JOURNAL OF STOMATOLOGICAL MEDICINE

Official publication of the Moldovian Association of Stomatologists
State University of Medicine and Pharmacy “Nicolae Testemitanu”

MEDICINA STOMATOLOGICA

Publicatie oficiald Asociatiei Stomatologilor din Republica Moldova
si a Universitdtii de Stat de Medicind si Farmacie ,,Nicolae Testemitanu®

Vol. 1(70) / 2025

CONFERINTA STIINTIFICA CONSACRATA MEMORIEI
DR. AURELIU GUMENIUC. CU GENERICUL ,,MANAGEMENTUL
OCLUZAL IN RECONSTRUCTII COMPLEXE. CONCEPTUL ,,OCTA”

Invitat special Profesor Jean-Daniel Orthlieb



GRAFEDAR S.R.L.

str. Aleco Russo, 61/4-25

mun. Chisindu, Republica Moldova
Tel.: 373 69176267
polidanus@mail. md

Adresa redactiei:

Mihai Viteazu 1A, et. 2, bir.206
Chisindu, Republica Moldova.
Tel.: (+373 22) 243-549

Fax: (+373 22) 243-549

© Text: ASRM, 2025, pentru prezenta editie.
© Prezentare grafica: GRAFEDAR, pentru prezenta editie.
Toate drepturile rezervate.

Articolele publicate sunt recenzate de catre specialisti in domeniul respectiv.
Autorii sunt responsabili de continutul si redactia articolelor publicate.

Revista Medicina Stomatologica este o editie periodica
cu profil stiintifico-didactic, in care pot fi publicate articole
stiintifice de valoare fundamentala si aplicativa in domeniul
stomatologiei ale autorilor din tard si de peste hotare, infor-
matii despre cele mai recente noutdti in stiinta si practica
stomatologica, inventii si brevete obtinute, teze sustinute,
studii de cazuri clinice, avize si recenzii de carti si reviste.

Journal of Stomatological Medicine is a periodical edi-
tion with scientific-didactical profile, in witch can be pub-
lished scientific articles with a fundamental and applicative
value in dentistry, of local and abroad authors, scientific and
practical dentistry newsletter, obtained inventions and pat-
ents, upheld thesis, clinical cases, summaries and reviews to
books and journals.



JOURNAL OF STOMATOLOGICAL MEDICINE
MEDICINA STOMATOLOGICA

Editie bilingva: romana, engleza

Publicatia Periodica Revista,Medicina Stomatologica”

a fost inregistratd la Ministerul de Justitie al Republicii
Moldova la 13.12.2005, Certificat de inregistrare nr. 199

Fondator

Asociatia Stomatologilor din Republica Moldova
Cofondator

Universitatea de Stat de Medicina si Farmacie
,N. Testemitanu”

Nicolae Chele, dr.hab. st.med, prof. univ.
Redactor-sef

Andrei Mostovei, dr.st. med., conferentiar universitar
Redactor in limba engleza

Grupul redactional executiv:

Oleg Solomon, drst.med., conf. universitar
Presedinte ASRM

Motelica Gabriela, dr.st.med., asistent universitar
Secretar Referent ASRM

Bilingual edition: Romanian, English

Periodical Publication "Medicina Stomatologica" Magazi-
ne was registered at the Ministry of Justice of the Republic
Of Moldova on 13.12.2005, registration certificate no. 199

Founder:

Moldavian Association of Stomatologists

Cofounder:

Public Institution Nicolae Testemitanu State University of
Medicine and Pharmacy from Republic of Moldova

Nicolae Chele, dr.habil. med.sci., university professor
Editor-in-chief

Andrei Mostovei, PhD, associate professor
English redactor

Editorial staff:

Oleg Solomon, PhD, associate professor
MAS Manager,

Motelica Gabriela, PhD, university assistant
MAS Assistant Managers

EDITORIAL BOARD

LOCAL EDITORIAL BOARD

Ceban Emil, dr.habil.med.sci., university professor corres-
ponding member of Academy of Sciences of Moldova

Ababii lon, drhabil.med.sci., university professor, acade-
mician of ASM (Republic of Moldova)
Valeriu Burlacu, PhD, university professor

Valeriu Fala, dr.habil.med.sci., university professor, corres-
ponding member of Academy of Sciences of Moldova

Nicolae Chele, dr.habil.med.sci., university professor
Adrian Camen, Prof.univ. Craiova, Romania
Sergiu Ciobanu, drhabil.med.sci, associate professor

Oleg Solomon, PhD, associate professor

Valentina Trifan, PhD, associate professor

Silvia Railean, PhD, university professor

Diana Uncuta, PhD, university professor

Oleg Zanoaga, PhD, university professor

Boris Topor, PhD, university professor

Andrei Mostovei, PhD, asociate professor

Dumitru Sirbu, PhD, asociate professor

Tatiana Ciocoi, PhD, university professor, literary editor
Motelica Gabriela, PhD, university assistant

INTERNATIONAL EDITORIAL BOARD

Caraiani Aurelia, PhD, university professor (Ovidius Uni-
versity, Constanta, Romania)

Norina Forna, PhD, university professor (Grigore T. Popa
University of Medicine and Pharmacy, lasi, Romania)

Camen Adrian, PhD, university professor (University of
Medicine and Pharmacy, Craiova, Romania)

Valentina Dorobat, PhD, university professor (Grigore
T.Popa University of Medicine and Pharmacy, lasi, Romania)

Maxim Adam, PhD, university professor, (Grigore T. Popa
University of Medicine and Pharmacy, lasi, Romania)

Kamel Erar, PhD university professor (University Dundrea
de jos, Romania)

Irina Zetu, PhD, university professor (Grigore T. Popa Uni-
versity of Medicine and Pharmacy, lasi, Romania)

Rodica Luca, PhD, university professor, (Carol Davila Uni-
versity of Medicine and Pharmacy, Bucharest, Romania)

Vasile Nicolae, PhD, university professor, (Lucian Blaga
University, Sibiu, Romania)

Glen James Reside, PhD (UNC School of Dentistry, USA)
Fahim Atamni, Doctor Habilitat in Medical Sciences Israel

Alexandru Bucur, PhD, university professor (Carol Davila
University of Medicine and Pharmacy, Bucharest, Romania)

Galina Pancu, university assistant, (Grigore T. Popa Uni-
versity of Medicine and Pharmacy, lasi, Romania)

Vladimir Sadovschi, PhD, university professor (Asociatia
Stomatologilor din Rusia)

Shlomo Calderon, PhD, university professor (Tel Aviv, Israel)

Wanda M. Gnoiski, PhD, university professor (Zurich,
Switzerland)

Oksana Godovanets, Phd, associate professor (HSEEU
«Bukovinian State Medical University», Chernivtsi, Ukraine)

Sergei Rubnicovici, PhD, university professor (Minsk, Belarus)
Sergei lvanov, PhD, university professor (Moscow, Russia)

Anton Ficai, PhD Habil,, professor, associate member of
Academy of Romanian Scientist (Bucharest, Romania)

Emanuel Bratu, PhD, university professor (University of
Medicine and Pharmacy Victor Babes, Timisoara, Romania)
Bogdan Baldea, PhD, associate professor Nicolae Teste-

mitanu State University of Medicine and Pharmacy, Timi-
soara, Romania



SUMAR

Chirurgie Oro-Maxilo-Faciala
si Implantologie Orald

Sirbu Dumitru, Cucu Ghenadie, Ribacova Daria,

Mucuta Ana-Maria, Sirbu Daniel, Eni lon

CHISTURILE GIGANTE A MAXILARULUI SUPERIOR ........ 7
https://doi.org/10.53530/1857-1328.25.1.01

Lgircea Adrian

EXTRACTIA DINTILOR CU IMPLANTAREA

SI INCARCAREA IMEDIATA. STUDIU DE CAZ................ 16
https://doi.org/10.53530/1857-1328.25.1.02

Stomatologie Ortopedicd

Vasile Oineagra, Oleg Solomon, Vadim Oineagra,

Vasile Rusu, Nadejda Botnaru

DETERMINAREA SI INREGISTRAREA RELATIEI
INTERMAXILARE — OPORTUNITATI SI CONSECINTE.....22
https://doi.org/10.53530/1857-1328.25.1.03

Siminiuc Victor, Zuev Veaceslav, Totomir Ecaterina,

Paulescu Natalia, Solomon Oleg

POSIBILITATILE DE UTILIZARE A MATERIALULUI
BIO-HPP iN PROTETICA DENTARA 30
https://doi.org/10.53530/1857-1328.25.1.04

Vadim Oineagra, Natalia Groza, Oleg Solomon,

Vasile Oineagra, Vasile Rusu

EVALUAREA TEHNICILOR DE INREGISTRARE A OCLUZIEI
DENTARE: IMPACTUL ASUPRA REZULTATELOR
TRATAMENTULUI PROTETIC IN PRACTICA
STOMATOLOGICA CONTEMPORANA ........ccvucusecrnscnnee 36
https://doi.org/10.53530/1857-1328.25.1.05

Mariana Ceban, Adrian Niculita, Victor Ceban,

Oleg Solomon, lurie Taralungd

MANAGEMENTUL DISCONFORTULUI SI DURERII

N PERIOADA DE ADAPTARE LA PROTEZELE

DENTARE TOTALE 45
https://doi.org/10.53530/1857-1328.25.1.06

Anekcangp lMoctonakm

MOP®O-OYHKLINOHAJIbHAA XAPAKTEPUCTUKA

3YBA YEJTIOBEKA N3 KAPBYHCKOIO KNTAA.........ccc... 55
https://doi.org/10.53530/1857-1328.25.1.07

CONTENTS

Chirurgie Oro-Maxilo-Faciala
si Implantologie Orald

Sirbu Dumitru, Cucu Ghenadie, Ribacova Daria,

Mucuta Ana-Maria, Sirbu Daniel, Eni lon

GIANT CYSTS OF THE MAXILLA 7
https://doi.org/10.53530/1857-1328.25.1.01

Lgircea Adrian

EXTRACTIA DINTILOR CU IMPLANTAREA

SI INCARCAREA IMEDIATA. STUDIU DE CAZ................ 16
https://doi.org/10.53530/1857-1328.24.4.02

Stomatologie Ortopedicd

Vasile Oineagra, Oleg Solomon, Vadim Oineagra,

Vasile Rusu, Nadejda Botnaru

DETERMINING AND RECORDING THE INTERMAXILLARY
RELATION — OPPORTUNITIES AND CONSEQUENCES....22
https://doi.org/10.53530/1857-1328.25.1.03

Siminiuc Victor, Zuev Veaceslav, Totomir Ecaterina,

Paulescu Natalia, Solomon Oleg

THE POSSIBILITIES OF USING THE BIO-HPP MATERIAL
IN DENTAL PROSTHETICS 30
https://doi.org/10.53530/1857-1328.25.1.04

Vadim Oineagra, Natalia Groza, Oleg Solomon,

Vasile Oineagra, Vasile Rusu

EVALUATION OF DENTAL OCCLUSION

REGISTRATION TECHNIQUES: IMPACT

ON PROSTHETIC TREATMENT OUTCOMES

IN CONTEMPORARY DENTAL PRACTICE...........ccc0uenee. 36
https://doi.org/10.53530/1857-1328.25.1.05

Mariana Ceban, Adrian Niculita, Victor Ceban,

Oleg Solomon, lurie Taralungd

MANAGEMENT OF DISCOMFORT AND PAIN

DURING THE ADAPTATION PERIOD TO COMPLETE
DENTAL PROSTHESES 45
https://doi.org/10.53530/1857-1328.25.1.06

Alexander Postolaki

MORPHO-FUNCTIONAL CHARACTERIZATION

OF AHUMAN TOOTH FROM A CARBUNA DEPOSIT........ 55
https://doi.org/10.53530/1857-1328.25.1.07



Bujor Marcel, Paulescu Natalia,

Pantea Vitalie, Solomon Oleg

ASPECTE CLINICE iN REABILITAREA PROTETICA

A LEZIUNILOR MAXILARULUI SUPERIOR

CU AJUTORUL PROTEZEI-OBTURATOR. .........cceceueuenee 64
https://doi.org/10.53530/1857-1328.25.1.08

Mariana Ceban, Victor Ceban, Oleg Solomon

PARODONTITA MARGINALA CRONICA ASOCIATA

CU EDENTATIA PARTIALA SI IMOBILIZAREA
MINIM-INVAZIVA IN ZONA ESTETICA ......cverrerrcrennene 72
https://doi.org/10.53530/1857-1328.24.4.09

Ortodontie

Verineia Bulhac, lon Busmachiu, Valentina Trifan
ABORDAREA INTERDISCIPLINARA iN TRATAMENTUL
INCLUZIEI DENTARE 83
https://doi.org/10.53530/1857-1328.25.1.10

Chirurgie Oro-Maxilo-Faciala
Pediatrica si Pedodontie

Porosencov Egor, Cheptea Cristina-Andreea, Vasiliu Valeria,
Mandscurta Ghenadie, Porosencova Tatiana

TEHNICI INOVATIVE iN ADMINISTRAREA

ANESTEZIEI LOCALE LA COPII 923
https://doi.org/10.53530/1857-1328.25.1.11

Conditii de publicare

CONDITIILE DE STRUCTURARE A MATERIALELOR
DESTINATE PUBLICARII IN EDITIA PERIODICA
,MEDICINA STOMATOLOGICA“ 103

Bujor Marcel, Paulescu Natalia,

Pantea Vitalie, Solomon Oleg

CLINICAL ASPECTS IN THE PROSTHETIC
REHABILITATION OF UPPER JAW LESIONS WITH

THE USE OF A PROSTHETIC OBTURATOR. CLINICAL

CASE PRESENTATION 64
https://doi.org/10.53530/1857-1328.25.1.08

Mariana Ceban, Victor Ceban, Oleg Solomon

CHRONIC MARGINAL PERIODONTITIS ASSOCIATED

WITH PARTIAL EDENTULISM AND MINIMALLY INVASIVE
IMMOBILIZATION IN THE AESTHETIC AREA. ................ 72
https://doi.org/10.53530/1857-1328.24.4.09

Ortodontie

Verineia Bulhac, lon Busmachiu, Valentina Trifan
INTERDISCIPLINARY APPROACH IN THE TREATMENT

OF DENTAL IMPACTION 83
https://doi.org/10.53530/1857-1328.25.1.10

Chirurgie Oro-Maxilo-Faciala
Pediatrica si Pedodontie

Porosencov Egor, Cheptea Cristina-Andreea, Vasiliu Valeria,
Mandscurtd Ghenadie, Porosencova Tatiana

