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Rezumat

Actualmente, in practica stomatologicd, exis-
ta necesitatea de apreciere obiectiva a activitétii
muschilor masticatori, prin aplicarea metodelor
de vizualizare functional3 a acestora.

Scopul lucririi: de evidentiat particularitatile
ultrasonografiei si termografiei infrarosii in
proiectia muschilor masticatori la pacientii cu
bruxism nocturn primar in functie de vérsta
pacientilor.

Materiale si metode: In cadrul studiului, au
fost inclusi 100 de pacienti cu bruxism nocturn
primar. A fost utilizat termograful IRTIS2000 (Ru-
sia) si utilajul ultrasonografic Envisor C (Japonia).

Rezultate si discutii: S-au evidentiat la
pacientii cu varsta pand la 35 ani valori mai
mari a expresiei clinice a bruxismului nocturn,
comparativ cu pacientii mai in vérstd. Analiza
termoprofilului muschilor masticatori a relevat
prezenta descoordonirii muschiului temporal
anterior si maseter in 11,4% cazuri la persoa-
nele sub 35 ani si in 23,3% cazuri la persoanele
mai in varsta. S-au evidentiat diferite variante de
ecogenitate patologicd in muschiului maseter la
pacientii cu bruxism nocturn si modificari vari-
ate ale grosimii muschiului maseter, cat si a gra-
dientului grosimii.

Concluzii: Termografia si ultrasonografia
muschilor masticatori permite evaluarea activitatii
musculaturii sistemului stomatognat, fiind utile
diagnostice in practica stomatologica.

Cuvinte-cheie: termografie, ultrasonografie,
muschi masticatori

Introducere

Sistemul stomatognat este format din mai mul-
te elemente (articulatia temporomandibulara, dinti,
muschi masticatori etc.), care asigurd realizarea
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Summary

Currently, in dental practice, there is a need
for objective assessment of the activity of the
masticatory muscles by applying functional vi-
sualization methods.

Aim of the study: to highlight the particular-
ities of ultrasound and infrared thermography in
the projection of masticatory muscles in patients
with primary sleep bruxism based on the age of
the patients.

Materials and Methods: There were includ-
ed 100 patients with primary nocturnal bruxism
in the study. The IRTIS2000 (Russia) thermo-
graph and the ultrasonographic device Envisor
C (Japan) were used in the study.

Results and Discussion: In patients under 35
years of age there were observed higher values of
the clinical expression of nocturnal bruxism com-
pared to older patients. The analysis of thermo-
profiles of the masticatory muscles has revealed
the presence of anterior temporal and masseter
discoordination in 11.4% of people under 35 and
in 23.3% cases of people over 35. There were ob-
served various variants of pathological echogenici-
ty in the masseter muscle in patients with sleep
bruxism and various changes in the thickness of
the masseter muscle and of the thickness gradient.

Conclusions: The thermography and ultra-
sonography of the masticatory muscles allow the
evaluation of the muscular activity of the sto-
matognathic system, being useful in expanding
and making the diagnostic possibilities in the
dental practice more efficient.

Key-words: termography, ultrasonography,
masticatory muscles.

Introduction
The stomatognathic system consists of several ele-

ments (temporomandibular joint, teeth, masticatory
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functiilor specifice: masticatia, deglutitia, vorbirea si
respiratia. Conform viziunilor moderne, activitatea
muschilor sistemului stomatognat se poate mani-
festa prin functia fiziologicd (norma), parafunctie si
disfunctie [10, 17, 21]. Cea mai des intilnita activitate
parafunctionald este bruxismul [17, 21]. Disfunctiile
muschilor masticatori (durerea miofasciald, miozita,
spasmul muscular, contractura musculara etc.) pot fi
entitati separate sau in combinatie cu alte forme de
disfunctii temporomandibulare [10]. Actualmen-
te, aprecierea activitatii fiziologice, parafunctionale
si a disfunctiei muschilor sistemului stomatognat
se realizeazd preponderent in baza diagnosticului
clinic (acuze, anamneza, palparea etc.). In practica
stomatologicd, existd necesitatea de a aprecia activi-
tatea muschilor masticatori, prin aplicarea metode-
lor obiective de diagnostic [21, 24]. In acest aspect,
cea mai mare raspandire a obtinut electromiografia
(EMG) muschilor masticatori. A fost stabilit ca la
pacientii cu bruxism, activitatea EMG a muschilor
temporali anteriori si maseter in stare de repaos este
mult mai mare comparativ cu persoanele sidnitoase
[16]. A fost demonstrat ca in orele de dimineatd si in
cursul zilei tonusul muscular variazi [22]. In stare de
relaxare la persoane sidndtoase se determind o acti-
vitate minimald a muschilor masticatori, insa activi-
tatea muschiului temporal anterior (TA) predomind,
comparativ cu activitatea muschiului maseter [26].
Acest raport reflectd rolul mai mare a muschiului
temporal anterior in mentinerea posturii mandibu-
lare, modificérile acestui raport la pacientii cu bru-
xism nocturn are o valoare diagnostica mare [22].
Insa, aplicarea EMG ca metoda de diagnostic a bru-
xismului nocturn nu are valoare mare, iar corelatiile
activitdtii bioelectrice miogene cu manifestarile cli-
nice ale bruxismului nocturn sunt foarte complexe si
necesitd un studiul special [18]. Reiesind din faptul
cd aceastd metoda nu corespunde cu necesitatile dia-
gnostice, actualmente, se studiaza posibilitétile dife-
ritor metode de vizualizare functionald a muschilor
sistemului stomatognat. In acest aspect, in ultimii
ani, se acorda o atentie mai mare ultrasonografiei si
termografiei infrarosii [21].

Termografia infrarosie este o metodd moderna
noninvaziva cu potential diagnostic putin studiat.
Mai multe studii au fost realizate pentru a evidentia
valoarea diagnostica a modificarilor temperaturii in
patologiile stomatologice, majoritatea din care erau
bazate pe inregistrarea temperaturii in unele puncte/
zone ale fetei, luate arbitrar sau care corespundeau
cu zonele mai dureroase [8, 34]. Aceastd variantd de
investigatii reflectd partial posibilitatile termografiei
infrarosii, este necesard determinarea temperaturii in
toata proiectia muschilor masticatori, cu analiza inte-
grala a termoprofilului.

Termografia infrarosie dd posibilitate de a
diferentia durerile faciale neuropatice de afectiunile
inflamatorii dentare, de a diferentia disfunctiile algice
faciale neuropatice de pulpitd, de a depista la etape-
le initiale (subclinice) diferite dereglari ale activitatii

muscles, etc.), which ensure specific functions: masti-
cation, swallowing, speech and breathing. According
to modern views, the activity of the stomatognathic
system muscles can be expressed by physiological
function, parafunction and dysfunction [10, 17, 21].
The most common parafunctional activity is brux-
ism [17, 21]. Dysfunction of the masticatory muscles
(myofascial pain, myositis, muscle spasm, muscular
contracture, etc.) may be found as separate entities
or in association with other forms of temporoman-
dibular dysfunction [10]. Currently, the assessment of
the physiological activity, parafunction and dysfunc-
tion of the muscles of the stomatognathic system is
conducted mainly based on clinical diagnosis (com-
plaints, medical history, palpation, etc.). In dental
practice, there is a need to appreciate the activity of
masticatory muscles by applying objective diagnostic
methods [21, 24]. In this regard, the largest spread
was achieved by electromyography (EMG) of the
masticatory muscles. It was established that in pa-
tients with bruxism, the EMG activity of the anterior
temporal and the masseter muscles during the resting
state is much higher compared to healthy individuals
[16]. It has been proven that in the morning and dur-
ing the day, the muscular tone varies [22]. Relaxation
in healthy individuals determines minimal activity
of the masticatory muscles, but the activity of ante-
rior temporal muscle (TA) predominates, compared
to the activity of the masseter muscle [26]. This ratio
reflects the greater role of anterior temporal muscles
in maintaining mandibular posture; changes in this
ratio in patients with sleep bruxism have a high di-
agnostic value [22]. However, the application of EMG
as a diagnostic method of sleep bruxism is of no
great value, and the correlations of myogenic bioelec-
tric activity with the clinical manifestations of sleep
bruxism are very complex and require a special study
[18]. Considering the fact that this method does not
correspond to the diagnostic needs, the possibilities
of different functional visualization methods of the
stomatognathic muscles are being studied. In this re-
spect, more attention is paid to ultrasonography and
infrared thermography in recent years [21].

Infrared thermography is a non-invasive modern
method with a less studied diagnostic potential. Sev-
eral studies have been conducted in order to highlight
the diagnostic value of the changes in the tempera-
ture in various dental pathologies, most of which were
based on temperature recording at some points/areas
of the face, taken arbitrarily or corresponding to ar-
eas that are painful [8, 34]. This type of investigation
partially reflects the possibilities of infrared thermog-
raphy, it is necessary to determine the temperature
throughout the projection of the masticatory muscles,
with an integral analysis of the thermoprofile.

Infrared thermography gives the possibility to
differentiate neuropathic facial pain from dental in-
flammatory diseases, to differentiate algic facial neu-
ropathic dysfunctions from pulpitis, to detect disor-
ders of the masticatory muscles and TM]J at the initial



muschilor masticatori si ATM, de a evidentia gradul
hipertrofiei adaptive a muschilor masticatori, de a
obiectiviza intensitatea durerilor trigeminale in siste-
mul stomatognat [30, 32, 34]. In proiectia muschilor
masticatori la pacientii cu bruxism nocturn, tempe-
ratura este cu 0,4 — 1,5°C mai mare comparativ cu
zonele adiacente [32]. O oarecare asimetrie fiziologi-
cd a temperaturii muschilor masticatori la persoane
sdnatoase, se poate explica prin partea predominanti
masticatorie tipicd persoanei respective [2, 30].

O altd metoda de vizualizare a muschilor mastica-
tori este ultrasonografia. Prin ultrasonografie, se poa-
te determina ecostructura muschilor masticatori in
diferite conditii (confort, masticatie etc.). In norms,
muschiul se vizualizeaza prin benzi hiperecogene pa-
ralele cu axa lunga a muschiului. Fasciculele miogene
au invelis din tesut conjunctiv ceea ce creeaza un ta-
blou ultrasonografic in forma de benzi hiperecogene.
Aparitia modificarilor patologice in muschi, fascii, si
tesut conjunctiv se pot manifesta prin zone locale si/
sau difuze de schimbare a ecogenitatii (USGe). Ac-
tualmente, exista putine publicatii referitor la aplica-
rea ultrasonografiei pentru aprecierea starii morfo-
functionale a muschilor masticatori [13, 31, 33].

Structura si intensitatea manifestarii bruxismului
nocturn, se modificd esential odatd cu avansarea in
varstd, fenomen care nu are o explicatie satisfacatoare.
Se poate presupune ci analiza indicilor termografiei
infrarosii si ultrasonografiei va permite evidentierea
particularitatilor termo-vasomotor-metabolice ale
muschilor masticatori asociate cu varsta pacientilor.

Scopul studiului: de evidentiat particularitatile
ultrasonografiei si termografiei infrarosii in proiectia
muschilor masticatori la pacientii cu bruxism noc-
turn primar in functie de vérsta pacientilor.

Materiale si metode

In cercetarea actuali, au fost inclusi 100 de
pacienti cu bruxism nocturn primar, din ei 70 in vér-
sta de 18-35 ani si 30 — in varsta de 36-50 ani (vérsta
medie pe grup — 33,2 + 1,15), femei — 68 (varsta
medie pe grup — 30,4 * 1,34; varsta medie <35 ani
— 23,5+ 1,02, >35 ani — 37,3 + 1,16), barbati — 32
(varsta medie pe grup — 36,0 £ 1,12; varsta medie
<35ani — 29,7 + 1,25, >35 ani — 42,3 + 2,13).

Criterii de includere in cercetare: diagnosticul cli-
nic pozitiv al bruxismului nocturn primar, confirmat
prin inregistrarea obiectivd e episoadelor nocturne;
lipsa edentatiei sau edentatie partialda (1-3 dinti);
varsta pacientilor 18-50 ani; prezenta acordului pa-
cientului pentru participare in cercetare; pacienti
cooperanti.

Criterii de excludere din cercetare: varsta in afara
limitelor stabilite; alte forme clinice ale bruxismului
(afectiuni ale sistemului nervos central, epilepsie,
parkinsonism, etc.); prezenta anomaliilor si semne-
lor inflamatorii in sistemul stomatognat; prezenta
semnelor de afectare organica cu decompensarea
activitatii muschilor masticatori (activitatea bioelec-

(subclinical) stages, to highlight the degree of adaptive
hypertrophy of masticatory muscles, to objectify the
intensity of trigeminal pain in the stomatognathic sys-
tem [30, 32, 34]. In the projection of masticatory mus-
cles in patients with sleep bruxism, the temperature is
0.4-1.5°C higher compared to the adjacent areas [32].
Some physiological asymmetry of the temperature of
the masticatory muscles in healthy people can be ex-
plained by the predominant masticatory side [2, 30].

Another method of visualizing masticatory mus-
cles is ultrasonography. Through ultrasonography,
the echostructure of the masticatory muscles can
be determined under different conditions (comfort,
mastication, etc.). Normally, the muscle is visualized
through hyperechogeneous strips parallel to the long
axis of the muscle. Muscle bands have a connective
tissue coating that creates an ultrasonographic picture
in the form of hyperechogenic bands. The occurrence
of pathological changes in muscle, fascia, and connec-
tive tissue may be manifested by local and/or diffuse
changes of the echogenicity (USGe). At present, there
are few publications on the application of ultrasonog-
raphy for assessment of the morphofunctional state of
masticatory muscles [13, 31, 33].

The structure and intensity of the sleep bruxism
manifestation changes essentially with ageing, a phe-
nomenon that does not have yet a satisfactory expla-
nation. It can be assumed that the analysis of infra-
red thermography and ultrasonography indices will
allow highlighting the thermo-vasomotor-metabolic
peculiarities of masticatory muscles associated with
the age of the patients.

Aim of the study: to highlight the particularities
of ultrasound and infrared thermography in the pro-
jection of masticatory muscles in patients with pri-
mary sleep bruxism based on the age of the patients.

Material and methods

In the current research, there were included 100
patients with primary sleep bruxism, 70 of them aged
between 18-35 years and 30 - aged between 36-50
years (mean group age — 33.2 + 1.15), of which: fe-
males — 68 (median group age — 30.4 = 1.34, mean
age <35 years — 23.5 + 1.02, >35 years — 37.3 £ 1.16),
males — 32 (mean group age — 36.0 + 1.12, mean age
<35 years — 29.7 + 1.25, >35 years — 42.3 + 2.13).

Criteria for inclusion in the research: a positive
clinical diagnosis of primary sleep bruxism, con-
firmed based on the objective recording of sleep epi-
sodes; lack of edentulism or partial edentulism (up
to 1-3 teeth); age of patients between 18-50 years;
patient’s consent for participation in the research; co-
operating patients.

Exclusion criteria from research: age outside the
established range; other clinical forms of bruxism (cen-
tral nervous system disorders, epilepsy, parkinsonism,
etc.); the presence of anomalies and inflammatory signs
in the dental system; the presence of signs of organic
damage with the decompensation of masticatory activ-
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trica conform EMG in stare de relaxare mai micd de
30 mcV); diferite maladii acute i cronice in perioada
de acutizare, parazitoze; alcoolism, narcomani, toxi-
comanii, boli psihice; tratament cu remedii psiho-
trope, anticonvulsante, miorelaxante; lipsa acordului
pacientului pentru participare in cercetare; pacientii
necooperanti.

In investigatiile noastre am utilizat termogra-
ful IRTIS2000 (Rusia) cu urmaitoarele caracteristici
tehnici: receptorul infrarosu — InSb (HgCdTe), dia-
pazonul spectral — 3-5 (8-12) mcm, sensibilitatea la
30°C — 0,02°C. Termogramele au fost analizate prin
intermediul programului specializat IRPreview.

PRl

Fig. 1. Termograful IRTIS2000 (Rusia) si zonele de inregistrare a termoprofilului in proiectia muschilor maseter si temporal anterior

ity (bioelectric activity according to EMG in a state of
relaxation less than 30 mcV); various acute and chronic
diseases during the period of exacerbation, parasitosis;
alcoholism, drug addiction, addiction, mental illness;
treatment with psychotropic, anticonvulsant, miore-
laxant remedies; lack of patient consent for participa-
tion in research; non-cooperating patients.

In our investigations we have used the IRTIS2000
thermograph (Russia) with the following technical
characteristics: infrared receiver — InSb (HgCdTe),
spectral range — 3-5 (8-12) mcm, sensitivity at 30°C
- 0.02°C. Thermograms were analyzed using the IR-
Preview specialized software.

(conform studiului nostru)
Figure 1. The IRTIS2000 thermograph (Russia) and the thermoprofile recording areas in the projection of the masseter and anterior temporal
muscles (images from our study).

Investigatiile au fost realizate la temperatura ae-
rului 20-22°C. S-au exclus sursele de cédldurd directe,
se anulau toate procedurile fizioterapeutice si pre-
paratele vasoactive, pacientul nu fuma, nu consuma
cafea si alcool. Inainte de examinarea termografiei cu
24 de ore nu se foloseau creme, pudra si alte remedii
aplicate in regiunea fetei pentru a evita modificarile
temperaturii. Pacientul se adapta la temperatura me-
diului ambiant timp de 20 minute.

Grosimea muschiului maseter am determinat
bilateral in conformitate cu recomandarile din li-
teraturd [13, 19]. Am aplicat utilajul Envisor C (Ja-
ponia) si transductorul liniar de 7,5 MHz. Pacientul
era agezat in postura fiziologicd fird a inclina capul
in diferite directii. Datele se inregistrau bilateral in
stare de relaxare (dintii maxilarelor erau in contact
interocluzal usor) si in stare de angrenare maximala
a maxilarelor.

Am determinat gradientul grosimii muschiului
maseter (GGM): relaxare-angrenare maximala a ma-
xilarelor, conform formulei [31]:

GoM=-8%C" . 100%
Ga

unde: Gr — grosimea muschiului maseter (mm)
in stare de relaxare; Ga — grosimea muschiului ma-
seter in stare de angrenare maximald a maxilarelor.
In norma, la persoane sinatoase GGM este in jur de
25%.

Am  determinat  cantitativ = ecostructura
muschiului maseter prin analiza particularitatilor
ecogenitatii locale si difuze: ecogenitate normald in
proiectia muschiului maseter — 0 un.; ecogenitate
locala patologicd — 1 un.; ecogenitate patologica di-

Investigations were conducted at a temperature
of 20-22°C. Direct heat sources were excluded, all
physiotherapeutic procedures and vasoactive prepa-
rations were canceled, the patient did not smoke, did
not consume coffee and alcohol. At 24 hours before
thermography, patients should not use any creams,
powders and any other remedies that are to be ap-
plied in the facial region in order to avoid tempera-
ture changes. The patient were adjusting to the room
temperature for 20 minutes.

The thickness of the masseter muscle was deter-
mined bilaterally according to the literature recom-
mendations [13, 19]. We have applied the Envisor C
(Japan) and the 7.5 MHz linear transducer. The pa-
tient was placed in a physiological posture without
bending his head in different directions. The data
were recorded bilaterally in a relaxed state (the teeth
were in slightly interocclusal contact) and in the
maximum jaw bracing state.

We have determined the gradient of the masseter
muscle thickness (GMT): relaxation-maximum jaw
bracing, based on the formula [31]:

GGM:LZ‘aGr x100%

where: Gr — thickness of masseter muscle (mm)
in relaxation state; Ga — the thickness of the masseter
muscle in the maximum jaw bracing. Normally, in
healthy people, GGM is around 25%.

We have determined quantitatively the masseter
muscle structure by analyzing the local and diffuse
echogenic peculiarities: normal echogenicity in the
projection of the masseter muscle - 0 units, local
pathological echogenicity - 1 unit, diffuse pathologi-



fuza — 2 un. La persoane sanatoase (n = 30) indicele
ecogenitdtii constituie 0,23 + 0,07 un.

Rezultate si discutii

In literatura de specialitate, actualmente au fost
depistate particularitatile de manifestare a bruxismu-
lui nocturn, in functie de vérsta, insd nu sunt elucida-
te cauzele patogenetice ale acestui fenomen. In studiul
nostru, divizarea pacientilor am realizat in doud gru-
pe: pana la 35 ani si mai in varstd. Aceastd divizare am
efectuat reiesind din multiplele date din literatura care
reflectd ca dupa 35-40 de ani, se atestd o diminuare
considerabila a prevalentei bruxismului [6, 15, 17].

Tab 1. Manifestarile clinice ale bruxismului nocturn primar
vs. varsta pacientilor si indicii la persoane sanatoase

cal echogenicity - 2 units. In healthy individuals (n =
30), the echogenic index is 0.23 + 0.07 units.

Results and discussions

In the scientific literature, the particularities of
occurrence of sleep bruxism based on age have now
been identified, but the pathogenetic causes of this
phenomenon are not fully understood. In our study,
we have divided the patients into two groups: under
35 years and older. This division was made based on
the numerous data in the literature that show that af-
ter the age of 35-40, there is a considerable decrease
in the prevalence of bruxism [6, 15, 17].

Table 1. Clinical manifestations of primary sleep bruxism
vs. age of patients and indices observed in healthy individuals.

Bruxism nocturn primar
Sandtosi | Tntregul | Varsta | Varsta

Healthy | Primary sleep bruxism
indivi- | Entire | Age | Age
duals | group |<35yrs.|>35ys.| P | P, | P, | P,

(n=30)|(n=100)| (n=70)| (n=30)

1 2 3 4

Clinical manifes-|
tations

Maﬁlfestan (n=30)| qgup |<35ani|>35ani| P_ [P, | P. | P,
clinice 12 34 13 1-4
(n=100) (h=70) | (n=30)
1 2 3 4
Chestionarbru- | 0,10+ | 485+ | 541+ | 425+

xismpuncte | 005 | 028 | 032 | o4 |<%00T[<005/<0001)<0001

Bruxism questi- | 0,10+ | 485+ | 541+ | 425+

onnaire,units | 005 | 028 | 032 | o4 |<O007<0.05[<0,001/<0001

Uzura 026+ | 193+ | 187+ | 199+

dentars, puncte| 011 | 019 | 022 | ojs [<O001>005]<0.001<0,001

Dental wear, 0,26+ [ 1,93+ | 1,87+ | 1,99+

units 011 019 | 022 | 0715 <0,001>0,05 < 0,001{< 0,001

Analiza manifestdrilor clinice ale bruxismului
nocturn, conform chestionarului clinic a evidentiat
la pacientii cu varsta pana la 35 ani valori mai mari a
expresiei clinice comparativ cu pacientii mai in vér-
sta (p < 0,05; tab. 1).
Frecventa raspunsurilor pozitive conform ches-
tionarului bruxismului nocturn, care reflecti starea
pacientilor in ultimele 6 luni este urmétoarea (re-
spectiv este indicat procentul de manifestare la varsta
de pani la 35 ani vs. pacientii mai in varsta):
o constatarea de catre partenerul de viatd a
scragnitului din dinti in timpul somnului —
100% vs. 100%.

o scrasnitul din dinti in timpul somnului (con-
form autoaprecierii) — 97,1% vs. 93,3% (p >
0,05).

« senzatii de durere sau oboseald a maxilarelor
la trezire — 60,0% vs. 36,7% (p < 0,05).

o senzatii de inclestare a maxilarelor sau difi-
cultate la deschiderea gurii la trezire — 54,3%
vs. 30% (p < 0,05).

o dureri in regiunea tamplelor la trezire —
50,0% vs. 26,7% (p < 0,05).

o trezirea cu dintii inclestati — 44,3% vs. 23,3%
(p <0,05).

« senzatii de durere dentard/gingivala la trezire
— 22.9% vs. 10,0% (p > 0,05).

o senzatii de mobilitate dentard la trezire —
18,6 % vs. 13,3% (p > 0,05).

Bruxismul in multe cazuri decurge subclinic si
este depistat ocazional de stomatolog [9], sau de per-
soane apropiate prin identificarea scragnitului in tim-
pul somnului sau sunetelor specifice (scrasnit) [29].
In studiul nostru, in toate cazurile, bruxismul a fost
observat de convietuitori.

The analysis of clinical manifestations of sleep
bruxism according to the clinical questionnaire has
revealed higher clinical expression in patients under
35 years compared to older patients (p <0.05, Table
1).
The frequency of positive responses according
to the sleep bruxism questionnaire, which reflects
the condition of patients over the last 6 months, is
the following (i.e. the percentage of manifestation in
persons under 35 years versus older patients is indi-
cated):
« teeth grinding observed by the life partner
during sleep — 100% vs. 100%.

« grinding of teeth during sleep (according to
self-assessment) — 97.1% vs. 93.3% (p > 0.05).

« pain or fatigue of the jaw on awakening -
60.0% vs. 36.7% (p < 0.05).

« jaw clenching or difficulty opening the mouth
on awakening - 54.3% vs. 30% (p < 0.05).

« pain in the temple region after awakening -
50.0% vs. 26.7% (p < 0.05).

o braced teeth after awakening - 44.3% vs.
23.3% (p < 0.05).

o dental/gingival pain after awakening - 22.9%
vs. 10.0% (p > 0.05).

» dental mobility on awakening - 18.6% vs.
13.3% (p > 0.05).

Bruxism in many cases is subclinical and is only
occasionally detected by a dentist [9], or by close
persons, by identifying the grinding during sleep or
hearing the specific sounds (gnashing) [29]. In our
study, in all cases, bruxism was observed by cohabi-
tants.

In general, our results on the structure of clini-
cal manifestations confirm those found in the lit-
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In linii generale, rezultatele noastre referitor la
structura manifestdrilor clinice confirmé pe cele din
literaturd [15]. O manifestare specificd bruxismu-
lui este durerea de diferita genezd. Existd publicatii,
conform cérora ocluzia instabild creeazd modificari
ale tonusului muscular ceea ce contribuie la aparitia
ischemiei tisulare si durerii [12, 26]. Dereglarile mus-
culare algice reprezinta aproximativ 50% din durerile
cronice din regiunea sistemului stomatognat [10].

Un indice stomatologic important al bruxismului
nocturn este prezenta uzurii dentare (tab. 1). Gradul
acesteia la pacientii cu bruxism nocturn, indiferent de
varstd (n = 100) este mult mai exprimat in comparatie
cu persoanele sanatoase (p < 0,001), insa diferentele
dintre grupa de pacienti mai tineri si cea mai in var-
sta nu sunt semnificative, cu tendinte de uzura mai
exprimata la pacientii mai in varsta. Surprinzator este
cd, conform datelor din literaturd nu s-au evidentiat
corelatii statistic veridice intre activitatea muschilor
masticatori (EMG) si gradul de uzura dentara [27].
Nu a fost depistatd o corelatie veridicd intre uzura
dentara si varsta pacientilor, factorii ocluzali si gradul
de disfunctie a articulatiei temporomandibulare [15].

Conform datelor din literaturd, uzura denta-
rd poate apdrea si in alte patologii sau sub actiunea
factorilor predispozanti (refluxul acidic, consumul
de lunga duratd a sucurilor acidulate etc.) [14, 28].
La pacientii investigati, au fost exclusi alti factori
predispozanti cétre aparitia uzurii dentare.

Conform datelor din literatura, prevalenta bru-
xismului variaza in diapazon mare, de la 5% la 96%.
Aceasta variatie mare, in denumita masurd, se dato-
reaza si lipsei unor metode si tehnologii diagnostice
standardizate [1, 25].

Dintre metodele diagnostice de perspectiva sunt
ultrasonografia si termografia infrarosie, prima este
bazatd pe evidentierea particularititilor structurale
ale muschilor, iar a doua — a celor termo-vasomo-
tor-metabolice. Asocierea acestor metode creeaza
rizare. In tab. 2, sunt prezentate valorile grosimii
muschiului maseter in starea de posturd a mandibu-
lei si in angrenarea fortata a maxilarelor in functie de
varsta si sexul pacientilor cu bruxism nocturn primar.

Tab. 2. Grosimea muschiului maseter in starea de posturd a
mandibulei si angrenare fortatd a maxilarelor vs. varsta si sexul
pacientilor cu bruxism nocturn primar

erature [15]. A manifestation specific to bruxism
is pain of various genesis. There are publications
according to which unstable occlusion creates
changes in the muscle tone, that contributes to the
occurrence of tissue ischemia and pain [12, 26].
Algic muscle disorders represent about 50% of the
chronic pain found in the stomatognathic system
[10].

An important dental index of sleep bruxism is the
presence of dental wear (Table 1). Its severity in pa-
tients with sleep bruxism, regardless of age (n = 100),
is more pronounced compared to healthy subjects
(p <0.001), but the differences between the younger
and the elderly are not significant, with tendencies of
teeth being more worn out in older patients. Surpris-
ingly, according to the literature, there was no sta-
tistically significant correlation between the activity
of the masticatory muscles (EMG) and the degree of
dental wear [27]. There was no reliable correlation
between dental wear and age, occlusal factors and
the degree of dysfunction in the temporomandibular
joint [15].

According to the literature, dental wear can also
occur in other pathologies or under the influence of
predisposing factors (acid reflux, long-lasting acidic
juices, etc.) [14, 28]. In the investigated patients, oth-
er predisposing factors regarding dental wear were
excluded.

According to scientific literature data, the preva-
lence of bruxism varies greatly from 5% to 96%. This
large variation may also be due to the lack of stan-
dardized diagnostic methods and technologies [1,
25].

Some perspective methods of diagnosis are ul-
trasonography and infrared thermography, the first
one is based on highlighting the structural features of
the muscles, and the second one is can highlight the
thermo-vasomotor-metabolic features. The combi-
nation of these methods creates new possibilities for
diagnosis and monitoring. In Table 2, we present the
values of the thickness of the masseter muscle in the
postural position of the mandible and during forced
jaw bracing, based on the age and gender of the pa-
tients with primary sleep bruxism.

Table 2. Masseter muscle thickness in the mandible posture
position and during forced jaw bracing, based on the age and gender
of patients with primary sleep bruxism

Grosimea muschiului in functie de
varsta/sexul pacientilor, mm

Activitatea muschilor|  <35ani >35ani

masticatori Barbati | Femei | Barbati| Femei

(n=20)(n=50)[(n=12)|(n=18)
1 2 3 4

Muscle thickness, based on the age
and gender of patients, mm

Masticatory muscle <35yrs >35yrs

ativity Male |Female| Male |Female

(n=20)|(n=50)|(n=12)|(n=18)
1 2 3 4

Relaxare (posturda [10,71£| 9,75+ [11,45£( 9,82+ <005/ <005 | 0,05 |<0,001

Rest (mandible 10,71+[9,75+ [11,45+[ 9,82 +

<0,05 <0,05 | >0,05 |<0,001

mandibulei) 0,23 | 027 | 0,22 | 0,26 posture) 023 | 027 | 022 | 0,26
Angrenare fortatda 14,52 £(13,12 +16,21 £[14,75 Forced jaw bracing  |14,52 £(13,12 £(16,21 £[14,75
masilarelor 024 | 029 | 028 | 028 <0,01/<0,001{<0,001|<0,001 024 | 029 | 028 | 028 <0,01/<0,001{<0,001|<0,001

Analiza datelor din tab. 2, demonstreaza ca grosi-
mea muschilor masticatori la barbati este semnifica-

The analysis of Table 2 shows that the thickness
of the masticatory muscles in males is statistically



tiv statistic mai mare, comparativ cu valorile obser-
vate la femei, indiferent de vérsta pacientilor. Aceste
date sunt in concordanti cu cele din literaturd, fiind
stabilit ca deosebirile acestor indici sunt statistic
semnificative intre femei si barbati [13, 19]. Analiza
comparativa a grosimii muschilor masticatori in sta-
re de relaxare a mandibulei (posturd) si angrenare a
evidentiat ca la angrenarea fortatd, diferentele intre
sexe, cat si in functie de varsta pacientilor sunt mai
evidentiate.

Am realizat investigatii ultrasonografice pentru
evaluarea ecostructurii muschilor masticatori, in
functie de vérsta pacientilor.

Tab. 3. Indicii ultrasonografiei muschilor masticatori vs. vrsta
pacientilor si indicii la persoane sandtoase.

significant higher compared to the values observed
in women, regardless of the age of the patients. These
data are in line with those in the literature, and it is
established that the differences between these indices
are statistically significant between females and males
[13, 19]. The comparative analysis of the thickness of
the mastication muscles in the state of relaxation of the
mandible (posture) and it was revealed that during the
forced jaw bracing, the differences between the gen-
ders and the age of the patients are more pronounced.

We have conducted ultrasound investigations to
evaluate the echostructure of mastication muscles,
depending on the age of the patients.

Table 3. Ultrasonography indices of the masticatory muscles
vs. age of patients and indices observed in healthy individuals.

Bruxism nocturn primar Health Primary sleep bruxism
PR ea
Indicii Sandtosi |Tntregul | Varsta | Varsta individuZIs Entire | Aged | Aged
ultrasono- | (1=30) | grup |< 35ani|>35ani Pl Py | Py| Py USG indices (n=30) | 9rouP <35yrs{>35yrs| P, [ P, | P, | P,
grafiei (n=100)|(n=70)|(n=130) (n=100){(n =70)|(n = 30)
1 2 3 4 1 2 3 4

GGM, % 284+ 2554|313+ GGM, 284+ (2554313

25,0 £0,45 052 | 055 | 058 <0,001}< 0,001{ > 0,05 |< 0,001 % 25,0£0,45 052 | 055 | 058 <0,001}< 0,001 > 0,05 |< 0,001
USGe, 135+ 1,70+ | 1,60+ USGe, 135+ 1,10+ | 1,60+
wnititi 0,23 0,07 010 | 011 | 010 <0,001| < 0,01 [<0,001/< 0,001 units 0,23+0,07 010 | 011 | 010 <0,001) < 0,01 |<0,001/< 0,001

In manifestirile clinice ale bruxismului, dure-
rea ocupa un loc important. In acest aspect, pen-
tru investigarea durerilor miogene, am analizat
particularitatile ultrasonografice ale mugchilor mas-
ticatori, in special in zonele dureroase, acestea fiind
apreciate cu aplicarea algometrului FPIX (SUA). La
pacientii cu bruxism nocturn, apar zone de hiper-
tonus miogen (zone trigger) in care la examinarea
ultrasonograficd se atestd modificari ale ecostructu-
rii, asimetria stingd/dreapta si modificarea grosimii
muschiului maseter [33]. Investigatiile noastre au
demonstrat ci la pacientii cu bruxism nocturn pana
la 35 ani se atestd mai frecvent prezenta ecogenititii
patologice locale, care in majoritatea cazurilor co-
respundea localizarii zonelor algice la palparea
muschilor maseter.

La pacientii cu bruxism nocturn pand la 35 ani se
atestd mai frecvent prezenta ecogenitétii patologice
locale (USGe = 1,10 + 0,11 un.), care in majoritatea
cazurilor corespundea localizarii zonelor algice la
palparea muschilor maseter. La pacientii cu bruxism
nocturn mai in vérsta de 35 ani de rand cu ecoge-
nitatea patologica locald era prezenta destul de frec-
vent ecogenitatea patologicd difuzd (USGe = 1,60
0,10 un.). Diferentele dintre aceste grupe sunt statis-
tic semnificative (p < 0,01). In literatura, se discuta
aceste aspecte — s-a stabilit cd la primele etape ale
dereglirilor activitatii muschilor maseter apar zone
hipoecogene locale, se transforma in zone hipereco-
gene, concomitent cu agravarea dereglarilor si inten-
sificarea durerii [13, 31, 33].

Deci, particularititile ecogenititii locale in
muschiul maseter pot servi in calitate de descriptor
obiectiv suplimentar in diagnosticul complex al sin-
dromului de durere.

In the clinical manifestations of bruxism, pain
takes an important place. In this regard, for the in-
vestigation of myogenous pain, we have analyzed the
ultrasonographic peculiarities during jaw bracing,
especially in the painful areas, which are appreci-
ated by applying the FPIX algometer (USA). Patients
with sleep bruxism have hypertonus areas (trigger
areas) in which ultrasonographic examination shows
changes in the muscle echostructure, a left/right
asymmetry and modification of the thickness of the
masseter muscle [33]. Our investigations have shown
that patients with sleep bruxism under 35, experi-
ence more frequent a local pathological echogenicity,
which in most cases corresponds to the localization
of the algic areas during palpation of the masseter
muscles.

The presence of local pathological echogenicity
(USGe = 1.10 £ 0.11 units), which in most cases cor-
responds to the location of the algic areas during the
palpation of the masseter muscles, is more frequently
observed in patients with sleep bruxism aged under
35. In older patients with local pathological echo-
genicity, diffuse pathological echogenicity was quite
frequently present (USGe = 1.60 + 0.10 units). Dif-
ferences between these groups are statistically sig-
nificant (p <0.01). In the scientific literature these
issues are being debated - it has been established that
local hypoechogenic zones appear at the first stages
of muscle disorder, afterwards these turn into hyper-
echogenic areas, concurrent to worsening of the dis-
turbances and increased pain [13, 31, 33].

Thus, the particularities of local echogenicity in
the masseter muscle can serve as an additional ob-
jective descriptor in the complex diagnosis of pain
syndrome.
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Modificarile ecogenitatii locale si difuze sunt in
stransd legatura cu volumul tesutului muscular si
grosimea muschiului maseter; iar diferentierea dure-
rii, conform genezei este o problema nesolutionata.

Dupi cum se vede din tab. 3, gradientul grosimii
(relaxare-angrenare) este statistic semnificativ mai
mare la pacientii cu bruxism nocturn mai in varsta
de 35 ani. Datele obtinute confirmd informatia din
literatura — odatd cu avansarea in vérstd, are loc
cresterea grosimii muschiului maseter [23].

Existd mai multe ipoteze referitor la aceasta pro-
blema: mdrirea grosimii muschiului maseter are loc
din cauza edemului in muschi, acumularii de lipide,
deficientei metabolismului proteic; pot aparea sub
actiunea substantelor psihoactive (alcool, nicoting,
etc), sub influenta proceselor inflamatorii suportate
in trecut [23].

In studiul nostru, de rand cu ultrasonogra-
fia, pacientii au fost investigati prin termografia
infrarosie. Termografia infrarosie contemporana
permite investigarea non-invaziva la distanta, se re-
alizeazd usor; timpul de examinare este scurt; nu este
costisitoare; se obtin imagini obiective in culori ale
zonei examinate (vizualizarea zonelor de interes),
permite depistarea modificdrilor acute/cronice, la-
tente/incipiente, de severitate usoard/grava, locale/
difuze, miogene/neurogen/artrogene, se poate realiza
monitorizarea procesului patologic in dinamica; per-
mite aprecierea integrald a proceselor de termoregla-
re, microcirculatie in zonele investigate, evidentierea
semnelor inflamatorii in sistemul stomatognat (in-
clusiv a celor incipiente si latente), diferentierea du-
rerilor dependente de activitatea sistemului nervos
simpatic de durerile simpatico-independente, dure-
rile trigeminale de durerile faciale psihogene, sinu-
zitele maxilare de afectarea fibrelor trigeminale [3, 5,

Changes in the local and diffuse echogenicity
are closely related to the muscle tissue volume and
masseter muscle thickness; and the differentiation of
pain, based on its genesis is still an unsolved issue.

As shown in Table 3, the thickness gradient
(relaxation-jaw bracing) is statistically significant
higher in patients with sleep bruxism that are older
than 35. The obtained data confirms the data from
the literature — with ageing, there is an increase in the
thickness of the masseter muscle [23].

There are several hypotheses regarding this prob-
lem: the increase of the masseter muscle thickness
occurs due to edema, lipid accumulation, protein
metabolism deficiency; or it may occur under the in-
fluence of psychoactive substances (alcohol, nicotine,
etc.), under the influence of previous inflammatory
processes [23].

