putine com-
plicatii postoperatorii, etape chirurgicale mai
putine, recuperare postopertorie mai rapida.

Cuvinte cheie: Polimeri, titan, dehiscenta,
fenestratii, regenerare osoasa.

Introducere

La ora actuala reabilitarea implanto—protetica a
pacientilor edentati nu mai prezinta o noutate, in-
serarea implanturior dentare endoosoase a devenit
o rutind in fiecare centru stomatologic, la moment
tehnologiile moderne ne oferd rezultate pozitive pe
termen lung (Jemet,Johasson,] 2006).

De cele mai multe ori, pacientii care doresc o re-
abilitare protetica pe implanti se prezintd la medic cu

Summary

Introduction. Guided bone regeneration is
a real challenge of dentoalveolar surgery. Due
to modern biotechnology, the use of polymers
in guided tissue regeneration is becoming a
promising method in dentoalveolar surgery.
Objective of the study. Assessment of the role
of use of polymeric mesh in guided bone re-
generation in patients with marked alveolar
atrophy. Materials and methods. Beginning of
the study - 2018, the study included 25 patients
with marked alveolar atrophy, aged 20-60 years
who were divided into two groups, group I - 15
patients underwent guided bone regeneration
using polymers, in the group II - 10 patients
used perforated titanium mesh. The diagno-
sis and treatment plan were similar for both
groups. Results. In study group I, there were
complications in 5 patients, of which 3 patients
developed small fenestrations and seromas,
and two patients developed dehiscence of 2/3
of the gum suture line. In the second group
of patients, in which titanium mesh was used,
complications developed in 7 patients - 4 pa-
tients developed fistulas and fenestrations and
3 suffered massive dehiscences along the entire
suture line. Conclusions: The use of polymer
mesh in guided bone regeneration is a cost-ef-
fective method in dentoalveolar surgery, cheap
and simple to apply. This method recorded
fewer postoperative complications, fewer sur-
gical stages, faster postoperative recovery.

Keywords: Polymers, titanium, dehis-
cence, fenestrations, regeneration.

Introduction

At present, the implant-prosthetic rehabilitation
of edentulous patients is no longer a novelty, the in-
sertion of endosseous dental implantation has be-
come a routine in every dental center, currently mod-
ern technologies do not provide long-term positive
results (Jemet, Johasson, ] 2006).

Mostly patients who want a prosthetic rehabilita-
tion on implants present to the doctor with old eden-



edentatii vechi si atrofii severe ale crestelor alveola-
re, nefiind favorabile pentru insertia implanturilor.
Inserarea implanturilor dentare scurte in zone care
permit acest lucru, nu asigurd un pronostic favorabil
de durata.

Lipsa dintilor la pacien{i genereazd pe termen
lung un efect de dominou care se caracterizeaza
prin complicatii nedorite precum sunt: dificultiti de
masticaticatie, dificultiti de vorbire, facies inbatrinit,
prabusirea buzelor si a obrajilor, accentuarea riduri-
lor peribucale, dureri si degenerescente in articulatia
temporo-mandibulara, probleme ale sistemului di-
gestiv etc., aceste probleme se intalnesc la majorita-
taea persoanelor active ale societatii noastre, fiind o
problema sociala.

Rezorbtiile crestelor alveolare si restabilirea lor a
devenit un moment destul de discutat si cercetat in
ultimul timp in randul specialistilor. Pentru a creste
oferta osoasd favorabila pentru implantare au fost
dezvoltate diferite tehnici de regenerare osoasd ghi-
data cum ar fi: utilizarea blocurilor osoase proprii
colectate din zone donatoare intra si extraorale, folo-
sirea splitului osos, osteogeneza prin distractie, rege-
nerarea osoasa ghidata (GBR). Regenerarea ghidata a
tesuturilor (GTR) a fost descrisa pentru prima data
in anii 50 de Hurley, care fizic separa tesuturile moi
de zonele de formare osoasa la nivelul coloanei ver-
tebrale cu 0 membrani. In anii 1980, GTR a fost in-
trodusa in regenerarea tesuturilor parodontale pentru
a opri migratia celulara de fesut conjunctiv gingival
si epitelial spre defectul parodontal, tot atunci a fost
adoptata in tratarea leziunilor parodontale pentru a
genera fesut nou (Gottlow 1984, Villar 2010). Ulterior,
procedeul de utilizare a membranei pentru a genera
formare de os nou in jurul implanturilor, bazate pe
principiul GTR a fost definit ca — Regenerare Osoasa
Ghidatd ((GBR) Dahlin 1989)). In prezent, regenera-
rea osoasd ghidatd este una dintre cele mai comune si
promitétoare tehnici pentru a recistiga os suficient pe
verticala si orizontald in locurile de implantare.

Pentru succesul tehnicilor de GTR si GBR, indife-
rent daca este sau nu grefa sau material de umplutura,
este nevoie de 0 membrana pentru a delimita tesutu-
rile si a oferi un suport mecanic, si un ghidaj de men-
tinere a tesuturilor moi, rezultat confirmat de studiile
clinice (Retzepi 2010). Membranele folosite in rege-
nerarea osoasd ghitada GBR trebuie sa satisfaca un sir
de cerinte pentru a putea fi folosite cu succes. Cerin-
tele principale ale materialului din care sunt confecti-
onate membranele trebuie sa intruneascd urmatoarele
proprietéti: biocompatibile, nontoxice, non-alergice,
degradare treptatd si mentinerea mecanica tridimen-
sionald a spatiului pentru a asigura un suport mecanic
de durata pentru formarea osului.

Primele membrane utilizate in cresterea osului
au fost cele din PTFE-politetraflouroetilend, mai tir-
ziu in aceste membrane au fost incorporate fisii de
titan pentru a oferi dispozitivului duritate si plasti-
citate (Buser,D 1993). Membranele din PTFE si titan
au unele dezavantaje cum ar fi cele legate de etapele

tations and severe atrophies of the alveolar ridges,
not being favorable for the insertion of implants. The
insertion of short dental implants in areas that allow
this, does not ensure a favorable long—term progno-
sis.

Lack of teeth in patients generates a long-term
domino effect that is characterized by unwanted
complications such as: masticatory difficulties,
speech difficulties, aged facies, collapse of lips and
cheeks, accentuation of peribuccal wrinkles, pain
and degeneration in the temporomandibular joint ,
problems of the digestive system, etc., these problems
are found in most of the active people of our society,
being a social problem.

The resorption of alveolar ridges and their res-
toration is a current issue that has been extensively
researched recently among specialists. To increase
the favorable bone supply for implantation, various
guided bone regeneration techniques have been de-
veloped such as: use of own bone blocks collected
from intra and extraoral donor areas, use of bone
split, distraction osteogenesis, guided bone regenera-
tion (GBR). Guided tissue regeneration (GTR) was
first described in the 1950s by Hurley, who separated
soft tissues from areas of bone formation in the spine
with a membrane. In the 1980s, GTR was introduced
into the regeneration of periodontal tissues to stop
cell migration of gingival and epithelial connective
tissue to periodontal defect, while it was adopted in
the treatment of periodontal lesions to generate new
tissue (Gottlow 1984, Villar 2010). Then the proce-
dure of using the membrane to generate new bone
formation around implants, based on the GTR prin-
ciple was defined as — Guided Bone Regeneration
(GBR (Dahlin 1989)). Currently, guided bone regen-
eration is one of the most common and promising
techniques to regain enough bone on vertically and
horizontally plan in implantation sites.

For the success of GTR and GBR techniques,
whether or not it is a graft or filler materials, a mem-
brane is needed to delimit the tissues and provide
mechanical support, and a guide for maintaining the
soft tissues, a result confirmed by clinical studies (
Retzepi 2010). Membranes used in GBR guided bone
regeneration must meet a number of requirements in
order to be used successfully. The main requirements
of the material from which the membranes are made
must meet the following properties: biocompatible,
nontoxic, non-allergic, gradual degradation and
three-dimensional mechanical maintenance of space
to ensure long-lasting mechanical support for bone
formation.

The first membranes used in bone growth were
those made of PTFE-polytetrafluoroethylene, later
in these membranes were incorporated titanium
strips to give the device hardness and plasticity
(Buser, D 1993). PTFE and titanium membranes
have some disadvantages such as those related to
the additional surgical steps to remove them, as
they greatly influence the wound regeneration, es-
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chirurgicale suplimentare de inlaturare a lor, la fel
ele influnfeaza mult eficacitatea regenerarii plagii,
indeosebi atunci cind apar dehiscente de gingie cu
expunerea si infectarea lor. Pentru a reduce riscu-
rile date au fost introduse membranele din colagen
animal si biopolimerii sintetici, acestea la rindul lor,
mai ales cele din colagen, au o utilizare mai restransa
din cauza rezorbitiei rapide dar si a caracterului sdu
fin. Membranele din biopolimer si anume derivatii
acidului polilactic (PLA)-I-d-configuratia au o sta-
bilitate mai mare, plasticitate si usurin{d de modelare
in timpul manevrei chirurgicale, dar si perioada de
rezorbtie este mai indelungatd. Avantajul major al
acestor membrane fiind lipsa interventie suplimenta-
re pentru a fi inldturate, un alt avantaj este ca datorita
reactiei inflamatorii aseptice de resorbtie are loc cres-
terea tesutului conjuctiv de sustinere.

Primele utilizéri in medicina a polimerilor a fost
in anii ’50 si cel mai des polimerii sunt folositi sub
forma de plasa si fire de suturd, mai nou datorité bi-
otehnologiei moderne si in deosebi celei moleculare
este posibild de a folosi biopolimerii sintetici resorba-
bili sub forma de suruburi de fixare si placi.

Alegerea membranei in regenerarea osoasd ghi-
data rdmine o adevarata provocare pentru chirurgia
dentara si o temd deschisa a ingineriei tisulare.

Plasele resorbabile Vicryl® (poliglactina) si
Dexon® (acidul poliglicolic) cat si cele neresorbabile
din polipropilen si—au facut aparitia la inceputul ani-
lor 80 si sunt pe larg si cu succes utilizate in chirurgia
peretelui abdominal pentru rezolvarea herniilor. Re-
sorbtia completa a unei proteze din Vicryl se produce
timp de 30 zile, procesul de resorbtie al Dexonului
decurge mai lent si dureazd cca 90 zile [4], iar a ce-
lei din poly-4-hydroxybutyrate (P4HB) in cca 6-12
luni [5], timp suficient pentru remodelare si osteoge-
neza maturd.

Poli-4-hidroxibutiratul (P4HB) este un poliester
resorbabil pe termen lung si se remarcé de alfi polies-
teri prin faptul ca nu creeazd un mediu acid cand se
degradeaza [3] si prin rezistenta sa mecanica suprafi-
ziologica [6]. P4HB se degradeaza intr—un metabolit
natural — 4-hidroxibutirat (4HB), care se gaseste in
multe tesuturi si are un timp de injumatétire de 27 de
minute. 4HB este apoi eliminat ca dioxid de carbon si
apa, prin urmare, P4HB este complet tranzitoriu, fara
metaboliti polimerici ramasi dupa finalizarea proce-
sului de degradare [6]. Astfel, este un material promi-
tator pentru diferite aplicatii biomedicale (chirurgie
plastica si reconstructiva, chirurgia tendoanelor, chi-
rurgia reconstructiva abdominala si uro-ginecologi-
cd). Sutura monofilament complet absorbabild com-
pus din P4HB a fost aprobaté pentru utilizare clinica
pentru prima datd de Food and Drug Administration
in 2007, iar plasa resorbabila din P4HB a fost apro-
batd mai tarziu in acelasi an. De atunci, un numar
impundtor de dispozitive PAHB au fost introduse in
clinicd si s—a estimat cé dispozitivele bazate pe P4HB
au fost utilizate in peste 3 milioane de proceduri cli-
nice la nivel mondial.

pecially when wound dehiscence occurs with mem-
branes exposure and infection of them. To reduce
these disadvantages, animal collagen membranes
and synthetic biopolymers have been introduced
in GBR procedure, which in turn, especially those
in collagen, have a more restricted use due to their
rapid resorption and its fine property. The biopoly-
mer membranes and especially the polylactic acid
(PLA) -1-d-configuration derivatives have a higher
stability, plasticity and ease of modeling during the
surgical maneuver, but also the absorption period
is longer. The major advantage of these membranes
is the avoidance of additional intervention to be re-
moved, another advantage is that due to the aseptic
inflammatory resorption reaction occurs the growth
of supporting connective tissue.

The first uses of polymers in medicine were in the
50’s and most often polymers are used in the form
of mesh and sutures, more recently due to modern
molecular biotechnology it is possible to use resorb-
able synthetic biopolymers in the form of screws and
plates.

The choice of membrane in guided bone regen-
eration remains a real challenge for dental surgery
and an open topic of tissue engineering.

Both, resorbable meshes like Vicryl® (polyglactin)
and Dexon® (polyglycolic acid) and non-absorbable,
like polypropylene, appeared in the early 1980s and
are widely and successfully used in abdominal wall
surgery to resolve hernias. Complete resorption of a
Vicryl prosthesis occurs for 30 days, the resorption
process of Dexon is slower and lasts about 90 days
[4], and that of poly—4-hydroxybutyrate (P4HB) in
about 6-12 months [5], sufficient time which allows
the full development of remodeling and mature os-
teogenesis.

Poly-4-hydroxybutyrate (P4HB) is a long-
term resorbable polyester and is distinguished
from other polyesters by the fact that it does not
create an acidic environment when degraded [3]
and by its superphysiological mechanical strength
[6]. PAHB degrades into a natural metabolite — 4-
hydroxybutyrate (4HB), which is found in many
tissues and has a half-life of 27 minutes. 4HB is
then removed as carbon dioxide and water, there-
fore P4HB is completely transient, with no poly-
meric metabolites remaining after completion of
the degradation process [6]. Thus, it is a promising
material for various biomedical applications (plas-
tic and reconstructive surgery, tendon surgery,
abdominal and wuro-gynecological reconstruc-
tive surgery). The fully absorbable monofilament
suture composed of P4HB was first approved for
clinical use by the Food and Drug Administration
in 2007, and the resorbable mesh of P4HB was ap-
proved later that year. Since then, an impressive
number of P4HB devices have been introduced
into the surgical practice and it has been estimated
that PAHB-based devices have been used in over 3
million clinical procedures worldwide.



Aceste proteze sunt suple, insa mai putin exten-
sibile decit cele neresorbabile, avantajul lor consté in
aceea cd provoaca foarte rar complicatii septice. Pla-
sele date sunt rezistente la infectii chiar si cand apa-
re dehiscentd, au o afiniate sporita fad de tesuturile
moi, previn dehiscentele de gingie, se pot utiliza si
intr-un mediu septic. [8]

Plasele chirurgicale din polimer au fost si sunt
utilizate pentru repararea fesuturilor moi sau, mai
bine zis, pentru fortificarea tesutului prin formarea
de o matrice colagenico-fibroasa. Dupd introducerea
polipropilenei de catre castigatorul Premiului Nobel
— Giulio Natta impreuna cu Karl Ziegler in 1954,
acest material a fost adoptat pentru repararea herniei
inghinale si a devenit metoda standart de hernioplas-
tie inghinald descrisa de catre Lichtenstein in 1989,
cunoscind o raspindire rapidd in comunitatea chirur-
gicald, iar in zilele noastre este considerat unul dintre
cele mai adoptate materiale pentru repararea herniei.
[2] Raspunsul organismului prin reactie inflamatorie
asepticd la plasd, a fost cercetat de Klinge si altii, care
confirmd ca reactia este un raspuns inflamator cro-
nic care este persistent in timp, observatiile histolo-
gice descriu cd ochiurile plasei erau inconjurate cu o
capsula de colagen. Este rezonabil sd presupunem ca
aceastd inflamatie cronica afecteaza vindecarea nor-
mald a plagilor si regenerarea tesuturilor, dar poate
fi acceptabild in continuare, scopul acestora fiind in
principal restabilirea mecanica a tesuturilor.

Studiul dat are drept scop de apreciere a rolului
utilizarii plasei polimerice in regenerarea osoasa ghi-
data la pacientii cu atrofie alveolara marcata.

Materiale si metode:

Cercetarea prezintd un studiu clinic aplicativ,
prospectiv. In cadrul cerecetirii sunt utilizate meto-
de convetionale de diagnostic si tratament. In cadrul
acestei cercetarii sunt studiate avantajele si dezavan-
tajele utilizarii plasei de polimer in GBR fata de teh-
nicile clasice de tratament.

In baza examenului clinic si paraclinic utilizand
tehnologiile contemporane de examen radilogic si
CT s-au realizat masuri de control si supraveghere
la distanta.

Inceputul studiului — 2018. In studiu au fost in-
clusi pacientii cu varsta cuprinsé intre 20 — 65 ani,
fard comorbiditati, care s—au adresat la medic pentru
a beneficia de reabilitare implanto—protetica. Lotul
de studiu a fost divizat in doud grupe:

Grupul I — 15 pacienti s-a efectuat regenerare
osoasa ghidaté folosind plasa resorbabild de polimer
poli-4-hidroxibutirat;

Grupul II — 10 pacienti, s—a utilizat plasa din ti-
tan perforat.

Planul de diagnostic si tratament a fost pentru
ambele grupe asemanator.

Tehnica chirurgicala de aplicare a plasei din
polimer. In studiu la pacientii din grupul I augmen-
tarea osoasd ghitatd s—a efectuat cu utilizarea plasei
de polimer — poly-4-hydroxybutyrate, care este re-

Absorbable PAHB mesh is resistant to infections
even when dehiscence occurs, have an increased af-
finity for soft tissues, prevent wound dehiscence, and
can be used in a septic environment.[8] Also, these
prostheses are flexible, but less extensible than non-
absorbable ones.

Polymer surgical mesh has been used to repair
soft tissues and to strengthen the tissue by forming
a collagen-fibrous matrix. After the introduction of
polypropylene by Nobel Prize winner Giulio Natta
with Karl Ziegler in 1954, this material was adopted
to repair the inguinal hernia and became the stan-
dard method of inguinal hernioplasty described by
Lichtenstein in 1989, experiencing a rapid spread in
the surgical community and today it is considered
one of the most adopted materials for hernia repair.
[2] The body’s response to an aseptic inflamma-
tory reaction to the mesh has been investigated by
Klinge and others, who confirm that the reaction is
a chronic inflammatory response that is persistent
over time, histological observations describe that
the mesh was surrounded by a collagen capsule. It
is reasonable to assume that this chronic inflamma-
tion affects the normal healing of wounds and tis-
sue regeneration, but may still be acceptable, their
purpose being mainly the mechanical restoration of
tissues.

This study aims to assess the role of the use of
polymer mesh in guided bone regeneration in pa-
tients with marked alveolar atrophy.

Materials and methods:

The research presents an applied, prospective
clinical study. Conventional methods of diagnosis
and treatment are used. In this research are studied
the advantages and disadvantages of polymer mesh
in guided bone regeneration compared to classical
treatment techniques.

All patients included in the study were examined
clinically and paraclinically by radiological examina-
tion and computed tomography. Carried out remote
control and surveillance measures.

Beginning of the study — 2018. The study in-
cluded patients aged between 20 and 65 years, with-
out comorbidities, who went to the doctor to benefit
from implant-prosthetic rehabilitation.

The study group was divided into two groups:

Group I — 15 patients underwent guided bone
regeneration using resorbable poly—4-

hydroxybutyrate polymer mesh;

Group II — 10 patients, perforated titanium
mesh was used.

The diagnosis and treatment plan was similar for
both groups.

Surgical technique for applying the polymer
mesh. In the study in group I guided bone aug-
mentation were performed using the polymer mesh
— poly-4-hydroxybutyrate, which is resorbable at
6-12 months. The surgical technique was performed
under local anesthesia. The mucosa was incised and
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sorbabila la 6-12 luni. Tehnica chirurgicald — sub
anestezie locala, se efectueazd incizia mucoasei, se
decoleaza tesuturile cu formarea unui lambou mu-
coperiostal, dupd care se inlaturd tesuturile de gra-
nulatie, marginile ascutite ale osului, se executd niste

orificii in stratul cortical pana la
zona spongioasd a osului, se apli-
cd o plasd chirurgicala resorbabila
din poli-4-hidroxibutirat, care
se adapteaza dupa dimensiunile
defectului osos si se fixeaza la o
margine cu pini de titan de os, in
loja dintre plasa si defectul osos se
introduce material de augmenta-
re, apoi plasa se tensioneaza aco-
perind materialul de augmenta-
re, iar marginea liberd a plasei se
fixeaza cu pini de titan de partea
opusd a defectului apofizei alve-
olare cu evitarea spatiilor libere
in regiunea defectului osos, dupa
care mucoasa se sutureaza.

Metodologia aplicérii plasei
de titan este similard cu tehnica
aplicdrii plaselor de polimer.

Pacientilor carora s-a aplicat
plasd polimerica absorbabild nu
este necesar de efectuat incd o
etapd chirurgicald, ce implica in-
laturarea dispozitivului cum este
membrana de titan. Astfel se evita
traumatismul chirurgical supli-
mentar la pacient.

Rezultate:

Rezultatele in loturile de stu-
diu au fost evaluate la 0-9 luni
prin examen clinic §i paraclinic
examen CT.

In grupul T de studiu, la toti
pacientii la care s-a efectuat
augmentare osoasd ghidata prin
utilizare de plasd polimerica re-
sorbabila, la 9 luni s—a obtinut re-
sorbtia completa a plasei de poli-
mer cu formarea suficientd de os
pe vertical si orizontala, ce a per-
mis trecerea la urmatoarea etapa
a planului de tratament. Fig. nr 5.

In grupul I de studiu s-au in-
registrat complicatii la 5 (33 %)
pacienti, dintre care la 3 pacienti
s—au dezvoltat mici fenestratii
si seroame in primele 10 zile de
operatie, rezolvate prin punctii
locale si clatituri cu solutie de
clorhexidind de 0,05%. La 2 pa-
cienti din acest grup de studiu
s—a dezvoltat dehiscentd a 2/3
din linja de sutura a gingiei, la

Figura nr. 2 Pregdtirea situ—lui osos acceptor,
pregatirea lamboului, in acest caz au fost inserate

Figura nr. 1 Examenul prin Computer Tomografie
— seobservd lipsa osului pe orizontald

Fig. 1 Examination by Computer Tomography —

the lack of bone is observed horizontally

& o

implanturile dentare imediat in prima etapa.

Fig. 2 Preparation of the acceptor bone site,
preparation of the flap, in this case the dental

implants were inserted immediately in the first stage

Figura nr. 3 Adaptarea plasei din polimer poli-4—

hidroxibutirat la situsul 0sos, cu formarea spatiului

tridimensional pentru augmentarea osoasa cu
xenogrefa.

Fig. 3 Adaptation of the poly—4—hydroxybutyrate

polymer mesh to the bone site, with the

formation of three—dimensional space for bone

augmentation with xenograft.

a mucoperiostal flap was performed, after which the
granulation tissues and the sharp edges of the bone
were removed. Holes are made in the cortical layer
to the spongy area of the bone, a resorbable surgical
mesh of poly—4-hydroxybutyrate is applied, which

is adapted to the size of the bone
defect and fixed to an edge with
bone titanium pins. Augmenta-
tion material is introduced into
the lodge between the mesh and
the bone defect, then the mesh
is tensioned covering the aug-
mentation material, and the free
edge of the mesh is fixed with ti-
tanium pins on the opposite side
of the alveolar apophysis defect,
avoiding free spaces in the bone
defect region, then the mucosa is
sutured.

The methodology of apply-
ing the titanium mesh is similar
to the technique of applying the
polymer meshes.

Patients to whom absorbable
polymer mesh has been applied
do not need to perform another
surgical step, which involves re-
moving the device such as the
titanium membrane. This avoids
additional surgical trauma to the
patient.

Results:

The results in the study
groups were evaluated at 0-9
months by clinical examination
and paraclinical CT examination.

In study group I, in all pa-
tients who underwent guided
bone augmentation using resorb-
able polymer mesh, at 9 months
complete resorption of the poly-
mer mesh with sufficient bone
formation was obtained vertically
and horizontally, which allowed
the transition to the next stage of
the treatment plan. Fig. 5.

In study group I there were
complications in 5 (33%) pa-
tients, of which in 3 patients de-
veloped small fenestrations and
seromas in the first 10 days of
surgery, resolved by local punc-
tures and rinses with chlorhexi-
dine solution of 0 , 05%. In 2
patients from this study group in
1-2 weeks after the intervention
dehiscence of 2/3 of the wound
suture line developed, considered
major dehiscences, which were



1-2 saptamini de la interventie,
considerate dehiscente majore,
care au fost tratate cu inldturarea
selectivd cu ajutorul foarfecelui
chirurgical doar a plasei expuse
in cavitatea bucala combinate cu
antibioticoterapie si clatituri ora-
le cu solutie de clorhexidind de
0,05%, cu evolutie favorabila, cu
formare de tesut de granulatie in
zona data.

In grupul al I1-lea de pacienti,
la care s-a utilizat plasa de titan,
complicatii s—au dezvoltat la 7
(70 %) pacienti — 4 pacienti au
dezvoltat fistule si fenestratii ne-
insemnate, care au fost remediate
prin tratament conservator prin
atibioticoterapie si clatituri cu so-
lutie de clorhexidina de 0,05%, cu
evolutie favorabild. La 3 pacienti
din lotul II de studiu, la care s-a
efectuat augmentare osoasa ghi-
data prin membrand de titan, la
3-4 saptimini dupd interventia
chirurgicala s—a dezvoltat dehis-
centd gengivala, care a fost atit de
mare incit a fost necesara inlatu-
rarea a dispozitivului.

Discutii:

Regenerarea osoasda ghidatd
ramine o metoda de aur in cres-
terile osoase la maxilare si este

dentare moderne. Orice dispozi-
tiv de GBR trebuie sd intruneascd
minim conditii biologice si meca-
nice pentru a obfine un rezultat
maximal in termen cit mai re-
strins in reabilitarea pacientului
cu edentatie. Plasele din polimer
cu ochiuri de diferite dimensiuni,
cit si membranele din titan forate,
intrunesc aproape toate conditi-
ile biologice pentru regenerarea
osoasa ghidata. Valoarea porilor
din ambele dispozitive aduce un
aport important in alimentarea
sangvind a tesuturilor subiacen-
te, fard a suprima fluxul sangvin.
Afinitatea componentului din
dispozitivul de polimer fatd de
tesut face din acest dispozitiv o
arma importanta in prevenirea
riscului de suprainfectie si rege-
nerare secundard in caz de dehis-
centa. [7]

Principala complicatie lega-
ta de utilizarea membranei de

Figura nr.4 Suturarea lamboului gingivo—mucos

Fig. 4 Suturing the gingival-mucous flap

Figura nr.5 Deschiderea lamboului la 9 luni dupa
(blectuarea augmentérii osoase ghidate cu plasa

resorbabild de polimer. Se vizualizatd absorbtia

completd a plasei din polimer, si osul nou format

0 provocare majord a chirurgiei care acopera complet implantji inserati in etapa 1 de

tratament (a), in imaginea (b) se observa integrarea
completa aimplantelor dentar in osul nou format.

Fig. 5 Flap opening 9 months after guided
bone augmentation with resorbable polymer

mesh. The complete absorption of the polymer
mesh is visualized, and the newly formed bone
completely covering the implants inserted in stage

1 of treatment (a), in image (b) the complete

integration of the dental implants in the newly

formed bone is observed.

7 pacienti
7 patients
5 pacienti 70 %
5 patients
33%

® Grupul | (15 pacienti) / Group | (15 patients)
m Grupul 11 (10 pacienti) / Group Il (10 patients)

Figura nr.6 Complicatile postoperatorii in
grupurile de studiu evaluate la 3 luni

Fig. 6 Postoperative complications in study groups

evaluated at 3 months

treated with selective removal
only of the exposed mesh in the
oral cavity combined with antibi-
otic therapy and oral rinses with
a solution of chlorhexidine of
0.05%, with favorable evolution,
with the formation of granulation
tissue in the given area.

In the second study group
of patients, in whom titanium
membrane-guided bone aug-
mentation was performed, com-
plications developed in 7 (70%)
patients — 4 patients developed
insignificant fistulas and fenes-
trations, which were remedied
by conservative treatment with
antibiotic therapy and rinsing
with a chlorhexidine solution of
0.05%, with a favorable evolution.
In 3 patients in study group II, at
3-4 weeks after surgery, gingival
dehiscence developed, which was
so great that the device had to be
removed.

Discussions:

Guided bone regeneration
remains a golden method in jaw
bone growth and is a major chal-
lenge of modern dental surgery.
Any GBR device must meet at
least biological and mechanical
conditions in order to obtain a
maximum result in the shortest
possible time in the rehabilitation
of the edentulous patient. Both
polymer and perforated titani-
um membranes meet almost all
biological conditions for guided
bone regeneration. The value of
the pores in both devices makes
an important contribution to
the blood supply of the underly-
ing tissues, without suppressing
blood flow. The affinity of the
component in the polymer device
to the tissue makes this device an
important weapon in preventing
the risk of superinfection and
secondary regeneration in case of
dehiscence.[7]

The main complication re-
lated to the use of the titanium
membrane is the dehiscence of
the gingival soft tissues, with the
exposure of the membrane in
the oral cavity. However, the tita-
nium membrane is able to toler-
ate its exposure in the oral cav-
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titatn este dehiscenta tesuturilor moi gingivale, cu
expunerea membranei in cavitatea bucald. Cu toate
acestea membrana de titan este capabild sa tolereze
expunerea sa in cavitatea bucald in dependenta de di-
mensiunea dehiscentei si suprafata expusa. Tolerarea
se datoreaza orificiilor membranei care face posibila
alimentarea vasculara a tesuturilor subiacente cu cele
adiacente, mentinind interfata gingivomucoasa—pla-
sa si os nou in formare. Dezavantajele majore in uti-
lizarea membranelor de titan sunt: datorita rigiditatii
sale membrana este insuficient de flexibila pentru
gingivomucoasa, in rezultatul vorbirii §i a actului de
mesticatie gingivomucoasa se traumeaza de mem-
brana data prin miscari de glisare ce duce la o frec-
ventd mare de dehiscenta gingivala; un alt dezavantaj
este legat de compozitia sa, fiind nerezorbabild este
nevoie de o interventie chirurgicald repetatd pentru
inldturarea membranei in totalitate, ca etapa obli-
gatorie de augmentare osoasa ghidatd prin plasa de
titan, ce implica traumatism suplimentar a tesuturi-
lor, recuperare indelungata a pacientului si obtinerea
rezultatului final in timp mai indelungat.

Plasele din polimer resorbabile intocmesc mai
multe criterii esentiale pentru succes in GBR si GTR,
inclusiv biocompatibilitate, proces adecvat de bio-
degradare, proprietati mecanice si fizice bune, rezis-
tentd suficienta pentru a evita colapsul membranei si
asigurarea unei functii de bariera suficienta.[9] Dato-
ritd plasticitatii sale poate fi usor modelata si adapta-
td la zona de crestere osoasa. Plasele de polimer fiind
proteze suple, cu afinitate sporitd fatd de tesuturile
moi, induc migrarea celulelor proiflamatoare cum
sunt celulele polimorfonucleate, fibroblastii si duce la
dezvoltarea de o structura colagenico—fibroasa rezis-
tentd, plasa insa rezorbindu-se complet. Proprietatea
de resorbtie totald a plasei permite evitarea trauma-
tismului suplimentar de extragere a plasei, aceas-
ta permite efectuarea GBR-lui doar intr-o singura
etapd chirurgicala. Este de notat ca resorbabilitatea
plasei este determinata de catre reactia inflamatorie
asepticd individuala si variaza 6 — 9 luni, perioada
optima pentru formare si maturizare completa a osu-
lui.

Prin utilizarea plasei rezorbabile de polimer in
augmentarea osoasd ghidatd ca membrand de barie-
rd am obfinut complicatii postoperatorii mai putine.
Utilizarea plasei de polimer asigurd efectuarea pro-
cedurii de GBR doar intr-o etapa cu evitarea trau-
matismului chirurgical suplimentar, respectiv reabi-
litarea precoce a pacientului si cresterea satisfactiei
acestuia. Relatind datele noastre obtinute la datele
din literaturd observdm ca utilizarea membranelor
de polimer au avantaje certe fatd de utilizarea altor
membrane de barierd in GBR.[1]

Membranele resorbabile de polimer, dacé este sd
discutam despre cost-eficienta lor, sunt comparabil
mai ieftine decit o membrana de titan, ca pref per
unitate, si sunt evitate cheltuelile suplimentare su-
portate pentru etapa de extragere a plasei. [4]

ity depending on the size of the dehiscence and the
exposed surface. The tolerance is due to the orifices
of the membrane that makes possible the vascular
supply of the underlying tissues with the adjacent
ones, maintaining the gingivomucosal-mesh inter-
face and new bone in formation. The major disad-
vantages in the use of titanium membranes are: due
to its rigidity the membrane is insufficiently flex-
ible for gingivomucosa, as a result of speech and
mastication gingivomucosa is traumatized by the
membrane given by sliding movements leading to a
high frequency of gingival dehiscence; another dis-
advantage is related to its composition, being non-
resorbable it requires a repeated surgery to remove
the membrane completely, as a mandatory stage
of bone augmentation guided by titanium mesh,
which involves additional tissue trauma, prolonged
recovery of the patient and obtaining the results in
a longer time.

Resorbable polymer mesh meets several essen-
tial criteria for success in GBR and GTR, including
biocompatibility, proper biodegradation process,
good mechanical and physical properties, sufficient
strength to avoid membrane collapse and sufficient
barrier function.[9] Due to its plasticity it can be eas-
ily shaped and adapted to the area of bone growth.
The polymer mesh being flexible prostheses, with
increased affinity for soft tissues, induce the migra-
tion of pro—inflammatory cells such as polymorpho-
nuclear cells, fibroblasts and lead to the development
of a resistant collagen—fibrous structure, but the
mesh itself is completely absorbed. The property of
total resorption of the mesh allows to avoid the ad-
ditional trauma of extraction of the mesh, this allows
to perform the GBR only in a single surgical stage. It
should be noted that the resorbability of the mesh is
determined by the individual aseptic inflammatory
reaction and varies from 6 to 9 months, the optimal
period for the formation and complete maturation of
the bone.

By using the resorbable polymer mesh in guided
bone augmentation as a barrier membrane we ob-
tained fewer postoperative complications. The use
of the polymer net allows a GBR procedure only in
one stage with the avoidance of additional surgical
trauma, respectively the early rehabilitation of the
patient and the increase of his satisfaction. Relating
our data to the literature we find that the use of poly-
mer membranes has definite advantages over the use
of other barrier membranes in GBR. [1]

Resorbable polymer membranes, if we talk about
their cost-effectiveness, are comparatively cheaper
than a titanium membrane, in terms of price per
unit, and the additional costs incurred for the mesh
extraction stage are avoided. [4]

Conclusions:
The use of resorbable poly-4-hydroxybutyrate
mesh in guided bone regeneration is a cost-effective



Concluzii

Utilizarea plaselor din biopolimer resorbabil
poli-4-hidroxibutirat in regenerarea osoasa ghidata
este 0 metoda de perspectiva in chirurgia dentoalve-
olara, ieftina si simpla in aplicare. Aceasta metoda a
inregistrat mai putine complicatii postoperatorii, eta-
pe chirurgicale mai putine, recuperare postopertorie
mai rapida.
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Rezumat

Anomaliile dento-maxilare au o raspandire
destul de mare in randul populatiei, ducand,
la randul lor, la alterarea modului obisnuit de
viatd si a stdrii psiho-emotionale a pacientilor.
Scopul lucrarii este evaluarea tratamentului
complex ortodontic-chirurgical in anomalia
dento-maxilara clasa III Angle. Vom prezenta
cazul clinic al unei paciente cu clasa III-a sche-
letatd, forma gnaticd, care s-a adresat la clinica
stomatologicd ,Omni Dent” pentru efectuarea
celei de-a doua etape din cadrul tratamentului
asociat ortodontic si chirurgical. S-a investigat
prin OPG, CBCT, TRG, scanare digitala, foto-
grafie dentard si programe digitale, urmarind
colectarea datelor pentru planificarea virtuala,
stabilirea diagnosticului complex cu alegerea
metodei optimale de tratament pentru caz, ul-
terior, cu transferul planului virtual in sala de
operatie prin ghidurile chirurgicale si splinturi-
le ocluzale. Postoperator, s-a vizualizat o ameli-
orare vadita a aspectului facial din fata si profil,
sustinutd de compararea indicilor cefalometrici
pre- si postoperatori: SNA (76,6° la 84°), SNB
(80,6° la 78,8°), ANB (-4° la 5,2°), Wits (-9,6°
la 0°). Diagnosticul precoce si planificarea de-
taliata prin utilizarea metodelor moderne de
examinare poate oferi o reabilitare armonioasa
a pacientilor cu anomalii dento-maxilare.

Cuvinte-cheie: anomalie dento-maxilara,
malocluzie, chirurgie ortognata.

Introducere

Anomaliile dento-maxilare (ADM) sunt caracteri-
zate prin tulburdri de crestere si dezvoltare, cu caracter
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Summary

Dento-maxillary anomalies are relatively
widespread among the population, eventually
leading to serious psychological and lifestyle
deterioration. The purpose of this paper is to
evaluate the complex orthodontic-surgical
treatment in the dento-maxillary anomaly
class III Angle. We aim to present the clinical
case of a female patient suffering from skel-
etal third-class, gnathic form, who came to
»,Omni Dent” clinic in order to complete the
second stage of associate orthodontic and sur-
gical treatment. Medical investigations: OPG,
CBCT, TRG, digital scanning, dental pho-
tography, digital programs, used at collecting
data for virtual planning, establishing a com-
plex diagnosis and choosing the best surgical
technique for this case, subsequently, with the
transfer of the virtual plan in the operating
room through surgical guides and occlusal
splints. Postoperatively, there was an obvious
improvement of the facial appearance, sup-
ported by the comparison of pre- and post-
operative cephalometric indices: SNA (from
76,6° to 84°), SNB (from 80,6° to 78,8°), ANB
(from -4° to 5,2°), Wits (from -9,6° to 0°). Ear-
ly diagnosis and detailed planning by using
modern methods of examination may ensure
an efficient rehabilitation of patients suffering
from dento-maxillary anomalies.

Key-words. dento-maxillary anomaly,
malocclusion, orthognathic surgery.

Introduction

Dento-maxillary anomalies are characterized by
growth and development disorders, congenital or ac-



primar sau dobandit, ale sistemului dentar sau bazelor
oaselor maxilare [14]. Ele implicd modificdri semni-
ficative ale arhitecturii viscerocraniului, fiind asociate
cu malocluzie dentard [2]. Factorul etiologic poate fi
genetic, metabolic, endocrin, traumatic sau functional
(obiceiuri vicioase, respiratie orald, deglutitie infanti-
14), insa acest aspect ramane inca discutabil.