INNOVATIVE TECHNIQUES IN ADMINISTRATION

OF LOCAL ANESTHESIA IN CHILDREN.........ccc0eueueuennens 923
https://doi.org/10.53530/1857-1328.25.1.11

Conditii de publicare

CONDITIILE DE STRUCTURARE A MATERIALELOR
DESTINATE PUBLICARII IN EDITIA PERIODICA
,MEDICINA STOMATOLOGICA“ 103




GUMENIUC AURELIU, DOCTOR IN MEDICINA, CONFERENTIAR UNIVERSITAR

S-a nascut la 15 januarie 1970 in mun. Chisinau.
In 1987 absolveste scoala medie nr. 10 din Chisindu
(actualmente liceul ,Mihai Eminescu”) si in acelasi an
devine student a facultatii de stomatologie a Institu-
tului de Stat de Medicind si Farmacie din Chisinau
(actualmente USMF - Universitatea de Stat de Medi-
cind si Farmacie ,Nicolae Testemitanu”). In anii
1988-1989 este recrutat in Fortele Armate a URSS.
Dupa armatd prelungeste studiile la facultate, pe care
le finalizeaza in 1993, dupa care este inscris in studiile
postuniversitare in calitate de medic-intern (1993-
1994). In 1994 este primit la serviciu in calitate de
medic stomatolog-stagiar la Centrul Comun de Prote-
zare Dento-Maxilo-Faciald Complicatd, pe langa care,
in paralel si mai apoi separat, din 1994 pand in 2002
activeaza la Universitatea Libera Internationald din
Moldova (ULIM) in functii de lector-asistent, asis-
tent superior, sef studii al Facultitii de Stomatologie,
sef studii al Catedrei de Stomatologie Ortopedicd, sef

interimar al Catedrei de Stomatologie Ortopedici,
si ca medic stomatolog-protetician al sectiei Stoma-
tologie ULIM. In 2002 prin Hotirarea Guvernului
de disponibilizare este transferat la USMF , Nicolae
Testemitanu” in functie de asistent universitar la
catedra de Chirurgie OMF, Stomatologie Ortopedici
si Implantologie Orala a Facultitii de Perfectionare
a Medicilor. Din 2012 in urma reorganizarii si fuzi-
onarii catedrei este permutat in functie de asistent
universitar al catedrei de Stomatologie Ortopedica
yllarion Postolachi”, compartimentul educatie medi-
cald continud, activind, pana in prezent, si ca medic
stomatolog-ortoped in cadrul Institutiei Medico-Sa-
nitare Publice (IMSP) Centrul Stomatologic Muni-
cipal (CSM), actualmente - Intreprinderea Muni-
cipald (IM) CSM Chisindu (bazi clinica a Facultitii
Stomatologie USMF). In anul 2013 sustine teza de
doctor in medicini cu tema ,,Incircarea functionald
precoce a implantelor dentare endoosoase de stadiul
intai”. In anul 20151 se conferi titlul didactic de confe-
rentiar universitar. La catedra, in calitate de sef de
studii, este responsabil de compartimentul educatie
medicald continua in domeniul stomatologiei orto-
pedice care include cursuri, seminare, lectii practice
cu studentii anului V, medici-rezidenti si medici-cur-
san{i. Domeniu stiintific de activitate - restaurarile
protetice pe implante dentare endoosoase. Este autor
si coautor a peste 80 de lucrari stiintifico-practice de
diferite niveluri (inclusiv cele cu Impact Factor (IF)),
participd activ la congresele de nivel national si inter-
national (14 rapoarte). Este detindtor de 7 brevete
de inventie si 19 inovatii. Din anul 2004 este expert
evaluator in sdnitate pe langd Ministerul Sdnatatii,
Muncii si Protectiei Sociale al Republicii Moldova.
In anul 2007 i se conferd diploma pentru excelentd
in activitate USMF ,Nicolae Testemitanu”.Din anul
2012 este membru activ al Asociatiei Europene de
Osteointegrare (EAO).

In data de 4.03.2021 Aureliu Gumeniuc a plecat
in ceruri, lasand in urma sa multe lucruri frumoase,
va ramane mereu in amintirea noastra asa cum era un
profesionist dedicat cu o inimd mare pentru toti si cu
un umor intelegent..

Cu aleasa considerasie Catedra de Stomatologie
Ortopedica ,,Ilarion Postolachi”



Chirurgie Oro-Maxilo-Faciala
si Implantologie Orala

https://doi.org/10.53530/1857-1328.25.1.01
CHISTURILE GIGANTE
A MAXILARULUI SUPERIOR

Sirbu Dumitru®? doctor in stiinte medicale,
conferentiar universitar
Cucu Ghenadie! asistent universitar
Ribacova Daria® medic rezident anul I
Mucuta Ana-Maria' medic rezident anul II
Sirbu Daniel'? medic rezident anul IIT
Eni Ion! medic rezident anul I

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

*Clinica stomatologicd SRL ,,Omni Dent”
3Catedra de ortodontie

Rezumat: Chisturile maxilare reprezintd un grup
eterogen de formatiuni cavitare endoosoase, majori-
tatea fiind captusite cu o membrand epiteliala formata
dintr-un strat extern de tesut conjunctiv si un strat
intern compus din epiteliu pluristratificat i un
continut lichid, semisolid sau gaz. Chisturile gigante
reprezintd formatiuni patologice caracterizate prin
dimensiuni mari (peste 3 cm in diametru), care depa-
sesc spatiul anatomic al maxilarului in care au aparut
initial, afecteazd structurile anatomice adiacente,
pétrund in ele si le perturbd integritatea si functiona-
litatea. Scopul lucririi: Evaluarea particularitétilor de
diagnostic si tratament al chisturilor gigante al maxi-
larului superior. Material si metode: Studiul obser-
vational, descriptiv, de tip selectiv in perioada 2022-
2024 pe un nr. de 21 de pacienti, 15 (71,0%) barbati, 6
(29,0%) femei. Rezultate si discutii: La 3 (14,3%; 95%
I1: -1,04 - 29,64) pacienti, chistul a penetrat exclusiv
in cavitatea nazald, la 8 pacienti (38,1%; 95% II: 16,82
- 59,38) a invadat sinusul maxilar. In functie de tipul
de tratament chirurgical aplicat, au fost trei grupuri,:
10 pacienti (47,6%) chistectomie, 4 pacienti (19,0%)
marsupializare, 7 pacienti (33,3%) decompresie.
Alegerea metodelor de diagnosticare si tratament
trebuie individualizatd in functie de caracteristicile
specifice ale fiecarui caz clinic. Cuvinte cheie: Chist
gigant, maxila, chistectomie, chistotomie, marsupia-
lizare, decompresie

Introducere: Chisturile maxilare reprezintd un
grup eterogen de formatiuni cavitare endoosoase,
majoritatea fiind cdptusite cu o membrana epiteliald
formatd dintr-un strat extern de tesut conjunctiv si un
strat intern compus din epiteliu pluristratificat si un
continut lichid, semisolid sau gaz [3]. Aceasta cavitate
contine in mod obisnuit un lichid galben cu reflexii
opalescente, aspect datorat prezentei cristalelor de
colesterol. In anumite cazuri, continutul poate avea o
consistentd branzoasa si o culoare gri-murdar, carac-

GIANT CYSTS OF THE MAXILLA

Sirbu Dumitru®? Doctor of Medical Sciences,
Associate Professor
Cucu Ghenadie' asistent universitar
Ribacova Daria® I st-year resident
Mucuta Ana-Maria' 2 st-year resident
Sirbu Daniel? 3 nd-year resident
Eni Ion' I st-year resident

'Department of Oral and Maxillo-facial Surgery
and Oral Implantology “Arsenie Gutan”, Nicolae
Testemitanu State University of Medicine and
Pharmacy
2“Omni Dent” Dental Clinic, SRL
*Department of orthodontics

Abstract: Maxillary cysts represent a hetero-
geneous group of endosseous cavitary formations,
most of which are lined with an epithelial membrane
consisting of an outer layer of connective tissue and
an inner layer composed of stratified epithelium,
with a content that can be liquid, semisolid, or gas.
Giant cysts are pathological formations character-
ized by large dimensions (greater than 3 centimeters
in diameter), which exceed the anatomical space of
the maxilla in which they initially appeared, affecting
adjacent anatomical structures, infiltrating them, and
disrupting their integrity and functionality. Aim of
the Study: To evaluate the diagnostic and treatment
particularities of giant cysts of the maxilla. Mate-
rials and Methods: This is an observational, descrip-
tive, selective study conducted from 2022 to 2024,
involving 21 patients: 15 (71.0%) men and 6 (29.0%)
women. Results and Discussion: In 3 patients (14.3%;
95% CI: -1.04 - 29.64), the cyst exclusively penetrated
the nasal cavity; in 8 patients (38.1%; 95% CI: 16.82
- 59.38), it invaded the maxillary sinus. Based on the
type of surgical treatment applied, three groups were
identified: 10 patients (47.6%) underwent cystectomy,
4 patients (19.0%) underwent marsupialization, and
7 patients (33.3%) underwent decompression. The
choice of diagnostic and treatment methods should
be individualized according to the specific charac-
teristics of each clinical case. Keywords: Giant cyst,
maxilla, cystectomy, cystotomy, marsupialization,
decompression.

Introduction: Maxillary cysts represent a heter-
ogeneous group of endosseous cavitary formations,
the majority of which are lined with an epithelial
membrane consisting of an outer layer of connective
tissue and an inner layer composed of stratified epithe-
lium, with a content that may be liquid, semisolid, or
gas [3]. This cavity commonly contains a yellow fluid
with opalescent reflections, a characteristic feature
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teristicd chisturilor keratogene [10]. Aceste trasdturi
sunt specifice chisturilor odontogene. Etiopatogeneza
acestora este variata, incluzdnd chisturile radiculare,
care apar in contextul proceselor inflamatorii peria-
picale, si chisturile de dezvoltare, precum keratocistul
odontogen, chistul folicular asociat unui dinte in
formare, chistul de eruptie si chistul gingival.

Cresterea activa a formatiunilor chistice in oasele
maxilare este determinata de cresterea presiunii
hidrostatice intrachistice, care favorizeaza expan-
siunea acestora si stimuleaza procesele de resorbtie
osoasd osteoclastica [9,10]. Extinderea formatiu-
nilor chistice este influentatd de proliferarea celulara
epiteliala si de capacitatea acestor celule de a activa
resorbtia osoasa. Pe masurd ce chisturile se dezvolta,
acestea pot afecta structurile anatomice adiacente,
cum ar fi pachetul vasculo-nervos, sinusul maxilar,
cavitatea nazald sau cavitatea bucald. In stadii avan-
sate, pot apéarea perforatii ale placilor corticale si
pétrunderea chistului in tesuturile moi si structurilor
vecine, accentuand impactul negativ asupra functiei
si integritdtii anatomice locale [13].

Aceastd expansiune poate afecta functionalitatea
normald a structurilor anatomice adiacente, generand
0 gama variatad de simptome si, in anumite cazuri,
conducand la complicatii severe [5,6]. In contextul
actual, chisturile maxilare de dimensiuni mari sunt
raportate tot mai frecvent in practica clinicd, fiind
documentate intr-un numar crescut de cazuri in lite-
ratura de specialitate. Termenii utilizati pentru descri-
erea acestor formatiuni includ denumiri precum
»chisturi gigante” sau ,,chisturi extinse,” insa o defi-
nitie clard si unanim acceptata pentru aceste tipuri de
chisturi nu a fost stabilitd. Literatura de specialitate
propune diverse clasificari pentru chisturile maxilare,
bazate fie pe diametrul acestora (conform clasificérii
lui L. Avazmatov), fie pe volumul lor (clasificarea lui
S. Minkov). Potrivit acestor clasificari, chisturile sunt
impartite in: mici, cu dimensiuni de panala 1,5 cm in
diametru sau 3 cm® medii, cu dimensiuni intre 1,5 si
2,5 cm sau un volum de pana la 10 cm?; si mari, care
ajung pana la 3 cm in diametru sau 40 cm® in volum
[9]. Aceasta abordare permite o mai buna standardi-
zare a cazurilor si facilitarea comunicarii intre speci-
alisti.

Aparitia chisturilor maxilare cu diametrul mai
mare de 3 cm este o situatie frecvent intlnita in prac-
tica clinici. In acest context, Catedra de Chirurgie
Oro-Maxilo-Faciala si Implantologie Orala ,,Arsenie
Gutan” a propus o definitie a acestor formatiuni,
denumindu-le ,,chisturi extinse” sau ,,chisturi gigante
ale maxilarului.” Chisturile gigante reprezinta forma-
tiuni patologice caracterizate prin dimensiuni mari
(peste 3 cm in diametru) [1], care depasesc spatiul
anatomic al maxilarului in care au aparut initial.
Acestea afecteaza structurile anatomice adiacente,
péatrund in ele si le perturba integritatea si functio-
nalitatea.

Cresterea activa a acestor chisturi este influentata
de cresterea presiunii hidrostatice in interiorul cavi-
tatii chistice. Presiunea intrachisticd initiazd extin-

due to the presence of cholesterol crystals. In certain
cases, the content may have a cheesy consistency and
a grayish-dirty color, typical of keratogenic cysts [10].
These features are specific to odontogenic cysts. Their
etiopathogenesis is varied, including radicular cysts,
which occur in the context of periapical inflammatory
processes, and developmental cysts, such as the odon-
togenic keratocyst, follicular cysts associated with a
developing tooth, eruption cysts, and gingival cysts.

The active growth of cystic formations in the
maxillary bones is driven by the increase in intra-
cystic hydrostatic pressure, which promotes their
expansion and stimulates osteoclastic bone resorp-
tion processes [9,10]. The extension of cystic forma-
tions is influenced by epithelial cell proliferation and
the ability of these cells to activate bone resorption.
As the cysts develop, they can affect adjacent anatom-
ical structures such as the neurovascular bundle, the
maxillary sinus, the nasal cavity, or the oral cavity. In
advanced stages, perforations of the cortical plates
can occur, leading to the cyst’s infiltration into soft
tissues and neighboring structures, exacerbating the
negative impact on local function and anatomical
integrity [13].