In our study, along with ultrasonography, the
patients were investigated via infrared thermogra-
phy. Contemporary infrared thermography allows
for non-invasive remote investigation, it is easy to
use; the examination time is short; it is not expen-
sive; there are obtained objective color images of
the investigated area (visualization of the interest
areas), it can detect acute/chronic, latent/incipient,
mild/severe, local/diffuse, myogenous/neurogenic/
arthrogenous changes; it can be used in monitor-
ing the dynamics of pathological processes; it allows
the complete assessment of the thermoregulation
processes, and of the microcirculation in the inves-
tigated areas; it can highlight the inflammatory signs
in the stomatognathic system (including the early
and latent ones); it can differentiate the sympathetic
nervous system-dependent pain and the sympathetic
nervous system-independent pain, the trigeminal
pain and the psychogenic facial pain, the maxillary

Tab 4. Indicii termografiei infrarosii a muschilor masticatori vs. varsta pacientilor si indicii la persoane sanatoase

Indicii termografiei infrarosii, °C
. oL Bruxism nocturn primar
Muschii Sanatosi = — - — -
masticatori (h= 30‘) intregul grup | Varsta<35ani | Varsta > 35 ani P, P, P, P,
(n=100) (n=70) (n=30)
1 2 3 4
MMs 31,01+0,30 31,97 +£0,28 32,42+£0,26 31,51+£0,31 > 0,05 > 0,05 > 0,05 <0,05
MMd 31,37 +0,31 32,32+0,26 32,80+0,26 31,84+0,28 > 0,05 > 0,05 > 0,05 <0,05
TAs 31,71£0,24 31,76 £0,24 32,18 0,22 31,33£0,26 > 0,05 > 0,05 > 0,05 < 0,05
TAd 31,91+0,27 31,89+£0,26 32,35+0,28 31,42+£0,25 > 0,05 > 0,05 > 0,05 <0,05
Nota: TA — muschiul temporal anterior; MM — muschiul maseter; s — sinistra (stang); d — dextra (drept).
Table 4. Infrared thermography indices of the masticatory muscles vs. patients’age and indices observed in healthy individuals
Infrared thermography indices, °C
Masticatory Healthy individuals - Primary sleep bruxism
muscles (n = 30) Entiregroup | Aged<35yrs | Aged>35yrs P, P, P, P,
(n=100) (n=70) (n=30)
1 2 3 4
MMs 31,01+0,30 31,97 +£0,28 32,42+£0,26 31,51+£0,31 > 0,05 > 0,05 > 0,05 <0,05
MMd 31,37+£0,31 32,32+£0,26 32,80+£0,26 31,84+£0,28 > 0,05 > 0,05 > 0,05 < 0,05
TAs 31,71£0,24 31,76 £0,24 32,18 £0,22 31,33+£0,26 > 0,05 > 0,05 > 0,05 < 0,05
14 TAd 31,91+0,27 31,89+£0,26 32,35+0,28 31,42+£0,25 > 0,05 > 0,05 > 0,05 <0,05

Note: TA — anterior temporal muscle; MM —masseter muscle; s — sinistra (left); d — dextra (right).



7, 30, 34]. Primele rezultate de aplicare diagnosticd a
termografiei infrarosii sunt promitatoare.

Aplicarea  termografiei  infrarosii  pentru
evidentierea dereglérilor miogene are o valoare dia-
gnostica mare: sensibilitatea pentru muschiul mase-
ter — 70,0%, specificitatea — 73,0%; pentru muschiul
temporal anterior — respectiv 80,0% si 62,0% [11].

Lapacientii cu bruxism nocturn, fara diferentierea
dupa criteriul de varstd (n = 100), se atestd o tendinta
de sporire a temperaturii muschilor masticatori, sta-
tistic nesemnificativa (p > 0,05, tab. 4).

Analiza comparativa a indicilor termografiei la
pacientii de diferitd varsta, a evidentiat o temperatura
mai sporitd a muschilor investigati la persoanele pana
la 35 de ani, diferenta fiind semnificativa (p < 0,05) in
comparatie cu pacientii mai in varsta. Termografia la
pacientii tineri (pana la 35 ani) si persoanele sinitoa-
se a evidentiat deosebiri statistic semnificative (p <
0,05) a temperaturii muschilor maseter, iar diferenta
temperaturii muschilor temporal anterior, nu se de-
osebea statistic semnificativ cu tendinta de sporire a
temperaturii la persoanele cu bruxism nocturn pana
la 35 ani. Aceste date demonstreaza ci temperatura
in muschii maseter sporeste mai esential, compara-
tiv cu muschii temporali. Se poate constata o inversie
a raportului de temperaturd (MM/TA): la persoane
sdnatoase, temperatura este mai mare in muschiul
temporal anterior; iar la pacientii cu bruxism noc-
turn pana la 35 ani, temperatura este mai mare in
muschiul maseter. La persoanele mai in varstd de 35
de ani, se atesta aceiasi tendintd patologicd, insa ele
sunt statistic nesemnificative.

Studiul nostru a demonstrat ca valorile medii
ale temperaturii muschilor masticatori reflecta acti-
vitatea vasomotor-metabolicd diferitd a muschiului
maseter si temporal anterior la pacientii cu bruxism
nocturn si aceste particularitati se accentueazd la
persoanele pana la 35 ani, in special. Conform da-
telor din literaturd, temperatura muschiului tempo-
ral anterior si maseter, este in functie de activitatea
acestor muschi si afectiunile sistemului stomatog-
nat [34]. Rezultatele investigatiilor noastre au per-
mis elaborarea metodei de diagnostic a dereglérilor
activitatii muschilor masticatori. Metoda consté in
trasarea unei linii oblici imaginare pe traiectul fibre-
lor musculare (pana la marginile muschilor), la an-
grenarea maximald a maxilarelor (fig. 1). Am deter-
minat temperaturile in fiecare punct pe liniile trasate
(termoprofil), dupd care am stabilit diferentele dintre
muschiul temporal anterior si maseter.

Investigatiile noastre au demonstrat ci pe fon de
temperaturd in limitele normei fiziologice a organis-
mului, atunci cand valorile medii ale termoprofilu-
lui muschiului temporal anterior sunt mai mari cu
0,4-0,7°C fatd de valorile termoprofilului muschiului
maseter, se stabileste lipsa dereglarilor musculare, in
cazul cind diferenta este de 0,2-0,4°C se stabileste
prezenta dereglarilor limitrofe, iar in cazul cand
diferenta este mai mica de 0,2°C sau cand tempera-
tura muschiului maseter este mai mare comparativ

sinusitis and damage of the trigeminal fibers [3, 5, 7,
30, 34]. The first results of the diagnostic application
of infrared thermography seem to be promising.

The application of infrared thermography for
highlighting myogenous disorders has a high diag-
nostic value: for masseter muscle, sensitivity — 70.0%,
specificity — 73.0%; for anterior temporal muscles -
80.0% and 62.0%, respectively [11].

In patients with sleep bruxism, with no age-re-
lated differentiation (n = 100), there is a statistically
insignificant tendency of increase in the temperature
of the masticatory muscles (p > 0.05, Table 4).

The comparative analysis of the thermogra-
phy indices in patients of various ages has revealed
a higher temperature of the investigated muscles
in individuals under 35, the difference being sig-
nificant (p <0.05) in comparison to older patients.
Thermography in younger patients (under 35) and
healthy subjects has revealed statistically significant
differences (p < 0.05) of the masseter muscle tem-
perature, and the difference in the temperature of the
anterior temporal muscles did not differ in a statisti-
cally significant way, with a tendency of increase in
the temperature in persons with sleep bruxism under
35. These data demonstrate that the temperature in
the masseter muscles increases more significantly
compared to the temporal muscles. An inversion of
the temperature ratio (MM/TA) can be observed: in
healthy individuals, the temperature is higher in the
anterior temporal muscle; and in patients with sleep
bruxism under 35, the temperature is higher in the
masseter muscle. In older patients, there was ob-
served the same pathological trend, but it is statisti-
cally insignificant.

Our study has demonstrated that the mean values
of the masticatory muscle temperature reflect the va-
somotor-metabolic activity of the masseter and ante-
rior temporal muscle in patients with sleep bruxism
and that these particularities are more accentuated in
individuals under 35 years, in particular. According
to the literature, the temperature of the anterior tem-
poral muscle and the masseter depend on the activity
of these muscles and on the disorders of the stomato-
gnathic system [34]. The results of our investigations
have enabled the development of a method for the
diagnosis of the muscular disorders. The method
consists of drawing an imaginary line on the muscle
fibers (up to the edges of the muscles), during maxi-
mum jaw bracing (Figure 1). We have determined
the temperatures at each point on the trace lines
(thermo-profile), after which we have determined
the differences between the anterior temporal muscle
and the masseter muscle.

Our investigations have shown that based on a
body temperature within the physiological normal
range, when the mean values of the temporal muscle
thermo-profiles are 0.4-0.7°C higher than the mas-
seter muscle thermo-profiles, there are no muscle
disorders, when the difference is 0.2-0.4°C, there are
muscle disorders, and if the difference is less than
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cu temperatura muschiului temporal anterior se
stabileste prezenta dereglirilor severe (Brevet nr.
1093 Z).

La persoanele sdnitoase, diferenta temperatu-
rii stanga/dreapta in muschii maseteri este egald cu
0,36°C, iar in muschiul temporal anterior este egala
cu 0,2°C. Aceste date confirmd datele din literatura
de specialitate. La pacientii cu disfunctii ATM si du-
reri miogene, temperatura in mediu pe partea afec-
tatd era mai ridicatd fatd de partea neafectatd [20],
diferentele fiind statistic semnificative. Insa, aceste
rezultate sunt preliminare si necesitd un studiu mai
profund. Castro et al. a demonstrat cd o diferenta a
temperaturii stinga/dreapta >0,36°C poate fi consi-
derata ca prag critic in aspect diagnostic [4].

Conform metodei diagnostice in baza termogra-
fiei, am stabilit cd, in normad la persoanele sanitoa-
se in 100% cazuri in pozitia posturald a mandibulei,
predomina activitatea muschilor temporali anteriori
(TA > MM) (tabelul 2; figura 2). La pacientii cu bru-

0.2°C or when the masseter muscle temperature is
higher compared to the temperature of the anterior
temporal muscle, there are severe disturbances (Pat-
ent No. 1093 7).

In healthy individuals, the difference of the left/
right temperature in masseter muscles is 0.36°C,
and in the anterior temporal muscle is 0.2°C. These
data confirm the data from the literature. In patients
with TMJ dysfunctions and myogenous pain, the
environmental temperature on the affected side was
higher than the unaffected side [20], the differences
being statistically significant. However, these results
are preliminary and require a deeper study. Castro
et al. have demonstrated that a left/right difference
>0.36°C can be considered a critical threshold from a
diagnostic point of view [4].

Based on the thermographic diagnostic method,
we have established that, in healthy individuals, in
100% cases in the postural position of the mandible,
the activity of the anterior temporal muscles is pre-

0 33.86
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- T 293
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Non-bruxist T.A., 28 ani. Temperatura medie MMs = 31,10°C, TAs = 31,71°C (TA > MM)
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Bruxist PA., 46 ani. Temperatura medie MMs = 31,57°C, TAs = 31,83°C (TA = MM)
3
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Bruxist S.N., 48 ani. Temperatura medie MMs = 32,49°C, TAs = 31,77°C (TA < MM)

Fig. 2. Imaginile termografiei infrarosii ale muschilor temporal anterior/maseter si termoprofilurile respective la persoana sandtoasa si pacienti

cu bruxism nocturn primar.

Nota: TA — muschiul temporal anterior; MM — muschiul maseter; s — sinistra (stdng); d — dextra (drept); termoprofil de culoare verde —
muschiul temporal anterior, termoprofil de culoare rosie— muschiul maseter.
Figure 2. Images of infrared thermography of the anterior temporal and masseter muscles and the thermo-profiles of healthy individuals and

patients with primary sleep bruxism.

Note: TA — anterior temporal muscle; MM —masseter muscle; s — sinistra (left); d — dextra (right); green thermo-profile — anterior

temporal muscle, red thermo-profile — masseter muscle.



xism nocturn cu varsta de pand 35 ani in 11,4% ca-
zuri predomind activitatea muschilor maseteri (TA
< MM) ceea ce indica la discoordonarea activititii
muschilor masticatori, fatd de persoanele sanitoa-
se. Aceste procese patologice se intensificd odatd cu
avansarea in varsta — dupa 35 ani deja in 23,3% ca-
zuri, predomind activitatea muschilor maseteri (TA
<MM).

In procesul diagnosticului dereglarilor musculare
la pacientii cu bruxism nocturn, se va aprecia rapor-
tul temperaturii muschilor masticatori. In figura 2
sunt prezentate exemplele: micsorarea diferentei de
temperaturd intre muschiul temporal anterior si ma-
seter sau practic egalarea lor (pacientul P.A.) si dimi-
nuarea temperaturii muschiului temporal anterior cu
sporirea relativd a temperaturii muschiului maseter
(pacientul S.N.). Rezultatele obtinute au confirmat cd
raportul activitatii muschilor TA/MM este un indi-
ce obiectiv care poate fi utilizat atat in procesul de
diagnostic, cit si pentru monitorizarea tratamentului
bruxismului nocturn.

Investigatiile de perspectivd vor include asocierea
termografiei infrarosii, ultrasonografiei si electromio-
grafiei, pentru elaborarea unor criterii diagnostice obiec-
tive si eficiente in depistarea dereglarilor musculare.

Concluzii:

1. Analiza manifestarilor clinice ale bruxismu-
lui nocturn conform chestionarului clinic a
evidentiat la pacientii cu varsta pana la 35 ani
valori mai mari a expresiei clinice a bruxismului
nocturn, comparativ cu pacientii mai in varsta.

2. Termografia infrarosie permite prin analiza ter-
moprofilului muschilor masticatori, determina-
rea activitatii si raportului functional al acestor
muschi: descoordonarea muschiului temporal
anterior si maseter se atesta in 11,4% cazuri la
persoanele sub 35 ani si in 23,3% cazuri la per-
soanele mai in varsta.

3. Gradientul grosimii (relaxare-angrenare) este sta-
tistic semnificativ mai mare la pacientii cu bru-
xism nocturn mai in varstd de 35 ani, iar grosimea
muschilor masticatori este mai mare semnificativ
statistic la barbati fata de femei, indiferent de vér-
sta pacientilor.

4. Aplicarea ultrasonografiei la pacientii cu bruxism
nocturn a evidentiat diferite variante de ecogeni-
tate patologica in m. maseter (preponderent eco-
genitate patologicd locala la pacientii sub 35 ani
si predominarea ecogenitatii patologice difuze la
persoane mai in varsta) si modificari variate ale
grosimii muschiului maseter (la persoane mai in
varstd si barbati, grosimea este mai mare).
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AHANI3 YAHHWKIB PU3NKY
PO3BUTKY KAPIECY 3YbIB Y
RITEW, XBOPUX HA IUOY3HUIA
HETOKCUYHUI 306

Oksana logoBaHeub
«Bykosuncvkuii 0epicasHuii meOuuHUL
yHigepcumemn», m. Yepnieui, Ykpaina

Pesiome

MeTo0 [OCTIIKeHHSI € BCTaHOBJIEHHS
MexXaHi3MiB QopMyBaHHA 3MiH y TBepaMx
TKaHMHAX 3y06iB HiTell 3a yMOB ypakKeHHA
InQY3HUM HETOKCMYHUM 3000M MIIIXOM
OILIIHKM OCHOBHUX €TIOJIOTIYHMX YMHHMKIB
PO3BUTKY KapiO3HOTO IPOIIECY.

I 1bOro IpoBeJieHOo K/IiHIYHe CrlocTepe-
>keHHs 3a 110 miTbMu BikoM 6-7 Ta 150 miTeMu
BikoM 12 pokiB, fKi cTpakpanu audy3HUM
HeTOKCHMYHUM 3060M. JliTu 6y posnopineHi
Ha IiJITpyIy 3a/IeKHO BiJ] CTYTIEHA TAXKKOCTI
TUPEONnaTosorii. Ipynu KoHTpomIo cKIanm co-
MaTWYHO 3[J0POBI JIiTH TOTO X BiKYy.

JIna OLiHKM KapieCOTeHHOI CUTYyaIlii B po-
TOBIll IOPOXKHMHI JIiTe TPYIl CIIOCTEPEXKEHHA
Oy/10 TIPOBENIEHO BM3HAYCHHS Tiri€HIYHVX iH-
nexciB (OHI-S ra Silness-Loe), ingexciB kapie-
cy (x, KIIB, KITB+xk1), cTaHy MicueBoro imy-
HITETY 3a MOKAa3HMKOM aKTVMBHOCTI Mi30IMMY,
pH potoBoi pinuHu, IBUAKOCTI CAMHOBUAI-
JTIeHHA, pe3aucTeHTHOCTi eMari 3y6i (TEP-TecT
3a B.P. Oxy1ko); mpoaHamisoBaHO 0co6mmBoc-
Ti Xap4OBOTO PallioOHy Ta COIia/TbHO-TIOBEIiH-
KOBYVIX (paKTOpIB 3a JaHUMM aHKETYBaHHA.

BucnoBkn. ¥ piteit, xBopux Ha fudysHui
HETOKCUYHUI 300, TaK CaMO 5K i B COMaTMIHO
3[JOPOBUX JiiTeil, IPUCYTHI OCHOBHIi Kapieco-
TeHHi YMHHMKI: MIKPOOHMII, HiZTBEpAXKeH-
HAM 4YOTO € He3a/loBi/lbHa TirieHa poTOBOI
TMOPOXHVHM; BYITIEBOTHMII, OCKITbKM BXKI-
BAaHHA BYIVICBOZIB 3HAXOAUTHCA HA BUCOKO-
My piBHI Ta CTPyKTypHa HENOBHOIiHHICTb
TBEPAVX TKaHUH 3y6iB, [0 CTAIOTH CIIPUAT-
JIMBUM CEPENOBUIIEM JIIA iHilialjil mpornecy
nmeMiHepasisarii. OfHak BiporifHo ripmmmMmn
HOKa3HVKaMU B fiiTell Ha T/Ii AUQy3HOro He-
TOKCUYHOTO 300a 6ynu 3Havenns TEP-tecty,
110 BKa3y€ Ha CYyTTEBE 3HIDKEHHS Pe3VCTeHT-
HOCTi eMari 3y6iB 3a yMOB TMPEOIIATONOTII.
Buasneni smiHu, Ha Hally TYMKY, € Pe3y/b-
TaTOM BifIXWJIeHb Y MeTabo/1i3Mi B TBEpAUX Ta
M’AKMX TKaHMHAaX 3yOOIIe/NeIHOrO amapary
PV TMPEOIATOIOTII.

Kntouoei cnoea: oimu, xapiec 3ybis, ou-
Py3Huli Hemokcu4HUil 306.

ANALYSIS OF RISK FACTORS
PROMOTING DEVELOPMENT OF
CARIES IN CHILDREN AFFLICTED
WITH DIFFUSE NONTOXIC GOITER

Oksana Godovanets
HSEEU «Bukovinian State Medical University»,
Chernivtsi, Ukraine

Summary

The objective of the study is to determine the
mechanisms of formation of changes in the hard
dental tissues of children under conditions of
affliction with diffuse nontoxic goiter by means
of evaluation of the main etiological factors pro-

moting the development of carious process.

Fore this purpose 110 children at the age
of 6-7 years and 150 children at the age of 12
years suffered from diffuse nontoxic goiter
were clinically observed. The children were
distributed into subgroups depending on the
degree of severity of thyroid pathology. The
control group included somatically healthy

children of the same ages.

To estimate caries-genic situation in the
oral cavity of children from the groups of ob-
servation the following in dices were detect-
ed: hygienic (OHI-S and Silness-Loe), caries
indices (df (decayed, filled), DMF (decayed,
missing, filled), DMF +df),condition of the
local immunity by the index of lysozyme
activity, pH of the oral cavity, rate of saliva-
tion, dental enamel resistance test (TER-test
by V.R. Okushko); peculiarities of diet and
social-behavioral factors were analyzed by the

findings of the survey conducted.

Conclusions. The main caries-genic factors
are found in children afflicted with diffuse non-
toxic goiter and as well as in somatically healthy
children: microbial, evidenced by unsatisfac-
tory oral hygiene; carbohydrate, as the intake of
carbohydrates is on a high level, andstructural
immaturity of the dental hard tissues which
become a favorable medium for the initiation
of the process of demineralization. Although,
against the ground of diffuse nontoxic goi-
ter the values of TER-test were reliably worse
which is indicative of a sufficient decrease of
the dental enamel resistance under conditions
of thyroid pathology. To our mind, the changes
found are the result of metabolic disorders in
the hard and soft tissues of the dento-alveolar

apparatus in case of thyroid pathology.

Key words: children, dental caries, diffuse

nontoxic goiter.
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MoctaHoBKa npo6Gnemu i aHanis ocTaHHix
[OChifXeHb.

OCHOBHI CTOMAaTOJIOTIYHI 3aXBOPIOBAaHHA B [i-
Teil — Kapiec 3y6iB Ta TiHTIBIT — 11e MynbTUdAKTOPHI
XBOPOOU, sIKi BUHMKAIOTb BHAC/IIOK B3AEMOZII PAAY
MICIIeBUX Ta 3arajbHUX YMHHMUKIB, IO Y CBOiil Cy-
KYIHOCTi CTBOPIOIOTb HMEPEfyMOBU [Isl PO3BUTKY
MIaTOJIOTii pOTOBOI HOPO>KHMHIA.

3arajapbHOBIIOMO, 1O Kapiec BMHMKAE IIpU B3a-
€MOZIi TPbOX KIIOUOBMX (PAKTOPIB: Kapi€COTeHHUX
MiIKpOOpTraHi3MiB, HaIUIIKy BYT/IEBOMIB Ta CIIPUIi-
HATIMBOI [0 AeMiHepanisauil emani 3y6a. Besmo-
CepeHbO UM OIOCEPENKOBAHO BAX/IMBY PpONb Y
PO3BUTKY KapiO3HOTO IPOIIECY BiflirpaloTh CUCTEM-
HO-COMATV4Hi Ta MeTabo/i4Hi nopyurenua. Ocobnu-
BO 3HayYHa iX pOJb y JiTel, AKi CTpaXKAal0Th IIEBHUMU
HEeCTOMATOIOTIYHIMM 3aXBOPIOBaHHAMY [3-7].

HeBnumHHO 3pocTae 3aXBOPIOBAHICTb AUTAYOTO
Hace/IeHHs, Y CTPYKTYpi AKoi 4ibHe Miclle 3aiiMae
€H/IOKpMHHA HaTonoris. Y moHapj 55% Bumajkis
BOHa IIpefcTaBieHa AUQYSHUM HETOKCUYHUM 30-
60M, KNI, TAKVM YMHOM, € HaJIOMIMPEHIIIO0 eH-
IOKpPMHO- Ta TUpeOIaTi€lo y miteit Ykpainu [2].

MeTa pocnig»KeHHA - BCTaHOBIEHHsA MeXaHi3-
MiB ¢OpMyBaHHA 3MiH y TBEPAMX TKaHMHAX 3y0iB
IiTeil 3a YMOB ypaxKeHHs AM(Y3HUM HETOKCUIHUM
3000M IIJIAXOM OI[IHKM OCHOBHMX €TiONOTIYHMX
YMHHUKIB PO3BUTKY KapiO3HOTO IIpOIiecy.

Marepian i meToau pocnigKeHHs.

IIpoBemeHo kiiHiyHe crocTepexxeHHa 3a 110
IiTbMU BikoM 6-7 Ta 150 miTbmu BikoM 12 pokiB, sKi
cTpakpanmu ayudysHuM HeTokcuyHuM 3060M (JH3).
Hiti 6ynu posnopineHi Ha MiATPYyIM 3aeXXHO Bif
CTyIeHs TsDHKKOCTI Tupeonatonorii: JH3 Ia, 16 ta II
CTYHEHIB. [pyny KOHTPOJIO CK/IaIN COMAaTUYHO 3710-
POBi #iTH TOTO X BiKYy.

JIns ouiHKM KapiecoreHHOi cuTyanii B poTOBiit
HNOPOXKHUHI [iTell TPyl CroCTepexxeHHs 6y/o mpo-
BeJleHO BU3HaYeHHs ririeniunux inpekcis (OHI-S Ta
Silness-Loe), inpekcis xapiecy (km, KIIB, KIIB+xmn),
CTaHy MiCI[eBOTO IMYHITeTy 3a ITOKa3HMKOM aK-
TUBHOCTI nisonumy, pH porosoi pifuuu, mBUAKO-
CTi CVMHOBUJIEHHS, Pe3UCTEHTHOCTI eMani 3y6iB
(TEP-Tect 3a B.P. Okymmko); mpoaHanisoBaHO 0co-
OMMBOCTi Xap4yoBOrO palliOHy Ta COLia/JbHO-IIOBe-
IiHKOBUX (DAKTOPIB 3a JaHMMY aHKETYBaHH:.

Craructnyna o6pobKa [aHMX IMPOBefleHa Me-
TOJIOM BapialliffHOi CTaTUCTUKU 3 BUKOPUCTAHHAM
Kputepito CThIOfIeHTa.

PesynbraTtugocnigKeHHATaiX06roBopeHHs.

Y ob6cTexeHNx BikoM 6-7 poKiB 3a laHUMM 000X
Tiri€eHIYHMX iHJIEKCiB KOHCTaTyBaslach He3a/[0BiNb-
Ha TirieHa poToBOi NMOPOXHMHM AK Y TIPymax fi-
teit,xgopux Ha JTH3 (1,85+0,16 - OHI-S; 1,42+0,12
— Silness-Loe), Tak i B coMatn4HO 3[0pOBUX 06CTe-
skennx (1,76+0,14 — OHI-S; 1,59+0,11 - Silness-
Loe). V crpykrypi ingexcy OHI-S 6yna mpucyTHs

Introduction

The main dental diseases of children caries and
gingivitis are multifactor diseases occurring due to
interaction of a number of local and general factors
that in total create preconditions for the development
of oral pathology.

Caries is generally known to occur in case of in-
terrelation of the three key factors: caries-genic mi-
croorganisms, excess of carbohydrates and dental
enamel susceptible to demineralization. Systemic-so-
matic and metabolic disorders play an important role
in the development of carious process both directly
and indirectly. Their role is especially considerable in
children suffering from certain non-dental diseases
[3-7].

Sickness rate of children population is constantly
growing, and endocrine pathology occupies a lead-
ing place in its structure. In more than 55% of cases it
is presented by diffuse nontoxic goiter, which, there-
fore, is the most common endocrine and thyroid pa-
thology of children in Ukraine [2].

The objective of the study is to determine the
mechanisms of formation of changes in the hard den-
tal tissues of children under conditions of affliction
with diffuse nontoxic goiter by means of evaluation
of the main etiological factors promoting the devel-
opment of carious process.

Materials and methods

110 children at the age of 6-7 years and 150 chil-
dren at the age of 12 years suffered from diffuse non-
toxic goiter (DNG) were clinically observed. The
children were distributed into subgroups depending
on the degree of severity of thyroid pathology: DNG
Ia, Ib and II degrees. The control group included so-
matically healthy children of the same ages.

To estimate caries-genic situation in the oral cav-
ity of children from the groups of observation the fol-
lowing indices were detected: hygienic (OHI-S and
Silness-Loe), caries indices (df (decayed, filled), DMF
(decayed, missing, filled), DMF +df), condition of
the local immunity by the index of lysozyme activity,
pH of the oral cavity, rate of salivation, dental enamel
resistance test (TER-test by V.R. Okushko); peculiar-
ities of diet and social-behavioral factors were ana-
lyzed by the findings of the survey conducted.

The findings were statistically processed by the
method of variation statistics using Student criterion.

Results and discussion

According to the findings of both hygienic indi-
ces unsatisfactory oral hygiene was found in the ex-
amined children of 6-7 years of age both in the group
of children afflicted with DNG (1.85+0.16 - OHI-S;
1.42+0.12 - Silness-Loe), and in somatically healthy
ones (1.76+0.14 - OHI-S; 1.59+0.11 - Silness-Loe). In
the structure of OHI-S index only the constituent of
the soft dental deposits was present, as dental tartar
was not found in children of a younger age group. In



NNIe CK/IafioBa M AKMX 3yOHMX BiIK/TafieHb, OCKi/Ib-
Ki 3yOHOTO KaMeHI0O B JIiTell MOMOAIIOl BiKOBOI
Tpynu He BuUABNIeHO. HesBakalounm Ha BifICyTHiCTb
BiporifHoi BifMiHHOCTI MDK NOKasHMKaM#u TpyIl
TOCTiI)KeHH:A Ta TOPiBHAHHS, IIPUBEPTAE yBary IHo-
TipIlIeHHA CTaHY Tiri€HM poTOBOI MOPOXKHMHMU TIPU
eHIOKPYMHOIIATII, SIKe ITOCUIIOETHCS 31 301/IbIIIeHHAM
CTyIeHA TsKKOCTI COMAaTMYHOIO 3aXBOPIOBaHHA.
3okpeMa, 3HA4YEeHHs CIPOIIEHOTo IHZAEKCY TirieHn
npu JH3 Ia crynensa cknano - 1,82+0,17, npu JH3
16 - 1,81+0,15 Ta 1,93+0,18 mpu JH3 II cTynens. ¥
TaHiit BiKOBill TPyIli He BCTAHOBJIEHO BITMiHHOCTEI!
Yyl TeHJeHIlil 10J0 3MiHM Tiri€eHIYHOTO CTaHy 3a-
JIEXKHO Bifi cTaTi 06CTEXXEHUX IiTen.

3i 36impIIeHHAM BIKy IALI€EHTIB y LITOMY CIIO-
CTepiraeTbCcs MOKpAIleHHA BCIX TiTiEHIYHMX TIO-
KasHuKiB. [IpoTe, Tak caMo AK i B HONEpeSHbOMY
BIKOBOMY I1€piofii, He BCTAaHOB/IEHO BipOTiIHUX Bifl-
MIHHOCTell Mi>K 3HaueHHAMH iH/IeKCiB y fliTel Ha Ti
IOH3 (1,82+0,13 — OHI-S; 1,47+0,13 — Silness-Loe)
Ta rpynolo kourpomo (1,65+0,14 - OHI-S; 1,33+0,09
— Silness-Loe). 36epiraeTbcs TeHAeHIIs 10 30imb-
IIeHHA TIOKAa3HMKIB CIPOIIEHOTO iHJEKCY TirieHn
OHI-S Ta ingekcy Silness-Loe npu 3pocTaHHi TsK-
KocTi comarmynoi marosorii (IH3 Ia - 1,76+0,13 Ta
1,45+0,12; TH3 16 - 1,85+0,15 Ta 1,48+0,12; TH3 1I
- 1,86+0,16 Ta 1,49+0,13).

HesamosinbHa ririeHa poToBoi MOPOXXHUHU TIif-
TBEPIPKY€ IPUCYTHICTh MIKPOOHOTO KapieCcOreHHOro
YMHHMKA, OHAK JIif JIOTO O[HAKOBO CHJIbHA AK Y Hi-
Telt 3a ypakeHHA [IH3, Tak i B coMaTN4YHO 3H0POBUX
niteil. BcTaHoB/IeHa HaMU TeHTEHIIiA O MOTipHIeHHA
TirieHiYHUX iHAEKCIB y mitelt, xBopux Ha JJH3, jimo-
BipHO, ITOB’s3aHa i3 ITOTipLIEHHAM CTaHy TBepAUX
TKaHMH 3y0iB, 30KpeMa KiIbKiCTI0O KapiO3HMX IO-
POKHIH, CTyIeHeM iX caHallil, IKi MOXXyTb OyTH sK
IPUYMHOI, TaK 1 HACTIAKOM HagMipHMX 3yOHUX Bifi-
K/IaJleHb Y JiTell Tpy CYIyTHIil TMPEeOonaToIorii.

HIBuAKICTb CTMHOBMJiIEHHA B [IiTell, XBOPUX Ha
ITH3, o60x BiKoBMX rpyn 6yma nprubmusHo Ha 30%
MEHIIIO0, aHDK Y JiTell rpyn koHTpomoo (puc. 1).
Binsnavamics o3Haku [0 (i3ionoriYHOro 3HIKEHHS
CIVIHOBUIZIEHHS 3 BiKOM, 1[0 IIBMIIE IIOB A3aHO i3

eramamMy (OPMYBAaHHA  wuie

3y0OIle/leTHoro  ama- 0.6

pary NIIOIMHM, a came 0.5

3aBepIIEHHAM IIPOLEeCy 0.4 g

npopisyBaHHsA 3y0iB ¥ 03 o B

miTeit BikoM 12 poKiB. 3 g § ; ;
BusBnena Hamu ri- E a G =

S L = <

nocaniBamia y miTeit,

xBopux Ha JTH3, € dak- A m =g

TOPOM PU3MKY BUHMK- ;% = % E

HEeHHs Kapiecy 3y6iB, 2

OCKI/IBKM CTPaKIAI0Th 6-7 poxi

Hpolecu HPUPOJHOTO
ounileHHs 3yba Ta Oy-
(bepHOi €MHOCTI CTIMHIL
HaitimoBipHimie BoHa
TIOB’s3aHa i3 MOpyIIeH-

E3n

[pumiTka: *- BiporifHa BiAMIHHICTb Bif NOKa3HMKIB rpyn KoHTponio, p<0,05.
Puc. 1. LWBMaKicTb CANHOBMAINEHHA Y ATl rPyN CNOCTEPeXeHHS.

Note: *- reliable difference from the values of the control group, p<0.05.
Fig. 1. Salivation rate in children of the groups observed.

spite of the absent reliable difference between the in-
dices of the groups of examination and comparison,
deterioration of the oral hygiene in case of endocrine
pathology is of a special attention, as it intensifies
with increased degree of severity of a somatic disease.
In particular, the value of a simplified hygienic index
in case of DNG of Ia degree was — 1.82£0.17, in case
of DNG Ib - 1.81+0.15 and 1.93+0.18 in case of DNG
of IT degree. There were no differences or tendencies
concerning the changes of hygienic condition found
depending on the sex of the children examined.

In general with age hygienic indices improve.
Although, reliable differences between the values of
indices in children against DNG (1.82+0.13 - OHI-
S; 1.4740.13 - Silness-Loe) and the control group
(1.65+0.14 — OHI-S; 1.33+0.09 — Silness-Loe) were
not found. There is a tendency to increase the values
of a simplified hygiene index OHI-S and the index
Silness-Loe with increasing severity of somatic pa-
thology (DNG Ia - 1.76+0.13 and 1.45+0.12; DNG
Ib - 1.85+0.15 and 1.48+0.12; DNG II - 1.86£0.16
and 1.49+0.13).

Unsatisfactory oral hygiene proves availability of
microbial caries-genic factor, although its action is
strong both for children with DNG and somatically
healthy children. The tendency found to deteriorate
hygienic indices in children afflicted with DNG is
probably connected with deterioration of condition
of the hard dental tissues, and the number of carious
cavities, degree of their sanation, which can be both a
cause and a consequence of excessive dental deposits
in children with comorbid thyroid pathology.

Salivation rate in children suffering from DNG
of both age groups was about 30 % less than that of
the control group (fig. 1). There were signs found to
physiological decrease of salivation with age, which is
most likely connected with the stages of formation of
the human dentoalveolar apparatus, and the comple-
tion of dentition process in children at the age of 12.

Hyposalivation in children with DNG is a risk
factor of occurring dental caries as the process of nat-
ural cleaning of the teeth and buffer capacity of saliva
suffer. It is most likely connected with disorders of
the regulation mecha-
nisms of a functional
activity of the salivary
glands which is present
in case of thyroid disor-

3 = -
Z % o = ders.
< = . .1
?, =5 E B Detection of acidity
4 = < ! .
< - = of the medium where
g im = 2 = the processes of re- and
=} moiom ¢ . . .
& & = & & demineralization of the
g dental hard tissues oc-
I cur was indicative of
12 pokie

decreased saliva pH in
children suffering from
DNG. Fluctuation of
the value of hydrogen
index in the examined
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HAM MeXaHi3MiB perynanil pyHKIiOHa/IbHOI aKTUB-
HOCTI C/IMHHUX 327103, 110 MA€ MicIie Ipu AucTupe-
03ax.

BusHayeHHsA KMCTIOTHOCTI cepefloBMINA, B AKO-
My BifOyBaloTbcs Ipolleck pe- Ta JeMiHepamizariil
TBEPAMX TKaHUH 3y06a IoKasaso 3HikeHHA pH cnu-
HU B fiTeit, xBopux Ha [JH3. KonnBanHA BenMunHu
BOJIHEBOTO ITOKa3HMKa B OOCTEKEHNX 3 TUPEOIaTo-
norieto 6yno mocuth 3HaunuM (ApH - 0,32+0,02 y
niteit monopuioi Bikosoi rpymu Ta ApH 0,29+0,02 -y
CTapLIOMy Billi) y MOpiBHSAHHI 3 IpynaMy KOHTPOIIIO
(ApH - 0,21£0,01 y piteit Bikom 6-7 pokis Ta ApH
0,23+0,02 - y Bini 12 pokis). [TpoTe B 6inb11ocTi BU-
MafikiB BipOTigHOI BiIMIHHOCTI MK IOKa3HMKaMU
COMaTUYHO 3I0pOBMX Ta XxBopux Ha JJH3 giteir He
BCTAHOBJ/IEHO. TeHJeHIis 10 3HVDKEHHS BOJHEBOTO
IIOKa3HUKA POTOBOI PifVHY fIiTelt MO>Ke Oy T OB 5I-
3aHa 3i 3MiHaMy MeTabosidHOrO (HOHY IIpM HOCTi-
IPKYBaHIl COMaTMYHil MaTOOrii, a TaKO)K BCTAaHOB-
JIEHMMU B TIpOIieci MOCTi/I)KeHHA TilocaiBaljielo Ta
Imc6i030M pOTOBOI HOPOXKHUHIA

Pesynbratu focmifpkeHHA BCTAHOBUIM HU3BKY
Kapiecpe3aucTeHTHICTh eMasi Ha (OHI CyIyTHBOI Na-
Tosorii muTonofi6Hol 3amo3nu (puc. 2). 3okpema, y
6-7-piuanx pmiteit 3HaueHHs TEP-TecTy B cepenHbo-
My cKano 7,46+0,52 6ara, o Ha 27 % Bulle 3a HO-
Ka3HUKY KOHTpomo — 5,83+0,23 6ana. I3 36inpien-
HAM BiKy OOCTEXEHNUX CHOCTepirasocs 3poCTaHHA
pisHuI nokasHMKiB 0 30 %, 110 BKasye Ha IOTip-
IIeHHA KapiecoreHHOi CUTYallii B pOTOBiil TOPOX-
HUHI y fitert 3a ymos JJH3.

B 060x BikOBuX rpynax Bifi3Ha4a€eTbcs picT HO-
Ka3HUKa i3 30i/MbIIEHHAM CTyIeHs rinepruiasii mu-
TONORi6HOT 3a703U. g
Jani ¢axtn cBig4aTp
Ipo 3B’I30K MIXK coMa-
TUYHOIO Ta CTOMATO- 4
JIOTiYHOI0 IIATOJIOTI€E,
AKMIT, HalliMOBipHillle,
peanmisyeTbcs IUIAXOM ()
HOpYLIEHHA  JKUBJIEH-
HA TBepAuX TKaHMH
3y6iB, IO MPU3BOAUTD
o ix Mopdonoriqnoi
Ta QYHKI[iOHANTbHOI He-
ITOBHOI[IHHOCTI.

VY mitent va tni IH3
MOKa3HVMKY aKTUBHOCTI
nizouuMy 6ynIM 3HAYHO
HIDKYMMM 3a BifTIOBif-
Hi JaHi y pgiteil rpym
KOHTpO/I0. 30KpeMa, y
Billi 6-7 POKiB crocTe-
piramacs iHakTuBanisa ¢pepmenTy 3 40,32+3,33 op/n
mo 33,18+1,24 op/n. Crapmii BiKOBi TpynyM IOKasa-
7 e G6i7IbLI BUpaXKeHy AVHAMIKY 3MiH: 32,67+2,16
on/n y rpyni KoHTpomio Ta 24,95+1,45 on/n y mami-
€HTIB i3 36imbIIeHHAM IMTONOAIOHOI 3an03u. Ilpn
poMy Oy/a BCTaHOBJIEHa BiporigHa BigMiHHICTD
MDK ITOKa3HMKaMI IPyI KOHTPOJIO Ta 3HAUYEHHAMMU

6,800,51%

KOHTpOIE |

6-7 poxin

children with thyroid pathology was rather sufficient
(ApH - 0.32+0.02 in children of a younger age group
and ApH 0.29+0.02 - at older age) as compared to
the control groups (ApH - 0.21+0.01 in children at
the age of 6-7 and ApH 0.23£0.02 - at the age of 12).
However, in the majority of cases there was no found
a reliable difference between the indices of somati-
cally healthy children and those suffering from DNG.
The tendency to reduce hydrogen index of the oral
fluid in children can be connected with metabolic
changes in case of the examined somatic pathology
as well as hyposalivation and dysbiosis of the oral
cavity found in the process of the study.