ADM se pot produce in toate din cele 3 planuri
de referintd: sagital, vertical si transversal, fiecare
anomalie fiind caracterizatd atit dento-alveolar, cat
si scheletal. Clasificarea Angle, conceputé de E.Angle
la inceputul secolului XX, este cea mai utilizata clasi-
ficare dento-alveolard, criteriul de baza fiind raportul
de ocluzie in plan sagital la nivelul molarilor de 6 ani.
Ulterior, pornind de la clasificarea Angle, s-a stabilit
si o clasificare scheletatd a anomaliilor, in functie de
raportul in plan sagital al maxilei si mandibulei cu
baza anterioard a craniului, prin valorea unghiurilor
SNA, SNB si a unghiului ANB care se delimiteaza in-
tre acestea [2]. Masurarile de la baza craniului, insa,
nu aduc intotdeauna o informatie credibild despre
relatia anteroposterioard a maxilarelor. Cu toate ca
unghiul ANB e utilizat pe larg si araté o valoare reald
a pozitiei sagitale a mandibulei fata de maxila intr-o
mare parte din cazuri, existd si situatii cand acesta
nu e decisiv pentru stabilirea diagnosticului defini-
tiv [1]. De aceea, pe parcusul anilor, s-au conceput
mai multe analize cefalometrice: Tweed, Sassouni,
Rickets, Downs, Mc Namara, Wits etc. Analiza Wits,
dezvoltatd de Jacobson in 1975, descrie pozitia maxi-
larelor in plan sagital prin masurarea distantei dintre
punctele de intersectie pe planul ocluzal, rezultate in
urma trasarii prin reperele osoase ,A” si ,B” a doua
perpendiculare pe planul dat. Aceastd completare
e utild in stabilirea diagnosticului complex al ano-
maliilor dento-maxilare scheletate, orientdnd, de la
inceput, alegerea tipului de tratament, ortodontic
sau asociat, ortodontic si chirurgical. Pacientii se
prezintd la medicul ortodont cu un spectru larg de
tulburari [6], incepand cu cele estetice, de altfel, cele
mai frecvente, pana la altele functionale severe (de
masticatie, fonatie, deglutitie, respiratie) care duc la
alterarea modului de viata si a stérii psiho-emotiona-
le. In 2010, Johan P.Reyneke, i-a clasificat in 3 grupe:

e Pacienti cu relatiile scheletale normale si ma-
locluzii care pot fi tratate prin tehnici orto-
dontice;

e Pacienti cu discrepante scheletale de la usoa-
re la moderate. Malocluziile la o mare parte a
pacientilor din acest grup pot fi corectate prin
compensare dentara sau management de cres-
tere;

e Pacienti cu discrepante scheletale severe care
necesitd procedee combinate ortodontice si
chirurgicale.

Decizia finala de tratament este o ,,simbioza” a
mai multor factori: preferintele si motivatia pacien-
tului, indicii cefalometrici scheletali si dentari, profi-
lul tesuturilor moi, disponibilitatea aparatajului spe-
cific de diagnostic, planificare si tratament.

quired, of the teeth or maxillary bones [14]. Involve
significant changes in the architecture of the viscero-
cranium, being associated with dental malocclusion
[2]. The etiological factor may be genetic, metabolic,
endocrine, traumatic, or functional (bad habits, oral
breath, infantile deglutition). However, this aspect
still remains debatable.

Dento-maxillary anomalies may develop in all
three reference plans: sagittal, vertical, and trans-
versal, each anomaly being characterized by both
dentoalveolar division and skeletal class. The Angle
classification, conceived by E. Angle at the begin-
ning of the XXth century, is the most commonly
used dentoalveolar classification. The main criterion
is the occlusion ratio of 6 years old molars in sagit-
tal plan. Afterwards, based on Angle’s classification,
a skeletal class of anomalies was developed, accord-
ing to the sagittal ratio of maxilla, jaw, and the ante-
rior base of the skull, via SNA, SNB and ANB angles
values [2]. Still, the measurements of the skull don’t
always provide us with the right information on the
anteroposterior relation of the jaws. Even though
the ANB angle is highly used and shows a real value
of the sagittal position of the mandible towards the
maxilla in most cases, there are cases when it is not
crucial to the final diagnosis [1]. Therefore, over the
years, several cephalometric analyzes have appeared:
Tweed, Sassouni, Rickets, Downs, Mc Namara, Wits.
Wits appraisal, developed by Jacobson in 1975, de-
scribes the position of the jaws in sagittal plan by
measuring the distance between the intersection
points on the occlusal plan, which came as result
after drawing two perpendiculars through osseous
marks. This additional information helps diagnos-
ing complex skeletal dento-maxillary anomalies,
guiding, right from the beginning, best treatment
options, orthodontic or associate, orthodontic and
surgical. Patients seeking orthodontic treatment
have a wide range of functional and esthetic needs
and can be divided into three groups (Johan P. Rey-
neke, 2010):

e Group 1: Those with normal skeletal relati-
onship and malocclusions that can be treated
using routine orthodontic techniques.

e Group 2: Those with mild to moderate skele-
tal discrepancies. The malocclusions of many
of the patients in this group can be corrected
by dental compensation and growth manage-
ment.

e Group 3: Those with moderate to severe ske-
letal discrepancy and noticeable facial imba-
lance. The negative effects of compromised
orthodontic treatment for patients in the
third group would be unacceptable, making
combined surgery and orthodontics the treat-
ment of choice.

The decision regarding the best treatment is in-
fluenced by various factors: the patient’s main com-
plaint and preferences, skeletal and dental analysis,
soft tissue profile, available surgical skills.
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In clasificarea lui Angle clasa III cuprinde ano-
maliile, in care raportul primilor mari permanenti
este mezializat cu mai mult de 2mm. Campeanu
(1981) déa urmatoarea definitie a patologiei: anoma-
liifle dento-maxilare caracterizate prin inversarea ra-
poarelor ocluzale in regiunea frontala sunt incadrate
in sindromul progenic. Ilinca-Marcosean introduce
termenul de ocluzie anterioara [9]. Potrivit unui re-
view sistematic si meta-analizd demaratd de Daniel
si al. [5], prevalenta medie a malocluziei clasa III pe
un esantion combinat cu toate rasele e 7,04%, variind
in limitele 0 si 26,67%. Térile din Sud-estul Asiei au
aratat o maxima a prevalentei 15,80%, Europa 4,88%,
iar India, cel mai mic nivel 1,19%. In trecut, se credea
ca ele apar doar pe contul unui prognatism mandi-
bular [7]. Actualmente, pentru pacientii cu anomalii
dento-maxilare clasa III-a, se descriu mai multe si-
tuatii clinice: retrognatism maxilar (pseudoprogna-
tism mandibular), prognatism maxilar propriu-zis,
prognatism mandibular combinat cu retrognatism
maxilar [2]. Prin urmare, strategia de tratament ne-
cesita a fi divizatd luand in calcul o multitudine de
factori precum statusul de crestere, varsta, severitatea
displaziei scheletate, severitatea malocluziei dentare,
precum si acordul pacientului [4]. Ker si al. [8] au
dezvoltat cativa indicatori cefalometrici si au rapor-
tat necesitatea interventiei chirurgicale la pacientii cu
malocluzie clasa III ce au unghiul ANB <-4°, inclina-
rea incisivilor inferiori <83 °. Stellzing-Eisenhauer si
al. [10] in studiul lor adaugi ca analiza Wits e deci-
siva in distingerea hotarului dintre tratament orto-
dontic si interventie chirurgicala, de aceea o medie
Wits cu valoarea -4,6 £ 1.7 mm e potrivita pentru un
camuflaj ortodontic, pe cand valoarea -12 + 4,3 mm
impune chirurgia ortognatica.

Din cauza diversitatii anomaliilor dento-maxila-
re, vom prezenta cazul clinic al unei paciente cu clasa
III-a scheletatd, forma gnaticd, urmarind colectarea
datelor pentru planificarea virtuald, stabilirea dia-
gnosticului complex si efectuarea propriu-zisd a in-
terventiei chirurgicale, comparand rezultatele posto-
peratorii cu cele preoperator.

Scopul: Evaluarea tratamentului complex orto-
dontic-chirurgical in anomalia dento-maxilara clasa
III Angle.

Materiale si metode

Prezentare caz clinic. Pacienta R.O. F/32 ani s-a
adresat la clinica stomatologicd ,,Omni Dent” pre-
zentand acuze estetice si functionale (de masticatie,
deglutitie, fonatie). S-a realizat prima etapd a trata-
mentului complex ortodontic-chirurgical. Dupa ce a
finisat etapa ortodontica de decompensare (1 an), ea
s-a adresat pentru a doua etapa — cea chirurgicala.
Interventia chirurgicala s-a efectuat in sectia de chi-
rurgie oro-maxilo-faciala a IMSP IMU.

La aceasta etapa, la examinarea pacientei exobu-
cal, s-a apreciat un tip facial leptoprosopic cu méri-
rea etajului inferior al fetei, profil concav, prognatism

In Angle’s classification class III includes anoma-
lies, in which the ratio of first permanent molars is
mesialized by more than 2mm. Campeanu (1981)
gives the following definiton of the pathology: the
dento-maxillary anomalies characterized by the re-
verse of the occlusal ratios in the frontal region are
classified as progenic syndrome. Ilinca-Marcosean
introduces the term anterior occlusion [9]. Accord-
ing to a systemic review and meta-analysis con-
ducted by Daniel et al. [5], the average prevalence
of Class III malocclusion in combined sample of all
races is 7.04% with a range from 0 to 26.67%. Popu-
lations from Southeast Asian countries showed the
highest Angle’s Class III malocclusion prevalence
rate of 15.80%. The European studies had an aver-
age prevalence rate of 4.88%, and Indian populations
had the lowest prevalence rate of 1.19 %. In the by-
gone days, Class III malocclusions were believed to
be solely due to the prognathic mandible [7]. Pres-
ent knowledge of etiology has revealed that it can
occur due to maxillary retrognathism, mandibular
prognathism, or a combination of both. Therefore,
the treatment strategy must be devised considering
amyriad of factors such as the growth status, age, the
severity of the skeletal dysplasia, severity of dental
malocclusion, and patient compliance. Kerr et al. [8]
developed some cephalometric yardsticks and re-
ported that surgery should be performed for patients
with an ANB angle of <—4°, a maxillary/mandibular
(M/M) ratio of 0.84, and mandibular incisor incli-
nation <83°. Stellzig-Eisenhauer et al. [10] in their
discriminant analysis showed that Wits appraisal is
most decisive in distinguishing the borderline case,
and average Wits for camouflage treatment was —4.6
+ 1.7 mm and for surgical treatment was —12.1 £ 4.3
mm.

Given the diversity of dento-maxillary anomalies,
we aim to present the clinical case of a female patient
suffering from skeletal third-class, gnathic form, fol-
lowing data gathering for the virtual planification,
establishing complex diagnosis, and performing the
surgery, comparing postsurgical and presurgical re-
sults.

Goal: To evaluate the complex orthodontic-sur-
gical treatment of dento-maxillary anomaly class III
Angle.

Resources and methods

Clinical case. A 32-year-old female came to
-Omni Dent” clinic with aesthetic and functional
complains (mastication, deglutition, phonation).
The first stage of the complex orthodontic-surgical
treatment was performed. After finishing the orth-
odontic decompensation stage (1 year), she came for
the second stage- the surgical one. The surgery was
performed in the maxillofacial surgery department
of IMSP Emergency Medicine Institute.

On extraoral examination, the patient had a lep-
toprosopic facial type, concave profile, mandibu-



Fig.1. Aspect fotografic intraoral al pacientei R.0.,32 ani. A. Lateral dreapta. B.Din norma frontald. C. Lateral stanga. D. Arcada inferioara.
E. Arcada superioara.

Fig.1. Intraoral photography of patient R.0., 32 y/o. A. Lateral right. B. Frontal view. C. Lateral left. D. Inferior arch. E. Superior arch. Omni Dent case

mandibular, protruzie labiala inferioara si asimetrie
faciald cu devierea liniei mediane a fetei cu 2,9 mm
spre dreapta. Endobucal, s-a pus in evidenta raport
canin mezializat, molar mezializat, ocluzie inversd
frontald cu overjet negativ de -2,1mm, asociata cu
inocluzie verticald in regiunea grupului frontal si in
zona laterald, existind contacte doar la nivelul ulti-
milor molari (Figura 1). Pacienta s-a investigat prin
Ortopantomografie (OPG) cu aparatul Orthophos
SL, care a conturat prezenta tuturor dintilor per-
manenti, Computer Tomografie cu Fascicul Conic
(CBCT) — discrepanta in plan transversal -4,7mm.
La analiza cefalometrica (Figura 2) s-a depistat cla-
sa 3 scheletata (SNA= 76,6°, SNB=80,6 °, ANB= -4°,
Wits appraisal = -9,6°), cu tipar de crestere hiper-
divergent (SnGoGn= 39,8 °, NL-ML=32,6°), nor-
moinclinatia incisivilor superiori si inferiori (Ul-
SN=102°, L1-MP=92,3). Parametrii liniari Schwarz
au ardtat discrepanta intre lungimea maxilarelor fata
de baza craniului : Se-N = 66mm, A1-PNS= 42mm(
maxilarul mai scurt cu 4 mm), Gn-Go= 78mm( baza
mandibulei mai lungd cu 8 mm, fata de lungimea
Se-N). Dupa Jefferson s-a stabilit diagnosticul clasa
3 scheletata, subclasa C (retrognatism maxilar si pro-
gnatism mandibular), asociata cu profil hiperdiver-
gent in plan vertical si stadiul 6 al dezvoltarii verte-
brelor cervicale (CVM 6).

A urmat digitalizarea arcadelor dentare utilizand
scanerul intraoral Trios 3(3Shape) si suprapunerea
datelor computer tomografului cu modelele virtuale
ale arcadelor dentare scanate, printr-un proces de tri-
angulare, obtindnd imagini tridimensionale ale tesu-
turilor moi, scheletului osos si ale dintilor. Planifica-
rea chirurgicald virtuala s-a realizat prin intermediul
programelor Dolphin 3D Imaging and Management
Solutions si ProPlan CME, care au permis simularea

lar prognathism, lower labial protrusion and facial
asymmetry with deviation of the midline of the
face by 2,9 mm to the right. Intraoral examination
showed class 3 molar relation, frontal crossbite with
negative overjet of -2,1mm, associated with verti-
cal inoclusion in the region of the frontal group and
in the lateral area, there being contacts only at the
level of the last molars (Figure 1). The patient was
investigated by orthopantomography (OPG) with
the device Orthophos SL, which outlined the pres-
ence of all permanent teeth, Cone beam computed
tomography (CBCT) - transversal discrepancy - 4,7
mm. A cephalometric analysis (Figure 2) revealed
that patient was having skeletal Class III malocclu-
sion (ANB=-4°, Wits appraisal=—9,6 mm), with hy-
perdivergent growth pattern (SnGoGn= 39,8 °, NL-
ML=32,6°), normoinclination of the upper and lower
incisors (U1-SN=102°, L1-MP=92,3). Schwarz linear
parameters showed discrepancy between the length
of the jaws compared to the base of the skull : Se-N =
66mm, A1-PNS= 42mm, Gn-Go= 78mm. Jefferson’s
analysis established the diagnosis of skeletal class 3,
subclass C ( maxillary retrognathism and mandibu-
lar prognathism), associated with a vertically hyper-
divergent growth pattern and stage 6 of cervical ver-
tebral maturation (CVM 6).

The next step was the digitization of dental arches
using the Trios 3 (3Shape) intraoral scanner and the
tomographic computer data overlap with the virtual
models of the scanned data arches, thus we obtained
the three- dimensional images of the soft tissues, the
skeletal bone and the teeth. The virtual surgical plan-
ning was performed through the programs Dolphin
3D Imaging and Management Solutions and ProPlan
CME which allowed the simulation of different sur-
gical techniques choosing the best for the case, sub-
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Fig.2. Pacienta R.0.,32 ani, preoperator. A. Teleradiografie din fatd. B. Ortopantomografie. C. Teleradiografie de profil
Fig.2. Patient R.0., 32 y/o, pre-surgical. A. Frontal teleradiography. B. Orthopantomography. C. Profile teleradiography

Fig.3. Etapele interventiei chirurgicale. A.Despicarea ramului mandibular pe dreapta. B.Despicarea ramului mandibular pe stanga. C. Fixarea

placutei de osteosinteza pe dreapta. D. Fixarea placutei de osteosinteza pe stanga. E. Genioplastie. F. Osteotomia Le Fort I. G. Osteotomii
segmentate paramediane. H. Fixarea placutelor de osteosinteza.
Fig.3. Stages of surgery. A. BSSO right. B. BSSO left. C. Fixation of the osteosynthesis plate right. D. Fixation of the osteosynthesis plate left. E.
Genioplasty. F. Le Fort | osteotomy. G. Segmented paramedian osteotomies. H.Fixation of the osteosynthesis plates

diferitor tehnici de interventii chirurgicale si alege-
rea celei optimale pentru caz, ulterior, cu transferul
planului virtual in sala de operatie prin ghidurile chi-
rurgicale si splinturile ocluzale.

Rezultate si discutii

Planul de tratament a presupus operatie de oste-
oplastie bimaxilara (Figura 3), le Fort 1 cu segmenta-
rea maxilarului superior si avansare, la mandibula —
BSSO bilateral sagittal-split osteotomy cu distalizarea
mandibulei, genioplastie (reducerea si distalizarea
mandibulei).

Dupi prealabila prelucrare si izolare a campului
operator, sub anestezie generald cu intubatie nazo-
traheald s-a completat cu anestezie infiltrativd pentru
sciaderea riscului hemoragic si cresterea pragului algic.
S-a efectuat o incizie in baioneta in regiunea retromo-
lard, extinsa pand la nivelul d.4.1, decolarea lamboului
muco-periostal, osteotomia sagitala a ramului mandi-
bular dupa Obwegeser(1954), modificata de Dal-Pont(
1961), linia de osteotomie interesind corticala interna
a ramului mandibular dinainte- inapoi, intre spina
Spix si incizura sigmoidd, apoi marginea anterioard

sequently, with the transfer of the virtual plan to the
operating room through the surgical guides and oc-
clusal splints.

Results and discussions

There has been performed a bimaxillary orthog-
nathic surgery (Figure 3), segmental le Fort I oste-
otomy and maxillary advancement combined with
BSSO bilateral sagittal split osteotomy and lower jaw
distalization, genioplasty.

After prior processing and isolation of the operat-
ing field, under general anesthesia wih naso-tracheal
intubation it was completed with infiltrative anes-
thesia to decrease the hemorrhagic risk and increase
the pain threshold. A bayonet incision was made in
the retromalor region, extended to the level of tooth
4.1, detachment of the mucoperiosteal flap, sagittal
osteotomy of the mandibular branch after Obwege-
ser (1957), modified by Dal-Pont (1961), the oste-
otomy line involving the internal cortex of the man-
dibular branch between the Spix spine and sigmoid
incision, then the anterior edge of the mandibular
branch, down and outwards, continuing at the lev-



a ramului mandibular, in jos si inafard, continuand la
nivelul corticalei externe a corpului mandibular, pana
in dreptul molarului doi si extinsd la bazilara man-
dibulei, deplasarea fragmentelor osteotomiate spre
posterior cu 4,5 mm, surplusul osos de pe fragmentul
mic fiind inlaturat, cu rotatia corpului in sens invers
acelor de ceasornic, in pozitia planificata preoperator
prin aplicarea splintului ocluzal si fixarea cu placute
de osteosinteza si suruburi din titan. S-a verificat po-
zitia condilului articular in fosa glenoida. S-a procedat
similar pe cealaltd hemiarcada. Pentru maxilarul supe-
rior s-a realizat incizie orizontala la nivelul mucoasei
pasiv-mobile a maxilarului superior de la dintele 1.1
-1.6, decolarea lamboului muco-periostal, osteoto-
mia de tip Le Fort I, linia de osteotomie pornind de la
apertura piriformd, prin fosa canina spre creasta zigo-
mato-alveolara si continud posterior, retrotuberozitar,
pand la sutura pterigomaxilard, identic pe hemiarcada
opusa, aplicarea splintului ocluzal. In asa mod, intreg
blocul maxilar a fost desprins de la craniu, iar prin 2
osteotomii segmentate paramediane s-a expansionat
cu 9 mm, s-a deplasat anterior cu 3 mm si s-a adus
spre linia mediana, fixdndu-se cu placute de osteo-
sinteza ,,in I” si suruburi de titan. Pentru operatia
»Genioplastie” s-a pus in evidenta mentonul prin de-
colarea anterioara, menajand fascicolul vasculo-ner-
vos alveloar inferior la nivelul orificiului mentonier.
Ostetomia s-a realizat cu inldturarea unui segment de
5 mm, pentru a corecta cresterea verticald a mandi-
bulei, deplasarea mentonului posterior si fixarea cu o
placa de titan, imobilizarea intermaxilara timp de 21
zile, suturare si aplicare drenuri. S-a efectuat OPG,
CBCT postoperator pentru a aprecia corectitudinea
interventiei chirurgicale.

Perioada de recuperare a decurs corespunzitor
traumatismului operator, fara complicatii. La indepar-
tarea imobilizdrii intermaxilare, s-a continuat cu tra-
tamentul ortodontic post-chirurgical. Pacienta a fost
monitorizata la 1,2,4,6 luni postoperator (Figura 4).

S-a vizualizat o ameliorare vadita a aspectului fa-
cial din fata, cét si din profil, a proportionalitatii eta-
jelor fetei, cu minimalizarea dereglarilor functionale
(Figura 5), prin modificari ale indicilor cefalometrici.
S-a corectat retrognatismul maxilar si prognatismul
mandibular, cele 2 maxilare aflandu-se intr-o pozitie

el of the external cortex of mandibular body up to
the second molar and extended to the basilar of the
mandible, the movement of the osteotomy fragments
posteriorly by 4,5 mm , the surplus bone being re-
moved, with the body rotating counterclockwise, in
the preoperatively planned position by applying the
occlusal splint and fixing with osteosynthesis plates
and titanium screws, checking the position of the ar-
ticular condyle in the glenoid fossa. The same was
done on the other hemiarcade. A horizontal incision
was made in the passive-mobile mucosa of the upper
jaw from tooth 1.1-1.6, mucoperiosteal flap detach-
ment, le Fort I osteotomy, the osteotomy line start-
ing from the piriform opening, through the canine
fossa to the zygomatic-alveolar crest and continues
posteriorly, retro-tuberosity, to the pterygomaxillary
suture, identical on the opposite hemiarcade, apply-
ing the occlusal splint. In this way, the entire maxil-
lary block was detached from the skull, and through
2 segmented paramedian osteotomies expanded by 9
mm, moved anteriorly by 3 mm and brought to the
midline, fixing with L- shaped osteosynthesis plates
and titanium screws. A chin wing osteotomy was
performed with a 5 mm segment removed, to cor-
rect vertical growth of the mandible, posterior chin
movement and fixation with a titanium plate, inter-
maxillary immobilization for 21 days, suture. OPG,
CBCT was performed to verify the success of the
surgery.

The recovery period went according to the opera-
tive trauma, without complications. Upon removal
of the intermaxillary immobilization, post-surgical
orthodontic treatment was continued. The patient
was monitored at 1,2,4,6 months postoperatively
(Figure 4).

There was a clear improvement in the facial ap-
pearance, the proportionality in the face layers and
the dental occlusion, with the minimization of func-
tional disorders (Figure 5). At the same time, sub-
stantial changes of the cephalometric indices were
found (table 1), the maxillary retrognathism and
mandibular prognathism were corrected, the 2 jaws
being in a favorable position towards the base of the
skull, decreasing the lower part of the face and im-
proving facial symmetry.

Fig.4. (BCT, 6 luni postoperator. A. Profil dreapta. B. Norma frontald. C. Profil stanga
Fig.4. (BCT, 6 months post-surgical. A. Profile right. B. Frontal view. C. Profile left
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Fig.5. Pacienta R.0., 32 ani. Analiza comparativa pre- si postoperator

- A. Aspect facial din norma frontald preoperator. B. Aspect facial din normd

frontald 4 luni postoperator. C. Profil in zdmbet, preoperator. D. Profil in zambet, 4 luni postoperator.
Fig.5. Patient R.0., 32 y/o. Pre- and postoperative comparative analysis. A. Frontal view, pre-surgical. B. Frontal view, 4 months post-surgical. C.
Profile view smiling, pre-surgical. D. Profile view smiling, 4 months post-surgical

favorabild fata de baza craniului. Fata e proportionala
prin egalarea etajelor fetei si s-a imbunitatit simetria
faciala (tabelul 1).

Literatura de specialitate propune o serie de teh-
nici chirurgicale de osteotomie a mandibulei, ince-
pand cu ostetomia orizontald a ramului, pentru pri-
ma data abordatd de cétre Blair la inceputul anilor
1900, urmand cu osteotomia verticald a ramului,
descrisa de Caldwell si Letterman in 1954 si osteo-
tomia sagitald a ramului mandibular (dupd Obwe-
geser, 1957), revizuitd si completatd de Dal Pont
(1961), Hunsuck (1968) si Epker (1977) [3]. In 1985,
Datillo si al.[11] au raportat despre corectia clasei
IT scheletate asociate cu ocluzie deschisd prin teh-
nica exoorald de osteotomie ,in L inversat” (ILO),
iar in 1999, McMillan si al. [11] au utilizat-o printr-
un abord endooral. Song-Song Zhu si al. (2012) [11]
au utilizat tehnica ILO cu abord endooral si grefd
osoasa din creasta iliacd pentru tratamentul ADM
cu deficientd mandibulara. Adeseori este necesara
si o interventie asociatd de repozifie a mentonului
cu retrudarea sau avansarea lui prin genioplastie
(Obwegeser) [2]. In 2009, Albino Triaca a formulat
o noud tehnica de genioplastie extinsd — osteoto-
mia chin wing pentru corectarea profilului hiper-
divergent. Cat priveste maxilarul superior, in 1927
Wassmund a introdus osteotomia Le Fort I, care se

The literature proposes a series of surgical tech-
niques of osteotomy of the mandible, starting with
horizontal osteotomy of the ramus, first approached
by Blair in the early 1900s, followed by vertical os-
teotomy of the ramus, described by Caldwell and
Letterman in 1954 and sagittal osteotomy of the
mandibular branch (Obwegeser, 1957), modified by
Dal Pont (1961), Hunsuck (1968) and Epker (1977)
[3]. In 1985, Datillo et al. [11] reported on the treat-
ment of skeletal class 3 open bite malocclusion by the
extraoral technique of inverted- L osteotomy (ILO)
and in 1999, McMillan et al. [11] used it through an
intraoral approach. Song- Song Zhu et al. [11] used
the ILO technique with intraoral approach and iliac
crest bone grafting for correction of mandibular de-
ficiency. It is often necessary to have an associated
intervention of chin replacement with its retrusion
or advancement by genioplasty (Obwegeser) [2]. In
2009, Albino Triaca formulated a new extended ge-
nioplasty technique- chin wing osteotomy to correct
the hyperdivergent profile. As for the upper jaw, in
1927 Wassmund introduced the Le Fort I osteotomy,
which is widely applied in the treatment of dento-
maxillary anomalies in the sagittal and vertical plane.
In cases of open bite or when a transversal expansion
is required in the maxilla, a Le Fort I osteotomy ap-
proach can be combined with a multiple- piece os-

cefalometrici masura

Cephalometric _“ Pre-Surgical Post-Surgical
indices
[SNA | 84

2 82 76,6
EC © 80 80,6 78,8
[Ane 00 2 -4 52
I © 25 28 24,7
7 © 88 88 86,5
mm 0 -9,6 0
ulsN S 102,8 102 103,9
: 95 02 85,4
: 25 326 2618
E individual 66 66,9
mm 2/3 Gn-Go 42 57,5
[Gn-Go Wi Se-N +3mm 78 75,8

Tab. 1. Compararea indicilor cefalometrici preoperator si la 4 luni postoperator
Tab. 1. Comparison of cephalometric indices pre-surgical and at 4 months post-surgical



aplicd pe larg in tratamentul ADM in plan sagital si
vertical. La pacientii cu ocluzie deschisa ce necesité
expansiune transversala a maxilei e folosita osteo-
tomia Le Fort I combinata cu multiple osteotomii
segmentate pentru corectia curbei Spee nefavorabile
sau a discrepantei transversale. In cazul nostru, in
urma simuldrii virtuale a diferitor tehnici, s-a ales
una indivualizata care si includd avansarea maxilei
cu expansiune transversala, retrudarea mandibulei
cu corectia profilului hiperdivergent. Din tehnicile
chirurgicale a mandibulei s-a optat pentru BSSO,
deoarece prezintd un risc de morbiditate minim si
permite corectarea anomaliilor in toate cele 3 pla-
nuri de referinta. Reducerea si retrudarea mentonul
s-a efectuat prin chin wing osteotomie, care impiedi-
céd incongruenta osoasd, iar blocul osos obtinut a fost
utilizat drept biomaterial autogen pentru suplinirea
defectului la maxild, creat prin avansarea ei.

Concluzii

1. Tratamentul armonios al anomaliilor dento-ma-
xilare {ine de o conlucrare fructuoasd a medi-
cului ortodont si a chirurgului, stabilind corect
diagnosticul, prin intermediul mijloacelor dispo-
nibile de examinare si planificare. Aceastd idee a
fost impartasitd de Proffit, precum si Melsen, care
au accentuat cd obfinerea unui rezultat optimal
tine de o stransa cooperare interdisciplinara [12].

2. Indicii cefalometrici descrisi in literatura de
specialitate de Ker si al. [8], Stellzing-Eisenhau-
er si al. [10] despre distingerea hotarului dintre
tratament ortodontic si interventie chirurgicald
au avut un aport vadit pentru a decide tactica
de tratament. Pacientii cu discrepante sagitale,
transversale si un profil hiperdivergent sunt un
exemplu de caz complex care necesitd tratamen-
tul ortognatic pentru a obfine un rezultat estetic,
functional si stabil.

3. Succesul interventiei chirurgicale e sustinut de
ameliorarea aspectului facial la pacienta R.O.,
precum si de urmatoarele schimbari cefalometri-
ce: SNA (76,6° la 84°), SNB (80,6° la 78,8°), ANB
(-4° la 5,2°), Wits (-9,6° la 0°), NL-ML (32,6° la
25,9°). Diferentele de precizie pre- si postopera-
torii au fost in limitele acceptabile. Hsu si altii,
intr-un studio multicentric, efectuat in 2013, au
prezentat criteriul de succes ca o deviere liniard
de pana la 2mm si o deviere angulara <4°.

4. Metodele moderne digitale de planificare chi-
rurgicald au devenit un instrument pretios in
individualizarea tratamentului si reabilitarea ar-
monioasa a pacientilor cu ADM. Confectionarea
splinturilor ce se adapteaza intim la situsul ope-
rator au o precizie si acuratete superioara celor
clasice [13], reduc riscul complicatiilor intraope-
ratorii precum si a timpului interventiei, de aceea
sunt tot mai des implementate in practica chirur-
giei ortognatice.

teotomy to correct an unfavorable curve of Spee or
a transverse discrepancy. In our case, following the
virtual simulation of different techniques, an individ-
ualized one was chosen to include the advancement
of the maxilla with transverse expansion, the retru-
sion of the mandible and the correction of the hy-
perdivergent profile. From the surgical techniques of
the mandible, BSSO was chosen because it presents
a minimum risk of morbidity and allows the correc-
tion of anomalies in all 3 reference planes.

Conclusions

1. Harmonious treatment of dento-maxillary ano-
malies depends on a fruitful collaboration betwe-
en the orthodontist and the surgeon, correctly
establishing the diagnosis, through the available
means of examination and planning. This idea
was shared by Proffit, as well as Melsen, who
emphasized that achieving an optimal result is
a matter of close interdisciplinary cooperation
[13].

2. Cephalometric indices described in the literature
by Kerr et al. [8], Stellzing- Eisenhauer et al. [10]
on the distinction between orthodontic treatment
and surgery had a clear contribution to decide the
treatment tactics. Patients with sagittal, transver-
se discrepancies and a hyperdivergent profile are
an example of a complex case that requires ort-
hognathic surgery to achieve an aesthetic, functi-
onal and stable result.

3. The success of the surgery is supported by the im-
provement of the facial appearance as well as by
the cephalometric changes: SNA (from 76,6° to
84°), SNB (from 80,6° to 78,8°), ANB (from -4° to
5,2°), Wits (from -9,6° to 0°), NL-ML (from 32,6°
to 25,9°). The differences in pre- and postopera-
tive accuracy were within acceptable limits. Hsu
and others, in a multicenter study conducted in
2013, presented the success criterion as a linear
deviation of up to 2mm and an angular deviation
<4°.

4. Modern digital methods of surgical planning
have become a valuable tool for individualizing
the treatment plan and for a harmonious rehabili-
tation of patients with dento-maxillary anomali-
es. The making of splints that adapt intimately to
the operating site have a precision and accuracy
superior to the classic ones [12], reduce the risk
of intraoperative complications and intervention
time. Based on these advantages, digital occluded
splints are increasingly being implemented in
orthognathic surgery.
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Rezumat

Rezultatul protetic precum si succesul pe
termen lung in reabilitarea implanto-proteti-
céd depind de un sir de factori precum: pozitia
si numarul implanturilor, tehnica chirurgi-
cald, oferta osoasd si mucoasd s.a. Chirurgia
conventionald (free hand surgery) nu permite
in toate cazurile plasarea implanturilor in cea
mai bund pozitie din punct de vedere protetic
si biomecanic. Odata cu dezvoltarea tehnolo-
giilor de scanare si printare tridimensionala,
planificarea rezultatului final permite realiza-
rea ghidurilor chirurgicale pentru asigurarea
unei pozitionari cat mai exacte a implantu-
rilor dentare [1,2]. Analiza comparativd a
metodelor de instalare conventionald si ghi-
data de instalare a implanturilor a demon-
strat avantaje semnificative in pozitionarea
implanturilor in favoarea chirurgiei ghidate.
Totusi, odata cu aplicarea diferitor manevre
suplimentare in realizarea tratamentului (am-
prentare, scanare, planificare, realizare ghid),
au fost observate un sir de neajunsuri si erori
ce pot periclita realizarea tratamentului.

Cuvinte cheie: chirurgia ghidata, reabili-
tare implanto-protetica.

Introducere

Odatd cu dezvoltarea tehnologiilor computeriza-
te, a crescut si semnificativ utilizarea acestora in ghi-
darea medicilor la realizarea tratamentelor implan-
to-protetice. Un impact major al acestor tehnologii
a fost integrarea in procesul de planificare a trata-
mentelor. Treptat, utilizarea planificarilor virtuale in
reabilitarile implanto-protetice au devenit o necesita-
te, iar utilizarea tehnologiilor de chirurgie ghidatd a
permis evitarea plasarii eronate a implanturilor [3].

In ultimii ani, dezvoltarea proiectirii asistate de
computer prin tehnologia de fabricatie (CAD / CAM)
a permis imbundtatiri mari [4]. Asistarea de compu-
ter virtuale au imbunatitit planificarea, localizarea
viitoarei lucrari cu implanturi si au permis transfera-
rea acestora cu o precizie maxima din planului vir-
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Summary:

The prosthetic result as well as the long-
term success in implant-prosthetic rehabili-
tation depends on a series of factors such as:
position, number of implants, surgical tech-
nique, bone and mucosal offer, and others.
Usually, free hand surgery does not allow in
all the cases to place implants in best position
from the prosthetic and biomechanical point
of view. Due to the development of scanning
technologies and three—dimensional printing,
the planning of final results allows the print-
ing of surgical guides, to ensure the most ac-
curate position of dental implants [1,2]. The
comparative analysis of conventional and
guided implant placement methods has dem-
onstrated significant advantages in favor of
guided surgery. However, with the application
of additional maneuvers in the treatment (im-
pression, scanning, planning, template fabri-
cation), a number of disadvantages and errors
were observed that may affect both, the treat-
ment and results.

Key words: guided surgery, dental im-
plants, implant-prosthetic rehabilitation.

Introduction

With the development of computer technologies,
their use in guiding doctors to perform implant-
prosthetic treatments has significantly increased. A
major impact of these technologies has been the inte-
gration into the treatment planning process. Gradu-
ally, the use of virtual planning in implant-prosthetic
rehabilitation has become a necessity, and the use of
guided surgery technologies has made it possible to
avoid the wrong placing of implants [3].

In recent years, the development of computer—
aided design through manufacturing technology
(CAD / CAM) has led to major improvements [4].
The assistance of virtual computers improved the
planning, the location of the future work with im-
plants and allowed their transfer with maximum
precision from the virtual plan to the surgical field,
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tual cétre campul chirurgical, cu ajutorul ghidurilor
chirurgicale, fapt ce a permis obtinerea unor rezultate
mai previzibile decat protocoalele cu ména libera [5].

Un sablon chirurgical (ghid) este definit ca o
proteza utilizatd pentru a ajuta clinicianul la plasa-
rea chirurgicald a implanturilor. In literatura una din
clasificéri delimiteaza ghidurile in 3 gupuri in depen-
dentd de restrictiile chirurgicale: design nelimitativ,
limitativ partial si complet limitativ [6].

Protocolul nelimitativ foloseste sablonul doar
pentru perforarea initiala (,exercitiu pilot”), iar so-
clul osos rezultat ar trebui sd ghideze viitoarea ne-
oalveold. Protocolul ghidat partial foloseste sablonul
pentru toate osteotomiile si numai plasarea implan-
tului se realizeaza fira sablon. Ghidarea partiald este
o solutie universald, care ofera ghidarea in proce-
sul de forare pand la diametrul necesar. Protocolul
complet ghidat foloseste sablonul de la prima forare
pana la plasarea implantului [7,8]. Majoritatea stu-
diilor s-au concentrat asupra preciziei protocolului
complet, iar rezultatele lor indica faptul cd ghidarea
completd produce o precizie mai mare decét nivelu-
rile mai mici de ghidare [9]. Totusi, acestea sunt si ele
susceptibile din cauza faptului cd instalarea in pozitie
optima a implantului depinde de un sir de factori lo-
cali, si nu doar de directia de forare.

Canullo si colegii sdi au estimat cd aproape juma-
tate din cazurile de peri-implantitd ar putea fi dato-
ritd pozitiondrii incorecte a implantului [10]. Revi-
ew-urile literaturii de specialitate au demonstrat o
ratd mai mica de succes la implantele inserate dupa
metoda conventionala, pe cand rata de supravietuire
a implantelor inserate cu ajutorul ghidurilor fiind de
peste 92% [11].

Scopul lucrarii
Evaluarea aplicabilitatii ghidurilor chirurgicale in
realizarea tratamentului implanto-protetic

Material si metode

Studiul a fost realizat pe 14 pacienti la care s-a re-
alizat tratament implanto-protetic. La 7 pacienti (cu
13 implanturi, grupul de studiu), pentru inserarea
implanturilor au fost confectionate ghiduri chirurgi-
cale de acces (pentru forarea partiald a neoalveolei).
La ceilalti 7 pacienti la care s-au instalat 15 implan-
turi dentare demontabile intr-un timp chirurgical, nu
s-a efectuat ghidul chirurgical.

In cadrul ambelor grupuri, preoperator, s-a re-
alizat tomografia computerizatd cu fascicol conic
(CBCT), pentru planificarea tratamentului implan-
to-protetic (Figura 1).

Totodata (in grupul de studiu), s-au efectuat am-
prentele conventionale (in 5 cazuri, cu scanarea ul-
terioara in laborator) si digitale (in 2 cazuri), pentru
obtinerea modelului stereolitografic si triangularea
acestuia pe CBCT (Figura 2).

In urma planificirii virtuale si verificarii planului
de catre medicul protetician, s-a efectuat modelarea
ghidului chirurgical si printarea acestuia (Figura 3,4).

with the help of surgical guides, which allowed more
predictable results than free-hand protocols [5].

A surgical template (guide) is defined as a device
used to assist the clinician in the surgical placement
of implants. In the literature, one of the classifications
separate the guides in 3 groups depending on the sur-
gical restrictions: non-limiting design, partially lim-
iting and completely limiting [6].

The non-limiting protocol uses the template only
for the initial drill (“pilot drill”), and the resulting
bony socket is supposed to guide subsequent oste-
otomies and implant placement. The partially guid-
ed protocol uses the template for all osteotomies,
and only implant placement is performed without
the template. Partial guidance is a kind of univer-
sal solution, which provides the maximum guidance
achievable with any implant system that does not
have a fully guided kit. The fully guided protocol
uses the template from the first drilling through im-
plant placement [7,8]. Most studies have focused on
the accuracy of the full protocol, and their results
indicate that full guidance yields higher accuracy
than lower levels of guidance, though the difference
is not always significant [9]. However, they are also
susceptible due to the fact that the installation in the
optimal position of the implant depends on a num-
ber of local factors, and not only on the direction of
drilling.