This expansion may affect the normal function-
ality of adjacent anatomical structures, resulting in a
wide range of symptoms, and in some cases, leading
to severe complications [2,5,6]. In the current context,
large maxillary cysts are increasingly reported in clin-
ical practice, with a growing number of cases docu-
mented in the specialized literature. The terms used
to describe these formations include «giant cysts» or
«extensive cysts»; however, a clear and universally
accepted definition for these types of cysts has not yet
been established. The specialized literature proposes
various classifications for maxillary cysts, based either
on their diameter (according to L. Avazmatov’s classi-
fication) or their volume (S. Minkov’s classification).
According to these classifications, cysts are divided
into: small cysts, up to 1.5 centimeters in diameter
or 3 centimeters * in volume; medium cysts, ranging
from 1.5 to 2.5 centimeters in diameter or up to 10
centimeters’ in volume; and large cysts, reaching up
to 3 centimeters in diameter or 40 centimeters® in
volume [9]. This approach facilitates better stand-
ardization of cases and enhances communication
between specialists.

The occurrence of maxillary cysts with a diameter
greater than 3 centimeters is a commonly encoun-
tered situation in clinical practice. In this context, the
Department of Oral and Maxillofacial Surgery and
Oral Implantology «Arsenie Gutan» has proposed
a definition for these formations, referring to them
as «extensive cysts» or «giant cysts of the maxilla.»
Giant cysts represent pathological formations char-
acterized by large dimensions (greater than 3 centim-
eters in diameter) [1], which exceed the anatomical
space of the maxilla in which they initially developed.
These cysts affect adjacent anatomical structures,
infiltrating them and disrupting their integrity and
functionality.



derea chisturilor si stimuleaza resorbtia osoasa osteo-
clasticd, proces in care celulele epiteliale joaca un rol
central prin capacitatea lor de a induce distrugerea
osoasd [8]. In urma acestor procese fiziopatologice,
chisturile se extind progresiv in osul maxilar si pot
afecta structuri adiacente, cum ar fi pachetul neuro-
vascular, sinusul maxilar si podeaua cavitétii nazale.
Extinderea poate duce la distrugerea plicilor corti-
cale, precum si la invazia tesuturilor moi din vecina-
tate [8].

Datoritd dimensiunilor lor considerabile, chistu-
rile maxilare gigante pot genera multiple complicatii,
precum deformare faciala si tulburdri de ocluzie,
cauzate de presiunea exercitata de cavitatea chistica
asupra structurilor invecinate, suprainfectare [4,13].
Aceste formatiuni sunt frecvent detectate intdmpléator
in timpul investigatiilor radiologice, cum ar fi orto-
pantomografia (OPG) sau tomografia computerizata
cu fascicul conic (CBCT), care releva o zona de radio-
transparentd cu margini bine definite [Figura 1] [13].
Simptomatologia poate varia de la edeme si durere la
manifestdri asociate inflamatiei chistului, in functie
de prezenta sau absenta unui proces inflamator [10].

The active growth of these cysts is influenced by
the increase in hydrostatic pressure within the cystic
cavity. Intracystic pressure initiates cyst expansion
and stimulates osteoclastic bone resorption, a process
in which epithelial cells play a central role through
their ability to induce bone destruction [8]. As a
result of these pathophysiological processes, cysts
progressively expand within the maxillary bone and
can affect adjacent structures, such as the neurovas-
cular bundle, the maxillary sinus, and the floor of
the nasal cavity. The expansion may lead to destruc-
tion of the cortical plates as well as invasion into the
surrounding soft tissues [8].

Due to their considerable size, giant maxillary
cysts can lead to multiple complications, such as
facial deformity and occlusal disturbances, caused
by the pressure exerted by the cystic cavity on the
surrounding structures, as well as superinfection
[4,13]. These formations are frequently detected
incidentally during radiological investigations,
such as orthopantomography (OPG) or cone-beam
computed tomography (CBCT), which reveal an area
of radiolucency with well-defined borders [Figure 1]

Fig. 1. Ortopantomografia unui chist gigantic al
maxilarul superior. A. OPG a pacientului cu Chist
radicular gigant la maxild. B. Sectiune mdritd din

aceiasi OPG cu marcarea hotarelor chistului la

maxilla in limita d.1.2-2.4.

Dimensiunile mari ale chisturilor gigante, combi-
nate cu extinderea lor in zonele anatomice invecinate,
adeseori sunt confundate cu snusul maxilar pe care il
ocupd in totalitate, astfel le fac dificil de diagnosticat
si tratat. Cu toate acestea, aceste formatiuni patolo-
gice raman supuse metodelor clasice de tratament
utilizate si pentru chisturile de dimensiuni obis-
nuite: chistectomia si chistotomia. Alegerea metodei
de tratament depinde de cazul clinic specific, fiecare
abordare avand atat avantaje, cat si dezavantaje in
contextul chisturilor de mari dimensiuni.

Chistectomia, care constd in excizia completd a
formatiunii chistice, ofera avantajul eliminarii totale
a patologiei, reducand riscul de recidiva. Totusi,
aceasta implicd o interventie mai invaziva, care poate
duce la defecte osoase semnificative, necesare ulte-
rior reconstructiei. Pe de alta parte, chistotomia, care
presupune deschiderea partiald a chistului pentru
a reduce presiunea intrachistica si a facilita vinde-

Fig. 1. Orthopantomography of a giant cyst of the
upper maxilla. A. OPG of a patient with a giant
radicular cyst in the maxilla. B. Enlarged section from
the same OPG with marking of the cyst boundaries in
the maxilla, within the limits d.1.2-2.4.

[13]. The symptoms may vary from edema and pain
to manifestations associated with cyst inflammation,
depending on the presence or absence of an inflam-
matory process [10].

The large dimensions of giant cysts, combined
with their extension into neighboring anatomical
areas, are often confused with the maxillary sinus,
which they may entirely occupy, making them diffi-
cult to diagnose and treat. Nevertheless, these patho-
logical formations remain subject to the classical
treatment methods used for cysts of ordinary size:
cystectomy and cystotomy. The choice of treatment
method depends on the specific clinical case, with
each approach having its advantages and disadvan-
tages in the context of large-sized cysts.

Cystectomy, which involves complete excision
of the cystic formation, offers the advantage of total
removal of the pathology, reducing the risk of recur-
rence. However, it entails a more invasive procedure,

\o \ Chirurgie Oro-Maxilo-Faciala si Implantologie Orala
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carea, este 0 metodd mai conservatoare, dar necesita
o perioada mai lunga de timp pentru obtinerea unui
rezultat terapeutic complet si poate ldsa tesut rezi-
dual, crescind riscul de recidiva.

Astfel, tratamentul chisturilor gigante ale maxi-
larelor trebuie personalizat, ludnd in considerare
dimensiunea formatiunii, localizarea sa, relatia cu
structurile anatomice adiacente si starea generala a
pacientului. Aceastd abordare individualizaté asigura
un echilibru optim intre eficienta tratamentului si
reducerea complicatiilor postoperatorii.

Scopul lucrarii: Evaluarea particularititilor de
diagnostic si tratament al chisturilor gigante al maxi-
larului superior.

Materiale si metode: Studiul realizat a fost unul
observational, descriptiv, de tip selectiv, aviand la baza
o serie de cazuri clinic la 21 de pacienti diagnosticati
cu formatiuni chistice, cu varste cuprinse intre 28 si
75 de ani,. In perioada 2022-2024, au fost selectati
pacientii care s-au adresat la clinica Stomatologica
”Omni Dent” (bazd clinica universitara a Catedrei
de chirurgie-oro-maxilo faciald si Implatologie orald
»Arsenie Gutan” a USMF ”Nicolae Testemitanu”) cu
diagnosticul de chisturi gigantice localizate la maxi-
larul superior (n=21). Ca instrument de cercetare a
fost utilizatd o fisa elaborata de autori, care a inclus
7 intrebari privind starea generald a pacientului,
prezenta bolilor concomitente si alte detalii relevante.

Criteriile de includere in studiu au fost: diagnosti-
carea pentru prima data a chisturilor gigantice, varsta
adulta si acordul scris pentru participare in cercetare.
Datele colectate au fost procesate statistic utilizind
programul Microsoft Excel. Rezultatele au fost anali-
zate si prezentate prin indicatori descriptivi calitativi
si cantitativi.

Rezultate si discutii: Studiul a inclus un numar
de 21 de pacienti diagnosticati cu formatiuni chistice,
cu varste cuprinse intre 28 si 75 de ani, care au bene-
ficiat de tratament in regim ambulatoriu in cadrul
catedrei de Chirurgie Oro-Maxilo-Faciald si Implan-
tologie Orald ,Arsenie Gutan” (SRL ,,Omni Dent,”
baza clinicd universitara). Varsta medie a pacien-
tilor inclusi in studiu a fost de 49,71 + 11,91 ani, cu o
valoare mediana (Me) de 50,0 ani, un percentil infe-
rior (Pr25) de 40,5 ani si un percentil superior (Pr75)
de 55,5 ani.

Aceste rezultate reflectd un profil demografic
divers al pacientilor si subliniaza necesitatea unor
abordéri terapeutice personalizate, adaptate atit
varstei, cit si starii generale de sdnatate a fiecarui
pacient.

Pacientii inclusi in acest studiu au fost repartizati
in functie de gen (Figura 2). Din totalul de 21 de paci-
enti, 15 au fost de gen masculin, reprezentand 71,0%,
iar 6 au fost de gen feminin, reprezentand 29,0%.
Analiza statisticd utilizand testul chi-pétrat (chi-pa-
trat = 2.976, GL = 1, P = 0.0845) nu a evidentiat o
diferenta semnificativd intre cele doud grupuri in
functie de gen. Aceste rezultate indicé faptul ca, desi
proportia pacientilor de gen masculin este mai mare,
distributia pe gen nu are un impact semnificativ in

which may result in significant bone defects, necessi-
tating subsequent reconstruction. On the other hand,
cystotomy, which involves partial opening of the cyst
to reduce intracystic pressure and facilitate healing,
is a more conservative method but requires a longer
period to achieve a complete therapeutic outcome
and may leave residual tissue, increasing the risk of
recurrence.

Thus, the treatment of giant cysts of the maxilla
must be personalized, taking into account the size of
the formation, its location, the relationship with adja-
cent anatomical structures, and the patient’s general
health. This individualized approach ensures an
optimal balance between treatment efficacy and the
reduction of postoperative complications.

Objective: To evaluate the diagnostic and treat-
ment features of giant cysts of the maxilla.

Materials and Methods: The study conducted
was an observational, descriptive, selective-type study
based on a series of clinical cases of 21 patients diag-
nosed with cystic formations, aged between 28 and 75
years. During the period from 2022 to 2024, patients
who sought treatment at the «Omni Dent» Dental
Clinic (the university clinical base of the Department
of Oro-maxillo-facial Surgery and Oral Implan-
tology «Arsenie Gutan» of the Nicolae Testemitanu
State University of Medicine and Pharmacy) with the
diagnosis of giant cysts located in the upper maxilla
(n=21) were selected. A research form developed
by the authors was used as a research tool, which
included 7 questions regarding the patient’s general
health, the presence of concomitant diseases, and
other relevant details.

Inclusion criteria for the study were: the first-time
diagnosis of giant cysts, adult age, and written consent
for participation in the research. The collected data
were processed statistically using Microsoft Excel.
The results were analyzed and presented through
both qualitative and quantitative descriptive indica-
tors.

Results and Discussion: The study included a
total of 21 patients diagnosed with cystic formations,
aged between 28 and 75 years, who received outpa-
tient treatment at the Department of Oro-Maxillofa-
cial Surgery and Oral Implantology «Arsenie Gutan»
(SRL «Omni Dent,» the university clinical base). The
mean age of the patients was 49.71 + 11.91 years, with
a median (Me) of 50.0 years, a lower quartile (P25) of
40.5 years, and an upper quartile (P75) of 55.5 years.

These findings reflect a diverse demographic
profile of patients and underscore the necessity for
personalized therapeutic approaches tailored to both
the age and overall health status of each patient.

The patients included in this study were catego-
rized by gender (Figure 2). Of the total 21 patients, 15
were male, representing 71.0%, while 6 were female,
accounting for 29.0%. Statistical analysis using the
chi-square test (chi-square = 2.976, df = 1, P = 0.0845)
did not reveal a significant difference between the two
groups based on gender. These results indicate that,
although the proportion of male patients is higher,



lotul de cercetare, ceea ce sugereaza ca aceastd pato-
logie poate afecta ambele sexe intr-o proportie relativ
apropiatd.

® Genul Masculin

® Genul Feminin

Fig. 2. Repartizarea pacientilor din lotul de studiu
dupd gen.

Dimensiunea medie a chisturilor evaluate in
studiu a fost, pe orizontala, de 24,44 + 8,68 mm, iar
pe verticala, de 32,01 + 4,06 mm.

Un alt aspect al studiului a fost analiza manifesta-
rilor clinice ale pacientilor (Figura 3). Acestea au fost
determinate pe baza examenului clinic si paraclinic.
S-a constatat ca evolutia asimptomatica a bolii a fost
observati la 11 pacienti (52,4%; 95% I1: 30,52 - 74,28),
in timp ce la 10 pacienti (47,6%; 95% 11: 25,72 - 69,48)
au fost identificate manifestari clinice.

Simptomele raportate de cei 10 pacienti simpto-
matici includeau: dureri sicaitoare, jena in timpul
masticatiei, senzatii de tensiune sau apasare, alun-
girea periodica a dintelui si sensibilitate usoara la
percutie. Aceste rezultate subliniaza faptul cd majo-
ritatea pacientilor (52,4%) prezintd o evolutie asimp-
tomatica, ceea ce indica faptul ci aceastd patologie
poate persista o perioada indelungati fard a provoca
simptome subiective sau manifestéri clinice evidente.
Pacientii asimptomatici au fost diagnosticati intdm-
plator in timpul examinarilor de rutina.

In general, chisturile maxilare sunt adesea asimp-
tomatice si sunt descoperite accidental in timpul unui
examen radiologic [9] sau al unor investigatii paracli-
nice [10,11,12]. Totusi, in cazul in care acestea ating
dimensiuni mari, comprimand structurile anato-
mice adiacente, cum ar fi sinusul maxilar si cavi-
tatea nazala, pot apdrea simptome precum disfunctii
sinusale, senzatia de presiune, deformari faciale [4],
mobilitate dentara, edem [13] sau alte complicatii. In
cazuri rare, poate apdrea o infectie secundara, care
agraveaza tabloul clinic. Aceste constatari evidentiaza
necesitatea monitorizdrii atente si a tratamentului
precoce, in special in cazurile in care chisturile sunt
detectate intamplator.

E Simptomatic

= Asimptomatic

Fig. 3. Repartizarea pacientilor din lotul de studiu
dupd manifestdrile clinice.

gender distribution does not have a statistically signif-
icant impact within the research cohort, suggesting
that this pathology may affect both sexes in relatively
similar proportions.