The results of the study found a low caries resis-
tance of the enamel against comorbid pathology of
the thyroid gland (fig. 2). In particular, in 6-7-year
age children the value of TER-test was in an average
score of 7.46+0.52, which was 27 % higher than that
of the control - 5.83+0.23. With age the difference of
values increased to 30 %, which is indicative of dete-
rioration of caries-genci situation in the oral cavity of
children under conditions of DNG.

In both age groups the growth of this index is
found together with the increase of the degree of hy-
perplasia of the thyroid gland. These facts are indica-
tive of the relations between the somatic and dental
pathology, which are realized through the nutrition
disorders of the hard dental tissues resulting in their
morphological and functional insufficiency.

In children against DNG the indices of ly-
sozyme activity were much lower than those in the
control group. Thus, at the age of 6-7 inactivation
of the enzyme was found from 40.32+3.33 U/L to
33.18+1.24 U/L. Older
age groups demonstrat-

4 = 2 ed still more expressed
H y .

= i _ji dynamics: 32.67+2.16
“ H B U/L in the control

group and 24.95+1.45

MpumiTka: *- BiporigHa BiMIHHICTb Bif NOKa3HWKiB rpyn KoHTponio, p<0,05.
Puc. 2. 3HaueHna TEP-TecTy B AiTeil rpyn cnocTepexeHH.

Note: *- reliable difference from the values of the control groups, p<0.05.
Fig. 2. The value of TER-test in children of the groups observed.

U/L in patients with in-
creasing thyroid gland.
At the same time, a
reliable difference be-
tween the indices of the
control group and lyso-
zyme activation index
in children with DNG
II degree of severity
was found (p<0.05). To
our opinion, decrease
of one of the leading
components of a local
protection of the oral
cavity can be connected with detected hyposaliva-
tion, as the main source of lysozyme in mixed saliva
is the products of secretion of the small and large
salivary glands. At the same time, interrelations be-
tween the examined index and structural-functional
condition of the dentoalveolar tissues cannot be ex-
cluded including microbiocenosis of the oral cavity.

KEOHTpOIE
JH3 |
JH3L |
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piBHA aKTMBHOCTI nmisonumy B fiteit i3 JH3 II cry-
neHs TsOKKocTi (p<0,05). Ha Hamry gymMKy, SHVDKeH-
HA OJHOTO 3 TPOBIJHMX KOMIIOHEHTIB MiCI}eBOrO
3aXVICTY POTOBOI TOPOXKHMHY MOYXKe OYTH TIOB’sI3aHe
i3 BCTAHOBJIEHOIO HaMM TillOCajIiBalli€l0, OCKIIbKI
OCHOBHUM [DKEPENOM Mi30LMMYy B 3MilllaHill CIMHI
€ TPORYKTM CeKpellii Malux Ta BEIMKUX CIMHHUX
3ano03. [Topsy 3 MM He BUK/IIOUEHO B3a€EMO3B 30K
MDK JIOCTI/PKYBaHMM IIOKasHMKOM Ta CTPYKTYp-
HO-(PYHKITIOHa/IbBHUM CTaHOM TKAaHUH 3yOOlleren-
HOTO amapary, y TOMYy 4MCI i Mikpo6ionHo30M po-
TOBOI IIOPOYKHMHIL.

AHasi3 Xap4oBUX yrofo6aHb [jiTell IOKa3as, 10
CXMJIbHICTD IO B)KMBAHH:A KapieCOT€HHMX BYIJIEBO-
ZIiB 6y/1a OTHAKOBOIO B YCiX IPyINax CIOCTEPeXKEHH.
Cutyanis mono 3abe3nedeHHs OpraHi3My ajliMeH-
TapHMM KaJIbLIi€M IOAiOHa, IPOTe CIIOCTEPIra€ThCs
He3HayHe 3MEHIIEeHHSA BXXMBAaHHA MOJIOYHMX IIpO-
IYKTiB i3 36imbIeHHAM BiKy miteit. HaromicTb Kinb-
KICTb pMOHMX CTpPaB y pallioHi Xap4yBaHH: 3pOCTaE.
Y ninomy cin BigMIiTUTH HU3bKe 3abe3nedeHHs op-
raHi3sMy BCiX AiTeil >KUTTEBO HeOOXifHMMU MakKpo-
Ta MIiKpOeTeMeHTaMM, PO 110 TOBOPATDH Taki ax-
TH: JIUIIE TPETMHA OOCTEXEHNX CIOXMBAE pUby Ta
MOPETPORYKTH, 2/3 - momob/sge oBodi Ta GPyKTH.
Typb6ye Takox Te, 1[0 JIMIIIe TPOXM OiIbllle MONTOBYU-
HM JiTell perynIapHO ofep>KyOoTh MOTIOYHI IPOXYKTH,
AKI € OCHOBHMM JKepenoM Kajblilo Jyid JUTAYO-
ro opranismy. IlopaAp i3 num ByI7eBoAM 3aliMalOTh
YijIbHe MicIle B pallioHi XapuyBaHHA [JiTeil.

PesynbraTu BMacHMX OCTi/KeHb, a TaKOXK JjaHi
psny iHIMX aBTOPIB [1], BKasyIoTh Ha Te, 1[0 3a6e3-
nedeHHs (TOPOM OpraHi3aMy [iTeil i3 HOCTimKyBa-
HOT'O HaMJ PeTioHy XapaKTepU3yeTbCs AK HeflOCTaT-
HE, OJIHAK He € KPUTUYHO HU3bKUM.

OTxeMOoXKHa 3pOOUTH BYCHOBOK, 1110 aTiMeHTap-
Hi YMHHUKU 3 OJHAKOBOIO JIMOBIPHICTIO IPU3BOJATD
IO PO3BUTKY KapiO3HOTO MpOLeCy AK y AiTelt i3 Tn-
PpeoIaToNori€l0, TaK i B COMaTUYHO 3[J0pPOBUX JiTeit.

Mopo ananisy npodimakTUYHNX CTOMATOOTIY-
HUX 3aXOfiB, III0 Ma/u Miclie y JiiTell TPYIl CIIoCTe-
peXXeHH:A, TO BOHM BipOTiTHO He BifipisHAMMCA 3a
CBOEIO CYTTIO.

BucHoBKn.

AHasi3 KapiecOreHHUX YMHHMKIB [T0Ka3as, 110 B
niteit, xpopux Ha JIH3, Tak camo fAK i B cOMaTUYHO
3[JOPOBUX HiTell, PUCYTHI OCHOBHI Kapi€ecoreHHi
YMHHUKI: MiKpOOHMIT, MiATBEP/KEHHAM 4OTo € He-
3a/I0Bi/IbHA Tiri€Ha POTOBOI MOPOXKHUHM; BYTTIEBOJI-
HUI, OCKIIbKM BXXMBAHHSA BYTTIEBOJIIB 3HAXOIMUThCA
Ha BIICOKOMY piBHIi Ta CTPYKTypPHa HEIIOBHOIIiHHICThb
TBEPAMX TKaHUH 3y6iB, IO CTAIOTh CIIPUATIMBUM
cepefioBMILleM /A iHiLlialii mpoliecy AeMiHepasi-
3aiii. OmHaK CIif BigMIiTUTHU, 1[0 HAMM BCTaHOBJIE-
Hi BiporifHo ripmi moxasuuku TEP-tecty B giteit
Ha T1i JIH3, 1o Bkasye Ha Hepe3MCTEHTHy eMasb
3y06iB 3a yMOB Tupeomnarosnorii. [lemo HKInMm 3a
KOHTPOJIbHI 6y mokasHuky pH cepeposua, ak-
TUBHICTD JIi30I[MMY Ta IIBUAKICTh CIMHOBUMINEHHH,

Analysis of food preferences of children showed
that inclination to take caries-genic carbohydrates
was equal in all the groups of observation. There is
a similar situation concerning alimentary calcium
supply of the body, although there is a small decrease
to intake dairy products with age. In their place the
amount of fish in diet increases. In general, a low
supply of the organism of all the children with vitally
important macro- and trace elements should be not-
ed: only a third of the examined children eat fish and
sea food, 2/3 —prefer vegetables and fruit. It is also
disturbing that only more than a half of children take
dairy products regularly, that are the main source
of calcium for children organism. At the same time,
carbohydrates occupy a leading place in the diet of
children.

The results of our own studies as well as findings
of other authors [1] are indicative of the fact that
fluorine supply of the children organisms from the
region studied is characterized as insufficient but not
critically low.

Therefore, a conclusion can be drawn that ali-
mentary facts with similar probability lead to the
development of caries process both in children with
thyroid pathology and somatic healthy children.

As to the analysis of preventive dental measures
found in the groups of observation they did not differ
much by their nature.

Conclusions

The main caries-genic factors are found in chil-
dren afflicted with diffuse nontoxic goiter and as well
as in somatically healthy children: microbial, evi-
denced by unsatisfactory oral hygiene; carbohydrate,
as the intake of carbohydrates is on a high level, and
structural immaturity of the dental hard tissues which
become a favorable medium for the initiation of the
process of demineralization. Although, it should be
noted that we found reliably worse indices of TER-
test in children against DNG which is indicative of
non-resistant dental enamel under conditions of thy-
roid pathology. The indices of pH medium, lysozyme
activity and salivation rate were a little lower than
those of the control, which is probably indicative of
the disorders of the processes regulating physiologi-
cal protection of the oral cavity. The changes found,
to our opinion, are the results of metabolic deviations
of the hard and soft tissues of the dentoalveolar ap-
paratus with DNG.

Prospects of further studies: to study the influ-
ence of macro- and trace elements on the processes
of mineralization of the hard dental tissues in chil-
dren suffering from DNG.
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[0 MOXK/IMBO BKa3ye Ha IOpPYLIEHH: IIPOIleciB pe-
rynAuil Gi3ionorivHOro 3aXucTy poToBOI IOPOXKHU-
HI. BusABeHi 3MiHNM, Ha HALITYy TYMKY, € Pe3yNIbTaTOM
BiiIXM/IeHb Yy MeTabomi3Mi TBepAMX Ta M SKUX TKa-
HJIH 3y0OOILe/IeITHOT0 anapaTy 3a ypaxenus JH3.

ITepcnexTuBN MOAANbIINX FOCTIKEHb Yy Ha-
HOMY HANPAMKY. BYBYeHHs BIVIMBY MaKpoO- Ta Mi-
KpoeZleMeHTIiB Ha Ipollecu MiHepasisallii TBepaux
TKaHVH 3y0iB y mirteit, xBopux Ha JJH3.
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IMOBILIZAREA DINTILOR CU
AJUTORUL FILAMENTULUI DIN
FIBRA DE STICLA IN TRATAMENTUL
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Rezumat

Parodontita generalizatd, patologie a com-
plexului parodontal, antrenind majoritatea
dintilor este o afectiune de repercusiuni se-
vere in practica stomatologica. Imobilizarea
dintilor fiind o metodd de tratament esenti-
ala in mentinerea dintilor in arcada dentara.
Scopul studiului fiind analiza sindrii dintilor
cu banda de fibra de sticld. Pentru prevenirea
cresterei mobilitatii dintilor, care a aparut ca
urmare a parodontitei cronice generalizate de
severitate medie. In urma cercetarii date sunt
demonstrate avantajele imobilizérii: imbund-
tatirea functiilor dintilor; reducerea discon-
fortului pacientului, previne deplasarea dinti-
lor si repartizarea fortelor masticatorii.

Cuvinte cheie: Parodontita generalizatd,
bolile parodontale.

Introducere

Parodontita generalizatd - afectarea difuzd a
complexului parodontal, antrendnd majoritatea din-
tilor sau toti dintii. Parodontita generalizatd este una
dintre cele mai complexe si incd nesolutionatd pro-
blema ale stomatologiei clinice. Parodontita, in spe-
cial forma sa generalizata, este de 5-6 ori mai des pre-
zenta decat a cariilor dentare. Ca urmare a procesului
inflamator este aparitia edentatiei partiale sa-u totale.
Aparitia pungilor parodontale cu depozit microbian
este un factor de risc care provoacd artritd reumatoi-
di, endocarditi infectioass, ateroscleroza, infarct mi-
ocardic, accident vascular cerebral, etc.

Premisele pentru aparitia parodontitei generali-
zate sunt factori de origine exogena si endogend sub
influenta dominanta a acestora. Toti factorii etiolo-
gici sunt impartiti la nivel local si general.

Printre acestea se numadra prezenta plicii bacteri-
ene si a tartrului, malocluzia, bruxismul, anomaliile
dintilor, mucoaselor, anomaliile de insertie a frenulei
limbii si a buzelor etc.

Al doilea grup sunt incluse bolile concomitente -
diabet zaharat, goiter toxic difuz, obezitate, osteopo-
rozd, hipovitaminoza, patologie a sistemului sanguin,

SPLINTING OF FIBERGLASS STRIP
IN COMPLEX TREATMENT OF
PERIODONTAL DISEASES

Valentina Nicolaiciuc'

lon Roman’

Alexandru Danici®

Anastasia Danici*

1,2,3,4 Department of Odontology, Periodontology
and Oral Pathology USMF “Nicolae Testemitanu”

Summary

Generalized periodontitis, the pathology
of the periodontal complex, involved most of
the teeth, is a disease of severe repercussions in
dental practice. Teeth splinting is a method of
essential treatment in maintaining the teeth in
the dental arch. The purpose of the study was
to analyze the teeth immobilized with the glass
fiber strip in preventing the increase in teeth
mobility, which occurred as a result of chronic
generalized periodontitis of medium severity.
As a result of this research, the advantages of
immobilization have been demonstrated: im-
proving the functions of the teeth; reducing
patient discomfort and preventing their dis-
placement, equal spread of masticatory force.

Keywords: Generalized periodontitis, peri-
odontal disease.

Introduction

Generalized periodontitis is a diffuse lesion of
the periodontal complex, covering most teeth or all
teeth. Generalized periodontitis is one of the most
difficult and still unsolved problems in clinical den-
tistry. Periodontitis, especially its generalized form,
is 5-6 times more likely than caries, leading to par-
tial and complete secondary adentia. Long-term per-
sistence of infection in periodontal pockets is a risk
factor for the development of rheumatoid arthritis,
infective endocarditis, atherosclerosis, myocardial
infarction, stroke, etc. The prerequisites for the emer-
gence of generalized periodontitis are factors of ex-
ogenous and endogenous origin under the dominant
influence of the latter. In addition, all etiological fac-
tors are divided into local and general.

The first include the presence of plaque and
tartar, malocclusion, bruxism, abnormalities of the
teeth, mucosal strands, anomalies of attachment of
the tongue and lip bridles, etc. The second group in-
cludes common diseases - diabetes mellitus, diffuse
toxic goiter, obesity, osteoporosis, hypovitaminosis,
blood system pathology, rheumatism, cholecystitis,
hepatitis, gastritis, enterocolitis, hypoimmunoglobu-
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reumatism, colecistitd, hepatitd, gastrita, enterocoli-
td, hipoimunoglobulinemie, care se reflecta in starea
parodontiului.

Cu ajutorul cercetarilor microbiologice, sa do-
vedit ca rolul etiologic principal in dezvoltarea pa-
rodontitei generalizate apartine microorganismelor
parodontopatogene - Prevotella intermedia, Acti-
nomycetemcomitans, Porphyromonas gingivalis,
Bacteroides forsythus, Peptostreptococcus si altele.

Principalul ,depozit microbian® este o placé bac-
teriand - placa subgingi-
vala care se acumuleazd
in sulcusul gingival,
pungile parodontale, pe
ridicina dintelui etc.
Produsele activitétii vi-
tale a microflorei pato-
gene activeaza secretia
de citokine, prostaglan-
dine, enzime hidrolitice
care provoacd distruge-
rea tesutului parodontal.

Factorii de risc, care
reduc protectia locala
si generala nespecifica,
sunt fumatul, daunele
cauzate de radiatii si ne-
respectarea igienei orale.

Dezvoltarea parodontitei generalizate este prece-
data de o leziune inflamatorie a marginii gingivale,
care duce la intreruperea ligamentului dentogingival,
distrugerea ligamentului parodontal si resorbtia osu-
lui alveolar. Aceste modificiri sunt insotite de mobili-
tatea patologici a dintilor, supraincércarea grupurilor
separate de dinti, aparitia ocluziei traumatice.

Fard tratament adecvat si in timp util, parodonti-
ta generalizatd duce la pierderea sau inlaturarea din-
tilor, o functionare defectuoasi a sistemului dentoal-
veolar si a organismului in ansamblu.

Avand in vedere natura multifactoriala a pato-
logiei, tratamentul parodontitei cronice generalizate
trebuie sa fie complex si diferentiat, efectuat cu par-
ticiparea parodontistilor, stomatologilor-terapeuti-
lor, chirurgilor, ortopezilor. Un rol important il are
instruirea pacientului a regulilor de igiend, asistenta
profesionald in alegerea mijloacelor de ingrijire orala.

Initierea timpurie si adecvaté a tratamentului pa-
rodontitei generalizate permite realizarea unei remi-
sii clinice stabile pe un termin indelungat.

In stadiile avansate ale parodontitei generalizate,
un prognostic nefavorabil poate fi asociat nu numai
cu pierderea dintilor, dar si cu dezvoltarea compli-
catiilor sistemice severe din sistemul vascular, poate
provoca accident vascular cerebral, atac de cord, ar-
trita si alte tulburdri grave care reprezintd o amenin-
tare la adresa vietii si a sandtatii umane.

Scopul Studiului
Scopul sindrii dintior cu filamentul din fibra de
sticld este: prevenirea cresterii in continuare a mobi-

Fig.1. Reprezentarea schematica a parodontiului sanatos (a) si afectat (b).

Fig.1. Schematic representation of healthy (a) and diseased (b) periodontium.

linemia, etc., affecting the periodontal status. With
the help of microbiological research, it has been prov-
en that the leading etiological role in the development
of generalized periodontitis belongs to the periodon-
topathogenic microorganisms - Prevotella interme-
dia, A. Actinomycetemcomitans, Porphyromonas
gingivalis, Bacteroides forsythus, Peptostreptococcus
and others. The main «microbial depot» is a dental
plaque - subgingival plaque accumulating in the gin-
gival groove, periodontal pockets, on the root of the
tooth, etc. The products
of the vital activity of the
pathogenic microflora
activate the secretion
of cytokines, prosta-
glandins, hydrolytic en-
zymes that cause the de-
struction of periodontal
tissues.

The risk factors for
generalized periodonti-
tis, which reduce local
and general nonspecific
protection, are smok-
ing, radiation damage,
and poor hygiene of the
oral cavity.

The development of
generalized periodontitis is preceded by an inflam-
matory lesion of the gingival margin, leading to dis-
ruption of the dentogingival joint, destruction of the
ligament apparatus and resorption of the alveolar
bone. These changes are accompanied by pathologi-
cal mobility of the teeth, overload of separate groups
of teeth, and the emergence of traumatic occlusion.

Without adequate and timely treatment, gener-
alized periodontitis leads to the loss or removal of
teeth, a malfunctioning of the dentoalveolar system
and the body as a whole.

Given the multifactorial nature of this pathology,
the treatment of chronic generalized periodontitis
should be complex and differentiated, carried out
with the participation of periodontists, dentists, sur-
geons, orthopedists. An important role is played by
teaching the patient the rules of hygiene and profes-
sional assistance in the selection of oral care.

Early and adequate initiation of treatment of gen-
eralized periodontitis allows achieving a stable clini-
cal re-commission and prolonging its timing.

With advanced stages of generalized periodonti-
tis, an unfavorable prognosis can be associated not
only with loss of teeth, but also with the development
of severe systemic complications from the heart-vas-
cular system, can cause stroke, heart attack, arthritis
and other serious disorders that pose a threat to hu-
man life and health.

The Purpose of the Study
The purpose of fiberglass splinting is: to prevent
further increase in the mobility of the teeth, which



litatii dintilor, care a aparut ca urmare a parodontitei
cronice generalizate de severitate medie.

Imobilizarea dintilor - aceasta este una dintre
metodele in tratamentul complex al parodontitei, al
cirui scop este consolidarea dintilor mobili. Sinare
este consolidarea unui grup de dinti intr-un bloc. Se
efectueazd prin legarea unui grup de dinti cu fibra
de sticla sau cu ajutorul protezelor. Aceastd procedu-
rd vizeazd intdrirea dintilor, prevenirea mobilitétii i
pierderii acestora. De regula, ea se utilizeaza in trata-
mentul parodontitei de grad moderat si sever, cAnd
mobilitatea dintilor devine unul dintre principalele
simptome al leziunii. De obicei, mobilitatea dintilor
incepe cu atrofie osoasd mai mare de 1/4 din lungi-
mea rddécinii dintelui.

Datorita imobilizarii, este posibil si se mentina
dintii mobili si astfel sd se evite cidderea sau inde-
partarea acestora. In absenta tratamentului, proce-
sul dobandeste un caracter necontrolat cu activarea
proceselor de inflamatie si mobilitate a dintilor. In
timp, sub influenta fortei de masticatie, dintii mobili
incep sd-si schimbe treptat pozitia: sa se incline, sa
se deplaseze vestibular, sa formeze treme si ocluzie
patologicd. Si pentru a preveni acest lucru, necesita
de imobilizat dintii.

Exista mai multe metode de imobilizare a dintilor,
in care sunt utilizate astfel de materiale si structuri:

o filamente din fibra de sticl3;

o filamente de aramid;

« filamente de cuart;

o sarma de cupru (pentru a restabili dentitia

dupa traumele maxilare);

o coroane;

e proteze.

Materiale si metode:

Materialele folosite pentru aplicarea sistemului de
imobilizare necesita sd aiba urmatoarele proprietati:
o Biocompatibilitatea cu tesuturile naturale;

o Hipoalergenicitate. Nu toate materialele din
acest plan in 100% asigurd sanatatea oamenilor;

o Igiena;

o Capacitatea de a rezista sarcinilor mecanice.

Cerinte catre structurile utilizate pentru imo-

bilizare:

« Invizibilitatea, care permite péstrarea esteticii;

o Nu existd probleme cu dictia si alimentarea;

o Fixarea sigurd a dintilor mobili. Ei nu ar tre-
bui sa se miste nici in una din directiile posi-
bile;

o Fixare sigurd pe dinti;

o Structurile de imobilizare nu trebuie sa inter-
fereze cu periajul dintilor

o Structurile de imobilizare nu trebuie sa dete-
rioreze tesuturile moi.

Imobilizarea poate fi temporara si permanent.
Imobilizarea temporard, utilizata de la 2-3 sépti-
mani pana la cateva luni. Imobilizarea temporara se

arose as a result of chronic generalized periodontitis
of medium severity.

Splinting teeth is one of the methods in the com-
plex treatment of periodontitis, whose goal is to
strengthen the movable teeth. Splinting is the con-
necting of a group of teeth into a whole block. It is
carried out by binding a group of teeth with fiber-
glass or with the help of dentures. This procedure
is aimed at strengthening the teeth and preventing
their loosening and loss. It is used in the treatment
of periodontitis of moderate and severe degree, when
the mobility of the teeth becomes one of the main
symptoms of confinement. Usually, the mobility of
teeth begins with bone atrophy more than 1/4 of the
tooth-root length.

Thanks to the splinting, it is possible to keep
movable teeth and thus avoid falling out or remov-
ing them. In the absence of treatment, the process
acquires an uncontrolled nature with the progres-
sion of symptoms of inflammation and mobility of
the teeth. Over time, under the influence of the mas-
ticatory load, the mobile teeth begin to gradually
change their position: to tilt, fan out, to form tremas,
pathological occlusion. To prevent this, it is needed
to splint teeth.

There are several ways of splinting, in which
such materials and constructions are used:

o fiberglass strip;

o aramid strip;

o quartz strip;

o copper wire (to restore the dentition after jaw

injuries);

e crowns;

o prostheses.

Materials and methods:

The materials used to apply the splint must have
the following properties:

* Biocompatibility with natural tissues;

* Hypoallergenicity. Not all material in this

plane is 100% safe to health;
* Hygiene;
+ Ability to engineer mechanics.

Requirements for the structures used for con-
struction:

 Invisibility, which allows to preserve aesthet-
ics;

* Absence of problem with diction and received
food;

* Secure fixation of mobile teeth. They should
not move in any of the possible directions;

* Reliability of fixation on the teeth;

* Splinting should not interfere brushing of
teeth;

* Splinting should not injure the soft tissues.

The splinting can be temporary and permanent.
Temporary splints are worn from 2-3 weeks to
several months. Assign a temporary splinting in a

e
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indica in tratamentul complex cu interventii chirur-
gicale grave.

Imobilizarea permanentd, este folositd pentru
procesul de imobilizare a dintilor pe o perioada inde-
lungatd. Structurile imobilizarea permanenta sunt im-
partite in elemente detasabile (protetice) si nedemon-
tabile (filamente, benzi, fire, materiale compozite).

Indicatii pentru imobilizare:

o afectarea liniei dentitiei, deplasarea dintilor;

e dintii pierduti din cauza traumatismelor;

e parodontita de severitate moderatd pana la
severa,

e hemoragie gingivala severs;

e acumularea mare de depozite dentare in apro-
pierea radacinii;

e pungi parodontale pronuntate;

e ridécini dentare denudate.

Eficacitatea imobilizdrii se realizeaza datoritd:

o transformarea firului de imobilizare intr-o
bara de fixare rigida, fixatd in siguranta la dint;

e dintii ca urmare a fixdrii impreuna devin
complet imobili;

e structura de intdrire redistribuie sarcina de
fortd masticatorie intre dinti;

e sarcina este distribuitd uniform pe toate dintii
imobilizati, care incetineste resorbtia tesutu-
lui osos.

Folosirea filamentelor din fibrd de sticld, aramida
sau cuart este mai preferata, deoarece aceste materia-
le sunt mai ieftine comparativ cu proteze cu clame si
permit tratamentul intr-o vizita. In acest caz, este im-
portant faptul cé firele de aramid si cuart au de cateva
ori mai multa rezistentd (de aproape 8 ori), do-ar di-
ferd in functie de culoare (culoarea fibrelor este aurie
sau maro) si este foarte dificil si-si schimbe culoarea.
Desigur, diferentele de culoare sunt importante doar
pentru dintilor din fata.

Imobilizarea este indicata numai dupa eliminarea
procesului inflamator din tesuturile moi.

Imobilizarea este indicatd numai dupa ce se efec-
tueaza tratament antiinflamator local si general, tera-
pie cu laser, tratament ortodontic.

Inainte de administrare, dentistul ar trebui sd
analizeze: datele radiologice, gradul de mobilitate a
dintilor, particularitatile ocluziei, prezenta sangerari-
lor gingivale si recesiunea lor.

Metoda de imobilizare cu fibre de sticld.

1. Zona de lucru este izolata de salivé prin sistemul
»RubberDam”

2. Suprafata dintilor este curitatd de depuneri dure
si tratata cu acid ortofosforic de 40%.

3. Cand dintii frontali inferiori sunt imobilizati
pe suprafata lor interioard de 4 pani la 6 dinti,
se prepara o brazda orizontal cu o iniltime si o
adancime de 2 mm.

4. Spatiul format este gravat cu acid ortofosforic,
spalat cu un curent de apd si uscata cu aer.

complex with serious surgical interventions in the
treatment of periodontal diseases.

Permanent splints are used to start the process of
immobilization of teeth for a long time.

Permanent splints are divided into removable
(prosthetic) and non-removable (strips, tapes, wires,
composite substances).

Indications for splining:

e violation of the dentition, displacement of
teeth;

loosening of teeth as a result of trauma;
periodontitis of moderate and severe forms;
severe bleeding gums;

large accumulation of dental deposits near the
root;

pronounced parodontal pockets;

e denuded dental roots.

The effectiveness of splinting is achieved due to:

e Converting the reinforcing strip into a solid
fixing beam, securely attached to the teeth;

e Teeth as a result of fixation together become
completely immobile;

e The reinforcing structure redistributes the
chewing load between the teeth, while the
load is evenly distributed to all the connecting
teeth, which significantly slows the resorption
of bone tissue.

The use of fiberglass, aramid or quartz strips is
more preferable, because these materials are cheaper
compared to, for example, clasp prostheses, and allow
for one-visit treatment. In this case, it should be born
in mind that aramid and quartz strips have several
times greater strength (almost 8 times), but differ in
color (the color of the fibers is golden or brown) and
it is very difficult to change their color. Of course,
color differences are important only for splinting the
front teeth.

Splinting is indicated only after the inflammatory
process has been eliminated in soft tissues. Prior to
splinting, local and general anti-inflammatory treat-
ment, laser therapy, orthodontic treatment is per-
formed.

Before the splinting, the dentist should analyze:
the data of X-ray studies, the degree of tooth mobil-
ity, the peculiarities of the occlusion, the presence of
bleeding gums and their recession.

Method of splinting with fiberglass strip

1. The work area is isolated from saliva by the “Rub-
berDam System”

2. The surface of the teeth is cleaned of solid depos-
its and treated with 40% orthophosphoric acid.

3. When the lower frontal teeth are splinting on their
inner surface of 4 to 6 teeth, a horizontal groove is
prepared with a height and depth of 2 mm.

4. The formed groove is etched with orthophospho-
ric acid, washed with a stream of water, and dried
with air.



10.
11.

12.
13.
14.

Sistemul de aderenta cu auto-gravare cu un sin-
gur component ,,GC G-aenial Bond” (GC Genial
Bond) este introdus in brazda pregatita.

Sistemul adeziv este iluminat cu fotolampa 20 se-
cunde.

Un material compozit lichid ,G-aenial universal
Flo” este introdus in brazda.

In brazda se plaseaza fir sau banda din fibra de sticla.
Fixarea partii superioard a firului din fibrd de
sticld se efectueaza cu un material fotopolimeric
lichid ,,G-aenial Universal Flo”.

Polimerizarea cu lampa foto - 20 de secunde.
Structura de mai sus este acoperitd si modelata cu
un al doilea strat de material compozit ,Estelite
Sigma Quick’.

Polimerizarea compozitului - 20 de secunde.

Se efectueazi slefuirea si lustruirea structurii.
Pacientului i se recomanda sé respecte igiena orala
si sd efectueze o vizitd de control o daté la 6 luni.

Rezultate si discutii
Conform metodei descrise, au fost tratati cinci

pacienti (3 femei si 2 barbati).

Caz clinic. In clinica stomatologici USMF

«N.Testemisianu® in ianuarie 2018, s-a adresat pen-
tru ingrijiri medicale o pacienta ,,N” din anul 1954 cu
acuze privind mobilitatea dintilor frontali inferiori,

10.
11.

12.
13.

14

One-component self-etching light-curing adhe-
sion system “GC G-aenial Bond” (JI SI Genial
Bond) is introduced into the groove.

The adhesive system is cured by photolamp.

A liquid light-curing composite “G-aenial Uni-
versal Flo” is introduced into the groove.
Fiberglass yarn or strip is placed in the groove.
On top, the fiberglass strip is covered by liquid
photopolymer material (G-aenial Universal Flo).
Curing by photolamp for 20 seconds.

The above-formed structure is covered and mod-
eled with a second layer of composite material
“Estelite Sigma Quick”

Curing by photolamp for 20 seconds.

Grinding and polishing of the structure is carried
out.

. The patient is recommended to observe oral hy-

giene and perform a control visit once every 6
months.

Results and discussions
According to the described method, five patients

(3 women and 2 men) were treated.

Clinical case. Patient N (woman, birthday

1954) came to the Stomatological clinic USMF
«N.Testemisianu» in January 2018. She has a com-
plain about the mobility of the lower frontal teeth,

o alimentatie (muscatu-
rd) dificild si sangeriri
in timpul periajului. Pa-
cienta practic nu putea
musca mancarea. Fo-
losind pentru muscare
doar grupul premolari-
lor.

Examen intraoral.
In zona frontala a maxi-
larului inferior se atestd
mobilitate  patologicd
a dintilor 31,32,41,42.
Dintii 31 si 41 prezintd
grad de mobilitate 2 si
32,42 - primul grad de
mobilitate. Dintii 33 si
43 sunt stabili si nu pre-
zintd mobilitate.

Existd o recesiune a
gingiei in zona dintilor
inferiori frontali, expu-
nerea radicinilor din-
tilor 31,32,41,42 cu 1/2
sau mai mult. Marginea
gingivala, papilele gin-
givale, gingia alveolard
sunt usor edematiata si
hiperemice. Depozite-
le dentare GI (indicele
igienic) de citre Green
Vermillion - 2.2. Testul
Schiller-Pisarev este po-

Fig. 2. Schema de formare a unei caneluri pe partea interioard a dinfilor

frontali ai maxilarului inferior i a fixarii filamentului din fibrd de sticla

Fig.2. Scheme of groove formation on the inner side of the frontal teeth

of the mandible and the filing of the fiberglass strip or filament.

MU

Fig. 3. Schema de acoperire a benzii din fibrd de stild (filet) cu un material
compozit

Fig.3. Scheme of coating the fiberglass strip (tape, filament) with a composite

material.

difficult biting of food,
and bleeding gums dur-
ing the cleaning of teeth.
The patient practically
did not bite food by this
teeth. She used for biting
premolars.

Intraoral  exami-
nation. On the frontal
part of the lower jaw,
the abnormal mobility
of the teeth is marked
31,32,41,42. Teeth 31
and 41 of the second
degree of mobility, and
32 and 42 - the first de-
gree of mobility. Teeth
33 and 43 are stable and
immovable.

There is a recession
of the gum in the re-
gion of the frontal lower
teeth, exposure of the
roots of the teeth 31, 32,
41, 42 by 1/2 or more.
The gingival margin, the
gingival papillae, the al-
veolar gingiva are slight-
ly swollen and hyper-
emic. Dental deposits of
GI by Green, Vermillion
2.2. The Schiller-Pisarev
test is positive. There is a
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Fig. 4. Examinarea intra-orald a pacientei N inainte de tratament Fig.5. Ortopantomograma pacientei N inainte de tratament
Fig.4. Intraoral examination of patient N before treatment Fig.5. Orthopantomogram of patient N before treatment

Fig.7. Fixarea filamentului de fibra de sticld cu fotopolimer lichid
,G-aenial Universal Flo”

Fig. 6. Controlul obturari canalului adicular Fig.7. Fixing of glass fiber strip by liquid photopolymer “G-aenial

Fig.6. Control of root canal filling Universal Flo”.

Fig. 8. Compozit fluid,,G-aenial Universal Flo”
Fig.8. Liquid photopolymer“G-aenial Universal Flo”

Fig.9. Rezultatele imobilizdrii dupa aplicarea celui de-al doilea strat al
materialului compozit, Estelite Sigma Quick”

Fig. 10. Material compozit, Estelite Sigma Quick”.

Fig.9. The results of the splinting after the application of the second

Fig.10. Composite material “Estelite Sigma Quick”. layer of the “Estelite Sigma Quick” composite material
zitiv. Se observa o ad4ncime mica a vestibului oral small oral cavity belief (vestibulum oris) in the fron-
in regiunea frontald pe maxilarul inferior si o fixare tal region on the lower jaw and a high attachment of
inaltd a frenulei. the bridle.
Pacienta a fost indreptatd pentru efectuarea unei The patient was assigned an orthopantomo-

examindri ortopantomografice. graphic examination.



1.

Ca urmare a unei examindri cuprinzdtoare a paci-
entei, s-a diagnosticat - Parodontitd generalizati cro-
nicé cu severitate moderata in stadiul de remisiune.

As aresult of a complex examination of the patient,
a diagnosis was made - chronic generalized periodon-
titis of moderate severity in the stage of remission.

Planul de tratament Treatment plan:
1. Detartraj manual si ultrasonic. 1. Dental plaque removal - manual and with a
2. Detartraj sub-gingival si surfasajul. scaler.
3. Curétarea igienicd a depunerilor dentare moi 2. Sub-gingival detachment and surfing.

de citre sistemul ,, Airflow® 3. Hygienic cleansing of soft tooth deposits by
4. Metoda de extirpare vitald a dintilor 31, 32, the «Aerflow» system.

41, 42. 4. Vital extirpation of the teeth 31,32,41,42.
5. Imobilizarea cu fibra de sticld a dintilor 31,

1.
Concluzii: 2.
1. Imobilizarea imbunatateste functiile dintilor. 3.
2. Impiedici deplasarea si dislocirile. 4
3. Reduce disconfortul pacientului.
4. Forta care apare in timpul masticatiei este dis-

32, 33,41, 42, 43.

tribuitd uniform pe toti dintii imobilizati.

Conclusions

Splinting improves the functional of the teeth.
Prevents their displacement and dislocations.
Reduces the patient’s discomfort.
Masticatory force is uniformly distributed
over all the splinting teeth.
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ASPECTE CHIRURGICALE ALE
REABILITARII IMPLANTO-PROTETICE
UTILIZAND IMPLANTELE CU DESIGN-
UL SPIRELOR KNIFETHREAD®,
NANOSTRUCTURATE, CU CALCIU
INCORPORAT PE SUPRAFATA

Dumitru Sirbu’
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1,2,3,4,6,7,8 IP USMF “Nicolae Testemitanu”,
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Rezumat

In cadrul studiului retro- si prospectiv
au fost inclusi 165 pacienti (58 barbati si 107
femei), cu varsta cuprinsd intre 19 si 74 ani
(varsta medie - 42,46 ani; ES+0,88 ani; DS
11,42), care s-au adresat in Clinica Stomatolo-
gicd SRL “Omni Dent” (Chisinau, Republica
Moldova), in perioada aprilie 2016 - decem-
brie 2017, pentru reabilitare implanto-prote-
ticd. Au fost inserate 443 implante dentare en-
doosoase AnyRidge (Megagen, Gyeongsang,
Korea), dintre care s-au studiat 235 implante,
dupa perioada de osteointegrare, care a con-
stituit 7,07 luni. S-a evaluat eficacitatea utili-
zdrii acestui tip de implante in functie de: tim-
pii de reabilitare, varietatea situatiilor clinice,
oferta osoasd calitativd/cantitativa si rezulta-
tele obtinute in dinamica.

Cuvinte cheie: reabilitare implanto-pro-
teticd, macro si micro design-ul implantelor,
implante nanostructurate, atrofia crestelor al-
veolare, resorbtie periimplantara.

Introducere

Reabilitarea implanto-protetici a pacientilor
cu edentatii partiale sau totale s-a dovedit a fi, de-a
lungul timpului, 0 metoda efectivéd, cu un pronostic
favorabil, toate datoritd ratei inalte de succes si de
supravietuire pe termen scurt, mediu si indelungat
[1,2]. Eficacitatea metodei este confirmati de me-
dicii specialisti, care mentioneazd o serie intreagi
de avantaje, dar si de pacienti. Deoarece reabilitarea
implanto-protetica inldturd neajunsurile protezarii
conventionale in cadrul edentatiilor extinse si totale,
oferd o stare de confort, iar ca rezultat creste calitatea

SURGICAL ASPECTS OF IMPLANT-
PROSTHETIC REHABILITATION
USING KNIFETHREAD®,
NANOSTRUCTURED IMPLANTS,
WITH SURFACE IN-BUILT
CALCIUM

Dumitru Sirbu’

Alexandr Mighic?

Alexandru Ghetiu®

Stanislav Strisca*

Alina Sobetchi®

Chiril Voloc®

Evelina Corcimari’

Fanea Andrei®

1,2,3,4,6,7,8 IP USMF “Nicolae Testemitanu”,
Department of oro-maxillo-facial surgery and oral
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Summary

In this retro and prospective study were
included 165 patients (58 men and 107 wom-
en), with ages between 19 and 74 years (av-
erage age - 42,46 years; ES+0,88 years; DS
11,42), patients who addressed for treatment
in SRL “Omni Dent” Dental Clinic (Chi-
sinau, Republic of Moldova) during April
2016 - December 2017. There were placed
443 AnyRidge (Megagen, Gyeongsang, Ko-
rea) implants. From this total number, by the
end of the osteointegration period, which
had an average of 7,07 months, 235 implants
were studied. We studied the efficiency of
this implant system according to: treatment
stages, the variability of clinical indications,
bone disponibility and the clinical results
over time.