Canullo and colleagues estimated that nearly half
of the peri-implantitis cases could be traced back to
implant mispositioning [10]. Reviews of the litera-
ture have shown a lower success rate for implants in-
serted according to the conventional method, while
the survival rate of implants inserted with the help of
templates guides are over 92% [11].

Aim

The aim of the study is to evaluate the applicabil-
ity of surgical guides in the implant—prosthetic treat-
ment.

Material and methods

The study was performed on 14 patients rehabili-
tated using implant-prosthetic treatment. For 7 pa-
tients (with 13 implants, study group), surgical access
guides were made for implant insertion (for partial
preparation of the drilling site). For the other 7 pa-
tients 15 implants were installed in one surgical step,
using free hand surgery.

In both groups cone beam computed tomography
was performed (CBCT) preoperatively, for the plan-
ning of implant—prosthetic treatment (Figure 1).

At the same time (in the study group), conven-
tional (in 5 cases, with subsequent laboratory scan-
ning) and digital (in 2 cases) impressions were ob-
tained, in order to obtain stereolithographic models
and to perform triangulation on CBCT (Figure 2).

Following the virtual planning and verification of
the plan by the prosthodontist, the surgical guide was
modeled and printed (Figure 3.4).



9. mm

Fig. 1. Planificarea pozitiondrii implanturilor.

Fig. 1. Implant position planning.

Fig.2. Scanarea modelului din gips (a) si obtinerea modelului stereolitografic (b).

Fig.2. Scanning the gyps model (a) and obtaining the stereolithographic model (b).

Fig. 3. Triangularea modelului virtual pe tomografie.
Fig. 3. Triangulation of the virtual model on tomography.

In unul din cazuri, ghidul a fost planificat pentru
3 implanturi (pentru reabilitare prin tehnica All on
4), in 2 cazuri pentru inserarea postextractionald a
implanturilor, iar restul — pentru instalarea in con-
ditii clasice. Toate ghidurile au avut suport dentar, iar
dupéd destinatia acestora — ghiduri pentru forarea
partiala a alveolei.

Fig. 4. Printarea ghidului chirurgical.
Fig. 4. Printed surgical guide.

In one case, the guide was planned for 3 implants
(for rehabilitation using the All on 4), in 2 cases for
the post-extraction insertion of the implants, and
the rest — for classical conditions. All the guides had
dental support, and according to their destination —
partial limiting guides, for partial formation of the
drilling site.
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Fig. 5. Guide test and positioning check (a), guided drilling (b), soft tissue aspect after intermediate drilling (c), flap reflection and drilling site
check (d), final drilling (e), implant insertion (f)

Fig. 5. Proba ghidului si verificarea orificiului de pozitionare (a), forajul cu frezele de ghidaj (b), aspectul tesuturilor moi dupa forarea
intermediara (c), decolarea lamboului si verificarea neoalveolei (d), forarea finald (e), inserarea implantului (f).

Protocolul de insertie a implanturilor dentare a
cuprins urmatoarele etape: prelucrarea ciAmpului
operator cu solutie de clorhexidind 0,05%, anestezia
infiltrativa pe ambele versante ale crestei alveolare cu
solutie de articaind, aplicarea si verificarea plasarii
ghidului chirurgical (utilizand orificiile de pozitiona-
re, Figura 5a), forarea neoalveolei transmucosal pana
la diametrul de 3,2-3,6mm (Figura 5b), inldturarea
ghidului chirurgical (Figura 5c), incizia si decolarea
lamboului muco-periostal (dupd caz), verificarea
directiei §i profunzimii neoalveolei create cu sonda
de profunzime (Figura 5d), forarea cu ultima freza
(Figura 5e), inserarea implantului dentar (Figura 5f),
prelucrarea platformei implantare, aplicarea confor-
matorului gingival, aditia/augmentarea osoasa dupa
caz, suturarea lamboului si verificarea stabilitatii im-
plantare prin intermediul periotestometriei.

In cazul in care a fost urmdritd incdrcarea imedi-
atd, stabilitatea primara a implantului a fost planifi-
catd sa nu fie mai micd de 35-40 Ncm [12]. Controlul
postoperator a fost efectuat prin intermediul CBCT-
ului, fapt ce a permis verificarea pozitiei implanturi-
lor in comparatie cu cea preoperatorie. In cazurile de
inserare postextractionald a implanturilor sau con-
ventionala in sectoarele estetice, planificarea virtuala
a avut drept scop plasarea implantului intr-o pozitie
cit mai axiald, respectdnd principiile biomecanice in
sectoarele anterioare ale maxilei. Astfel, dupa am-
prentarea caimpului protetic si realizarea modelelor
de lucru, a fost verificata suplimentar pozitia axului
implantar fata de cea virtuala preoperatorie. Trata-
mentul postoperator a inclus urmétoarele grupe de
medicamente: antimicrobiene, antiinflamatorii, anti-
fungice (dupa caz), antiseptice locale.

Controlul pozitiondrii postoperatorii a implan-
turilor visa-vis de cel preoperator planificat a fost

The dental implant insertion protocol included
the following steps: antiseptic preparation of oral
cavity with 0.05% chlorhexidine solution, infiltrative
anesthesia on both sides of the alveolar ridge with ar-
ticaine solution, application and checking the place-
ment of the surgical guide (using positioning holes,
Figure 5a ), drilling through mucosa to a diameter of
3.2-3.6 mm (Figure 5b), removing the surgical guide
(Figure 5c), incision and flap elevation (by the case),
checking the direction and depth of the drilling site
with depth probe (Figure 5d), drilling with the last
drill (Figure 5e), dental implant insertion (Figure 5f),
antiseptic preparation of the implant platform, heal-
ing abutment application, bone grafting if necessary,
flap suturing and implant stability assessment using
Periotest values.

If immediate loading was established, the prima-
ry stability of the implant was planned to be no less
than 35-40 Ncm[12]. The postoperative control was
performed through the CBCT, which allowed the
verification the position of the implants compared
to the preoperative one. In cases of post—extraction
insertion of implants or conventional in the aesthetic
sectors, the virtual planning aimed to place the im-
plant in a position as axial as possible, respecting the
biomechanical principles in the anterior region of the
jaw. Thus, after the impression of the prosthetic field
and the realization of the working models, the posi-
tion of the implant axis compared to the preoperative
virtual one was additionally verified. Postoperative
treatment included the following groups of drugs:
antibiotics, anti-inflammatory, antifungals (by the
case), local antiseptics.

The control of the postoperative positioning of
the implants with the planned preoperative one was
performed by a single person, by overlay the images



efectuat de o singurd persoand, prin suprapunerea
imaginilor de pe tomografie. Totodatd, a fost evaluata
si necesitatea confectiondrii ghidurilor chirurgicale,
aplicabilitatea acestora, prezenta sau absenta erorilor
de confectionare sau pozitionare a ghidurilor in ca-
vitatea bucala.

Rezultate si discutii

In urma analizei rezultatelor
obtinute in cadrul ambelor grupuri
a fost observat faptul cé instalarea
implanturilor prin tehnica free-
hand conduce la devieri de la pla-
nul initial practic in toate cazurile.
Evaluarea fiecdrui caz tratat a deno-
tat faptul cd structura anizotropd a
tesutului osos (din cauza diferentei
dintre grosimile corticale orale si
vestibulare) conduce la deplasarea
canalului de forare spre corticala
vestibulard (care este mai subtire,
Figura 6) [13]. Un alt aspect ce a
condus la modificarea angulatiei
implantului a fost decolarea doar
in aspect coronar a crestei alveola-
re, fapt ce a creat dificultati pentru
medicul chirurg in determinarea
exacti a directiei de forare. In cazul
in care nu se utilizeaza pinii de pa-
ralelism la etapele initiale de forare,
angularea implanturilor va fi practic
intotdeauna diferita de cea planifi-
catd. In sectoarele estetice insa, la
inserarea in os matur a implantului,
a fost observatd tendinta de a initia
forajul in mijlocul crestei alveolare.
Din cauza angulatiei crestei/apofi-
zei alveolare in sectoarele anterioare
ale maxilei, implantul la fel va avea
o inclinare corespunzitoare. Acest
fapt insd, nu permite plasarea axi-
ala a implantului. In cazul tehnicii
free-hand, acest dezavantaj {ine si de diferenta dintre
aspectul pe tomografie si aspectul crestei alveolare.

Aceleasi probleme sunt intdmpinate si in situatii-
le de inserare postextractionald (in sectoarele anteri-
oare ale maxilei). Pozitia radécinilor mai vestibular
(clasa 1 Khan), [14] impune forarea in rezerva osoa-
sd palatinald, fapt ce conduce la angularea platformei
implantare spre vestibular (Figura 7). In cazul utili-
zarii ghidurilor chirurgicale, prezenta corticalei pa-
latinale si spatiul alveolar din vestibular, pot conduce
la deplasarea platformei implantare spre vestibular in
timpul infiletarii acestuia.

In grupul de pacienti la care s-au utilizat ghidu-
rile chirurgicale, pozitia implantului a fost aproape
identicd cu cea planificata. Totusi, datoritd faptului
ca ghidurile chirurgicale au fost confectionare pen-
tru forarea preliminard a alveolei, forarea finald a
alveolei poate fi consideratd drept factor al lipsei co-

Fig. 6. Grosimea diferitd a corticalelor
linguale si vestibulard.
Fig. 6. The difference of thickness between
lingual and buccal cortical bone.

Fig. 7. Pozitia vestibulard a radacinii
incisivului si rezerva osoasa din aspect
palatinal.

Fig. 7. The buccal position of incisor root
and palatal bone reserve.

on the tomography. At the same time, the necessity
of the surgical guides was evaluated, their applicabil-
ity, the presence or absence of errors in making or
positioning the guides in the oral cavity.

Results and discussions

Following the analysis of the results obtained in
both groups, it was observed that the installation of
implants by free-hand technique
leads to deviations from the initial
planning almost in all the cases. The
evaluation of each case revealed that
the anisotropic structure of bone
tissue (due to the difference be-
tween oral and vestibular cortical
thicknesses) leads to the displace-
ment of the drilling site to the buc-
cal site (which cortical bone is thin-
ner, Figure 6) [13]. Another factor
that led to the change of implant an-
gulation was the flap elevation only
in the crestal region of the alveolar
ridge, which created difficulties for
the surgeon in determining the ex-
act direction of drilling. If parallel
pins are not used in the initial drill-
ing stages, the angulation of the im-
plants will practically always be dif-
ferent from the planned one. In the
aesthetic sectors, in healed alveolar
ridge, the tendency to initiate drill-
ing in the middle of it was observed.
Due to the angulation of the alveolar
process/ridge in the anterior region
of the maxilla, the implant will also
have a corresponding inclination.
However, this does not allow the
axial placement of the implant. In
the case of the free-hand technique,
this disadvantage is also related to
the difference between CBCT and
visual aspects of the ridge.

The same problems were observed in situations
of post-extraction insertion (in esthetic areas of the
upper jaw). When the roots are buccal positioned
(class 1 by Khan classification) the drilling site is per-
formed in the palatal bone reserve, which leads to the
angulation of the implant platform to buccal direc-
tion (Figure 6) [14]. Even in cases of guided surgery,
the presence of palatal cortical bone and the alveolar
space in the buccal side of the socket can lead to the
movement of the implant platform to buccal during
its insertion.

In the group of patients in whom the surgical
guides were used, the position of the implant was
almost identical to the planned one. However, due
to the fact that surgical guides were made for par-
tial drilling, the final drilling (without guide) can to
small deviation of the drilling direction. Another dis-
advantage observed in the usage of surgical guides

\ Medicina Stomatologica

W
O



40

incidentei exacte dintre
pozitia planificata si cea
obtinutd postoperator.

Un alt dezavantaj
observat in utilizarea
ghidurilor chirurgicale
a fost ajustarea proas-
td a ghidului chirurgi-
cal (Figura 8). Aceastd
eroare se poate datora
ecuatorului coroanelor
dentare sau constructiei
protetice, si confectio- | =
ndrii ghidurilor peste
acestea. Un alt moment
negativ in pozitionarea
ghidurilor pe camp se
datoreaza  numadrului
redus de dinti, fapt ce
conduce la bascularea ghidului. Acest neajuns poate
cauza o eroare mai mare in pozitia implantului decat
in cazul tehnicii free-hand.

Ghidurile chirurgicale, pe langa avantajele sale,
comportd si limitari in utilizare, indeosebi in situatiile
cand sunt necesare proceduri de despicare a crestei al-
veolare, sau de utilizare a frezelor de osteodensificare.

Concluzii

Utilizarea chirurgiei ghidate reprezinta un factor
important in plasarea implanturilor conform planu-
lui virtual de tratament si exclude erorile de pozitio-
nate datorate tehnicii free-hand. Totodata, cresterea
numadrului de manopere la realizarea tratamentului
(planificare virtuald, modelare virtuald a ghidului,
printare, ajustare) creste si riscul erorilor la fiecare
etapd. Din acest motiv, lipsa experientei la utilizarea
chirurgiei ghidate poate conduce la erori cu impact
negativ asupra rezultatului tratamentului.
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Rezumat

Periimplantita este o complicatie in re-
abilitarea implanto-proteticd care provoacd
dereglidri morfo-functonale, masticatorii si
estetice. In functie de gravitate poate fi abor-
datd prin tratament conservativ chirurgical
sau radical. Scopul lucririi este analiza com-
parativd a metodelor conservativ chirurgi-
cale (pastrarea implantului) versus radicale
(explantarea).S-au studiat 2 pacienti care s-au
adresat la clinica SRL “Omni Dent” cu peri-
implantita. S-au comparat manifestarea, tra-
tamentul, evolutiala ambiipacienti. Criterii de
analizd: extinderea defectului osos, aspectul
tesuturilor moi, regenerarea tisulara, timpul
de reabilitare implanto-proteticd. La pacien-
tul RI au fost modificari de culoare si aspect
al tesuturilor moi periimplantare (hiperemie,
edem, eliminari purulente), radiotransparen-
ta periimplantard pe toatd suprafata implan-
tului; la pacientul TM au fost aceleasi semne
clinice insa limitate la % lungime implant. La
pacientul RI s-a efectuat explantarea cu reim-
plantarea in regiunea invecinatd 2.4 peste 4
luni cu protezare peste alte 4 luni. Regenera-
rea tisulard fard complicatii. La pacientul TM
s-a recurs la pastrarea implantului cu chiure-
taj, implantoplastie, aditie osoasa. Reabilita-
rea proteticd urmatd ulterior fara complicatii.
Adresarea la timp ar preintimpina dezvolta-
rea complicatiilor cu pierderea implantelor.
Pierderea neinsemnata a tesuturilor periim-
plantare poate fi recuperatd cu pastrarea im-
plantului, in defectele extinse solutia optimala
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Summary

Peri-implantitis is a complication in im-
plant-prosthetic rehabilitation that causes
morpho-functional, masticatory and aes-
thetic disorders. Depending on the severity
it can be approached by conservative surgi-
cal or radical treatment. The aim of the pa-
per is the comparative analysis of conserva-
tive surgical methods (implant preservation)
versus radical (explantation). We studied 2
patients who came to the SRL “Omni Dent”
clinic with peri-implantitis. Manifestation,
treatment and evolution in both patients
were compared. Analysis criteria: bone de-
fect extension, soft tissue appearance, tissue
regeneration, implant-prosthetic rehabilita-
tion time. In RI patient there were changes
in color and appearance of the peri-implant
soft tissues (hyperemia, edema, purulent dis-
charge), peri-implant radiolucency on the en-
tire implant surface; in the TM patient there
were the same clinical signs but limited to %
implant length. RI patient underwent explan-
tation with re-implantation in the neighbor-
ing region 2.4 after 4 months with prosthesis
fixing after another 4 months. Tissue regen-
eration evolved without complications. In
TM patient was decided to keep the implant
through curettage, implantoplasty and bone
addition. Prosthetic rehabilitation followed
later without complications. Timely address-
ing would prevent the development of com-
plications with implant loss. The insignificant
loss of peri-implant tissues can be recovered
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este explantarea cu reabilitarea implanto-pro-
teticd ulterioara.

Cuvinte-cheie: periimplantita, perimuco-
zita, explantare, implantoplastie.

Introducere

Cu toate céin prezent reabilitarea pacientilor prin
intermediul implantelor este o tehnica de rutina, rata
complicatiilor inca este destul de inaltd[24]. Cele mai
frecventecomplicatii sunt periimplantita si mucozita
periimplantard, considerate drept maladii inflama-
torii (Sixth European Workshop on Periodontology)
[11].

In cazul mucozitei periimplantare se produce o
leziune inflamatorie a mucoasei,iar in cazul periim-
plantitei este afectat si osul subiacent. Existasi a treia
formd a infectiei periimplantare — hiperplazia mu-
coasei. Are loc in special in conditiile de deficit de
mucoasa cheratinizatd sau in urma traumei cronice
de citre protezele dentare.

In ultimii ani in numeroase cercetiri clinice si
experimentale s-a dovedit cd formarea biofilmului
bacterial este factorul principal in aparitia si dez-
voltarea periimplantitei, insd de neglijat sunt si alti
factori secundari.Printre acestea se descriu maladiile
parodontiului, fumatul, diabetul zaharat, abuzul de
alcool, factori genetici (polimorfism IL-1), textura
suprafetei implantului, trauma ocluzala, starea mu-
coasei periimplantare (cantitatea mucoasei chera-
tinizate), calitatea suprastructurii, modul de fixare
a suprastructurii, fracturile ale implantului, pozitia
implantelor, tehnica forarii neoalveolei, tratamentul
cu bisfosfonati etc. [8].

La moment colonizarea bacteriala a implante-
lor se considera drept consecinta pierderei osoase
si nu cauza ei [19]. Prevalarea microflorei anaerobe
gramnegative se aseamana semnificativ cu infectia
parodontala [12,25].In plus componenta asociatiilor
bacteriene difera radical in spatiile periimplantare cu
inflamatie si fara [18].

Desi de reguld pacientii se adreseazd prea tarziu,
exista metodele de diagnostic pentru depistarea pre-
coce a periimplantitei. Ele includ mésurarea traditio-
nala a parametrilor clinice, cercetarile radiologice si
microbiologice. Acestea pot fi folosite la elaborarea
planului de tratament si terapia de mentinere. Insa-
pe langa obiectivitate un factor important in alegerea
metodei il reprezinta practicitatea si simplitateain
executarea lor. Printre ele se numéra sondarea pun-
gii periimplantare, determinarea clinicd a mobilitatii
implantului si diagnosticul radiologic.

Actualmente s-au efectuat putine cercetéri clini-
ce controlate randomizate care ar elucida eficacitatea
metodelor utilizate in tratamentul periimplantitei
[10]. In orice caz abordarea terapeutici e similara-
acesteia in cazul parodontopatiilor si include fazele
urmatoare: sistemicd, igienicd, de corectie si de susti-
nere. Deoarece periimplantita este induséd de prezen-
ta biofilmului [13], anume inlaturarea acestuia ar fi

with the preservation of the implant, in the
extended defects the optimal solution is the
explantation with the subsequent implant-
prosthetic rehabilitation.

Key-words: peri-implantitis, peri-muco-
sitis, explantation, implantoplasty.

Introduction

Although currently rehabilitation through im-
plants is a routine technique, the complication rate
is still quite high [24]. The most common complica-
tions are peri-implantitis and peri-implant mucosi-
tis, considered as inflammatory diseases (Sixth Euro-
pean Workshop on Periodontology) [11].

In the case of peri-implant mucositis, an inflam-
matory lesion of the mucosa occurs, and in the case of
peri-implantitis, the underlying bone is also affected.
There is also a third form of peri-implant infection
— mucosal hyperplasia. It occurs especially in condi-
tions of deficiency of keratinized mucosa or follow-
ing chronic trauma by prosthetic constructions.

In recent years, numerous clinical and experimen-
tal researches have shown that the formation of bacte-
rial biofilm is the main factor in the appearance and
development of peri-implantitis, but other secondary
factors are also important. These include periodon-
tal disease, smoking, diabetes, alcohol abuse, genet-
ics (IL-1 polymorphism), implant surface texture,
occlusal trauma, condition of the peri-implant mu-
cosa (amount of keratinized mucosa), quality of the
prosthetic part and the type of its fixation, implant
fractures, implant position, neoalveolus drilling tech-
nique, bisphosphonate treatment, etc. [8].

At the moment, bacterial colonization of implants
is considered as a consequence of bone loss and not its
cause [19]. The prevalence of gram-negative anaero-
bic microflora is significantly similar to periodontal
infection [12,25]. In addition, the composition of
bacterial associations differs radically in peri-implant
spaces with and without inflammation [18].

Although patients usually come too late, there are
diagnostic methods for the early detection of peri-
implantitis. They include traditional measurement of
clinical parameters, radiological and microbiological
research. They can be used to develop a treatment
plan and maintenance therapy. Besides objectivity,
an important factor in choosing the method is the
practicality and simplicity in their execution. These
include probing the peri-implant pocket, clinical
determination of implant mobility and radiological
research.

Currently, few randomized controlled clinical
trials have been performed that would elucidate the
effectiveness of methods used in the treatment of
peri-implantitis [10]. In any case, the therapeutic ap-
proach is similar to that of periodontal diseases and
includes the following phases: systemic, hygienic, cor-
rective and supportive. As peri-implantitis is induced
by the presence of biofilm [13], its removal would



masura de bazd pentru stoparea procesului inflama-
tor si de osteorezorbtie [9]. Se desting metode non-
chirurgicale si chirurgicale. Acestea din urma se uti-
lizeazdin metodele rezective si regenerative. Pentru
decontaminarea suprafetei implantului e propus un
spectru larg de instrumente: periute, curete din titan,
Teflon, fibra de carbon, tipsuri modificate pentru
sistemele cu ultrasunet (Vector) sau abrazive (Perio
Flow) cu particule de glicind, eritritol sau bicarbonat,
lazer etc.Nici unul din metodele de decontaminare
nu au o eficacitate superioara [5]. Pe baza cercetérilor
limitate s-a presupus cé prelucrarea chirurgicala des-
chisd e mai eficientd decit cea inchisasi des stopeaza
progresarea periimplantitei si uneori chiar duce la
osteogenezdsi osteointegrare de novo [5]. Explan-
tarea poate fi efectuatain cazul aparitiei indicatiilor
absolute si relative. Indicatia absoluta spre explantare
o constituie mobilitatea clinicd[24]. Cea relativa apa-
rein cazul infectiei periimplantre rezistente, prezenta
tumorilor, radioterapia in regiunea OMF, osteomie-
lita maxilarelor, pierderea osoasa >2/3 lungimii im-
plantului.

Studiul dat a fost inspirat din incertitudinea care
mai persistasi in ziua de azi printre cercetatori si me-
dici-practicieni in alegerea planului de tratament in
multitudinea manifestarilor clinice a periimplanti-
tei. Dilema “a explanta sau a péstra” exista chiar si
atunci cind indicatiile par sigure si clare dar dorinta
de a oferiincd osansa implantului mai persista. Curi-
ozitatea de a gasi acel punct de neintoarcere si posi-
bilitdtile diagnosticului precoce la fel au motivat ini-
tierea acestui studiu. Mai ales ca noile provociri ale
mileniului adauga complexitate si imprevizibilitate la
tablourile clinice clasice cunoscute pana acum.

Scopul studiului

Analiza comparativa a metodelor conservativ
chirurgicale (péstrarea implantului) versus radica-
le (explantarea) de abord chirurgical in tratamentul
complicatiilor inflamatorii periimplantare.

Materiale si metode

In studiu au fost incluse cazurile clinice a 2 paci-
enti care s-au adresat la clinica stomatologica “OMNI
DENT” cu periimplantita. S-au comparat manifesta-
rea, tratamentul, evolutia la pacientul R.I.,M/ 63 ani
cu periimplantita la Im 2.5 si pacienta T.M.,F/ 33 ani
la Im 3.2. Criteriile de analizd au cuprins extinderea
defectului osos, aspectul tesuturilor moi, regenerarea
tisulard, timpul de reabilitare implanto-protetica.

Pentru obtinerea informatiei si efectuarea cal-
culelor necesare, pacientii au fost examinati clinic si
paraclinic, au fost studiate fisele de ambulator, orto-
pantomografiile (OPG). Gradul de rezorbtie osoasa
a fost determinat cu ajutorul sondei parodontale in
timpul examenului clinic sau intraoperator. Preope-
rator, in timpul consultarii pacientilor au fost discu-
tate planurile de tratament, conditiile de realizare a
acestora, posibile riscurisi complicatii, menajarea lor,
predictibilitatea metodelor.

be the basic measure to stop the inflammatory and
osteoresorption process [9]. Both, non-surgical and
surgical methods are used. The latter are used in re-
sective and regenerative methods. A wide range of
tools is proposed for decontamination of the implant
surface: brushes, curettes made of titanium, Teflon
or carbon fiber, modified tips for ultrasound (Vec-
tor) and abrasive (Perio Flow) systems with glycine
particles, erythritol or bicarbonate, laser, etc. .None
of the decontamination methods have a superior ef-
ficacy [5]. Based on limited research, it has been as-
sumed that open surgical procedure is more efficient
than closed one and often stops the progression of
peri-implantitis and sometimes even leads to de novo
osteogenesis and osteointegration [5]. Explantation
may be performed in case of absolute and relative in-
dications. The absolute indication for explantation is
clinical mobility [24]. The relative one appears in the
case of resistant peri-implant infection, the presence
of tumors, radiotherapy in the OMF region, osteomy-
elitis of the jaws, bone loss > 2/3 of the implant length.

This study was inspired by the uncertainty that
still persists today among researchers and practitio-
ners in choosing the treatment plan in the multitude
of clinical manifestations of peri-implantitis. The di-
lemma of “explanting or preserving” exists even when
the indications seem safe and clear, but the desire to
give the implant a chance still persists. The curiosity
to find that point of no return and the possibilities of
early diagnosis also motivated the initiation of this
study. Especially since the new challenges of the mil-
lennium add complexity and unpredictability to the
classic clinical pictures known so far.

Purpose of the study

Comparative analysis of conservative surgical
methods (implant preservation) versus radical (ex-
plantation) surgical approach in the treatment of
peri-implant inflammatory complications.

Materials and methods

The study included clinical cases of 2 patients who
went to the dental clinic “OMNI DENT” with peri-
implantitis. The manifestation, treatment, evolution
in the patient R.I., M / 63 years with peri-implantitis
at Im 2.5 and in the patient T.M., F / 33 years at Im
3.2 were compared. The analysis criteria included
the extension of the bone defect, the appearance of
the soft tissues, the tissue regeneration, the implant-
prosthetic rehabilitation time.

In order to obtain the necessary information and
perform the calculations, the patients were examined
clinically and paraclinically, the patient medical files
and orthopantomograms (OPG) were studied. The
degree of bone resorption was determined using the
periodontal probe during the clinical or intra-opera-
tive examination. Preoperatively, during the consult-
ing of the patients, the treatment plans, the conditions
for their realization, possible risks and complications,
the predictability of the methods were discussed.
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Fig.1. Tratamentul chirurgical-conservativ la pacienta T.M., F/33 ani (cazuistica Omni Dent): a.0PG la adresare; b.decolarea lamboului;
c.explantarea Im3.2; d.situatia dupa explantare Im3.2 si decontaminare Im3.3; e.implantoplastia; f.situatia dupa implantoplastie; g.inserarea
Kolapol; h.suturarea; i.0PG de control peste 6 luni dupa interventie.

Fig.1. Surgical-conservative treatment in .M. patient, F / 33 years (Omni Dent cases): a.0PG at first visit; b.flap detachment; c.Im3.2
explantation; d.situation after Im3.2 explantation and Im3.3 decontamination; e.implantoplasty; f.situation after implantoplasty; g.insertion of
Kolapol; h.suturing; i.0PG control more than 6 months post-operatively.

Pacienta T.M., F/33 ani s-a prezentat cu urmdtoa-
rele acuze: eliminari purulente, sangvinolente, dure-
re la periaj, miros neplacut, discomfort la masticatie
in zona anterioard a mandibulei.Din anamneza s-a
constatat, ca boala a apdrut cu aprox. 11 luni in urma
cu inflamatia gingiei si inposibiliatea de a mentine
nivelul de igiena la nivelul Im.3.2 si Im 3.3, implan-
tele fiind instalate 7 ani in urmd. Adresarea la medic
s-a aminat din cauza pandemiei COVID-19.

Examenul clinic a pacientei a confirmat acuzele,
notandu-se mucoasa in jurul implantelor respectivi
edematiatasi cianotica, durere la palpare. La exami-
narea OPG (Fig.1.a) se atesta un defect osos de Cla-
sa II dupa Spiekermann, implicand 2 implanturi. La
sondare adancimea pungii in jurul a 2 implanti a fost
de 7 mm. Dupd inlaturarea constructiei ortopedice
s-a constatat ca Im 3.2 este mobil, dar Im 3.3 e stabil
cu pierdierea osoasa aproape de 2/3. S-a luat decizia
de a explanta Im 3.2 si de a péstra Im 3.3 aplicAnd
tehnica chirurgicald conservativa reconstructiva.

Interventia chirurgicala (Fig.1.b-h) — dupa prea-
labila prelucrare si sub anestezie locala s-a efectuat o
incizie pe mijlocul crestei alveolare de la Im 4.2 pina
la Im 3.3 cu 2 incizii de degajare, s-a decolat lamboul
muco-periostal; s-a explantat Im3.2; s-a efectuat in-
laturarea granulatiilor, intra-operator s-a constatat
un defect osos cu 3 pereti de Clasa Ic dupa Schwarz;
decontaminarea cu ultrasunet si implantoplastia Im
3.3 la nivelul umérului implantului, prelucrarea cu

The patient T.M., F / 33 years old presented with
the following complaints: purulent and bloody elimi-
nations, pain when brushing, unpleasant smell, dis-
comfort when chewing in the anterior area of the man-
dible. From the anamnesis it was found that the disease
appeared with approx. 11 months ago with gum in-
flammation and the impossibility to maintain the hy-
giene at the level of Im.3.2 and Im 3.3, the implants be-
ing installed 7 years ago. The referral to the doctor was
postponed due to the COVID-19 pandemic.

Clinical examination of the patient confirmed the
complaints, noting edema and cyanosis of the muco-
sa around the implants and pain on palpation. Exam-
ination of OPG (Fig.1.a) shows a Class II bone defect
by Spiekermann, involving 2 implants. When prob-
ing, the depth of the pocket around 2 implants was 7
mm. After removing the orthopedic construction, it
was found that Im 3.2 is mobile, but Im 3.3 is stable
with bone loss close to 2/3. The decision was made to
explant Im 3.2 and to preserve Im 3.3 by applying the
conservative reconstructive surgical technique.

Surgical intervention (Fig.1.b-h) — after prior
antiseptic preparation and under local anesthesia,
an incision was made in the middle of the alveolar
ridge from Im 4.2 to Im 3.3 with 2 vertical incisions,
the muco-periosteal flap was open; Im3.2 explanted;
granulation tissue was removed, intra-operatively a
bone defect with 3 walls of Class Ic by Schwarz was
found; ultrasonic decontamination and Im 3.3 im-



Fig.2. Tratamentul chirurgical-radical la pacientul R.I., M/63 ani (cazuistica Omni Dent): a.0PG la adresare; b.decolarea lamboului; c.extractia d2.4;
d.explantarea Im2.5; e.situatia dupa chiuretaj; f.aplicarea KP-3M; g.suturarea; h.OPG la 4 luni post-operator; i.0PG dupa insertia implantului.

Fig.2. Surgical-radical treatment in patient R.I., M / 63 years old (Omni Dent cases): a.0PG at first visit; b.flap detachment; c.extraction d2.4;
d. Im2.5 explantation; e.situation after curettage; f.application of Kolapol; g.suturing; h.0PG at 4 months post-operatively; i.0PG after implant
insertion.

peroxid de hidrogen 3%, eliminarea particulelor de
titan de pe suprafata implantulu si a tesuturilor cu
jet de solutie fiziologicd, prelucrarea pligii osoase cu
Tetraciclina (praf),augmentareacu 2 pernufe de bio-
material sintetic KP-CP3LM; aplicarea suturilor se-
parate. Tratament antimcrobian cu Amoxicilina 1,0
gr indicat pe 5 zile si analgezic Fortin 100,0 mg la
durere. Zilnic s-au efectuat bai bucale cu solutie an-
tiseptica Loroben. Perioada post-operatorie a decurs
fard particularitati. Peste 7 zle au fost imlaturate sutu-
rile si reinstalatd constructia protetica. Peste 4 luni la
examinarea de control s-a observat gingia sdnatoasa
roz-pald, cu o manjeta bine formata dar cu 1-2 mm
mai apical si expunerea nesemnificativa a portiunii
crestale a implantului; examinarea OPG a atestat pro-
ducerea osteogenezei si posibil o reosteointegrare a
Im 3.3.

Pacientul R.I., M/63 ani s-a adresat cu urmatoa-
rele acuze: durere locald la masticatie, durere cronica
cu iradiere in regiunea zigomaticasi temporala, rare-
ori eliminari cu gust nepldcut in regiunea Im2.5.

Din anamneza s-a constatat, cd boala a aparut cu
aprox. 18 luni in urma ca durere cronica la nivelul
Im2.5, discomfort la periaj, implantul fiind instalat 5
ani in urma. Adresarea la medic s-a amanat din cauza
pandemiei COVID-19.

La examenul clinic nu s-au atestat schimbari de
culoare evidente a mucoasei, dar la palpare s-a con-
ststat un defect circular in peretele vestibular al cres-

plantoplasty on the shoulder of the implant, treat-
ment with 3% hydrogen peroxide, removal of tita-
nium particles from the implant surface and tissues
around with physiological solution jet, applying
Tetracycline (powder) on the bone wound, augmen-
tation with 2 pads of synthetic bone substitute KP-
CP3LM; application of separate sutures. Antimicro-
bial treatment with Amoxicillin 1.0 gr for 5 days and
Fortin 100.0 mg analgesic for pain. Oral baths with
Loroben antiseptic solution were taken daily. The
post-operative period passed without particularities.
After 7 days, the sutures were removed and the pros-
thetic construction was reinstalled. After 4 months at
the control examination, a pale pink healthy gum was
observed, with a well-formed peri-implant gingiva
but 1-2 mm more apical and insignificant exposure
of the crestal portion of the implant; OPG examina-
tion attested to the occurrence of osteogenesis and
possibly a re-osteointegration of Im 3.3.

The patient R.I., M / 63 years old, presented with
the following complaints: local pain on mastication,
chronic pain irradiating in the zygomatic and tempo-
ral region, rare eliminations with unpleasant taste in
the Im2.5 region.

From the anamnesis it was found that the disease
appeared with approx. 18 months ago as chronic pain
in Im2.5, discomfort when brushing, the implant be-
ing installed 5 years ago. The referral to the doctor
was postponed due to the COVID-19 pandemic.
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tei alveolare si elimindri sangvino-purulente la presi-
une. Pe OPG s-a observat un defect voluminos sferic
ce cuprindea mai mult de 2/3 a implantului. Dupa
sectionarea puntii Im2.5-2.7 s-a constatat ca Im2.5 e
mobil ceea ce constituie indicatia absoluta spre ex-
plantare.

Interventia chirurgicala (Fig.2.b-g) — dupa pre-
alabild prelucrare si sub anestezie locala s-a efec-
tuat o incizie sulculard de la d2.3 pina la d2.6 cu
prezervarea papilelor si cu 2 incizii de degajare, s-a
decolat lamboul muco-periostal; s-a extras d2.4, s-a
explantat Im2.5; s-a efectuat inldturarea chistogra-
nulomului; augmentarea cu 2 pernufe de biomateri-
al sintetic KP-CP3LM si aplicarea suturilor separate.
Tratament antimcrobian cu Amoxicilina 1,0 gr in-
dicat pe 5 zile si analgezic Fortin 100,0mg la durere.
Zilnic s-au efectuat bai bucale cu solutie antisepti-
cd Loroben. Perioada post-operatorie a decurs fara
particularitati. Peste 7 zile au fost inldturate suturile.
Examinarea OPG la 4 luni post-operator a atestat o
regenerare completdceia ce a permis inserarea unui
implant in pozitia 2.4. cu ulterioara protezare dupa
alte 4 luni.

Rezultate si discutii

Principiul dupa care s-au ales cazurile descrise
mai sus — complexitatea proceselor patologice si
caracterul mai putin obisnuit a situatiei in care s-au
aflat pacientii respectivi. In primul caz procesul pato-
logic a fost raspindit si pe implantul vecin si era mai
avansat decat la implantul de interes, deci defectul
era extins in toate trei dimensiuni. In al doilea caz
in procesul patologic a fost antrenat si dintele vecin,
rezultind cu un defect maresi un tablou clinic bogat.
Pe de altd parte ambii pacienti au comun perrioada
de carantina in care s-au aflat din cauza pandemiei
COVID-19i care i-a impiedicat sa se adresese la me-
dic la timp.

Examinarea clinicasi radiologicd preoperatorie si
postoperatorie la distantd sunt instrumentele indis-
pensabile in activitatea clinicasi stiintificasi permit
verificarea corectitudinii stabilirii si realizarii planu-
lui de tratament dar si evaluarii in timp si comparati-
ei metodelor folosite in studiul respectiv.

Una din metodele clinice de examinareeste de-
terminarea mobilitatii implantului. Detectata manu-
al sau cu ajutorul oricariu instrument, mobilitatea
clinica dovedeste pierderea totald a osteointegrarii si
prezinta indicatia absoluta spre extractia implantu-
lui [19].

Diagnosticul radiologic (OPG) la fel folosit in
studiu este o metoda standard in apreciarea nivelu-
lui osos marginal in jurul implantului i este un aliat
sigur in depistarea si monitorizarea periimplantitei
[7], simpldin executare si accesibila [26]. Clasifica-
rea roentghenologica utilizata pe larg si propusé de
Spiekermann cuprinde 4 clase: clasa I — rezorbtia
orizontala lineara, clasa II — rezorbtia in formd de
pilnie, clasa III — rezorbtie tunelara, clasa IV — re-
zorbtie tip fantd. Este de precizat ca totui situatia cli-

At the clinical examination there were no obvious
changes in the color of the mucosa, but on palpation
there was a circular defect in the vestibular wall of
the alveolar ridge and blood-purulent discharge on
pressure. A large spherical defect was observed on
the OPG, comprising more than 2/3 of the implant.
After sectioning the Im2.5-2.7 bridge, it was found
that Im2.5 is mobile, which is the absolute indication
for explantation.

Surgical intervention (Fig.2.b-g) — after prior
antiseptic preparation and under local anesthesia, a
sulcular incision was made from d2.3 to d2.6 with
the preservation of the papillae and with 2 vertical
incisions, the muco-periosteal flap was open; d2.4
was extracted, Im2.5 was explanted; cystogranuloma
was removed; augmentation with 2 pads of synthetic
bone substitute KP-CP3LM and application of sepa-
rate sutures. Antimicrobial treatment with Amoxicil-
lin 1.0 gr for 5 days and analgesic Fortin 100.0 mg
for pain. Oral baths with Loroben antiseptic solution
were taken daily. The post-operative period passed
without particularities. In 7 days the sutures were
removed. The OPG examination at 4 months post-
operatively attested a complete regeneration that al-
lowed the insertion of an implant in position 2.4 with
subsequent prosthesis after another 4 months.

Results and discussions

The principle according to which the cases de-
scribed above were chosen — the complexity of the
pathological processes and the less common character
of the situation in which the respective patients found
themselves. In the first case, the pathological process
was spread on the neighboring implant and was more
advanced than on the implant of interest, so the defect
was extended in all three dimensions. In the second
case, the neighboring tooth was also involved in the
pathological process, resulting in a large defect and a
rich clinical picture. On the other hand, both patients
have in common the quarantine period in which they
were due to the COVID-19 pandemic and which pre-
vented them from going to the doctor in time.

Remote preoperative and postoperative clinical
and radiological examination are indispensable tools
in clinical and scientific activity and allow to verify
the correctness of establishing and implementing the
treatment plan but also to evaluate over time and to
compare the methods used in that study.