The mean size of the cysts evaluated in the study
was 24.44 + 8.68 mm horizontally and 32.01 + 4.06
mm vertically.

= Male = Female

Fig. 2. Gender Distribution of Study Cohort Patients

Another aspect of the study involved analyzing
the clinical manifestations of the patients (Figure 3).
These were determined based on clinical and para-
clinical examinations. It was observed that asymp-
tomatic progression of the disease occurred in 11
patients (52.4%; 95% CI: 30.52-74.28), while clinical
manifestations were identified in 10 patients (47.6%;
95% CI: 25.72-69.48).

The symptoms reported by the 10 symptom-
atic patients included dull pain, discomfort during
mastication, sensations of tension or pressure, peri-
odic elongation of the tooth, and mild sensitivity
to percussion. These findings underscore that the
majority of patients (52.4%) exhibited an asymptom-
atic progression, indicating that this pathology can
persist for extended periods without causing subjec-
tive symptoms or evident clinical manifestations.
Asymptomatic patients were diagnosed incidentally
during routine examinations.

In general, maxillary cysts are often asymptom-
atic and are discovered accidentally during radiolog-
ical examinations [9] or paraclinical investigations
[10,11,12]. However, when these cysts reach large
sizes, compressing adjacent anatomical structures
such as the maxillary sinus and nasal cavity, symptoms
may arise, including sinus dysfunction, sensations
of pressure, facial deformities [4], dental mobility,
edema [13], or other complications. In rare cases,
secondary infections may occur, exacerbating the clin-
ical picture. These findings highlight the necessity for
careful monitoring and early intervention, especially
in cases where cysts are incidentally detected.

= Symptomatic

= Asymptomatic

Fig. 3. Distribution of Study Cohort Patients Based on
Clinical Manifestations
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Pacientii din acest studiu au fost analizati si in
functie de localizarea formatiunilor chistice (Figura
4). Rezultatele obtinute indicd faptul ca regiunea
frontald a maxilarului reprezintd cea mai frecventa
localizare a chisturilor, fiind intilnitd la 10 pacienti
(47,6%; 95% 11: 25,72 - 69,48) din totalul de 21.

Chisturile localizate pe partea stdngéd a maxilarului
superior ocupa pozitia secundara ca frecvent, fiind
observate la 8 pacienti (38,1%; 95% II: 16,82 - 59,38).
Pe ultimul loc, in ceea ce priveste frecventa, se afld
chisturile localizate pe partea dreaptd a maxilarului,
care au fost identificate la doar 3 pacienti (14,3%; 95%
I1: -1,04 - 29,64) din 21.

Aceste rezultate sugereaza o predilectie mai mare
a chisturilor gigantice pentru regiunea frontala si
partea stdngd a maxilarului superior, ceea ce poate
avea implicatii clinice importante in diagnostic si
planificarea tratamentului. De asemenea, distributia
inegala a localizarilor chistice evidentiazd necesitatea
unor investigatii suplimentare pentru a identifica
factorii care pot influenta aparitia si dezvoltarea chis-
turilor in diferite regiuni anatomice.

Frceventa mai mare a chisturilor de maxilar este
demonstrata si in studiile altor autori, astfel Cucu G.
(2017) in studiu efectuat pe un lot de 451 pacienti
din cadrul IMSP IMU a stabilit prevalenta chisturilor
maxilarului superior (59,8%) in raport cu chistu-
rile maxilarului inferior (40,2%), ce indicéd diferenta
semnificativ veridicd a chisturilor in functie de maxi-
larul afectat [3].
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cadranul 11

Fig. 4. Localizarea formatiunii chistice.

In cadrul studiului, a fost analizata relatia forma-
tiunii chistice patologice cu structurile anatomice
adiacente (Figura 5). Rezultatele au evidentiat urma-
toarele: din totalul de 21 de pacienti, la 3 (14,3%; 95%
I1: -1,04 - 29,64) pacienti, chistul a penetrat exclusiv
in cavitatea nazald. In cazul a 8 pacienti (38,1%; 95%
11: 16,82 - 59,38), chistul a invadat sinusul maxilar.

Cel mai frecvent, la 10 pacienti (47,6%; 95% II:
25,72 - 69,48), chisturile au penetrat simultan atét in
cavitatea nazald, cat si in sinusul maxilar.

Aceste date sugereaza ca implicarea structurilor
anatomice adiacente este o caracteristicd comuna a
chisturilor gigantice ale maxilarului superior, cu o
predilectie pentru afectarea sinusului maxilar. Pene-
trarea in ambele regiuni — cavitatea nazald si sinusul
maxilar — a fost cel mai frecvent tip de extindere
observat, subliniind complexitatea acestor cazuri si
necesitatea unei abordari terapeutice multidiscipli-
nare pentru a restabili functionalitatea si anatomia
afectata.

The patients in this study were also analyzed based
on the localization of the cystic formations (Figure
4). The results indicate that the frontal region of the
maxilla is the most common site for cyst localization,
observed in 10 patients (47.6%; 95% CI: 25.72-69.48)
out of the total 21.

Cysts located on the left side of the maxilla ranked
second in frequency, identified in 8 patients (38.1%;
95% CI: 16.82-59.38). Lastly, cysts located on the
right side of the maxilla were the least frequent, found
in only 3 patients (14.3%; 95% CI: -1.04-29.64) out
of 21.

These results suggest a greater predilection of
giant cysts for the frontal region and the left side
of the maxilla, which could have significant clinical
implications for diagnosis and treatment planning.
Additionally, the uneven distribution of cyst localiza-
tions highlights the need for further investigations to
identify factors influencing the occurrence and devel-
opment of cysts in different anatomical regions.

The higher frequency of maxillary cysts is also
supported by findings from other studies. For
instance, Cucu G. (2017) conducted research on a
cohort of 451 patients at IMSP IMU and established
a prevalence of maxillary cysts (59.8%) compared to
mandibular cysts (40.2%), indicating a statistically
significant difference in cyst prevalence based on the
affected jaw [3].

6

4

. u
0 n—

Median region Lateral region -

quadrant 1

Fig. 4. Localization of Cystic Formations
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The study analyzed the relationship between the
pathological cystic formation and adjacent anatom-
ical structures (Figure 5). The results revealed the
following:

o Out of 21 patients, 3 patients (14.3%; 95%
CI: -1.04-29.64) presented cysts penetrating
exclusively into the nasal cavity.

o In 8 patients (38.1%; 95% CI: 16.82-59.38), the
cyst invaded the maxillary sinus.

o The most common pattern, observed in
10 patients (47.6%; 95% CI: 25.72-69.48),
involved cysts penetrating both the nasal
cavity and the maxillary sinus simultaneously.

These data suggest that involvement of adjacent
anatomical structures is a common feature of giant
cysts of the upper jaw, with a notable predilection
for the maxillary sinus. Penetration into both the
nasal cavity and the maxillary sinus was the most
frequently observed extension pattern, highlighting
the complexity of these cases and emphasizing the
need for a multidisciplinary therapeutic approach to
restore the affected functionality and anatomy.
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Fig. 5. Relatia formatiunii patologice cu structurile
anatomice.

Pacientii inclusi in studiu au fost analizati si din
perspectiva numarului de dinti implicati in procesul
patologic, precum si a tipului de tratament aplicat
(Figura 6). In total, la cei 21 de pacienti au fost impli-
cati 20 de dinti in cadrul formatiunii patologice.

Dintre acestia, 4 dinti au fost extrasi din cauza
extinderii procesului patologic si a afectarii ireversi-
bile a structurii lor. Restul de 16 dinti au fost supusi
tratamentelor conservatoare: 14 dintre acestia
au beneficiat de tratament endodontic, urmat de
rezectie apicald pentru eliminarea sursei patologice si
pastrarea functionalitatii acestora. Aceste date subli-
niazd importanta diagnosticdrii precoce si a planifi-
cdrii riguroase a tratamentului, avand in vedere ci
majoritatea dintilor implicati au putut fi conservati
prin interventii chirurgicale si endodontice adec-
vate. Abordarea terapeuticd individualizatd a permis
pastrarea unei functionalititi dentare cit mai bune,
limitind totodata pierderile dentare.

® Dinti extragi
® Dinti tratati endodontic
® Rezecti apicale

Fig. 6. Numdrul de dinti implicati in procesul
patologic si tratamentul efectuat.

Cei 21 de pacienti inclusi in studiu au fost impdr-
titi in trei grupuri, in functie de tipul de tratament
chirurgical aplicat (Figura 7). Dintre acestia, 10 paci-
enti (47,6%) au fost tratati prin metoda de chistec-
tomie, dintre care 6 erau bérbati si 4 femei. Metoda
de marsupializare a fost utilizatd la 4 pacienti (19,0%),
distribuiti egal intre béarbati si femei (2 bérbati si
2 femei). In cazul a 7 pacienti (33,3%), toti de gen
masculin, s-a aplicat metoda de decompresie cu utili-
zarea unui dispozitiv de decompresie. Comparand cu
studiul realizat in cadrul IMSP IMU de cétre Cucu G.
si col., pe un lot de 451 de pacienti, a determinat ci in
76,7% din cazuri interventia de chistectomie a predo-
minat in raport cu celelalte tipuri de interventii [3].

Marsuplalizarea cu utilizarea

dispozitivului de decompresie |
Marsupializarea clasica |
Chistectomic | Nl
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Fig. 7. Tipul de tratament chirurgical.
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Fig. 5. Relationship Between Pathological Cystic
Formations and Adjacent Anatomical Structures

The patients included in the study were also
analyzed in terms of the number of teeth involved in
the pathological process, as well as the type of treat-
mentapplied (Figure 6). In total, 20 teeth were affected
by the pathological formation in the 21 patients.

Among these, 4 teeth were extracted due to the
progression of the pathological process and irre-
versible damage to their structure. The remaining
16 teeth underwent conservative treatments: 14 of
them received endodontic therapy, followed by apical
resection to eliminate the pathological source and
preserve their functionality. These data highlight the
importance of early diagnosis and rigorous treatment
planning, considering that the majority of the affected
teeth could be preserved through appropriate surgical
and endodontic interventions. The individualized
therapeutic approach allowed for the maintenance of
optimal dental functionality while minimizing tooth
loss.

® Extracted teeth
® Endodontically treated teeth

¥ Apical resections

Fig. 6. The number of teeth involved in the
pathological process and the treatment performed.

The 21 patients included in the study were divided
into three groups based on the type of surgical treat-
ment applied (Figure 7). Among them, 10 patients
(47.6%) were treated using the cystectomy method,
with 6 males and 4 females. The marsupialization
method was used in 4 patients (19.0%), equally
distributed between males and females (2 males
and 2 females). In the case of 7 patients (33.3%), all
male, the decompression method was applied using a
decompression device. When compared to the study
conducted by Cucu G. et al. at IMSP IMU on a group
of 451 patients, it was found that in 76.7% of cases,
cystectomy intervention predominated over the other
types of interventions [3].

Marsupialization with the use of a e e

decompression device
Classical marsupinlization | NS
Cystectomy [

L 2 4 i ] mn 12

® Male ® Female

Fig. 7. Type of surgical treatment.
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Desi, literatura de specialitate sugereaza ca meto-
dele de electje pentru tratamentul chisturilor gigan-
tice sunt marsupializarea si decompresia cu dispo-
zitiv de decompresie, acest studiu arata ca un numar
semnificativ de pacienti a fost tratat prin chistectomie.
Aceastd preferinta pentru chistectomie se explica
prin faptul cd multi dintre pacienti locuiesc in afara
tarii si dispun de un timp limitat pentru tratament.
In aceste cazuri, chistectomia este metoda de alegere,
deoarece ofera un rezultat definitiv, eliminand nece-
sitatea monitorizarii indelungate sau a tratamentelor
etapizate.

Metodele de marsupializare si decompresie
au fost aplicate mai frecvent la pacientii care pot fi
urmariti in dinamica, avand in vedere avantajele
acestor tehnici conservatoare in reducerea dimensi-
unii formatiunii patologice si in péstrarea integritatii
structurilor anatomice adiacente. Aceasta diversitate
in alegerea tratamentului reflecta necesitatea adap-
tarii strategiilor terapeutice in functie de contextul
individual al pacientului, incluzand accesibilitatea la
tratament si posibilitatile de urmarire pe termen lung.

Concluzii:

1. Datele statistice obtinute confirma ca chisturile
gigantice ale maxilarului superior predomina
in randul populatiei masculine (71,0%) si pot
aparea la orice varstd. Majoritatea chisturilor
sunt asimptomatice, atingdnd dimensiuni
considerabile si fiind depistate accidental.
Acest lucru subliniazd importanta vizitelor
regulate la medicul stomatolog, o dati la
sase luni, ca masura de preventie, pentru un
examen general de rutina.

2. Studiul a evidentiat utilizarea relativ
echilibratd a diverselor metode de tratament,
insd metoda de marsupializare (atitin varianta
clasicd, cat si prin decompresie) a prezentat
avantaje mai mari, fiind asociata cu o evolutie
postoperatorie mai favorabila. Chistectomia,
desi invaziva, rimane o metodd de electie in
anumite cazuri, in special pentru pacientii cu
acces limitat la monitorizarea pe termen lung.
Elaborarea unui plan individual de tratament
este esentiald pentru obtinerea unor rezultate
optime, tindnd cont de volumul si localizarea
chistului, precum si de starea generald a
pacientului.
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Although the specialized literature suggests that
the preferred methods for the treatment of giant
cysts are marsupialization and decompression with a
decompression device, this study shows that a signif-
icant number of patients were treated using cystec-
tomy. This preference for cystectomy can be explained
by the fact that many of the patients reside abroad
and have limited time for treatment. In these cases,
cystectomy is the method of choice as it provides a
definitive result, eliminating the need for prolonged
monitoring or staged treatments.

Marsupialization and decompression methods
were more frequently applied to patients who could
be followed up dynamically, considering the advan-
tages of these conservative techniques in reducing
the size of the pathological formation and preserving
the integrity of adjacent anatomical structures. This
diversity in treatment choice reflects the need to
adapt therapeutic strategies based on the individual
context of the patient, including accessibility to treat-
ment and long-term follow-up possibilities.

Conclusions:

1. The statistical data obtained confirm that giant
cysts of the maxilla predominantly affect

the male population (71.0%) and can occur at any
age. Most cysts are asymptomatic, reaching
considerable sizes and being discovered acci-
dentally. This underscores the importance
of regular visits to the dentist, once every six
months, as a preventive measure for a routine
general examination.