Key words: implant-prosthetic rehabilita-
tion, the macro and micro design of the im-
plant, nanostructured implants, alveolar bone
atrophy, periimplant resorption.

Introduction

The implant-prosthetic rehabilitation of partially
or totally edentulous patients has proved to be an ef-
fective method with a favorable prognosis, all due to
the high rate of success and survival in short, medium
and long term [1, 2]. The effectiveness of the meth-
od is confirmed both by specialists, who mention a
wide range of benefits and patients. Since implant-
prosthetic rehabilitation removes the shortcomings
of conventional rehabilitation in both extensive and
total edentulous patients, provides a state of comfort
and as a result increases the quality of life and patient



vietii si speranta de viatd a pacientilor, apare o core-
latie directa: cu cat edentatia este mai extinsd, cu atit
gradul de satisfactie al pacientilor este mai mare [3].

Evolutia metodelor de implantare de la protoco-
lul standard de implantare (implantarea conventio-
nald aménatd) la protocolul de implantare imediata
postextractionald, la fel ca si de la protocolul de in-
cdrcare aménaté (dupa perioada de osteointegrare) la
cel de incarcare imediata postimplantara oferd o rea-
bilitare morfofunctionala si estetica cu avantajele do-
rite de pacienti, precum: timp mai scurt, costuri mai
mici, eficacitate inalta, pronostic favorabil in timp. Pe
langd avantajele mentionate, aceste noi directii ge-
nereaza in rdndul specialistilor si un sir de discutii,
atestate in diverse publicatii de specialitate [4,5]. Dis-
cutiile respective sunt determinate de lipsa rezultate-
lor in timp ale utilizdrii noilor metode, multitudinea
situatiilor clinice in care se atestd contraindicatii de
ordin local (prezenta inflamatiei, lipsa ofertei osoase
suficiente, etc.), neincrederea specialistilor, dar si a
pacientilor. Astfel, ludnd in consideratie multitudi-
nea factorilor de decizie, se demonstreazi necesitatea
continua a studiilor comparative retro- si prospective
cu scopul de a determina metodele cele mai optime
de reabilitare implanto-protetica.

Reabilitarea precoce a pacientilor prin inter-
mediul implantelor dentare este posibild datoritd
potentialului inalt regenerativ al organismului, ce
poate fi definit prin regenerarea buna a tesuturilor
dure (osteointegrarea efectiva) si a tesuturilor moi
periimplantare (manjeta gingivo-implantara), cit si
prin mentinerea lor in timp, cu remodelarea func-
tionald efectiva in conditiile unui organism sinitos,
fard actiunea factorilor nocivi endo- si exogeni. Pe
langa factorii de ordin general, factorii locali, care se
referd la disponibilitatea tesuturilor moi (fenotipul
gingival - volumul si calitatea tesuturilor moi acope-
ritoare) si a ofertei osoase (cantitatea si calitatea osu-
lui disponibil) sunt elemente cheie ale succesului in
osteointegrarea bund a implantelor. Deseori medicul
specialist se confruntd cu situatii clinice dificile, in
care se determind o deficienta de tesuturi moi si dure
care poate si compromitad rezultatele tratamentului
implantologic. Pentru a rezolva aceste situatii dificile,
deseori se recurge la interventii de crestere a ofer-
tei osoase. Interventiile de crestere a ofertei osoase
au propriul sir de neajunsuri: trauma suplimentars,
durata mare de reabilitare, cost ridicat, necesitatea
instrumentarului si aparatajului specific, etc., fiind
urmate fie de implantare simultana sau amanata. Din
aceste motive, elaborarea noilor metode de reabilita-
re implanto-proteticd, si mai efective, reprezinta su-
biectul cercetdrilor continui ale specialistilor in do-
meniu [4,6,7]. In acest context, in prezent intalnim
lucriri stiintifice in care se demonstreaza importanta
macro design-ului implantului (forma implantului, a
spirelor, a partii apicale si a celei crestale), a micro/
nano design-ului (prelucrarea chimici a suprafetei,
topografia reliefului), cat si a structurii chimice a
implantului (tipul titanului, prezenta impuritatilor,

life expectancy, there is a direct correlation: the more
extended the edentation, the greater the patient sat-
isfaction [3].

The evolution of implantation methods from the
standard implantation protocol (conventional de-
layed implantation) to the immediate post-extraction
implantation protocol, as well as from the delayed
loading protocol (after the osteointegration period)
to the immediate post implantation loading, pro-
vides a morpho-functional and aesthetic rehabilita-
tion with the benefits desired by the patients, such
as: shorter time, lower costs, high efficacy, favorable
prognosis over time. In addition to the advantages
mentioned, these new directions and protocols gen-
erate among specialists a series of discussions, which
can be found in various specialized publications
[4,5]. These discussions are due to the lack of records
regarding over time results of the usage of new meth-
ods, the multitude of clinical situations in which local
contraindications can be determined (presence of in-
flammation, lack of sufficient bone, etc.), lack of both
specialists’ and patients’ confidence. Thus, in order
to determine the most optimal implant-prosthetic
rehabilitation methods, taking into consideration the
multitude of decision-making factors, the need for
continuous comparative retrospective and prospec-
tive studies is demonstrated.

Early rehabilitation of patients through dental
implants is possible due to the high regenerative po-
tential of the body, which can be defined by the good
regeneration of hard tissues (effective osteointegra-
tion) and soft peri-implant tissues (gingival-implant
interface), as well as by their maintenance over time,
with effective functional remodeling under the con-
ditions of a healthy organism without the action of
endogenous and exogenous harmful factors. In ad-
dition to general factors, local factors, which refer to
the availability of soft tissues (gingival phenotype -
the volume and quality of soft tissue covering) and
bone supply (bone quantity and quality) are key ele-
ments of success in good implant osteointegration.
Often the specialist physician is confronted with dif-
ficult clinical situations in which soft and hard tissue
deficiency is determined, which can compromise the
results of the whole implant treatment. To solve these
difficult situations, there are often interventions to
increase bone supply. Bone supply interventions have
their own range of drawbacks: additional trauma,
high rehabilitation time, high cost, the need for spe-
cific instrumentation and equipment, etc., followed
either by simultaneous or postponed implantation.
For these reasons, the development of new implant-
prosthetic rehabilitation methods, more effective, is
the subject of continuous research of specialists in
the field [4,6,7]. In this context, we currently have
scientific papers demonstrating the importance of
the implants macro design (implant shape, spire
shape, the apical and crestal part’s shape), micro /
nano design (chemical surface treatment, topogra-
phy of the relief ) and the chemical structure of the
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acoperirea cu elemente chimice care favorizeaza os-
teointegrarea) in osteointegrarea primard, incircarea
functionala precoce si obtinerea rezultatele favorabile
in dinamica [8,9,10]. Dupd cum mentioneaza produ-
catorii, implantele Anyridge (Megagen, Gyeongsang,
Korea), avand la suprafati calciu incorporat si avind
un design specific al spirelor, Knifethread®, repre-
zentate schematic in figura 1, intrunesc cerintele sus
mentionate, parere care este sustinutd stiintific si de
catre unii cercetdtori [8]. Acest tip de implante sunt
indicate cu scopul de a obtine o reabilitare precoce,
miniinvaziva. Aceeasi cercetitori confirma afirmati-
ile producatorilor precum cé implantele Anyridge au
indicatii variate, fiind utilizate in orice situatie clini-
cd, indiferent de timpii de reabilitare si de disponibi-
litatea osoasa (implantare standarda sau alternativa)
[11,12,13,14].

implant (titanium type, presence of impurities, coat-
ing with chemical elements that favor osteointegra-
tion) in primary osteointegration, early functional
loading and obtaining favorable results in dynamics
[8,9,10]. As mentioned by the manufacturers, the
Anyridge (Megagen, Gyeongsang, Korea) implants
with built-in calcium surface and Knifethread® spi-
ral design, schematically represented in figure I,
meet the above mentioned requirements, which is
also scientifically supported by some researchers [8].
This type of implants are indicated in order to ob-
tain an early, miniinvasive rehabilitation. The same
researchers confirm manufacturers’ claims that Any-
ridge implants have varied indications, being used
in any clinical situation, regardless of rehabilitation
times and bone availability (standard or alternative
implantation) [11,12,13,14].

o

A B C

Fig. 1. Schema implantului AnyRidge (Megagen, Gyeongsang, Korea) cu macro-design-ul spirelor Knifethread®. A,B) Aspect al implantului
AnyRidge; C) Portiune evidentiatd a spirei, cu reprezentarea sa graficd; D) Nanostructura implantului, cu calciu incorporat pe suprafata sa.

Fig. 1. The AnyRidge (Megagen, Gyeongsang, Korea) implant scheme with the Knifethread® macro design. A, B) Appearance of the AnyRidge
implant; C) Outlined portion of the spiral, with its graphic representation; D) Implant nanostructure, with calcium incorporated on its surface.

Deoarece reabilitarea implanto-protetica se reali-
zeazd in conditii locale si generale diferite, individua-
le fiecdrui pacient, respectiv rezultatul si pronosticul
tratamentului ales va fi diferit ca evolutie in timp, dar
si ca satisfacere a asteptarilor pacientilor. Rezultatul
tratamentului implantar depinde si de o serie de alti
factori, cum ar fi: cunostintele si abilitatile profesio-
nale ale specialistului, inzestrarea tehnico-materiald,
sistemul implantar ales, alegerea variantei optimale
de tratament, timpii de reabilitare alesi optimal, etc.
[15].

Pe langd beneficiile tratamentului implantar, se
intalnesc si un sir de neajunsuri, numarul cirora
creste o datd cu sporirea numérului de implante in-
serate, unele din ele find nemijlocit incriminate ma-
cro si micro-design-ului implantului [8,10]. Apare o
serie de intrebdri: utilizarea implantelor Anyridge,
cu micro si macro-design-ul caracteristic, va redu-
ce oare numarul acestor neajunsuri?, va fi oare mai
micd resorbtia periimplantara?, se va reduce timpul
de reabilitare?, pronosticul va fi mai favorabil? Stu-
diul efectuat vizeaza aceste intrebdri, dar si altele, de
interes profesional.

Since implant-prosthetic rehabilitation is per-
formed under different local and general conditions,
individual for each patient, the outcome and progno-
sis of the chosen treatment will be different in terms
of evolution over time and also in terms of satisfac-
tion of patients’ expectations. The outcome of implant
treatment also depends on a number of other factors,
such as: the professional knowledge and skills of the
specialist, the technical and material endowment, the
chosen implant system, the optimal treatment choice,
optimal rehabilitation times, etc. [15].

In addition to the benefits of implant treatment,
there are also a series of drawbacks, their number
increasing directly proportionate to the increase in
the number of inserted implants, some of them being
even directly incriminated to the macro and micro-
design of the implant [8,10]. A series of questions
arise: will the use of Anyridge implants, with their
characteristic micro and macro-design reduce the
number of these drawbacks?, will the peri-implant
resorption become less noted?, will the rehabilitation
time be reduced?, will the prognosis be more favor-
able?. The present study analyzed these questions,
and also some others, of professional interest.



Scopul:

Evaluarea eficacitatii utilizdrii implantelor Any-
Ridge (Megagen, Gyeongsang, Korea) cu design-ul
spirelor Knifethread®, nanostructurate, cu calciu in-
corporat pe suprafatd, in reabilitarea implanto-prote-
ticd a pacientilor edentati, cu divers grad de atrofie a
crestelor alveolare.

Material si metoda

In cadrul studiului retro- si prospectiv au fost in-
clusi 165 pacienti (58 barbati si 107 femei), cu vérsta
cuprinsd intre 19 si 74 ani (varsta medie - 42,46 ani;
ES+0,88 ani; DS 11,42), care s-au adresat in Clinica
Stomatologica SRL “Omni Dent” (Chisinau, Republi-
ca Moldova), in perioada aprilie 2016 — decembrie
2017, pentru reabilitare implanto-protetica. Criterii-
le de includere in studiu au fost: prezenta la pacienti
a edentatiilor unidentare, partiale extinse si totale la
maxilarul superior si la mandibuld in creste alveola-
re edentate care au corespuns tipului B, C si D dupi
Misch, cu inserarea implantelor imediat postextrac-
tional, dar si aménat, cu cresterea ofertei osoase cu
implantare simultand, cu cresterea ofertei osoase cu
implantare amanati, cu incarcare functionald ulte-
rioard precoce sau amanatd, cu protezare temporara
sau definitivd; starea generala satisficatoare; igiena
orala satisfacitoare; varsta mai mare de 18 ani; oferi-
rea acordului informat de citre pacienti pentru exa-
minarile in dinamica si utilizarea datelor in studiu.
Criteriile de excludere din studiu au fost: contraindi-
catiile de ordin general si local cétre interventiile chi-
rurgicale planificate, la fel ca si dezacordul invocat de
cétre pacienti pentru utilizarea datelor in studiu. Toti
pacientii inclusi intr-un final in studiu au fost infor-
mati si au semnat acordul pentru inrolarea in acesta.

Distributia pacientilor si a implantelor a fost studi-
atd prin analize statistice descriptive. Au fost calculate
valorile variabilelor cantitative si calitative (sex, varsta
pacientului, resorbtia periimplantari a osului), devia-
tiile standard, mediana, intervalul de incredere (IC),
precum si variabilele legate de implant (locul de inser-
tie, protocolul chirurgical, cantitatea si calitatea osului,
lungimea si diametrul implantului). Toate calculele
au fost efectuate cu ajutorul unei foi de calcul statistic
(Excel 2016°, Microsoft, Redmond, WA, SUA).

Examinarea preoperatorie clinicd si paracli-
nica. Pacientii au fost examinati clinic, subiectiv si
obiectiv, stabilindu-se astfel diagnosticul si planul
de tratament. La fel, au fost studiate fisele medicale
de ambulator si s-au efectuat investigatii radiologi-
ce (OPG) pentru obtinerea informatiei complete si
efectuarea calculelor necesare pentru studiu. Pen-
tru informatii mai detaliate s-au efectuat tomografii
computerizate (CBCT) cu evaluarea tridimensionald
a anatomiei radiologice a osului. Cele din urmd s-au
efectuat cu ajutorul aparatului SIRONA Ortophos
SL, cu dozd minima de radiatii. Datele CBCT au fost
analizate in programul Sidexis 4.0. Planificarea inse-
rarii implantelor s-a realizat in programul Galaxis/
Galileos Implant. Acest program ne-a oferit posibi-

Aim:

Evaluation of the effectiveness of using AnyRidge
(Megagen, Gyeongsang, Korea) Knifethread®, nano-
structured implants, with surface in-built calcium in
the implant-prosthetic rehabilitation of edentulous
patients with various degrees of atrophy of the alveo-
lar ridges.

Material and method:

In the retrospective and prospective study were
included 165 patients (58 men and 107 women) aged
19 to 74 years (average age - 42.46 years, ES + 0.88
years, DS 11.42), who addressed the “Omni Dent”
Dental Clinic (Chisinau, Republic of Moldova) be-
tween April 2016 and December 2017 for implant-
prosthetic rehabilitation. The inclusion criteria in
the present study were: the presence of unidental
partial edentations, extended and total edentations
in the upper and lower jaws, with the edentulous al-
veolar ridges corresponding to types B, C and D af-
ter Misch, with implant insertion immediately post-
extraction or postponed, with the increase in bone
supply with simultaneous implantation, with the
increase in bone supply with delayed implantation,
with early or delayed functional loading, with tem-
porary or definitive prosthetic rehabilitation; overall
good general health; good oral hygiene; over 18 years
of age; patients agreeing with the informed consent
for dynamic examinations and the use of study data.
Exclusion criteria from the study were: general and
local contraindications to planned surgery, as well
as patients’ disagreement on the use of study data.
All patients enrolled in the study were informed and
signed the agreement to enroll in it.

The distribution of patients and implants was
studied through descriptive statistical analyzes.
There were calculated the values of quantitative and
qualitative variables (sex, patient age, peri-implant
bone resorption), standard deviations, the median,
the interval of confidence (IC), and implant-relat-
ed variables (insertion site, surgical protocol, bone
quantity and quality, length and diameter of the
implant). All calculations were performed using a
statistical spreadsheet (Excel 2016°, Microsoft, Red-
mond, WA, USA).

Clinical and paraclinical preoperative exami-
nation. Patients were subjected to clinical, subjec-
tive and objective examinations, thus establishing
the diagnosis and treatment plan. Also, the patients’
medical records were studied and radiological in-
vestigations (OPGs) were conducted, in order to
obtain complete information and carry out the cal-
culations required for the study. For more detailed
information, computed tomography (CBCT) was
performed with the three-dimensional evaluation of
the radiological anatomy of the bone. The latter were
performed with the SIRONA Ortophos SL imaging
unit, with a minimum dose of radiation. CBCT data
was analyzed with the help of Sidexis 4.0 program.
Implant insertion planning was done in the Galaxis
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litatea de a planifica detaliat numaérul, angulatia, dia-
metrul si lungimea implantelor, ludnd in consideratie
cantitatea si calitatea osului disponibil, formatiunile
anatomice invecinate, dintii antagonisti, pozitia chi-
rurgicald versus ortopedica optimald de inserare a
implantelor. La unii dintre pacienti, planificarea a
fost completata de examinarea fotograficd, analiza
modelelor de studiu si/sau efectuarea sabloanelor
chirurgicale.

Implantele utilizate: La pacientii inclusi in stu-
diu au fost inserate 443 implante dentare endoosoase
AnyRidge (Megagen, Gyeongsang, Korea). In toate
cazurile s-a recurs la tehnica cu lambou (inserarea
in camp deschis, dupd incizie si decolare a lambou-
lui mucoperiostal). In cazurile de ofertd osoasa in-
suficientd, implantarea a fost insotitd de manopere
de crestere osoasd prin augmentdri cu implantare
imediatd, augmentdri cu implantare aménatd sau
implantare cu osteospliting asociat. Implantele Any-
Ridge au filet subtire si ascutit, cu un design special,
numit Knifethread®, care asigurd o infiletare osoasa
usoara si mai putin traumatica, o suprafatd mai mare
de contact cu osul i oferd o stabilitate primara inal-
td, in orice situatie clinica cu deficit osos cantitativ
de creastd alveolara (volum osos insuficient vertical,
orizontal sau mixt), dar si in cele cu deficit osos cali-
tativ, os de densitate micd (D4). Suprafata implante-
lor este sablata si acoperita cu ioni de calciu (Xpeed®,
Megagen), cu scopul de a accelera osteointegrarea
prin migrarea osteoblastelor. Conexiunea protetica a
abutmentului cu implantul este caracterizata printr-o
conexiune conica de 5° si 0 adidncime de 5 mm, con-
tinuand cu un sistem hexagon intern, care ofera o sta-
bilitate mecanica inalta. Aceste caracteristici, de rind
cu platforma ingustd (switching platform), oferind o
sigilare biologica optimald, au avantajul mentinerii
unui volum suficient al tesuturilor periimplantare.
Implantele au fost inserate in concordanta cu cerin-
tele implantarii, respectand atét raportul dintre lati-
mea osului si diametrul implantului cat si lungimea
implantului cu indltimea crestei osoase [11,18].

Protocolul chirurgical: Toti pacientii au fost
asanati preoperator (igienizarea profesionald, trata-
mentul cariilor si complicatiilor ei). Pentru profilaxia
complicatiilor infectioase, preoperator pacientilor li
s-au indicat bai bucale cu solutii antiseptice, dar si
administrarea de antibiotice. La toti pacientii, inter-
ventia de inserare a implantelor s-a efectuat sub an-
estezie locald, cu solutie pe bazi de articaina 4%, cu
adaos de epinefrina (1:100 000).

In cazul implantirii amanate in creasti alveolara
vindecata (tip IV), ilustratd in cazul clinic din figu-
ra 2, expunerea crestei alveolare s-a realizat printr-o
incizie largd pe mijlocul ei, fiind completata cu doua
incizii verticale, de degajare. In acest context, noi
preferam inciziile efectuate fard traversarea sulcusu-
lui gingival, astfel incat sa nu dereglim morfologia
elementelor structurale ale sulcusului gingival, la fel
ca si sd nu permitem diseminarea infectiei de la acest
nivel spre campul operator. Decolarea lamboului

/ Galileos Implant program. This program has given
us the opportunity to plan the number, angulation,
diameter and length of implants in detail, taking into
account the quantity and quality of available bone,
adjacent anatomical structures, antagonistic teeth,
the surgical position versus the optimal orthopedic
implant placement. In some patients, planning was
complemented by photographic examination, analy-
sis of stone casts and / or surgical templates build-
ups.

Implants: 443 endosseous AnyRidge (Megagen,
Gyeongsang, Korea) dental implants were inserted
into the patients enrolled in the study. In all cases was
used the flap technique (insertion in an open field,
after the incision and elevation of the mucosal and
periosteal flap). In cases of insufficient bone supply,
implantation was accompanied by bone augmenta-
tion, either by augmentation with immediate im-
plantation, augmentation with delayed implantation
or implantation with associated osteosplitting. Any-
Ridge implants have a thin and sharp thread with a
special design called Knifethread®, which provides a
light and less traumatic bone insertion, a larger bone
contact surface and offers a high primary stability
in any clinical situation with bone quantitative de-
ficiency of the alveolar ridge (insufficient vertical,
horizontal bone volume or both), and also in clini-
cal situations with bone qualitative deficiency, low
bone density (D4). The surface of the implants is
sandblasted and coated with calcium ions (Xpeed®,
Megagen) in order to accelerate osteointegration by
osteoblast migration. The prosthetic connection of
the abutment with the implant is characterized by a 5
° conical connection and a depth of 5 mm, continu-
ing with an internal hexagon system that offers high
mechanical stability. These features, along with the
switching platform, offering optimal biological seal-
ing, have the advantage of maintaining a sufficient
volume of the peri-implant tissues. The implants
were inserted in accordance with the implantation
requirements, respecting both the ratio of bone
width to implant diameter and the length of the im-
plant with the height of the bone crest [11,18].

Surgical protocol: All patients were dentally
treated (hygienization, treatment of caries and it’s
complications). For the prophylaxis of infectious
complications, preoperatively to the patients were
prescribed oral baths with antiseptic solutions and
also antibiotic administration. In all patients, the in-
sertion of implants was performed under local an-
esthesia with a 4% articaine solution supplemented
with epinephrine (1: 100,000).

In the case of postponed implantation in a healed
alveolar ridge (type IV), illustrated in the clinical
case of figure 2, the alveolar crest exposition was per-
formed by a wide incision in the middle of it, supple-
mented with two vertical incisions of clearance. In
this context, we prefer the incisions made without
traversing the gingival sulcus, so as not to disturb the
morphology of the structural elements of the gingival



mucoperiostal se efectueaza suficient pentru a oferi
un camp vizual optimal pentru indeplinirea mani-
pulatiilor chirurgicale ulterioare. Decolarea lambo-
ului mucoperiostal este mai extinsd in cazul unei
atrofii accentuate a crestei alveolare, deoarece aceste
cazuri se insotesc, de cele mai multe ori, de operatii
de creare a ofertei osoase care presupun o serie de
manopere chirurgicale suplimentare cu tesuturile
moi, in scop de acoperire a suprafetei osului marit
in volum. Crearea neoalveolelor se efectueazi initial
cu freza de 2,0 mm. Ulterior se utilizeaza freze cu
diametru crescdnd, conform indicatiilor producato-
rului sistemului de implante. Freza finald depinde de
situatia anatomica (cantitatea si calitatea osului dis-
ponibil), astfel neoalveola poate fi creatd cu subpre-
parare (densitate D4) sau suprapreparare (densitate
D1). Pentru evitarea supraincalzirii, la 500-600 t/
min se efectueaza irigarea cu solutie salina. Irigarea
este omisd in timpul utilizdrii ultimei freze, la 50 t/
min, dar si la extragerea frezei din neoalveola, pen-
tru a face posibila colectarea rumegusului osos de pe
suprafata acesteia.

In cazul implantarii imediate, postextractional
(tip I), reprezentat ilustrativ in figura 3, la prezenta
peretilor ososi alveolari nu s-au efectuat incizii pen-
tru crearea si decolarea lamboului mucoperiostal.
Dintii afectati au fost extrasi atraumatic. Alveolele
postextractionale au fost chiuretate minutios pen-
tru a indeparta in totalitate tesuturile patologice.
Dupi verificarea cu ajutorul sondei parodontale a
integritatii peretilor alveolelor, s-a recurs la formarea
neoalveolei. Crearea neoalveolei s-a efectuat cu pre-
ponderentd spre oral, astfel creAnd premize pentru
obtinerea unui regenerat osos mai voluminos din-
spre vestibular. S-au efectuat incizii pentru crearea
si decolarea lamboului mucoperiostal doar in cazul
defectelor care au necesitat operatii suplimentare de
crestere 0soasa.

In functie de situatia clinicd, pot fi utilizate diferi-
te lungimi si diametre ale implantului. In toate cazu-
rile inserarea implantelor s-a efectuat cu fiziodispen-
serul, care permite un control de precizie al fortei de
insertie (torque). In cazul obtinerii unui torque < 40
N/cm s-a aplicat operculul sau conformatorul, plaga
s-a suturat, iar incircarea s-a efectuat aménat. In ca-
zul obtinerii unui torque > 40 N/cm, optim pentru
incarcarea imediata a implantelor, fie s-au instalat
conformatoare gingivale, fie, in cazul pacientilor care
au solicitat reabilitare proteticd precoce din motive
estetice, s-au instalat bonturi protetice temporare.
Acestea s-au ales de un diametru mai mare, pentru
a proteja alveola, deseori suturarea nefiind necesara.
Pentru acesti din urma pacienti, in decurs de 1-2 zile
s-au confectionat coroane temporare pe implanti.
Atunci cind torque-ul de inserare este > 50 N/cm,
pentru preintdmpinarea compresiei osoase, dar si
blocarea implantului, se recomandi de efectuat tura-
tii inverse, utilizand cheia manuald. Ulterior, pentru
inserarea completd a implantului continuam utiliza-
rea cheii manuale, alternand directia (infiletare/des-

sulcus, as well as not to allow the dissemination of
the infection from this level to the operatory field.
The mucosal and periosteal flap decompression is
performed sufficiently to provide an optimal visual
field for further surgical manipulation. The mucosal
and periosteal flap decompression is more extensive
in the case of a severe alveolar crest atrophy, as these
clinical cases are often accompanied by bone graft-
ing, involving a series of additional soft tissue surgi-
cal maneuvers needed for the final coverage of the
increased in volume bone. The drilling of the implant
socket is initially done with a 2.0 mm cutter. There-
after, increased diameters are used, as indicated by
the manufacturer of the implant system. The final
cutter depends on the anatomical situation (quantity
and quality of bone available), in this way, the im-
plant socket can be created with less drilling (density
D4) or overdrilling (density D1). To avoid overheat-
ing, saline is irrigated at 500-600 t / min. Irrigation
is omitted during the use of the last cutter, at 50 t /
min, and also when getting the cutter out from the
implant socket, in order to make it possible to collect
the bone from its surface.

In the case of immediate, post-extraction implan-
tation (type I), illustrated in figure 3, in the presence
of alveolar bone walls, there were made no incisions
for the creation and elevation of the mucosal and
periosteal flap. The affected teeth were extracted
without trauma. Post-surgical alveoli were thorough-
ly cleansed to completely remove pathological tis-
sues. After checking the integrity of the alveolar walls
with the help of the periodontal probe, the implant
socket drilling was performed. The drilling of the
implant socket was predominantly performed orally,
thus creating premise for obtaining a more volumi-
nous bone regenerate from the vestibular. Incisions
for the creation and elevation of the mucosal and
periosteal flap were made only in the clinical cases
which required additional bone grafting surgery.

Depending on the clinical situation, implants of
different length and diameter can be used. In all cas-
es, the insertion of implants was performed using a
physiodispenser that allows precise control of inser-
tion torque. In the case of a torque <40 N/cm oper-
culum or a healing abutment was applied, the wound
was sutured and the loading was postponed. In case
of a torque > 40 N/cm, optimal for immediate im-
plant loading, we either installed healing abutments,
or, in patients asking for an early prosthetic rehabili-
tation for aesthetic reasons, we have installed tem-
porary prosthetic abutments. These were chosen to
have a larger diameter to protect the alveolus, often
without the need for suturing. For this latter group
of patients, temporary crowns were made within 1-2
days for their implants. When the insertion torque
is > 50 N/cm, in order to prevent bone compression
and implant blocking, it is recommended to perform
reverse rotations using a manual torque wrench. Sub-
sequently, for the complete insertion of the implant,
we continue to use the torque wrench, alternating the
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Fig. 2. Caz clinic pacienta D.T., 28 ani: Implantare standardd la mandibuld, cu implant AnyRidge (Megagen). A,B) Imagine intraoperatorie, dupd
incizie si decolarea lamboului mucoperiostal (se determina creastd alveolard in volum suficient, grosime suficientd a gingiei, apreciate subiectiv
vizual si obiectiv prin mdsurari) ; C) Dimensiunile implantului; D,E) Inserarea implantului; F) Cheia dinamometricd si torque-ul de insertie a
implantului; G) Implantul inserat subcrestal; H) Aplicarea conformatorului gingival; I) Colectarea rumegusului de os de pe freze; J) Augmentarea
din vestibular a crestei alveolare cu rumegusul osos colectat; K) Aspect al plagii suturate; L) Secventa din OPG imediat postoperator — implantul
cu conformatorul aplicat; M) Secventd din OPG 3 luni postoperator — implantul cu lucrarea protetica temporara; N) Secventa din OPG 4 luni
postoperator — implantul cu lucrarea proteticd definitivd; 0) Aspect intraoral al lucrarii protetice definitive.

Fig. 2. Clinical case patient D.T., 28 years: Standard mandibular implant with AnyRidge (Megagen) implant. A B) Intraoperative imaging, after
incision and mucoperiosteal flap retraction (sufficient alveolar ridge is determined, sufficient thickness of the gum, assessed subjectively visually
and objectively by measurements); C) Implant dimensions; D,E) Insertion of the implant; F) Torque wrench and implant insertion torque; G)
Subcrestal implant insertion; H) gingival abutment placement; I) Collecting bone remains from bur; J) Vestibular augmentation of the alveolar
ridge with collected bone parts; K) Appearance of the sutured wound; L) OPG image immediately after surgery - implant with the applied
abutment; M) OPG image 3 months after surgery - implant with temporary prosthetic piece; N) OPG image 4 months after surgery - implant
with final prosthetic piece; 0) Intraoral aspect of final prosthetic work.

filetare) sau chiar lirgim neolveola, utilizand o frezi direction (screwing in/unscrewing) or even widen-
cu diametru mai mare. In functie de planul de tra- ing the neoalveola, using a larger diameter bur. De-
tament predeterminat, la fiecare dintre pacienti s-au pending on predetermined treatment plan, one to

inserat de la unu pana la opt implante. eight implants were inserted in each of the patients.



Fig. 3. Caz clinic pacienta V.N., 44 ani: Implantare imediat postextractionald la maxilarul superior, sectorul frontal, cu implante AnyRidge
(Megagen). A) Imagine intraoperatorie — extractia dintilor compromisi; B) Ghidul protetic pozitionat pentru orientarea axului de insertie a
implantului; C) Aspectul neoalveolelor; D) Implantele inserate; E) Secventa din OPG preoperator; F) Secventd din OPG imediat postoperator
— implantele cu conformatoarele aplicate; G) Secventa din OPG 12 luni postoperator — implantele cu lucrarea proteticd definitivd; H) Aspect
intraoral al lucrarii protetice definitive.

Fig. 3. Clinical case patient V.N., 44 years: Inmediate post-surgical implantation on the upper jaw, frontal sector, with AnyRidge implants
(Megagen). A) Intraoperative image - compromised teeth extraction; B) Prosthetic guide positioning for orientation of the implant insertion
axis; C) Appearance of neoalveola; D) Implants inserted; E) Preoperative OPG image; F) 0PG image immediately after surgery - implants with

applied abutments; G) OPG image 12 months after surgery - implants with final prosthetic work; H) Intraoral aspect of the final prosthetic work.

Pentru implantarea simultand cu reconstruc-
tia defectelor osoase sau in cresterea ofertei osoa-
se cu implantare amanatd, pentru augmentare s-a
folosit osul autogen singular (obtinut in timpul
prepardrii) sau combinat cu diverse biomateriale:
A-PRF, xenogene, aloplastice, cu sau fara mem-
brane de protectie din colagen. In toate alveolele
postextractionale in care spatiile dintre implant si
peretii alveolari au fost mai mari de 2 mm, aces-

For simultaneous implantation with reconstruc-
tion of bone defects or to increase the bone supply
with delayed implant placement, we have used au-
togenous single bone for augmentation (obtained
during preparation) or combined it with various
biomaterials: A-PRE, xenogeneic, alloplastic, with
or without protective collagen membrane. In all
post-extraction sockets in which the spaces between
the implant and the alveolar walls were larger than
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tea au fost augmentate cu unul din amestecurile
mentionate.

La toti pacientii s-a prescris tratament antimicro-
bian (amoxicilina + acid clavulanic, cate 1 g de 2 ori/
zi, timp de 5 zile), tratament antimicotic (0,15 gla a
3-a zi), tratament analgezic (pe perioada de persis-
tentd a durerii) si medicatie vasoconstrictoare (spray
nazal, de 2-3 ori/zi, timp de 2-3 zile) in cazurile cu
abord sinusal. La fel, s-au recomandat bai bucale cu
solutii ce contin clorhexidinad 0,12%, de 2-3 ori/zi,
pentru intreaga perioadd de vindecare. Pentru exa-
minarea in dinamicéd s§i efectuarea pansamentului,
prima vizita de control a fost programata, pentru fi-
ecare dintre pacienti, la 24 de ore dupa interventia
chirurgicala. Pacientilor cu edentatii totale care de-
tineau proteze mobile, dupa implantare li s-a reco-
mandat sa nu poarte protezele.

La etapa a 2-a, la pacientii cu incércare imediata,
schimbarea lucrérii temporare pe cea permanenta s-a
efectuat dupa perioada de osteointegrare, iar la pacien-
tii cu incarcare amanata, dupd perioada de osteointe-
grare s-a efectuat descoperirea implantelor, cu instala-
rea conformatorilor gingivali sau realizarea coroanelor
temporare pentru crearea profilului gingival, cu schim-
barea lor ulterioara cu lucréri protetice definitive.

Rezultatele studiului

In acest studiu sunt inclusi 165 de pacienti, reparti-
zati dupa sex: barbati 58 (35%), femei 107 (65%); dupa
varsta: cuprinsd intre 19 - 74 ani, cu varsta medie de
42,46 ani, (ES+0,88 ani; DS 11,42). Perioada de cerce-
tare este luna aprilie 2016 - luna decembrie 2017.

Repartizarea inserarii implantelor dupa localiza-
rea in functie de maxilare s-a realizat in proportie re-
lativ egala, de 208 (47%) implante la maxilarul supe-
rior §i 235 (53%) la mandibuld, cu un total de 443 de
implante. Aceste rezultate demonstreaza o reabilitare
implantard asemanatoare ale ambelor maxilare.

Din totalul de 443 implante AnyRidge, media de
implante inserate per pacient este in numar de 2,4 im-
plante. Exista o corelatie expusa de mai multi autori,
pe care am determinat-o si noi in urma mai multor
studii §i care prezintd raportul dintre variabilele: var-
sta, tipul de edentatie, oferta osoasi, numérul si di-
mensiunile implantelor necesare pentru reabilitarea
implanto-protetica. Astfel, la pacientii de varstd medie
prevaleazi edentatiile de intindere medie, cu o oferta
osoasd suficientd, care permite inserarea implantelor
de dimensiuni standard. Aceleasi relatii dintre aceste
variabile le-am stabilit si in acest studiu, dovada fiind
media de implante calculata per pacient. Asadar, si
media mérimilor de implante utilizate corespunde
cercetdrilor aseménitoare si este de 4,2 mm in diame-
tru si de 10,5 mm in lungime. Aceasta medie se inca-
dreazd in protocolul de implantare standarda propus
de citre C. Misch. Diapazonul mérimilor implantelor
si frecventa utilizarii lor sunt reprezentate in figura 4,
iar totalurile per lungime si diametru, dupd cum si
numarul utilizarii implantelor cu diametru mic/me-
diu/mare si lungime mica/medie/mare este redat mai

2 mm, they were augmented with one of the men-
tioned mixtures.

All patients were prescribed antimicrobial thera-
py (amoxicillin + clavulanic acid, 1g twice a day for 5
days) antimycotic therapy (0.15 g at day 3), analgesic
therapy (during persistent pain) and vasoconstric-
tive medication (nasal spray, 2-3 times a day for 2-3
days) in the case of access through the sinus. They
also were recommended to do mouth wash with so-
lutions that contain 0.12% chlorhexidine 2-3 times/
day for the entire healing period. For dynamic ex-
amination and wound toilet, the first control visit
was scheduled for each patient 24 hours after sur-
gery. Totally edentulous patients with mobile pros-
thesis were advised not to wear the dental prosthesis
after implantation.

At stage 2, in patients with immediate loading,
the replacement of the temporary piece with a per-
manent one was performed after the osteointegration
period; and in patients with delayed loading, after the
osteointegration period, the implant was uncovered,
gingival abutments placed or temporary crowns were
installed to create the gingival profile, with their
subsequent replacement with definitive prosthetic
pieces.

Study results

This study included 165 patients, divided by gen-
der: 58 men (35%), 107 women (65%); by age: aged
19-74, mean age 42.46 years, (SE + 0.88 years, SD
11.42). The study period was from April 2016 to De-
cember 2017.

The distribution of implant insertion based on
the jaw on which they were located was relatively
equal, with 208 (47%) implants in the upper jaw and
235 (53%) in the mandible with a total of 443 im-
plants. These results demonstrate a similar implant
rehabilitation of both jaws.

Out of 443 AnyRidge implants, the mean of im-
plants inserted per patient was 2.4 implants. There
is a correlation described by several authors, which
we have also observed in several studies, which
presents the correlation between the variables: age,
type of edentation, bone offer, number and size of
implants needed for prosthetic implant rehabilita-
tion. Thus, the mean age group of patients have pre-
dominantly medium extent edentations with suffi-
cient bone offer, which allows insertion of standard
sized implants. In this study, we have established
the same relationships between these variables,
proven by the average number of implants per pa-
tient. Therefore, the average sizes of implants used
corresponds to the results reported in similar stud-
ies - 4.2 mm diameter and 10.5 mm length. This
average value falls within the standard implanta-
tion protocol proposed by C. Misch. The implant
size range and the frequency of their use is shown
in Figure 4, and the totals per length and diameter,
as well as the number of used implants of a small/
medium/large diameter and short/medium/long



reprezentativ.  in
tabelul 1. Dimen-
siunile implante-
lor sunt variate,
insda in studiul
nostru am obtinut
urmatoarea distri-
butie a marimilor,
redate in tabelul
I: lungime - 7,0
mm (27; 6,1% 1I
95% [3,9-8,31); 8,5
mm (81; 18,1% II
95% [14,5-21,6]);
10,0 mm (146; 32,7% 11 95% [28,4-37,1]); 11,5 mm
(90; 20,1% 11 95% [16,4-23,8]); 13,0 mm (905 20,3% II
95% [16,6-24,1]); 15,0 mm (9; 2,0% II 95% [0,7-3,3])
si diametru - 3,5 mm (103; 23,3% 11 95% [19,3-27,2]);
4,0 mm (145; 32,7% 1195% [28,4-37,1]); 4,5 mm (121;
27,3% 11 95% [23,2-31,5]); 5,0 mm (50; 11,3% 1T 95%
(8,3-14,2]); 5,5 mm (24; 5,4% 11 95% [3,3-7,5]).

Figura 4 redi o reprezentare cantitativd a numa-
rului de implante inserate, in functie de lungime si
diametru si ne permite s analizim distributia im-
plantelor in functie de oferta osoasa disponibila. In
studiul nostru, cele mai frecvent utilizate marimi de
implante (diametru/lungime) au fost: 4,0 mm/10,0
mm; 4,5 mm/10 mm si 4 mm/11,5 mm. Cele mai pu-
tin frecvent utilizate mérimi (diametru/lungime) au
fost 4,5 mm/15 mm; 3,5 mm/15 mm §i 5 mm/7 mm.
Din diagrama reprezentata in figura 4 putem observa
cd implantele scurte, de 7,0 mm si cele lungi, de 15,0
mm sunt utilizate mai rar, dupa cum si cele cu diame-
trele de 3,5 mm si de 5,0 - 5,5 mm.