One of the clinical methods of examination is
the determination of the implant mobility. Detected
manually or using any instrument, clinical mobility
proves the total loss of osseointegration and presents
the absolute indication for implant extraction [19].

Radiological diagnosis (OPG) also used in the
study is a standard method in assessing the marginal
bone level around the implant and is a safe ally in
detecting and monitoring peri-implantitis [7], sim-
ple to perform and accessible [26]. The widely used
roentgenological classification proposed by Spieker-
mann comprises 4 classes: class I — linear horizontal



nica totdeauna va fi mai grava decat datele imagistice
de orice fel [7].

In primul caz Clasa IT dupa Spiekermann vizuali-
zata radiologic s-a confirmat intra-operator ca fiind
un defect in forma de pilnie. In al doilea caz defectul
radiologic rotund intra-operator avea o forma sferi-
ca, iar rezorbtia in intimitatea suprafetei implantu-
lui radiologic vizualizatd ca fiind de Clasa IV dupa
Spiekermann s-a confirmat intra-operator ca un de-
fect tip fanta.

Utilizarea sondei parodontale la care s-a recurs
e considerata o metoda cu o eficacitate si simplita-
te sporita[12]. Indicele inalt de singerare la sondare
prezent in ambele cazuri e legat cu inflamatie seve-
rdin jurul implantului, indicele negativ insa ar indica
starea de sanatate ale tesuturilor periimplantare [9].
Adincimea sonddrii fiziologicdin cazul tesuturilor
sanatoase in mediu nu depaseste 3 mm [1]. Dacé va-
loarea respectiva este mai mare se poate presupune
prezenta unui proces inflamatoriu [16], dar nu este
cert ca are loc rezorbfia osoasa [2]. Pe baza acestor
cercetari clinice a fost elaborata clasificarea defecte-
lor osoase de catre Shcwarz et al., care la momentul
de fata este folositd pe scard larga [20].Se desting cla-
sa I — componentele intraosoase ale defectului si cla-
sa II — cele supraalveolare. Componetele intraosoase
la rindul lor clinic se impart in 5 clase: la — dehis-
cente orale sau vestibulare, Ib — dehiscente orale sau
vestibulare cu rezorbtia semicerculara spre centrul
corpului implantului, Ic — dehiscenta cu rezorbtia
circulara, Id — rezorbtia circulara cu pierderea corti-
calei oral si vestibular, Ie — rezorbtia circulara farea
pierderi corticale. De regula se intilneste o combina-
tie a defectelor de clasa I si clasa IT [20].

Rezultatele obtinute in acest studiu ne aratd ca
ambele metode au dat resultate satisfacatoare pentru
reluarea reabilitdrii implanto-protetice. Evaluand fie-
care din ele se poate observa cain primul caz planul
de tratament a fost destul de curajos tinind cont in
special de rezultatele sondarii care nu erau destul de
favorabile tehnicii consrvativ-chirurgicale. In plus
zona repectiva reprezintd o zona esteticési orice teh-
nica rezectiva ar duce la pierderea semnificativa ate-
suturilor ceea ce nu s-a putut admite, dar si pentru a
evita interventii de gingivoplastie suplimentare [15].

Dupi algoritmul clasic de luare a deciziilor in
cazul osteorezorbtiei >2/3 din corpul implantului
si PD >7mm se recomanda extractia chiar dacd nu
este o indicatie absoluti. In schimb in cazul rezorb-
tiei osoase <2/3 din corpul implantului si PD < 7mm
se recomandd metoda chirurgicald-conservativa. In
cazul rezobtiilor orizontale metoda de selectie va fi
cea rezectiva [6]. In cazul nostru ceea ce ne-a permis
saintreprindem incercarea data a fost rezorbtia ori-
zontala aproape absenta.

In ceea ce priveste implantoplastia, au fost folosi-
te freze in forma de flacdra cu scaderea treptata a ni-
velului de abraziune si polipanturi de silicon pentru
a lustrui suprafata cu scopul de a spori aderenta tesu-
turilor moi [17]. Este de mentionat insa ca procedura

resorption, class IT — funnel-shaped resorption, class
III — tunnel resorption, class IV — slit-type resorp-
tion. It should be noted that the clinical situation will
always be worse than imaging data of any kind [7].

In the first case, the radiologically visualized
Class II by Spiekermann was confirmed intra-oper-
atively as a funnel-shaped defect. In the second case,
the intra-operative round radiological defect had a
spherical shape, and the resorption in the intimacy
of the radiological implant surface visualized as Class
IV by Spiekermann was confirmed intra-operatively
as a slit-type defect.

The use of the periodontal probe is considered
a method with increased efficiency and simplicity
[12]. The high bleeding index on probing present in
both cases is related to severe inflammation around
the implant, but the negative index would indicate
the health of the peri-implant tissues [9]. The physi-
ological depth of probing in the case of healthy en-
vironment tissues does not exceed 3 mm [1]. If this
value is higher, the presence of an inflammatory pro-
cess can be assumed [16], but it is not certain that
bone resorption takes place [2]. Based on these clini-
cal researches, the classification of bone defects was
proposed by Shcwarz et al., which is currently widely
used [20]. Class I — the intraosseous components
of the defect and class II — the supraalveolar ones
are distinguished. The intraosseous components are
divided into 5 classes: Ia — oral or vestibular dehis-
cence, Ib — oral or vestibular dehiscence with semi-
circular resorption towards the center of the implant
body, Ic — dehiscence with circular resorption, Id —
circular resorption with oral and vestibular cortical
loss , Ie — circular resorption without cortical loss. A
combination of class I and class II defects is usually
encountered [20].

The results obtained in this study show that both
methods have given satisfactory results for the repeat-
ing of implant-prosthetic rehabilitation. Evaluating
each of them, it is clear that in the first case the treat-
ment plan was quite courageous, especially consider-
ing the results of the probing, which were not quite
favorable to the conservative-surgical technique. In
addition, the respective area is an aesthetic area and
any resective technique would lead to significant tis-
sue loss, which could not be allowed, but also to avoid
additional gingivoplasty interventions [15].

According to the classic decision-making algo-
rithm in case of osteoresorption >2/3 of the implant
body and PD >7mm, extraction is recommended
even if it is not an absolute indication. Instead, in
the case of bone resorption <2/3 of the implant body
and PD <7mm, the surgical-conservative method is
recommended. In the case of horizontal resorption,
the selection method will be the resective one [6]. In
our case, the almost absent horizontal resorption was
what allowed us to undertake this risky try.

Regarding implantoplasty, flame-shaped burs
with a gradual decrease in abrasion and silicone cups
were used to polish the surface in order to increase
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de implantoplastie nu a fost aplicatd pe toatd suprafa-
ta dezgolita a implantului cum presupune algoritmul
ci doar 2-3 mm de la umarul implantului pentru a nu
diminua din rezistenta mecanica a implantului [29]si
a nu impiedica o posibild reosteointegrare pe o por-
tiune cit mai mare posibila a suprafetei implantului.
Eliminarii microparticulelor de titan i-a fost acordata
deosebita atentie. Sunt date care afirmad ca titanul re-
zidual rezultatal implantoplastiei poate duce la esec si
pierderea ulrerioara a implantului [27].

Necesitatea administrarii antibioticilor desi de
mulfi este pusa la indoiald, a fost aleasa de noi ca o
masura de preventie. Se considera ca pentru implan-
turi frezati mésura data e mai eficace aproape de 2 ori,
dar a aratat rezultate sétisfacatoare dupd decontami-
naresiin cazul implantelor cu suprafata rugoasa[3]. E
important de precizat casi materialul de aditie folosit
Kolapol CP-3LM contine lincomicind si metronida-
zol, deci de rind cu efectul sistemic am obtinut si cel
local, care impreuna cu decontaminarea mecanicasi
chimicé anterioard exercitd o actiune tripldsi creste
predictivitatea metodei.

Defectul de Clasa Ic e unul putin favorabil in ceia
ce priveste terapia regenerativé pe care am adoptat-o
[22], dar cum a aratat examenul clinic si paraclinic
post-operator peste o perioada de 4 luni cazul nostru
a reusit sa facd parte din acea ratd micdposibila de
succes. Mai mult ca atit, probabil s-a produs si reoste-
ointegrarea care este pina in prezent recunoscuta de
putini ca fiind posibild [28]. Poate avea loc cind co-
incid un sir de conditii favorizante acestui proces[4]

Deci combinarea imlantoplastiei si metodei rcon-
structive ca si in cazul nostru poate suma avantajele
fiecareia din ele, aceastaideie fiind sustinutasi de ca-
tre Schwarz et al. [21].

Dupié explantare evidenta post-operatorie a de-
terminat lipsa semnelor de inflamatie si un relief osos
al crestei alveolare fara defecte.

In ambele cazuri s-a recurs la augmentarea cu bi-
omaterialul sintetic Kolapol KP-3LM ceia ce a con-
tribuit substantial la osteogeneza de novo in primul
caz ca o premiza pentru o posibila re-osteointegrare,
iar in al doilea — pentru a crea conditii favorabile
pentru implantarea ulterioara. Materialul dat a fost
ales pentru simplitatea utilizarii si accesibilitate in
conditiille tarii noastre [23]. Obiectivitatea rezulta-
telor imagistice post-operatorii nu poate fi pusa la
indoiald atit datoritatimpului parcurs de la inter-
ventiile in cauza cit si pentru faptul ca materialul de
aditie Kolapol KP-3LM are proprietati radiotranspa-
rente [14, 23].

E necesar de mentionat ca ambii pacienti nu au
avut acces la ingrijire medicald de la momentul apa-
ritiei simptomelor pentru un timp indelungat din
cauza carantinei impuse de pandemia COVID-19.
Ceea ce ne sugereaza cain cazul adresarii la timp
in primul caz ar fi fost posibil de tratat complicatia
fard a utiliza metode chirurgicale si pastrarii atit a
implantului vecin cit si a osului inconjuritor. In al
doilea caz, la fel ar fi posibil de luat masuri inclusiv

the adhesion of soft tissues [17]. It should be noted,
however, that the implantoplasty procedure was not
applied on the entire bare surface of the implant as
the algorithm assumes but only 2-3 mm from the im-
plant shoulder in order not to diminish the mechani-
cal strength of the implant [29] and not to impede
a possible re-osteointegration on as large portion of
the implant surface as possible. Particular attention
was paid to the removal of titanium micro particles.
There are data that state that the residual titanium
resulting from implantoplasty can lead to failure and
subsequent loss of the implant [27].

The need for antibiotics, although questioned by
many, has been chosen by us as a preventative mea-
sure. It is considered that for milled implants this mea-
sure is almost 2 times more effective, but it showed
satisfactory results after decontamination in the case
of implants with a rough surface [3]. It is important to
note that synthetic bone substitute Kolapol CP-3LM
used by us contains lincomycin and metronidazole,
so along with the systemic effect we obtained the lo-
cal one, which together with the previous mechanical
and chemical decontamination exerts a triple action
and increases the predictability of the method.

The Class I defect is a less favorable in terms of
the regenerative therapy we adopted [22], but as the
post-operative clinical and paraclinical examination
showed over a period of 4 months, our case managed
to be part of that low possible success rate. Moreover,
re-osteointegration has probably occurred, which is
so far recognized by few as possible [28]. It can oc-
cur when a number of conditions conducive to this
process coincide [4].

So the combination of the implantoplasty and of
reconstructive method as in our case can add the ad-
vantages of each of them, this idea being supported
by Schwarz et al. [21].

After explantation, the post-operative evidence
determined the absence of signs of inflammation and
a bony relief of the alveolar ridge without defects.

In both cases, augmentation was used with the
synthetic bone substitute Kolapol KP-3LM, which
contributed substantially to de novo osteogenesis in
the first case as a premise for a possible re-osteoin-
tegration, and in the second — to create favorable
conditions for subsequent implantation. The given
material was chosen for its simplicity of use and ac-
cessibility in the conditions of our country [23]. The
objectivity of postoperative imaging results cannot
be doubted both due to the time elapsed since the
interventions occurred and to the fact that synthetic
bone substitute Kolapol KP-3LM has radiolucent
properties [14, 23].

It should be noted that both patients have not
had access to medical care since the onset of symp-
toms for a long time due to the quarantine imposed
by the COVID-19 pandemic. Which suggests that in
the case of timely addressing in the first case it would
have been possible to treat the complication with-
out using surgical methods and preservation of both



pentru pastrarea dintelui 24 prin explantarea timpu-
rie sau viceversa pentru incercarea pastrarii implan-

the neighboring implant and the surrounding bone.
In the second case, it would also be possible to take

tului. measures to preserve the tooth 2.4 by early explanta-
tion or vice versa to try to preserve the implant.
Concluzii
1. Combinarea implantoplastiei si metodei re- Conclusions
constructive aduce la sumarea avantajelor fie- 1. The combination of the implantoplasty and of
carii din metode: da posibilitate de a recapata the reconstructive method leads to the sum of
atasamentulmucosaei de suprafata implan- the advantages of each of the methods: it gives
tului, cu migrarea redusi a gingiei margina- the possibility to regain the attachment of the
lespre apical datoritd augmentarii osoase pe o mucosa to the implant surface, with reduced
portiune semnificativd a implantului. apical migration of the marginal gum due to
2. Efectuarea decontaminarii chimice si meca- bone augmentation on a significant portion of
nice, antibioticoterapiei si folosirii materialu- the implant.
lui de aditie osoasa cu continut de antibiotice 2. Carrying out chemical and mechanical de-
permite sa capatdm o actiune tripld asupra fo- contamination, antibiotic therapy and the use
carului de rezorbtie si prin aceasta de a creste of synthetic bone substitute containing anti-
probabilitatea succesului. biotics allows us to get a triple action on the
3. Explantareas-a dovedit a fi o metodd sigura epicenter of resorption and thereby increase
de a restabili starea de sanatate si volumul the probability of success.
necesar pentru reimplantarea si reabilitarea 3. Explantation has proven to be a safe method
implanto-proteticd ulterioara. of restoring health and the volume needed
4. Adresarea pacientilor la timp ar permite sto- for re-implantation and subsequent implant-
parea raspindirii inflamatiei si ca consecintd prosthetic rehabilitation.
a rezorbtiei osoase, ar diminua semnificativ 4. Timely addressing of patients would stop the
indicatiile catre explantare. spread of inflammation and, as a consequen-
5. Perioada carantinei din cauza pandemiei CO- ce, bone resorption, would significantly redu-
VID-19 probabil a dus la cresterea incidentei ce indications for explantation.
complicatiilor reabilitarii implanto-protetice 5. The quarantine period due to the COVID-19

sila agravarea tablului clinic comun din cauza
imposibilitatii adresarii la medic la inceputul
aparitiei simptomelor initiale.

pandemic probably led to an increase in the
incidence of complications of implant-pros-
thetic rehabilitation and to a worsening of the
common clinical picture due to the impossi-
bility of addressing a doctor at the beginning

miento quirurgico combinado de ciru-
gia resectiva y regenerativa en el trata-
miento de periimplantitis. Periodoncia
Clinica 20015; 1:28-36.

of the initial symptoms.
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Rezumat

Introducere. Grefele osoase constituie o
componentd necesard a protocolului de in-
grijire pentru persoanele cu despicaturi labio-
maxilo-palatine (DLMP). Evaluarea radiolo-
gicd constituie un instrument indispensabil
in evaluarea integrérii grefei osoase la nivelul
despicéturii.

Scopul lucririi: Evaluarea inal{imii inter-
dentale a crestei alveolare la pacienti cu des-
picaturl labio-maxilo-palatine la etapa pre- si
postoperatorie in scopul aprecierii integrarii
grefei osoase in zona despicaturii.

Material si metode. Studiu clinic transver-
sal, care a inclus 34 de pacienti cu DLMP; cu
distributie egald pe sexe, cu o vérstd medie de
17,6+0,43 ani. Acestia au urmat ulterior trata-
ment chirurgical cu grefare osoasa in regiunea
despicaturii. Evaluarea radiologica a fost efec-
tuatd pre- si postoperator (peste 6 luni), con-
form scalei de apreciere propusd de Abyholm
si colab. Evaluarea statistca a datelor s-a efec-
tuat prin coeficientul de corelare Pearson.

Rezultate. In total au fost observate rezul-
tate favorabile postoperatorii. Initial, conform
evaluarii radiologice, pacientii prezentau la
etapa preoperatorie tipul IIT — 29,4% (n=10)
si tipul IV — 70,6% (n=24) a inal{imii inter-
dentale a crestei alveolare. In urma grefarii
osoase s-a inregistrat la 52,9% (n=18) — tipul
I, preponderent la pacientii de sex feminin
(n=11) si 47,1% (n=16) — tipul II a inaltimii
interdentale a crestei alveolare, fiind inregis-
trat preponderent la pacientii de sex masculin
(n=10). Diferente statistic semnificative intre
sexe nu s-au inregistrat (p=0,132). Rezultatele
de succes obtinute prin grefarea osoasd se-
cundard in regiunea despicaturii a permis de
a continua tratamentul de reabilitare a pacien-
tilor cu DLMP.

Summary

Introduction. Bone grafts are a necessary
component of the care protocol for patients
with cleft lip and palate (CLP). Radiological
evaluation is an essential tool in evaluating the
integration of the bone graft at the cleft area.

Aim: Evaluation of the interdental height
of the alveolar ridge in patients with CLP at
the pre- and postoperative stages in order to
assess the integration of bone graft in the cleft
area.

Material and methods: Cross-sectional
clinical study, which included 34 patients
with CLP; with equal distribution by gender,
with an average age of 17.6+0.43 years. The
study group underwent surgical treatment
with bone grafting in the cleft region. The ra-
diological evaluation was performed pre- and
postoperatively (over 6 months), according to
the scale of assessment proposed by Abyholm
et al. Statistical evaluation of the data was per-
formed by the Pearson correlation coefficient.

Results: Overall, favorable postoperative
results were observed. Initially, according
to the radiological evaluation, the patients
presented at the preoperative stage type III -
29.4% (n = 10) and type IV - 70.6% (n = 24)
of the interdental height of the alveolar ridge.
Following bone grafting, it was recorded at
52.9% (n = 18) - type I, mainly in female pa-
tients (n = 11) and 47.1% (n = 16) - type II
of the interdental height of the alveolar ridge
, being predominantly registered in male pa-
tients (n = 10). Statistically significant differ-
ences between the sexes were not recorded (p
= 0.132). The successful results obtained by
secondary bone grafting in the cleft region
allowed to continue the rehabilitation treat-
ment of patients with CLP.

Conclusion: Radiological evaluation of
secondary bone grafting in the cleft area in
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Concluzie: Evaluarea radiologica a grefa-
rii osoase secundare in zona despicaturii prin
prisma aprecierii indltimii crestei alveolare
conform scalei lui Abyholm si colb. constituie
un instrument diagnostic valoros, usor dispo-
nibil pentru evaluarea stérii osului grefat.

Cuvinte-cheie: despiciturd labio-maxilo-
palatina, grefare osoasa secundard, indlfimea
crestei alveolare interdentale

Introducere

Despicaturile labio-maxilo palatine (DLMP) con-
stituie un defect care se formeazd intre saptdmanile
patru si noud de sarcind. Aproximativ 1 din 700 de
copii sunt nascuti cu DLMP [1][2][3], iar corectiile
acestora implica un tratament indelungat de-a lun-
gul anilor [2].

Despicatura de buzéd constituie un esec a fuzi-
ondrii proceselor maxilare si nazale mediane. Des-
picitura de palat apare in consecinta nefuzionarii
proceselor palatine laterale ale palatului dur. [1][4]
[5] Despicaturile oro-faciale difera in dimensiune,
variind de la un defect limitat la tesuturile moi pana
la despicituri complete care se pot extinde prin pa-
latul dur, procesul alveolar, planseul nazal si buza.
(6] Intrebarile majore in cercetirile contemporane
din domeniul DLMP, sunt focusate asupra cdilor
de imbunatafire a bazei de eviden{d a interven-
tiilor de tratament utilizate in optimizarea calitétii
tare, in prim plan sunt previzute madsurile de pro-
filaxie primard a acelor maladii si tulburdri care
pot fi supuse preventiei. [3] Un obiectiv esential al
tratamentului din cadrul ingrijirii interdisciplina-
re a pacientilor cu DLMP este umplerea osoasa a
despicaturii alveolare, care a fost pentru prima data
mentionatd in literaturd la inceputul secolului 20 si a
fost realizata cu succes din 1955. [7] Pe langa stabi-
lirea continuitdtii maxilare cu stabilizarea segmen-
telor osoase, suportul osos a nasului si a buzei, se
va directiona procesul de restituire si imbunétatire a
esteticii faciale. [4][7] In consecinti, o matrice osoa-
sd este asiguratd pentru alinierea dintilor, adiacenti
despicaturii, deplasati sau afectati, la fel fiind folosita
si ca un substrat pentru inserarea implantelor sau a
constructiilor protetice. [7]

Fiecare din acesti pacien{i necesitd o reabilitare
enorm de voluminoasd, iar o parte considerabild a
acesteia va fi orientata spre restabilirea ocluziei den-
tare. [8]

La nivel national s-au realizat numeroase studii
ce au abordat tematica osteogenezei cu rezultate de
perspectiva in reabilitarea defectului osos. [9,10,11]
D. Sirbu si colab. (2016) mentioneazd ca multitu-
dinea metodelor de creare a ofertei osoase vin sa
completeze posibilitatile medicinei contemporane.
Reconstructia crestelor osoase atrofiate in reabilitarea
implantoproteticd oferd rezultate previzibile ce pot
servi pacientului chiar si in situatiile clinice dificile

terms of assessing the height of the alveolar
ridge according to the scale of Abyholm et
al. is a valuable diagnostic tool, readily avail-
able for assessing the condition of the grafted
bone.

Keywords: cleft lip and palate, secondary
bone grafting, height of the interdental alveo-
lar ridge.

Introduction

Cleft lip and palate (CLP) is a defect that forms
between four and nine weeks of pregnancy. About 1
in 700 children are born with CLP [1] [2] [3], and
their corrections involve long-term treatment over
the years [2].

The cleft lip is a failure of fusion on the median
maxillary and nasal processes. The cleft of the pal-
ate appears as a consequence of the non-fusion of
the lateral palatal processes of the hard palate. [1] [4]
[5] Orofacial fissures differ in size, ranging from a
limited defect in soft tissues to complete fissures that
can extend through the hard palate, alveolar process,
nasal floor, and lip. [6] The major questions in con-
temporary research in the field of CLP are focused on
ways to improve the evidence base of treatment in-
terventions used in optimizing the quality of care. [3]
Among the scientific and humanitarian objectives,
the primary prevention measures of those diseases
and disorders that can be prevented are provided
in the prevention [3] A key objective of treatment
in the interdisciplinary care of patients with CLP
is bone filling of the alveolar cleft, which was first
mentioned in the literature in the early 20th century
and has been successfully performed since 1955. [7]
Establishing the maxillary continuity with the stabi-
lization of the bone segments, the bony support of
the nose and the lip, will direct the process of resti-
tution and improvement of the facial aesthetics. [4]
[7] Consequently, a bone matrix is provided for the
alignment of the teeth, adjacent to the cleft, displaced
or affected, as well as being used as a substrate for the
insertion of implants or prosthetic constructions. [7]

Each of these patients require an enormously vo-
luminous rehabilitation, and a considerable part of
it will be directed towards the restoration of dental
occlusion. 8]

At national level, numerous studies have been
conducted that have addressed the issue of osteogene-
sis with promising results in the rehabilitation of bone
defect. [9,10,11] D. Sirbu et al. (2016) mention that
the multitude of methods for creating bone supply
come to complete the possibilities of contemporary
medicine. Reconstruction of atrophied bone ridges
in implant-prosthetic rehabilitation provides predict-
able results that can serve the patient even in difficult
clinical situations to restore the comfort of anatomi-
cal, functional and aesthetic rehabilitation [9].

Numerous methods have been proposed in the
evaluation of the bone grafting (BG) process. A more



pentru ai reintoarce confortul reabilitdrii anatomi-
ce, functionale si estetice [9].

Numeroase metode au fost propuse in evalua-
rea procesului de grefare osoasd (GO). O cale mai
precisd prezintd analiza GO prin examinarea radio-
logica. Imagistica de diagnostic devine esentiald re-
alizatd de efectuarea GO, avand scopul evaluarii di-
mensiunii defectului despicaturii alveolare, poziiei
si nivelului tesutului osos adiacent dintilor, la fel
si prezenta dintilor supranumerari. [12][13][14][15]
[16] Dupa efectuarea GO, evaluarea radiologica
va permite de a determina rezultatele interventiei,
prin aprecierea umplerii osoase a defectului, statu-
sul de eruptie a incisivului lateral sau a caninului
adiacent despicaturii. La fel va fi apreciat §i carac-
terul adecvat a tesutului osos pentru implantarea
endo-osoasa ulterioara. [13]

Material si metode

Studiu clinic transversal, care a inclus 34 de paci-
enti cu DLMP; cu distributie egala pe sexe, cu o var-
std medie de 17,640,43 ani. Acestia au urmat ulterior
tratament chirurgical cu grefare osoasé in regiunea
despicaturii. Evaluarea radiologica a fost efectuata
pre- si postoperator (peste 6 luni), conform scalei de
apreciere propusa de Abyholm si colab. Masurari ra-
diologice periapicale a indl{imii septului inter-alveo-
lar, in calitate de sistem de gradare au fost populari-
zate de catre Abyholmetal. (1981) (Fig.1). [17][18]
Aceasta gradare clasifica indltimea crestei osoase in:

e Tipull: 75% pana la 100% din indltimea cres-

tei alveolare ramase;

e TipulII: 50% pana la 75% din inéltimea cres-

tei alveolare ramase;

e Tipul III: mai putin de 50% din inal{imea

crestei alveolare ramase;

e Tipul IV: nu mai rdméne nici-un pod osos

continuu [7].

Imagistica diagnostica efectuatd inainte de GO
devine fundamentala pentru echipa de chirurgi in
planificarea interventiei si minimalizarea deficitului
sau excesul recoltarii GO.
Aceasta, la randul sédu, re-
duce timpul total de opera-
re, costurile interventiilor
chirurgicale si riscurile de
morbiditate, imbunatatind
in acelasi timp rezultatul
tratamentului. [7]

Evaluarea statistcd a da-
telor s-a efectuat prin coefi-
cientul de corelare Pearson.

Rezultate

In total au fost observate
rezultate favorabile postope-
ratorii. Initial, conform eva-
luarii radiologice (tabelul 1),
pacientii prezentau la etapa
preoperatorie tipul III —

Fig. 1. Reprezentarea schematicd a indltimii osoase alveolare
(Abyholm si colab., 1981; Bergland si colab., 1986; si Opitz si
colab., 1999) [7]

Fig. 1. Schematic representation of alveolar bone height
(f\byholm etal., 1981; Bergland et al., 1986; and Opitz et al.,
1999) [7]

precise pathway presents BG analysis by radiological
examination. Diagnostic imaging becomes essential
when performing BG, in order to assess the size of
the alveolar cleft defect, the position and level of
bone tissue adjacent to the teeth, as well as the pres-
ence of supernumerary teeth. [12] [13] [14] [15] [16]
After performing the BG, the radiological evaluation
will allow to determine the results of the interven-
tion, by assessing the bone filling of the defect, the
eruption status of the lateral incisor or the canine ad-
jacent to the cleft. The adequacy of the bone tissue
for subsequent endosseous implantation will also be
assessed. [13]

Material and methods

Cross-sectional clinical trial, which included 34
patients with CLP; with equal distribution by gen-
der, with an mean age of 17.6+0.43 years. They sub-
sequently underwent surgical treatment with bone
grafting in the cleft region. The radiological evalu-
ation was performed pre- and postoperatively (over
6 months), according to the scale of assessment pro-
posed by Abyholm et al. Periapical radiological mea-
surements of inter-alveolar septum height as a grad-
ing system have been popularized by Abyholm et al.
(1981) (Fig. 1). [17] [18] This grading classifies the
height of the bone crest into:

o Typel: 75% to 100% of the remaining alveolar

ridge height;

o Type II: 50% to 75% of the height of the re-

maining alveolar ridge;

o Type III: less than 50% of the height of the re-

maining alveolar ridge;

o Type IV: no continuous bony bridge remains

[7].

Diagnostic imaging performed before BG be-
comes fundamental for the team of surgeons in plan-
ning the intervention and minimizing the deficit or
excess of BG harvest. This, in turn, reduces the total
operating time, costs of surgery and the risk of mor-
bidity, while improving the outcome of treatment. [7]

Statistical evaluation of
the data was performed by
the Pearson correlation co-
efficient.

Results

In total, favorable post-
operative results were ob-
served. Initially, according
to the radiological evalua-
tion (table 1), the patients
presented at the preopera-
tive stage type III - 29.4%
(n = 10), of which the male
patients constituted - 60%,
and the female - 40%; and
type IV - 70.6% (n = 24) of
the interdental height of the
alveolar ridge: 45.8% - in
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Tabelul 1. Distributia pacientilor cu DLMP la etapa pre-operatorie in dependentd de indltimea interdentald a crestei alveolare
clasificata dupa tipul | 1a IV (conform lui Abyholm)

Parametru Tipul III Tipul IV Total

Sex n % 11 n % 11 n

Masculin 6 60,0 29,6-90,4 11 45,8 25,9-65,8 17 x2=0,567; gl=1;
Feminin 4 40,0 9,6-70,4 13 54,2 34,2-74,1 17 p=0,452
Total 10 100,0 24 100,0 34

Table 1. Distribution of patients with DCLP at the preoperative stage according to the interdental height of the alveolar ridge
dassified according to type | to IV (by Abyholm)

Parameter Type IIT Type IV Total

Gender n % 1 n % 1 n

Male 6 60,0 29,6-90,4 11 45,8 25,9-65,8 17 x2=0,567; gl=1;
Female 4 40,0 9,6-70,4 13 54,2 34,2-74,1 17 p=0,452
Total 10 100,0 24 100,0 34

Tabelul 2. Distributia pacientilor cu DLMP la etapa post-operatorie in dependentd de indltimea interdentald a crestei alveolare
clasificata dupa tipul | 1a IV (conform lui Abyholm)

Tipul I Tipul IT Tipul III | Tipul IV Total
Sex n % 1 n % 1 n| % | n| % n
- X2=5,616;
Masculin 7 389 |164-61,4| 10 62,5 |388-862| - - - - 17 13,
Feminin 11 | 61,1 [386-836| 6 | 375 [138612| - | - | - | - | 17 pEO_l W
Total 18 100,0 16 100,0 - - - -- 34 ’

Table 2. Distribution of patients with CLP at the postoperative stage according to the interdental height of the alveolar ridge
dassified according to type | to IV (by Abyholm)

Type I Type II TypeIIl | TypelV Total
Gender n % 1 n % 1 n % n % n
Male 7 | 389 |164-614] 10 | 625 |388862| - | - | - | - | 17 | X¥=>016
Female 11 | 61,1 |386836| 6 375 |138612| - | - | - | - | 17 %1):13;2
Total 18 | 100,0 16 | 100, -1 -1 | T

29,4% (n=10), dintre care pacientii de sex masculin a
constituit — 60%, iar de sex feminin — 40%; si tipul
IV — 70,6% (n=24) a inéltimii interdentale a crestei
alveolare: 45,8% — la sex masculin si 54,2% la sex fe-
minin. Diferente statistc semnificativ intre cele doua
grupuri nu s-au inregistrat (p=0,452).

In urma grefarii osoase (tabelul 2), s-a inregistrat
la 52,9% (n=18) — tipul I, preponderent la pacientii
de sex feminin (61,1%) iar la pacientii de sex mascu-
lin (38,9%). Tipul II a inaltimii interdentale a crestei
alveolare (47,1%), fiind inregistrat preponderent la
pacientii de sex masculin (62,5%), fatd de sexul fe-
minin (37,5%). Diferente statistic semnificative intre
sexe nu s-au inregistrat (p=0,132). Rezultatele de suc-
ces obtinute prin grefarea osoasa secundara in regiu-
nea despicaturii a permis de a continua tratamentul
de reabilitare a pacientilor cu DLMP.

Discutii

In urma grefarii osoase in zona despiciturii am
inregistrat rezultate satisficatoare conform scalei lui
Bergland si Abyholm referitor la inalfimea crestei
alveolare in regiunea despiciturii, la o distantd de 6
luni post-operator (tabelul 2). A avut loc tranzitia de
la tipul IIT (29,4%) si IV (70,6%) spre tipul I (52,9%)
si I (47,1%). Nu am obtinut diferente semnificativ
statistice in ce priveste diferentele intre sexe la etapa

males and 54.2% in females. Statistically significant
differences between the two groups were not record-
ed (p = 0.452).

Following bone grafting (Table 2), it was recorded
at 52.9% (n = 18) - type I, mainly in female patients
(61.1%) and in male patients (38.9%). Type II of the
interdental height of the alveolar ridge (47.1%), be-
ing registered mainly in male patients (62.5%), com-
pared to females (37.5%). Statistically significant dif-
ferences between the sexes were not recorded (p =
0.132). The successful results obtained by secondary
bone grafting in the cleft region allowed to continue
the rehabilitation treatment of patients with CLP

Discussions

Following bone grafting in the cleft area, we
recorded satisfactory results according to the Ber-
gland and Abyholm scale regarding the height of
the alveolar ridge in the cleft region, at a distance
of 6 months postoperatively (table 2). The transi-
tion from type III (29.4%) and IV (70.6%) to type I
(52.9%) and II (47.1%) took place. We did not ob-
tain statistically significant differences in terms of
differences between the sexes at the pre- (p = 0.452)
and postoperative stage (p = 0.132), which leads us
to conduct further studies on larger samples of pa-
tients.



pre- (p=0,452) si post-operatorie (p=0,132), ceea ce
ne determind de a realiza studii ulterioare pe esanti-
oane mai extinse de pacienti.

Un studiu efectuat de Tomar et al. (2017) in ce
priveste evaluarea radiologicd la 20 de pacienti cu
DLMP la un interval de 1 saptaména, 1 lund, 6 luni
in urma efectudrii GO din creasta iliaca a folosit
scala de evaluare radiografica Bergland. Rezultate
satisfacatoare au fost obtinute in 95% cazuri, modi-
ficirile demonstrand diferente semnificativ statistic
(p=0.017) [19].

Concluzie:

Evaluarea radiologica a grefarii osoase secundare
in zona despicaturii prin prisma aprecierii inal{imii
crestei alveolare conform scalei lui Abyholm si colab.
constituie un instrument diagnostic valoros, usor
disponibil pentru evaluarea starii osului grefat.

Importanta practica: Studiul prevede evaluarea
radiologica a integrarii ofertei osoase in zona des-
picaturii, utilizind scala propusa de Abyholm si
colab. Acest instrument usor disponibil contibuie
eficient in managementul pacientilor cu DLMP.

A study by Tomar et al. (2017) regarding the
radiological evaluation in 20 patients with CLP at
an interval of 1 week, 1 month, 6 months after per-
forming BG from the iliac crest used the Bergland
radiographic evaluation scale. Satisfactory results
were obtained in 95% of cases, the changes dem-
onstrating statistically significant differences (p =
0.017) [19].

Conclusion

Radiological evaluation of secondary bone graft-
ing in the cleft area in terms of assessing the height of
the alveolar ridge according to the scale of Abyholm
etal. is a valuable diagnostic tool, readily available for
assessing the condition of the grafted bone.

Practical importance. The study provides a
radiological assessment of the integration of bone
supply in the cleft area, using the scale proposed by
Abyholm et al. This readily available tool contrib-
utes effectively to the management of patients with
CLP.

Int. J. Oral Maxillofac. Surg., vol. 45, no.
11, pp. 1333—1340, 2016.
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Rezumat

Tumorile benigne ale tesutului adipos cu
localizare oro-maxilo-faciald prezintd o pro-
blema actuald, avand o frecventa inaltd cu
manifestari variate provocand discomfort
morfo-functional si estetic pacientilor. Acest
articol este bazat pe analiza comparativa a 2
pacienti care prezintda tumori benigne din
tesutul adipos cu localizare in regiunea OME,
un pacient diagnosticat cu lipom solitar si
alt pacient cu lipomatoza simetrica benigna
cervicald anterioara. Literatura de specialita-
te ne oferd 2 metode de extirpare a tumorilor
tesutului adipos Liposactia si Lipectomia, in
articol se descrie eficacitatea acestor metode.
Studiul a demonstrat cd tumorile tesutului
adipos pot avea aceeasi origine morfologicad
insd evolutie si particularitati clinice diferite.
Adresarea precoce a pacientilor si depistarea
timpurie a formatiunilor micsoreazd timpii
operatori, morbiditatea si reabilitarea posto-
peratorie.

Cuvinte-cheie: Lipom solitar, lipomatoza
simetrica benigna, Morbul Madelung

Introducere

Lipomul este o tumoare benigna din celule adi-
poase care se prezintd ca un nodul moale indolor
incapsulat intr-un strat subtire de tesut fibros cu di-
mensiuni de aproximativ 1->10 cm [7]. Aceste tumori
sunt frecvent localizate la nivelul capului si regiunea
cervicala posterioard precum si localizari mai rar in-
talnite glanda parotidd, cavitatea bucald (preponde-
rent mucoasa bucald, limba, buze si planseul bucal),
regiunea faringiana (preponderent hipofaringe si
retrofaringe) [2]. A fost estimat ca prevalenta aces-
tei boli este de 13-20% in regiunea capului si gatului
intdlnim insa si afirmatii despre faptul ca prevalenta
lor este incerta [8].
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Summary

Benign tumors of fat tissue with local-
ization in oral and maxillofacial region are
an ongoing problem, with a high frequency
and various manifestation causing morpho-
functional and aesthetic discomfort for the
patient. The article is based on compara-
tive analysis of 2 patients that have benign
tumors of the adipose tissue in the OMF
region, one patient diagnosed with solitary
lipoma and over patient with benign sym-
metric lipomatosis with anterior cervical
localization. The specialized literature offers
2 methods of lipomatous tumor removal Li-
posuction and Lipectomy, in the article we
describe the effectivity of the 2 methods.
This study proved that benign tumors of
fat tissue can have common morphological
origin but different progression and clini-
cal features. Early addressing of the patients
and early detection diminishes the duration
of the surgery, morbidity and rehabilitation
of the patient.

Keywords: Lipoma, Benign symmetric li-
pomatosis, Madelung’s disease.

Introduction

Lipoma is a benign tumor of adipose tissue that
present as a soft, painless, incapsulated in a thin
layer of connective tissue nodule having approxima-
tively 1->10 cm size [7]. Most common site of oc-
currence are areas of the head and posterior cervical
region, less common regions in which lipomas are
seen are parotid gland, oral cavity (most often buc-
cal mucosa, tongue, lips and the floor of the mouth),
pharyngeal region (hypopharynx and retropharynx)
[2]. The prevalence of the disease was estimated as
13-20% in the head and neck regions however, there
are statements that the prevalence of the disease is
uncertain [8].



Perioada de aparitie a lipomului este mai mult
caracterizata anilor 40-60 de viata, bdrbatii sunt mai
afectati ca femeile iar copii practic nu prezinta aceas-
ta nozologie [7].

De obicei lipomul nu prezinta pericol pentru
pacienti cu exceptia compresarii nervilor, care se ma-
nifesta prin acuze din partea pacientilor ca dureri si
deregliri de sensibilitate-motorii, sau la localizarea
acestora in proximitatea cdilor respiratorii superioare
cu obstructia acestora, pot fi dereglari de respiratie,
deglutitie, schimbarea timbrul vocii, insa aceste ma-
nifestari apar doar dupa ce tumoarea a atins dimensi-
uni considerabile. [2]

O clasificare a lipomului este redatd in manualul
»Atlas of Head and Neck Pathology”,Bruce M. Wen-
ing, la fel descrisd si in articolul ,,Lipoma pathology”,
de Ahmed Charifa si coautorii, data de apartenenta
histopatologica: 1.Lipoma conventionala; 2.Angio-
lipoma; 3.Angiomyolipoma; 4.Myxoid lipoma; 5.Fi-
brolipoma; 6.Myolipoma; 7.Myelolipoma; 8.Chon-
droid lipoma; 9.Intramuscular (infiltrativ) lipoma;
10.Pleumorfic lipoma.