2. The study highlighted the relatively balanced
use of various treatment methods;

however, the marsupialization method (both
in its classic form and via decompression)
presented greater advantages, being associated
with a more favorable postoperative progres-
sion. Although invasive, cystectomy remains
a method of choice in certain cases, particu-
larly for patients with limited access to long-
term monitoring. Developing an individual-
ized treatment plan is essential for achieving
optimal results, taking into account the cyst’s
volume and location, as well as the patient’s
overall health.
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Rezumat

Incarcarea imediatd a implantelor dentare este o
disciplina relativ noua, care mai are nevoie de multe
studii pentru a trage concluzii referitor la predictibi-
litatea metodei. Insa sunt situatii cind este nevoie de
extractie dentard in cazul unor dinti compromisi, si
pentru incadrarea sociald a pacientilor cit mai rapidd,
este nevoie de o restabilire esteticd rapidd. De aceea,
am inceput sd studiem tot mai mult protocolul de
instalare imediatd a implantelor dentare postextrac-
tional, cu incircarea imediatd a acestora cu coronite
temporare din plastic.

Scopul acestui articol, este de a prezenta un caz
clinic cu extractie dentara cu implantare imediatd
si incdrcare imediatd, si sa demonstram ca in cazul
in care se respectd conditiile necesare, incarcarea
imediatd a implantelor aplicate imediat postextracti-
onal poate avea rezultate predictibile.

Introducere

Implanturile dentare endoosoase s-au dovedit
a fi o metodd sigura si predictibild in reabilitarile
edentatiilor partiale si totale. In timp unul din proto-
coalele de bazd (etalon) se considera protocolul de
inserare Branemark, care prevede instalarea implan-
telor dentare in os matur cu aplicarea partii protetice
dupa perioada de osteointegrare (4-6 luni). Dato-
ritd progresului socio-economic si a cerintelor mari
a pacientilor, medicii practicieni sunt in cdutarea
metodelor alternative care tind sd micsoreze timpul
de tratament, mai ales pentru pacientii mai tineri cu
brese in zonele estetice. De aici au apdrut mai multe
clasificari a timpului de incércare a implanturilor.

Definitiile de incércare functionala a implantelor,

propuse de citre C. Aparicio et al. sunt urmétoarele
[40]:

- Incircarea imediatd (Immediate loading).
Proteza este aplicata pe implant in aceeasi zi in
care a fost aplicat implantul.

- Incércarea precoce (Early loading). Proteza
este aplicata pe implant mai devreme de peri-
oada de osteointegrare a implantelor de 3 sau
6 luni. Incircarea poate fi initiati la cateva zile
sau saptdmani.

- Incircarea  conventionald (Conventional
loading). Proteza este aplicatd pe implant peste
o perioada de 3 sau de 6 luni dupi plasarea
implantului.

Summary

Immediate loading of dental implants is a rela-
tively new discipline that still needs many studies to
draw conclusions regarding the predictability of the
method. But there are situations when tooth extrac-
tion is needed in the case of compromised teeth,
and for the social inclusion of patients as quickly as
possible, a quick aesthetic restoration is needed. That
is why we began to study more and more the protocol
of immediate installation of post-extraction dental
implants, with their immediate loading with tempo-
rary plastic crowns.

The purpose of this article is to present a clinical
case with tooth extraction with immediate implan-
tation and immediate loading, and to demonstrate
that if the necessary conditions are met, immediate
loading of implants applied immediately post-extrac-
tion can have predictable results.

Introduction

Endoosseous dental implants have proven to be
a safe and predictable method in partial and total
edentulous rehabilitations. In time, one of the basic
protocols (benchmark) is considered the Branemark
insertion protocol, which provides for the installation
of dental implants in mature bone with the applica-
tion of the prosthetic part after the osseointegration
period (4-6 months). Due to socio-economic progress
and high patient demands, medical practitioners are
looking for alternative methods that tend to reduce
treatment time, especially for younger patients with
gaps in aesthetic areas. From here, several classifica-
tions of implant loading time have emerged.

The definitions of functional loading of implants,

proposed by C. Aparicio et al. are the following [40]:
Immediate loading (Immediate loading). The
prosthesis is applied to the implant on the
same day that the implant was applied.

- Earlyloading (Early loading). The prosthesis is
applied to the implant earlier than the implant
osseointegration period of 3 or 6 months.
Charging can be initiated in a few days or
weeks.

- Conventional loading (Conventional loading).
The prosthesis is applied to the implant over a
period of 3 or 6 months after the placement of
the implant.

- Delayed loading. The prosthesis is applied to



- Incarcare améanata (Delayed loading). Proteza
este aplicata pe implant mai tarziu decat peri-
oada conventionald de 3 sau de 6 luni.

In 2003, cea de a IIl-a ITI Conferinta de
Consensus, Gstaad, Austria a modificat definitiile
astfel (DL. Cochran et al.) [61]:

— Incarcarea imediatd. O restaurare aplicatd pe
implant pana la 48 de ore dupa inserare lui,
aflatd in ocluziune cu antagonistii.

— Restaurarea imediatd (Immediate Restora-
tion). O restaurare aplicatd pe implant pana
la 48 de ore dupd inserare, dar exclusa din
ocluzie cu antagonistii.

~ Incarcarea precoce. O restaurare aplicati pe
implant dupa 48 de ore dupa inserare lui, dar
nu mai tarziu de 3 luni, aflatd in ocluziune cu
antagonistii.

- Incarcarea conventionald. Proteza este apli-
cata pe implant intr-o procedurd secundara
la o perioada de 3 sau de 6 luni dupa plasarea
implantului.

~ Incarcare amanata. Proteza este aplicati pe
implant intr-o procedurd secundara mai
tarziu decat perioada conventionala de 3 sau
de 6 luni necesara vindecarii.

Datoritd acestei clasificari a aparut diferenta dintre
incircare si restaurerea imediati. Incircarea imediata
prevede aplicarea unei constructii pe implant sau
implanturi, inclusd in actul de masticatie, adicd sub
actionea fortelor de masticatie, pe cind restaurarea
imediatd este o constructie protetica provizorie care
nu are contact ocluzal cu dintii antagonisti si cu dintii
limitrofi bresei adica dintii vecini. Este foarte impor-
tant eliminarea contactelor interdentare laterale,
deoarece miscérile pe lateral pot duce la fibrointe-
grarea implantelor.

Scopul studiului. Scopul acestui studiu de caz este
de a demonstra eficacitatea metodei de implantare
imediatd postextractionald cu incédrcarea imediatd a
acestora.

Material si metode. Pacienta X, in virsta de 47 ani,
s-a prezentat la clinica stomatologica acuzind dureri
periodice la nivelul dintilor 13, 11, care prezentau o
punte dentard. La examenarea clinicd intraorala s-a
depistat o punte dentard din metalo/ceramica, care
prezenta mobilitate in sens vestibulo-orala, dureroasa
la palpare si percutie, in urma examindrii detaliatd a
imaginilor radiologice, s-a ajuns la concluzia ca dintii
11 si 13 sunt compromisi si necesitd a fi extrasi. Luind
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the implant later than the conventional period
of 3 or 6 months.

In 2003, the 3rd ITI Consensus Conference,
Gstaad, Austria modified the definitions as follows
(DL. Cochran et al.) [61]:

- Instant loading. A restoration applied to the
implant up to 48 hours after its insertion, in
occlusion with the antagonists.

— Immediate Restoration (Immediate Restora-
tion). A restoration applied to the implant up
to 48 hours after insertion, but excluded from
occlusion with antagonists.

- Premature charging. A restoration applied to
the implant 48 hours after its insertion, but no
later than 3 months, in occlusion with antago-
nists.

- Conventional loading. The prosthesis is
applied to the implant in a secondary proce-
dure 3 or 6 months after implant placement.

- Delayed loading. The prosthesis is applied to
the implant in a secondary procedure later
than the conventional 3 or 6 month healing
period.

Due to this classification, the difference between
charging and immediate restoration arose. The
immediate loading provides for the application of a
construction on the implant or implants, included
in the act of mastication, i.e. under the action of
masticatory forces, while the immediate restoration
is a provisional prosthetic construction that has no
occlusal contact with the opposing teeth and the
teeth bordering the breach, i.e. the neighboring teeth.
It is very important to eliminate lateral interdental
contacts, as lateral movements can lead to fibrointe-
gration of the implants.

The purpose of the study. The purpose of this
case study is to demonstrate the effectiveness of the
immediate postextraction implantation method with
their immediate loading.

Materials and methods. Patient X, 47 y.o., came
to the dental clinic complaining of periodic pain
in teeth 13, 11, which had a dental bridge. During
the intraoral clinical examination, a metal/ceramic
dental bridge was detected, which presented vestibu-
lo-oral mobility, painful to palpation and percussion,
following a detailed examination of the radiological
images, it was concluded that teeth 11 and 13 are
compromised and require to be extracted. Taking
into account the patient’s age and profession, it was

Fig. 2. Tomografie cu fascicol conic
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in consideratie virsta si profesia pacientei, s-a decis
aplicarea imediatd a implantelor postextractional cu
aplicarea restaurarii imediate pe aceste implanturi.

Au fost extrasi dintii 11 si 13, s-a chiuretat minu-
tios alveola postextractionald si s-a prelucrat medica-
mentos cu solutii antiseptice. La aceastd etapa e foarte
important de apreciat integritatea peretilor alveolei
postextratioanale.

decided to apply the immediate post-extraction
implants with the application of the immediate
restoration on these implants. Teeth 11 and 13 were
extracted, the post-extraction alveolus was thoroughly
curetted and treated medicinally with antiseptic solu-
tions. At this stage, it is very important to assess the
integrity of the post-extraction alveolus walls.

After tooth extraction, the condition of the soft

Fig. 3. a. Fotografie intraorald preoperator. b. Puntea extrasd. c. Starea tesuturilor dupd extractie

Dupd extratia dintilor s-a evaluat starea tesutu-
rilor moi si starea osului alveolar, integritatea pere-
tilor alveolari. Utilizind burghiile din trusa chisurgi-
cald pentru implanturi, s-au forat neoalveolele pentru
aplicarea implanturilor. Pentru aplicarea implan-
turilor postextractional trebuie de respectat regu-
lile de inserctie, axul de insertie trebuie si fie pala-
tinizat. Protocolul de forare este utilizarea frezelor
de diametru mai mic (subforaj), pentru a obtine o
stabilitate primara corespunzatoare. Pentru a aplica o
constructie provizorie pe implant, forta de insertie a
implantului trebuie sé fie mai mare de 35 Ncm.

Dupa aplicarea implantilor dentare, se verifici
forta de inserare cu cheia dinamometricd din trusi

tissues and the condition of the alveolar bone, the
integrity of the alveolar walls were evaluated. Using
the drills from the chisurgical implant kit, the neoal-
veoli were drilled for implant application. For the
application of post-extraction implants, the inser-
tion rules must be followed, the insertion shaft must
be palatinized. The drilling protocol is to use smaller
diameter cutters (under-drilling) to achieve adequate
primary stability. To apply a provisional construction
on the implant, the implant insertion force must be
greater than 35 Ncm.

After applying the dental implants, the insertion
force is checked with the torque wrench in the kit or
with a physiodispenser, the gum formers are applied



Fig. 4. a. Imagine cu implanturile inserate b. Ortopantomografie postoperator

sau cu fiziodispenser, se aplica formatoarele de gingie
si se efectueazd periotestometria. Rezultatul masu-
rarii fortei de insertie este de 50 Ncm, iar valorile
periotestometriei este de -5 pentru implantul mezial
si -6 pentru implantul distal, ceea ce ne arata ca avem
o stabilitate primard corespunzétoare si putem aplica
restaurarea imediata provizorie.

|

Lucrarea protetica temporard este aplicata pe peri-
oada de 4-6 luni, adica pentru perioada de osteointe-
grare a implanturilor. Un avantaj enorm a lucrarilor
provizorii acrilice, este faptul ca avem posibilitatea sa
modeldm tesuturile moi pentru a obtine un rezultat
estetic mai bun. Dupd perioada de 4-6 luni dintii
temporari sunt inldturati pentru a aprecia starea tesu-
turilor moi periimplantare, se efectueaza periotesto-
metria repetatd, si se amprenteaza cimpul protetic
pentru confectionarea lucrarii protetice definitive.

Rezultate si discutii. Cazul prezentat in acest
articol, demonstreaza eficienta metodei de aplicare
imediatd si incarcare imediata a implantelor dentare.
Minimalizarea timpului de tratament si confortul
psihic a pecientului este punctul forte in alegerea

Fig. 5. a. Starea tesuturilor moi la a 5 zi. b. Aprecierea punctelor de contact. c. Rstaurarea provizorie

and the periotestometry is performed. The result of
the insertion force measurement is 50 Ncm, and the
periotestometry values are -5 for the mesial implant
and -6 for the distal implant, which shows us that we
have adequate primary stability and can apply the
immediate provisional restoration.

The temporary prosthetic work is applied for a

period of 4-6 months, i.e. for the period of osseointe-
gration of the implants. An enormous advantage of
temporary acrylic works is the fact that we have the
possibility to shape the soft tissues to obtain a better
aesthetic result. After the period of 4-6 months, the
temporary teeth are removed to assess the state of the
peri-implant soft tissues, repeated periotestometry is
performed, and the prosthetic field is imprinted for
the preparation of the definitive prosthetic work.
Results and discussion. The case presented in this
article demonstrates the effectiveness of the method
of immediate application and immediate loading of
dental implants. Minimizing the treatment time and
the mental comfort of the patient is the strong point
in choosing the work protocol. In order to obtain
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Fig. 6. Strarea tesuturilo moi dupa inldturarea
lucrarii provizorii.

protocolului de lucru. Pentru a obtine rezultate bune,
am efectuat extractia atraumaticd a radédcinilor secti-
onindule in trei segmente, astfel am pastrat integri-
tatea osului alveolar, mai cu seama a placii vestibulare
care este esentiald in obtinerea rezultatului estetic.
Au fost aplicate implanturi de diametrul 4 mm si
lungimea implantului mezial de 12 mm si respectiv al
celui distal de 14 mm. Stabilitatea primara a fost obti-
nuta datoritd subforajului si inserarii implantului mai
profund decit apexul dintelui extras cu 7 mm. Dato-
ritd extarctiei atraumatice si aplicarea coronitelor
provizorii, am reusit sa mentinem relieful si profilul
de emergentd a gingiei, ce este un factor decisiv
pentru un rezultat estetic bun.