Tabelul 1
Corelatia dintre diametrul si lungimea implantelor

D DO
| IR
_28 51 46 13 8-
23 39 14 10 4 920
29 29 17 11 4 90

Total 103 [HBIEH o o+ s
Legenda: Culorile din tabel reprezintd urmatoarele date: rosu —
implante inguste si scurte; cafeniu — numarul total de implante
inguste; galben — numarul total de implante scurte; verde deschis
— cele mai des utilizate implante, de dimensiuni medii standarde,
verde inchis — totalul implantelor de dimensiuni medii standarde,
dupd diametru si lungime; @ — diametrul implantelor; | — lungimea
implantelor

Explicand rezultatele din tabelul 1, codificate
colorimetric, putem afirma cd in conditii de oferta
osoasa cu deficit orizontal au fost inserate 83 implan-

Fig. 4. Distributia implantelor dupa lungime si diametru.

Figure 4. Implants distribution by their length and diameter. the

length is present-
ed in Table 1.
Figure 4 gives
a quantitative
representation
of the number of
implants inserted,
depending on
their length and
diameter, and al-
lows us to analyze
distribution
of implants ac-
cording to the
available bone offer. In our study, the most com-
monly used implant sizes (diameter/length) were: 4.0
mm/10.0 mm; 4.5 mm/10 mm and 4 mm/11.5 mm.
The least commonly used sizes (diameter/length)
were 4.5 mm/15 mm; 3.5 mm/15 mm and 5 mm/7
mm. The diagram presented in Figure 4 shows that
the short implants of 7.0 mm and long ones of 15.0
mm are used less frequently, as well as those with the
3.5 mm and 5.0-5.5 mm diameters.

Table 1
The correlation between implant diameter and length

i - P
- 13 36 13 4 81
46 13 8 -
14 10 4 90
17 11 4 90
2 9
50 24 443

Legend: The colors in the table are the following: red - thin and
short implants; brown - total number of thin implants; yellow - total
number of short implants; light green - the most commonly used
implants of standard average size; dark green - total number of
implants of average standard sizes, by diameter and length.

Explaining the color-coded results from Table
1, we can state that in case of bone offer horizontal
deficit we have inserted 83 implants with a small di-
ameter (3.5 mm) and different length (10-15 mm); in
case of vertical bone deficit we have inserted 88 im-
plants with various diameters (4-5.5 mm) and small
length (7-8.5 mm); in case of significant atrophy with
mixed bone deficiency, both vertical and horizontal,
we have inserted 20 implants with a small diameter
(3.5 mm) and a small length (7-8.5 mm). The total
number of short and thin implants was equal to 191
(43.11%), which implies a high frequency of inser-
tion of implants under difficult conditions. By com-
paring this total of short and thin implants with that
of long (13 and 15 mm) and thick (5 and 5.5 mm) im-
plants, inserted under rich bone supply conditions,

\‘ \ Implantologie orala



42

te cu diametru mic (3,5 mm) si lungimi diverse (10-
15 mm); in deficit osos vertical au fost inserate 88
implante cu diametru divers (4-5,5 mm) si lungimi
mici (7-8,5 mm); in atrofie pronuntaté cu deficienta
osoasd mixtd, atat verticald cét si orizontald au fost
inserate 20 implante atat cu diametre mici (3,5 mm),
cat si cu lungimi mici (7-8,5 mm). Totalul implante-
lor scurte si inguste au constituit un numdr de 191
(43,11 %), ceea ce demonstreaza frecventd inaltd a
inserdrii implantelor in conditii dificile. Comparand
acest total de implante scurte si inguste cu cel al im-
plantelor lungi (13 si 15 mm) si cu diametru mare
(5 si 5,5 mm), care sunt inserate in conditii de oferta
osoasa bogatd, observam cé aceste situatii clinice sunt
rare, fiind in numar de numai 15 (3,38%). Celalalt to-
tal, de 237 (53,51%) implante de dimensiuni medii,
standard au fost inserate in conditii de ofertd osoasa
suficientd. Aceste date confirmd din nou, obiectiv,
afirmatiile relatate anterior, precum cé in acest stu-
diu deoarece prevaleazd in mediu pacienti de varsta
tandra, reabilitatarea lor s-a efectuat preponderent
prin implantare conventional, utilizand implante de
dimensiuni medii, standard, in oferta osoasi sufici-
entd, fard necesitatea cresterii osoase.

In cazurile clinice care s-au prezentat cu creste
alveolare in conditii de deficit osos si de tesuturi moi
s-au efectuat interventii suplimentare, precum: sinus
lifting prin abord transcrestal sau lateral, osteoplas-
tie, expansiune osoasd dirijata, regenerare tisulara
ghidatd, lateralizarea fasciculului neurovascular al-
veolar inferior (FNVAI), vestibuloplastie, transplant
liber avascular deepitelizat din regiunea palatind sau
tuberozitate maxilara, lambouri pediculate vasculare
din apropiere, etc..

Distributia implantelor dupi localizarea la maxila
si mandibula, in functie de pozitia dintelui unde este
inserat, de la 1 la 7 este reprezentata in figura 5. Din
totalitatea celor 443 de implante inserate la ambele
maxilare, cele mai multe (in ordine descrescinda)
au fost inserate la nivelul dintilor 5 (47 implante; 11
95% [7,7-13,5]), 6 (46 implante; 11 95% [7,5-13,2]),
4 (44 implante; 1T 95% [7,1-12,7]) pentru maxilarul
superior si la nivelul dintilor 6 (111 implante; II 95%
[21,0-29,1]), 7 (63 implante; 11 95% [10,8-17,2]), 5
(42 implante; 1T 95% [6,8-12,2]) pentru mandibula.
Cele mai putine implante inserate la maxilarul su-
perior au fost la

nivelul dintelui 3 120
(7 implante), iar i
la mandibuli la %
60 44 47 46

nivelul  dintelui
40 24

2 (2 implante; 1I 2 16 7 I I i
95% [02-11]), , B N L]

urmat de dintii Mx Mx Mx Mx Mx Mx Mx

we notice that these clinical situations are rare, ac-
counting for only 15 (3.38%). The other total of 237
(53.51%) medium-sized implants were standardly
inserted under sufficient bone supply. This data re-
peatedly and objectively support the aforementioned
statement that in this study, given the prevalence of
younger patients, their rehabilitation was performed
mainly by conventional implantation using standard,
medium size implants in sufficient bone supply with-
out the necessity of bone augmentation.

In clinical cases which presented with alveo-
lar ridges with bone deficit and soft tissue, we have
performed additional interventions, such as: sinus
lifting with transcrestal or lateral approach, osteo-
plasty, directed bone expansion, guided tissue regen-
eration, lateral displacement of the inferior alveolar
neurovascular bundle (IANVB), vestibular plasty,
free avascular deepithelized transplant graft from
the palatine region or maxillary tuberosity, proximal
vascular pedunculated flaps, etc.

The distribution of the implants by their localiza-
tion to the maxilla or mandible, depending on the
position of the tooth where it is inserted, from 1 to 7
is shown in Figure 5. Of the total of the 443 implants
inserted in both jaws, most (in decreasing order)
were inserted in the place of teeth 5 (47 implants,
95% CI [7,7-13,5]), 6 (46 implants; 95% [7.5-13.2]),
4 (44 implants, 95% [7.1-12.7]) for maxilla and in
place of teeth 6 (111 implants, 95% CI 21.0 -29.1]), 7
(63 implants, 95% [10.8-17.2]), 5 (42 implants, 95%
[6.8-12.2]) for the mandible. The fewest number of
implants inserted in the maxilla were located at the
level of tooth 3 (7 implants), and in the mandible at
the level of tooth 2 (2 implants, 95% [-0,2-1,1]) fol-
lowed by teeth 1 and 3, with 3 implants (95% [-0.1-
1.4]) inserted at this level. The insertion of the im-
plants in the lateral sectors of both jaws is carried out
more frequently, this being determined by the higher
prevalence of edentations at this level. The functional
demand in the lateral sectors is greater, causing pre-
mature tooth loss, so there is a cause/effect logical
correlation between the frequency of edentations and
a larger number of implants inserted at this level.

By analyzing the data from Figure 5, we deter-
mined that the insertion of the largest number of im-
plants was carried out at the level of the teeth 5 and

6 for the maxilla
111
63
42 I
| I

and teeth 6 on the
mandible. Con-
S p—
Md Md Md Md Md Md Md

tinuing the anal-
ysis of the results
with reference to
the implants in-
serted at the level

(9%}

1si3, cua cate DI D2 D3 D4 D5 D6 D7 DI D2 D3 D4 D5 D6 D7 of tooth 6 in the
3 implante (II maxilla and the
95%  [-0,1-1,4]) Fig. 5. Distributia implantelor dupa localizare la maxila si mandibula, in functie de pozitia mandible, we can
inserate la acest dintelui unde este inserat. confirm the as-
nivel. Inserarea  Figure 5. Distribution of implants by localization in the maxilla and mandible, depending ~ sumption that a

implantelor  in

on the position of the tooth where it is inserted.

greater number



sectoarele laterale ale ambelor maxilare se efectueazi
mai frecvent, acest fapt fiind determinat de prevalen-
ta mai mare a edentatiilor la acest nivel. Solicitarea
functionala in sectoarele laterale fiind mai mare, de-
termind o pierdere prematurd a dintilor, astfel apare
corelatia logica cauza/efect intre frecventa edentatiei
si un numdr mai mare de implante inserate la acest
nivel.

Conform rezultatelor deduse din analiza figurii 5
am determinat cd inserarea celui mai mare numar de
implante am realizat-o la nivelul dintilor 5 si 6 pen-
tru maxilarul superior si la nivelul dintilor 6 pentru
mandibuld.Continuind analiza rezultatelor cu referi-
re la implantele inserate la nivelul dintelui 6 la maxild
si mandibula, putem argumenta numarul mai mare
de implante inserate la nivel mandibular printr-o
presupunere, si anume cd dintii 6 mandibulari sunt
pierduti mai frecvent decit omonimii superiori, din
cauze diverse, astfel necesitand a fi reabilitati intr-un
numar mai mare.

In acest studiu au fost inserate 75 de implante
(17%) conform protocolului de implantare imediata
postextractionala si 368 implante (83%) dupa proto-
colul de implantare amanata. Conformatori gingivali
imediat postimplantar au fost aplicati la 118 implanti
(27%), iar aplicarea amanati a lor, dupa perioada de
osteointegrare, s-a efectuat la 324 implanti (73%).
Incircarea imediatd a implantelor s-a efectuat in 32
cazuri (7%), iar aménatd in 411 cazuri (93%). Din
rezultatele obtinute, referindu-ne la timpul de reabi-
litare a pacientilor cu implante AnyRidge, putem sta-
bili ca comparativ cu reabilitarea implanto-protetica
conventionald se atesta o micsorare a acestei perioa-
de. Este necesar de mentionat cd perioada de reabi-
litare nu s-a micsorat semnificativ. Ludnd in consi-
deratie totalitatea implantelor inserate, micsorarea
perioadei de reabilitare este mai evidenta la pacien-
tii cu ofertd osoasa suficienta si calitatea osului D2,
atunci cand obtinem un torque > 40 N/cm, iar la cei
cu ofertd osoasa insuficienta timpii de reabilitare au
fost standard. Timpii de reabilitare mai depind si de
abordarea individuala a specialistilor, in cazul nostru
predominénd cea traditionala.

La etapa de osteointegrare, din 443 de implante in-
serate, noi am studiat resorbtia la 235 dintre ele (Fig.
6), la pacientii care
s-au adresat pentru
etapele ulterioare
de lucru. Media
perioadei de adre-
sabilitate la cea de a
2-a etapa (perioada
de osteointegrare)
a constituit 7,07
luni. Pentru deter-
minarea resorbtiei
periimplantare,
utilizand  instru-
mentarul de masu-
rare al programului

A) Res. Meziala
totald (235 implanti) totala (235 implanti)

A) Res. Distala

Fig. 6. A) Resorbtia periimplantara dupd perioada de osteointegrare, determinata din mezial
si distal, la 235 de implanti studiati; B) Resorbtia periimplantara din mezial, la 13 implanti i
din distal, la 19 implanti.

Figure 6. A) Peri-implant resorption after the osteointegration period, determined from
mesial to distal, in 235 studied implants; B) Peri-implant resorption from mesial in 13
implants and from distal in 19 implants.

of implants is inserted in the mandible, namely that
the mandibular teeth 6 are lost more often than the
superior peers for various reasons, thus requiring re-
habilitation to a higher extent.

In this study, 75 (17%) implants were inserted ac-
cording to the protocol of immediate post-extraction
implantation and 368 (83%) implants were inserted
based on a delayed implantation protocol. Gingival
abutments were applied immediately post-implan-
tation in 118 implants (27%), while in 324 implants
(73%) they were applied with a delay, after a period of
osseointegration. Immediate loading of the implants
was performed in 32 cases (7%), and postponed in
411 cases (93%). Based on the obtained results, with
reference to the rehabilitation time in patients with
AnyRidge implants, we can state a shorter period
of rehabilitation compared to conventional implant
prosthetic rehabilitation. One should note that the
rehabilitation period did not decrease significantly.
Taking into account the total number of implants in-
serted, the reduction of the rehabilitation period is
more evident in patients with sufficient bone supply
and bone quality D2, when we obtain a torque > 40
N/cm, while in those with insufficient bone supply
the period of rehabilitation was standard. The reha-
bilitation time also depends on the individual ap-
proach of the specialists, in our case the traditional
one prevailing.

At the osteointegration stage, out of 443 inserted
implants, we have studied the resorption in 235, in
patients who addressed to the clinic for following
stages of therapy. The average of the addressability
period for the second stage (the osteointegration pe-
riod) was 7.07 months. To determine the peri-im-
plant resorption using the measuring instruments of
the Sidexis 4.0 software, we measured the mesial and
distal resorption, from each implant’s platform to the
latch point of the radiotransparent area, visible on
the panoramic radiographic image (OPG). As shown
in Figure 6, out of 235 implants, mesial resorption
was determined in 13 implants with an average depth
of 0.711 mm, and distal resorption in 19 implants,
with an average depth of 0.696 mm. If we report this
resorption to the total number of studied implants
(235), we obtain an average total mesial resorption
with a depth
of 0.055 mm,
and distal one
of 0.065 mm.
During the
study period,
there were no
implant loss or
other mechani-
cal or biological
complications.
Moreover, the
minimal  re-
sorption  ob-
served in this

B) Res. Meziala
(13 implanti)

B) Res. Distala
(19 implanti)
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Sidexis 4.0, am mdsurat resorbtia din mezial si distal,
de la platforma fiecarui implant spre cel mai decliv
punct al zonei radiotransparente, evidentd radiolo-
gic pe radiografia panoramica (OPG). Precum este
redat in diagrama din figura 6, din 235 de implante,
resorbtie din mezial am depistat la 13 implante, cu o
profunzime medie de 0,711 mm, iar din distal, la 19
implante, cu o profunzime medie de 0,696 mm. Daca
raportdm aceastd resorbtie la totalitatea de implante
studiate (235), atunci din medial obtinem o resorbtie
medie totald cu o profunzime de 0,055 mm, iar din
distal de 0,065 mm. Pe perioada studiatd nu au exis-
tat pierderi de implante sau alte complicatii mecanice
si biologice. Mai mult decat atat, resorbtia minimala
atestata in acest studiu ne permite si presupunem o
osteointegrare bund a implantelor studiate, cu un pro-
nostic favorabil si in timp.

Concluzie

Ca urmare a studiului efectuat, mentionim ci
implantele AnyRidge (Megagen, Gyeongsang, Korea)
cu design-ul spirelor Knifethread®, nanostructurate,
cu calciu incorporat pe suprafata, au demonstrat o
eficacitate inalta. Sustinem ca aceste implante au in-
dicatii variate, pot fi utilizate in orice situatie clinics,
indiferent de timpii de reabilitare si de disponibili-

study allows us to assume a good osteointegration of
the studied implants with a positive long-term prog-
nosis.

Conclusion

Based on the conducted study results we can
state that AnyRidge (Megagen, Gyeongsang, Korea)
implants with a Knifethread® thread design, nano-
structured, with calcium coated surface, have shown
high efficacy. We affirm that these implants have dif-
ferent indications, and can be used in any clinical
situation, regardless of rehabilitation time and bone
availability (standard or alternative implantation).

tatea osoasd (implantare standarda
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Rezumat

Scopul studiului a fost de a efectua o analizi
a datelor din literatura de specialitate privind
antibioticoprofilaxia endocarditei infectioase
la pacientii supusi tratamentului stomatologic.
In baza rezultatelor obtinute au fost elaborate
recomanddri privind conduita antibacteria-
na de tratament la pacientii cu risc sporit de
endocarditd infectioasd (pacientii cu proteze
valvulare, cu antecedente de endocarditd, cu
cardiopatii congenitale cianogene). Schemele
moderne de antibioticoprofilaxie urmaresc
administrarea unui singur antibiotic bacteri-
cid cu spectru larg, administrat cu 30-60 de
minute inainte de interventia stomatologica.

Cuvinte cheie: antibioticoprofilaxia, endo-
cardita infectioasd, tratament stomatologic.

Introducere

Antibioticoprofilaxia reprezinta totalitatea mijloa-
celor de prevenire a disemindrii bacteriene prin toren-
tul sangvin, determinate de traumatismul sau manope-
rele stomatologice/chirurgicale de la nivelul tesuturilor
oro-maxilo-faciale. La un organism sinitos, aceastd
bacteriemie este de obicei tranzitorie, fird urmari cli-
nice, deoarece ea este destul de repede combdtuta de
ofensiva biologicd normald a organismului. Insd la un
pacient cu leziuni valvulare cicatriciale dobandite sau
cu malformatii congenitale, existd riscul ca bacteriemia
sé fie cauza unei endocardite infectioase (EI) [3].

EI este o boald infectioasa grava in care grefele
septice localizate pe endoteliul valvular sau pe alte
structuri cardiace normale sau patologice produc le-
ziuni vegetante sau ulcero-vegetante care determind
deteriorari structurale si functionale locale si embolii
sistemice [1,2,3]. In pofida tuturor progreselor in-
registrate in domeniul patologiilor cardiovasculare
si bolilor infectioase, EI riméne o forma severd de
afectare valvulard asociatid cu un pronostic prost si
o mortalitate inaltd [1]. EI este o afectiune rard cu o
incidenta de 3-10 episoade/100 de mii de persoane
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Summary

The aim of the study was to analyze the
literature data on antibiotic prophylaxis of in-
fectious endocarditis in patients undergoing
dental treatment. The obtained information
was used to work out recommendations on
antibacterial care in this category of patients
(artificial valves, endocarditis history, cya-
notic congenital heart disease). The modern
schemes of antibiotic prophylaxis entail only
one large spectrum bactericidal drug, admin-
istered 30-60 minutes prior to dental treat-
ment.

Key words: antibiotic prophylaxis, infec-
tious endocarditis, dental treatment.

Introduction

Antibiotic prophylaxis is a complex of preventive
means to impede bacterial dissemination through
bloodstream caused by trauma or dental/surgical
maneuvers upon the oral and maxillofacial tissues.
In a healthy body, this bacteremia is usually tran-
sient, with no clinical consequences, because it is
quickly repressed by the normal biological offense
of the body. However, in a patient with acquired
scarred valvular lesions or congenital malforma-
tions, there is a risk that bacteremia may be the cause
of an infectious endocarditis (IE) [3].

IE is a serious infectious disease in which sep-
tic grafts located on valvular endothelium or other
normal or pathological cardiac structures produce
vegetative or ulcerative-vegetative lesions that cause
local structural and functional deterioration and sys-
temic emboli [1,2,3]. Despite all advances in the field
of cardiovascular diseases and infectious diseases, IE
remains a severe form of valvular involvement asso-
ciated with poor prognosis and high mortality [1]. IE
is a rare condition, with an incidence of 3-10 epi-
sodes /100,000 persons per year [1,4,6,8]. If initially
it was considered a condition of the young adult with
a pre-existing valvular disease (more frequently post-
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pe an [1,4,6,8]. Daca initial ea a fost considerata o
afectiune a adultului tdnir cu boala valvulard pree-
xistenta (mai frecvent postreumatismald), acum este
intalnitd i la pacientii varstnici. EI netratata este o
afectiune fatala. In cazul in care diagnosticul se stabi-
leste cu intarziere sau masurile terapeutice necesare
sunt temporizate, indicele mortalititii se mentine la
un nivel inalt: 16-20% pentru EI comunitare si 24-
50% pentru EI nozocomiale [1].

Aparitia si dezvoltarea EI se face ca urmare a unor
bacteriemii de diferite origini (faringo-amigdaliand,
sinuzite, otite, infectii ale aparatului genital, urinar,
digestiv etc.). Riscul de inducere a bacteriemiei de-
pinde de 2 factori importanti [3]:

— gradul de traumatizare a tesuturilor, determinat

de manoperele dentare brutale, singerande;

— gradul inflamatiei gingivo-parodontale pree-

Xistente.

Cea mai frecventd bacteriemie se considera cea
de origine odontogend cu o incidenta ce variaza intre
20-74% [3]. Streptococii orali sunt in mod normal sa-
profiti ai cavitatii orale, dar in timpul unor interventii
chirurgicale orale (cel mal frecvent postextractional)
determina bacteriemii. Odatd ajunsi la nivelul endo-
cardului cu leziuni preexistente, ei aderd, prolifereaza
si colonizeaza, producand EI. Poarta de intrare orala
nu se referd insd numai la extractii dentare, ci si la
orice proceduri asociate cu sdngerari din tesuturi-
le moi sau dure orale, inclusiv detartraj, implantare
dentara, interventii chirurgicale parodontale, trata-
mente endodontice care depasesc apexul dentar, la
pacientii care folosesc diferite dispozitive pentru iri-
gatii orale sau chiar dupd periajul dintilor [3].

Speciile bacteriene orale izolate prin hemoculturi
de la pacientii cu endocarditd infectioasd [3] sunt re-
date in Tabelul 1.

Tab. 1. Speciile bacteriene orale izolate prin hemoculturi de la
pacientii cu endocardita infectioasa

Specii bacteriene %
Streptococi negrupabili 40-48

S. mutans 8

S. sanguis 21

S. mitis 19

S. salivarius 4

Streptococi din grupul D

Enterococi 20

Streptococi din grupele A, B, C, G 6-25
Stafilococi

aureus 10-25

epidermidis 1-3
Bacili gram-negativi microaerofili 1-13

Asadar, costurile mari de diagnostic i tratament,
prognosticul nefavorabil si mortalitatea ridicatd, jus-
tificd cunoasterea si aprofundarea cunostintelor in
ceea ce priveste antibioticoprofilaxia EI la pacientii
cu risc sporit de endocardita.

rheumatic disease), it is now also found in elderly pa-
tients. If left untreated, IE is a fatal illness. Delayed
diagnosis and therapeutic measures result in a high
mortality rate: 16-20% of community IE and 24-50%
of nosocomial IE [1].

The occurrence and development of IE is due to
bacteremia of different origins (tonsillar-pharyngeal,
sinusitis, otitis, genital, urinary and digestive infec-
tions, etc.). The risk of inducing bacteremia depends
on two important factors [3]:

— the degree of tissue traumatization, determi-
ned by brutal dental maneuvers causing blee-
ding;

— the degree of pre-existing gingival-perio-
dontal inflammation.

Odontogenic bacteremia is the most common
type, with an incidence varying between 20-74%
[3]. Oral streptococci are normally oral sapro-
phytes, but during oral surgery (most frequently
post-extraction) cause bacteremia. Once they reach
the endocardium with pre-existing lesions, they ad-
here, proliferate and colonize it, producing IE. The
oral entry does not only refer to dental extractions,
but also to any procedures associated with bleed-
ing of soft or hard tissues, including scaling, den-
tal implantation, periodontal surgery, endodontic
treatment beyond the dental apex, in patients using
different appliances for oral irrigation or even after
tooth brushing [3].

Oral bacterial species isolated from hemocultures
of the patients with infectious endocarditis [3] are
shown in Table 1.

Tab. 1. Oral bacterial species isolated from hemocultures
of patients with infectious endocarditis

Bacterial species %

Non-clustered streptococci 40-48

S. mutans 8

S. sanguis 21

S. mitis 19

S. salivarius 4
Group D streptococci

Enterococci 20

Streptococci of groups A, B, C, G 6-25
Staphylococci

aureus 10-25

epidermidis 1-3
Gram-negative microaerophil bacilli 1-13

Therefore, high diagnosis and treatment costs,
poor prognosis and high mortality justify the impor-
tance of improving knowledge of antibiotic prophy-
laxis of IE in the patients at increased risk of endo-
carditis.

Purpose of the study - to analyze the literature
data on antibiotic prophylaxis of infectious endocar-
ditis in patients undergoing dental interventions.



Scopul studiului - de a efectua o analiza a date-
lor din literatura de specialitate privind antibiotico-
profilaxia endocarditei infectioase la pacientii supusi
interventiilor stomatologice.

Material si metode

Au fost studiate datele din literatura de specialita-
te autohtona si internationald privind antibioticopro-
filaxia endocarditei infectioase, inclusiv protocoalele
clinice nationale si de peste hotare.

Rezultate si discutii

In timpul analizei surselor disponibile din literatu-
ra de specialitate, au aparut unele intrebari: Care sunt
pacientii cu risc crescut de endocarditd infectioasa?
Este oare necesar de efectuat antibioticoprofilaxia la
pacientii cu risc sporit de endocarditd supusi diferitor
proceduri stomatologice? Care sunt regimurile de pro-
filaxie antibacteriand? Care sunt procedurile dentare
care necesitd profilaxia EI? Care sunt procedurile den-
tare in care nu se recomanda profilaxia EI? Care sunt
comorbiditatile si factorii de risc suplimentari pentru
dezvoltarea EI care necesité profilaxie optionala?

Antibioticoprofilaxia trebuie luatd in considerare
doar pentru pacientii cu risc crescut de endocarditd
infectioasa [1]:

1. Pacientii cu proteze valvulare.

2. Pacientii cu antecedente de EI

3. Pacientii cu cardiopatii congenitale cianogene.

Antibioticoprofilaxia nu mai este recomandati in
alte forme de valvulopatii sau boli cardiace congenitale.

Pentru a se impiedica fixarea agentilor patogeni
pe valvulele cardiace lezate, logic este ca orice proce-
durd singerdnda sa fie precedata de o profilaxie anti-
biotica, astfel incat in momentul in care microbii au
pétruns in singe, ei sa fie intAmpinati de un antibiotic
circulant, inainte de a se fixa pe endocard. In acest
scop schemele moderne de antibioticoprofilaxie ur-
mdresc administrarea unui singur antibiotic bacteri-

Material and methods

Data from the national and international litera-
ture on antibiotic prophylaxis of infectious endocar-
ditis, including national and international clinical
protocols, have been studied.

Results and discussions

The analysis of the available literature resulted in
some questions: What are the patients at high risk
of infectious endocarditis? Is antibiotic prophylaxis
required in patients at high risk of endocarditis un-
dergoing various dental procedures? What are anti-
bacterial prophylaxis regimens? What are the dental
procedures requiring IE prophylaxis? What are the
dental procedures which do not require IE prophy-
laxis? What are the comorbidities and additional risk
factors for IE development that require optional pro-
phylaxis?

Antibiotic prophylaxis should only be considered
for patients at increased risk of infectious endocar-
ditis [1]:

1. Patients with valvular prostheses.

2. Patients with IE history.

3. Patients with cyanotic congenital heart disease.

Antibiotic prophylaxis is no longer recommend-
ed in other forms of valvulopathy or congenital heart
disease.

To prevent pathogen attachment to the injured
heart valves, any procedure associated with bleeding
has to be preceded by antibiotic prophylaxis, so that
when the microbes have entered the blood, they are
faced with a circulating antibiotic before they attach
to the endocardium. For this reason, the modern an-
tibiotic prophylaxis regimens aim at the administra-
tion of a single wide-spectrum bactericidal antibiotic
administered 30-60 minutes prior to the procedure
[1,2,3,4,5,6,7,9] (Table 2).

Tab. 2. Antibacterial prophylaxis regimens

cid cu spectru larg, administrat cu 30-60 de minute Single dose 30-60
inainte de procedurd [1,2,3,4,5,6,7,9] (tabelul 2). minutes prior to the
procedure
Tab. 2. Regimurile de profilaxie antibacteriana Situation Drug Adults Children

Doz3 unici cu 30-60 without Peni- | Amoxicillin or [ 2.0 gp/o |50 mg/kg
de minute inainte de cillin or Ampi- | Ampicillin ori/v p/oori/v
procedurd cillin allergy

Situatia Medicament | Adulti Copii Penicillin or | Clindamycin | 600 mg 20 mg/kg

Firi alergie la | Amoxicilina |2.0gp/o |50 mg/kg Ampicillin p/oori/v |ploorilv

Penicilina sau | sau sau i/v p/o saui/v allergy

Ampicilini Ampicilini Note: Alternative - Cefalexin 2.0 g i/v or 50 mg/kg i/vin

Alergie la Clindamicini | 600 mg 20 mg/kg children. Cefazolin or Ceftriaxone 1.0 g i/v in adults or 50 mg/kg

Penicilina sau p/osaui/v | p/o saui/v i/v in children. Cephalosporins should not be administered

Ampicilind in patients with anaphylaxis, angioedema or urticaria,

Nota: Alternativa — Cefalexin 2.0 g i/v sau 50 mg/kg i/v la copii.
Cefazolin sau Ceftriaxond 1.0 g i/v la adul{i sau 50 mg/kg i/v la
copii. Cefalosporinele nu trebuie utilizate la pacientii cu anafilaxie,
angioedem sau urticarie, aparute dupd administrarea de Penicilind
sau Ampicilind [1,2].

Procedurile dentare care necesita profilaxia EI
sunt [3]:

occurring after the administration of Penicillin
or Ampicillin [1,2].

IE prophylaxis is required in the following dental
procedures [3]:

— Dental extraction;

— Periodontal surgery, including scaling and
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— Extractia dentars;
— Chirurgia parodontald, inclusiv detartrajul si
surfasajul radicular, sondajul parodontal si —
tratamentul de mentinere; —
— Implantarea dentars; —

root planing, periodontal probing and main-
tenance therapy;

Dental implantation;

Reimplantation of extracted teeth;
Endodontic treatment that beyond the dental

— Reimplantarea dintilor extrasi; apex;

— Tratamentele endodontice ce depédsesc apexul — Subgingival placement of antibiotic fibers or
dentar; strips;

— Plasarea subgingivala de fibre sau benzi cu an- — Placement of orthodontic bands;
tibiotice; — Intraligamentary anesthesia injections;

— Plasarea inelelor ortodontice; —

— Injectiile pentru anestezia intraligamentara;

— Igienizarea dintilor sau implantelor cand se
anticipeaza o sangerare.

Pofessional hygiene of teeth or implants to an-
ticipate bleeding.

IE prophylaxis is not recommended in the follow-
ing dental procedures [3]:

Procedurile dentare in care nu se recomanda pro- — Restorative (operative and prosthetic) dentis-
filaxia EI sunt [3]: try with or without retraction thread;

— Stomatologia restaurativa (operativa si prote- — Local anesthesia injection, but not intraliga-

ticd) cu sau fara fir retractor; mentary;

— Anestezia locala prin injectie, dar nu intrali- — Endodontic treatment without over-instru-
gamentara; mentation;

— Tratamente endodontice fara suprainstru- — Removing postoperative stitches;
mentare; — Placement of mobile orthodontic or prosthe-

— Indepartarea firelor de suturi postoperatorie; tic appliaces;

— DPlasarea de aparate ortodontice sau protetice — Impression;
mobile; — Fluoridation;
— Amprentare; — Oral X-rays.
— Fluorizare; Comorbidities and additional risk factors for IE

— Radiografii orale.
Comorbiditatile si factorii de risc suplimentari

development requiring optional prophylaxis [1] are
shown in Table 3.

48

pentru dezvoltarea EI care necesita profilaxie optio-
nald [1] sunt redate in tabelul 3.

Tab. 3. Comorbiditati, factori de risc suplimentari pentru dezvoltarea

Tab. 3. Comorbidities and additional risk factors for the
development of IE requiring optional prophylaxis

endocarditei infectioase care necesita profilaxie optionala No | Risk factors Comorbidities
Nr | Factori de risc Comorbiditati 1. |Oldage
L. | Varsta inaintata 2. | Non-bacterial throm-
- - , boti tati
2. | Vegetatii trombotice Oc vegerations - -
abacteriene 3. |Immunocompromi- |- Leukemia
3. | Afectiuni imunocom Leucemia sed conditions with | - Hepatic cirrhosis
' proniise cu hipercoa Ciroza hepatica hypercoagulability - Hepatic carcinoma
. T ) . -~ Infl tory intestinal di-
gulobilitate - Carcinom hepatic r(ll ammatory miestinat ¢t
.. . . sorders
- Afectiuni intestinale infla- .
matorii - Systemic lupus erythema-
. . . tosus
- Lupus eritematos sistemic . .
— Medicatie steroidi - Steroid medication
. : - 4. | Disord f th -H 1 defici
4. |Patologia sistemului |- Defecte umorale - sorcers o He amora’ cetictency
imun _ Defecte celulare immune system — Cell defects
5. | Compromiterea me- |- Leziuni ale membranelor 5. | Compromised local |- Mucous membrane lesions
’ . defense mechanisms ith increased permeabi-
canismelor locale mucoase cu cresterea perme- ! r,vtl (CL ol;l'c 'nteEt'nal ri
o TR . PN . 1 I 1 1 1 m-
de apdrare abilitatii (inflamatii intesti- ﬂ):nmat'on)
. a i
nale cronice) Reduced capillary cle
. - u i a-
- Clearance-ul capilar redus rance (arte 'op enoys fis
. arterio-v u 18-
(fistule arterio-venoase) tulae)
e . u
- Hemodializa cronicd Chronic hemodialvsis
- 1 1 1!
6. | Afectiuni cronice - Afectiuni cutanate in dia- - ; — ] Y
bacteriemice bet zaharat 6. | Chronic bacterial - Skin disorders in diabetes
— Combustii diseases - Combustion
. . - Polytrauma
- Politraumatisme Del}lltallcll'seases
. . - 1
- Afectiuni dentare .
- Administrarea de droguri - Intravenous drug adminis-
. tration
intravenos




7. | Colonizarea masiva
a colonului cu Strep-
tococcus bovis biotip
I si tumoare colo-
rectald sau maladie
inflamatorie cronici
intestinala

7. | Massive colon coloni-
zation with Strepto-
coccus bovis biotype
I and colorectal
tumor or chronic
inflammatory bowel
disease

Asadar, medicii stomatologi sunt responsabili
medical, medico-legal si moral fatd de pacientii care
au declansat o EI prin unele proceduri chirurgicale
sau de ingrijiri dentare. Pentru a fi siguri cd nu vor fi
autorii unei asemenea iatrogenii, medicii practicieni
trebuie sd priveascd cu toata seriozitatea si cu mare
profesionalism orice manoperd dentard care se poate
complica cu singerare gingivala.

Concluzii

1. Endocardita infectioasd ramane o forma se-
verd de afectare valvulard asociatd cu un pro-
nostic prost si o mortalitate inalta.

2. Cea mai frecventa bacteriemie se considera
cea de origine odontogena cu o incidenta ce
variaza intre 20-74%.

3. Antibioticoprofilaxia este absolut necesari la
pacientii cu risc crescut de endocardita infec-
tioasa (pacientii cu proteze valvulare, cu ante-
cedente de endocarditd, cu cardiopatii conge-
nitale cianogene).

4. Schemele moderne de antibioticoprofilaxie
urmdresc administrarea unui singur antibiotic
bactericid cu spectru larg, administrat cu 30-60
de minute inainte de interventia stomatologica.

Thus, dentists are medically, medically-legally
and morally responsible for patients who have de-
veloped an IE following some surgical or dental care
procedures. To avoid any iatrogenicity, dental prac-
titioners should consider seriously and with profes-
sionalism any dental work that may complicate with
gingival bleeding.

Conclusions

1. Infectious endocarditis remains a severe form
of valvular heart disease associated with poor
prognosis and high mortality.

2. Odontogenic bacteremia is the most common
type, with an incidence ranging between 20-
74%.

3. Antibiotic prophylaxis is absolutely necessary
in patients with a high risk of infectious endo-
carditis (patients with valvular prostheses, en-
docarditis history, cyanotic congenital heart
disease).

4. Modern antibiotic prophylaxis regimens aim
to administer a single wide-spectrum bacte-
ricidal antibiotic administered 30-60 minutes
before dental surgery.
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Rezumat

Traumatismul asociat al fracturilor de
mandibuld genereaza un sir de probleme. Toate
aceste justifica actualitatea studierii problemei
tratamentului traumatismului asociat al fractu-
rilor de mandibula, de cétre medicii specialisti,
iar elaborarea unui nou algoritm de diagnostic
rdmane o prioritate a traumatologiei moderne.

Scopul lucririi: Evaluarea studiului com-
parativ observational descriptiv in leziunile tra-
umatice asociate ale fracturilor de mandibula.

Materiale si metode: Pentru atingerea sco-
pului propus au fost supusi examenului si li s-a
acordat asistenta medicald bolnavilor cu leziuni
traumatice asociate ale fetei, tratati in Clinica
de Chirurgie Oro-Maxilo-Faciald (ChOME),
pe parcursul anului 2011-2015. Au fost monito-
rizati 611 pacienti cu traumatisme asociate ale
fetei dintre care 498 cu fracturi de mandibula, si
supusi unui studiu retrospectiv epidemiologic,
care a inclus: frecventa traumei asociate faciale
si extrafaciale, frecventa traumatismului asociat
al mandibulei si topografia lor.

Rezultate si discutii: Traumatismul cra-
nio-cerebral ocupda - 82,81% din leziunile
asociate faciale. Traumatismul asociat al frac-
turilor de mandibula a ocupat 81,5% de cazuri
din pacientii cu leziuni traumatice asociate ale
fetei. Fracturile angulare au constiut 36,14%
de cazuri din pacientii cu leziuni traumatice
asociate ale fracturilor de mandibula.

Concluzii: Traumatismul asociat al frac-
turilor de mandibuld a ocupat primul loc prin-
tre pacientii cu leziuni traumatice asociate
ale fetei. Traumatismul cranio-cerebral ocupd
locul intai din leziunile asociate extrafaciale.
Fracturile angulare s-au plasat pe primul loc
la pacientii cu leziuni traumatice asociate ale
fracturilor de mandibula.

Cuvinte-cheie: leziuni traumatice asociate
ale fetei si mandibulei, diagnostic.
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Summary

Introduction: The associated trauma of
mandible fractures causes a lot of problems.
All these justify the topical interest of studying
the treatment problem of associated trauma
of mandible fractures by specialists, since the
development of a new diagnostic algorithm
remains a priority of modern traumatology.

The Paperwork aims on the assessment of
the descriptive, observational and compara-
tive study of injuries associated with the man-
dible fractures.

Materials and methods: In order to
achieve the proposed goal, they were subjected
to the examination and were given medical as-
sistance to patients with associated traumatic
lesions of the face treated at the ORO Maxillo-
facial Surgery Clinic (CHOMF) during 2011-
2015. 611 patients with associated facial trau-
ma, of which 498 with mandibula fractures,
were screened and underwent an epidemio-
logical retrospective study including: associ-
ated jaw injury and topography, facial trauma
distribution, and Associated extracts.

Results and Discussion: Associated trau-
ma of mandibula fractures occupied 81.5% of
patients with associated traumatic lesions on
the face. Cranio-cerebral trauma accounts for
82.81% of facial associated lesions. Angular
fractures consisted of 36.14% of cases in pa-
tients with associated traumatic lesions of the
mandibula fracture.

Conclusions: Associated jaw fracture
trauma was the first among patients with as-
sociated traumatic lesions of the face. Cranio-
cerebral trauma occupies the first place in
extra-facial associated lesions. Angular frac-
tures or placed first in patients with associated
traumatic lesions of mandibula fractures.