Cauza exactd a aparitiei lipomului nu este cunos-
cutd. Exista o posibild conexiune intre trauma si li-
pomul, explicat prin faptul formarii de pseudolipomi
postraumatici care prolabeaza prin fascie ca rezultat
al impactului direct. O alta explicatie ar fi diferenci-
erea si proliferarea preadipocitelor mediate de cito-
kine ca consecinta a traumei tesuturilor moi si for-
marea hematomului [1]. Factorul ereditar joaca un
rol in aparitia lipomului, 2%-3% din pacientii afectati
au leziuni multiple mostenite familiar [8]. Incidenta
lipomului este marita la pacientii cu obezitate, hiper-
lipidemie si diabet zaharat [7].

O altd manifestare a tumorilor din tesutul adipos
o prezinta lipomatoza. Lipomatoza simetrica benig-
nd a fost pentru prima datd descrisé de Sir. Benjamin
Brodis in 1846 la un pacient care a prezentat o acu-
mulare de tesut adipos in regiunea submentald, cer-
vicald posterioard si postauriculard. Intr-un review
de 65 pacienti in 1898, Launoise si Bensaude descriu
lipomatoza simetrica benigna drept un sindrom dis-
tinct caracterizat de o acumulare difuzd, simetrica de
tesut adipos in regiunea cervicala [6].

Lipomatoza simetricd benigna, denumitd la fel si
Morbul Madelung, este o tulburare rard caracterizata
prin prezenta maselor multiple, simetrice, neincap-
sulate de tesut adipos localizate in regiunea cervica-
14, articulatia umarului, si brate dandu-i pacientului
aspect pseudoatletic partii superioare a corpului, in
contradictoriu cu aspectul astenic al partii inferioara a
corpului [11]. Regiunile submentala, inghinald, supra-
claviculara si posteroauriculara sunt cele mai frecvent
localizari a maselor adipoase in comparatie cu regiu-
nile distale ale membrelor superioare si inferioare, ab-
domen si partile inferioare ale toracelui. Masele lipo-
matoase au crestere lenta de la cativa ani dar pot avea
si o crestere rapida pe o perioada de citeva luni [6].

Lipomatoza simetricd benigna afecteaza cel
mai des adultii cu varsta cuprinsa intre 30-60 ani,

Most seen in the 40-60 years age, men are more
affected than the females and almost not seen in chil-
dren [7].

Usually, the tumor doesn’t present life threaten-
ing conditions, the exceptions include compression
of the nerves by the tumors in which cases the pa-
tients have pain or sensory and motor nerve distur-
bances, or the upper respiratory tract lipoma present
symptoms related to airway obstruction, problems
with deglutition, voice change, these symptoms man-
ifest only after the tumor has reached a considerable
size [2].

Classification of lipomas is reproduced in
the manual ,Atlas of Head and Neck Pathology”,
Bruce M. Wening, also seen in the article,, Lipoma
pathology”,de Ahmed Charifa and co-author’s based
on the histological findings:1. Conventional lipoma;
2.Angiolipoma; 3.Angiomyolipoma; 4.Myxoid li-
poma; 5.Fibrolipoma; 6.Myolipoma; 7.Myelolipoma;
8.Chondroid lipoma; 9.Intramuscular (infiltrative)
lipoma; 10.Pleumorfic lipoma.

The precise cause of lipomas is unknown. A po-
tential link exists between trauma and lipoma forma-
tion explained by the posttraumatic prolapse of pseu-
dolipomas as a result of the direct trauma. Another
explanation may be the differentiation and prolifera-
tion of preadipocytes mediated by cytokine-cell as
a consequence of soft tissue trauma and hematoma
formation [1]. Genetics appear to play a role since
2% to 3% of affected patients have multiple lesions
inherited in a familial pattern [8]. The incidence of
lipomas is increased in patients with obesity, hyper-
lipidemia, and diabetes mellitus [7].

Another manifestation of the adipose tissue tu-
mor is presented by the benign symmetric lipoma-
tosis. Sir. Benjamine Brodis in 1846 was the first one
to describe the benign symmetric lipomatosis whose
patient demonstrated massive submental, nape of
neck, and postauricular lipomatosis. In a review of 65
patients in 1989, Launoise and Bensaude described
benign symmetric lipomatosis as a distinct syndrome
characterized by a diffuse, symmetric, fatty accumu-
lation in the cervical region [6].

Benign symmetric lipomatosis, also known as
Madelung’s disease, is a rare condition character-
ized by massive symmetric nonencapsulated fat de-
posits localized in cervical region, shoulder area and
arms, giving the patient a pseudoathletic appearance
in the upper region of the body, in contradiction to
the asthenic appearance of the lower part of the body
[11]. Submental, inguinal, supraclavicular and pos-
terior auricular regions are the most affected by the
disease,the distal lower and upper extremities, abdo-
men, and lower chest regions are usually spared. Fatty
deposits typically enlarge slowly over several years but
can undergo rapid enlargement in a few months [6].

Benign symmetric lipomatosis most often seen in
adults from 30 to 60 years old, with an incidence of
about 1:25000 and a male-to-female ratio of 15:1 to
30:1 [10].
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cu incidenta de aproximativ 1:25,000 cazuri i rata
bérbatilor-femei de 15:1-30:1 [10].

Adresirile pacientilor cétre specialisti sunt din ca-
uza desfigurarilor grotesti. Pacientii prezinta la fel si
dificultati in alegerea imbracamintei si miscari limi-
tate ale gatului. Alte acuze prezentate de pacienti sunt
dificultati respiratorii datorate compresiei laringiene
si infiltratia falsa a coardelor vocale. Infiltratia medi-
astinala duce la aparitia simptomelor de insuficienta
respiratorie acutd [6].Foarte frecvent pacientii pre-
zintd acuze ca mialgii, artralgii si pierderi de forta
musculara. [11]

Etiologia afectiunii raiméane incd necunoscuta dar
s-a observat lipogeneza anormald indusa de cateco-
lamine. Mai mult de 90% din pacientii afectati de
lipomatoza simetricd benignd au un istoric de con-
sumatori cronici de alcool. [10]. Din cauza etilismu-
lui cronic la pacienti se observé dereglari metabolice
precum hiperuricemie si guta, dereglari ale ficatului,
polineuropatie si alte dereglari ale sistemului nervos.
Alte modificari din cauza alcoolismului cronic sunt
diabet sau toleranta anormala la glucoza precum si
intoleranta la insulina periferica. S-a discutat posibi-
litatea ca bolile ficatului si lipomatoza simetricé ben-
igna reprezintd consecinte independente ale alcoolis-
mului. Altfel spus, lipomatoza simetrica benigna este
indusa de ficatul afectat de etilism, insé intreruperea
consumului de alcool normalizeaza tulburarile meta-
bolice dar nu stopeazé desfasurarea lipomatozei. [11]

Tumorile tesutului adipos lipomul si lipomatoza
sunt nozologii destul de frecvent intalnite in regiu-
nea oro-maxilofaciala. Uneori atingdnd dimensiuni
foarte mari, cauzind disconfort pacientilor dar si
dificultati in tratamentul chirurgical. Depistarea pre-
coce si informarea la timp a pacientilor despre aceas-
td patologie prezintd o problema actuala.

Scopul studiului

Analiza comparativd a diagnosticului si trata-
mentului lipomului solitar si a lipomatozei simetrice
benigne cu localizare in regiunea oro-maxilo-faciala.

Materiale si metode.

Studiu a fost bazat pe analiza comparativd a 2
pacienti care s-au adresat in sectia de chirurgie OMF
a IMSP IMU, ambii pacienti avand caracteristici de
afectare prin tumori a tesutului adipos in regiunea
OME Dupa examinarea primard la pacienta C.V.
F/29 ani cu acuze la prezenta formatiunii in regiu-
nea submandibulara pe dreapta, dereglari estetice s-a
stabilit diagnosticul de lipom solitar in regiunea sub-
mandibulard dreapta.

Interventia chirurgicala (fig. 1): Sub aneste-
zie loco-regionala cu potentare intravenoasa, dupa
prealabila prelucrare si izolare a cAmpului operator,
s-a reperat limitele formatiunii si marginea bazilara
a mandibulei, cu 2 cm inferior de aceasta s-a mar-
cat linia de incizie. S-a efectuat o incizie liniara de
aproximativ 5 cm, in mod bond si acut s-a patruns
la formatiune. Excizia formatiunii de la tesuturile

People most often present because of the gro-
tesque disfiguration. The patients also have dif-
ficulties in clothes choosing and limited range of
motion of the neck. Other complains presented
by the patients are respiratory distress reported in
association with laryngeal compression and false
vocal cord infiltration. Infiltration of the mediasti-
num has also resulted in symptoms of acute respi-
ratory distress [6]. Very often patients can present
complains as myalgia, arthralgia and loss of muscle
strength [11].

Etiology of the disease remains unknown, but
an abnormal lipogenesis induced by catecholamines
has been observed. More than 90% of patience have
associated alcoholism [10]. Because of the chronic
alcoholism metabolic disturbances has been found
such as hyperuricemia and gout, liver disease, poly-
neuropathy and other neurologic abnormalities.
Further abnormalities because of the enhanced al-
cohol intake include diabetes or abnormal glucose
tolerance, as well as peripheral insulin resistance.
Has been discussed the possibility that liver disease
and benign symmetric lipomatosis represent inde-
pendent consequences of alcoholism. Alternatively
saying, benign symmetric lipomatosis would result
from alcohol-induced liver disease, but the absti-
nence leads to normalization of all metabolic dis-
turbances but leaves the lipomas unaffected [11].

Adipose tissue tumors lipoma and benign sym-
metric lipomatosis are frequently seen in oral and
maxillofacial region. Sometimes achieving big sizes,
causing discomfort to patients but also difficulties in
surgical treatment. Early detection and informing
the patient on time about these pathologies are ongo-
ing problems.

Objective of the study.

Comparative analysis of progression, diagnosis
and treatment of lipoma and benign symmetric lipo-
matosis with oral and maxillofacial localization.

Material and Methods.

The study was based on the comparative analy-
sis of 2 patients that addressed at the department of
OMEF surgery of IMSP institute of emergency medi-
cine, both patients being affected by adipose tumors
in OMF region. After the initial examination patient
C.V. F/29 year presenting complains: localized mass
in submandibular right region, aesthetic disorders;
was diagnosed with solitary lipoma in the subman-
dibular right region.

The surgical procedure (fig. 1): Under locore-
gional anesthesia with potentiation, after the cleans-
ing with antiseptic solutions and draping of the sur-
gical field, the margins of the tumor and the base
of the mandible were marked, the incision line was
marked2 cm inferior the base of the mandible. An
approximately 5 cm linear incision was made, the dis-
section of the tissue was performed until the tumor
was exposed. Excision of the tumor was performed,



Fig.1 Etapele interventiei chirurgicale la pacienta C.V.: A: marcarea reperelor; B: incizia; C: inlaturarea formatiunii;
D: loja formatiunii aspect dupa inlaturare; E: aspect postoperator dupa suturare si drenare.

Fig.1 Surgical procedure C.V.: A: landmarks marking; B: incision; C: excision of the tumor ; D:the aspect after tumor excision ; E:postoperative
aspect after suturing and drain placement.

inconjurétoare, prelucrarea cu antiseptice si sutu-
rarea pe straturi, aplicarea drenaj scurt tip lama.
Formatiunea, incapsulata de tesut adipos de culoarea
gilbuie de dimensiuni 5x4 cm consistenta dens-elas-
ticd, a fost indreptata la analiza histopatologica.

La pacientul C.A. B/67 ani cu acuze la deformarea
aspectului gatului din cauza prezentei formatiunii,
dereglari estetice, dificultati respiratorii, limitarea
miscarilor gatului s-a stabilit diagnosticul de lipoma-
tozd simetricd benignd cervicala anterioara.

Interventia chirurgicala (fig. 2)-Sub anestezie ge-
nerala completata cu anestezie loco-regionald, dupd
prealabila prelucrare a cAmpului operator, s-a repe-
rat marginea inferioara a mandibulei, s-a trasat vii-
toarele linii de incizii, una superioard cu 4 mm mai
inferior de marginea bazilard a mandibulei si una
inferioard cu 3 cm mai inferior de prima linie, s-a
trasat o a treia linie pentru aprecierea liniei mediane
si cateva mini-incizii cutanate indicator pentru adap-
tarea marginilor plagii. S-a efectuat 2 incizii de 13 cm
de la nivelul unghiului mandibulei din dreapta pana
la nivelul unghiului mandibulei din partea stingi
completate cu incizie mediand de aproximativ 4 cm,
tesutul cutanat si subcutanat intre aceste 2 linii de in-
cizie este surplusul de tesut format in urma cresterii
formatiunii tumorale. In mod bont si acut s-a deli-
mitat conglomeratul de la tesuturile inconjuratoare,
prelucrarea cu antiseptice, controlul hemostatic si su-
turarea, aplicarea 2 tuburi de drenaj activ tip cauciuc.

cleansing with antiseptic solution and suturing by
layers, a drain was placed. The tumor mass, incap-
sulated dens-elastic adipose tumor yellowish in color
5X4 cm size, was sent to histopathologic analysis.

Patient C.A. B/67 years presenting complains:
neck deformation because of the tumor mass, aes-
thetic disorders, breathing difficulties, limited mo-
tion of the neck; was diagnosed with benign sym-
metric lipomatosis in cervical anterior region.

Surgical procedure (fig. 2): Under general an-
esthesia and local anesthetic infiltration, after the
cleansing with antiseptic solutions and draping of the
surgical field, the base of the mandible and the future
incision lines were marked, also was traced the medi-
an line and some small incisions were made for later
better adaptation on the tissues. Two incisions 13 cm
length were made from the right mandible angle to
the left mandible angle, and a 4 cm median incision,
the skin between the two incisional lines is the sur-
plus of tissue formed by the tumor’s growth. The dis-
section of the tissue was performed until the tumor
was exposed, and the mass was removed. Cleansing
with antiseptic solutions was done and hemosta-
sis was obtained. Suturing and two tube like active
drains were placed. The tumor masses, conglomerate
of multiple fat lobes with homogeneous appearance
that affected the entire anterior cervical region be-
tween the sternocleidomastoid muscles was sent to
histopathologic analyses.

iCa

\I\/\edicina Stomatologi

[0,
O



60

Fig 2. Etapele interventiei chirurgicale la pacientul C.A.: A: marcarea reperelor; B: incizia si decolarea tesuturilor subcutane; C: conglomerate
tumorale; D: excizia conglomeratelor tumorale; E: aspectul tesuturilor dupa excizia tumorii; F: aspect posoperator dupd suturare si drenare.

Fig 2. Surgical procedure C.A.: A: landmarks marking; B: incision and dissection; C: tumor masses; D: tumor masses excision;
E: the aspect after the tumor excision; F: postoperative aspect after suturing and drain placement

Formatiunea, conglomerat de multipli lobuli adiposi
cu aspect omogen ce cuprindea toata regiunea ante-
rioard a gatului intre muschii sternocleidomastoidi-
eni, a fost indreptata la examenul histopatologic.

Criterii analizei comparative au fost: edemul, du-
rerea post-operatorie, morbiditatea, extinderea pla-
gii, detasarea de la tesuturilor inconjuratoare, durata
interventiei chirurgicale.

Rezultate si Discutii

Analizand cazurile prezentate in articol determi-
ndm cd Lipomul si Lipomatoza simetricd benignd desi
histopatologic apartin tesutului adipos se comporta
ca nozologii separate, care necesitd abord chirurgi-
cal diferit. Aceasta deosebire este data de criteriile
de analiza comparativa a cele 2 proceduri. Conform

Comparative analysis criteria were swelling, post-
operative pain, morbidity, extend of the wound, de-
tachment from the surrounding tissue, duration of
the intervention.

Results and discussion

Analysing the presenting cases in the article we
find that lipoma and benign symmetrical lipomato-
sis even if they form from adipose tissue are different
diseases, that require different surgical management.
The differences are seen by the comparing criteria of
the 2 procedures. According to the predetermined cri-
teria of appreciation the patient with Lipoma excision
had a moderate swelling and postoperative pain, low
morbidity, wound extension - 5 cm, easy detachment
from the surrounding tissue, duration of the interven-



criteriilor de apreciere la pacienta cu excizia Lipomu-
lui din regiunea submandibulara pe dreapta edemul
si durerea post-operatorie au fost moderate, mor-
biditatea scdzutd, extinderea plagii-5cm, detasarea
usoard de la tesuturile inconjuratoare, durata scurta a
interventiei chirurgicale — 40 min; in comparatie cu
pacientul diagnosticat cu lipomatoza simetricé benig-
nd cervicala anterioara edemul a fost extins si durerea
post-operatorie intensa, morbiditate inalta, extin-
derea plagii-13cm, detasarea dificila de la tesuturile
inconjuratoare, durata indelungatd a interventiei
chirurgicale — 4 ore. In cazul lipomului interventia
chirurgicald poate fi efectuata sub anestezie locala sau
locald cu potentare, reabilitarea postoperatorie ime-
diata in salon iar zilele de stationar sunt minimale: -3
zile cu ingrijiri ale plgii in ambulator. In cazul lipo-
matozei interventia chirurgicald se efectueaza doar
sub anestezie generald, reabilitarea postoperatorie
imediata are loc doar in conditiile sectiei de terapie
intensiva dupd care urmeaza recuperarea in stationar
minimum 7 zile pana la vindecarea plagii si inldtura-
rea pericolului de hematom sau suprainfectare.

Literatura de specialitate ne ofera doua varian-
te de inlaturare a tumorilor lipomatoase Liposuctia
sau Lipectomie considerate metodele de electie la
ora actuald. Gohar A. Salam in lucrarea sa ,,Lipoma
Excision” descrie aceste 2 metode. El propune me-
toda de liposuctie pentru inldturarea tumorilor cu
crestere redusa amplasate in straturile superficiale,
pentru aceasta se efectueaza injectarea cu steroizi si
apoi procedura propriu-zisa de liposuctie. Injectarea
de steroizi cauzeaza reducerea tumorii in dimensiuni
sau mai rar intalnit eliminarea acestuia, solutia de in-
jectare contine mixtura de 1% lidocaine si triamcino-
lone acetonide intr-o dozd de 10 mg per ml. Solutia
se injecteazd in mijlocul tumorii iar cantitatea de
steroizi depinde de dimensiunile tumorii, cu aparitia
efectului in 3-4 saptamani [5]. Aceasta procedura nu
a fost folositd in cazul pacientei deoarece tumoarea
avea dimensiuni mai mari si era plasata in straturile
mai profunde.

Aceiasi procedurd se poate de utilizat pentru tra-
tamentul de Lipomatoza simetrica benigna, insa din
cauza ca nu este o procedura pe larg folositd sunt
putine date despre eficacitatea acestei proceduri.
Liposuctia este avantajoasda prin simplitate, invazi-
vitate minimald si morbiditate redusa insa din cele
mai importante neajunsuri este compozitia densa si
fibroasa a lipomatozei [9], care ingreuneaza aceasta
procedurd, posibila traumare a vaselor sanguine si
inlaturarea incompleta. Bassetto si colaboratorii pro-
pun utilizarea liposuctia asistatd de ultrasunet pentru
a preveni traumarea structurile invecinate ca nervi si
vase sanguine. Aceastd procedura asigura liposactia
cu minima traumatizare insd rezultatele cosmetice
sunt nesatisfacatoare [4].

O procedura mai traumaticé de inldturare a nodu-
lului tumoral este lipectomia care poate fi de 2 tipuri
descrise in articolul ,,Lipoma Excision” de Gohar A.
Salam: enucleatia si excizia propriu-zisid. Enucleatia

tion - 40 min, in comparison with the patient with
benign symmetric lipomatosis in the anterior cervical
region had a severe swelling and postoperative pain,
high morbidity, wound extension - 13 cm, difficult
detachment from the surrounding tissue, duration of
the intervention - 4 hours. In the case of Lipoma, the
surgical procedure may take place under local or local
with potentiation anaesthesia, immediate postopera-
tive rehabilitation in the hospital ward is minimal: -3
days with care to the postoperative wounds. In case of
benign symmetric lipomatosis, the surgical procedure
may take place only under general anaesthesia, im-
mediate postoperative rehabilitation take place only
in the intensive care unit after that follows the reha-
bilitation in hospital ward minimum 7 days until the
wound healing and removal of danger from superin-
fection and hematoma formation.

The literature provides with two variations of
lipomatous tumours removal Liposuction or Li-
pectomy today considered elective methods. Gohar
A. Salam in his work ,, Lipoma Excision” describes
these 2 methods. He proposed the liposuction meth-
od for removing the tumors small in the superficial
layers, the procedure begins with the injection of
steroids and then the liposuction procedure. The
steroid injection causes the tumor to reduce in size
or rarely seen complete removal, the injecting solu-
tion contains a mixture of 1 percent lidocaine and
triamcinolone acetonide, in a dosage of 10 mg per
ml. The solution is injected in the middle of the tu-
mor and the quantity of the steroid depends on the
tumor size; the respond is expected to occur within
3-4 weeks [5]. This procedure couldn’t be used be-
cause the tumor had big dimensions and situated in
deeper layers.

The same procedure may be used to treat the be-
nign symmetric lipomatosis, because the procedure
is not widely used there are little data about the pro-
cedure’s effectiveness. Liposuction is advantageous
because it’s an easy procedure, minimal invasive and
reduced morbidity, although the main disadvantage
is the dense and fibrous composition of lipomatosis
[9], this makes the procedure harder and have pos-
sibility to injure the blood vessels or incomplete re-
moval. Bassetto et al proposed Liposuction to be as-
sisted by ultrasound to prevent the trauma of nearby
structures as nerves and blood vessels. This proce-
dure ensures liposuction with minimal trauma, but
the cosmetic results are very poor [4].

A more traumatic procedure to remove lipoma
is lipectomy, Gohar A. Salam in his article describes
two types of lipectomy: enucleation and actual ex-
cision. Enucleation is indicated for small tumors;
throw a 3-4 cm incision made over the lipoma; the
tumor is freed and removed from the surrounding
tissue, then follow layered suturing and a small drain
placed. A pressure dressing is applied to prevent he-
matoma formation [5].

For larger tumors is recommended excision, that
was performed for C.V. F/29 years patient. Procedure
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este indicata pentru tumorile de dimensiuni mici;
prin incizie de circa 3-4 mm plasatd deasupra tumo-
rii, se indeparteaza de la tesuturile inconjurétoare, se
sutureaza stratificat se aplica dren si un pansament
compresiv pentru controlul hemostatic [5].

Pentru tumorii de dimensiuni mai mari se reco-
manda excizia propriu-zisa efectuatd in prezentarea
de caz la pacienta C.V. F/29 ani. Manopera con-
sta in incizii fuziforme, de dimensiuni mai mici ca
formatiunea, a tegumentelor si a tesutului subcuta-
nat cu inlaturarea unei mici portiuni. Gohar A. Sa-
lam sustine ca aceasta permite inlaturarea excesului
de tesut cutanat si o adaptare mai buna a plagii, din
cauza amplasarii tumorii noi am efectuat o singura
incizie plasatd sub rebordul bazei mandibulei. Ac-
cesul trebuie sa fie atent pentru a nu trauma struc-
turile vitale. In cazul expus pe traiectul accesului s-a
evidentiat ramura marginal al mandibulei (n. VII), a.
si v. faciald. Cand o portiune din tumoare este des-
prinsd de la tesuturi inconjurdtoare se prinde cu o
pensa si se tractioneaza pentru o mai usoara deco-
lare de la tesuturi, la aceiasi afirmatie am ajuns si noi
permitand o mai usoard vizualizare la decolarea lipo-
mului de la tesuturi inconjuritoare. In urma inlaturi-
rii formatiunii se formeaza un spatiu biologic mort ce
necesitd a fi suplinit cu tesuturi inconjuratoare prin
aplicarea suturilor pe straturi.

Operatia de lipectomie este cel mai des folo-
sita pentru inldturarea in totalitate a Lipomatozei
simetrice benigne, in review literal ,,Madelung’s
Disease:Lipectomy or Liposuction?” autorii descriu
aceasta procedura prin faptul cd oferd o expunere a
tumorii pentru inlaturarea in intregime si un bun
control vizual pentru preintimpinarea leziunilor
iatrogene a structurilor invecinate. Analiza cazu-
lui clinic ne confirmd faptul ca abordul chirurgical
este unul corect din cauza expansiunii formatiunii.
Din complicatiile operatorii intalnite cel mai des de-
scrise in rewie ,,Madelung’s Disease:Lipectomy or
Liposuction?” sunt infectiile, hemoragia, hematom,
fistule si cicatrici patologice, ca urmare pacientul
nostru nu a prezentat nici o complicatie enumerata
[3]. In tendinta de preciutare a noilor metode mai
putin invazive in tratamentul tumorilor de tesut adi-
pos liposuctia oferind avantaje ar putea fi utilizata in
viitor.

Concluzii.

1. In comparatie cu lipomul, lipomatoza sime-
tricd benignd se intalneste mai rar la pacienti,
analizand datele literare se poate conclude ca
lipomul si lipomatoza desi sunt structuri si-
milare au diferite etiologii, lipomul fiind ca o
consecintd a traumei sau ereditara, iar lipo-
matoza este cauzata de dereglérile metabolice
ca urmare a alcoolismului cronic.

2. Tratamentul acestor 2 nozologii diferite este
unul similar constdnd in excizia tumorii insd
procedeul chirurgical si pregatirea preopera-
torie a pacientilor catre interventie este mai

consists in fusiform incisions, smaller than the tu-
mor, of the cutaneous and subcutaneous layers with
removal of a portion. Gohar A. Salam claims that the
removal of the excessive skin portion permits a bet-
ter adaptation of the margins, because the tumor was
in deeper layers an incision was performed beneath
the base of the mandible. Dissection should be gently
performed not to damage vital structures. In this case
the marginal mandibular branch (n. VII), facial a.
and v. were encountered. When a portion of lipoma
is dissected from the surrounding tissue clamps can
be attached to provide traction for easier removal of
the tumor, we concluded the same thing permitting
better visualization in tumor removing from the sur-
rounding tissues. After the tumor is removed a dead
space is formed that need to be closed by layer sutur-
ing.

Lipectomy procedure is most used to fully re-
move benign symmetric lipomatosis, in the literature
review ,, Madelung’s Disease: Lipectomy or Liposuc-
tion?” the authors describe this procedure because it
allows a better exposure to fully remove the tumor
also it allows for better visualization preventing iat-
rogenic trauma of the vital structures. Analyzing the
clinical case our surgical approach was a right one
because of the tumor expansion. In review ,, Made-
lung’s Disease: Lipectomy or Liposuction?” the most
often seen complications are infections, hemorrhage,
hematoma, fistula and pathological scar, our patient
didn’t have any of this complications [3]. In the ten-
dency to search for new minimal invasive surgical
approaches treatment of lipomatous tumors by lipo-
suction having advantages may be more frequently
used in future.

Conclusions

1. In comparison to Lipoma, Benign Symme-
tric Lipomatosis is rarely seen in patients,
analyzing the literatures data can be conclu-
ded that Lipoma and Lipomatosis even if have
similar structure have different etiology, lipo-
ma having a traumatic or hereditary cause,
Lipomatosis is caused by the metabolic disor-
ders from alcohol abuse.

2. Treatment of the 2 nosology’s is similar, but
the surgical procedure and preoperative pati-
ent management is more complicated in pati-
ent with Benign Symmetric Lipomatosis, and
the postsurgical recovery is proportional to
the extent of intervention.

3. Liposuction is a simple procedure and may
be a minimally invasive method, but the ca-
ses suggests that excision procedure remains
a safe and elective method.



complicatd si laborioasa la pacientii cu Lipo-
matozd, iar recuperarea post interventie este
proportionald cu amploarea interventiei.

3. Liposuctia este o procedura simpla de utilizat
si ar fi 0 metodd mai minimal invaziva ca in
cazul procedurilor chirurgicale insa prezentd-
rile de caz ne sugereazd cd procedeul de des-
chidere si inldturare a tumorii raméne unul

sigur si de electie.
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Rezumat

Keratochisturile odontogene(KO) repre-
zintd leziuni benigne uni- sau multichistice ,
intraosoase de dezvoltare cu localizare in re-
giunea oro-maxilo-faciald. Apar ca urmare a
perturbarii odontogenezei , principale surse
find lamina dentara cu resturile sale si exten-
siile stratului bazal al epiteliului de acoperire
oral. Se caracterizeaza printr-un potential
comportament agresiv, infiltrativ sau difuz.
Din motivul cd afectiunea este asociata cu
un tablou clinic asimptomatic, se diagnostica
tardiv, atunci cdnd formatiunea se afld intr-o
fazd de evolutie cronica , atingand dimensiuni
considerabile. Astfel, apare o dilema in randul
specialistilor privind alegerea metodei optime
de tratament, abordand necesitatea combi-
ndrii metodelor chirurgical-conservative cu
metodele chirurgicale ce prezinta un caracter
radical, precum rezectia mandibulara. Scopul
studiului este diagnosticul precoce al kera-
tochistului odontogen si tratamentul afecti-
unii pe cale minim-invaziva. In studiu a fost
analizat un pacient care a fost diagnosticat cu
keratochist odontogen si tratat prin metoda
de chistectomie. Analizind datele literaturii
si aspectele tratamentului keratochisturilor
odontogene, s-a constatat ca managementul
chirurgical al pacientilor cu KO este individu-
al fiind influentat de rata inaltd de recidiva si
particularitatile sale morfopatologice .

Cuvinte-cheie: Keratochist odontogen,
recidiva, OPG, CBCT.

Introducere.

In a 4-a editie a Organizatiei Mondiale a Sanatatii
(OMS) in cadrul temei ,,Clasificirea tumorilor capu-
lui si gatului’, publicatd in ianuarie 2017, a fost re-
clasificatd tumoarea keratochistica odontogend drept
»keratochist odontogen (KO)”. Conform datelor epi-
demiologice, keratochistul odontogen este acum con-
siderat un chist benign de origine odontogena care

PARTICULARITIES OF THE TREATMENT
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Summary

Odontogenic keratocysts (KO) are benign
uni- or multichystic, intraosseous lesions of
development located in the oro-maxillo-facial
region. They appear as a result of the disrup-
tion of odontogenesis, the main sources be-
ing the dental lamina with its remains and the
extensions of the basal layer of the oral cover-
ing epithelium. It is characterized by a poten-
tial aggressive, infiltrative or diffuse behavior.
Due to the fact that the condition is associated
with an asymptomatic clinical picture, it is di-
agnosed late, when the formation is in a phase
of chronic evolution, reaching considerable
dimensions. Thus, there is a dilemma among
specialists regarding the choice of the optimal
treatment method, addressing the need to
combine surgical-conservative methods with
surgical methods that have a radical charac-
ter, such as mandibular resection. The aim of
the study is the early diagnosis of odontogenic
keratocyst and the treatment of the disease in a
minimally invasive way. The study examined a
patient who was diagnosed with odontogenic
keratocyst and treated by the cystectomy meth-
od. Analyzing the data of the literature and the
aspects of the treatment of odontogenic kera-
tocysts, it was found that the surgical manage-
ment of patients with KO is individually being
influenced by the high recurrence rate and its
morphopathological peculiarities.

Keywords: Odontogenic keratocyst, re-
currence, OPG, CBCT.

Introduction.

The most recent (4th) edition of the World Health
Organization (WHO) on “Classification of head and
neck tumors”, published in January 2017, reclassified
odontogenic keratocystic tumor as “odontogenic ker-
atocyst (KO)”. According to epidemiological data, the
odontogenic keratocyst is now considered a benign
cyst of odontogenic origin which represents approxi-



reprezintd aproximativ 10-12% din toate chisturile
odontogene.[2,4] Opinia generald a lui Mérgaritescu
, Simionescu, s.a este ca KO se dezvoltd din epiteliul
odontogen, principale surse fiind lamina dentara cu
resturile sale si extensiile stratului bazal al epiteliului
de acoperire oral. Se caracterizeaza printr-un spatiu
chistic care contine cheratind descuamata cu o cap-
tuseald uniforma de epiteliu scuamos parakeratinizat
sau ortokeratinizat [1,7]. Potrivit lui Philipsen HP
distributia raportatd in functie de varsta a KO este
considerabil de vasta, cu un varf de incidentd in a 3-a
decadd a vetii si o usoard prevalentd masculina.[6]
Studiile sale relateaza faptul ca mandibula este mult
mai frecvent afectatd, ea fiind interesata in 65-83%
din cazuri. In 50% din cazuri se dezvolta la nivelul
unghiului mandibulei, in aria celui de-al 3-lea molar,
de unde se pot extinde superior in ramul mandibulei,
sau anterior spre simfizd. Cea mai frcventa localizare
maxilard este regiunea canina.[6,1] Borghesi consi-
derd ci in aproximativ 30% din cazuri, nu au relatii
cu structurile dentare si in ciuda comportamentului
lor agresiv, KO in majoritatea cazurilor, determina o
expansiune osoasa minima datorita tendintei lor de a
se raspandi de-a lungul spatiului intramedular ,,cres-
cand in lungimea osului” [2]. Leziunile mari, care
provoacd eroziune semnificativa a placilor corticale
si implicarea structurilor inconjuritoare, Borhesi,
le-a observat in special la pacientii asimptomatici.
In contextul dat, a constatat ci in tirile occidentale,
prezenta KO poate fi depistata la o etapd tardiva ca o
constatare in timpul investigatiilor radiologice de ru-
tind [2]. O revizuire sistematicd a literaturii publicate
in 2011 de MacDonald-Jankowski a aratat ca paci-
entii originari din Asia de Est pot prezenta mai des
simptome precoce, caracterizate prin edem si durere,
in timp ce parestezia si hemiestezia nervului alveolar
inferior sunt descrise mai frecvent la latino-ameri-
cani [5]. Spre deosebire de alte leziuni odontogene
care au un comportament agresiv similar, cum ar fi
ameloblastoamele, KO cauzeazi rar resorbtia rada-
cinilor dintilor adiacenti. Rata de recidiva raportata
a KO dupa interventia chirurgicala este mare, pana
la 30%, majoritatea recidivelor apar dupa tratamente
conservative precum enucleerea unor leziuni simple.
Ratele mai mari de recidiva sunt raportate la pacientii
afectati de formatiunile multiloculare [2] .

Mai multi autori (Philipsen H.P, Bucur A., Pogrel
M.A.) sustin ipoteza cé etiopatogenia recidivelor KO
este determinatd de anumiti factori:

1. indepirtarea incompleta a stratului bazal ex-

trem de activ al captuselii chistului epitelial

2. cresterea chisturilor satelite intramedulare

mici raimase in urma tratamentului conserva-
tor

3. dezvoltarea leziunilor localizate in regiunea

adiacenta a maxilarelor

Tipul de interventie chirurgicala poate sa nu fie
singurul factor determinant si unii autori au sugerat
ca recidiva poate fi legata de natura biologica a le-
ziunii in sine §i de expresia markerilor proliferativi

mately 10-12% of all odontogenic cysts. [2,4] The
general opinion of Margaritescu, Simionescu, etc. is
that KO develops from the epithelium odontogenic,
the main sources being the dental lamina with its re-
mains and the extensions of the basal layer of the oral
covering epithelium. According to Philipsen HP, the
reported age distribution of KO is considerably wide,
with a peak incidence in the 3rd decade of age and a
slight male prevalence. [6] His studies report that the
mandible is more frequently affected , being inter-
ested in 65-83% of cases. In 50% of cases it develops
at the level of the mandibular angle, in the area of
the 3rd molar, from where they can extend superiorly
in the mandibular branch, or anteriorly to the sym-
physis. The most common maxillary location is the
canine region. [6,1] Borghesi believes that in about
30% of cases, they have no relationship with dental
structures and despite their aggressive behavior, KO
in most cases, causes minimal bone expansion due
to their tendency to spread along the intramedullary
space «increasing in bone length.» [2] Large lesions,
which cause significant erosion of cortical plaques
and involvement of surrounding structures, Borhesi
observed especially in asymptomatic patients. In this
context, he found that in Western countries, the pres-
ence of KO can be detected at a late stage as a finding.
during routine radiological investigations. [2]

A systematic review of the literature published in
2011 by MacDonald-Jankowski showed that patients
from East Asia may experience earlier symptoms,
characterized by edema and pain, while paresthe-
sia and hemyesthesia of the lower alveolar nerve are
more commonly described in latino-americans. [5]
Unlike other odontogenic lesions that have similar
aggressive behavior, such as ameloblastomas, KO
rarely causes resorption of adjacent tooth roots. The
reported recurrence rate of KO after surgery is wide,
up to 30%, most recurrences occur after conserva-
tive treatments such as enucleation of simple lesions.
Higher recurrence rates are reported in patients with
multilocular formations. [2]

Several authors (Philipsen HP, Bucur A, Pogrel
MA) support the hypothesis that the etiopathogen-
esis of KO recurrences is determined by certain fac-
tors:

1. incomplete removal of the highly active basal

layer of the epithelial cyst lining

2. growth of small intramedullary satellite cysts

left after conservative treatment

3. development of lesions located in the adjacent

region of the jaws

The type of surgery may not be the only deter-
mining factor and some authors have suggested that
recurrence may be related by the biological nature
of the lesion itself and the expression of proliferative
markers such as Ki-67, at the same time there are
numerous data that confirm the involvement of the
PTCH gene in the genesis of sporadic cases and the
occurrence of recurrences. [6,7,8,9]. Margaritescu
and Simionescu emphasize that KO is asymptomatic
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precum Ki-67, totodatd existd numeroase date care
vin sd confirme implicarea genei PTCH in geneza
cazurilor sporadice si aparitiei recidivelor [6,7,8,9].
Margdritescu si Simionescu accentueazad ca KO este
asimptomatic pand cand atinge dimensiuni conside-
rabile. Corticala osoasd este initial respectata apoi se
deformeaza si devine palpabild. Ulterior, prin creste-
re invadeaza tesuturile moi inconjuratoare, devenind
vizibild la examenul endooral. In aceste cazuri, auto-
rii au observat ca la punctie s-a aspirat un confinut
alb laptos, mentionand cé foarte rar se mai pot insofi
si de durere, eliminarea continutului purulent si pa-
restezii.[1]

Aspectul radiologic al KO a fost descris drept o
zona de radiotransparenta uniloculard sau multilo-
culara cu contur clar, delimitatd de margini corticale
(Fig. 1), Leziunile uniloculare prevaleaza, in timp ce
varjanta multiloculard a fost observata in aproxima-
tiv 30% din cazuri. Localizarea cea mai frecvent in-
talnita de Borghesi era zona mandibulei (70-75%),
leziunea interesind corpul, unghiul si chiar ramul
ascendent, avind marginile bine delimitata cu aspect
de margine scleroticd, dar partial puteau fi si difu-
ze. Dintii adiacenti puteau fi deplasati, dar resorbtia
radacinilor a atestato rar. Asadar, a constatat cd as-
pectul radiologic nu este mereu unul patognomonic
[2,7]. In cadrul cercetdrilor sale, Andrea Borghesi a
atestat faptul cd un keratochist unilocular poate in-
teresa apexul radicular al dintelui, simuland un chist
periapical. Alternativ, putea interesa coroana unui
dinte afectat, potential confundat cu un chist denti-
ger. Daca keratochistul era localizat intre radacinile
unui dinte, acesta putea fi diagnosticat eronat drept
un chist radicular sau periodontal lateral. Un KO
care se dezvolta de-a lungul liniei mediane simula un
chist al canalului nazopalatin. La radiografia pano-
ramica, KO uniloculare mandibulare puteau prezen-
ta septuri putine si incomplete in cadrul leziunilor;
aceastd constatare este mai frecventa in KO de di-
mensiuni mari decat in cele mai mici.[2,1,7]

Avand in vedere complexitatea i actualitatea te-
mei abordate, tot mai multi specialisti fiind la etapa
de cercetare a metodelor inovative de tratament a
KO, la fel tendinta de diagnosticare a pacientilor intr-
un stadiu de evolutie incipient, au motivat initierea
acestui studiu. In acelasi timp a fost inspirat din cu-
riozitatea de a realiza o examinare cat mai complexa
a pacientilor cu tablou clinic specific keratochistului
odontogen.