Concluzii. Incircarea imediatd a implantelor
dentare, este o metodd de tratament eficientd si
predictibild care micsoreaza timpul de tratament
ofera confort psihologic pacientilor si arata rezultate
stabile in timp.
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Fig. 7. Lucrarea definitivd aplicatd in cavitatea
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good results, we performed the atraumatic extraction
of the roots by cutting them into three segments, thus
preserving the integrity of the alveolar bone, especially
the vestibular plate, which is essential in obtaining the
aesthetic result. Implants with a diameter of 4 mm and
amesial implant length of 12 mm and a distal implant
length of 14 mm were applied. Primary stability was
achieved due to the underdrilling and insertion of the
implant deeper than the apex of the extracted tooth
by 7 mm. Thanks to the atraumatic extraction and the
application of the provisional crowns, we were able
to maintain the relief and emergence profile of the
gingiva, which is a decisive factor for a good aesthetic
result.

Conclusions. Immediate loading of dental
implants is an effective and predictable treatment
method that reduces treatment time, provides
psychological comfort to patients and shows stable
results over time.
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Rezumat Studiul reflectd evaluarea rezultatelor
etapei de determinare si inregistrare a relatiei inter-
maxilare, realizate pentru tratamentului protetic al
92 (50 b., 42 f.) pacienti cu varsta cuprinsa intre 23
si 76 de ani, cu defecte partiale ale arcadelor dentare
la unul sau la ambele maxilare. Principiul de baza la
determinarea relatiei intermaxilare constd in evalu-
area stabilitatii pozitiei de intercuspidare maxima si
a factorilor iatrogenici, care o pot deregla. Utilizarea
sabloanelor cu bordura de ocluzie v-a asigura corec-
titudinea realizarii etapei de determinare si inregis-
trarea a relatiei intermaxilare.

Introducere

Piesa proteticd aplicata si instalatd in conditiile
cavitdtii bucale trebuie sa asigure un echilibru morfo-
functional cu celelalte componente ale sistemului
stomatognat. Acest echilibru poate fi asigurat prin
realizarea unei etape clinice intermediare, care poarta
denumirea ,determinarea i inregistrarea relatiilor
intermaxilare” [1,2,3,4,5].

Aceastd etapa clinicd este comuna pentru reali-
zarea tuturor tipurilor si varietdtilor de proteze
dentare: unidentare sau pluridentare, fixe, mobiliza-
bile sau mobile. Oportunitatea realizdrii etapei date
constd in realizarea corecta a relatiilor de ocluzie si
conservarea morfofunctionald a sistemului stomato-
gnat pentru un timp cat mai indelungat [6,7].

Inregistrarea corecta a relatiilor intermaxilare este
fundamentald pentru succesul tratamentelor dentare
restaurative si protetice. Aceasta determind pozitia
optimd a mandibulei fata de maxilar, influentind rela-
tiile de ocluzie, functia masticatorie, estetica faciala si,
in final, confortul pacientului. O relatie intermaxilara
incorectd poate duce la disfunctii temporo-mandibu-
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Summary The study reflects the evaluation of the
results of the stage of determining and recording the
intermaxillary relationship, made for the prosthetic
treatment of 92 (50 m., 42 f.) patients aged between
23 and 76 years old, with partial defects of the dental
arches in one or both jaws. The basic principle for
determining the intermaxillary relationship consists
in evaluating stability maximum intercuspation posi-
tion and the iatrogenic factors that can derange it.
The use of oclusal rims will ensure the correctness of
the determination stage and registration of the inter-
maxillary relationship.

Introduction

The prosthetic piece applied and installed in the
oral cavity’s conditions must ensure a morphofunc-
tional balance with the other components of the
stomatognathic system. This balance can be ensured
by carrying out an intermediate clinical stage, which
is called “determining and recording the intermaxil-
lary relations” [1,2,3,4,5].

This clinical stage is common for the realization
of all types and varieties of dental prostheses: uniden-
tate or multidentate, fixed, removable or mobile. The
opportunity to achieve the given stage consists in the
correct realization of the occlusion relationships and
the morphofunctional preservation of the stomatog-
nathic system for as long as possible [6,7].

Correct registration of the intermaxillary rela-
tionships is fundamental to the success of restorative
and prosthetic dental treatments. This determines
the optimal position of the mandible relative to the
maxilla, influencing occlusal relationships, masti-
catory function, facial aesthetics and, ultimately,
patient comfort. An incorrect intermaxillary rela-



lare (DTM), uzura dentard prematurd, dificultati de masti-
catie, dureri musculare si articulare, compromiterea este-
ticii §i, ca rezultat, esecul tratamentului. Prin urmare,
o atentie deosebitd trebuie acordatd acestei etape,
asigurandu-se acuratetea si reproductibilitatea inre-
gistririlor. Intelegerea importantei acestei proceduri
este primul pas catre minimizarea erorilor si obtinerea
unor rezultate predictibile si de lunga durata [1,3].

O relatie intermaxilara corecta permite o distri-
butie uniformd a fortelor ocluzale, protejand astfel
structurile dentare si articulare de stresul excesiv. De
asemenea, faciliteaza o functie masticatorie eficienta,
contribuind la o nutritie adecvatd si la o stare gene-
rala de sdndtate bund. Estetic, o pozitionare corectd
a mandibulei fatd de maxilar sustine armonia faciala
si increderea pacientului in aspectul sau. In plus, o
relatie intermaxilard stabild si confortabila reduce
riscul de iritatii ale tesuturilor moi si de adaptare difi-
cild la restaurari protetice noi. Prin urmare, eforturile
clinicianului trebuie concentrate pe obtinerea unei
inregistrari precise si fiabile, ludnd in considerare toti
factorii relevanti pentru fiecare caz individual [6,7].

Erorile posibile comise la inregistrarea relatiei
intermaxilare pot surveni din diverse motive, adesea o
combinatie de factori. Printre cele mai comune cauze
se numar3: instabilitatea placilor de bazd sau a sabloa-
nelor de ocluzie, tehnici de inregistrare inadecvate sau
aplicate incorect, materiale de inregistrare cu propri-
etdti improprii sau manipulate necorespunzator, lipsa
de cooperare a pacientului din cauza anxietétii sau a
reflexelor accentuate, si o evaluare incompleta a situ-
atiei clinice preexistente. De asemenea, o comunicare
deficitara intre clinician si tehnicianul dentar poate
contribui la interpretarea gresitd a inregistrérilor si la
fabricarea unor restauréri protetice incorecte.

O altd cauzi frecventa este utilizarea unor puncte
de referintd instabile sau imprecis definite, ceea ce
duce la o reproducere eronata a pozitiei mandibulare.
De exemplu, daca plicile de baza nu sunt bine adap-
tate la crestele alveolare, acestea pot bascula sau deplasa
in timpul inregistrarii, generand erori verticale sau orizon-
tale. In plus, aplicarea unei presiuni excesive in timpul
inregistrarii poate deforma materialele sau poate
induce o pozitie fortata a mandibulei, care nu reflecta
relatia intermaxilara reald. In fine, erorile pot aparea
si in timpul transportului si manipularii inregistrarilor,
dacd acestea nu sunt protejate corespunzitor de factorii
externi, cum ar fi temperatura sau umiditatea.

Anxietatea si reflexele exagerate ale pacientului pot
afecta semnificativ acuratetea inregistrarii relatiilor inter-
maxilare. Un pacient anxios poate avea dificultati in
a se relaxa si a mentine pozitia corectd a mandibulei,
generand tensiune musculard si miscéri involuntare.
Reflexul de vomd, in special, poate fi o provocare
majora, impiedicand inserarea si mentinerea materi-
alelor de inregistrare in cavitatea orald. De asemenea,
pacientii cu afectiuni neurologice, cum ar fi boala
Parkinson sau tremor esential, pot prezenta dificul-
tati in a controla miscérile mandibulare, complicAnd
procesul de inregistrare.

Pentru a minimiza influenta factorilor legati de

tionship can lead to temporomandibular dysfunction
(TMD), premature tooth wear, chewing difficulties,
muscle and joint pain, compromised aesthetics and,
as a result, treatment failure. Therefore, special atten-
tion must be paid to this stage, ensuring the accuracy
and reproducibility of the records. Understanding the
importance of this procedure is the first step towards
minimizing errors and achieving predictable and
long-lasting results [1,3].

A correct intermaxillary relationship allows an
even distribution of occlusal forces, thus protecting
dental and joint structures from excessive stress. It
also facilitates efficient masticatory function, contrib-
uting to adequate nutrition and general good health.
Aesthetically, a correct positioning of the mandible in
relation to the maxilla supports facial harmony and
the patient’s confidence in his appearance. In addition,
a stable and comfortable intermaxillary relationship
reduces the risk of soft tissue irritation and difficult
adaptation to new prosthetic restorations. Therefore,
the clinician’s efforts must be focused on obtaining an
accurate and reliable record, taking into account all
factors relevant to each individual case [6,7].

Possible errors in recording the intermaxillary
relationship can arise for various reasons, often a
combination of factors. Among the most common
causes are: instability of occlusal rims, inadequate or
incorrectly applied recording techniques, recording
materials with improper properties or improperly
handled, patient uncooperativeness due to anxiety or
accentuated reflexes and an incomplete assessment of
the preexisting clinical situation. Also, poor communi-
cation between the clinician and the dental technician
can contribute to the misinterpretation of records and
the fabrication of incorrect prosthetic restorations.

Another frequent cause is the use of unstable or
imprecisely defined reference points, which leads to
a wrong reproduction of the mandibular position.
For example, if the oclusal rims are not well adapted
to the alveolar ridges, they may tilt or shift during
registration, generating vertical or horizontal errors.
In addition, applying excessive pressure during regis-
tration may deform the materials or induce a forced
mandibular position that does not reflect the actual
intermaxillary relationship. Finally, errors can also
occur during transporting and handling the records if
they are not properly protected from external factors
such as temperature or humidity.

Patient anxiety and exaggerated reflexes can
significantly affect the accuracy of recording the
intermaxillary relationships. An anxious patient may
have difficulty relaxing and maintaining the correct
position of the mandible, generating muscle tension
and involuntary movements. The gag reflex, in partic-
ular, can be a major challenge, preventing insertion
and retention of recording materials in the oral
cavity. Also, patients with neurological conditions
such as Parkinson’s disease or essential tremor may
have difficulty controlling mandibular movements,
complicating the registration process.

To minimize the influence of patient-related
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pacient, este esential sa se stabileasca o relatie de
incredere si comunicare eficientd. Explicatiile clare
si concise cu privire la procedurd, precum si asigu-
rarea unui mediu confortabil si relaxant, pot reduce
anxietatea si spori cooperarea pacientului. In cazurile
severe de anxietate sau reflex de voma accentuat, pot
fi necesare tehnici de management comportamental,
cum ar fi distragerea atentiei, relaxarea progre-
siva sau, in unele cazuri, sedarea medicamentoasa.
De asemenea, pot fi utilizate materiale de inregis-
trare cutimp de prizd rapid, pentru a reduce timpul
petrecut de pacient cu materialele in cavitatea orala.
O evaluare atentd a stérii psihologice si fizice a paci-
entului, precum si adaptarea tehnicilor de inregistrare
la nevoile individuale, sunt cruciale pentru obtinerea
unor rezultate precise si fiabile [1,2,3].

Competenta si experienta clinicianului joaca un
rol crucial in acuratetea inregistrérii relatiilor inter-
maxilare. Tehnici inadecvate, aplicate incorect, sau o
intelegere superficiald a principiilor ocluziei pot duce
la erori semnificative. De exemplu, o pozitionare
incorecta a capului pacientului, o vizualizare defici-
tard a cAmpului operator sau o lipsd de coordonare
in timpul manipuldrii materialelor pot compromite
precizia inregistrarii. De asemenea, utilizarea unor
materiale de inregistrare cu proprietati improprii
pentru cazul clinic specific, sau manipularea necores-
punzatoare a acestora, poate genera distorsiuni sau
inregistrari instabile.

O selectie atenta a materialelor de inregistrare,
bazata pe proprietatile lor fizice si pe cerintele clinice
specifice, este esentiald. Materialele rigide, cum ar fi
gipsul, pot fi potrivite pentru inregistrarea relatiilor
statice, in timp ce materialele elastice, cum ar fi sili-
conii, pot fi preferabile pentru inregistrarea misca-
rilor mandibulare. Este important sa se respecte cu
strictete instructiunile de utilizare ale producétorului,
in ceea ce priveste proportiile, timpul de amestecare si
timpul de prizd, pentru a asigura proprietatile optime ale
materialului. De asemenea, este crucial sa se evalueze cu
atentie stabilitatea si adaptarea plicilor de baza sau
a sabloanelor de ocluzie, si sd se efectueze ajustari
minore, daci este necesar, pentru a asigura o pozitio-
nare corecta si o retentie adecvata. O pregatire temei-
nica, o atentie deosebita la detalii si 0 abordare meti-
culoasa sunt esentiale pentru minimizarea erorilor
legate de clinician.

Erorile la inregistrarea relatiilor intermaxilare pot
fi clasificate in functie de directia in care se manifesta:
verticale, sagitale si transversale. Erorile verticale se
referd la o inregistrare incorectd a dimensiunii verti-
cale de ocluzie (DVO), care poate fi fie prea mare, fie
prea micd. O DVO incorectd poate duce la supraso-
licitarea articulatiei temporomandibulare (ATM),
la dureri musculare, la dificultati de masticatie si la
modificari estetice faciale. Erorile sagittale se referd la
o pozitionare incorectd a mandibulei in plan antero-pos-
terior, rezultind intr-o relatie de clasa a II- a sau a III-a
Angle falsa. Aceste erori pot afecta ocluzia, functia
masticatorie si estetica profilului facial. Erorile trans-
versale se referd la o pozitionare incorectd a mandi-

factors, it is essential to establish a relationship of
trust and effective communication. Clear and concise
explanations of the procedure, as well as providing a
comfortable and relaxing environment, can reduce
anxiety and increase patient cooperation. In severe
cases of anxiety or heightened gag reflex, behavioral
management techniques such as distraction, progres-
sive relaxation or, in some cases, drug sedation may
be necessary. Also, quick setting time recording
materials can be used to reduce the time the patient
spends with the materials in the oral cavity. A careful
assessment of the patient’s psychological and physical
condition, as well as the adaptation of recording tech-
niques to individual needs, are crucial for obtaining
accurate and reliable results [1,2,3].

The skill and experience of the clinician play a
crucial role in the accuracy of recording the inter-
maxillary relationships. Inadequate, incorrectly
applied techniques, or a superficial understanding
of the principles of occlusion can lead to significant
errors. For example, an incorrect positioning of the
patient’s head, a poor view of the operative field or
a lack of coordination during the handling of mate-
rials can compromise the accuracy of the registra-
tion. Also, the use of recording materials with inap-
propriate properties for the specific clinical case, or
their improper handling, can generate distortions or
unstable recordings.