Keywords: associated trauma of the frac-
tures face and mandible, diagnosis.




Introducere

Traumatismul asociat al fracturilor de mandibu-
14 genereazd un sir de probleme. Toate aceste justi-
ficd actualitatea studierii problemei tratamentului
traumatismului asociat al fracturilor de mandibula,
de catre medicii specialisti, iar elaborarea unui nou
algoritm de diagnostic riméne o prioritate a trauma-
tologiei moderne.

Fleischer G., (2016) mentioneaza cd fracturile
scheletului facial alcituiesc de la 3,2% la 5,8% din
totalitatea fracturilor. Partea principald a leziunilor
osoase faciale o constituie mandibula, care dupa di-
ferite institutii medicale variazd de la 77% la 90% in
traumati [16]. Sustin aceastd parere mentionatd si de
alti autori [2,3,5,9].

Asocierea fracturilor mandibulei cu traumatis-
mele cranio - cerebrale nu reprezintd o solutie de
exceptie. De asemenea asociate cu traumatismele to-
raco — abdominale sau ale membrelor. Probleme care
se pune in circumstantele amintite este cea a proirita-
tilor terapeutice a uneia sau alteia dintre segmentele
anatomice lezate si a modului in care ele se conditio-
neazd reciproc. Fatd de frecventa fracturilor de man-
dibula, mentioneazd C. Burlibasa (1999), procentul
fracturilor etajului mijloci al fetei este de circa trei
ori mai mic. Raportul este intre 1/2 - 1/4 in favoarea
fracturilor de mandibuld [1]. Majoritatea chirurgilor
OMF mentin aceasta ideie [1,2,3,5,10,11]

Mai putini la numar din chirurgii OMF plaseazi
pe primul loc alte leziuni traumatice faciale. Inciden-
ta leziunilor traumatice faciale variaza de la studiu
la studiu, de la o perioada la alta, de la tard la tars,
de la sectie la sectie, etc [6,7,14]. Incidenta leziunilor
pértilor moi oro - faciale la noi in tard (D. Gogalni-
ceanu) variazd intre 40 — 60%, ideie sustinutd si de
alti autori [3,8,10,11,14] plasand leziunile tesuturilor
moi pe primul loc.

In ceea ce se referi la fracturile nazale, un grup de
cercetatatori americani, dupd cum estimeazd Rebeca
Frey (2006), le plaseaza pe locul trei, dupd fracturile
radio - carpiene ale manii si de claviculd, cu 24% din
toate fracturile faciale. Iovcev, efectuind teza de doc-
tor in stiinte medicale in sectia de ChOMF din San-
kt-Petreburg pe primul loc claseaza fracturile de oase
nazale [6]. Ideie impartisita si de alti autori [6,14].

Fracturile de mandibula reprezinta peste 3% din
fracturile scheletului in general si aproximativ 70-80%
din fracturile splanhnocraniului. Fracturile de mandi-
bula asociate cu leziuni traumatice ale fetei este intal-
nita in peste 50% din cazuri (fracturi ale membrelor,
fracturi ale neurocraniului, fracturi ale coloanei ver-
tebrale etc. Incidenta fracturilor de etaj mijlociu este
mai micd decat la mandibuld (intre 11-30%), cu toate
cd structura este mai putin rezistentd [1,11]. Aceiasi
pérere e impartita si de alti autori [1,2,3,4,5,7,10,11,13]

V. Topalo (1999) face o analiz4 statisticd, anii 1985-
1986, a 472 de bolnavi cu traumatism facial care s-au
tratat in sectia de ChOMF a orasului Chisinau. Trau-
matismul facial s-a stabilit cd esta asociat cu cel cra-
nian in 38,13% din cazuri, inclusiv: 37,1% - comotie

Introduction

The associated trauma of mandible fractures
causes a lot of problems. All these justify the topi-
cal interest of studying the treatment problem of as-
sociated trauma of mandible fractures by specialists,
since the development of a new diagnostic algorithm
remains a priority of modern traumatology.

Fleischer G., (2016) mentions that the facial skel-
eton fractures make up 3,2% to 5,8% of all fractures.
The main part of facial bone lesions is mandible,
which varies 77% to 90% in trauma, according to
different medical institutions. I support this opinion
that was mentioned by other authors.

The associations of mandible fractures with cra-
nio-cerebral trauma don’t represent an exceptional
solution. They are also associated with thoraco-ab-
dominal or limb’s trauma. The problem that is be-
ing raised in the mentioned circumstances is that of
therapeutical priorities of the one or other injured
anatomical segments and of the way they condition
each other. To the frequency of mandible fractures,
mentions C. Burlibasa (1999), the percentage of the
middle floor of the face is about three times small-
er. Ratio is between 1/2 - 1/4 in favour of mandible
trauma. The majority of OMF surgeons mentain this
idea.

Fewer OMF surgeons put on the first place trau-
matic facial lesions. Incidence of traumatical facial
lesions varies from study to study, from one period
to another, from country to country, from section
to section, etc. The incidence of oro-facial soft tis-
sue lesions in our country (D. Kogalniceanu) varies
between 40-60%, this idea is supported by other au-
thors, who are placing soft tissue lesions on the first
place.

As far as it refers to nasal trauma, a group of
American researchers, as it is estimated by Rebeca
Frey (2006), put them on the third place, after ra-
dio-carpal fractures of the hand and clavicle, 24%
of all facial fractures. Iovcev, writing doctoral the-
sis in medical sciences in the section of ChOMF
from Sankt-Petersburg, puts nasal bones fractures
on the first place. This idea is supported by other
authors.

Mandible fractures represents about 3% of all
skeleton fractures in general and nearly 70-80%
of lower jaw fractures. Mandible fractures asso-
ciated with facial traumatic lesions have a higher
rate about 50% of all cases (limb fractures, neu-
rocranium fractures, the spine fracrures, etc.).
the incidence of the middle floor fractures is less
than mandibula’s (between 11-30%), although the
structure is less resistand. Tiga point of view is
supported by other authors.

V. Topalo (1990) makes a statistic analyze (1985-
1986) of 472 patients with facial trauma, who were
treated in the section of ChOMF in Chisinau. It has
been settled that facial trauma is associated with
cranial in 38,13% of cases, including: 37,1% - con-
cussion and in 1,05% - cerebral contusion. Cranio-
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cerebrald si in 1,05% - contuzie cerebrala. Traumatis-
mul cranio - cerebral in 75% a fost asociat cu fractura
maxilarului superior, a oaselor nazale — in 61,9%, a
oaselor zigomatice — in 48%, cu leziunile tesuturilor
moi - in 56,5% si fractura mandibulei — numai in 22%
din cazuri [12].

N. Chele (2006) afirma cd traumatismul facial a
constituit 30,03% din numdrul total de bolnavi spi-
talizati in sectia de ChOMF pe perioada anilor 1990
- 2004. Din totalul accidentatilor cu fracturi de man-
dibula in 77,62% au prezentat leziuni izolate si doar
in 22,15% au fost atestate leziuni mecanice asociate
[2], sustinuti si de alti autori [4,7].

Scerbatiuc D., (1987) mentioneazd ci, conform
datelor prezentate de sectia de ChOMF osteomieli-
ta posttraumatica detine 23% dintre bolnavii ce s-au
tratat. In 14% cauza dezvoltirii flegmoanelor este eti-
ologia posttraumatica, ocupand locul doi dupi sursa
odontogeni [18].

Scopul lucrarii.

Evaluarea studiului comparativ observational de-
scriptiv in leziunile traumatice asociate ale fracturi-
lor de mandibula.

Materiale si metode: Pentru atingerea scopu-
lui propus au fost supusi examenului si li s-a acordat
asistentd medicala bolnavilor cu leziuni traumatice
asociate ale fetei (TAF), tratati in Clinica de Chi-
rurgie Oro-Maxilo-Faciald (ChOMF), pe parcursul
anilor 2011-2015, ce se afla in incinta Institutului de
Medicind de Urgenta (IMU) din orasul Chisinau.

Au fost monitorizati 611 pacienti cu TAF dintre
care 489 cu fracturi de mandibula, si supusi unui
studiu retrospectiv epidemiologic, care a inclus: frec-
venta traumatismelor asociate ale mandibulei si to-
pografia lor, repartizarea traumei asociate faciale si
extrafaciale.

Rezultate si discutii

Pe parcursul a 5 ani in sectia de ChOMF au fost
spitalizati si 489 de pacienti cu fracturi de mandibula
asociate ce constituie 81,5% din bolanvii cu TAF (Fig.
1), situandu-se pe primul loc, ideie sustinuta de ma-
joritatea chirurgilor OMF [1,2,3,5,7,10,11,].

Ivascenco N., (1986) efectudnd un studiu al TAF a
stabilit ca frecventa fracturilor de mandibuld asociate
este de 84,41% [14]. Datele obtinute de autor coincid
cu datele obtinute de noi in studiul repectiv.

Plagile regiunii OMF asociate au constituit 242
cazuri (39,6%), situdndu-se pe locul doi. Unii autori
[8,16] claseaza leziunile traumatice ale tesuturilor
moi pe primul loc si pe locul doi fracturile de mandi-
buld, cei drept se refera la traumatismul general si nu
e specificat izolat sau asociat.

Traumatismul complexului zigomatic a a con-
stituit 124 cazuri (20,29%) din numarul bolnavilor
cu leziuni asociate faciale, plasidndu-se pe locul doi
printre fracturile asociate ale fetei, scul trei printr
TAF.

cerebral trauma in 75% was associated with upper
jaw fracture, nasal bones fracture — 61,9%, zygomatic
bones- 48%, soft tissues lesions — 56,5% and mandi-
ble fracture only in 22% of cases.

N. Chele (2006) affirms that facial trauma makes
30,03% of total patients’ number, who were hospital-
ized in the section of ChOMF between 1990-2004. Of
the total number of injured with mandible fractures
77,62% presented isolated lesions and only 22,15%
was found associated mechanic lesions.

Scerbatuic D., (1987) mentions that according to
dates presented by the section of ChOME, posttrau-
matic osteomyelitis is owned by 23% of patients who
were treated. In 14% cases the cause of phlegmons
development is posttraumatic etiology, occupying
the second place after odontogenic sourse.

The paperwork aim:

The assessment of the descriptive, observational
and comparative study of lesions associated with
mandible fractures.

Materials and methods: To achieve the pro-
posed goal were examined and provided medical
assistance to patients with associated traumatic le-
sions of the face (TAF). The patients were treated in
the Oro-Maxilo-Facial Surgery Clinic during 2011-
2015, which is situated in the Institute of Emergency
Medicine from Chisinau. 611 patients were moni-
tored with TAF, including 489 with mandible frac-
tures. They were submitted to the retrospective epi-
demiologic study, which included: the frequency of
associated trauma of mandible and its topography,
the distribution of facial and extra facial associated
trauma.

Results and discussions

During 5 years in the section of CHOMF were
hospitalized 489 patients with associated mandible
fractures, these are 81,5% patients with TAF, ranking
the first place. This idea is supported by the majority
of OMF surgeons.

Ivascenco N., (1986), performing TAF study,
found that the frequency of associated mandible
fractures is 84,41%. Data that was obtained by the
author are similar to data obtained by us in respec-
tive study. The wounds of the associated OMF re-
gion have constituted 242 cases (39,6%), ranking
the second place. Some authors classify traumatic
lesions of soft tissues on the first place and man-
dible fractures — on the second place, that refers to
general trauma and that is not specified isolated or
associated.

The traumatism of the zygomatic complex consti-
tuted 124 cases ( 20,29%) by patients with facial-as-
sociated lesions, ranking in the second place among
the facial-associated fractures.

On the fourth place were associated fractures of
nasal bones by 111 patients, representing 18,16%
cases. According to E. Fomiceva (1954), 12% of all



Pe locul 4 s-au cla- 90.00% ] human fractures, 12%
sat fracturile asociate 80.00% m are nasal fractures.
ale oaselor nazale cu 70.00% I‘ After the fractures of
111 pacienti, ce con- 60.00% I‘ the nasal bones and
stituie 18,16% cazuri. 50 0% I‘ mandible, V. Popescu
Dupd E. Fomiceva 40 00% I‘ (1997) argues that
(1954), din totalita- 30.00% I‘ the fractures of the
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ale mandibulei, susti- Figura 1. Repartizarea traumatismului asociat al fetei bones.

ne V. Popescu (1997),
fracturile complexului
zigomatic reprezinta a
II-a localizare in cadrul fracturilor oaselor fetei [7].

Fracturile de complex zigomatic, mentioneaza
E. Popescu, in numir de 2535 au prezentat leziuni
izolate in 72,30% si asociate in 27,69%, dintre care
TCC reprezentate prin contuzie cerebrald — 1,81% si
leziuni traumatice la distanta — 2,95%. In ansamblu
cei 702 (27,69%) bolnavi cu leziuni asociate ale com-
plexului zigomatic au prezentat 747 de leziuni trau-
matice asociate [7]. In rezumatul de tez3 autoarea nu
specificd despre traumatismul asociat al mandibulei,
dar sublinieazéd despre traumatismul asociat al com-
plexului zigomatic.

Maxilarul superior in numér de 42 (6,87%) cazuri
din pacientii cu leziuni faciale asociate. Multi autori
fracturile maxilarului superior le claseazé pe penulti-
mul loc, urmate de leziunile dentoparodontale [1,2,3
,4,5,6,9,10,11,12,13,14,15]. Datele obtinute de Uma-
rov O. si datele noastre sunt apropiate.

Leziunile dentoprodontale (LDP) au acumulat
8% din toti pacientii cu leziuni faciale asociate. E ne-
cesar de mentionat cd LDP, contuziile si excoriatiile
sunt de cele mai multe ori subestimate, fiind trecute
cu vederea. Pe de alta parte ele in majoritatea cazu-
rilor se trateazd cu succes in conditii de ambulator
sau pacientul in genere nu se adreseaza. E necesar de
mentonat cd la cei 611 bolnavi cu TAF au revenit su-
mar 1064 de leziuni traumatice faciale, ce constituie
1,74 leziune la un pacient.

Dupi datele lui Umarov O., (2011) structura lezi-
unilor asociate faciale

Figure 1. Distribution of associated facial trauma

The fractures of
sygomatic complex, as
mentions E. Popescu,
in the number of 2535, presented isolated lesions in
27,69%, of which TCC are represented by cerebral
contusion- 1,81% and traumatic lesions on distance
- 2,95%. As a whole, 702 patients, with associated
lesions of the zygomatic complex, presented 747 as-
sociated traumatic lesions. In the summary of the
thesis, the author does not specify the associated
trauma of mandible, but points out the associated
traumatism of zygomatic complex.

Upper jaw in 42 (6,87%) cases of patients with
associated facial lesions. A lot of authors classify the
upper jaw fractures on the first place, followed by
dento-parodontal lesions. Data obtained by Umarov
O. and our data are similar.

Dento-paradontal lesions (LDP) accumulated
8% of all patients with facial-associated lesions. It is
necessary to mention that LDP, contusions and ex-
coriations are underestimated, being overlooked.
On the other hand, they, in the majority of cases, are
treated successfully in ambulatory conditions or the
patient does not address in general. It is necessary to
mention that 611 patients with TAF had in general
1064 facial traumatic lesions, that makes 1,74 lesions
per patient.

According to Umarov’s data (2011) the structure
of associated facial lesions was divided in following
way: soft tissues lesions — 47,1%, nasal bones frac-
ture- 25%, mandible- 14,2%, upper jaw- 6,5%, zygo-
matic complex- orbital- 5,8%.

Facial-associated

trauma very often is

combined with extra-

facial trauma, so in

the presented work
TCC was found at
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Traumatismul  fa-  10.00%
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Figura 2. Repartizarea traumatismului extrafacial
Figure 2. Distribution of extra facial trauma
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talnit la 506 (82,81%) persoane (Fig. 2) Traumatis-
mul cutiei toracice 90 (14,72%) de cazuri. S. Railean
(2001) mentioneaza c4, alegerea tehnicii curative au
necesitat prudentd in traumatismele asociate cu lezi-
uni cerebrale acute la copii, prezentate la 85 (83%) ca-
zuri din cei 102 pacienti la momentul spitalizarii. 63%
din ei au manifestat semne clinice specifice comotii-
lor cerebrale, iar 20% au prezentat fenomene specifice
contuziilor sau compresiilor cerebrale asociate [8].

Au fost intlnite traumatismul membrelor in nu-
mar de 109 (17,83%), traumatismul abdomenului
21(3,43%) si respectiv traumatismul coloanei verte-
brale 12 cazuri (1,96%). Contuzia organelor interne
13 (2,12%).

E necesar de mentionat ci la cei 611 bolnavi cu
TAF au revenit sumar 751 de leziuni traumatice ex-
trafaciale, ce constituie 1,22 leziune la un pacient.

E. Popescu (1999) mentioneazi ca, din cei 12096
bolnavi cu fracturi de mandibula au prezentat 16806
focare de fractura, ceea ce inseamnd cd fiecarui bol-
nav i-au revenit in medie 1,38 focare [7].

Dupi datele lui Umarov O., (2011) in structura
leziunilor asociate faciale cu lezarea altor regiuni ale
corpului s - au inregistrat cu traumatismul cranio-
cerebral — 46,4%, dintre care comotia cerebrald in
65,7%; membrul superior - 6,5%; membrul inferior
- 5,5%; bazin - 20,7%. Acelas autor efectueazd ana-
liza traumatismului asociat cranio-facial si stabilegste
cd, 27,9% ii revin fracturilor oaselor nazale; 14,6% -
fracturilor de mandibuld; 6,9% - maxilarul superior
si 2,1% ambelor maxilare [15].

Dupi localizarea fracturilor de manidibula vom
face o comparatie intre partea dreaptd si stingd, deci
studiul nostru a stabilit cd, in partea dreaptd au fost
42,97% si stanga in 43,77%.

Preponderenta acestei localizéri poate fi corela-
td cu faptul cd principalul factor etiologic implicat
in producerea acestor leziuni este agresiunea, men-
tioneazd E. Popescu (1999), iar cel mai multi dintre
agresori lovesc cu dreapta [7]. Aceastd ipotezd e sus-
tinutd si de mine si alti autori [1,2,3,5,7,10,11].

Fracturile angulare s-au clasat pe primul loc cu
(180) 36,14% (Fig. 3) urmate de corp cu (71) 14,25%,
mentonier (67) 13,45%,

dren. They was presented in 85 (83%) cases at 102
patients in the moment of hospitalization. 63% of
them have showed specific clinical signs of cerebral
commotions, but 20% have presented specific phe-
nomena of contusions or associated cerebral com-
pression.

Have been met limb trauma, in the number of
109 (17,83%), abdomen trauma 21 (3,43%) and spine
trauma 12 (1,96%). Internal organs contusion- 13
(2,12%).

It is necessary to mention that 611 patients with
TAF had in general 751 extra-facial traumatic le-
sions, that makes 1,22 lesions per patient.

E. Popescu (1999) mentions that 12096 of pa-
tients with mandible fractures have presented 16806
fracture focus, this means that every patient had on
the average 1,38 focuses.

According to Umarov’s data (2011) in the struc-
ture of facial-associated lesions with the lesion of oth-
er body regions were registered with crania-cerebral
trauma- 46,4%, cerebral commotion- 65,7%, upper
limbs- 6,5%, lower limbs- 5,5%, basin- 20,7%. The
same author makes the analyses of associated crania-
facial trauma and found that 27,9% - fractures of na-
sal bones, 14,6% - mandible fractures, 6,9% - upper
jaw and 2,1% - the both jaws.

After the localization of mandible fractures we
will make a comparison between the right and left
parts, therefore our study has concluded that on the
right were 42,97% and on the left 43,77%.

Prepotency of this localization can be correlated
with idea that the main etiological factor implicated
in the production of these lesions is aggression, men-
tions E. Popescu (1999), but the majority of aggres-
sors hit with right hand. This assumption is support-
ed by me and other authors.

Angular fractures have been classified on the first
place with (180) 36,24% followed by the body with
(71) 14,25%, bandage chin (67) 13,45%, canine (114)
22,89%.

Tooth fractures 3,8- 24%, but on the right were
that of teeth level 4,3- 16%.

The patients with associated fractures of man-

dible in 458 cases

canind (114) 22,89%. %

(91,96%) were located

Fracturile la nive- 3500%

lul dintelui 3.8 — 24%,

at the level of the alve-
olar process, therefore

PV < 30.00%
insa in partea dreaptd

they were opened, so

au fost cele de la nivelul
dintilor 4.3 - 16%.

25.00%

it's possible to infect
them.

. .. 20.00%
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turi asociate ale mandi-
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veolar, deci deschise si
deci e posibil infectarea 9% T a6 | 34
lor.

Fracturile mandi-
bulei asociate cu eden-
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Figure 3. The incidence of associated mandible fractures

tions was found at 26
patients who make
5,22% injured by TAE.

Fleischer G,
(2016) mentions that
nearly 75% of man-
dible fractures are

5.22%

5.22%

31:41 Adentie  Procesul Ram
articular  ascendent

Figura 3. Incidenta fracturilor de mandibula asociate



tatie partiala sau totald s-a conststat la 26 pacienti ce
constituie 5,22% din accidentati cu TAE

Fleischer G. (2016) mentioneaza ci aproximativ
75% dintre fracturile de mandibuld sunt deschise (in-
fectate) adicd se afld in limita procesului alveolar [16].

Fracturile inchise asociate ale mandibulei s-au
inregistrat in 127 cazuri (25,50%). Procesul articular
s—a stabilit in 95 cazuri (19,07%).

Fracturile mandibulei localizate la nivelul ramu-
lui ascendent stabilita la 32 (6,42%) pacienti. Inclusiv
64,35% din dreapta si din stanga in 52%) cazuri.

Datele obtinute ne permit a face urmétoarea con-
cluzie ca la cei 498 de pacienti cu fracturi asociate ale
mandibulei s-au inregistrat 611 focare de fractur, ceea
ce constituie (1,22%) focare de fractura la un pacient.

Concluzii:

1. Traumatismul asociat al fracturilor de mandi-
buld a ocupat 81,5% de cazuri din pacientii cu
leziuni traumatice asociate ale fetei.

2. Fracturile angulare au constiut 36% de cazuri
din pacientii cu leziuni traumatice asociate ale
fracturilor de mandibula.

3. Traumatismul cranio-cerebral ocupa - 83%
din leziunile asociate faciale.
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opened (infectious) and namely they are in the limit
of alveolar process.

Associated closed fractures of mandible were re-
corded in 127 cases (25,50%). Articular process was
set in 95 cases (19,07%).

Associated closed fractures of mandible at the
level of the upward ram determined at 32 (6,42%)
patients. Including 64,35% on the right and on the
left in 52% cases.

The obtained data allow us to male the following
conclusion- at 498 patients with associated fractures
of mandible were recorded 611 fracture focuses, that
makes (1,22%)fracture focuses per patient.

Conclusions

1. Associated trauma of mandible fractures
occupied 81,5% cases by patients with facial-
associated traumatic lesions.

2. Angular fractures have constituted 36% cases
by patients with associated traumatic lesions
of mandible fractures.

3. Crania-cerebral trauma occupies — 83% of fa-
cial-associated lesions.
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Rezumat

Scopul studiului a fost de a efectua o ana-
liza retrospectivd a morbiditétii pacientilor
cu furuncule si carbuncule faciale internati
in sectia de chirurgie oro-maxilo-faciald in
perioada anilor 2011-2015. In acest scop au
fost studiate figsele medicale a 9312 de pacienti
spitalizati pe parcursul anilor 2011-2015. S-a
constatat ca frecventa pacientilor cu furuncu-
le si carbuncule a constituit 5%. Forma abce-
danta a fost apreciatd in 89% cazuri. Aparitia
complicatiilor (tromboflebita venei faciale) a
fost depistata la 5% dintre pacienti.

Cuvinte cheie: furuncul, carbuncul, date
statistice, tratament.

Introducere

Flora ce populeazd tegumentul normal consta
dintr-un anumit numar de germeni care supravie-
tuiesc si se inmultesc la acest nivel [1,2]. Astfel, ger-
menii aerobi (Staphylococcus epidermitis, micrococ-
caceae si difteroizi) se gdsesc la suprafata pielii si in
ostiumurile foliculare, iar germenii anaerobi (Cory-
nebacterium acnes) - in foliculii pilosi, unde parti-
cipd la scindarea lipidelor si eliberarea de acizi grasi
nesaturati. La nivelul plicilor naturale se intalneste
o flord mai densa (Escherichia coli, stafilococul au-
riu etc.) [3,4,7,19]. Asadar, pielea umand este gazda
unor complexe de populatii bacteriene, unele fiind
mereu pe piele (autohtone), altele - tranzitorii, ce
nimeresc ocazional (alohtone). Diversi factori de-
termind un dezechilibru intre flora saprofita si cea
patogend a tegumentului cu dezvoltarea unei flore
virulente active [5,15,18]. Conditiile ecologice inrdu-
tatite, situatia social-economicé nefavorabild, ce duce
la scaderea calitatii vietii si neglijarea normelor sa-
nitaro-epidemice, mérirea numdrului de bolnavi cu
afectiuni generale, dar si administrarea nerationald a
preparatelor antibacteriene, antiinflamatoare duc la
dereglarea echilibrului biologic natural al microflorei
[6,16,17]. Unul din factorii favorizanti pentru dez-
voltarea furunculului si carbunculului il constituie
contaminarea pielii indeosebi cu substante chimice,

FACIAL FURUNCLE AND CARBUNCLE.
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Summary

The purpose of the study was to perform
a retrospective study of the incidence of the
facial furuncle and carbuncle in the depart-
ment of OMF surgery from 2011 till 2015.
The histories of 9312 patients were studied.
It was determined that the incidence of OMF
furuncles and carbuncles was 5% of all the pa-
tients treated in the department of OMF sur-
gery between 2011 and 2015. Abscesses were
observed in 89% of cases. The development
of complications (thrombophlebitis of facial
vein) was determined in 5% of patients.

Key words: furuncle, carbuncle, statistical
data, treatment.

Introduction

The normal skin flora consists of a number of
germs that survive and multiply at this level [1,2].
Thus, aerobic germs (Staphylococcus epidermitis,
micrococcaceae and diphtheroids) are found on the
skin surface and in follicular ostia, and anaerobic
germs (Corynebacterium acnes) - in pilous follicles
where they participate in lipid break down and re-
lease of unsaturated fatty acids. There is a denser
flora in natural folds (Escherichia coli, Staphylococ-
cus aureus, etc.) [3,4,7,19]. Thus, the human skin
is the host of some complex bacterial populations,
some of which are always on the skin (autochtho-
nous), others are transient or occasional (alloch-
thonous). Various factors determine an imbalance
between saprophytic and pathogenic flora of the
skin leading to the development of an active viru-
lent flora [5,15,18].

The worsening environmental conditions, the
unfavorable social and economic situation leading
to a decrease in the quality of life and the neglect of
the sanitary and epidemic norms, the increase in the
number of patients with general diseases, and the
non-rational administration of antibacterial, and
anti-inflammatory drugs lead to the disturbance of
the natural biological balance of the microflora. [6,
16-17].



cu particule de praf (ciment, nisip, carbune, etc.). Un
alt factor este repezentat de microtraume, indeosebi
incercarea de a strivi acne de pe piele, in cazul se-
boreei. Varsta, hipovitominozele, dereglarea metabo-
lismului glucidic (in diabetul zaharat), factorii fizici
(supraincalzirea, supraricirea etc.) reprezinta o altd
categorie de factori predispozanti [8,9]. Sub influen-
ta acestor factori se constatd o crestere a frecventei
aparitiei proceselor inflamatorii purulente, inclusiv
a furunculelor si carbunculelor, ce decurg greu, cu
tendintd spre cronicizare si dezvoltare a complicati-
ilor severe: tromboflebita venelor faciale, tromboza
sinusului cavernos, pneumonia septicd, sepsis, me-
ningitd, meningo-encefalitd, mediastinitda [15,20].
Fiind cunoscute ca procese inflamatorii cu risc vital,
inca Pirogov N. L. (1853) si Tredelenburg F. (1888)
impérteau aceste patologii in benigne si maligne, in
dependenta de gravitatea evolutiei lor.

Furunculul si carbunculul ocupé printre prime-
le locuri in procesele inflamatorii neodontogene din
teritoriul maxilo-facial [11,13]. Analiza structurala
a numadrului de bolnavi, care sunt internati in sectia
de chirurgie oro-maxilo-faciald din cadrul academiei
de chirurgie faciald din Kiev ,,PL. Supic”, confirma
procesul ascendent al patologiei. Astfel, frecventa
bolnavilor internati cu furuncul si carbuncul a fost:
1,0% (1970); 5,8% (1980); 7,3% (1990); 7,8% (1994);
8,1% (1999). Se intilnesc mai frecvent la adolescenti
(purtatori de stafilococ patogen), rar la copii. Sexul
masculin este mai des afectat.

Stabilirea diagnosticului deobicei nu presupune
dificultate. Acesta se bazeazd pe examenul clinic al
pacientului, depistarea semnelor locale caracteristi-
ce furunculelor si carbunculelor (infiltratie, edem,
hiperemie, prezenta burbionului purulent, afectarea
nemijlociti a foliculilor pilosi, etc.) [10,12,14]. Ins3,
uneori, din cauza adresérii tardive a pacientilor pen-
tru acordatea ajutorului medical sau aplicarea trata-
mentului necorespunzétor creste riscul complicati-
ilor severe ce pot pune viata pacientului in pericol.
Prin urmare, furunculele si carbunculele faciale au
o importantd deosebitd pentru medicul stomatolog
practician atit prin probleme clinico-terapeutice,
cat si prin impactul psiho-emotional si estetic care
poate aparea in legitura cu tratamentul indelungat al
complicatiilor acestora. Prin urmare, consideram ca
realizarea unui studiu statistic al morbiditatii pacien-
tilor cu furuncule si carbuncule faciale este de o reald
importanta si de mare actualitate.

Scopul studiului - analiza clinico-epidemiolo-
gicd a morbiditétii pacientilor cu furuncule si car-
buncule faciale internati in sectia de chirurgie oro-
maxilo-faciald in perioada anilor 2011-2015.

Material si metode

Pentru realizarea studiului respectiv au fost stu-
diate fisele medicale a 450 de pacienti spitalizati cu
furuncule i carbuncule faciale in sectia de chirurgie
oro-maxilo-faciald (OMF) a Institutului de Medicind

One of the factors favoring the development of
furuncles and carbuncles is skin contamination, es-
pecially with chemicals and dust particles (cement,
sand, coal, etc.). Microtrauma is another factor, es-
pecially the attempt to squeeze skin acne in the case
of seborrhea. Age, hypovitaminosis, glucose metabo-
lism disorder (diabetes), physical factors (overheat-
ing, overcooling, etc.) are another predisposing fac-
tors [8,9]. Under the influence of these factors, there
is an increased incidence of purulent inflammatory
processes such as furuncles and carbuncles, which
have a severe progression, with a trend to become
chronic and development of severe complications:
facial thrombophlebitis, cavernous sinus thrombo-
sis, septic pneumonia, sepsis, meningitis, meningo-
encephalitis, mediastinitis [15,20]. Being known as
inflammatory processes with a vital risk, Pirogov N.I.
(1853) and Tredelenburg F. (1888) divided these con-
ditions into benign and malignant types, depending
on the evolution severity.

Furuncles and carbuncles rank first in non-odon-
togenic inflammatory processes of the maxillofacial
region [11,13]. The structural analysis of the num-
ber of patients admitted to the department of oral
and maxillofacial surgery, Facial Surgery Academy
“PL. Supic” in Kiev, confirms the ascending trend of
the condition. Thus, the frequency of patients with
furuncles and carbuncles was: 1.0% (1970); 5.8%
(1980); 7.3% (1990); 7.8% (1994); 8.1% (1999). They
are more common in adolescents (pathogenic staph-
ylococcus), rarely in children. Males are more often
affected.

Usually diagnosis does not imply any difficulty.
It is based on the clinical examination of the patient,
the detection of local signs characteristic of furuncles
and carbuncles (infiltration, edema, hyperemia, pu-
rulent bourbillon, direct involvement of pilous fol-
licles, etc.) [10,12,14].

However, sometimes patients seek medical
care late or the treatment is inappropriate. This
increases the risk of severe complications that can
put the patient’s life at risk. Therefore, facial fu-
runcles and carbuncles are of particular impor-
tance to the dental practitioner both clinically and
therapeutically, as well as the psycho-emotional
and aesthetic impact of the long-term treatment of
complications. Therefore, we consider that a statis-
tical study of the morbidity of patients with facial
furuncles and carbuncles is of real importance and
high relevance.

Purpose of the study - to carry out a clinical
and epidemiological analysis of the morbidity of pa-
tients with facial furuncles and carbuncles admitted
to the department of oral and maxillofacial surgery
during 2011-2015.

Material and methods
We studied the medical records of 450 patients
hospitalized with facial furuncles and carbuncles

ie OMF
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Urgenta (IMU) din or. Chisindu pe parcursul anilor
2011-2015.

Pentru analiza retrospectiva a frecventei pacien-
tilor inclusi in studiu a fost intocmit un chestionar
care continea date despre numarul fisei medicale din
arhiva IMU, numele si prenumele pacientului, sexul,
varsta, data internarii si a externarii, profesia, domi-
ciliul, diagnosticul clinic definitiv, modul de adresa-
re, timpul scurs de la debutul bolii, frecventa adresa-
rii, tratamentul efectuat.

Pentru colectarea datelor au fost create fisiere de
tip ,,baza de date”, in care au fost introdusi toti para-
metrii luati in considerare pentru a fi studiati. Pentru
stocarea, analiza si redarea datelor s-a utilizat com-
ponentele Word, Excel si Power Point a pachetului de
programare Microsoft Office 2012 Professional.

Rezultate si discutii

Pe parcursul anilor 2011-2015 in sectia de chirur-
gie OMF a IMU au fost spitalizati 9312 de pacienti,
dintre care 450 (5%) au fost cu furuncul si carbuncul
facial (Figura 1).

Furuncule sau
carbuncule

faciale
5%

 Alte patologii

™ Furunculesau carbuncule faciale
Alte patologii

Fig.1. Frecventa furunculelor si carbunculelor (%) la pacientii
spitalizati in sectia de chirurgie OMF a IMU in anii 2011-2015

Analiza fiselor medicale a pacientilor internati cu
furunculul si carbunculul facial a demonstrat faptul
ca cel mai este intalnita forma abcedanta - 400 (89%)
de pacienti versus forma infiltrativa - 50 (11%). Re-
zultatele sunt prezentate in figura 2.

Infiltrativa
11%

® Abcedanta

®|nfiltrativa

Abcedanta
89%

Fig.2. Structura furunculelor si carbunculelor in functie de forma
clinica (%)

Din cei 450 de pacienti internati cu furuncul sau
carbuncul, 276 au fost bédrbati (61%) si 174 - femei
(39%). In urmitoarea figura (Figura 3) este reprezen-
tatd structura pacientilor in functie de gen (%).

in the Department of Oral and Maxillofacial Sur-
gery (OMF) of the Institute of Emergency Medicine
(IEM), in Chisinau during 2011-2015.

To carry out a retrospective analysis of the fre-
quency of patients included in the study, a question-
naire was worked out containing data on the medical
record number in IEM archive, the patient’s name
and surname, gender, age, date of admission and dis-
charge, job, home, clinical diagnosis, time elapsed
from the disease onset, frequency of complaints,
treatment performed.

Database files were created to collect data, all
the considered parameters being entered. The pro-
fessional programming pack Microsoft Office 2012
(Word, Excel, and Power Point) was used for data
storage, analysis, and reading.

Results and discussions

During 2011-2015, 9312 patients were admitted
to IEM, Department of OMF Surgery, 450 (5%) had
facial furuncles and carbuncles (Figure 1).

= Other pathologies

" Furuncle and carbulcle of the face

Fig. 1. Frequency of furuncles and carbuncles (%) in patients
admitted to the Department of OMF Surgery, [EM 2011-2015

The analysis of the medical records of patients
hospitalized with facial furuncles and carbuncles
showed that the abscessed form was the most com-
mon - 400 (89%) patients versus the infiltrative
form was found in 50 patients (11%). The results are
shown in Figure 2.

u Purulent

¥ Infiltrative

Fig. 2. Structure of furuncles and carbuncles according to clinical
form (%)

Of the 450 patients admitted with furuncles or
carbuncles, 276 were male (61%) and 174 - female
(39%). The following figure (Figure 3) shows the
structure of patients by gender (%).



Barbati ™ Barbati
61%
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Fig.3. Structura pacientilor internati cu furuncul si carbuncul in
functie de gen (%)

Vérsta celor 450 de pacienti inclusi in studiu a fost
cuprinsé intre 17 si 87 de ani, constituind in medie 33
de ani, iar durata spitalizérii a fost cuprinsa intre 1 si
10 zile, in medie - 4 zile.

Mai des, furunculul si carbunculul facial a aparut
la pacientii domiciliati in mediul urban - in 310 ca-
zuri (69%) si numai in 140 cazuri (31%) - in localita-
tea rurald (Figura 4).

Mediu rural
31%

™ Mediu urban
Mediu urban
69% ™ Mediu rural

Fig.4. Structura pacientilor internati cu furuncul si carbuncul in
functie de domiciliu (%)

Cel mai frecvent (45%) s-au adresat oamenii
angajati, urmati apoi de studenti (23%), persoanele
neangajate (21%), pensionarii (7%) si elevii (4%). In
Figura 5 este prezentata frecventa in functie de pro-
fesie.

Pensionari
7%

Neangajati Angajat = Angajati

21% 45% =Studenti

= Neangajati

Studenti
23%

Pensionari

W Elevi

Fig.5. Structura pacientilor internati cu furuncule si carbuncule in
functie de profesie (%)

Din numarul total de pacienti (450), 363 (81%)
s-au adresat de sine stititor, iar 87 (19%) au fost
transportati cu ambulanta (Figura 6).

= Women

Fig. 3. Structure of patients hospitalized with furuncles and
carbuncles by gender (%)

The age of the 450 patients enrolled in the study
ranged from 17 to 87 years, averaging 33 years. The
hospitalization duration was between 1 and 10 days,
averaging 4 days.

More often, facial furuncles and carbuncles oc-
curred in urban patients - 310 cases (69%) and only
in 140 cases (31%) in rural areas (Figure 4).

. oty
residents
Rural
residents

Fig. 4. Structure of patients hospitalized with furuncles and
carbuncles by residential areas (%)

The employed people were affected most fre-
quently (45%), followed by students (23%), unem-
ployed (21%), retired (7%) and pupils (4%). Figure
5 shows the frequency depending on the profession.

= Employed
= Students
¥ Unemplyed
' Retired

= Pupils

Fig. 5. Structure of patients hospitalized with furuncles and
carbuncles by profession (%)

Of the total number of patients (450), 363 (81%)
sought medical care, and 87 (19%) required emer-
gency medical care being transported by ambulance
(Figure 6).

|Chirurgie OMF
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Cu ambulanta
19%

™ De sine statdtor

De sine statitor ® Cuambulanta

Fig.6. Structura pacientilor internati cu furuncule si carbuncule
faciale in functie de modul de adresare (%)

Primar, pentru acordarea ajutorului medical spe-
cializat, s-au adresat 427 de pacienti (95%), iar repe-
tat — 23 (5%) (Figura 7).

Repetat
5%

™ Primar

™ Repetat
Primar
95%

Fig.7. Structura pacientilor internati cu furuncule si carbuncule ale
teritoriului OMF in functie de tipul adresdrii (%)

In dependenta de timpul scurs de la debutul bolii
(Figura 8) cel mai frecvent s-au adresat cei, debutul
bolii cdrora a fost cu 48-72 ore in urma - 241 (54%),
apoi sunt cei care se considerd bolnavi deja de 24-48
ore — 91 (20%), cei cu debutul bolii cu 72-96 ore in
urma - 62 (14%), care s-au adresat dupa 96-120 de
ore — 27 (6%), cei cu debutul bolii > 5 zile - 19 (4%),
iar cei care s-au adresat in mai putin de 24 ore - 10
(2%).

m48-72 0re

W24
48-72 ore 24-48 ore

54% m72-96 ore

24-48 ore

20%

96-120 ore
W>1200re

m<24 ore

Fig.8. Structura pacientilor in functie de timpul scurs de la debutul
bolii (%)

Dupd frecventa adresarii cel mai des s-au adresat
la orele 12:00-18:00 - 221 (49%), la orele 06:00-12:00
—145 de pacienti (32%), la orele 18:00-24:00 - 77 au
fost internati (17%) si intre orele 24:00-6:00 - s-au
adresat 7 bolnavi (2%). Rezultate obtinute sunt pre-
zentate in Figura 9.