Scopul lucrarii.

Diagnosticul precoce al keratochistului odonto-
gen si tratamentul KO prin chistectomie ca remediu
de electie in prevenirea aparitiei complicatiilor.

Materiale si metode.

Studiul de caz clinic s-a efectuat in baza pacien-
tului R.A. M/32 de ani, care s-a adresat la Clinica
stomatologia ,,Omni Dent” pentru tratament stoma-
tologic. Deoarece KO au in marea parte a cazurilor

until it reaches considerable size. The bone cortex is
initially observed then deforms and becomes palpa-
ble. , becoming visible at the endooral examination.
In these cases, the authors observed that a milky
white content was aspirated at the puncture, noting
that very rarely they can be accompanied by pain, the
elimination of purulent content and paresthesias.[1]

The radiological aspect of KO was described as
an area of unilocular or multilocular radiolucency
with a clear outline, delimited by cortical edges (Fig.
1), Unilocular lesions prevail, while the multilocu-
lar variant was observed in about 30% of cases. The
most common location encountered by Borghesi was
the mandible area (70-75%), the lesion affecting the
body, angle and even the ascending branch, having
well-defined edges with the appearance of sclerotic
margin, but partially could be diffuse. Adjacent teeth
could be displaced, but the resorption of the roots
was rarely attested. Therefore, he found that the ra-
diological aspect is not always pathognomonic. [2,7]
In his research, Andrea Borghesi stated that a uniloc-
ular keratocyst can affect the root apex of the tooth,
simulating a periapical cyst. Alternatively, it could
affect the crown of an affected tooth, potentially
confused with a dentiger cyst. If the keratocyst was
located between the roots of a tooth, it could be mis-
diagnosed as a lateral root or periodontal cyst. A KO
that develops along the midline simulates a cyst of
the nasopalatine canal. On panoramic radiography,
unilocular mandibular KO could present few and
incomplete septa in the lesions; this finding is more
common in large KO’ than in smaller ones. [2,1,7]

Given to the complexity and timeliness of this
subject, more and more specialists are at the stage
of researching innovative methods of treatment of
KO, as well as the tendency to diagnose patients in
an early stage of evolution, motivated the initiation
of this study. At the same time, he was inspired by
the curiosity to carry out a more complex examina-
tion of patients with a clinical picture specific to the
odontogenic keratocyst.

Purpose of the study.

Early diagnosis of odontogenic keratocyst and
treatment of KO by cystectomy as a remedy of choice
in the prevention of complications.

Materials and methods

The clinical study of case was performed based on
patient R.A. M / 32 years old, who went to the «Omni
Dent» Dental Clinic for dental treatment. Because
KOs have in most cases an asymptomatic evolution
[2], the patient’s accusations were aesthetic disorders
and masticatory disorders in the maxillary and man-
dibular region at 16, 46, 47, denying the presence of
associated pathologies. At the clinical examination,
symptoms that could have revealed the presence of a
cystic form were not detected. The given results in-
dicate that it must be that the patient turned to the
specialist in an early stage of development of some



Fig.1 Pacientul. R.A.,32 ani, OPG preoperator A. Prezenta zonei de radiotransparentd B. Conturarea marginilor zonei de radiotransparentd

Fig.1 The patient. R.A., M/32 years old, preoperative OPG A. Presence of radiolucency zone B. Contouring the edges of the radiolucency zone

o evolutie asimptomaticé [2], acuzele pacientului au
fost deregldrile estetice si tulburérile masticatorii in
regiunea maxilara si mandibulara dreapta la nivelul
dintilor 16, 46, 47, negand prezenta unor patologii
asociate. La examenul clinic, simptome care ar fi pu-
tut pune in evidenta prezenta unei formatiuni chisti-
ce nu au fost depistate. Rezultatele date denoté faptul
cé pacientul s-a adresat la specialist intr-o faza preco-
ce de dezvoltare a formatiunii, KO fiind in stadiul de
evolutie intraososa [2]. Examinarea radiologicd OPG
si CBCT s-a efectuat prelucrdnd datele prin inter-
mediul programului ,,SIDEXIS 4.2”. Diagnosticul de
»keratochist odontogen” a fost stabilit in baza supra-
punerii rezultatelor examenului clinic si paraclinic.

Rezultate si discutii.

Rezultatele obtinute la pacientul in studiu tratat
prin chistectomie s-au extras din evidenta pre- si
postoperatorie a pacientului. Imagistica radiologi-
cd, in special tomografia computerizatd joaca un rol
important in diagnosticul precoce si monitorizarea
KO. Desi aceasta nu oferd intotdeauna un aspect pa-
tognomonic al acestei patologii, cunostintele despre
caracteristicile radiologice tipice si atipice ale KO
sunt esentiale in diagnosticarea si planificarea tra-
tamentului. In special, combinarea datelor clinice si
radiologice obtinute este utila in evaluarea amplorii
leziunilor KO si a relatiilor acestei patologii cu struc-
turile anatomice invecinate.

La investigatia radiologica s-a detectat o forma-
tiune chistica localizatd la nivelul mandibulei pe
dreapta. Examinarea OPG a evidentiat o zona bine
definitd de radiotransparenta, omogend cu margini
drepte, conturate interesind molarul 3 si 2 mandibu-
lar, extinzandu-se vertical in sus in zona unghiului
mandibulei si intramedular in profunzimea ramului
asecendent drept (fig.1). La investigarea CBCT s-a
reperat limitele chistului vis-a-vis de formatiunile
anatomice inconjuratoare, canalul mandibular, rada-
cinile dentare (Fig.2). Pe sectiunea axiala si coronara
s-a Inregistrat ingustarea corticalei osoase mandi-

formations, KO being in the stage of intraosseous
evolution [2]. The radiological examination of OPG
and CBCT was performed by processing the data
using the «SIDEXIS 4.2» program. The diagnosis of
«odontogenic keratocyst» was established based on
the overlap of clinical and paraclinical examination
results.

Results and discussions.

The results obtained from the patient in the study
treated by cystectomy were extracted from the pre-
and postoperative analizes of the patient. Radiologi-
cal imaging, especially CBCT, plays an important
role in early diagnosis and KO monitoring. Although
it does not always provide a pathognomonic aspect
of this pathology, knowledge of the typical and atypi-
cal radiological features of KO, so is essential in the
diagnosis and planning of treatment. In particular,
the combination of clinical and radiological data ob-
tained is useful in assessing the extent of KO lesions
and the relationships of this pathology with neigh-
boring anatomical structures.

On radiological investigation, a cystic formation
located in the right mandible was detected. The OPG
examination showed a well-defined area of radiolu-
cency, homogeneous, with straight edges, contoured
affecting the mandibular molar 3 and 2, extending
vertically upwards in the mandibular angle and in-
tramedullary in the depth of the right ascending
branch (fig.1). The CBCT investigation found the
limits of the cyst respecting the surrounding ana-
tomical formations, the mandibular canal, the dental
roots (Fig.2). On the axial and coronary section there
was a narrowing of the mandibular bone cortex on
both sides in the region of the molar 3, the dental
roots were not interested in formation, respectively
the mandibular canal was moved downwards. (fig.3).

Preoperatively, during the patient’s consultation,
the treatment plan, its conditions, its possible com-
plications and the risks of post-operative recurrence
were discussed. The treatment plan included the op-
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Fig.2 Reconstruirea 3D a formatiunii chistice prin intermediul programului “SIDEXIS 4.2” A. Aspect tomogragic din profil dreapta
B. Aspect tomografic frontal

Fig.2 3D reconstruction of the cystic formation through the “SIDEXIS 4.2” program A. Right profile tomographic aspect B. Frontal tomographic aspect

bulare de pe ambele parti in regiunea molarului 3,
rddicinile dentare nu erau interesate de formatiune,
respectiv si canalul mandibular fiind deplasat spre
inferior. (fig.3).

Preoperator, in timpul consultarii pacientului,
s-a discutat despre planul de tratament, conditiile de
realizare ale acestuia, posibilele complicatii si riscu-
rile recidivarii post-operatorii. Planul de tratament
a inclus operatia chistectomie” urmata de examenul
histopatologic pentru confirmarea morfopatologicd
a formatiunii. Obiectivul principal a fost minimali-
zarea traumatismului operator.

Protocolul operator In cadrul pregitirii preo-
peratorii s-a realizat asanarea cavitdtii bucale; sub
anestezie loco-regionald cu potentiere s-a efectuat o
incizie marginala retromolara dreaptd pand la dintele
4.7 cu descircare spre vestibular; decolarea lambou-
lui muco-periostal s-a efectuat menajat astfel incét sa
expunem un cidmp operator bine vizibil pentru zona
de osteotomie; s-a realizat accesul cétre formatiunea
chisticd prin osteotomie; accesul s-a creat prin abord
retromolar sub forma unei ferestre ovale 3x1cm pla-
satd pe linia oblicd externd a mandibulei; Dupa inla-
turarea peretelui osos, cu ajutorul unei chiurete fine
ce se inserd intre capsula chistului si os, s-a decolat
peretele chistic si s-a realizat enucleerea formatiunii
chistice in totalitate; cavitatea osoasa rezultatd a fost

eration «cystectomy» followed by histopathological
examination for morphopathological confirmation
of the formation. The main objective was to mini-
mize operative trauma.

Surgical protocol During the preoperative prep-
aration, the oral cavity was rehabilitated; under loco-
regional anesthesia with potentiation, a right retro-
molar marginal incision was made up to tooth 4.7
with discharge to the vestibular; the removal of the
muco-periosteal flap was performed in such a way
as to expose a clearly visible operating field for the
osteotomy area; access to the cystic formation was
made by osteotomy; the access was created by retro-
molar approach in the form of a 3x1cm oval window
placed on the external oblique line of the mandible;
After removing the bone wall, with the help of a fine
curette that is inserted between the cyst capsule and
the bone, the cystic wall was detached and the enu-
cleation of the cystic formation was performed com-
pletely; the resulting bone cavity was inspected and
revised so that no remains of pathological tissue were
left; processing with antiseptic solutions of the oper-
ating field, hemostatic control; suturing and applying
drainage. The cyst membrane was thin, slightly de-
tached from the bone walls, the contents — an odor-
less white-yellow liquid. The cystic formation was
sent for examination for histopathological analysis

Fig.3 Sectiuni din (BCT preoperator a. sectiune coronara b. sectiune sagitala c. sectiune axiala”

Fig.3 Preoperative (BCT sections a. Coronary section b. Sagittal section c. Axial section



Fig.4 Operatia Chistectomie (Aspect intraoperator) A. ALR; B. Incizia si decolarea muco-periostald; C. Osteotomia; D. Biopsia; E. Chistectomia

= |

F. Revizia cavitatii osoase

Fig.4 (ystectomy Operation (Intraoperative Aspect) A. LRA; B. Muco-periosteal incision and detachment; C. Osteotomy; D. Biopsia;
E. Cystectomy F. Bone cavity revision

inspectatd si revizuitd pentru a nu fi ldsate careva ra-
madsite de tesuturi patologice; prelucrarea cu solutii
antiseptice a cAmpului operator, controlul hemo-
static; suturarea si aplicarea drenajului. Membrana
chistului era subtire, usor s-a decolat de la peretii
ososi, continutul — un lichid alb-gélbui fara miros.
Formatiunea chisticd a fost trimisa spre examinare la
analiza histopatologici.(fig.4). Rezultatele examenu-
lui morfopatologic au confirmat diagnosticul primar.

Managementul KO vizeazd reducerea complica-
tiilor, reducind in acelasi timp, morbiditatea pacien-
tului. In prezent, nu existi consens despre cea mai
buna modalitate de tratament. Factorii cei mai im-
portanti care pot dicta tipul interventiei chirurgicale
sunt: varsta pacientului, localizarea si dimensiunea
leziunii, relaia cu rddécinile dintilor si perforatia
osului cortical cu sau fira extensia in tesuturile moi
adiacente. De asemenea, unilocularitatea sau multi-
locularitatea formatiunii [1,2].

Analizénd literatura de specialitate, observam ci
tratamentul KO cuprinde interventii cu caracter con-
servator: enucleerea formatiunii, chiuretaj agresiv sau
non agresiv, marsupializarea si decompresia KO.[9]
Asocierea enucleerii formatiunii cu tehnica adjuvan-
ta prin cauterizare cu solutia Carnoy (un amestec de
alcool 6,0 ml, cloroform 3,0 ml, acid acetic glacial 1,0
ml si clorurd fericd 1,0 gr, care pitrunde in os pand
la o profunzime previzibild, dependenta de timp, fara
a trauma structurile neurovasculare adiacente)[11].
Williams si Connor in KO foarte mari recomanda
folosirea interventiilor cu caracter radical precum
rezectia in bloc, eventual dezarticulari, indeosebi in
cele mandibulare care au distrus marginea inferioard
a osului precum i in cele cu localizare posterioara
maxilard, considerand ci aceste metode sunt asociate
cu cea mai mica rata de recidiva [12].

Analizind rezultatele obtinute la pacientul in stu-
diu prin compararea acestei metode subiectiv dupa

(Fig. 4). The results of the morphopathological ex-
amination confirmed the primary diagnosis.

KO management aims to reduce complications,
while reducing patient morbidity. Currently, there is
no consensus on the best way to treat it. The most
important factors that can dictate the type of surgery
are: the patient’s age, the location and size of the le-
sion, the relationship with the roots of the teeth and
the perforation of the cortical bone with or without
extension in the adjacent soft tissues. Also the uni-
locularity or multilocularity of the formation [1,2].

Analyzing the literature, we notice that the KO
treatment includes conservative interventions:
enucleation of the formation, aggressive or non-ag-
gressive curettage, marsupialization and KO decom-
pression. [9] Combination of the enucleation of the
formation with the adjuvant technique by cauteriza-
tion with Carnoy’s solution (a mixture of alcohol 6.0
ml, chloroform 3.0 ml, glacial acetic acid 1.0 ml and
ferric chloride 1.0 gr, which penetrates the bone to a
depth predictable, time-dependent, without trauma
to adjacent neurovascular structures) [11]. Williams
and Connor in very high KO recommend the use of
radical interventions such as block resection, pos-
sibly disarticulations, especially in the mandibular
ones that destroyed the lower edge of the bone as
well as in those with posterior maxillary location,
considering that these methods are associated with
the most low recurrence rate [12].

Analyzing the results obtained from the patient
under study by comparing this method subjectively
according to the morbidity of the intervention, we
can say that it has a low morbidity rate like other
surgical-conservative treatment methods, operat-
ing trauma extending only within the pathological
tissue, preserving cortical integrity bone and lower
alveolar nerve. The morpho-functional rehabilita-
tion of the patient took place typically. Postoperative
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criteriul morbiditatii interventiei putem afirma ca
are o ratd de morbiditate scdzuta precum alte metode
de tratament chirurgical-conservative, traumatismul
operator extinzdndu-se doar in limitele tesutului pa-
tologic, pastrandu-se integritatea corticalei osoase si
a nervului alveolar inferior. Reabilitarea morfo-func-
tionald a pacientului a decurs tipic. Complicatii post-
operatorii pe parcursul monitorizarii pacientului nu
s-au determinat.

Concluzii.

1. Diagnosticarea precoce a KO intru-un stadiu in-
cipient de evolutie, va reduce semnificativ creste-
rea in dimensiuni a formatiunii, astfel interventia
chirurgicala va fi una minim-invaziva, diminuéan-
du-se traumatismul operator va rezulta o reabili-
tare morfofunctionala fard complicatii.

2. Examenul histopatologic furnizeazd informatii
exacte care pot confirma prezenta KO. Rata de re-
cidiva relativ inaltd, in special dupd interventiile
chirurgicale de tip conservativ, impune monito-
rizarea radiologica periodica a pacientilor cu KO
tratati chirurgical, cel putin odata/an in primii 5

complications during patient monitoring were not
determined.

Conclusions.

Early diagnosis of KO in an early stage of evolu-
tion, will significantly reduce the increase in size
of the formation, so the surgery will be minimally
invasive, reducing surgical trauma, will result a
morphofunctional rehabilitation without compli-
cations.

Histopathological examination provides an exact
information that can confirm the presence of KO.
The relatively high recurrence rate, especially af-
ter conservative surgeries, requires periodic radi-
ological monitoring of patients with KO treated
surgically, at least once / year in the first 5 years

[2].

ani [2].
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Rezumat

Chisturile brahiogene sunt malformatii
congenitale care iau nastere din cauza invo-
lutiei partiale sau complete a aparatului bran-
hial in dezvoltarea embrionului uman, provo-
cand o multitudine de incomodita{i. Scopul
lucrarii este studierea clinicii, evolutiei, me-
todelor de diagnostic a chisturilor brahiogene
pentru optimizarea tacticii de tratament. Vom
prezenta cazul clinic a unei paciente cu varsta
de 40 ani care a fost internata la IMU IMSP in
sectia de Chirurgie Oro-Maxilo-Faciala cu di-
agnosticul de chist cervical lateral brahiogen
pe stanga. Pacienta acuza dereglari estetice si
prezenta unei formatiuni de volum localizata
in regiunea cervicald lateral superioard stanga
care a debutat cu 2 ani in urma cu episoade
de suprainfectari frecvente si crescind treptat
in dimensiuni. S-a efectuat examinarea clini-
cd si paraclinica (analize de laborator, ultraso-
nografie) pentru precizarea diagnosticului si
asigurarea cu informatii addugdtoare cu pri-
vire la structurile anatomice adiacente ce pot
influenta tactica tratamentului chirurgical.
Operatia de “inlaturare a formatiunii” a fost
recomandatd. In urma exciziei chistului sub
anestezie generald, perioada postoperatorie
a decurs fird particularitati. Diagnosticarea
precoce va reduce cresterea in volum a chistu-
rilor brahiogene, preintampinidnd complicati-
ile inflamatorii cu suprainfectarea lor.

Cuvinte-cheie: chist brahiogen, chist late-
ral cervical, anomalie congenitald.

Introducere

Chisturile brahiogene prezintd malformatii con-
genitale rare care se pot evidentia atat la momentul
nasterii, cit si pe parcursul vietii. Aceste chisturi iau
nastere din cauza unor anomalii de dezvoltare embri-
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Summary

Branchial cysts are rare congenital mal-
formations which arise due to the partial or
complete involution of branchial apparatus
in the development of the human embryo,
causing huge discomfort to the patient. The
objective of the study is to investigate the
clinical picture, the evolution, the diagnostic
methods of the branchial cysts to optimize
the treatment tactics. A clinical case will be
presented of a 40-years—old patient which
was admitted to IMU IMSP in the Oral and
Maxillofacial Surgery Department with the
diagnosis of a left lateral branchial cyst. The
patient accuses aesthetic disorders and the
presence of a voluminous swelling which was
located in the upper left lateral cervical re-
gion that began 2 years ago with episodes of
frequent superinfection, gradually increasing
in size. Therefore, a clinical and paraclinical
examination was performed (laboratory tests,
ultrasonography) to specify the diagnosis and
to provide additional information on adjacent
anatomical structures that may influence the
tactics of the surgical treatment. A surgical in-
tervention such as ,removal of the swelling”
was advised. Following the excision of the
cyst under general anesthesia, the postopera-
tive period passed without any particularities.
Early diagnosis will reduce the increase in size
of the branchial cysts preventing inflamma-
tory complications with their superinfection.

Keywords: branchial cyst, lateral cervical
cyst, congenital anomaly.

Background

Branchial cysts are rare congenital malformations
which can be emphasized at birth and throughout
life. They arise due to the partial or complete involu-
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onara cu involutia partiala sau completa a aparatului
branhial.

Regiunea branhiald reprezinta 6 perechi de arcuri
branhiale care se formeaza intre saptamana a 4-asia
5-a de dezvoltare contribuind la aspectul caracteris-
tic al embrionului. Aceste arcuri sunt delimitate de
invaginatii care reprezintd 4 sanfuri interbranhiale
denumite pungi externe pe suprafata ectodermala si
pungi interne pe suprafata endodermala [4].

In timpul celei de a 4-a si a 5-a sdptamana de via-
td intrauterina, al doilea arc branhial acopera aceste
pungi externe si fuzioneaza caudal cu eminenta car-
diaca forméandu-se astfel sinusul lateral cervical. In
mod normal, acest spatiu dispare rapid si complet
[7]. Insd, sinusul lateral cervical persistd uneori sub
forma unui chist cervical lateral cu localizarea de-a
lungul muschiului sternocleidomastodian. Acest
chist are tendinta de a se mari in volum si de a se
suprainfecta. In unele cazuri chisturile cervicale late-
rale pot avea o comunicare cu pielea prin fistula cer-
vicald externa sau cu faringele prin fistula cervicald
internd. Fistula interna se deschide cel mai des in de-
rivatul embrionic a pungii endodermale secundare,
care reprezinta amigdala palatina [7].

Chisturile brahiogene localizate median apar
prin activarea transformdrii chistice a unor incluzii
epiteliale embrionare restante la nivelul canalului ti-
reoglos [3]. Chistul median este un vestigiu embrio-
logic care se formeazd din cauza esecului inchiderii
canalului tireoglos, care se extinde de la foramenul
caecum pana la localizarea glandei tiroide in regiu-
nea cervicald. Partea distald a canalului se diferentia-
za in lobul piramidal al glandei tiroide la aproximativ
50% dintre oameni. Canalul tireoglos involueaza de
obicei in saptamana a 10-a de gestatie. Dacé o portiu-
ne a canalului persista, atunci secretia din fesutul epi-
telial poate rezulta in inflamatie si formarea chistului
median [8]. Localizarea chistului poate fi intalnita cel
mai des la nivelul infrahioid, apoi suprahioid si hioid.

Diagnosticul acestei patologii se efectueaza cu
ajutorul examenului clinic si paraclinic. De obicei,
in timpul examenului clinic se observa un nodul in
regiunea cervicala, care la palpare nu este dureros,
fiind de o consistentd moale sau fluctuenti. Ins3,
aceasta formatiune chisticd poate prezenta dureri la
suprainfectare cu tegumente distinse si congestive,
cauzand si febrd uneori. El provoaca o multitudine
de incomoditati pacientului: disconfort la deglutitie,
la miscarea capului si dereglare a esteticii.

Examenul paraclinic constd in precizarea dia-
gnosticului prezumtiv si asigurarea cu informatii
adaugdtoare cu privire la structurile anatomice adia-
cente ce pot influenta tactica tratamentului chirurgi-
cal. Ultrasonografia (USG) este cea mai des utilizata
metoda imagisticd pentru diagnosticul chisturilor
brahiogene, care poate descrie in mod clar natura
chistica a masei si orice complicatie care s-ar fi putut
dezvolta [9]. In prezenta infectiei, continutul chis-
tului poate deveni neomogen cu aspect corpuscular
[1]. Utilizarea tomografiei computerizate (CT) va

tion of branchial apparatus in the development of the
human embryo.

Branchial region represents 6 pairs of branchial
arches which form between the 4th and 5th week
of gestation contributing to the characteristic ap-
pearance of the embryo. These arches are separated
by depressions which present four pharyngeal clefts
known as clefts on the ectodermal surface and cor-
responding pouches on the endodermal surface [4].

During the fourth and fifth weeks, the second
pharyngeal arch overgrows these clefts and fuses cau-
dally with the cardiac eminence, enclosing the clefts
in a lateral cervical sinus. This space normally disap-
pears rapidly and completely [7]. However, the lateral
cervical sinus occasionally persists in the form of a
cervical cyst located just anterior to the sternoclei-
domastoid muscle. This cyst tends to increase in vol-
ume and to become superinfected. Occasionally, the
lateral cervical cysts communicate with the skin via
an external cervical fistula or with the pharynx via
an internal cervical fistula. Internal cervical fistulae
most commonly open into the embryonic derivative
of the second pouch, the palatine tonsil [7].

The branchial cysts which are located medially
occur by activating the cystic transformation of some
epithelial inclusions at the level of the thyroglossal ca-
nal [3]. The median cyst is an embryological remnant
which is formed due to the failure of closing the thy-
roid canal, which extends from the foramen cecum to
the location of the thyroid in the neck. The distal part
of the duct differentiates into the pyramidal lobe of
the thyroid gland in about 50% of people. The thyro-
glossal duct normally involutes by the tenth week of
gestation. If any portion of the duct persists, secretion
from the epithelial lining can result in inflammation
and thyroglossal duct cyst formation [8]. The location
of the cyst can be found most often at the infrahyoid
level, then at the suprahyoid and the hyoid.

The diagnosis of this pathology is performed with
the help of clinical and paraclinical examination. Usu-
ally, during the clinical examination, a nodule is ob-
served in the cervical region, which is not painful to
the touch, being of a soft or fluctuating consistency.
However, this cystic formation can present pain dur-
ing the superinfection with congestive teguments
around, sometimes causing fever. The cyst can cause
huge discomfort to the patient while swallowing,
moving the head and also causing aesthetic disorders.

The paraclinical examination is performed to
specify the presumptive diagnosis and to provide
additional information on the adjacent anatomical
structures that may influence the tactics of the sur-
gical treatment. The ultrasonography (USG) is the
first-line imaging method of choice for diagnosing
the branchial cysts, which can clearly depict the cys-
tic nature of the mass and any complications that may
have developed [9]. In the presence of infections, the
content of the cyst may become inhomogeneous with
a corpuscular appearance [1]. On computed tomog-
raphy (CT), these lesions typically appear well—cir-



evidentia aceasta leziune fiind bine circumscrisd, si
in absenta complicatiilor, ea va fi uniform hipoden-
sd cu peretii subtiri. In caz de suprainfectare, se va
determina ingrosarea peretilor chistului. Rezonanta
Magnetica Nucleara (RMN) ofera o descriere mai
bund a extinderii profunde a chistului si o evaluare
preoperatorie mai previzibila [9].

Tratamentul chistului brahiogen depinde daca la
momentul adresarii chistul este suprainfectat sau nu.
Abordul chistului infectat este prin punctia si evacua-
rea continutului, urmat de un tratament conservator.
Abia peste 3-4 saptamani dupa ce inflamatia acutd se
atenueazi, se recomanda excizia formafiunii. In cazul
suprainfectdrii cu extinderea supuratiei in tesuturi-
le invecinate este recomandatd deschiderea colectiei
purulente si tratamentul similar unui abces (drenare,
prelucrare antiseptici, pansamente). Inlaturarea for-
matiunii chistice urmeazi la fel dupa 3-4 saptamani.
Deoarece in timpul suprainfectdrii chistul formeaza
aderente la structuri anatomice, inlaturarea lui chi-
rurgicald este mai dificila comparativ cu inlaturarea
unui chist neinfectat. Astfel, diagnosticul precoce si
tratamentul chirurgical al chistului neinfectat este
important atit pentru pacient, deoarece diminueaza
recidiva si morbiditatea cat si pentru medic, pentru
cd ii oferd o manipulare mai lejerd cu tesuturile.

Scopul lucrarii.

Studierea clinicii, evolutiei, metodelor de dia-
gnostic a chistului brahiogen cervical lateral pentru
optimizarea tacticii de tratament.

Materiale si metode.

Prezentare de caz clinic. Pacienta 1.G., F/40 ani,
a fost internatd la IMU IMSP in sectia de Chirurgie
Oro-Maxilo-Faciala cu diagnosticul de chist brahio-
gen cervical lateral pe stanga. Pacienta acuzd dere-
glari estetice si prezenta unei formatiuni de volum
localizatd in regiunea cervicala lateral superioara
stanga care a debutat cu 2 ani in urmaé cu episoade
de suprainfectéri frecvente si crescand treptat in di-
mensiuni.

La examenul clinic al regiunii cervicale s-a con-
statat o formatiune chistica supero-laterald stanga cu
dimensiunile de 2x3 cm, bine delimitata, de o consis-
tentd elastica, partial mobild, neaderenta la fesuturile
adiacente. La palpare, pacienta nu acuza dureri (Fig.
1A si IB).

La examinarea paraclinicd, analizele de laborator
nu au prezentat devieri patologice precum cresterea
numadrului de leucocite, nesegmentate sau vitezei de
sedimentare a hematiilor (VSH), astfel chistul nu este
suprainfectat. Efectuand examenul de USG a gatului,
s-a evidentiat formatiunea chistica de 2x3 ¢cm cu un
continut neomogen coloid; semnul Eco-Doppler fi-
ind negativ. Glandele salivare pe stinga au prezentat
aspect ecografic normal.

Precizarea preoperatorie a diagnosticului repre-
zintd un punct important in formarea unui diagnos-
tic exact si corect care se poate realiza prin explorari

cumscribed and, in the absence of complications,
they are uniformly hypodense with thin walls. In case
of superinfection, the wall thickness may increase.
Magnetic resonance imaging (MRI) provides better
depiction of the deep extent of the cyst and a more
previse preoperative assessment [9].

The treatment of the branchial cyst depends on
whether the cyst is superinfected or not at the con-
sultation time. The approach of the infected cyst is
by puncture and evacuation of the contents, followed
by a conservative treatment. Only after 3-4 weeks
when the acute inflammation subsides, the excision
of the formation is recommended. In case of super-
infection with the extension of the suppuration in the
neighboring tissues, it is recommended to open the
purulent collection and the treatment is similar to an
abscess (drainage, antiseptic treatment, dressings).
The removal of the cystic formation is also after 3-4
weeks. The cyst forms adhesions to the anatomical
structures when it is superinfected and thats why its
surgical removal is more difficult compared to the re-
moval of an uninfected cyst. Thus, the early diagnosis
and surgical treatment of uninfected cyst is impor-
tant not only to the patient, because it reduces recur-
rence and morbidity, but also to the doctor, because it
offers an easier manipulation with the tissues.

Objective of the study

The study of the clinical picture, evolution, diag-
nostic methods of branchial cysts to optimize treat-
ment tactics.

Material and methods.

Case presentation. The patient 1.G., F/40 years
old, was admitted to the IMU IMSP in the Oral and
Maxillofacial Surgery Department with the diagno-
sis of a left lateral cervical cyst. The patient accuses
aesthetic disorders and the presence of a voluminous
swelling located in the upper left lateral cervical re-
gion that began 2 years ago with episodes of frequent
superinfection and gradually increased in size.

During the clinical examination of the cervical re-
gion, a left superolateral cystic formation was found
with the dimensions of 2x3 cm, well delimited, par-
tially mobile, non-adherent to the adjacent tissues
and had an elastic consistency. During the palpation,
the patient does not complain of pain (Fig. 1A si I1B).

After the paraclinical examination was per-
formed, the laboratory tests did not show any patho-
logical deviations such as an increase in the number
of leukocytes, band neutrophiles or erythrocyte sedi-
mentation rate (ESR), which shows that the cyst is
not superinfected. While the USG examination of the
cervical region was performing, a cystic formation of
2x3 cm was highlighted which had an inhomoge-
neous colloid content; the Doppler test being nega-
tive. The salivary glands on the left showed normal
ultrasound appearance.

The preoperative specification of the diagnosis
represents an important point in the formation of
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Fig 1. Aspect exooral al regiunii cervicale al pacientei |.G., F/40 ani: A) aspect semiprofil; B) aspect frontal.

Fig 1. Extraoral view of the cervical region of the patient I.G., F/40 years old: A) semiprofile view; B) frontal view.

imagistice precum: examenul computer tomografic,
ecografia cervicala si prin examenul histopatologic.
Diagnosticul diferential se face cu lipomul cervical,
lifangiomul cervical, adenopatiile metastatice cervi-
cale. A fost recomandatd interventia chirurgicald de
»inlaturare a formatiunii”

Rezultate si discutii.

Operatia de excizie a chistului a avut loc sub an-
estezie generald cu intubare oro-traheald. Etapele
interventiei chirugicale: s-a efectuat o incizie ori-
zontala in pliu cutanat anterior de muschiul sterno-
cleidomastoidian de aproximativ 4 cm in regiunea
cervicala laterald superioara stanga ce continea te-
gumentele si fascia cervicalad superficiald (Fig. 2A).
In trecut se folosea abordul prin incizie verticala,
de-a lungul marginii anterioare a muschiului ster-
nocleidomastoidian, care avea avantajul unui acces
mai facil, dar in schimb cicatricea postoperatorie
era inesteticd [3]. S-a continuat disectia pe straturi
anatomice prin platisma, fascia colli propria si s-a
pus in evidenta membrana chistului in profunzime
dupé deplasarea spre lateral a muschiului sterno-
cleidomastoidian (Fig. 2B). Cu precautie s-a prepa-
rat chistul prin detasarea de la tesuturile invecinate
si inlaturat in intregime (Fig. 2C). La disectie, chis-
tul usor se decola de tesuturile adiacente, punand
in evidentd membrana formatiunii chistice de o
culoare albid-galbuie, neteda cu conturul marginilor
regulate. Extirparea chistului voluminos presupune
adeseori si desprinderea acestuia de pachetul vas-
culo-nervos al gatului, care contine artera carotida
comund, vena jugulard interna si nervul vag. Astfel,
interventia trebuie efectuata cu mare grija pentru
a nu leza aceste structuri anatomice. In acest caz,
chistul a fost de dimensiuni mici-medii, ceea ce a
facilitat interventia chirugicald, micsorand timpul
interventiei.

Formatiunea chistica a fost expediata la exame-
nul histopatologic pentru confirmarea morfologica a
diagnosticului preoperator, dar si excluderea malig-
nizdrii acestuia. In literaturd sunt raportate cazuri de
neoplazii dezvoltate la nivelul chisturilor branhiale
— carcinoame brahiogenice.

an exact and correct diagnosis that can be achieved
through imaging explorations such as: computed to-
mography examination, ultrasonography and histo-
pathological examination. The differential diagnosis
is made with cervical lipoma, cervical lifangioma,
cervical metastatic lymphadenopathy.

A surgical intervention such as ,,removal of the
swelling” was advised.

Results and discussions.

The excision operation of the cyst took place un-
der general anesthesia with oro-tracheal intubation.
The stages of the surgery: a horizontal incision was
made anterior to the sternocleidomastoid muscle for
about 4 cm in the left upper lateral cervical region
which contained the teguments and the superficial
cervical fascia (Fig. 2A). In the past, the vertical in-
cision approach was used along the anterior border
of the sternocleidomastoid muscle which had the
advantage of an easier access, but instead the post-
operative scar was unaesthetic [3]. The dissection
was continued through anatomical layers: platysma,
fascia colli propria so the cyst membrane could be
visualized in depth after the sternocleidomastoid
muscle was displaced laterally (Fig. 2B). The cyst was
carefully prepared by detaching it from the adjacent
tissues and removing it entirely (Fig. 2C). During the
dissection, the cyst was gently taken off from the ad-
jacent tissues, highlighting the smooth membrane of
the cystic formation of a white-yellow color with the
outline of regular borders. The removal of the volu-
minous cyst often involves its detachment from the
carotid sheath which contains the common carotid
artery, the internal jugular vein and the vagus nerve.
Thus, the intervention must be performed with great
care so as not to injure these anatomical structures.
In this case, the cyst was small to medium in size
which facilitated the surgery, reducing the time of
intervention.

The cystic formation was sent to the histopatho-
logical examination for the morphological confirma-
tion of the preoperative diagnosis, but also the ex-
clusion of its malignancy. Cases of neoplasms which
developed at the level of branchial cysts — branchio-
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Fig 2. Etapele interventiei chirurgicale de chistectomie la pacienta I.G., F/40 ani: A) Linia de incizie in pliu cutanat; B) Disectia pe straturi anatomice;

l

() Detasarea si inldturarea completd a chistului; D) Suturarea pe straturi anatomice cu fir intradermal.

Fig 2. The stages of cystectomy surgery, 1.G., F/40 years old: A) Incision line in the skin crease; B) Dissection through anatomical layers;
() Detachment and complete removal of the cyst; D) Suturing the anatomical layers with intradermal thread.

S-a efectuat controlul hemostatic, prelucrarea cu
solutii slab aseptice, suturarea pe straturi anatomice
cu fir intradermal la tegumente si s-a fixat un dren
pasiv (Fig. 2D).

Perioada postoperatorie a decurs fird particula-
ritdti. Starea pacientei a fost favorabild. Pacienta s-a
aflat in stationar 7 zile si pe parcursul acestor zile
complicatii nu s-au observat.

Investigatia histopatologicd a confirmat diagnos-
ticul preoperator evidentiind aspecte caracteristice
patologiei: peretele chistului fiind tapetat cu epiteliu
pluristratifcat pavimentos si prezentind tesut limfoid
cu foliculi. Continutul chistului a evidentiat prezenta
celulelor epiteliale descuamate.

Chisturile brahiogene sunt variate dupa localiza-
re si etiologie. Sunt intalnite unele clasificari care tin
cont de aceste aspecte, inclusiv si studii ale frecventei
acestora. Analizind mai multe articole publicate de
autori internationali (Coste A.; Lofgren D.; Sherme-
taro C.; Bagchi A ; Hira P; Mittal K.; Priyamvara A ;
Houck J.; Nicoucar K.; Giger R.; Pope HG.; Jaecklin
T.; Dulguerov P.), una din clasificarile chistului bra-
hiogen se referd la 4 tipuri:

o Primul chist brahiogen prezintd aproximativ
de la 5% péand la 25% cazuri intalnite din toate cele-
lalte tipuri. Acest chist se clasifica in alte 2 subclase.
Prima subclaséd contine doar ectoderm si la exame-
nul clinic se determind mase preauriculare, care se
pot depista anterior si medial de canalul auditiv
extern. A doua subclasd contine atit ectoderm cét
si mesoderm. Se localizeazi la unghiul mandibulei
sau in regiunea submandibulara si se pot depista la-
teral sau mezial de nervul facial trecand superficial

genic carcinomas are reported in the literature.

The hemostatic control, treatment with weakly
aseptic solutions, suturing through anatomical layers
with intradermal thread were performed and a pas-
sive drain was fixed (Fig. 2D).

The postoperative period passed without any
particularities and complications. The patient’s con-
dition was favorable. The patient was hospitalized for
7 days and during these days no complications were
observed.

The histopathological investigation confirmed
the preoperative diagnosis highlighting characteris-
tic aspects of the pathology: the cyst wall was lined
with multi-layered squamous epithelium and pre-
sented lymphoid tissue with follicles. The contents of
the cyst revealed the presence of the scaly epithelial
cells.

Branchial cysts are varied by location and etiol-
ogy. There are some classifications that take into ac-
count these aspects, including also studies of their
frequency. Analyzing several articles published by
international authors (Coste A.; Lofgren D.; Sherm-
etaro C.; Bagchi A.; Hira P; Mittal K.; Priyamvara A.;
Houck J.; Nicoucar K.; Giger R.; Pope HG.; Jaecklin
T.; Dulguerov P), one of the classifications of the
branchial cyst refers to 4 types:

« First cleft cyst presents 5% to 25% of all bran-
chial cleft anomalies. This cyst is classified in other
2 subclasses. First subclass contains ectoderm only
and on physical exam shows preauricular masses that
track anterior and medial to the external auditory
canal. Second subclass cysts are more common and
contain both ectoderm and mesoderm. These clas-
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(57%), profund (30%) sau intre (13%) ramurile ner-
vului facial [4].

o Al doilea chist brahiogen cervical lateral se con-
siderd cel mai frecvent intalnit, reprezentind 95%
din celelalte anomalii brahiogene. Acest chist are mai
multe localizari: se poate afla de-a lungul sau adia-
cent marginii anterioare a sternocleidomastoidului.
Se mai poate gasi de-a lungul fistulei brahiogene se-
cundare care isi are traiectoria de la pielea din zona
cervicala lateral, intre carotida externd si interna, si
in final in amigdala palatina [2].

o Al 3-]ea chist brahiogen reprezintd 2-8% cazuri
intélnite. Acesta poate fi situat in orice punct al trac-
tului, care se extinde posterior arterelor carotide si
strapunge membrana tirohioidiand si intra in laringe,
termindndu-se astfel pe aspectul lateral al sinusului
piriform. Se localizeazd profund spre muschiul ster-
nocleidomastoidian [5].

o"Al 4-lea chist brahiogen se intilneste foarte
rar, aproximativ 1-4% din celelalte anomalii bra-
hiogene. Acesta se gaseste mai frecvent in stinga.
Cu toate acestea, acesta trece in mod clasic adanc
la carotida comuna si poate circula fie in jurul ar-
cului aortic (intr-o anomalie stangd), fie subclavian
(intr-o anomalie dreaptd). Acesta se desfisoara su-
perficial pana la nervul laringian recurent si nervul
hipoglos, terminand in varful sinusului piriform
din laringe [6].