Careful selection of recording materials based
on their physical properties and specific clinical
requirements is essential. Rigid materials such as
gypsum may be suitable for recording static relation-
ships, while elastic materials such as silicones may
be preferable for recording mandibular movements.
It is important to strictly follow the manufacturer’s
instructions for the use in terms of proportions,
mixing time and setting time to ensure optimal mate-
rial properties. It is also crucial to carefully assess the
stability and fit of the occlusal rims, and make minor
adjustments if necessary to ensure correct positioning
and adequate retention. Thorough training, close
attention to details and a meticulous approach are
essential to minimize the clinician-related errors.

Errors in the registration of intermaxillary rela-
tions can be classified according to the direction in
which they occur: vertical, sagittal and transverse.
Vertical errors refer to an incorrect recording of the
vertical dimension of occlusion (VDO), which can
be either too large or too small. An incorrect VDO
can lead to overuse of the temporomandibular joint
(TM]), muscle pain, chewing difficulties and facial
aesthetic changes. Sagittal errors refer to an incorrect
positioning of the mandible in the antero-posterior
plane, resulting in a false Class II or III Angle rela-
tionship. These errors can affect occlusion, mastica-
tory function and the aesthetics of the facial profile.
Transverse errors refer to an incorrect positioning
of the mandible in the horizontal plane, resulting
in a unilateral or bilateral crossbite occlusion. These
errors can lead to facial asymmetries, muscle and
joint pain, and chewing difficulties [8].



bulei in plan orizontal, rezultand intr-o ocluzie incru-
cisatd unilaterald sau bilaterala. Aceste erori pot duce
la asimetrii faciale, la dureri musculare si articulare si
la dificultati de masticatie [8].

Identificarea corectd a tipului de eroare este
cruciald pentru a determina cauza si a aplica masu-
rile corective adecvate. O analizd atentd a modelelor
de studiu, a radiografiilor si a examenului clinic,
precum si o comunicare eficienta cu pacientul, pot
ajuta la diagnosticarea precisd a erorilor. In unele
cazuri, pot fi necesare investigatii suplimentare, cum
ar fi rezonanta magnetica (RMN) a ATM, pentru a
evalua starea articulatiilor si a exclude alte afectiuni.
Odata identificat tipul de eroare, clinicianul poate
alege tehnica de corectare cea mai potrivitd, ludnd in
considerare factorii specifici ai pacientului si ai situa-
tiei clinice [2,3].

Prevenirea erorilor la inregistrarea relatiilor inter-
maxilare necesitd o abordare meticuloasa si sistema-
tica. In primul rand, o anamnezi completi si un examen
clinic amanuntit sunt esentiale pentru a evalua starea gene-
rald de sanatate a pacientului, eventualele afectiuni preexis-
tente si caracteristicile specifice ale ocluziei. De asemenea,
este important sa se evalueze gradul de anxietate si
de cooperare al pacientului, si sd se aplice tehnici de
management comportamental, dacd este necesar. In
al doilea rind, o selectie atentd a materialelor de inre-
gistrare, bazata pe proprietatile lor fizice si pe cerin-
tele clinice specifice, este cruciald. Materialele trebuie
manipulate cu atentie, respectand cu strictete instruc-
tiunile de utilizare ale producatorului. In al treilea
rand, o tehnica de inregistrare adecvatd, aplicatd
corect, este esentiald. Clinicianul trebuie si fie fami-
liarizat cu diferitele tehnici de inregistrare a relatiilor
intermaxilare, §i sa aleaga cea mai potrivitd pentru
fiecare caz individual. De asemenea, este important
sd se asigure stabilitatea si adaptarea corectd a placilor
de baza sau a sabloanelor de ocluzie, si sa se efectueze
ajustdri minore, daci este necesar. In timpul inregis-
trarii, trebuie evitatd aplicarea unei presiuni excesive,
care poate deforma materialele sau induce o pozitie fortata
amandibulei. In fine, 0 comunicare eficienti cu tehnici-
anul dentar este cruciald pentru a asigura o interpre-
tare corecta a inregistrarilor si fabricarea unor restau-
rari protetice precise. O foaie de observatie detaliat,
insotita de fotografii si modele de studiu bine arti-
culate, poate facilita o comunicare eficienta si poate
reduce riscul de erori.

Scopul lucrarii

Studiul etapei de determinare si inregistrare a
relatiei intermaxilare, elucidarea si analiza eventua-
lelor erori, evaluarea aspectelor clinice, de diagnostic
si de prevenire a complicatiilor posibile.

Materiale si metode

Au fost selectati, examinati complex si tratati
protetic 92 (50b., 42 f.) pacienti, cu varsta cuprinsa
intre 23 si 76 de ani, cu edentatii partiale intercalate
reduse in zona laterala a arcadelor dentare.

Pacientii au fost examinatfi clinicinstrumental,

Correctly identifying the type of error is crucial
to determining the cause and applying appropriate
actions. Careful analysis of study patterns, radio-
graphs and clinical examination, as well as effective
communication with the patient, can help accurately
diagnose errors. In some cases, additional investiga-
tions, such as magnetic resonance imaging (MRI) of
the TMJ, may be needed to assess the condition of the
joints and rule out other conditions. Once the type of
error is identified, the clinician can choose the most
appropriate correction technique, taking into account
the specific factors of the patient and the clinical situ-
ation [2,3].

The prevention of errors in the registration of
intermaxillary relationships requires a meticulous
and systematic approach. First, a complete history
and thorough clinical examination are essential to
assess the patient’s general health, any preexisting
conditions, and the specific characteristics of the
occlusion. It is also important to assess the patient’s
degree of anxiety and cooperation and to apply behav-
ioral management techniques if necessary. Second,
a careful selection of recording materials based on
their physical properties and specific clinical require-
ments is crucial. The materials must be handled with
care, strictly following the manufacturer’s instruc-
tions for use. Third, proper recording technique,
properly applied, is essential. The clinician must be
familiar with the different techniques for recording
the intermaxillary relationships, and choose the most
appropriate one for each case individually. It is also
important to ensure the stability and correct fit of
the occlusal rims, and to make minor adjustments
if necessary. During registration, the application of
excessive pressure, which may deform the materials
or induce a forced position of the mandible, should
be avoided. Finally, effective communication with
the dental technician is crucial to ensure correct
interpretation of records and fabrication of accurate
prosthetic restorations. A detailed observation sheet
accompanied by photographs and well-articulated
study models can facilitate effective communication
and reduce the risk of errors.

Purpose

The study of the stage of determining and
recording the intermaxillary relationship, the eluci-
dation and analysis of possible errors, the evalua-
tion of clinical, diagnostic and prevention aspects of
possible complications.

Material and methods

The object of the study was made up of 92 patients
(50m., 42f.), aged between 23 and 76 years, with
reduced intercalated partial edentations in the lateral
area of the dental arches, were selected, comprehen-
sively examined and treated prosthetically.

The patients were examined clinically, instru-
mentally, radiologically  (orthopantomography,
computerized tomography of the temporo-mandib-
ular joint), occlusography, the study of diagnostic
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radiologic (ortopantomografia, tomografia compu-
terizatd a articulatiei temporomandibulare), dease-
menea sa efectuat ocluzografia, studiul modelelor
de diagnostic, inclusiv si in paralelograful AF 350, la
necesitate.

Examenul endobucal sa axat pe nominalizarera
aspectelor individuale ale relatiilor ocluzale, prezenta
modificarilor ocluzale, caracterul contactelor oclu-
zale in PIM, tipul si raportul de ocluzie, prezenta si
caracterul migrérilor dentare, prezenta contactelor
ocluzale premature in statica si in deplasarile mandi-
bulei, traiectoria si caracteristica contactelor ocluzale
in laterotruzie si protruzie. In afari de aceasta, sa
evaluat caracterul si stabilitatea pozitiilor fundamen-
tale mandibulocraniene.

Tomografia computerizatd a ATM a asigurat obti-
nerea imaginilor pe sectiuni cu pasul tomografic 13
mm §i reconstructii sagitale, frontale si transversale
a structurilor articulare, care permit reconstituirea
ATM. Aceasta metodd a permis studierea raportului
dintre componentele articulare, cararteristica sensi-
bila la prezenta dereglérilor ocluzale.

Inducerea mandibulei in pozitia de RC sa realizat
conform recomandarilor prezentate de [9] si in baza
afirmatiei conform céreia pozitia de RC este de natura
reflectorie si, prin urmare, medicul nu trebuie si
participe cu mainile sale in procesul de determinare si
fixare a relatiilor intermaxilare, deoarece la folosirea
fortei in zona mentoniera, RC se realizeaza mai poste-
rior ca in cazul utilizdrii metodei bimanuale [10,11].

Reesind din cele mentionate, la determinarea
relatiei centrice (RC) noi am utilizat o combinare a
unor teste functionale: pacientul pozitioneaza varful
limbii in zona distald a palatului dur neutralizind,
prin aceasta, contractia muschilor care deplaseaza
mandibula anterior. In acelas timp, la apropierea
mandibulei de maxila policele degetului aratator este
amplasat pe plica trecatoare in regiunea muschiului
maseter, prin aceasta se excitd zona reflexogena, asigu-
rand astfel contractia simetrica bilaterald a muschilor
maseteri, conditionand deplasarea mandibulei strict
in plan vertical, excluzand, in asa mod, miscérile ei
in plan orizontal (reflexul molarului). Corectitudinea
determinarii RC sa apreciat prin verificarea repe-
relor clinice caracteristice ei: corespunderea liniilor
mediane de la maxila si mandibuld; dimensiune verti-
cald de ocluzie optimd; tip de ocluzie centricé sau, mai
rar, ocluzie de intercuspidare maxima; distanta goni-
onzygion stangadreapta egale.

Pentru determinarea pozitiei de postura a mandi-
bulei (PPM) pacientul a fost asezat cu capul nespri-
jinit, privirea indreptata inainte, respirand linistit. In
salon se asigurd linistea, o atmosferd calmd, iluminare
nestringentd, antrenarea pacientului intro conver-
satie obisnuitd la sfarsitul careia mandibula se insta-
leaza in pozitia de repaus fiziologic relativ fatd de
maxild. Deasemenea pentru inducerea mandibulei
in pozitia de posturd (PP) au fost utilizate testele
fonetice: pronuntarea sunetelor ,, A%, ,S% ,fe%, ,ve
numardtoarea de la 60 la 70 etc. Pozifionarea corecta
a mandibulei in PP sa verificat prin determinarea

models, including the AF 350 parallelograph, were
also performed, if necessary.

The endobuccal examination focused on naming
individual aspects of occlusal relationships, the pres-
ence of occlusal changes, the character of occlusal
contacts in MIP, the type and ratio of occlusion,
the presence and character of dental migrations, the
presence of premature occlusal contacts in statics and
in mandibular movements, the trajectory and char-
acteristic of occlusal contacts in laterotrusion and
protrusion. In addition, the character and stability of
the fundamental cranial mandibular positions were
evaluated.

The computerized tomography of the TM]J
ensured the obtaining of images on sections with
the tomographic step of 1-3 mm and sagittal, frontal
and transverse reconstructions of the articular struc-
tures, which allow the reconstitution of the TMJ.
This method allowed studying the ratio between the
articular components, a sensitive characteristic to the
presence of occlusal irregularities.

The induction of the mandible in the CR posi-
tion was carried out according to the recommenda-
tions presented by [9] and based on the statement
that the CR position is reflexive and, therefore, the
doctor should not participate with his hands in the
process of determining and fixing the intermaxillary
relations, because when using force in the chin area,
CR is carried out more posteriorly than in the case of
using the bimanual method [10,11].

Based on the above, to determine the centric rela-
tion (CR) we used a combination of some functional
tests: the patient positions the tip of the tongue in the
distal area of the hard palate, thereby neutralizing the
contraction of the muscles that move the mandible
anteriorly. At the same time, when the mandible is
close to the maxilla, the index finger is placed on the
passing fold in the region of the masseter muscle,
thereby exciting the reflexogenic area thus ensuring
the bilateral symmetrical contraction of the masseter
muscles, conditioning the movement of the mandible
strictly in the vertical plane, thus excluding its move-
ments in the horizontal plane (molar reflex). The
correctness of the CR determination was assessed
by checking its characteristic clinical landmarks: the
correspondence of the median lines from the maxilla
and mandible; optimal vertical occlusion dimension;
type of centric occlusion or, more rarely, maximum
intercuspidation occlusion; distance gonion-zygion
left-right equal.

To determine the postural position of the
mandible (PPM), the patient was seated with the
head unsupported, looking forward, breathing
quietly. In the salon, silence is ensured, a calm atmos-
phere, non-stringent lighting, the patient is engaged
in a normal conversation at the end of which the
mandible settles in the position of physiological rela-
tive rest to the maxilla. Phonetic tests were also used
to induce the mandible in the posture position (PP):
pronouncing the sounds “A”, “S”, “fe”, “ve”, counting
from 60 to 70, etc. The correct positioning of the



valorii medii a spatiului de inocluzie fiziologici la
care se refera si unii autori [4,5].

Rezultate si discutii

Avand ca suport rezultatele examenelor clinic
instrumental §i paraclinic, pacientii antrenati in
studiu, in functie de dificutatea aprecierii si inregis-
trarii relatiei intermaxilare, au fost distribuiti in 4
loturi: lotul I - 28 (30%) pacienti cu PIM stabila; lotul
IT - 39 (42%) bolnavi cu PIM instabila sau/si dere-
glata si o ocluzie habituald; lotul IIT - 23 (28%) paci-
enti fara dinti antagonisti, fara ocluzie.

In cazul pacientilor din lotul I de studiu, stabili-
tatea PIM s-a determinat in baza criteriilor clinice:
articular - condilii articulari sunt plasati simetric,
la baza pantei posterioare a tuberculului articular;
muscular - muschii ridicitori ai mandibulei sunt
contractati simetric, bilateral; dentar - intre arca-
dele dentare se instaleazd o ocluzie de intercuspi-
dare maximd; osos - linia mediand a mandibulei
corespunde cu planul mediosagital al fetei, iar intre
punctele gnation si subnazal se stabileste o distanta
optima, corecta.

Dupé verificarea reperelor respective, inregis-
trarea relatiilor intermaxilare in aceste cazuri s-a
realizat cu ajutorul blocurilor din mase amprentare
sau a materialelor special predestinate pentru acest
lucru. Ulterior cu ajutorul acestor blocuri modelele
erau fixate in simulator.