= Independently

By ambulance

Fig. 6. Structure of patients hospitalized with facial furuncles and
carbuncles depending on the type of medical care seeking (%)

Primarily, 427 patients sought (95%) specialized
medical assistance, and 23 (5%) patients repeatedly
(Figure 7).

™ Primary

Fig. 7. Structure of hospitalized patients with furuncles and
carbuncles of the OMF region depending on the type of medical care
seeking (%)

Depending on the time elapsed from the disease
onset (Figure 8), the most frequent - 241 (54%)patients
- 48-72 hours from the disease onset, then 91 (20%)
patients - 24-48 hours from the disease onset, 62 (14%)
patients - 72-96 hours from the disease onset, 27 (6%)
patients sought medical care within 96-120 hours, 19
(4%) patients with the disease onset > 5 days, and 10
(2%) patients sought medical care in less than 24 hours.

W 48-72hours
W 24-48 hours
" 72-96 hours

96-120 hours
W >120 hours

W <24 hours

Fig. 8. Structure of patients according to the time elapsed from the
disease onset (%)

Depending on the frequency of medical care seeking,
the patients most commonly sought medical care at
12:00-18:00- 221 patients (49%), at 06:00-12:00-145
patients (32%), at 18:00- 24:00 - 77 patients were hos-
pitalized (17%) and at 24:00 - 6:00 — 7 patients (2%).
The results are shown in Figure 9.
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Fig.9. Structura pacientilor in functie de frecventa de adresare (%)

Tratamentul a fost predominant cel chirurgical -
la 382 de pacienti (85%), iar in 68 de cazuri (15%)
pacientii au primit tratament conservativ.

Conservativ
15%

= Chirurgical

™ Conservativ
Chirurgical a

85%

Fig.10. Structura pacientilor tratati in functie de tipul de tratament
(%)

Din cei 450 de pacienti internati cu furuncule si
carbuncule faciale, complicatii (tromboflebita venei fa-
ciale) s-au manifestat in 23 de cazuri (5%) (Figura 11).

Complicat
5%

= Necomplicat

® Complicat

Necomplicat
95%

Fig.11. Structura pacientilor in functie de prezenta complicatiilor
furunculelor si carbunculelor faciale (%)

Concluzii

1. Frecventa pacientilor cu furuncule §i carbun-
cule faciale a constituit 5% din numérul total
de pacienti (9312) spitalizati in sectia de chi-
rurgie OMF in perioada anilor 2011-2015.

2. Analiza datelor statistice a fiselor medicale
ale pacientilor spitalizati in sectia de chirur-
gie OMF cu furuncule si carbuncule faciale
a constatat ca majoritatea acestora au fost in
faza abcedantd (89%).

3. Particularititile anatomo-topografice ale teri-
toriului maxilo-facial si starea imunodeficita-
rd a pacientului determina aparitia complica-

18:00-24:00
14%

12:00-18:00
49%

¥12:00-18:00
®06:00-12:00
06:00-12:00

32% = 18:00-24:00

24:00-06:00

Fig. 9. Structure of patients by the frequency of medical care seeking (%)

Surgical treatment was predominant in 382 patients
(85%), in 68 cases (15%) patients received conserva-
tive treatment.

" Surgical

® Conservative

Fig. 10. Structure of patients by the treatment type (%)

Of the 450 patients hospitalized with facial fu-
runcles and carbuncles, 23 patients (5%) developed
complications (facial thrombophlebitis) (Figure
11).

= With
1 Without

Fig. 11. Structure of patients by the presence of complications of
facial furuncles and carbuncles (%)

Conclusions

1. The frequency of patients with facial furuncles
and carbuncles accounted for 5% of the total
number of patients (9312) admitted to the de-
partment of OMF surgery during 2011-2015.

2. The statistical data analysis of the medical re-
cords of the patients admitted to the depart-
ment of OMEF surgery with facial furuncles
and carbuncles found that most of them were
in the abscessed phase (89%).

3. The anatomic and topographic features of the
maxillofacial region and the patient’s immu-
nodeficiency state lead to complications that

ie OMF

2|Chirurg
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tiilor, care pun in pericol viata pacientului.
4. Aparitia complicatiilor (tromboflebita venei
faciale) a fost depistatd la 5% dintre pacienti.
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EFECTUL APELOR DE GURA ASUPRA
STATUSULUI PARODONTAL
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Rezumat

Scopul studiului a fost de a evalua eficaci-
tatea a doud ape de gurd cu efecte antimicro-
biene in reducerea plicii dentare ca masura de
prevenire a leziunilor parodontale. Material si
metode. 10 pacienti, repartizati aleatoriu in
doud grupe: asistentd parodontala (detartraj
+ periaj) urmatd de recomandarile de ingri-
jire la domiciliu: Grupa A: periaj + irigare
(Clorura de cetilperidiniu); Grupa B: periaj +
irigare (Uleiuri esentiale) de doua ori pe zi la
domiciliu. Indicele CPITN a fost inregistrat la
momentul initial si la 14 sdptamani dupd. Re-
zultate. Dupa 14 sdptdmani de la prima vizita,
grupurile A si B au prezentat rezultate mai
bune la nivelul indicelui CPITN decét la mo-
mentul initial. De asemenea, grupul B a avut
rezultate mai bune decat grupul A. Concluzii.
Utilizarea apei de gurd contribuie la disloca-
rea si indepartarea particulelor de alimente
ramase in cavitatea orald, deci este 0 masurd
adjuvanta favorabild in prevenirea leziunilor
parodontale.

Cuvinte-cheie: parodontologie,
CPITN, apa de gurd.

indicele

Introducere

Parodontologia este o ramurd a stomatologiei
care se ocupa de afectiunile tesuturilor de suport ale
dintilor - parodontiul. Parodontiul este alcatuit din
tesuturile care inconjoara si sprijina dintele: gingia,
ligamentul parodontal, cementul si osul alveolar. [1]
(2] [3]

Exista aproape 600 de specii diverse de bacterii
care colonizeazi cavitatea orald si pot afecta echili-
brul delicat al interactiunilor gazdd-bacterie care duc
spre sandtate sau maladie. Infectia parodontala este
initiatd de agenti patogeni invazivi specifici care co-
lonizeaza biofilmele plécii dentare pe suprafata rada-
cinii dintelui. [4]

Factorii locali si sistemici pot modula, de ase-
menea, susceptibilitatea unui individ la parodontita.
Aceastd provocare cronica a microorganismelor vi-
rulente conduce la distrugerea tesuturilor de suport
moi si dure a sistemului dentar. Studiile araté ca boa-
la parodontala in cele mai severe forme afecteazd in-

THE EFFECT OF MOUTHRINSE
SOLUTIONS ON PERIODONTAL STATUS
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Summary

The aim of the present study was to assess
the efficacy of two antimicrobial mouthwashes
in reducing plaque as a measure of prevention
of periodontal lesions. Material and methods.
10 patients, devided randomly in 2 groups:
Periodontal assistance (scaling + polishing)
followed by home-care recommendations:
Group A: brushing + rinsing (Cetylpyridinium
chloride) twice/day at home. Group B: brush-
ing + rinsing (Essential oils) twice/day at home.
CPITN index was recorded at baseline and 14
weeks after. Results. After 14 weeks since the
first visit, Group A and B showed better re-
sults by the index CPTIN than at the baseline.
Also Group B had better results than group A.
Conclusions. Using mouthwash helps to dis-
lodge and remove remaining food particles in
mouth, thus is a favorable adjunctive measure
in periodontal lesions prevention.

Keywords: periodontology, CPITN index,
mouthrinse.

Introduction

Periodontology is a branch in dentistry con-
cerned with diseases of the supporting tissues of the
teeth - the periodontium. The periodontium con-
sists of the surrounding and supporting tissues of
the tooth: gingiva, periodontal ligament, cementum,
and alveolar bone. [1][2]pathogenesis, and treat-
ment of diseases in an orderly fashion. In addition,
such systems give clinicians a way to organize the
health care needs of their patients. The last time
scientists and clinicians in the field of periodontol-
ogy and related areas agreed upon a classification
system for periodontal diseases was in 1989 at the
World Workshop in Clinical Periodontics. Subse-
quently, a simpler classification was agreed upon
at the 1st European Workshop in Periodontology.
These classification systems have been widely used
by clinicians and research scientists throughout
the world. Unfortunately, the 1989 classification
had many shortcomings including: 1[3]

There is almost more then 600 different species
of bacteria that colonize the oral cavity that can affect
the gentle balance of host-bacterial interactions lead-
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tre 5% si 15% din populatia térilor industrializate, in
timp ce formele incipiente §i intermediare sunt ras-
pandite, precum si in starea reversibild a gingivitei.
(5]

Aceastd maladie poate fi prevenitd prin tratarea
gingivitei in stadiile incipiente. Dacd cea din urma
nu este tratata, gingiile vor fi atacate de acumularea
de bacterii, cunoscutd sub numele de placi dentars,
determinand gingia sd devina separati de dinte si du-
cand la formarea unei pungi parodontale. Dupa for-
marea pungii, placa se poate acumula si afectiunea se
poate agrava. [4] [6]

Scopul studiului

De a evalua eficacitatea a doud ape de gurd anti-
microbiand in reducerea placii ca masura de preveni-
re a leziunilor parodontale.

Material si metode

Studiu controlat, randomizat, de 14 sdptiméni
a fost efectuat de cétre echipa noastra in cadrul ca-
tedrei de Propedeuticd stomatologica ,,Pavel Godo-
roja“, Universitatea de Stat de Medicina si Farmacie
»Nicolae Testemitanu®, din Chisinau, Republica Mol-
dova.

10 pacienti, 6 barbati si 4 femei cu varsta cuprinsa
intre 20 si 35 de ani, au fost selectati pentru a partici-
pa in studiu in baza diagnosticului clinic de gingivita
si parodontita marginald.

Acesti pacienti prezentau gingii hiperemiate si
edematoase care singerau in timpul sondarii.

Gingia manifesta modificari in contur, iar exami-
narea orala a prezentat o igiend orald nesatisfacatoare
prin prezenta plicii si / :
sau a tartrului pe dinti.
Pacientii nu manifestau
careva boli sistemice cro-
nice.

Indicele CPITN a fost
inregistrat la momentul
initial si peste 14 sapta-
mani (Fig.1).

Acesti 10 pacienti au
fost impartiti in doua gru-
puri: toti au primit asisten-
ta parodontald (detartraj +
periaj) (Fig. 2, Fig. 3).

Indicele CPITN a fost
inregistrat la momentul
initial si peste 14 sapta-
mani.

In prima vizitd am in-
registrat: datele generale
ale pacientului ca proto-
col, examen extra- si in-
traoral si, de asemenea,
indicele CPITN. La fieca-
re pacient am efectuat de-
tartrajul si planarea radi-
culard, urmata de periaj.

Fig.1 Sondarea pentru evaluarea indicelui CPITN

Fig.1 Probing for the CPITN Index assessment

ing to health or disease. Periodontal infection is initi-
ated by specific invasive oral pathogens that colonize
dental plaque biofilms on the tooth root surface. [4]

Local and systemic factors can also modulate
an individual’s susceptibility to periodontitis. This
chronic challenge of virulent microorganisms leads
to destruction of tooth-supporting soft and hard
tissues of the periodontium. Studies show that peri-
odontal disease in its most severe forms affects be-
tween 5% and 15% of the population in industrial-
ized countries, while disease presenting at the early
and intermediate stages is widespread, as is the re-
versible condition of gingivitis. [5]

This disease can be prevented by treating gingivi-
tis in the early stages. If, gingivitis is not treated, the
gums will be attacked by bacterial build-up known as
plaque, causing the gum to become separated from
the tooth and resulting in the formation of a peri-
odontal pocket. Once a pocket has formed, plaque
can build up and the disease can become worse. [4][6]

Aim

To assess the efficacy of two antimicrobial mouth-
washes in reducing plaque as a measure of preven-
tion of periodontal lesions.

Material and methods

A 14 week randomized controlled research was
conducted by our team at the department of Den-
tal propedeutics “Pavel Godoroja’, State University
of Medicine and Pharmacy “Nicolae Testemitanu’, in
Chisindu, Republic of Moldova.

10 patients, 6 male and 4 female between ages 20-

w35, were selected to par-

| ticipate based on clinical
diagnosis of gingivitis and
periodontitis. These pa-
tients presented red, swol-
len and edematous gums
that bled while probing.

The gingiva exhibited
changes in the contour and
the oral examination dis-
played bad oral hygiene by
the presence of plaque and/
or calculus on the teeth. The
patients lacked any other
chronic systemic diseases.

CPITN index was re-
corded at baseline and 14
weeks after (Fig.1).

These 10 patients
were equally divided in
2 groups: All of them re-
ceived periodontal assis-
tance (scaling + polishing)
(Fig. 2, Fig. 3).

CPITN index was re-
corded at baseline and 14
weeks after.



Fig. 2 Detartraj ultrasonic
Fig. 2 Scaling using ultrasonic scaler

Fig. 4 Recomandari de ingrijire la domiciliu.

Fig. 4 Home-care recommendations

Procedurile de igiena orala au fost urmate de
recomandarile de ingrijire la domiciliu (Fig. 4, Fig.
5):

Grupa A: periaj + irigare (clorurd de cetilpiridi-
niu - oral B) de doud ori/zi la domiciliu.

Grupa B: periaj + irigare (uleiuri esentiale - Liste-
rine) de doud ori/zi la domiciliu.

Apoi am explicat pacientului tehnica de periaj
dentar, utilizarea flosei dentare si a apei de gurd: de
doua ori/zi dupa periajul dintilor timp de 30 de se-
cunde (Fig.4, Fig.5).

Rezultate

10 pacienti cu diagnostic clinic de gingivitd / pa-
rodontitd marginala localizatd / generalizata au fost
supusi in mod egal asistentei parodontale (detartraj
si periaj), ulterior divizati in 2 grupe:

Grupa A: periaj + irigare (Oral B) de doud ori/zi
la domiciliu.

Grupa B: periaj + irigare (Listerine) de doua ori/
zi la domiciliu.

Varsta medie a fost de 26,1 ani. Toti subiectii au
finisat studiul si niciunul din pacienti nu a prezentat
efecte adverse.

Dupa 14 saptamani, grupurile A si B au prezen-
tat rezultate mai bune prin valorile indicelui CPTIN

.

Fig. 3 Lustruirea dintilor.
Fig. 3 Polishing of the teeth.

Fig. 5 Recomandari de ingrijire la domiciliu
Fig. 5 Home-care recommendations

In the first visit we have recorded the patient’s gen-
eral data as protocol, extra and intra oral examination
and also CPITN index. On each patient we have per-
formed scaling and root planing, followed by polishing.

The oral hygiene procedures were followed by
home-care recommendations (Fig. 4, Fig. 5):

Group A: brushing + rinsing (Cetylpyridinium
chloride - Oral B) twice/day at home.

Group B: brushing + rinsing (Essential Oils - Lis-
terine) twice/day at home.

Then we have explained the patient how correct
to brush the teeth, how to use dental floss and how to
use the mouth rinse: twice a day after brushing the
teeth 30 sec (Fig.4, Fig.5).

Results

10 patients with clinical diagnosis of localized/
generalized gingivitis/periodontitis, equally received
periodontal assistance (scaling + polishing), divided
in 2 groups:

Group A: brushing + rinsing (oral B) twice/day
at home.

Group B: brushing + rinsing (Listerine) twice/day
at home.

The mean age was 26.1 years. All the subjects
completed the study and none of the patients in either
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fata de vizita initiala, totusi grupul B care a utilizat
apa de gura ,Listerine®, a prezentat rezultate mai
bune decét grupul A (Tabelul 1. Fig.6).

group had experienced any severe adverse effects.
After 14 weeks, Group A and B showed better re-

sults by the index CPTIN, but Group B that used ,,Lis-
terine®, has shown better results than group A. (Table

Tabelul 1. Compararea valorilor medii a indicelui CPITN intre cele 1, Fig. 6).
doud grupuri.
Grupul A Table 1. Comparison of the mean values of CPITN index between
111 1.3 111 0.8 two groups.
122 110 Group A
122 1.8 011 0.8 111 1.3 111 0.8
222 111 122 110
222 1.8 010 0.5 122 1.8 011 0.8
221 110 222 111
011 1 001 0.6 222 1.8 010 0.5
121 111 221 110
102 1.3 001 0.6 011 1 001 0.6
122 111 121 111
0.66 1.44 102 1.3 001 0.6
122 111
Grupul B 0.66 1.44
110 0.8 010 0.3
021 010 Group B
111 1.1 010 0.3 110 0.8 010 0.3
112 010 021 010
222 1.8 111 0.6 111 1.1 010 0.3
122 010 112 010
012222 1.5 011 0.6 222 1.8 111 0.6
011 122 010
212 1.3 011 0.3 012222 1.5 011 0.6
111 000 011
0.42 1.3 212 1.3 011 0.3
111 000
0.42 1.3
Discutii _
< S s A s oa 1.6 . .
Dupd 14 saptdmani, in Discussion
; D 1.44 ,
ambele grupuri, pacientii After 14 weeks in both
au prezentat in continuare L4 1.3 groups patients still have
scorul 1 (sngerare la son- score 1 (bleeding at probing)
dare) in sextante, din cauza 1.2 in their sextants because
lipsei cooperirii pacientilor: patients not cooperating:
periaj o singurd dati pe zi, 1 brushing only once a day or
sau lipsa periajului adecvat not appropriately on all sur-
pe toate suprafetele, chiar (g faces even though that they
dacd acestia au fost instruiti were instructed on how to
cu privire la periajul si utili- 0.6 brush and use flossing and
zarea flosei dentare si a apei mouthwash correctly.
de gurd. It has been demon-
S-a demonstrat ci ulein- strated that essential oils
rile esentiale (Listerine) pot (Listerine) can penetrate
penetra patogenii patogeni -2 dental plaque biofilm kill-
din placa dentara, chiar si ing pathogens even in in-
in spatiile interproximale. 0 terproximal spaces. Because

Datoritd difuziei sale in bi-
ofilm, uleiurile esentiale au
activitate substantiala care se
extinde cu cateva ore dupa
perioada de irigare. Apele
de gura cu uleiuri esentiale

continud a fi bine tolerate in comparatie cu apa de
gurd ce contine clorurd de cetilperidiniu (Oral B).

Fig. 6 Reprezentarea graficd de comparare a valorilor medii ale

Group A

indicelui CPITN intre cele doud grupe

Group B

Fig. 6 Graphic presentation of comparison of the mean values of

CPITN index between two groups

of its diffusion into the bio-
film, essential oils have sub-
stantive activity extending
several hours beyond the
rinsing period. Essential oil
mouth rinse continues to

test well when compared to therapeutic mouth rinse
other than Cetylpyridinium (Oral B).



1.

Concluzii

1.

Am reusit sd concluziondm din studiul nostru
céd depozitele dentare moi si dure cu adevirat
contribuie la aparitia afectiunilor parodontale.
Valoarea medie a indicelui CPITN pentru in-
treaga populatie din studiu a fost de 1,37 la va-
loarea initiala, care a scazut mai mult de juma-
tate din valoarea sa: 0,54 dupa 14 sdptdmani.
Baza tratamentului parodontal este in conti-
nuare indepartarea mecanica a depunerilor
bacteriene si a tartrului dentar din mediul
subgingival.

Utilizarea apei de gurd, ca terapie adjuvanta,
ajutd la dislocarea si indepértarea particulelor
rdmase de alimente in cavitatea orald. Alcoo-
lul din apa de gurd penetreazid, de asemenea,
peretii celulari ai bacteriilor, faicaindu-i fie in-
activi, fie nimiciti chiar si in spatii interproxi-
male. Datorita difuziei sale in biofilm, uleiurile
esentiale au activitate substantiald care se ex-
tinde cu cateva ore dupd perioada de irigare.
Apa de gura fird alcool, pe de alta parte, con-
tine in mod obisnuit clorurd de cetilpiridiniu,
care dizolva membrana celulara bacteriana.
Insd cetylpiridiniu este eliminat din cavitatea
mai rapid decat uleiurile esentiale.

Conclusions
1. We were able to conclude from our study

that tooth soft and hard deposits due indeed
contribute and are the leading cause of perio-
dontal diseases.

The mean value of CPITN index for the who-
le population was 1.37 at the baseline, which
was reduced more than a half of its value: 0.54
after 14 weeks.

The backbone of periodontal treatment is still
the mechanical removal of bacterial deposits
and calculus from the subgingival environ-
ment.

Using mouthwash, as an additive therapy, it
helps to dislodge and remove remaining food
particles in mouth.. Because of its diffusion
into the biofilm, essential oils have substan-
tive activity extending several hours beyond
the rinsing period. Alcohol-free mouthwash
on the other hand usually contains cetylpyri-
dinium chloride, which dissolves the bacteri-
al cell membrane Cetylpyridinium is cleared
from the mouth more rapidly than essential
oils.
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Rezumat

Necesitatea studiului respectiv a fost ca-
uzatd si argumentatd de frecventa crescuta a
adresdrii pacientilor cu patologia de eruptie a
molarilor de minte inferiori, care necesitd un
tratament chirurgical. Autorii acestui articol
si-au pus ca scop determinarea eficacitatii anti-
bioticoterapiei, care a complementat tratamen-
tul chirurgical radical de extractie dentara, in
combinatie cu tratament antiinflamator post-
extractional, administrat local. Aceasta combi-
natie a fost efectuatd in vederea reducerii ris-
cului de aparitie al complicatiilor, micsorarea
edemului postoperator, reducerea trismusului,
dar in acelasi moment pentru a evita utiliza-
rea sistemica al preparatelor medicamentoase.
Pentru studiul eficacititii medicatiei locale au
fost inclusi in studiu pacienti cu incluzia mola-
rului de minte inferior care s-au tratat in sectia
de Chirurgie dento-alveolara a Clinicii Stoma-
tologice Universitare nr.2 si au primit medica-
tie locala comparativ cu cei pacienti carora nu
s-a administrat medicatie postoperatorie.

Cuvinte cheie: Antibioticoterapie, inclu-
zie, molarul trei inferior, complicatii.

Introducere

Conform datelor literaturii de specialitate si a date-
lor statistice, incluzia molarului de minte inferior este
cea mai frecvent intilnitd patologie de eruptie dentara

La inceputul anilor 1954, Mead [1] a definit un in-
cluzia dentara ca o patologie a unui dinte care este im-
piedicat sd erupd in pozitia sa normala in arcada den-
tard din cauza malpozitiei, a lipsei de spatiu sau a altor
impedimente. Mai tarziu, Peterson [2], a caracterizat
incluzia ca o ca o retinere a dintelui in procesul alve-
olar, dintele nefiind erupt pe arcada dentara in timpul
asteptat. In 2004, Farman [3] a scris ci dintii inclusi
sunt acei dinti care sunt impiedicati de la eruptie din
cauza unei barieri fizice in calea de eruptie.

Un dinte inclus, e acela a carui posibilitate de a erupe
in pozitia functionald normala dupi ce rddacina acestu-
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Summary

The necessity of this study was caused
and argued by the increased frequency of
patients with pathological eruption of lower
third molars requiring surgical treatment.
The authors of this article had the purpose
of determining the effectiveness of antibi-
otic therapy, the local administration of an
antiinflammatory treatment in combination
with anti-inflammatory therapy. This combi-
nation was performed to reduce the risk of
complications, reduce postoperative swelling,
reduce the trismus, but at the same time to
avoid systemic use of medications. For the
study of efficacy of local drugs, the patients
with lower third molar inclusions were treat-
ed in the Dental Alveolar Surgery Depart-
ment of the University Dental Clinic No. 2
and received local medication compared to
patients who were not given postoperative
medication.

Key words: antibiotic therapy, impaction,
lower third molar, complication.

Introduction

According to data from the literature and data
statistics, impaction of the inferior wisdom molar is
the most common pathology of tooth eruption.

In early 1954 Mead [1] has defined an impact-
ed tooth as a tooth that is prevented from erupt-
ing into position because of malposition, lack of
space, or other impediments. Later Peterson [2],
characterized impacted teeth as those teeth that
fails to erupt into the dental arch within the ex-
pected time. In 2004 Farman [3] wrote that im-
pacted teeth are those teeth that prevented from
eruption due to a physical barrier within the path
of eruption. If there is no possible format, due to
the presence of physical obstacles (other teeth or
hard tissue), ankylosis, systemic illness or a pri-
mary eruption defect, an error may occur in nor-
mal function.



ia deja s-a format nu este posibila, din motivul prezentei
obstacolelor fiziologice (alti dinti sau tesut dur), anchi-
loza, boala sistemica sau defect de eruptie primar.

Aceasta patologie a molarilor trei mandibulari este
o conditie obisnuiti legatd de gradul de dificultate di-
ferit al operatiei de extractie si a riscului de complicatii.

Odontectomia molarului trei inferior inclus este
una dintre cele cele mai frecvente proceduri efectu-
ate de chirurgii maxilo-faciali si dento-alveolari [2].
Utilizarea antibioticelor a fost folosita dintotdeauna
ca o tratament clasic pentru reducerea aparitiei ca-
zurilor de complicatii. [2]. Din pacate, folosirea aces-
tor medicamente fird indicatii specifice (pacienti
imunocompromisi, diabetici, cu risc de bacteriemii
si endocardite) pot avea rezultate negative, cum ar fi
rezistentd microbiand, infectii secundare, distrugerea
membranei intestinale, toxicitate si reactii alergice.

In literatura de specialitate existe date suficien-
te care demonstreazd ca antibioticoprofilaxia orala
postextractionald nu este imperios necesard pacien-
tilor sdnatosi.

Astfel, in acest studiu am incercat sa aplicim aceastd
metoda in cadrul sectiei de Chirurgie dento-alveolara
al Clinicii Stomatologice Universitare nr.2 de a nu pre-
scrie antibiotice orale postoperatorii dupa o interventie
chirurgicald de extractie a molarului trei inferior inclus
si am colectat date retrospectiv pentru acest studiu.

Cu scopul de a compara efectele semnelor cel-
siene postextractionale unui grup de pacienti li s-a
administrat o doza unica postextractionala locald al
antibioticului combinat cu remediul antiinflamator,
celorlalti standardul nostru de rutind de ingrijire
postextractionald (fira a prescrie antibiotice posto-
perator dupd interventia chirurgicald de extractie a
molarului mandibular inclus).

Scopul lucrarii.

Determinarea eficacitatii medicatiei postextrac-
tionale administrata local in vederea reducerii riscu-
lui de aparitie al complicatiilor, micsorarea edemului
si trismusului postoperator.

Materiale si metode

A fost efectuat un studiu clinic retrospectiv cu
aprobarea Comitetului de Bioeticd realizat pe 200 de
pacienti cu incluzia molarului de minte inferior care
s-au adresat pentru efectuarea tratamentului chirur-
gical in sectia de Chirurgie dento-alveolara al Clinicii
Stomatologice Universitare nr.2 in perioada de gesti-
une 2016-2017. Pentru sistematizarea diagnosticului
si aprecierea gradului de dificultate a interventiei chi-
rurgicale, s-au efectuat masurarile spatiului radiolo-
gic format de fata distala al molarului 2 si marginea
anteriord a ramului ascendent al mandibulei, la fel s-a
efectuat masurarea diametrului mezio-distal al co-
roanei molarului 3 inferior prin intoducerea si ana-
liza digitald al ortopantomografiilor in Adobe Pho-
toshop. Fisele medicale au fost sistematizate in doua
grupe de cercetare, conform acestor date colectate, la
100 pacienti, extractia molarului de minte inferior a

This is a common condition linked to the degree
of difficulty of the extraction operation and the risk
of complications.

The odontoctomy of the third impacted mandib-
ular molars is one of the most common procedures
performed by maxillo-facial and dento-alveolar sur-
geons|2]. The antibiotics was always been used as a
classic treatment to reduce the occurrence of com-
plications. [2]. Unfortunately, the use of these medi-
cines without specific indications (immunocompro-
mised, diabetic patients, patients with a high risk of
bacteraemia and endocarditis) can have negative re-
sults such as microorganisms" resistance, secondary
infections, intestinal membrane destruction, toxicity
and allergic reactions.

In the literature, there is sufficient data to dem-
onstrate that post-treatment oral antibiotic prophy-
laxis is not necessary for healthy patients.Thus, in
this study we tried to apply this method in the Dental
Alveolar Surgery Department of the University Den-
tal Clinic No.2 by not prescribing postoperative oral
antibiotics after third impacted molar extraction sur-
gery and we collected the retrospective data for this
study.

In order to compare the effects of Celsian post-
operative signs in the first group of patients were
given a single dose of antibiotic combined with anti-
inflammatorymedication, in the other group were
given the routine post-treatment recommendations
(without prescribing postoperative antibiotics after
tooth extraction).

The purpose of the study

Determining the efficacy of post-treatment
medication administered locally to reduce the risk
of complications, diminishing edema and postopera-
tive trismus.

Materials and methods

A retrospective clinical study was carried in the
Dental Alveolar Surgery Department of the Univer-
sity Dental Clinic No.2 during the period 2017-2018.
with the approval of the Bioethics Committee were
included in the study 200 patients with inferior moth
inclusion who had been referred for surgical treat-
ment.

In order to systematize the diagnosis and assess
the degree of difficulty of the surgical intervention,
measurements of the radiological space formed by
the distal face of the second molar and the anterior
edge of the mandibular ramus were performed, as
well as measuring the mesio-distal diameter of the
crown of the lower molar 3 by the introduction and
digital analysis of orthopantomographies in Adobe
Photoshop.

The medical records were systematized into two
study groups, according to these collected data. In
100 patients, extraction of the inferior moth molar
was supplemented with the single local postexrac-
tional dose of the antibiotic combined with the anti-
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fost completata cu doza unicéd postextractionald lo-
cald al antibioticului combinat cu remediul antiinfla-
mator, iar la 100 pacienti s-a realizat extractia dentara
fard indicatii medicamentoase postoperatorii.
Criteriile de includere au fost:
(1) Pacienti cu varsta de peste 18 ani,
(2) Pacienti cu molarul trei mandibular inclus
partial osos cu sau fard pericoronita sau carii,
(3) Pacientii care nu au primit niciun tratament
antimicrobian timp de cel putin 6 saptaimani
inainte de procedura.
Criteriile de excludere au fost:
(1) Pacientii imunocompromisi sau cei cu boli
sistemice compromise,
(2) Pacientii cu patologie locala, cum ar fi chisturi
sau tumori asociate cu dintele afectat,
(3) pacienti care au primit antibiotice pentru in-
fectii sistemice recente, de pana la 6 saptamani,
(4) pacienti cu insuficientd mentala si pacienti
care nu pot veni la vizite repetate,
(5) pacientii la care tratamentul chirurgical de ex-
tractie dentard a durat mai mult de 2 ore.
Datele celor 200 de pacienti au fost colectate in
conformitate cu criteriile de includere si de exclude-

inflammatory remedy, and in 100 patients the dental
extraction without postoperative medicines.

The inclusion criteria were:

(1) Patients over 18 years of age,

(2) Patients with the third mandibular molar par-
tial bone impacted with or without pericoro-
nitis or caries,

(3) Patients who have not received any antimicro-
bial treatment for at least 6 weeks prior to the
procedure.

The exclusion criteria were:

(1) Immunocompromised or systemic compro-
mised patients,

(2) Patients with local pathology, such as cysts or
tumors associated with the affected tooth,

(3) patients who received antibiotics for recent
systemic infections up to 6 weeks,

(4) patients with mental impairment and patients
who can not come to repeated visits,

(5) patients in whom surgery for dental extracti-
on lasted more than 2 hours.

The data of the 200 patients were collected in ac-

cordance with the inclusion and exclusion criteria
above. Preoperative pain, facial measurements and

Tab. 1. Scara vizual analogica a durerii

Scara vizual analogica (VAS) a durerii

200
— -

o 1 2 3 4 6 2
Farsi durere | Foarte ugoarii | Discomfort Tolerabilia Durere Durere Foarte
. suparitoare deranjanta intensa intensa

Durere minora

Durere moderata

Durere severa

Existi o posibilitate de adaptare psihologica.
Trece repede sub actiunea analgezicelor.
adaptare la durere.

O durere ce nu afecteaza activitatile normale. O durere ce afecteaza ritmul normal de viata,
cu anumite schimbari, insa pacientul poate

raméne independent, Este imposibila o

Este imposibila angajarea in activitatile normale. Pacientul
este incapabil de a functiona independent.

Durere abla | purere Durere Durere Durere Durere O durere O durere acit | intorelabila, | O durere
perceptibila. | minora perceputii ca | puternica, puternica, puternica, asemanatoare | de intensi atit de extrem de
859l.ﬂmmﬂl'e o intepatura | jniensa, intensa, intensa, cu cea din inciit giindirea In}ensﬁ inciit n.ltem” .
unei ugoare | ge ac san simtita in intepiitoare | intepatoare | punctul 6, cu 1 mai este ghndireanu | pierderea
stringeri. chiar ca o permanenta, simtita in simgita in exceptia clara, survin | mai este c_lari, constientei.
taietura. nepermitind o | permanenta, |permanen(i, | faptuluica  |schimbaride | apare cerinfa
Acest tip de posibilitate de | cu afectarea | domind toate | afecteazain |Per litate, | de N
durere poate | adaptare la ritmului de simgurile permanenta apar ganduri !mtemte“!au
fiperceput in | gceasta viata normal | normale, simturile, suicidale. mr,-erve!l;n
mod diferit de | gyrere. si a starii de | afectind géndirea si dn_rm'g_]rale,
fiecare dispozitie uneori chiar §i | congtienta. (:.Inar s
persoani. gandirea. riscuri, apar
ganduri
suicidale,

Table 1. Analog Visual Scale
COMPARATIVE PAIN SCALE CHART (Pain Assessment Tool)

P = = =
(8.9)|(08)
|\t
o 1 2 4 % [ W;:'\!
i g
Pain Free VeryMild | Discomforting Distressing n|.m_.?.-.19 Intense ;
Mo Pain Minor Pain Maoderate Pain Severe Pain
Feeling Magging, annoying, but doesn't imterfere | Interferes significantly with daily Disabling; unable to perform daily living activities.
perfectly with mast daily living activities. Patient living activities. Requires lifestyle Unable to engage in normal activities. Patient is
normal able to adapt to pain psychologicallyand | changes but patient remains disabled and unable to function independently.

with medication or devices such as

cushians. adapt pain.

independent. Patient unable to



re de mai sus. Au fost evaluate prechirurgical durerea,
efectuate mésurari faciale si deschiderea gurii. Inter-
ventiile chirurgicale au fost realizate conform regulilor
asepticii. Toti pacientii au primit urmatoarele instruc-
tiuni: (1) Aplicarea unei pungi de gheatd pentru pri-
mele 24 de ore dupa interventia chirurgicala - 10 min
la fiecare 2 ore (2 ) Evitarea somnului pe partea ope-
ratd, (3) Respectarea unei o diete rece, moale, lichida

/ semi-solida, (4) Consumarea analgezicelor prescrise
Evaluarea durerii a fost efectuatd prin metoda

VAS: Scara vizuald analogicé (Tab.1).

Aprecierea edemului postoperator cu o banda fle-
xibild folosind 3 planuri de referinta [13]:

— AC linia ce uneste cel
mai posterior punct
al tragusului auricular
pand la punctul lateral
al coltului gurii

— AD linia ce uneste cel
mai posterior punct
al tragusului auricular
pani la tegumentul po-
gonionului

— BE linia ce uneste un-
ghiului extern al ochiului pana la cel mai inferior
punct al unghiului mandibular
Rezultatul edemului facial se calculeazd ca dife-

renta dintre edemul preoperator (AC+AD+BE) si cel

postoperator (AC+AD+BE).

Edemul, in mod normal, se compenseaza cu lezi-
unea chirurgicald provocata si se diminueaza intre a
3-a sia 4-a zi postoperatorie.

Evaluarea deschiderii gurii. In mod normal, des-
chiderea gurii mai mare de 2 degete este asteptatd in
ziua a 3-a dupd interventia chirurgicala. Dar redu-
cerea deschiderii gurii este intotdeauna un semn de
infectie, dacd nu este insotitd de febra, prezenta puro-
iului si cresterea edemului.

Rezultate si discutii

Analiza comparativd al literaturii de specialitate
si datelor obtinute in urma studiului a permis siste-
matizarea rezultatelor. Studiul statistic releva frec-
venta de incluzie al molarului de minte inferior in
dependenta de virsta pacientilor (tabelul 2) [4].

Tab. 2. Frecventa incluziei

mouth opening were evaluated. Surgery was per-
formed according to aseptic rules.
All patients received the following instructions:
(1) Applying an ice pack for the first 24 hours af-
ter surgery - 10 minutes every 2 hours,
(2) Avoiding sleep on the side,
(3) Respecting a cold, soft, liquid / semi-solid,
(4) Consumption of prescribed analgesics.

Pain assessment was performed using the VAS
method: Analog Visual Scale (Table 1).

Appreciation of postoperative swelling with a
flexible band using 3 reference planes [13]:

— AC line joining the
posterior point of the
auricular tragus to the
lateral point of the cor-
ner of the mouth

— AD line joining the
posterior point of the
auricular tragus to the
skin of the pogonion

— BE the line joining the
external angle of the
eye to the lowest point
of the mandible angle
The result of facial swelling is calculated as the

difference between preoperative edema (AC + AD +

BE) and postoperative edema (AC + AD + BE).
Edema normally compensates for the surgical le-

sion and diminishes between the 3rd and 4th post-

operative day.

Assessment of mouth opening. Normally,
mouth opening bigger than 2 fingers is expected on
day 3 after surgery. But reducing the opening of the
mouth is always a sign of infection if it is not accom-
panied by fever, the presence of pus and increased
edema.

Results and discussions

The comparative analysis of the literature and
data obtained from the study allowed the systemati-
zation of the results. The statistical study reveals the
inclusion frequency of the lower mandibular molars
depending on the age of the patients (Table 2) [4].

Table 2. Frequency of impaction

Grupe de virste Procentul Age group Percent
16-25 37,5 % 16-25 37,5 %
26-35 28,0 % 26-35 28,0 %
36-45 2,5% 36-45 2,5%
46-55 1,5 % 46-55 1,5 %
56-65 0,5 % 56-65 0,5 %
Total 100 % Total 100 %

Formele clinice ale molarilor de minte inferior
sunt extrem de variate, de aceea pentru a sistemati-
za diagnosticul i gradul de dificultate a interventiei
chirurgicale, s-a propus folosirea clasificérii incluziei
molarului de minte inferior in raport cu spatiul exis-

The clinical forms of lower third molars are ex-
tremely varied, so to systematize the diagnosis and
the degree of difficulty of surgery, it was proposed to
use Pell and Gregory classification that describes the
relationship the impacted inferior molar to ramus of
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tent intre fata distala a molarului doi si marginea an-
terioara a ramului ascendent mandibular dupa Pell si
Gregory, distingind 3 clase [5]:

I. Spatiul dintre fata distald a molarului 2 si mar-
ginea anterioard a ramului ascendent mandibular

the mandible and the second molar [5]:

Class I - sufficient space available between the
anterior border of the ascending ramus and the distal
side of the second molar for the eruption of the third
molar. (figure 1,2)

Fig.1 Clasa | dupa Pell si Gregory (schematic)
Fig.1 Class | Pell and Gregory (scheme)

Clasa IT

Fig.3 Clasa Il dupa Pell si Gregory (schematic)

Fig.3 Class Il Pell and Gregory (scheme)

Fig.5 Clasa Il dupa Pell si Gregory (schematic)

- Fig.5 Class Ill Pell and Gregory (scheme)

Fig.2 Clasa | dupa Pell si Gregory (OPG)
Fig.2 Class | Pell and Gregory (OPG)

Fig.4 Clasa Il dupa Pell si Gregory (OPG)
Fig.4 Class Il Pell and Gregory (OPG)

Fig.6 Clasa Il dupa Pell si Gregory (OPG)
Fig.6 Class Il Pell and Gregory (OPG)



este egal sau mai mare decat diametrul mezio-distal
al molarului de minte (figura 1,2).