Avand in vedere criteriile din clasificarea expusa,
noi am stabilit cd pacienta din studiu avea al doilea
tip de chist brahiogen, el intalnidu-se cel mai des. Cu
referire la cazul clinic din acest studiu, pacienta I.G.,
F/40 ani a suportat frecvente suprainfectari, in urma
cdrora un tratament conservator a fost prescris in
baza unui diagnostic corect stabilit cu ajutorul exa-
menului clinic si paraclinic ce a atenuat faza acutd a
inflamatiei pregatind pacienta citre urmatoarea eta-
pé de excizie a chistului, astfel diminu4dndu-se rata
morbiditatii. Datoritd adresarii la timp, formatiunea
a fost de mérime mica-medie ce a facilitat timpul in-
terventiei chirurgicale, dimensiunile cAmpului ope-
rator; acestea din urma favorizand perioada postope-
ratorie care a decurs fard complicatii.

Concluzii.

Chisturile brahiogene prezintd resturi embriona-
re a aparatului branhial care au tendinta de a cres-
te in dimensiuni. Diagnosticarea precoce va reduce
cresterea in volum a chisturilor brahiogene prein-
tampinand complicatiile inflamatorii cu suprainfec-
tarea lor. In asa mod, tratamentul chirurgical va fi
minim invaziv cu linia de incizie fiind mica. Rata de
recurenta si morbiditatea va diminua preponderent
datorita depistarii precoce a chistului, fiindcd supra-
infectarea necesita punctia, evacuarea continutului
si tratamentul conservativ, in urma caruia, de obicei,
formatiunea chistica recidiveaza.

sically present at the angle of the mandible or within
the submandibular region. They can be course either
lateral or medial to the facial nerve and pass super-
ficial (57%), deep (30%), or between (13%) branches
of the facial nerve [4].

o The second branchial cleft cyst is considered
most common, representing approximately 95% of
all branchial anomalies. These can have several loca-
tions: along or adjacent to the anterior sternocleido-
mastoid border or at any point throughout the length
of a second branchial fistula, extending from the skin
of the lateral neck, between the external and internal
carotid, and finally in the palatine tonsil [2].

o Third branchial cleft cysts are estimated to rep-
resent 2-8% of all branchial cleft anomalies. They
can be situated at any point in the tract that extends
posterior to the carotid arteries and pierces the thy-
rohyoid membrane and enters the larynx, thus ter-
minating on the lateral aspect of the pyriform sinus.
The cysts are characteristically located deep to the
sternocleidomastoid [5].

o The fourth branchial cyst is very rare, represent-
ing approximately 1-4% of all branchial anomalies. It
is more common on the left aspect. However, it clas-
sically passes deep to the common carotid and can
loop around either the aortic arch (in a left-sided
anomaly) or the subclavian (in a right-sided anom-
aly). These run superficial to the recurrent laryngeal
nerve and hypoglossal nerve, terminating in the apex
of the pyriform sinus in the larynx [6].

Given the criteria in the above classification, we
determined that the patient in the study had the sec-
ond type of branchial cyst, which is the most com-
mon. With reference to the clinical case in this study,
patient I.G., F/40 years old underwent frequent su-
perinfections, after which a conservative treatment
was prescribed based on a correct diagnosis estab-
lished with the help of clinical and paraclinical ex-
amination, which attenuated the acute phase of in-
flammation preparing the patient to the next stage
of excision of the cyst, thus reducing morbidity rate.
Due to the timely consultation, the formation was of
small-medium size that facilitated the time of the
surgery, the dimensions of the operating field; the
latter favoring the postoperative period which passed
without any complications.

Conclusion

Branchial cysts are embryological remains of
the branchial apparatus that tend to increase in size.
Early diagnosis will reduce the increase in volume of
the branchial cysts by preventing inflammatory com-
plications with their superinfection. In this way, the
surgical treatment will be minimally invasive with
the incision line being small. The recurrence rate
and morbidity will decrease mainly due to the early
detection of the cyst, because the superinfection re-
quires puncture, evacuation of the contents and con-
servative treatment, after which, usually, the cystic
formation recurs.



1.

Bibliografie/Bibliography

Ahuja AT, King AD, Metreweli C. Second
branchial cleft cysts: variability of sono-
graphic appearances in adult cases. AJNR
Am ] Neuroradiol. 2000 Feb; 21(2):315-9.
Bagchi A, Hira P,, Mittal K., Priyamvara
A, Dey A. Branchial cleft cysts: a picto-
rial review. Polish Journal of radiology.
2018; 83: 204-209.

Bucur A, Navarro Vila C, Lowry J,
Acero J. Compendiu de chirurgie oro-

maxilo-faciala vol II. Bucuresti: Q Med
Publishing, 2009.

. Coste A, Lofgren D; Carl Shermetaro.

Branchial cleft cyst. StatPearls Publish-
ing, 2021 Jan.

. Houck J. Excision of branchial cysts.

Oper Tech Otolayngol Head Neck Surg,
2005.

. Nicoucar K, Giger R, Pope HG, Jaecklin

T, Dulguerov P. Management of con-
genital fourth branchial arch anomalies:
areview and analysis of published cases.

] Pediatr Surg, 2009 Jul.

. Schoenwolf G, Bleyl S, Brauer P, Fran-

cis-West P. Larsen’s Human Embryol-
ogy, 4th edn. Churchill Livingston, New
York, Edinburgh, 2009.

. Unsal O, Soytas P, Hascicek SO, Coskun

BU. Clinical approach to pediatric neck
masses: Retrospective analysis of 98
cases. North Clin Istanb, 2017.

. Valentino M, Quiligotti C, Carone L.

Branchial cleft cyst. ] Ultrasound, 2013
Mar. 16(1): 17-20.

| ¥| Medicina Stomatologica



78

AUGMENTAREA GINGIVALA PERI-
IMPLANTARA CU GREFA DE TESUT
CONJUNCTIV PRIN TEHNICA
~TWOSTAGE”

Adriana Gafton,

studentd

Olga Ursu,

asistent universitar

Catedra de chirurgie oro-maxilo-faciald si
implantologie orald ,, Arsenie Gufan”

IP USMF ,,Nicolae Testemitanu”

Rezumat

Augmentarea fesuturilor moi prin inter-
mediul grefelor gingivale autogene reprezinta
o procedurd des utilizata in implantologie si
chirurgia parodontala. Tehnica grefei de fesut
conjunctiv se refera la plasarea tesutului con-
junctiv sub un lambou cu grosime partiald,
acesta avand scopul de a induce formarea de
tesut keratinizat. Aceasta este indicatd paci-
entilor edentati partial sau total pentru aug-
mentarea zonelor cu absenta sau reducerea
indl{imii gingiei keratinizate, precum si a spori
volumul de tesut moale. Diferentele structura-
le dintre interfata implant/tesut osos si dinte
natural/tesut osos fac implanturile dentare mai
susceptibile la dezvoltarea de procese inflama-
torii §i pierdere osoasa. Din aceste consideren-
te, intangibilitatea sigiliului in jurul implantu-
rilor este unul dintre obiectivele primordiale
in succesul acestuia pe o perioadd lungd de
timp. Functia sigiliului peri-implantar este
»mentinerea homeostaziei mediul intern ca
raspuns la provocarile din mediu extern”

Cuvinte cheie: grefa de esut conjunctiv,
chirurgie plasticd peri-implantard, fenotip
gingival, spatiu biologic.

Introducere

Chirurgia tesuturilor moi periimplantare este im-
portantd pentru obtinerea tesutului keratinizat suf-
ficient in scopul credrii spatiului biologic, controlul
acumularii placii bacteriene, evitarea impactului ali-
mentelor, fluxul de aer intercoronar si deficiente de
fonatie [1].

Scopul final al crearii spatiului biologic este de a
proteja conexiunea subiacentd dintre implant si tesu-
tul osos format prin procesul de osteointegrare.

Lipsa tesutului keratinizat in tratamentul cu im-
planturi dentare are urmdtoarele dezavantaje:

e Atunci cand bandeleta de tesut keratinizat
periimplantar este < 2 mm sau absenta, paci-
entul acuzd disconfort in timpul periajului, in
special la grupul inferior de dinti;

PERI-IMPLANT SOFT TISSUE
AUGMENTATION WITH CONNECTIVE
TISSUE GRAFT USING ,TWO STAGE”

TECHNIQUE

Adriana Gafton
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Olga Ursu
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Summary

Soft tissue augmentation using autoge-
nous gingival grafts is a procedure often used
in implantology and periodontal surgery. The
technique of connective tissue grafting refers
to the placement of connective tissue under
a flap of partial thickness, which aims to in-
duce the formation of keratinized tissue. It is
indicated for partially or totally edentulous
patients to increase the areas with the absence
or reduction of the height of the keratinized
tissue, as well as to increase the volume of soft
tissue. The structural differences between the
implant / bone tissue interface and the natural
tooth / bone tissue make dental implants more
susceptible to the development of inflamma-
tory processes and bone loss. For these rea-
sons, the intangibility of the seal around the
implants is one of the primary objectives in its
success over a long period of time. The func-
tion of the peri-implant seal is to “maintain
internal homeostasis in response to external
environmental challenges”

Keywords: connective tissue graft, peri-
implant plastic surgery, gingival phenotype,
biological space.

Introduction

Periimplant soft tissue surgery is important for
obtaining sufficient keratinized tissue in order to
create biological space, control bacterial plaque ac-
cumulation, avoid food impaction, intercoronary
airflow and phonation deficiencies [1].

The ultimate goal of creating biological space is
to protect the underlying connection between the
implant and the bone tissue formed by the osseointe-
gration process.

The lack of keratinized tissue in the treatment
with dental implants has the following risks:

e When the periimplant keratinized tissue
height is <2 mm or absent, the patient com-
plains of discomfort during brushing, espe-
cially in the lower group of teeth;



o 1In aceleasi conditii anatomice, a fost inregis-
tratd o mai mare frecventd de acumulare a
placii bacteriene si a sdngerdrii gingivale in
timpul sondarii;

e 1In absenta tesut keratinizat suficient, s-a in-
registrat o incident{d mai mare a recesiunilor
gingivale;

e Implanturile dentare cu o bandeleta de tesut
keratinizat < 2 mm sunt predispuse periim-
plantitei [2].

Alegerea tehnicii de obtinere a grefei de tesut
conjunctiv este de obicei dictatd de anatomia situ-
sului donor (precum artera palatind, forma apofizei
alveolare, prezenta dintilor 8), grosimea necesard a
grefei si preferintele clinicianului [3].

Regiunile anatomice pentru recoltarea grefelor
autogene de tesut moale sunt:

e Palatul dur;

Tuberozitatea maxilard;

Partea posterioara a palatului dur;

Creasta alveolara;

Tuberculul alveolar mandibular in cazul lipsei
molarului 3 [4].

Avantajele obtinerii grefei de tesut conjunctiv din
regiunea tuberozitatii maxilare sunt:

e Vindecarea de primi intentie rapida si redu-
cerea morbiditdtii in legdturd cu frictiunea
minima in aceastd zond in timpul masticatiei;

e Comparativ cu regiunea palatului dur, tu-
berozitatea maxilara este mai sdraca in tesut
adipos si glandular (25.75% vs. 4.89%) (fig.5),
respectiv contractia grefei obtinute va fi di-
minuata, iar volumul obtinut si inductia de
keratinizare a epiteliului va spori [3]. Volu-
mul crescut de tesut adipos si glandular poate
actiona ca o barierd in difuziune plasmaticd
si vascularizare in timpul primei perioade de
vindecare [5].

Stratul epitelial
Stratul de tesut conjunctiv

Stratul epitelial
Stratul de tesut conjunctiy

Steatul adipos-glandular

Regiunea premolari

Figura 1. Diferentele parametrilor cantitativi dintre grefa gingivala
liberd obtinutd in regiunea molard/perituberozitara si premolara

Tehnica exciziei penei distale este o modificare
a unei simple gingivectomii §i evitd dezavantajele
acesteia din urmd, dat fiind inaccesibilitatea si vizu-
alizarea insuficientd. Ca metoda de obtinere a grefei
de tesut conjunctiv, excizia penei distale in regiunea
tuberculilor maxilarului superior si a triunghiurilor

e Under the same anatomical conditions, a
higher frequency of bacterial plaque accu-
mulation and gingival bleeding was recorded
during probing;

¢ In the absence of sufficient keratinized tissue,
there was a higher incidence of gingival reces-
sions;

e Dental implants with a height of keratinized
tissue <2 mm are prone to periimplantitis [2].

The choice of technique for obtaining the con-

nective tissue graft is usually dictated by the anato-
my of the donor site (such as the palatine artery, the
shape of the alveolar process, the presence of 8 teeth),
the required graft thickness and the clinician’s prefer-
ences [3].

The anatomical regions for harvesting autog-

enous soft tissue grafts are:

e Hard palate;

Maxillary tuberosity;

The posterior region of the hard palate;
Alveolar ridge;

Mandibular alveolar tubercle in case of lack of
3 rd molar [4].

The advantages of obtaining the connective tissue

graft from the maxillary tuberosity region are:

e Rapid first-intention healing and reduction
of morbidity related to minimal friction in
this area during chewing;

e Compared to the hard palate region, the max-
illary tuberosity is poorer in adipose and glan-
dular tissue (25.75% vs. 4.89%) (fig.5), respec-
tively the contraction of the obtained graft will
be diminished, and the volume obtained and
the keratinization induction of the epithelium
will increase [3]. The increased volume of adi-
pose and glandular tissue can act as a barrier
in plasma diffusion and vascularization dur-
ing the first healing period [5].

Epithelial tissue layer
Connective tissue layer
Glandural-adipos tissue

Epithelial tissue layer
Ci ive tissue layer
Glandural-adipos tissue

Premolar region
Figure 1. Differences in quantitative parameters between free gingival
graft obtained in the molar / perituberosity and premolar region

The distal wedge excision technique is a modifi-
cation of a simple gingivectomy and avoids the disad-
vantages of the latter, given the inaccessibility and in-
sufficient visualization. As a method of obtaining the
connective tissue graft, excision of the distal wedge in
the region of the tubercles of the upper jaw and the

\ Medicina Stomatologica

N
O



80

retromolare ale maxilarului inferior are o serie de
avantaje histologice si morfologice .

Avantajele tehnicii de excizie de pana distala:

e Traume minime, vindecare rapida, mai putina
durere si disconfort in perioada postoperato-
rie (comparativ cu palatul dur);

e Conservarea gingiei atasate, vindecare prin
primad intentie(reduce disconfortul in perioa-
da postoperatorie);

e Vindecarea fara formarea unui volum excesiv
de tesuturi moi, care este deosebit de impor-
tant pentru regiunea retromolara.

Formele de pani distala pot fi:

e Triunghiulard;

e Dreptunghiulari, paralela sau in forma de H;

e Liniara sau pe piciorus [6].

Grefa gingivala libera recoltata este necesar de a
fi deepitelizatd in vederea evitarii expunerii acesteia
in perioada vindecarii. Stratul epitelial poate fi inla-
turat inainte de detasarea grefei gingivale libere din
regiunea perituberozitard prin intermediului frezei
(abraziunii) sau dupi detasare utilizand bisturiul. In
ambele cazuri, se considera rezonabila folosirea unui
sistem de magnificatie pentru siguranta inldturarii
intregului strat epitelial [2] . Ulterior, grefa elibera-
td este plasata pe un tifon umectat in solutie salina.
Portiunea non-epiteliala inferioara este inspectata
de prezenta tesutului glandular si adipos remanent.
Grosimea si suprafata grefei este verificatd si masu-
ratd aditional. Daca este necesar, grefa umectatd in
solutie salind va fi eliberatd de tesut adipos sau glan-
dular utilizAnd lama nr 15 sau 15C [7].

Scopul acestui studiu este de a desrie tehnica
de augmentare gingivala ,,Two Stage” si de a aprecia
sporirea progresiva a grosimii tesutului keratinizat in
urma augmentarii la distantd de 1 luna si 6 luni.

Materiale si metode

Cercetarea a fost efectuatd in maniera unui studiu
prospectiv descriptiv pe un esantion de 10 pacienti
care au beneficiat de tratament cu grefa de tesut con-
junctiv prin tehnica augmentarii gingivale in doud
etape chirurgicale ,, Two stage”.

Parametrii calitativi evaluati preoperator au fost
culoarea, aspectul de ,,coaja de portocald”. Masura-
rea fesutului keratinizat in regiunea situsului donor
si situsului receptor a fost efectuata prin interme-
diul sondei parodontale UNC 15. Intraoperator
— a fost masurata indltimea gingiei alveolare dupa
incizie si grosimea grefei obtinute prin tehnica
penei distale din regiunea tuberozitdtii maxilare.
Postoperator la a 7-a zi, 30 zile, 6 luni-a fost eva-
luat grosimea stratului de tesut keratinizat obtinut,
parametru de vindecare primard, prezenta, forma
si calitatea papilelor gingivale adiacente coroanelor
tixate pe implanturi.

Grefa de tesut conjunctiv a fost obtinutd prin
tehnica penei distale de forma triunghiulard. O
incizie triunghiulara distala de ultimul molar s-a

retromolar triangles of the lower jaw has a number of
histological and morphological advantages.

Advantages of the distal wedge excision tech-
nique:

e Minimal trauma, fast healing, less pain and
discomfort in the postoperative period (com-
pared to the hard palate);

e DPreservation of the attached gum, healing
by first intention (reduces discomfort in the
postoperative period);

e Healing without the formation of an excessive
volume of soft tissue, which is especially im-
portant for the retromolar region.

Distal wedge shapes can be:

e Triangular;

e Rectangular, parallel or H-shaped;

e Linear or pedunculated [6].

The harvested free gingival graft needs to be
deepitelized in order to avoid its exposure during
healing. The epithelial layer can be removed before
detachment of the free gingival graft from the peri-
tuberosity region by means of the bur (abrasion) or
after detachment using the scalpel. In both cases, it is
considered reasonable to use a magnification system
to safely remove the entire epithelial layer [2]. Subse-
quently, the released graft is placed on a gauze soaked
in saline solution. The lower non-epithelial portion
is inspected for the presence of remnant glandular
and adipose tissue. The thickness and aspect of the
graft is additionally checked and measured. If nec-
essary, the saline-soaked graft will be released from
adipose or glandular tissue using a 15 or 15C scalpel

[7].

The aim of this study is to describe the “Two
Stage” gingival augmentation technique and to ap-
preciate the progressive increase of the thickness of
the keratinized tissue after 1 month and 6 months
postoperative.

Materials and methods

The research was performed in the manner of a
prospective descriptive study on a sample of 10 pa-
tients who received treatment with connective tissue
graft by the technique of gingival augmentation in
two surgical stages.

The qualitative parameters evaluated preopera-
tively were the color, the appearance of ,,orange peel®
of the gingiva. The measurement of keratinized tissue
in the region of the donor site and the recipient site
was performed using the periodontal probe UNC 15.
Intraoperatively — the height of the alveolar gingiva
after incision and the thickness of the graft obtained
by distal wedge technique in the region of maxillary
tuberosity were measured. Postoperatively on the 7th
day, 30 days, 6 months — the thickness of the ob-
tained keratinized tissue layer, primary healing pa-
rameter, presence, shape and quality of the gingival
papillae adjacent to the crowns fixed on the implants
were evaluated.



Figura 2. Reprezentarea schematica a tehnicii Penei distale triunghiulare: a) aspectul tuberculului maxilar; b) incizia triunghiulard efectuata
distal de ultimul molar; c) excizarea grefei gingivale libere; d) subtierea marginilor plagii si decolarea acestora; e) suturarea marginilor plagii [6]

Figure 2. Schematic representation of the triangular distal wedge technique: a) the appearance of the maxillary tubercle; b) the triangular
incision made distal to the last molar; ) excision of the free gingival graft; d) thinning the edges of the wound and taking off; e) suturing the
margins of the wound [6]

efectuat cu o lama # 15C, dupd care sectiunea tri-

unghiulara a tesuturilor moi a fost excizata folosind

o chiuretd. Apoi, peretii de-a lungul marginilor ex-

ciziei in forma de pand au fost subtiati din interior

cu un bisturiu pentru a asigura o mai buna adapta-
re a marginilor plagii la osul subiacent. S-au efec-
tuat mici incizii de descércare in partea superioara

a inciziei principale pentru degaja si detensiona

lamboul. Marginile plagii s-au aliniat cu precizie si

au fost inchise cu suturi simple intrerupte (fig. 2).
Tehnica augmentarii gingivale in doud etape

chirurgicale ”Two-stage”

a. A fost efectuatd incizia pe mijlocul crestei al-
veolare si decolat lamboului muco-periostal;
A fost efectuata osteotomia;

A fost infiletat implantul;

d. A fost obtinuta grefa de
tesut conjunctiv si plasa-
td deasupra implantului
dentar acoperit deja cu _
opercul. Grefa a fost pla- \
satd cu predilectie sub
lamboul muco-periostal
vestibular decolat, conti-
nuindu-se deasupra cres-
tei alveolare;

e. Prima suturd a parcurs in-
treg lamboul muco-peri-
ostal vestibular, grosimea
grefei si lamboul muco-
periostal oral;

f. A doua sutura a parcurs
doar lambourile muco-
periostale native. Punctul
de iesire al celei de-a doua
suturd este necesar s fie

oo

.r‘.l;

-
%

- L
Figura 3. Reprezentarea graficd a pozitionarii
primei si celei de-a doua suturi in augmentarea
gingivald cu grefa de tesut conjunctiv in cadrul
tehnicii in doua etape chirurgicale. e.

Figure 3. Graphical representation of the
positioning of the first and second sutures in
gingival augmentation with connective tissue graft
using ,Two Stage” technique

The connective tissue graft was obtained by the
triangular-shaped distal wedge technique. A trian-
gular incision distal to the last molar was made with
a # 15C blade, after which the triangular section of
the soft tissue was excised using a curette. Then, the
walls along the edges of the wedge-shaped excision
were thinned from the inside with a scalpel to ensure
better adaptation of the wound edges to the under-
lying bone. Small discharge incisions were made in
the upper part of the main incision to release and
de-tension the flap. The edges of the wound were
precisely aligned and closed with simple interrupted
sutures (Fig. 2).

The technique of gingival augmentation in two
surgical stages ,,Two stage
a. The incision was made on

the middle of the alveolar

ridge and the muco-perios-

teal flap was removed;
b. Osteotomy was performed;
The implant was threaded;
d. The connective tissue graft
was obtained and placed
above the dental implant
already covered with the
operculum. The graft was
placed with predilection
under the detached vestibu-
lar muco-periosteal flap,
continuing above the alveo-
lar ridge;
The first suture ran through
the entire vestibular muco-
periosteal flap, graft thick-
ness and oral muco-perios-
teal flap;

o
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Figura 4. Aspectul crestei alveolare
edentate pre-operator. Se determind
fenotipul gingival subtire si bandeleta de
tesut keratinizat mai ingustd in zona bresei

comparativ cu cea a dintilor vecini

Figure 4. Appearance of the preoperative
edentulous alveolar ridge. The thin gingival
phenotype and the narrower keratinized
tissue strip are determined in the area of
the edentolous region compared to that of
the neighboring teeth.

pozitionat lateral de cel al primei (fig. 3). No-
dul efectuat a stabilizat grefa in pozitia in care
a fost aplicata i a favorizat contactul intim in-

tre aceasta si osul alveolar.

Rezultate si discutii:

Protocol operator: prelucrarea campului operator

Figura 5. Determinarea parametrilor
cantitativi ai gingiei kerarinizate in
regiunea situsului receptor

Figure 5. Determination of quantitative
parameters of the kerarinized gum in the
region of the receptor site

Figura 6. Design-ul liniilor de incizie in
scopul obfinerii FGG prin tehnica penei
distale triunghiulare
Figure 6. Design of incision lines in order
to obtain FGG by the triangular distal
wedge technique

Figura 7. Determinarea parametrilor
cantitativi ai grefei gingivale libere obtinute
din regiunea tuberozitatii maxilare

Figure 7. Determination of quantitative
parameters of the free gingival graft
obtained from the region of maxillary
tuberosity

f. The second suture ran only through the native
muco-periosteal flaps. The exit point of the
second suture needs to be positioned laterally

from that of the first (Fig. 3). The performed
knot stabilized the graft in the position in
which it was applied and favored the intimate

(exooral cu sol. Alcool 70 % si endooral cu sol. Clor-

hexidind 0,05 %) si izolarea acestuia. Administrarea
anesteziei infiltrative sol. Articain 4% cu adrenalini
1:100000 pentru situs receptor. Ulterior, se efectuea-

z3 o incizie orizontald cu
bisturiul 15 C pe mijlocul
crestei alveolare in grosi-
mea completd a mucope-
riostului, fara incizii de
descircare verticale. Se
decoleazd lamboul mu-
co-periostal la 2 mm ves-
tibular si oral de la varful
crestei alveolare, fard de-
gajarea lamboului. De-
terminarea parametrilor
cantitativi ai gingiei kera-
tinizate prin intermediul
sodei parodontale UNC
15 (fig. 5). Protocolul de
forare a neo-alveolelor
este dictat de catre para-

Figura 8. Etapa de suturare a grefei in cadrul tehnicii augmentarii
gingivale ,Two Stage”

Figure 8. The graft suturing step in the ,Two Stage” gingival

augmentation technique

contact between it and the alveolar bone.

Results and discussions
Operating protocol: processing of the operating
field (exooral with sol. Alcohol 70% and endooral

with sol. Chlorhexidine
0.05%) and its isolation.
Administration of infil-
trative anesthesia Artic-
ain 4% with 1: 100,000
adrenaline for receptor
site. Subsequently, a hori-
zontal incision was made
with the 15 C scalpel on
the middle of the alveolar
ridge in the full thick-
ness of the mucoperios-
teum, without vertical
discharge incisions. The
muco-periosteal flap was
elevated at 2 mm vestib-
ular and oral from the
top of the alveolar ridge,



Figura 9. Aspectul crestei alveolare
si gingiei alveolare la 1 lund dupa
augmentare gingivald
Figure 9. Appearance of alveolar ridge
and alveolar gingiva 1 month after gingival
augmentation

Figura 10. Masurarea indltimii gingiei
keratiniate la 1 lund dupd augmentare
gingivald prin punctia transgingivald pand
la sunetul 005"

Figure 10. Measurement of keratinized
gum height at 1 month after gingival

Figura 11. Determinarea indltimii gingiei
keratinizate la 6 luni dupd augmentarea
gingivala prin tehnica ,Two Stage”
Figure 11. Determination of keratinized
gum height at 6 months after gingival
augmentation by the ,Two Stage” technique

augmentation by transgingival puncture to
the bone” sound

Figura 12. a) Aspectul lateral al crestei alveolare si gingiei alveolare; b) Aspectul frontal al crestei alveolare si gingiei alveolare;
¢) Mdsurarea inaltimii gingiei keratiniate la 6 luni dupd augmentare gingivala

Figure 12. a) Lateral aspect of the alveolar ridge and alveolar soft tissue; b) The frontal aspect of the alveolar ridge and alveolar soft tissue;
¢) Measurement of keratinized gum height at 6 months after gingival augmentation

metrii individuali ai pacientului (indlt{imea crestei,
grosimea crestei, densitatea osoasa, localizarea for-
matiunilor anatomice riscante precum canalul man-
dibular, fosa sublinguala.

Pentru toti pacientii a fost efectuati aceeasi teh-
nicd de obfinere a grefei de tesut conjunctiv si anu-
me pana distald triunghiulard (fig. 6). Grefa gingi-
vald liberd obtinutd a fost examinatd, plasatd pe un
tifon umectat in solutie salind unde a fost deepiteli-
zatd prin intermediul bisturiului si eliberatd de tesut
adipos si glandular. Ulterior, grosimea grefei a fost

without releasing the flap. Determination of the
quantitative parameters of the keratinized gum by
means of periodontal probe UNC 15 was made(fig.
5). The protocol for drilling the neo-alveoli was
dictated by the individual parameters of the patient
(ridge height, ridge thickness, bone density, location
of risky anatomical formations such as the mandibu-
lar canal, sublingual fossa).

For all patients, the same technique was per-
formed to obtain the connective tissue graft, namely
the triangular distal wedge (Fig. 6). The free gingival
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masuratd cu o sonda pa-
rodontald UNC 15 (fig. 7).
Toate aceste manopere exo-
orale nu au depdsit mai mult
de 90 secunde.

In tabelul de mai jos sunt
descrise rezultatele obtinute
in urma augmentarii gingi-
vale cu grefa de tesut con-
junctiv. Grosimea tesutului
keratinizat a fost masurata in
timpul interventiei chirur-
gicale, la 1 luna si la 6 luni
distanta.

Figura 13. Aspectul lateral al bandeletei de tesut conjunctiv in
urma aplicdrii coroanei dentare

Figura 13. Lateral appearance of the connective tissue strip
following the application of the dental crown

graft obtained was examined,
placed on a gauze moistened
in saline solution where it
was deepitelized using a
scalpel and released from
adipose and glandular tis-
sue. Subsequently, the graft
thickness was measured with
a UNC 15 periodontal probe
(Fig. 7). All these exooral
maneuvers did not exceed
more than 90 seconds.

The table below de-
scribes the results obtained
after gingival augmentation
with connective tissue graft.
Keratinized tissue thick-

ness was measured during surgery, at 1 month and
6 months apart.
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1 57 #45 2 3 5 3,5 1,5 1 57 #45 2 3 5 3,5 1,5
2 56 #47 0-1 4 4 2,5 2,5 2 56 #47 0-1 4 4 2,5 2,5
3 35 #36 2 2,5 4 4 2 3 35 #36 2 2,5 4 4 2
4 47 #26 3 2,5 45 45 1,5 4 47 #26 3 2,5 45 45 15
5 34 #45 2 3 45 4 2 5 34 #45 2 3 45 4 2
6 54 #26 2 2 4 4 2 6 54 #26 |2 2 4 4 2
7 41 #15 2 3 45 3,5 15 7 41 #15 2 3 45 3,5 1,5
8 37 #36 2,5 3 5 5 2,5 8 37 #36 |25 3 5 5 2,5
9 57 #46 1 4 2 2 1 9 57 #46 1 4 2 2 1
10 (46 #27 3 3 5 45 1,5 10 |46 #27 3 3 5 45 15
Tabelul I. Parametrii cantitativi ai gingiei keratinizate pre- si Table I. Quantitative parameters of keratinized tissue pre— and
postoperator postoperative
In mediu, fesutul On average, the kera-

keratinizat a sporit prin
tehnica ,,Two stage” cu
1,95mm. i

Conform figurii 14
anexate mai sus, se de-
termind discrepanta (
indicele de contractie)
dintre grosimea tesut
keratinizat la 1 lund si 6 |
luni distantd de la aug-
mentarea gingivala prin
tehnica ,, Two Stage”. Am
obtinut valoarea medie
a acesteia egala cu 0,5
mm.

8= keratinized tissue thickness after 1 month postop (mm)

=@ Keratinized tissue thickness after 6 months postop (mm)

==l Grosimea tesutului keratinizat la 1 lund (mm) e=e===Grosimea tesutului keratinizat la 6 luni (mm)

,Iwo Stage”

Stage”technique

Figura 14. Rezultatele obtinute dupa augmentare gingivald prin tehnica

Figure 14. Results obtained after gingival augmentation using the ,Two

tinized tissue increased
by 1.95 mm using the
»Iwo Stage® technique.
According to Figure
14 attached above, the
discrepancy  (shrink-
age index) between the
thickness of keratinized
tissue is determined at
1 month and 6 months
away from gingival aug-
mentation using the
Two stage technique.
We obtained its average
value equal to 0.5 mm.



Concluzii:

1.”Augmentarea gingivald prin intermediul gre-
fei de tesut conjunctiv in cadrul tratamentului cu
implanturi dentare este indicatd in cazul prezentei
la pacient in regiunea edentatd a biotipului gingival
subtire si festonat.

2. In urma augmentirii gingivale cu grefd de fesut
conjuctiv prin tehnica "Two-stage,, , in mediu, fesutul
keratinizat a sporit cu 1,95 mm. La fel, s-a determinat
discrepanta ( indicele de contractie) dintre grosimea
testul keratinizat la 1 lund si 6 luni distanta , obtinan-
du-se valoarea medie egala cu 0,5 mm.
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Rezumat

Patologiile orale sunt printre cele mai
raspandite afectiuni din lume. Cu toate aces-
tea, nu afecteazd intreaga populatie in aceiasi
mdsurd. Diferentele fiind determinate fie de
factori geografici, de locatie, sau de factorii
economico-sociali si statutul social. Articolul
are ca scop cercetarea mai indeaproape a su-
biectului in cauzd, analizand statutul social al
50 de pacienti cu leziuni oro-maxilo-faciale,
ce au fost tratati in sectia de Chirurgie stoma-
tologica din cadrul Intreprinderii Municipale
Centrul Stomatologic Municipal Chisinau, pe
parcursul anului 2020.

Cuvinte cheie: statut social, patologii ora-
le, nivel de studii, numér de copii

Introducere

Leziunile regiunii OME indiferent de natura, pre-
zintd un interes sporit in analizarea acestora, anume
din cauza asocierii cu cicatrici, deformdri ale fetei,
alterarea perceperii imaginii de sine, dezvoltarea de
tulburare de stress-posttraumatic.’

De-asemenea, leziunile OMF mai poartd si o po-
vard socio-economicd, ca urmare a costurilor ce {in
de interventia medicald necesara, timpul pe care pa-
cientul il petrece in institutia sanitard sau in concediu
medical si pierderile economice suferite de pacient, de
angajator si de stat privind zilele nelucratoare. Iar aces-
te cheltuieli se dubleaza in cazul leziunilor non-fatale.?

Din aceste considerente, cercetarea mai indea-
proape a originii leziunilor, a rolului societatii in apa-
rifia acestora, in predispunerea anumitor categorii de
persoane, prezinta un interes primordial. Iar dezvol-
tarea programelor nationale privind asigurarea echi-
tatii in accesul la servicii medicale, programe privind
profilaxia leziunilor ar duce la o usurare a povarii de
pe umerii sistemului medical. Aceste programe fiin-
du-le deja demonstrate eficacitatea.’

Obiectivul cercetarii:
Determinarea impactului statutului social asupra
pacientului cu leziuni oro-maxilo-faciale.

THE IMPACT OF SOCIOECONOMIC
STATUS ON PATIENTS WITH ORAL AND
MAXILLOFACIAL INJURIES

Mogildea Maria,

5th year student

Dumitru Hitu

“Arsenie Gutan” Department of Oral and
Macxillofacial Surgery and Oral Implantology,
“Nicolae Testemitanu” SUMPh

Vlas Vasile,

university assistant

Summary

Oral pathologies are among the most
common diseases in the world. However, they
do not affect all members of the population
to the same extent, with differences based on
various geographical, social, and economic
factors. This article has the aim of investigat-
ing this matter by analyzing the social status
of 50 patients with OMF injuries, who were
treated in the Department of Dental Surgery
at the Dental Municipal Center in Chisindu,
throughout the year of 2020.

Key words: socioeconomic status, oral pa-
thologies, education, number of children

Introduction

Oral and maxillofacial injuries, despite their na-
ture, are of substantial interest because of their con-
nection with scar tissue formation, facial deformities,
influence on body image, and post-traumatic stress
disorder.!

Also, the injuries that occur in the oral and maxillo-
facial region can be a socio—economic burden because
of high costs related to the medical care they require,
the time the patient spends in the hospital or on sick
leave and the economic losses suffered by the patient,
employee and state regarding the use of sick days.
These costs are doubled in case of non-fatal injuries.?

Taking everything mentioned above into consid-
eration, more in—depth research on the causes of oral
and maxillofacial injuries is needed, including char-
acteristics that may predispose certain categories of
people to experience them. Therefore, the develop-
ment of national programs ensuring equitable access
to medical services should be a priority. Programs for
prevention of oral and maxillofacial injuries would
lessen the burden on the medical system. Such pro-
grams have already been proven efficient.?

The aim of the study:

The goal of this study is to determine the pres-
ence or the absence of a connection between the so-
cio—economic status of the patient and oral and max-
illofacial injuries.



Materiale si metode:

In studiu au fost inclusi 50 de pacienti cu diverse
leziuni orale, ce au fost tratati in sectia de Chirur-
gie stomatologica din cadrul Intreprinderii Munici-
pale Centrul Stomatologic Municipal Chisinau, pe
parcursul anului 2020. Pacientii au fost supusi exa-
menului clinic §i paraclinic. Au fost luati in calcul
urmadtorii indicatori: sex, vérsta, resedinta, numarul
de copii, nivelul de educatie, diagnosticul, patologiile
concomitente, tipul de examen paraclinic efectuat,
tratamentul aplicat si formula dentard. A fost studi-
atd literatura de specialitate privind situatii similare,
utilizand platformele google scholar si pubmed. Sta-
tistica — tStudent.

Rezultate:

Conform datelor studiului, din cei 50 de paci-
enti examinati 36%6,78 erau de sex masculin, 64%
+6,78 feminin. Fig.1

Vérsta respondentilor varia in-
tre:

<20 ani — 6%=+3,35

21-30 ani — 18%+5,43

31-40 ani — 20%=5,65

41 — 50 ani — 8%+3,83

51-60 ani — 16%=5,18

> 60 ani — 32%+6,59

Majoritatea pacientilor, si anu-
me 76%6,03 dintre acestia aveau
resedinta in or.Chisinau, 4%+2,77
venind din raioane si 20%5,65
locuind la sate. Fig.3

Dupd numdrul de co-
pii, 30%+6,48 din cei in-
tervievafi nu aveau nici un
copil, 16%+5,18 — 1 co- 35
pil, 38%+6,86 — 2 copii, >
16%+5,18 — trei si mai mul- 20
ti copii. Fig.4

diile, 42%+6,97 aveau studii ~ °
superioare, 18%+5,43 — fi-
nisaserd colegiu, 14%+4,9
— scoala  profesionala,
6%3,35 au finisat liceul si
20%+5,65 nu au finisat scoa-
la. Fig. 5

Diagnosticul prevalent
intre pacientii examinati a
fost cel de periodontita, fi-
ind prezent in 44%+7,01 din
cazuri, trauma — 4%=+2,77,
perioostita — 22%5,85,
pericoronaritd — 24%+6,03,
altele — 8%=3,83. Fig.6.

Dintre  comorbiditati-
le prezente la pacienti, in
42%%6,97 cazuri — maladii
cardiovasculare,  8%+3,83
— maladii ale aparatului

21-30

= Chisinau = Raioane = Sate

Fig.1 Raportul femei/barbati, participanti la studiu
Fig.1 Male vs female ratio

15
. 10
In ceea ce priveste stu- s ] .
<20

31-40
Fig. 2 Repartizarea pacientilor per categorie de varsta

Fig. 2 Patients included in the study, by age group

= Chisinau = Districts = Villages
Fig. 3 Repartizarea conform locului resedintei
Fig. 3 Patients included by place of residence

Materials and methods:

The study included 50 patients with various oral
pathologies, who were treated in the Department
of Dental Surgery at the Dental Municipal Center
in Chisinau, throughout the year of 2020. The an-
amnesis of the patients was collected, they were in-
vestigated in a clinical and paraclinical manner. We
have assessed the following indicators: gender, age,
residence, number of children, level of education,
diagnosis, comorbidities, type of paraclinical exami-
nation carried out, applied treatment and dental for-
mula. Current literature was collected and reviewed
using Google Scholar and Pubmed. The Student’s t-
test was used for statistical analysis.

Results:

According to the data of the study, out of the 50
patients examined 36%+6,78 were males and 64%
16,78 females. Fig.1

The age of patients included in
the study:

— <20 vyear old — 6%+3,35

— 21-30year old — 18%+5,43

— 31-40 year old — 20%+5,65

— 41 —50yearold — 8%+3,83

— 51-60 year old — 16%+5,18

— > 60 year old — 32%%+6,59

The majority of patients,
76%+6,03 were residents of the
capital city — Chisinau, 4%=+2,77
were from surrounding districts
and 20%=+5,65 lived in rural
areas. Fig.3

With regards to the num-
ber of children that patients
have, 30%+6,48 out of the
patients had no children,
16%+5,18 — one child,
38%+6,86 — two children,
16%+5,18 — three and more
children. Fig.4

Regarding  education-
al attainment of patients,
42%+6,97 had a univer-
sity  degree,  18%+5,43
—finished community col-
lege, 14%+4,9 — vocational
school, 6%+3,35 — had only
a high school diploma and
20%+5,65 completed less
than high school.Fig.5

The most common diag-
nosis of examined patients
was apical periodontitis, in
44%+7,01 of cases, followed
by trauma — in 4%=2,77 of
cases, periostitis — 22%+5,85
of cases, pericoronaritis —
24%+6,03 of cases, and other
— 8%43,83 of cases.Fig.6.

41-50 51-60 >60
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respirator, 4%*2,77 — hepatita
B, 16%+5,18 — patologii endo-
crine. Fig.7.

Examinarile paraclinice efec-
tuate au fost: ortopantomografia
— 88%+4,59 din pacienti, tomo-
grafia computerizata — 2%=+1,97
si radiografia retroalevolara —
10%=4,24. Fig.8.

Tratamentul aplicat pacienti-
lor a variat in diferite cazuri. Cel
mai des, s-a efectuat odontecto-
mia — 92%=+3,83 din pacienti, in
6%=3,35 s-au efectuat incizii cu
drenarea ulterioara si in 2%+1,97
din cazuri — apexotomia. Fig.9.

In ceea ce priveste formu-
la dentard, la peste 50%+7,07
din pacienti lipsea cel putin
unul din molarii ITI, acestia
fie fiind extrasi sau lipseau
de la nastere. S-a mai obser-
vant ca cel mai des lipseau
din cavitatea bucala molarii
si premolarii II, fiind fie ex-
trasi fie urma si se efectueze
extractia acestora. Dintii cel
mai des prezenti in cavitatea
bucali la maxilla erau incisi-
vii centrali — in 92%+3,83
din pacienti, si la mandibula
— caninii in 97%+2,41 din
cazuri. Analizand formula
dentard, s-a evidentiat inci-
denta inaltd a

dintilor llpsé Fara patologii concomitente NN
raportatd  la
< Attele NN
numarul  de
copii in fami- Maladii endocrine |
lia pacientului.
Fig 10 HepatitaB [
R DlSCutll: Maladii ale aparatului respirator | I
In acest studiu,
statutul social Maladii cardiovasculare I

al pacientilor
a fost analizat
din punct de
vedere al varia-
bilelor ce ar re-
flecta cat mai obiectiv starea
socio-economica a populati-
ei. Astfel, putem argumenta
urmatoarele lucruri. Pro-
portia de 2/3 din pacienti
de sex feminin si 1/3 de sex
masculin ce s-au prezentat la

= periodontitis

m Superioare = Colegiu

= Scoala tehnica-profesionala BAC

= Nu au finisat scoala

m university degree = community college
high school

= vocational

Fig. 5 Raportul pacientilor dupa nivelul de educatie
Fig. 5 Patients and their educational attainment

e

= Periodontita

= Trauma = Perioostita

= trauma = periostitis

Fig. 6 Raportul pacientilor privind diagnosticul stabilit

Fig. 6 Patients by diagnosis given

o

5 10 15

Fig. 7 Numdrul de pacienti raportat la patologia concomitenta

Fig. 7 Patients and comorbidities

= |ess than high school

Pericoronarita

pericoronaritis

Patient comorbidities, as
could be expected, included car-
diovascular disease in 42%6,9
of cases, pathologies of the re-
spiratory system in 8%+3,83 of
cases, hepatitis B in 4%+2,77 of
cases, and endocrine disease in
16%%5,18 of cases. Fig.7.

The paraclinical examina-
tion that was conducted most
frequently was orthopanthomog-
raphy in 88%+4,59 of cases, fol-
lowed by computer tomography
in 2%+1,97 of cases and retroal-
veolar radiography in 10%+4,24
of cases. Fig.8.

The treatment provid-
ed to patients varied from
case to case, but still the
most common treatment
was tooth extraction, per-
formed in 92%%3,83 of cas-
es. Incisions and subsequent
drainage was performed
in 6%*3,35 of cases and in
2%+1,97 of cases apicoec-
tomy was performed. Fig.9.

Concerning dental for-

mula, over 50%+7,07 of
=Alele  patients had at least one
=other wisdom tooth missing or

extracted,. It was also found
that the most extracted teeth
were the molars and second

premolar. The

No comorbidity  teeth that were
least likely to
Others R

be missing
Endocrine disease on the upper
jaw were the

Hepatitis B . .
central  inci-
Respiratory disease SOTS, Wthh
were intact
Cardiovascular disease in 92%i3,83
of cases, and

25
on the lower

jaw, the ca-

nines, which

were intact

in 92%+3,83 of cases. Also,
there was a noticable connec-
tion between the number of
children and the percentage
of the extracted teeth. Fig.10.
Discussions: In this
study, the social status of pa-

medic si au dorit participa-
rea in studiu, nu este deter-
minatd de o afectare inegala
a pacientilor, ci mai degraba

b

= ortopantomografie = tomografie computerizata

= orthopanthomography = computer tomography

= radiografie retroalveolara

= retroalveolar radiography

Fig. 8 Examinarile paraclinice efectuate

Fig. 8 Paraclinical examinations conducted

tients was analyzed with the
help of indicators that would
reflect as objectively as possi-
ble the socio—economic level



de o neglijare din partea per-
soanelor de sex masculin a
igienei orale, neglijarea fatd
de sdndtatea orald si adresa-
rea mult mai intarziata dupa
asistentd medicald. *

Vérsta, un alt indicator
luat in calcul, ne induce ur-
madtoare parere. Desigur, la
pacientii cu varsta mai tand-
rd, pana la 30 de ani, starea
sanatatii orale este una mai
bund, sunt prezente pufine
extractii efectuate sau aces-
tea lipsesc in totalmente. Dat
fiind faptul ca tinerii inca
se afla sub tutela parintilor
pentru  acoperirea
costurilor medicale,
deci elimindm com-
ponenta costului din
accesulla  servicii
medicale.

Analizand
diile pacientilor,
40%6,92 dintre
acestia nu prezinta
studii superioare sau
medii de specialita-
te, ceea ce i face eli-
gibili pentru munci
mai putin calificate si corespunzator mai putin plati-
te. Dupd cum un alt studiu afirma, nivelul educatiei
prezintd un impact direct asupra calitatii vietii si a
sanatatii orale. Iar la populatia mai in varsta, acesta
prezentandu-se ca un indicator independent de alte-
rare a sanatafii orale. Si aici se refera la o percepere
mai alteratd asupra importantei igienei, a vizitelor la
medic, a mentinerii unei stéri satisfacatoare de sina-
tate. ’

Iar 54%+7,04 dintre pacienti au doi sau mai multi
copii, ceea ce ne permite sa presupunem cd prezenta
copiilor in familie, implica si alte cheltuieli astfel in-
cit nu este acordata atentia necesard sanatafii orale.
Sau chiar daca pacientul se adreseazd dupa asisten-
td, In 92%:+3,83 din cazuri tratamentul efectuat fiind
odontectomia.

De-asemenea, printre pacientii cu mai multi co-
pii, fara studii, cu un salariu scdzut, se inregistreazd o
rata mai scazutd a vizitelor la stomatolog.®

Conform datelor obtinute de noi, locul de trai al
pacientilor nu a avut un impact mare asupra starii ca-
vitatii bucale, majoritatea fiind din oras, deci ar fi tre-
buit sa aibd acces mai lejer la servicii medicale de ca-
litate, si totusi rezultatele noastre au aratat contrariul.
Astfel, majoritatea pacientilor aveau o stare a cavitatii
bucale nesatisfiacatoare. Ideea stereotipica privind sa-
ndtatea orald in cadrul zonelor rurale si a zonelor cu
acces dificil la servicii medicale ne este demostrata de
un alt studiu, unde s-a dovedit ca adultii din zonele

= Odontectomie

m Tooth extraction

50,00%
45,00%
40,00%
35,00%
30,00%
25,00%
20,00%
stu-  15.00%
10,00%
=,00% 4,37%
0,00%

1 copil

0 copii

0 children 1 child

= |ncizie

= Incisions

Fig. 9 Tratamentul aplicat pacientilor inclusi in studiu
Fig. 9 Treatment provided to patients

Fig.10 Raportul dintre numarul de copii in familie si procentul dinfilor lipsa
Fig.10 Percentage of extracted teeth compared to the number of children

of the population. Thus, we
can argue the following. The
proportion of 2/3 of female
patients and 1/3 of male pa-
tients who presented to the
doctor and wanted to partic-
ipate in the study, is not de-
termined by an unequal ac-
cess to dental care, but rather
by a negligence on the part
of male individuals, oral hy-
giene neglection, neglection
of the oral health and late re-
quest for medical care.*

Age, another indicator
taken into account, leads us
to the following opinion. In
younger  patients,
up to 30 years, the
state of oral health
is better, there are
few extractions per-
formed or they are
completely missing.
Given the fact that
young people are
still under paren-
tal guardianship to
cover medical costs,
so we eliminate the
cost component
from accessing medical services.

Analyzing the patients’ studies, 40%+6.92 of
them do not present higher or secondary specialized
studies, which makes them eligible for less qualified
and correspondingly less paid jobs. According to an-
other study, the level of education has a direct impact
on the quality of life and oral health. And in the older
population, it presents itself as an independent indi-
cator of impaired oral health. Here, too, it refers to
a more altered perception of the importance of hy-
giene, visits to the doctor, and the maintenance of a
satisfactory state of health.

54% +7.04 of patients have two or more children,
which allows us to assume that the presence of chil-
dren in the family, involves other expenses so that the
necessary attention is not paid to oral health. Or even
if the patient required dental care, in 92%+3.83 of the
cases the treatment performed being tooth extraction.

Also, among patients with more children, with-
out studies, with a low salary, there is a lower rate of
visits to the dentist.®

According to the data we obtained, the patients’
place of residence did not have a great impact on the
condition of the oral cavity, most of them being from
the city, so they should have had easier access to qual-
ity medical services, and yet our results showed the
opposite. Thus, most patients had an unsatisfactory
condition of the oral cavity. The stereotypical idea
of oral health in rural areas and areas with difficult

= Apicotomia

= Apicoectomy

44,37%

2 copii 3 si mai multi

2 children 3 and more children
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rurale sunt afectati in proportie de 84% mai mult de
leziuni orale decét cei din zone urbane.

Diagnosticul predominant a fost cel de perio-
dontita, ca urmare a neglijentei sanatatii orale fie din
resurse financiare precare, fie din lipsa de educatie
sanitara, totusi fiind prezente si unele cazuri cu dia-
gnostic de traumd, pericoronarite, periostite.

Bolile cardiovasculare si in cazul studiului dat
ocupd locul de frunte printre patologiile concomi-
tente ale pacientilor. Ceea ce nu este un fapt intam-
plator, patologiile sistemului circulator ocupand lo-
cul I printre cauzele de mortalitate la nivel global, si
afectdnd aproximativ % din populatia térilor in curs
de dezvoltare si cu un nivel de dezvoltare scazut. ®

In cazul comorbidititilor, influenta asupra regi-
unii OMF este in ambele sensuri. Medicamentele,
aparatele de sustinere vitald, afecteaza sanatatea ora-
14, iar starea igienei orale la randul ei afecteazd starea
generald a organismului.’

In majoritatea cazurilor, pacientii au fost exami-
nati paraclinic prin efectuarea ortopantomografiei,
din motivul accesabilitatii acestui tip de examinare.
Desi, tomografia computerizata ne oferd o vizibilita-
te mai bund in cadrul interventiilor chirurgicale '° in
cadrul studiului informatiile obtinute in urma OPG-
ului fiind destul de informative, nu s-a recurs la exa-
minari suplimentare.

Tratamentul efectuat in mai mult de 90%+4,24
din cazuri a fost extractia dentard, conform indica-
tiilor clinice. S-a constatat existenta corelatiei dintre
indicatia pentru extractie si varsta pacientului, astfel
pentru pacientii tineri motivul extractiei fiind pre-
zenta molarului IIT sau procesele carioase avansate.
Pentru pacientii dupa 30 de ani, motivele extractiei
tiind deja boala parodontald, resturi radiculare. !

Concluzii:

Studiul dat a constatat prezenta unei corelatii
dintre statutul social al pacientilor si starea sanatatii
orale ale acestora. Pentru a evidentia aceastd relatie,
ar fi necesar de a completa studiul cu un esantion mai
mare $i mai divers de pacienti.

access to health care is demonstrated by a study con-
ducted in Japan, where it was found that adults in ru-
ral areas are 84% more affected by oral lesions than
those in urban areas.”

The predominant diagnosis was periodontitis,
due to negligence of oral health either from poor fi-
nancial resources or lack of health education, how-
ever, there are some cases with a diagnosis of trauma,
pericoronitis, periostitis.

Cardiovascular diseases and in the case of this
study take the lead among comorbidities. This is not
a coincidence, as pathologies of the circulatory sys-
tem rank first among the causes of mortality globally,
and affect approximately % of the population of de-
veloping countries. ®

In the case of comorbidities, the influence on the
OME region is in both directions. Drugs, life support
devices, affect oral health. The state of oral hygiene in
turn affects the general condition of the body.’

In most cases, patients were examined paraclini-
cal by performing orthopantomography, due to the
accessibility of this type of examination. Although
computed tomography gives us better visibility dur-
ing surgery ' in the study, the information obtained
from the OPG was quite informative, no further ex-
aminations were needed.

The treatment performed in more than 90%+4.24
of the cases was tooth extraction, according to clini-
cal indications. It was found the correlation between
the indication for extraction and the patient’s age, so
for young patients the reason for extraction is the
presence of 3™ molar or deep carious processes. For
patients after 30 years, the reasons for extraction are
already periodontal disease, root debris. !

Conclusion:

Our study has demonstrated a connection be-
tween the socio—economic status of patients and their
oral health state. In order to obtain a clearer under-
standing of this relationship, more studies on this topic
are required. In addition, studies with larger and more
diverse samples of patients should be conducted.

doi: 10.1177/15579883211016361.
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TRATAMENTUL FLUOROZEI DENTARE
CU TEHNICI MINIINVAZIVE

Buiuc Elena, Uncuta Diana, IvasiucIrina

Catedra de propedeuticd stomatologicd ,,Pavel
Godoroja”, USMF ,,Nicolae Testemifanu”,
or.Chisindu, Republica Moldova

Rezumat

In Republica Moldova, fluoroza reprezin-
ta o problema medico-sociald majora. Avem
mai multe zone endemice, unde populatia
sufera de fluoroza dentard. Populatia nu este
informatd referitor la aceasta maladie, nu cu-
noaste care sunt metodele de prevenire si de
tratament, suferind de probleme disfuncti-
onale, estetice si de adaptare sociala. Au fost
studiate metodele miniinvazive de tratament
a fluorozei dentare si s-au aplicat in practica la
pacienti. S-a constatat cd metodele miniinva-
zive de tratament sunt o solutie buna in com-
baterea acestei patologii si oferd pacientilor o
adaptare mai buna in societate.

Cuvinte-cheie: fluoroza dentara, adapta-
rea sociald, microabraziune, albire.

Introducere

In domeniul stomatologiei, problema esteticii
zambetului devine, in ultimul timp, tot mai actuala.
Numdrul pacientilor care vin pentru a-si schimba
zambetul creste progresiv.

Fluoroza dentard, patologie care duce la formarea
unui zadmbet inestetic, a fost $i ramane a fi o problema
pentru cetdtenii Republicii Moldova. Pacientii trdiesc
continuu un stres psihoemotional, pentru cd discro-
mia dintilor frontali ii face refractari la ideea de soci-
alizare, resimtita in mod special de persoanele tinere.
In pofida faptului ci in unele zone ale tirii noastre
incidenta fluorozei ajunge la 83,54%[1], populatia
nu este informatd despre aceasta maladie, despre
metodele de prevenire si de tratament. In literatura
de profil, sunt descrise mai multe metode de trata-
ment privind fluoroza dentard[2]. Printre metodele
cunoscute sunt: diferite metode de albire dentars,
metode de microabraziune[3,4,5], restaurari cu ma-
teriale composite, tratamentul protetic. Majoritatea
metodelor aplicate in practica traumatizeaza, intr-o
masurd mai mare sau mai micd, tesuturile dentare.

Scopul lucrarii

A evalua datele literaturii si de a efectua diagnos-
ticul si planul de tratament al fluorozei dentare prin
metode miniinvazile.

Material si metode
Cercetarea actuald s-a desfasurat in cadrul Clini-
cii Universitare Stomatologice, Catedra de propede-

TREATMENT OF DENTAL FLUOROSIS
WITH MINI-INVASIVE TECHNIQUES

Buiuc Elena, Uncuta Diana, Ivasiuc Irina

“Pavel Godoroja” Department of of Dental
Propaedeutics, USMF “Nicolae Testemitanu”,
Chisinau, Republic of Moldova

Summary

In the Republic of Moldova, fluorosis is a
major medical and social problem. We have
several endemic areas, where the population
suffers from dental fluorosis. The population
is not informed about this disease, does not
know what are the methods of prevention and
treatment, suffering from dysfunctional, aes-
thetic and social adaptation problems. Mini-
mally invasive methods of treating dental fluo-
rosis have been studied and applied in practice
to patients. It has been found that minimally
invasive treatment methods are a good solu-
tion in combating this pathology and offer pa-
tients a better adaptation in society.

Keywords: dental fluorosis, social adjust-
ment, microabrasion, whitening.

Introduction

In the field of dentistry, the problem of smile
aesthetics is becoming, more lately, more and more
current. The number of patients who come to change
their smile is gradually increasing.

Dental fluorosis, a pathology that leads to the for-
mation of an unsightly smile, has been and remains a
problem for the citizens of the Republic of Moldova.
Patients are constantly experiencing psycho-emo-
tional stress, because the discoloration of the front
teeth makes them refractory to the idea of socializa-
tion, felt especially by young people. Despite the fact
that in some areas of our country the incidence of
fluorosis reaches 83.54% [1], the population is not
informed about this disease, about the methods of
prevention and treatment. In the profile literature,
several treatment methods regarding dental fluorosis
are described [2]. Among the known methods are:
various teeth whitening methods, microabrasion
methods [3,4,5], composite restorations, prosthetic
treatment. Most methods applied in practice trauma-
tize, to a greater or lesser extent, the dental tissues.

Objective of the study

Evaluate literature data and perform diagnosis
and treatment plan for dental fluorosis by minimally
invasive methods.

Material and Methods
The current research was carried out within the
University Dental Clinic, Department of Dental Pro-
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utica stomatologica ,,Pavel Godoroja” In studiu, au
fost inclusi 10 pacienti — 6 bérbati si 4 femei — , cu
virste cuprinse intre 18 si 30 de ani. Criteriul de in-
cludere a pacientilor in studiu a fost prezenta fluoro-
zei dentare pe suprafata dintilor. Situatiile clinice in-
cluse in studiu au variat de la o forma hasurata pana
la forma granular cretoasa.

Pentru evaluarea stérii psihoemotionale a pacien-
tilor si gradul de informare referitor la aceastd mala-
die a fost elaborat un chestionar, la intrebarile caruia
pacientii au rdspuns in doua etape: la inceputul si la
sfirsitul tratamentului.

Chestionarul cuprindea urmatoarele intrebari:

1. Ce atitudine aveti fata de aspectul estetic al
zdmbetului vostru? (variante: satisfacut/nesa-
tisfacut).

2. Cunoasteti care sunt cauzele aparitiei, ma-
surile de preventie si tratamentul fluorozei
dentare?(variante: nu stiu nimic/am auzit
ceva de la parinti/ m-a informat medicul sto-
matolog)

3. Aveti careva obstacole sociale din cauza dis-
cromiei dintilor? (variante: am complexe per-
manent/ma simt confortabil)

4. Doriti sd va schimbati aspectul estetic al zaAm-
betului? (variante: vreau/nu vreau)

In urmitoarea etapd, a fost stabilit nivelul igienei
cavitatii bucale[6]. Pentru aceasta, placa dentara a fost
colorata cu GC Tri Plaque ID Gel, conform indexului
igienic Green-Vermilion. La aceastd etapa, pacientii au
fost instruiti referitor la imbunatétirea nivelului igie-
nic, apoi s-a efectuat detartrajul supra- si subgingival.

La inceput, a fost determinatd nuanta dintilor cu
cheia de culori VITA. 6 din pacientii alesi aveau for-
ma hasuratd si maculoasd a fluorozei dentare, 4 res-
pondenti aveau forma granular-cretoasa.

Dupi ce a fost izolat cAmpul operator cu ajuto-
rul departatorului de buze, iar gingia a fost izolaté cu
Opaldam, s-a recurs la procedura de microabraziu-
ne. Aceasta s-a efectuat cu preparatul Opalustre —
produs al firmei Ultradent products, USA. Procedura
presupunand erodarea, prin actiune chimica si meca-
nica, a smaltului afectat cu acid clorhidric 6,6% si cu
microparticule de carburd de siliciu din componenta
pastei pentru microabraziune. Prelucrarea smaltului
s-a efectuat cu maciulii de cauciuc timp de 15-30 sec.,
cu spalarea ulterioard a dintelui timp de 30 sec. Mi-
croabraziunea dura pana se ajungea la nivelul smal-
tului sdnatos.

Pentru etapa de albire dentari s-a folosit sistema
de albire Opalescence Xtra Boost, produs al firmei
Ultradent products, USA. La aceasta etapd, au parti-
cipat toti respondentii. Gelul activat pe baza de pero-
xid de hidrogen in concentratie de 40% se aplica pe
suprafata dintilor (13,12,11,21,22,23) pe timp de 20
de min., dupd care gelul era aspirat, iar dintii spélati
timp de 30 sec. La necesitate, procedura se repeta si
de 3 ori intr-o singura vizitd

Pentru scaderea sensibilitétii dintilor, a fost folosit
gelul desensibilizant cu nitrat de potasiu si fluor Ul-

paedeutics “Pavel Godoroja” The study included 10
patients — 6 men and 4 women — aged between 18
and 30 years. The criterion for including patients in
the study was the presence of dental fluorosis on the
tooth surface. The clinical situations included in the
study ranged from a hatched form to a chalky granu-
lar form.

A questionnaire was developed to assess the pa-
tients psycho-emotional state and the degree of
information regarding this disease, to which the pa-
tients answered in two stages: at the beginning and at
the end of the treatment.

The questionnaire included the following ques-
tions:

1. Whatis your attitude towards the aesthetic as-
pect of your smile? (variants: satisfied / dissa-
tisfied).

2. Do you know the causes of the occurrence,
the prevention measures and the treatment
of dental fluorosis? (Variants: I don’t know
anything / I heard something from my pa-
rents / the dentist informed me)

3. Do you have any social obstacles due to tooth
discoloration? (variants: I have permanent
complexes / I feel comfortable)

4. Do you want to change the aesthetic aspect of
your smile? (variants: [ want / I don’t want)

In the next stage, the level of hygiene of the oral
cavity was established [6]. For this, the dental plaque
was stained with GC Tri Plaque ID Gel, according to
the Green-Vermilion hygienic index. At this stage,
patients were instructed to improve hygiene, then su-
pra— and subgingival descaling was performed.

At the beginning, the color of the teeth was de-
termined with the VITA color key. 6 of the selected
patients had the dashed and spotted form of dental
fluorosis, 4 respondents had the chalked-dotty form.

After the operating field was isolated with the lip
separator and the gum was isolated with Opaldam,
the microabrasion procedure was used. This was
done with the preparation Opalustre — a product of
Ultradent products, USA. Procedure involving the
erosion, by chemical and mechanical action, of the
affected enamel with 6.6% hydrochloric acid and sili-
con carbide microparticles from the micro—abrasion
paste. The enamel was processed with rubber sticks
for 15-30 sec., With the subsequent brushing of the
tooth for 30 sec. The microabrasion lasted until it
reached the level of healthy enamel.

The Opalescence Xtra Boost whitening system,
a product of Ultradent products, USA, was used for
the teeth whitening stage. At this stage, all respon-
dents participated. The activated gel based on hydro-
gen peroxide in a concentration of 40% was applied
on the surface of the teeth (13,12,11,21,22,23) for 20
minutes, after which the gel was aspirated and the
teeth washed for 30 sec. If necessary, the procedure is
repeated 3 times in a single visit

To decrease the sensitivity of the teeth, the de-
sensitizing gel with potassium nitrate and fluoride



traEZ ™. Pentru aplicarea gelului la domiciliu au fost
obtinute amprente din alginat, au fost turnate modele
din supergips si a fost obtinuta gutiera termoforman-
td. Pe durata a doud sdptdmani, respondentii au res-

v

pectat o “dieta alb&”, pentru consolidarea rezultatelor.

Rezultate si discutii

In urma aprecierii niveluiui de igiena a cavitatii
bucale s-a constalat ca 7 din 10 respondenti cores-
punde nivelului mediu de igiena, ceilalti 3 pacienti
inregistrand un nivel satisfacator al igienei cavitatii
bucale. In urma diagnosticului efectuat, 6 din pacien-
tii alesi aveau forma hasuratd si maculoasa a fluoro-
zei dentare, 4 respondenti aveau forma granular-cre-
toasa. Astfel pacientilor cu forma granular-cretoasa
i s-a aplicat tratamentul prin microabraziune, celor
cu cu forma hasuratd si cretoasa i s-a efectuat albire
dentara. In urma comparirii fotografiilor pacientilor
cu fluorozp dentard pana si dupa tratament a-a con-
statat cd prezenta petelor intensiv pigmentate este o
indicatie pentru microabraziune, in forme hasurate
si maculoase este suficient de a efectua ablire dentara,
evitdnd traumatizarea tesuturilor dentare.

Caz clinic 1

Diagnosticul: fluoroza dentara forma granular-
cretoasd.

Anamneza actualei maladii: conform celor relata-
te de pacient, dintii frontali se schimbau in culoare in
continuu mai multi ani incepind cu eruptia dintilor
permanenti.

Anamneza vietii: in timp de sarcind mama paci-
entului traia intr-o zona endemica, dupa nastere si
pina la 18 ani pacientul locuia pe acelasi teritoriu.

La examenul obiectiv, prin inspectie endobuca-
14, pe suprafata tuturor dinti au fost depistate macule

Fig.1 Fluoroza dentara forma granular-cretoasa.
Img.1 the chalked—dotty form of dental fluorosis.

g

Fig.3 Rezultatele obtinute la maxila dupa microabraziune.
Img.3 The results obtained on the upper jaw after microabrasion.

UltraEZ ™ was used. For the application of the gel
at home, alginate fingerprints were obtained, super-
gip models were cast and the thermoforming gutter
was obtained. For two weeks, respondents followed a
“white diet” to consolidate the results.

Results and discussions

After assessing the level of hygiene of the oral
cavity, it was found that 7 out of 10 respondents cor-
respond to the average level of hygiene, the other 3
patients registering a satisfactory level of oral hy-
giene. Following the diagnosis, 6 of the selected pa-
tients had the hatched and macular form of dental
fluorosis, 4 respondents had the granular-chalky
shape. Thus, patients with granular-chalky shape
were applied the treatment by microabrasion, those
with shaded and chalky shape were given teeth whit-
ening. After comparing the photos of patients with
dental fluorosis even after treatment, he found that
the presence of intensely pigmented spots is an in-
dication for microabrasion, in hatched and spotted
forms it is enough to perform whitening, avoiding
trauma to dental tissues.

Clinical case 1

Diagnosis: chalked-dotty dental fluorosis.

History of the current disease: according to the
patient, the front teeth changed color continuously
for several years, starting with the eruption of per-
manent teeth.

Life history: during pregnancy the patient’s
mother lived in an endemic area, after birth and un-
til the age of 18 the patient lived in the same terri-
tory.

At the objective examination, by endobuccal in-
spection, on the surface of all the teeth were found

il 8 [] g
Fig.2 Aprecierea culorii dintilor.

Img.2 Appreciation of teeth color.

Fig.4 Rezultatele obtinute dupa albire.

Img.4 The results obtained after whitening.
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albe, intransparente, de dimensiuni mari. Pe suprafata
vestibulara a dintilor 11, 12, 13, 21, 22, 23 au fost con-
statate pete galbui si brune. (Fig.1)

Tratamentul efectuat: microabraziune cu prepa-
ratul Opalustre — produs al firmei Ultradent pro-
ducts, USA Fig.3. Albire dentara cu sistema Opales-
cence Xtra Boost. (Fig.4)

Caz clinic 2

Diagnosticul: fluoroza dentara forma maculoasa.
(Fig.5)

Anamneza actualei maladii: conform celor rela-
tate de pacient, petele au apdrut incepind cu eruptia
dintilor permanenti.

Anamneza vietii: in timp de sarcind mama paci-
entului traja intr-o zona endemica, dupa nastere si
pina la 16 ani pacientul locuia pe acelasi teritoriu.

Fig.5 Fluoroza dentara forma maculoass.
Img.5 The spotty form of dental fluorosis.

La examenul obiectiv, mm r
prin inspectie endobucala, | - ¥
pe suprafata tuturor dinti | )
au fost depistate macule
albe, intransparente, de di-
mensiuni mari. Pe suprafa-
ta vestibulara a dintilor 11,
12 au fost constatate pete
galbui. Fig.5

Tratamentul efectuat:
Albire dentara cu sistema
Opalescence Xtra Boost.

it o
NNt ; [
_ p— S "‘
Fig.7 Rezultatele obtinute dupd albire dentara.
Img.7 The results obtained after whitening.

white, non-transparent, large spots. Yellow, brown
spots were found on the vestibular surface of the teeth
11, 12,13, 21, 22, 23. (Fig.1)

Treatment performed: microabrasion with Opal-
ustre preparation — product of Ultradent products,
USA (Img.3). Teeth whitening with Opalescence
Xtra Boost system. (Img.4)

Clinical case 2

Diagnosis: dental fluorosis spotty form. (Img.5)

History of the current disease: according to the
patient, the spots appeared starting with the eruption
of permanent teeth.

Life history: during pregnancy the patient’s
mother lived in an endemic area, after birth and up
to 16 years the patient lived in the same territory.

At the objective examination, by endobuccal in-

Fig.6 Aprecierea culorii dintilor.
Img.6 Appreciation of teeth color.

spection, on the surface
of all the teeth were found
white, non-transparent,
large spots. Yellowish spots
were found on the vestibu-
| lar surface of teeth 11, 12.
- Img5
Treatment performed:
Tooth  whitening  with
Opalescence Xtra Boost
system. (Img.7)
Following the ques-

(Fig.7) tioning of the patients un-
Raspunsuri s <
- p Inainte de tratament Dupa tratament
Intrebarea
Ce atitudine aveti fatd de satisfacut nesatisficut satisficut nesatisficut
aspectul estetic al zambe-
tului vostru? 0 10 10 0

Cunoasteti care sunt cau- am auzit de la

nu stiu nimic

m-a informat

am auzit de la | m-a informat

nu stiu nimic

zele aparitiei, masurile de périnti medicul périnti medicul
preventie si tratamentul

. 3 7 0 0 0 10
fluorozei dentare?

i - | am complexe perma- . ., | am complexe perma- .. .
Ave’;l gareva obst.acole S.O ) P P ma simt confortabil p P ma simt confortabil
ciale din cauza discromiei nent nent
dingilor? 8 2 0 10
Doriti sd vd schimbati vreau nu vreau
aspectul estetic al zAm-
betului? 10 0

Tabelul 1. Rezultatul chestionarii pacientilor cu fluoroza dentara.



Answers

Before treatment

After treatment

Questions
What is your attitude satisfied dissatisfied satisfied dissatisfied
towards the aesthetic
aspect of your smile? 0 10 10 0
D know th . Ih - . , I heard so- .
© you knowthe causes | 1 .1t know ca rdso the dentist | I don't know care 5o the dentist
of the occurrence, the ) mething from | . ) mething from | .
) anything informed me anything informed me
prevention measures and my parents my parents
the treatment of dental
. 3 7 0 0 0 10
fluorosis?
Do you have any social I'have permanent I feel comfortable Ihave permanent I feel comfortable
obstacles due to tooth complexes complexes
discoloration? 8 2 0 10
Do you want to change vreau nu vreau
the aesthetic aspect of
your smile? 0

Table 1. Results of questioning patients with dental fluorosis.

In urma chestionarii pacientilor pana si dupa tra-
tament s-au obtinut urmatoarele rezultate. (Tabelul I)

Concluzii.

L.

In urma chestionirii pana la tratament a pa-
cientilor diagnosticati cu fluorozd dentard
s-a constatat ca ei nu dispun de suficientd in-
formatie despre metodele de preventie si de
tratament ale fluorozei dentare. Deasemenea
avand un nivel nesatisficut de aspectul zam-
betului sdu.

Rezultatele obtinute in urma chestionarii pa-
cientilor dupd tratament au aratat un nivel
stisfacédtor al aspectului zdmbetului sau, care
oferd o integrare favorabila in societate.
Metodele miniinvazive de tratament sunt re-
medii eficiente in combaterea acestei patolo-
gii, iar adaptarea sociala a pacientilor incetea-
z& a mai fi o problema.

Se recomandé de efectuat o informatizare a
populatiei incepand din scoli cu masurile de
preventie a a fluorozei dentare.

til and after the treatment, the following results were
obtained. (Table I)

Conclusions.

L.

Following the questioning until treatment of
patients diagnosed with dental fluorosis, it
was found that they do not have sufficient in-
formation on the methods of prevention and
treatment of dental fluorosis. Also having an
unsatisfied level of the appearance of his smi-
le.

The results obtained from the questioning of
patients after treatment showed a satisfactory
level of appearance of his smile, which offers a
favorable integration into society.

Minimally invasive methods of treatment are
effective remedies in combating this patho-
logy, and the social adaptation of patients cea-
ses to be a problem.

It is recommended to carry out a computeri-
zation of the population starting from schools
with measures to prevent dental fluorosis.
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Principalele activitati si responsabilitéti

e activitati didactice: petrec prelegeri, lectii practice, seminare cu studentii,
rezidentii si medicii-cursanti; indrumarea studentilor in relizarea tezelor de
licentd; indrumarea elaborarii tezelor de doctorat; activitati de evaluare; tutorat,
consultatii, indrumarea cercurilor stiintifice a studentilor si medicilor rezidenti;
participarea la consilii i in comisii in interesul invataiméantului.

e activitate clinica - consultatia si acordarea asistentei medicale specializate
pacientilor cu diverse patologii ale teritoriului oro-maxilo-facial.

e activitate stiintifica — publicarea diferitor articole stiintifice, participarea cu ra-
poarte stiintifice la diferite conferinte, congrese in tara si peste hotare.

2011—prezent

Chirurg stomatolog, oro-maxilo-facial

Medic sef la Clinica Stomatologica "Omni Dent”

e activitate manageriala - fondator, proprietar Clinica Stomatologica Omni Dent.

e activitate clinica - consultatia si acordarea asistentei medicale specializate
pacientilor cu diverse patologii ale teritoriului dento-alveolar.

e activitate didactica - indrumarea stundentilor ce desfasoara stagiul practic si a
medicilor rezidenti inmatriculati in studii post-universitare prin rezidentiat, in-
drumarea studentilor absolventi.

e activitate stiintifica — publicarea diferitor articole stiintifice, participarea cu ra-
poarte stiintifice la diferite conferinte, congrese in tara si peste hotare.

1998—2011

Chirurg stomatolog, oro-maxilo-facial

Clinica Stomatologicd Vita-Lic

e activitate clinica — consultatia si Acordarea asistentei medicale specializate
pacientilor cu diverse patologii ale teritoriului dento-alveolar.




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 aplicativa in domeniul stomatologiei ale autorilor din tard si de peste hotare,
informatii despre cele mai recente noutafi 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 Dentard pediatri-
ca, Profilaxia OMF, Implantologie, Patologie generald, Referate si minicomunicari,
Sustineri de teze, Avize si recenzii, Personalitati Stomatologice.

Materialele destinate publicérii, vor fi prezentate in forma tiparitd si in forma
electronica intr-un singur exemplar. Lucrarile vor fi structurate pe formatul A4,
Times New Roman 12 in Microsoft Word la 1.0 intervale si cu marginile de 2.0 cm
pe toate laturile. Varianta tiparitd va fi vizatd de autor si va fi insotita de doud re-
cenzii (semnate de unul din membrii Colegiului de Redactie si de Redactorul-sef
al publicatiei) completate pe o formd standard ASRM. Lucrarea prezentatd va mai
contine foaia de titlu cu urmétorul continut: prenumele si numele complet a auto-
rilor, titlurile profesionale si stiintifice, institutia de activitate, numarul de telefon,
adresa electronica a autorului cu care se va coresponda, data prezentdrii. Fiecare
lucrare trebuie sé fie insotitd de o recenzia unui Profesor din colegiul de redactie.

Lucrarile vor fi prezentate presedintelui ASRM, Oleg Solomon, dr. conf. univ.,
la sediul ASRM pe adresa: Mihai Viteazu 1A, e-mail: oleg.solomon@usmf.md.
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Lucrdrile vor fi structurate dupa schema:

— titlul concis, reflectind continutul lucrrii;

— numele si prenumele autorului, titlurile profesionale si gradele stiintifi-
ce, denumirea institufie unde activeaza autorul;

— rezumatele: in limba roménd si engleza (si, optional, rusa de autorii din
Republica Moldova) pina la 150-200 cuvinte finisate cu cuvinte cheie,
dela 3 pindla 6.

— Introducere, material si metode, rezultate, importanta practicd, discutii
si concluzii, bibliografia.

— Bibliografia — la 1.0 intervale, in ordinea referintei in text, aratate cu su-
perscript, ce va corespunde cerintelor International Committee of Me-
dical Journal Editors pentru publicatiile medico-biologice. Ex: 1. Angle,
EH. Treatment of Malocclusion of thr Teeth (ed. 7). Philadelphia: White
Dental Manufacturing, 1907.
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Dimensiunile textelor (inclusiv bibliografia) nu vor depasi 11 pagini pentru un
referat general, 10 pagini pentru cercetare originald, 5 pagini pentru prezentare de
caz clinic, 1 pagina pentru o recenzie, 1 pagind pentru un rezumat al unei lucrari pu-
blicate peste hotarele republicii. Publicatiile altor catedre cu profil stomatologic (ex.
farmacologia) nu vor depasi 10 pagini si nu vor confine 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 §i necesita a fi
prezentate in forma electronicd in format — nume.jpg.

Articolele ce nu corespund cerintelor mentionate vor fi returnate autorilor pen-
tru modificarile necesare.

Numdrul de la fiecare autor nu este limitat.

Redactia nu poartd raspundere pentru verificarea materialelor publicate.

Informatii suplimentare la adresa: Mihai Viteazu 1A, et. 2, bir. 206, tel.: +373 22/
243-549, fax: +373 22/243-549, e-mail: asrm_md@yahoo.com, www.asrm.md
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