II. Spatiul dintre fata distald a molarului 2 si mar-
ginea anterioard a ramului ascendent mandibular
este mai mic decit diametrul mezio-distal al molaru-
lui de minte (figura 3,4)

ITI. Molarul de minte se gaseste situat in ramul
ascendent mandibular, spatiul retromolar fiind redus
la minimum (figura 5,6).

Reesind din clasificarea data si analiza digitala al
ortopantomografiilor in Adobe Photoshop, am pu-
tut clasifica cliseele radiologice ale pacientilor in asa
mod cé sd obtinem date obiective despre dificultatea
si tipul interventiei si necesitatea medicatiei postex-
tractionale in baza acestor masurari.

Conform datelor obtinute la finalul studiului s-a
constatat ca gradul de incluzie nemijlocit influentea-
za metoda chirurgicald de extractie, la fel aceasta de-
termina si tactica medicamentoas folosita.

Reesind din vizitele repetate, obligatorii la a 3-a
si a 7-a zi §i prin mdsurarea edemului tesuturilor
moi, exobucal, si al trismusului pe linia mediana de
la marginea incisivala superioara pind la marginea
incisivala inferiord am observat diminuarea edemu-
lui si trismusului, marirea comfortului pacientului in
cazul cind extractia dintelui de minte inferior a fost
complementatd de medicatia locald postextractiona-
13, datele obtinute de noi sunt confirmate si in alte
studii bazate pe analiza comparativd al medicatiei
antiinflamatoare steroidiand si non-steroidiana, care
demonstreaza eficacitatea acestora la fiecare etapa al
procesului inflamator, avind in acelasi timp un efect
immunodepresiv, antialergic si antialgic [6].

Concluzii

Antibioticoterapia locala este eficientd in vederea
reducerii riscului de complicatii postextractionale. Ast-
fel, utilizarea unei doze de antibiotic local scade riscul
complicatilor cu 16 %, totodata antibioticoterapia loca-
14 nu are aceleasi reactii adverse al administrarii siste-
mice, precum cresterea rezistentei microorganismelor
si perturbarea florii intestinale. La fel, studiul a eveden-
tiat o corelatie dintre complicatii si clasa de incluzie al
molarului de minte inferior in raport cu spatiul existent
intre fata distald a molarului doi si marginea anterioara
a ramului ascendent mandibular dupa Pell si Gregory.

Tratamentul antiinflamator local, datoritd efectu-
lui sdu antiinflamator, immunodepresiv, antialergic
si antidolor produce o reducere semnificativé al ede-
mului postoperator, mareste comfortul pacientului
prin micsorare trismusului si durerii locale permite
reabilitarea mai rapida al pacientilor.

Class II - the space available between the ante-
rior border of the ramus and the distal side of the
second molar is less than the mesiodistal width of the
crown of the third molar. (figure 3,4)

Class III - the third molar is totally embedded in
the bone from the ascending ramus because of abso-
lute lack of space. (figure 5,6).

Based on this classification and digital orthop-
antomographies analysis in Adobe Photoshop, we
were able to classify patients’ radiological radio-
graphs so that we can obtain objective data on the
difficulty and type of intervention and the need for
post-treatment medication based on these measure-
ments.

According to the data obtained at the end of the
study it was found that the degree of impaction di-
rectly influences the surgical method of extraction,
as well as the drug tactic used.

Proceeding on the repeated visits, made obliga-
tory on the 3rd and 7th day, measuring the edema of
soft exobucal tissues, the trismus, from the median
line of the upper incisive edge to the inferior incisive
edge, we noticed the diminution of edema, trismus
and in the end, the patient comfort, when inferior
tooth extraction was complemented by post-treat-
ment local medication. The data we have obtained
were also confirmed in other studies based on com-
parative analysis of steroidal and non-steroidal anti-
inflammatory medication, demonstrating their effi-
cacy at each stage of the process inflammatory, at the
same time having an antidepressant, antiallergic and
antialgic effect [6].

Conclusions

Local antibiotic therapy is effective in reducing
the risk of post-operative complications. Thus, using
a local antibiotic dose reduces the risk of complica-
tions by 16%, local antibiotic therapy does not have
the same side effects of systemic administration, such
as increased microorganism resistance and intestinal
floral disruption. The study also revealed a correla-
tion between the complications and the inclusion
class of the inferior molar impacted inferior molar
to ramus of the mandible and the second molar after
Pell and Gregory.

Local anti-inflammatory treatment due to its
anti-inflammatory, immunodepressive, anti-allergic
effect produces a significant reduction in postopera-
tive edema, increases patient comfort by reducing
trismus and local pain, allowing for faster rehabilita-
tion of patients.

2.
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Rezumat

Caria dentara este un proces patologic
manifestat dupa eruptia dintilor, in cadrul ca-
ruia are loc demineralizarea si ramolismentul
tesuturilor dure ale dintelui cu formarea ulte-
rioard de defect cavitar, frecventa acestei pato-
logii ajungand in prezent la valorile de 80-98%
din populatie, motiv pentru care caria dentara
si complicatiile ei rdimé4n la momentul actual
una din principalele probleme ale stomatolo-
giei, acest aspect fiind confirmat prin rezulta-
tele cercetdrilor savantilor din intreaga lume.
Caria dentara profunda prezintd de cele mai
multe ori sfarsitul vitalitdtii dentare in cazul
lezérii pulpei dentare. Multd perioada s-a cdu-
tat tehnica si materialul perfect, care ar putea
sa izoleze dentina de materialul pentru obtu-
rarea cavitatii carioase, un material care si ne
ajute la péstrarea vitalitatii pulpare, stoparea
procesului carios si stimularea regenerarii te-
suturilor dentare. Astfel prin utilizarea tehni-
cii Stepwise la un anumit numér de pacienti
au fost folosite preparate pe baza de hidroxid
de calciu, iar la altii mineralul trioxid agregat
ce a prezentat rezultate uimitoare, prevenind
astfel inflamatia pulpei dentare.

Cuvinte cheie: Carie profundd, Tehnica Step-
wise, hidroxid de calciu, mineral agregat trioxid.

Introducere

Caria dentara este un proces patologic mani-
festat dupd eruptia dintilor, in cadrul cdruia are loc
demineralizarea si ramolismentul tesuturilor dure
ale dintelui cu formarea ulterioara de defect cavitar,
frecventa acestei patologii ajungind in prezent la va-
lorile de 80-98% din populatie, motiv pentru care ca-
ria dentard si complicatiile ei ramin la momentul ac-
tual una din principalele probleme ale stomatologiei,
acest aspect fiind confirmat prin rezultatele cercetd-
rilor savantilor din intreaga lume .[1][2] Progresele
realizate in domeniul preventiei si profilaxiei cariei
dentare din pdcate nu ajung s fie cunoscute de po-
pulatia din tara noastra, fiindca mijloacele specifice
de profilaxie a cariei dentare se dovedesc a fi straine
pentru pacienti si insuficient aplicate de catre medi-
cii stomatologi. Explicarea acestor metode necesitd
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Summary

Dental caries is a pathological process
manifested after tooth eruption and charac-
terized by the demineralization and soften-
ing of the tooth hard tissue with subsequent
cavity formation. Dental caries frequency is
currently 98% of the population, which is
why dental caries and its complications are
nowadays one of the main problems in den-
tistry. This is confirmed by researches results
from around the world. Deep dental caries
often presents the end of tooth vitality. For a
long time dentists have tried to find a perfect
technique and material that could isolate the
dentin from the filling material, a material
that helps to preserve the pulp vitality and is
able to stop the carious process and stimulate
the regeneration of the dental tissues. Thus,
Stepwise technique used in a number of pa-
tients along with calcium hydroxide prepa-
rations, and mineral trioxide aggregated in
other patients, showed amazing results, thus
contributing to the prevention of dental pulp
inflammation

Key words: deep caries, Stepwise technique,
calcium hydroxide, mineral trioxide aggregate.

Introduction

Dental caries is a pathological process manifested
after tooth eruption, in which demineralization and
softening of the dental hard tissue take place with
subsequent cavity formation. Currently, the disease
frequency reaches 80-98% of the population, which
is why dental caries and its complications are nowa-
days one of the main problems of dentistry, this fact
being confirmed by the results of the researches from
all over the world. [1] [2]

The progresses in the field of dental caries pre-
vention unfortunately are not known by the popu-
lation of our country, because the specific means of
dental caries prophylaxis prove to be unknown to
patients and insufficiently applied by dentists. Ex-
plaining these methods takes time, and often the
dentist proves to be extremely concerned about the
restorative side of the treatment neglecting the pro-
phylactic approach to dental disease. In addition, to



timp, iar deseori medicul se dovedeste a fi extrem
de preocupat de latura restaurativd a tratamentului
si neglijeaza abordarea de tip profilactic a afectiunii
dentare. In plus, pentru a fi eficient, orice program
preventiv impune prezentarea la controale periodice
in lipsa acuzelor subiective, obiectiv care pentru a fi
transpus in practica trebuie sa depéseascd barierele
educationale. Motiv pentru care caria dentara rama-
ne o problema permanentd in stomatologie. [3]

Initierea si progresia cariilor dentare sunt favori-
zate de o multime de microbi care produc acizi, totusi
cei maj agresivi fiind considerati streptococii si lacto-
bacili. Infiltrarea microorganismelor in dentini a fost
studiatd de multi autori care au sustinut cd ultimele
urme de dentind rdmolita sunt sterile, in timp ce altii
au fost de parerea cd dentina demineralizatd in cavi-
tatile profunde nu pot duce la prelungirea degradarii,
dar mentine aciditatea punind astfel in pericol vitali-
tatea pulpei dentare, cu atat mai mult la neinlaturarea
stratului de dentina demineralizatd riscim s obtinem
o fundatie instabila pentru restaurarile dentare . [4]

Dacé pind la sfirsitul secolului XIX era folosit pe
larg principiul lui G.V.Black bazat pe extensia pro-
filacticd a limitelor cavititii carioase pind la tesutul
dentar sanatos pina la “zone imune’, rar afectate de
carie, actualmente se considera mai corect principiul
formulat de I.G.Lukomsky care este bazat pe “utili-
tatea biologicd”, conform careia extensia se realizeaza
econom , smaltul si dentina sunt indepartate pina
la zone vizibil sinitoase. [2] Indepirtarea completa
a dentinei carioase nu poate fi o conditie prealabild
pentru a preveni progresia cariilor dentare.Lasind
unele tesuturi cariate sub o restaurare nu influentea-
za neapdrat si succesul tratamentului.Studiile pe ter-
men scurt de 36-45 de luni in care dentina cariata a
fost sigilata, a ardtat lipsa unei progresii a leziunii si o
scadere a numarului de microorganisme. [5]

Dat fiind faptul ca smaltul si dentina nu poseda
capacitati de regenerare, odatd aparut defectul in te-
suturile dure este necesar de a substitui tesutul afectat
cu material de obturatie.Una din directiile prioritare
in acest sens este aplicarea in tratamentul cariei pro-
funde a remediilor medicamentoase cu actiune an-
tiseptica, antiinflamatoare si stimulatoare.In acelasi
timp ele trebuie sé fie lipsite de asa caracteristici ne-
gative precum instabilitatea la contactul cu tesuturile
dentinare si cu lichidul dentinar, toxicitatea, insusiri
antigene si de iritare a pulpei.Actualmente se acre-
diteaza din ce in ce mai mult ideea unor tratamente
care sa conserve vitalitatea pulpei in totalitate, chiar
si in cazurile in care procesul carios a ajuns pina in
faza unor inflamatii pulpare incipiente. [6]

Tratamentul cariilor profunde este unul din cele
mai problematice aspecte ale stomatologiei terape-
utice, intrucat de corectitudinea acestei manipulatii
depinde vitalitatea dintelui si probabilitatea dezvolta-
rii complicatiilor ulterioare.

In calitate de material curativ in tratamentul cari-
ei profunde poate fi folosit hidroxidul de calciu, acesta
din urma dovedind o activitate antimicrobiana eficien-

be effective, any preventive program requires regular
check-ups in the absence of subjective complaints, an
aim which, in order to be ahieved, must go beyond
educational barriers. Therefore, this is the reason
why dental caries remains a permanent problem in
dentistry. [3]

The onset and progression of dental caries are fa-
vored by a myriad of acid-producing microbes, yet
the most aggressive being considered streptococci
and lactobacilli. The infiltration of microorganisms
into the dentin has been studied by many authors
who argued that the last traces of softened dentine
are sterile, while others thought that demineralized
dentin in deep cavities can not lead to a prolonged
degradation but it maintains acidity, thereby endan-
gering the dental pulp vitality. Moreover, if the de-
mineralized dentin layer is not removed, we risk to
produce an unstable foundation for dental restora-
tions. [4]

If by the end of the 19™ century G.V. Black's
principle was widely used based on the prophylactic
extension of the borders of the carious cavity up to
the healthy dental tissue, namely to “immune zones”
rarely affected by caries. I.G. Lukomsky's principle
is based on the “biological utility” that the exten-
sion is made economically, enamel and dentin being
removed to visibly healthy areas. [2] The complete
removal of the carious dentine can not be a prereq-
uisite to prevent the progression of dental caries. If
some carious tissues are left under a restoration, they
do not necessarily influence the treatment success.
Short-term studies of 36-45 months in which the
carious dentin was sealed, lack of lesion progression
and decrease in the number of microorganisms were
found. [5]

Given the fact that the enamel and dentin do not
possess regenerative capacities, once the defect in has
occurred the hard tissues, it is necessary to substitute
the affected tissue with filling material. One of the
priority directions in this respect is application of an-
tiseptic, anti-inflammatory and stimulant medicated
remedies in the treatment of deep caries. At the same
time, they must be free of such negative character-
istics as the instability of contact with dental tissues
and dental fluid, toxicity, antigenic properties and
pulp irritation features. More and more, the idea of
some treatments preserving the pulp vitality in its en-
tirety is increasingly supported, even in cases where
the carious process has reached the stage of early
pulp inflammation. [6]

The treatment of deep caries is one of the most
problematic aspects of therapeutic dentistry, since
the tooth vitality and the likelihood of developing
further complications depend on the correctness of
therapeutic manipulations.

Calcium hydroxide can be used as a curative
material in the treatment of deep caries. It proves
an effective antimicrobial activity, also inducing
the formation of reparative dentin. However, it has
been shown that calcium hydroxide does not offer
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td si care inducea deasemenea formarea de dentind re-
paratorie. Cu toate acestea s-a dovedit cd hidroxidul de
calciu de cele mai multe ori nu oferd o adaptare etansa
catre dentina, deci nu promoveazi diferentierea odon-
toblasticd si pe 1angd toate s-a demonstrat citotoxicita-
tea in culturile celulare, formarea dentinei reparatorii
fiind caracterizata prin “defectul de tunel”Acest defect
de tunel in cadrul formdrii podului de dentind (Figura
1) poate fi calea de patrundere a microorganismelor si
activarea celulelor imunitare, respectiv se obtine o irita-
re pulpara cu producerea calcifierilor distrofice.

Tot mai frecvent specialistii utilizeazd minera-
lul trioxid agregat (MTA), acesta prezintd un ciment
silicat bioactiv ce s-a dovedit a fi foarte eficient in
tratamentul cariei profunde. Materialul poseda pro-
prietati deosebite din cauza dimensiunii mici a parti-
culelor, capacitatea de etansare, ph-ul sdu alcalin care
este stabil si elibereazd lent ioni de calciu. Mineralul
trioxide agregat induce proliferarea celulelor pulpare,
eliberare de citokine, formarea de tesut cu duritate
foarte inalta si sinteza unei interfete cu dentina care
seamdnd cu hidroxiapatitd in compozitie. [7]

Studii publicate in ultimii zece ani sustin aplica-
rea in practica a unei noi tehnici de terapie a cariilor
dentare profunde cu evolutie acuta, denumita tehni-
ca Stepwise . Aceastd tehnica reprezintd o alternati-
va care poate reduce semnificativ riscul de expune-
re a camerei pulpare In cazurile de leziuni carioase
adanci, indepdértarea totald a tesutului carios poate
provoca expunerea accidentala a pulpei, care poate
fi evitatd prin utilizarea tehnicii de excavare. Aceasta
consta in excavarea partiala a dentinei
contaminate §i aplicarea unui bioma-
terial, cu scopul de a reduce progresia
leziunii sau chiar de a o opri. Rezulta-
tele studiilor clinice si microbiologice
sustin reducerea numérului de bacterii
si oprirea in evolutie a leziunilor cari-
oase dupa o perioadd de 36 sdptimani
de la aplicarea unor materiale cu pro-
prietati antiseptice. Dentina deminera-
lizatd se transformd progresiv intr-un
tesut dentinar de consistentd crescuti
similar dentinei prezente in leziuni-
le carioase oprite in evolutie. Tehnica
Stepwise stimuleaza reactiile defensive
ale complexului pulpodentinar prin re-
mineralizare si neodentinogeneza.[8]

Scopul lucrarii
Evaluarea ratei succesului in tratamentul cariei
profunde prin uilizarea tehnicilor moderne.

Materiale si metode

In conformitate cu scopul si obiectivele inves-
tigationale ale lucrérii au fost supusi examinarii 18
pacienti diagnosticati cu carie dentara profunda, se-
lectati in functie de modul in care acestia s-au adre-
sat pentru ingrijiri medicale, dintre care 10 au fost
de sex femenin si 8 de sex masculin, 6 fumatori si 12

Fig. 1. Formarea podului de dentind
Fig. 1. Dentine bridge formation

a tight seal to the dentin, so it does not promote
odontoblastic differentiation and. In addition, cy-
totoxicity in cell cultures has been demonstrated,
the formation of reparative dentin being character-
ized by “tunnel defect”. The tunnel defect in dentine
bridge formation (Figure 1) can be the pathway of
penetration of microorganisms and the activation
of immune cells, and respectively pulp irritation
occurs with the production of dystrophic calcifica-
tions.

More and more frequently, dentists use min-
eral trioxide aggregate (MTA). It is a bioactive sili-
cate cement that has proven to be very effective in
treating deep caries. The material possesses special
properties due to the small particle size, sealing ca-
pacity, its stable alkaline pH, slowly releasing cal-
cium ions. Mineral trioxide aggregate induces pulp
cell proliferation, cytokine release, very high hard
tissue formation, and synthesis of the dentin inter-
face resembling hydroxyapatite by its composition.
(7]

Studies published over the past ten years support
the practical application of a new therapeutic tech-
nique for acute deep dental caries called Stepwise
technique. This technique is an alternative that can
significantly reduce the risk of the pulp exposure.
In cases of deep carious lesions, the total removal
of the carious tissue can cause accidental pulp ex-
posure, which can be avoided by using the excava-
tion technique. It consists in the partial excavation
of the contaminated dentin and the application of
a biomaterial in order to reduce the
progression of the carious lesion or
even to stop it. The results of clinical
and microbiological studies support
the reduction of bacterial counts and
the cessation of carious lesions in a
36 week period after the application
of antiseptic materials. The deminer-
alised dentin progressively converts
into a dentin-like tissue of increased
consistency similar to dentin present
in carious lesions stopped in evolu-
tion. Stepwise technique stimulates
the defensive reactions of the pulp-
dentin complex by remineralization
and neodentinegenesis. [8]

Purpose of the study
To evaluate the success rate in the treatment of
deep caries using modern techniques.

Materials and methods

A group of 18 patients diagnosed with deep den-
tal caries were selected and subjected to examination,
of which 10 were female patients and 8 male patients,
6 smokers and 12 non-smokers, aged 18-40. Among
the teeth included in the study, there were: 16 molars,
6 premolars, 2 incisors. (Fig. 2)



nefumatori cu vérste cuprinse intre 18-40 ani. Dintre
dintii alesi in studiu au fost: 16 molari, 6 premolari,
2 incisivi. (Fig. 2)

Total: 24 dinti

2 incisivi

16 molari

6 premolari

A

Fig.2. Repartizarea cazurilor in dependenta de dintii luati in studiu

In cadrul studiului au fost examinate si clasificate
procesele carioase in functie de localizarea acestora

Total: 24 teeth

2 incisors

16 molars

6 premolars

Al

Fig.2. Distribution of cases depending on the teeth studied

In the study, the carious processes were examined
and classified according to their localization accord-
ing to G.V.Black, 24 carious processes being detected
in the sample of 18 patients. (Fig.3)

conform lui G.V.Black, la esantionul de 18 pacienti 107 |
s-au depistat 24 procese carioase. (Fig.3) 8 - WIS
H Class I
07 | 1 Class IIl
s M Clasal 4 A W Class IV
. H Clasall 5 \ m Class V
Clasa Il Y
4 1 X mClasa IV 0 . !
/ Dental Caries
2 1 \w\‘ sy Class| | ClassIl | Class Il | Class IV | ClassV
0 : - Dental |, 8 3 1 2
Caria caries
Clasal | Clasall | Clasalll | Clasa IV | ClasaV Fig.3. Caries distribution by classes
Caria 10 8 3 1 2 according to Black’s classification

Fig.3.Repartitia cariei pe clase conform clasificarii lui Black

Ulterior dintii au fost reparizati aleator in doua
grupuri, grupul I-de control alcatuit din 10 dinti la
care s-a aplicat tratamentul cariei profunde prin teh-
nica Stepwise folosind un material pe baza de hidro-
xid de calciu(Base.it Spident)si grupul II- alcatuit din
14 dinti la care s-a aplicat mineralul trioxid agregat
(Pro Root MTA Dentsply).

Dupa ce s-a efectuat anestezia loco-regionald si
s-a aplicat diga, s-a inldturat smaltul afectat cu o fre-
za diamantatd la turatii mari, sub irigare abundenta.
Pentru inldturarea dentinei alterate restante am folo-
sit excavatoare si lingurite Black, de dimensiuni co-
respunzitoare cavititii, sau freze sferice mari, la piesa
contraunghi, la turatii mici. Dupé prelucrarea medi-
camentoasd a cavitatii, am plasat un strat din fiecare
material cu grosimea de aproximativ 2mm deasupra
tesutului dentinar. La dintii la care am folosit mine-
ralul trioxid agregat, am plasat deasupra materialului
o buleta de vatd umectatd in apa distilata, fiindca ma-
terialul este hidrofil acesta face prizé in aproximativ 4
ore de la aplicare. Deasupra am plasat un strat de ci-
ment provizoriu (Fugi IX, GC). Dupd 3-4 zile s-a veri-
ficat suprafata biomaterialului si s-a aplicat obturatia
definitivd compozitul fluid de umplutura pe bazi de
rasind care este fotopolimerizabila (SDR, Dentsply),
materialului compozit fotopolimerizabil (EsFlow,
Spident);(G-znial, GC). Pacientii au fost monitorizati

Subsequently, the teeth were randomly assigned
to two groups, group I - the control group consist-
ing of 10 teeth with deep caries treated with Step-
wise technique using material containing calcium
hydroxide (Base.it Spident), and group II - con-
sisting of 14 teeth on which mineral trioxide ag-
gregate (Pro Root MTA Dentsply) was applied.
Having performed local-regional anesthesia and
having applied the rubber dam, the affected enamel
was removed with a diamond bur at high revolu-
tions under abundant irrigation. In order to remove
the undermined dentine, we used Black excavators
and spoons, sized for the cavity, or large spherical
burs at low contra-angle revolutions. After having
performed the medicated treatment of the cavity,
we placed a layer of each material of about 2mm
thick over the dental tissue. In the teeth treated with
mineral aggregate trioxide, we applied cotton wool
soaked into distilled water over the material be-
cause it is hydrophilic, setting in about 4 hours after
application. We placed a provisional cement layer
(Fugi IX, GC) on it. After 3 to 4 days, the surface of
the biomaterial was checked and final photopoly-
merizable composite resin-based fluid filling (SDR,
Dentsply), photopolymerizable composite material
(EsFlow, Spident) was applied (G-enial, GC). Pa-
tients were monitored within 3, 6, and 12 months.
The monitoring included: subjective assessment,
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Fig.4. Dintele 46 inainte de tratament
Fig.4. Tooth 46 before treatment

in decurs de 3; 6; 12 luni. In cadrul mo-
nitorizérii s-a inclus: evaluarea subiec-
tivd, testarea pulpard termica, analiza
percutiei in ax si evaluarea radiograficd
(Figura 4)(Figura 5)

La final s-au analizat capacititile
reparative a materialelor utilizate cat si
probabilitatea pastririi vitalitatii den-
tare dupd utilizarea biomaterialului
MTA in compartie cu utilizarea hidro-
xidului de calciu. (Figura 6)(Figura 7)

Rezultate

Cazurile luate in studiu au fost eva-
luate la interval de 3; 6 si 12 luni. Din
primul grup alcétuit din 10 dinti tratati
prin tehnica Stepwise cu utilizarea hi-
droxidului de calciu, 7 dinti s-au vinde-
cat complet raméanand vitali, 3 dintre ei
au prezentat dureri si complicatii peria-
picale, motiv pentru care au fost tratati
endodontic.

Din grupul doi, dintre cei 14 dinti,
toti au rdmas vitali fiind complet vinde-
cati fara acuzatii din partea pacientilor.

Concluzii

Dupa o perioadd de monitorizare
relativ indelungatd, s-a demonstrat o
crestere a ratei de succes in urma trata-
mentului cariei profunde prin tehnica
Stepwise, totusi s-a dovedit cd in mare
parte de biomaterialul utilizat depinde
soarta vitalitatii pulpare, deci mineralul
trioxid agregat s-a dovedit a fi cel mai
eficient in tratamentul cariilor dentare
profunde depasind cu mult capacititile
regenerative a hidroxidului de calciu,

drept exemplu fiind rezultatele obtinute. treatment with Pro Root MTA Dentsply

Fig. 6. Dintele 14 inainte
de tratament

Fig. 6. Tooth 14 before
treatment

Fig. 7. Dintele 14 a 6 luni dupa
tratament cu Pro Root MTA Dentsply

Fig. 7 Tooth 14, 6 months after the

Fig.5. Dintele 46 la 6 luni dupa
tratament cu hidroxid de calciu

Fig.5. Tooth 46, 6 months after the
treatment with calcium hydroxide

thermal pulp testing, shaft percussion
analysis and X-ray assessment (Fig. 4)
(Fig. 5).

Finally, the repairing capacities of
the materials used and the probability
of maintaining the tooth vitality after
the use of MTA biomaterial as com-
pared to the use of calcium hydroxide
were analyzed (Fig. 6) (Fig. 7).

Results

The cases under study were evalu-
ated at interval 3, 6 and 12 months.
The first group included 10 teeth
treated with Stepwise technique with
calcium hydroxide, 7 teeth were fully
restored, remaining vital, 3 of them
presented periapical pain and com-
plications, therefore they were treated
endodontically.

Of the second group - 14 teeth,
all teeth remained vital, being fully
restored without any patients com-
plaints.

Conclusions

After a relatively long monitoring
period, an increase in the success rate
following deep caries treatment was
demonstrated by Stepwise technique.
However, it turned out that much of
the biomaterial used depends on the
pulp vitality outcomes, thus mineral
trioxide aggregate proved to be the
most effective in the treatment of deep
dental caries, exceeding by far the re-
generative capacities of calcium hy-
droxide, the results obtained confirm-
ing this.
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RECENZIE LA MONOGRAFIA
+UTILIZAREA BIOMATERIALELOR
PENTRU RECONSTRUCTIA CRESTELOR
ALVEOLARE IN TRATAMENTUL
IMPLANTAR",

autor Dumitru Sirbu, doctor in stiinte
medicale, conferentiar universitar la
(atedra de chirurgie oro-maxilo-faciald si
implantologie orald, Arsenie Gutan”

Monografia de fata repre-
zinta o lucrare complex3, expli-
cita si disponibila oricarui spe-
cialist dornic de perfectionare.
Desi cu un specific orientat
catre implantologia orala si
nemijlocit chirurgia oro-ma-
xilo-faciald, aceasta lucrare
intruneste aspectele generale
ale regenerdrii tisulare si de-
vine astfel un reper teoretic si
practic util pentru activitatea
specialistilor de profil divers.
Ca exemplu, atit practicienii
chirurgiei traumatologice sau
cei ai chirurgiei plastice si re-
constructive pot beneficia de
informatia teoreticd si practica
expusd.

Lucrarea este scrisd in lim-
ba roména si include: intro-
ducerea, 2 capitole de bazd,
referinte bibliografice, tabe-
le, figuri, clisee fotografice.
Primul capitol: Studiu analitic al regenerarii tisulare
si componentele ei, ce include 4 subcapitole: Oferta
osoasd; Biologia si fiziologia refacerii leziunilor tisu-
lare; Elementele medicinii regenerative si Principii de
regenerare 0soasd, reprezinta compartimentul analitic,
retrospectiv, sintetic al lucrarii. Cel de-al doilea capi-
tol: Studiu interpretativ al experientei clinice, care in-
clude subcapitolele: Examinarea pacientului si criterii
de evaluare a rezultatului tratamentului; Caracteristici
de tratament raportate la materialul reconstructiv de
electie; Evaluarea regeneratului osos obtinut si analiza
complicatiilor si Consideratii privind reabilitarea im-
planto-proteticd prin prisma credrii ofertei osoase, re-
prezintd studiul interpretativ, creativ, original in care a
fost expusd viziunea proprie a autorului asupra acestui
subiect.

Capitolele sunt concepute logic si coerent, cuprind
cele mai importante aspecte teoretice cu referire la ma-
terialele si procedeele de regenerare tisulara, dar si cele
mai eficiente deprinderi practice pe care autorul le-a
selectat ca urmare a experientei proprii. Monografia
data oglindeste obiectiv si rational intrebarile ce vizea-

BIOMATERIALE
TN RECONSTRUCTIA CRESTELOR

ALVEOLARE MANDIBULARE IN
TRATAMENTUL IMPLANTAR

REVIEW TO THE MONOGRAPH

»THE USE OF BIOMATERIALS FOR
RECONSTRUCTION OF ALVEOLAR
RIDGES IN THE IMPLANT
TREATMENT",

author Dumitru Sirbu, Doctor of Medicine,
Associate Professor at the oro-maxillo-
facial and oral implantology Department
,Arsenie Gutan”

This monograph is a com-
plex, easy to understand and
available work for anyone wis-
hing to perfect in the field.
Although with a specific focus
on oral implantology and oro-
maxillo-facial = surgery, this
paper includes the general as-
pects of tissue regeneration and
thus becomes a useful theoreti-
cal and practical landmark for
the work of professionals in all
the different fields of medicine.
As an example, both trauma
surgeons, plastic and recon-
structive surgeons can benefit
from the exposed theoretical
and practical information.

‘ The paper is written in
Romanian and includes: intro-
duction, 2 basic chapters, bi-
bliographic references, tables,
figures, photography. The first
chapter: Analytical study of tis-

sue regeneration and its components, which includes 4
subchapters: Bone supply; Biology and physiology of
tissue repair; The elements of regenerative medicine
and principles of bone regeneration are the analytical,
retrospective, synthetic part of the paper. The second
chapter: Interpretation of the clinical experience, whi-
ch includes the subchapters: Patient examination and
criteria for evaluation of the outcome of the treatment;
Treatment characteristics reported on the reconstruc-
tive material of choice; The evaluation of the obtained
regenerated bone and the analysis of complications
and Considerations regarding the implant-prosthetic
rehabilitation through the creation of the bone supply,
represents the original, creative, original study in whi-
ch the author’s own view on this subject was exposed.

The chapters are logically and coherently concei-
ved, include the most important theoretical aspects
regarding tissue regeneration materials and procedu-
res, but also the most effective practical skills that the
author has selected as a result of his own experience.
The given monograph mirrors objectively and ratio-
nally questions about tissue regeneration, managing to
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za regenerarea tisulard, reusind sd dezvolte subiectul
de la simplu la complex, dar cu o abordare de la gene-
ral la particular. Aceastd particularitate ofera cititoru-
lui specialist posibilitatea de a intelege cu usurintd un
subiect vadit complex.

Tratamentul complex de reabilitare al pacientilor
cu edentatii mandibulare asociate cu deficit osos este
un subiect actual, care necesiti cunoasterea unui
substrat teoretic solid si abordari practice indivi-
duale fiecdrei situatii clinice. Consider foarte utild
mentionarea si evidentierea in cadrul acestei lucréri
a particularititilor specifice regiunii oro-maxilo-faci-
ale, particularitati ca: suprainfectarea cavitétii bucale;
insuficienta si respectiv dificultatea acoperirii trans-
planturilor cu tesuturi moi; actiunea continui, dina-
micd a musculaturii masticatorii si mimice la nivelul
cavitdtii bucale ce genereazd procese functionale con-
tinue cu riscul de periclitare a proceselor regenerative;
etc.. In raport cu alte regiuni ale organismului, aceste
particularitdti transforma regiunea oro-maxilo-faciald
intr-un teritoriu mai dificil de abordat.

Munca asidua depusd de autor s-a materializat
intr-un complex informativ teoretic si practic bine
documentat, bine descris si foarte interesant. Materi-
alul clinic impresioneaza prin diversitate, complexitate
si rezolviri de un succes considerabil. Este extrem de
bineveniti specificarea volumului de studiu si reparti-
zarea pe grupe de studiu a pacientilor care au necesitat
interventii de regenerare tisulard asistatd de utilizarea
biomaterialelor. Intreaga informatie relatata, care nu se
referd doar la cazuri clinice separate, devine astfel una
veridicd si sporeste in valoare practici.

In final mentionez ci o caracteristici importanti
a lucrarii de fatd este cd pune un accent deosebit pe
tendintele chirurgicale miniinvazive si evidentiaza
aspectele de baza ale reabilitirii implanto-protetice
precoce, ambele considerate prerogative actuale ale
implantologiei moderne. Elaborata in baza propriilor
cercetdri stiintifice, monografia devine o lucrare sti-
intificd originald si valoroasa. Regenerarea tisulard cu
varietatea de biomateriale expuse in lucrare, realizatd
pentru crearea conditiilor de inserare a implantelor
dentare endoosoase atit in cazuri clinice simple, dar
si cu deficit voluminos de ofertd osoasd, ce necesitd
operatii complexe de restabiliare, vizeaza atat specifi-
cul activitdtii de ambulator, cat si elementele chirurgi-
ei laborioase reconstructive. Aceastd constatare este o
dovada cé implantologia orala isi extinde spectrul de
indicatii, cuprinzand si arealul chirurgiei oro-maxilo-
faciale.

O lucrare finalizatd cu succes, monografia ,,Utili-
zarea biomaterialelor pentru reconstructia crestelor
alveolare in tratamentul implantar” este un suport in-
formativ valoros in activitatea fiecdrui specialist prac-
tician sau specialist in devenire. Accesibild si cu un ba-
gaj teoretico-practic de actualitate, poate fi consideratd
un ghid pentru instruirea studentilor si rezidentilor,
cat si un suport educational continuu pentru medicii
stomatologi.

Doctor habilitat in stiinte medicale,

profesor universitar Dumitru Scerbatiuc

develop the subject from simple to complex, but with
a general-to-private approach. This feature gives the
specialist reader the ability to easily understand a cle-
arly complex topic.

The complex rehabilitation treatment of patients
with mandibular lack of teeth associated with bone de-
ficiency is a current topic that requires knowledge of
a solid theoretical substrate and practical approaches
individual for each and every clinical case. I consider
it very useful that the author chose to mention and hi-
ghlight in this paper the particularities of the oro-ma-
xillo-facial region, features such as: superinfection of
the oral cavity; insufficiency and difficulty of full coa-
ting of the bone grafts with soft tissue; the continuous,
dynamic action of the masticatory and mimic muscles
in the oral cavity generating continuous functional
processes with the risk of endangering the regenerati-
ve processes; etc.. With regard to other regions of the
body, these particularities make the oro-maxillo-facial
region a more difficult area.

The hard work submitted by the author materia-
lized in a theoretically and practically well-documen-
ted, well-described and very interesting informational
complex. Clinical material impresses with diversity,
complexity and solutions of considerable success. It is
extremely important that the author chose to specify
the volume of the study and make a distribution in
study groups of the patients requiring tissue regenera-
tion interventions assisted by the use of biomaterials.
All the related information, which does not only refer
to separate clinical cases, is thus true and increases in
practical value.

Finally, I can mention that an important feature of
this paper is that it places special emphasis on mini-
mally invasive surgical practice and highlights the ba-
sic aspects of early implant-prosthetic rehabilitation,
both of which are considered today’s most important
prerogatives of modern implantology. Developed on
the basis of the author’s own scientific research, the
monograph becomes an original and valuable scienti-
fic work. Tissue regeneration with the use of the vari-
ety of biomaterials exposed in the paper, designed to
create the conditions for the insertion of the endosseo-
us dental implants both in easy, simple clinical cases
and also in ones with large bone deficiency, requiring
complex restorative operations, refers both to the spe-
cificity of the outpatient activity/department, and to
the elements of reconstructive laborious surgery. This
finding is an evidence that oral implantology extends
its spectrum of indications, also including the area of
oro-maxillo-facial surgery.

A successtul work, the monograph ,,The use of bi-
omaterials for reconstruction of alveolar ridges in the
implant treatment® is a valuable informative support
in the work of every practitioner or becoming specia-
list. Accessible and up-to-date theoretical and practical
information can be considered a guide for the student
and resident training, as well as an ongoing educatio-
nal support for the dental practitioners.

Doctor of Medical Sciences,

University Professor Dumitru Scerbatiuc
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CONDITIILE DE STRUCTURARE A MATERIALELOR
DESTINATE PUBLICARII IN EDITIA PERIODICA
,MEDICINA STOMATOLOGICA*

Publicatia , MEDICINA STOMATOLOGICA® este o editie periodici cu profil
stiintifico-didactic, in care pot fi publicate articole stiintifice de valoare fundamen-
tald si aplicativa in domeniul stomatologiei ale autorilor din tara si de peste hotare,
informatii despre cele mai recente noutati in stiinta si practica stomatologicd, in-
ventii si brevete obtinute, teze sustinute, studii de cazuri clinice, avize si recenzii de
cirti si reviste. In publicatia , MEDICINA STOMATOLOGICA® sunt urmatoarele
compartimente: Teorie si experiment, Organizare i istorie, Odontologie-parodon-
tologie. Chirurgie OMF si anestezie, Proteticd dentara, Medicina Dentard pediatri-
ca, Profilaxia OME, Implantologie, Patologie generald, Referate si minicomuniciri,
Sustineri de teze, Avize si recenzii, Personalitati Stomatologice.

Materialele destinate publicarii, vor fi prezentate in forma tipdritd si in forma
electronica intr-un singur exemplar. Lucririle 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 insotitd de doua re-
cenzii (semnate de unul din membrii Colegiului de Redactie si de Redactorul-sef
al publicatiei) completate pe o forma standard ASRM. Lucrarea prezentatd va mai
contine foaia de titlu cu 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 prezentarii.

Lucrdrile vor fi prezentate trezorierului ASRM, Oleg Solomon, dr. conf. univ.,
la sediul ASRM pe adresa: bd. Stefan cel Mare 194B, et. 1.
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Lucrarile vor fi structurate dupa schema:

— titlul concis, reflectind continutul lucrarii;

— numele si prenumele autorului, titlurile profesionale si gradele stiintifi-
ce, denumirea institutie unde activeazd autorul;

— rezumatele: in limba romana si engleza (si, optional, rusd de autorii din
Republica Moldova) pina la 150-200 cuvinte finisate cu cuvinte cheie,
dela 3 pinala 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 depési 11 pagini pentru un
referat general, 10 pagini pentru cercetare originala, 5 pagini pentru prezentare de
caz clinic, 1 pagina pentru o recenzie, 1 pagina pentru un rezumat al unei lucrari
publicate peste hotarele republicii. Publicatiile altor catedre cu profil stomatologic
(ex. farmacologia) nu vor depdsi 10 pagini si nu vor contine mai mult de 30 de
referinte.

Tabelele — enumerate cu cifre romane. Legenda va fi datd la baza tabelului.
Toate fotografiile si desenele se vor publica din sursele autorului si necesita a fi
prezentate in forma electronicé in format — nume.jpg.

Articolele ce nu corespund cerintelor mentionate vor fi returnate autorilor pen-
tru modificérile necesare.

Numarul de la fiecare autor nu este limitat.

Redactia nu poarté rispundere 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