In cazul pacientilor din lotul II de studiu, precum
si a celor din lotul I1I, deoarece PIM era una instabila
sau lipsea cu totul, s-a realizat determinarea si inre-
gistrarea pozitiei de relatie centrica cu utilizarea obli-
gatorie a sabloanelor cu borduri de ocluzie. In situa-
tiile date, aceastd manoperd s-a realizat cu respectarea
strictd a urmdtoarelor etape: determinarea nivelului
si directiei planului de ocluzie, determinarea DVO,
inducerea mandibulei in pozitie de relatie centrica si
inregistrarea acesteia.

Designul sabloanelor cu borduri de ocluzie a fost
realizat in functie de integritatea suprafetelor ocluzale
a dintilor restanti. Astfel, in cazul in care suprafetele
ocluzale ale dintilor restanti erau integre, bordurile de
ocluzie erau amplasate in spatiile edentate si aveau ca
scop restabilirea integritatii arcadelor dentare. Atunci
cand suprafata ocluzald a dintilor restanti prezenta
modificari (prepariri sub coroane artificiale, abra-
ziune patologicé etc.), bordurile de ocluzie, pe langa
faptul ca restabileau integritatea arcadelor dentare,
mai urmdreau si restabilirea suprafetei ocluzale a
arcadelor dentare.

Directia planului de ocluzie, in cazul in care
erau pierdute reperele pentru determinarea ei, a fost
determinata in functie de tipul raportului de ocluzie:
in cazul ocluziei de tip ortognatic planul de ocluzie
a fost realizat paralel cu linia Frankfurt. In celelalte
situatii clinice (tipuri de raporturi de ocluzie) planul
de ocluzie s-a realizat in corespundere cu planul
Camper: in paralel - pacientul prezenta un profil
drept (normal); divergent — in cazul profilului concav
si convergent — un profil convex.

mandible in the PP was verified by determining the
average value of the physiological inocclusion space
to which some authors also refer [4,5].

Results and discussion

Based on the results of clinical instrumental and
paraclinical examinations, the patients trained in
the study, depending on the difficulty of assessing
and recording the intermaxillary relationship, were
distributed into 4 groups: group I - 28 (30%) patients
with stable MIP; group II - 39 (42%) patients with
unstable or/and deregulated MIP and a habitual
occlusion; group IIT - 23 (28%) patients without
opposing teeth, without occlusion.

In the case of patients from I study group, the
stability of the MIP was determined based on clinical
criteria: articular - the articular condyles are placed
symmetrically, at the base of the posterior slope of the
articular tubercle; muscular - the levator muscles of
the mandible are contracted symmetrically, bilater-
ally; dental - a maximum intercuspation occlusion is
installed between the dental arches; bone - the middle
line of the mandible corresponds to the mediosagittal
plane of the face, and an optimal, correct distance is
established between the gnation and subnasal points.

After checking the respective landmarks, the regis-
tration of the intermaxillary relations in these cases
was carried out with the help of blocks of impres-
sion materials or materials specially predestined for
this purpose. Later, with the help of these blocks, the
models were fixed in the simulator.

In the case of patients from study group II, as
well as those from group III, because the MIP was
unstable or completely absent, the determination
and registration of the centric relation position was
carried out with the mandatory use of templates with
occlusal rims. In the given situations, this operation
was carried out with strict observance of the following
steps: determining the level and direction of the
occlusion plane, determining the VDO, inducing the
mandible in a centric relation position and recording
it.

The design of the occlusal rims was made
according to the integrity of the occlusal surfaces of
the remaining teeth. Thus, if the occlusal surfaces of
the remaining teeth were intact, the occlusion rims
were placed in the edentulous spaces and aimed
to restore the integrity of the dental arches. When
the occlusal surface of the remaining teeth showed
changes (preparations under artificial crowns, patho-
logical abrasion, etc.), the occlusion rims, in addition
to restoring the integrity of the dental arches, also
sought to restore the occlusal surface of the dental
arches.

The direction of the occlusal plane, in case that the
landmarks for its determination were lost, was deter-
mined according to the type of occlusion ratio: in the
case of orthognathic type of occlusion, the occlusal
plane was made parallel to the Frankfurt line. In the
other clinical situations (types of occlusion reports),
the occlusal plane was made in accordance with the
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Deoarece determinarea DVO este manopera cea
mai controversatd la inregistrarea relatiilor interma-
xilare, noi am stabilit DVO prin mai multe metode,
comparand rezultatele obfinute. In afaria de metoda
anatomofiziologica, metoda Wodsvort-Uayt, noi
am utilizat dispozitivul Ocluzometru, confirmat
de AGEPI ca inventie prin Hotar4rea nr. 1468 din
31.05.2001. Acest dispozitiv permite de a obtine
simultan un sir de mésuréri de la nivelul fetei paci-
entului, se bazeazd pe folosirea unor repere osoase,
asigurand astfel obtinerea unor date precise si corecte,
care pot fi utilizate prin diferite tehnici si metode de
determinare a DVO.

Deoarece inducerea mandibulei in pozitia de RC
este insotitd de posibilitatea comiterii unor erori, ceea
ce complica si compromite tratamentul protetic, din
multitudinea de metode si teste care ar pozitiona
mandibula in pozitia de relatie centrica (metodele
unimanuald, bimanuald etc.), noi am utilizat urmatoa-
rele metode: a) varful limbii fixeazd un anumit reper
pe linia mediand in treimea distald a palatului dur,
asigurand astfel neutralizarea contractiei muschilor,
care deplaseaza mandibula anterior; b) in momentul
de apropiere a mandibulei de maxild, policele dege-
tului ardtitor preseazd bilateral, uniform plica de
tranzitie in regiunea muschiului maseter. Aceasta
procedurd determind contractia simetrica bilaterala
a muschilor maseteri, asigurand prin aceasta depla-
sarea mandibulei stric in directie verticald, in acelasi
timp fiind excluse miscérile in plan orizontal.

In cazul in care au fost depistate malrelatii mandi-
bulo-craniene, determinarea relatiilor intermaxilare
s-a realizat dupa repozitionarea mandibulei cu recon-
ditionarea neuromusculara. Aceste manopere au fost
realizate in functie de gradul si directia de modifi-
care a pozitiei mandibulo-craniene, de manifestarea
clinicd si complicatiile respective, ludnd in conside-
rafie si prevederile stipulate de [8]. In acest scop au
fost utilizate proteze-gutiere mandibulare cu plan
inclinat in sens sagital sau transversal. Pe perioada de
contentie (3-4 luni) au fost utilizate proteze partiale
mobilizabile cu placa acrilica.

Rezultatele examenelor clinic si paraclinic imediat
dupd tratament si la distanta - 3-6 luni, 1-3-5 ani -
au demonstrat ca respectarea strictd a prevederilor
de determinare a relatiilor intermaxilare propuse de
noi au asigurat in final integrarea protezelor dentare
si conservarea starii functionale optime a sistemului
stomatognat.

Concluzii

o Determinarea caracteristicii relatiei inter-
maxilare, care urmeaza a fi determinatad si
inregistratd, reprezintd principiul de baza al
manoperei clinice date.

o Prevenirea impactului iatrogenetic referitor la
stabilitatea relatiei intermaxilare, in animite
situatii clinice, se recomanda determinarea si
inregistrarea relatiei intermaxilare anticipat
realizarii unor manopere clinice, necesare
pentru realizarea tratamentului protetic.

Camper plane: in parallel - the patient presented a
straight (normal) profile; divergent — in the case of
a concave profile and convergent — a convex profile.

Since the determination of the VDO is the most
controversial work when registering the intermax-
illary relations, we determined the VDO by several
methods, comparing the obtained results. Apart from
the anatomophysiological method, the Wodsvort-
White method, we used the Occlusometer device,
confirmed by AGEPI as an invention by Decision
no. 1468 of 31.05.2001. This device allows to simul-
taneously obtaine a series of measurements from the
patient’s face, it is based on the use of bone landmarks,
thus ensuring the obtaining the accurate and correct
data, which can be used by different techniques and
methods to determine VDO.

Since the induction of the mandible in the CR
position is accompanied by the possibility of commit-
ting some errors, which complicates and compro-
mises the prosthetic treatment, from the multitude of
methods and tests that would position the mandible in
the centric relation (unimanual, bimanual methods,
etc.), we used the following methods: a) the tip of
the tongue fixes a certain landmark on the midline
in the distal third of the hard palate, thus ensuring
the neutralization of muscle contraction, which
moves the mandible anteriorly; b) when the mandible
approaches the maxilla, the thumbs of the index
finger press bilaterally, evenly, the muco-bucal fall
in the region of the masseter muscle. This procedure
determines the bilateral symmetrical contraction of
the masseter muscles, thus ensuring the movement of
the mandible strictly in the vertical direction, at the
same time being excluded the movements in the hori-
zontal plane.

If mandibular-cranial malrelations were detected,
the determination of the intermaxillary relations
was carried out after repositioning the mandible
with neuromuscular reconditioning. These maneu-
vers were performed depending on the degree and
direction of modification of the mandibular-cranial
position, the clinical manifestation and complica-
tions, taking into the consideration the provisions
stipulated by [8]. For this purpose, mandibular guard
prostheses with a sagittally or transversely inclined
plane were used. During the retention period (3-4
months) removable partial prostheses with acrylic
plate were used.

The results of the clinical and paraclinical exam-
inations immediately after the treatment and at a
distance of 3-6 months, 1-3-5 years — demonstrated
that the strict compliance with the provisions for
determining the intermaxillary relations proposed by
us finally ensured the integration of the dental pros-
theses and the preservation of the optimal functional
state of the stomatognathic system.

Conclusions

o Determining the characteristic of the inter-
maxillary relationship, to be determined and
recorded, is the basic principle of the given
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o Determinare si inregistrarea relatiei interma-
xilare, in situatiile clinice respective, cu utili-
zarea sablonului cu bordura de ocluzie v-a
asigura corectitudinea realizarii manoperei
date
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clinical work.

o To prevent the iatrogenetic impact related
to the stability of the intermaxillary rela-
tionship, in certain clinical situations, it is
recommended to determine and record the
intermaxillary relationship in advance of
performing some clinical maneuvers, neces-
sary for the prosthetic treatment.

o Determining and recording the intermax-
illary relationship, in the respective clinical
situations, with the use of occlusal rims,, will
ensure the correctness of the given operation.
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Rezumat

Avand in vedere preocuparile estetice, restaurd-
rile fara metal cistigd popularitate in terapiile dentare
actuale. BioHPP este un astfel de material care a fost
introdus recent in domeniul protezérii dentare. Este
un material cu proprietati mecanice si electrice bune,
cum ar fi rezistenta la temperaturi ridicate si rezis-
tenta la hidrolizd. Datorita biocompatibilititii sale
inalte, utilizarea acestui material a crescut in cazurile
de ortopedie si traumatologie. Cea mai caracteristica
proprietate a materialului PEEK este cd are un modul
de elasticitate scizut, apropiat de cel al osului, ceea ce
sugereaza ca prezintd o buna amortizare a socurilor si
rezistentd la rupere.

Cuvinte-cheie: BioHPP; biomateriale, PEEK
modificat; polieter eter cetona cristalind; umpluturi
ceramice; proteze dentare; elasticitate; rigiditate;
incdrcare imediatd.

INTRODUCERE

Este intotdeauna dificil de evitat subiectivismul
in evaluarea proprietatilor materialelor de protezare
din cauza ambiguitétii criteriilor de evaluare a cerce-
tarii stomatologice. Cu toate acestea, in ultimii cinci
ani, interesul pentru acest domeniu al stomatologiei
si dezvoltarea lui in cercetare a crescut. Ca urmare,
un numdr mare de noi biomateriale au fost introduse
in stomatologie. (1) Cererile crescute privind resta-
urdrile estetice fird metal, ne motiveazd si cercetim
inlocuitori pentru materialele conventionale bazate
pe metal. Ceramica a fost introdusa in stomatologie
ca un material bio-inert sau bio-activ de cétiva ani,
dar are anumite limitdri in utilizarea ei datoritd fragi-
litatii ei inerente si tenacitate scdzuta la rupere. Acest
lucru a dus la dezvoltarea PEEK (polieter eter cetond),
un biopolimer care poate fi utilizat ca material pentru
implanturi dentare precum si ca material potrivit
pentru cadre de proteze detasabile si a fost utilizat cu
succes in operatiunile efectuate pe oameni de multi
ani. (2) Polimerul de inaltd performantd - BioHPP
este o astfel de variantd a PEEK, care a fost special
optimizat in domeniul stomatologic. Prin addugarea
de umpluturi ceramice speciale, BioHPP are acum
proprietdti optime fiziologice si mecanice pentru
utilizare in protetica dentara. Acest material inovator
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Summary

Considering esthetic concerns, metal-free resto-
rations are gaining popularity in today’s dental ther-
apies. BioHPP is one such material that has recently
been introduced into the field of dental prosthetics.
It is a material with good mechanical and electrical
properties such as high temperature resistance and
hydrolysis resistance. Due to its high biocompati-
bility, the use of this material has increased in cases
of orthopedics and traumatology. The most char-
acteristic property of PEEK material is that it has a
low modulus of elasticity close to that of bone, which
suggests that it exhibits good shock absorption and
tear resistance.

Keywords: BioHPP, biomaterials, modified
PEEK, crystalline poly ether ether ketone; ceramic
fillers; dental prostheses; elasticity; rigidity; imme-
diate loading.

INTRODUCTION

It is always difficult to avoid subjectivity in the
evaluation of the properties of prosthetic materials
because of the ambiguity of the evaluation criteria
of dental research. However, in the last five years,
interest in this area of dentistry and its develop-
ment in research has increased. As a result, a large
number of new biomaterials have been introduced
into dentistry. (1)

The increased demand for metal-free aesthetic
restorations motivates us to research substitutes for
conventional metal-based materials. Ceramics have
been introduced in dentistry as a bio-inert or bio-ac-
tive material for several years but have certain limita-
tions in their use due to their inherent fragility and
low fracture toughness. This led to the development
of PEEK (polyether ether ketone); a biopolymer that
can be used as a material for dental implants as well
as a material suitable for removable denture frames
and has been used successfully in human operations
for many years. (2) The high-performance polymer -
BioHPP is one such variant of PEEK, which has been
specially optimized in the dental field. By adding
special ceramic fillers, BioHPP now has optimal
physiological and mechanical properties for use in
dental prosthetics. This innovative material forms the



formeaza baza pentru bonturi prefabricate si indivi-
duale, precum si suprastructuri atit pe implanturi
fixe, cat si pe cele detasabile. (3,4)

MATERIAL SI METODE

Cautarea electronici a fost efectuatd pe PUBMED,
GOOGLE SCHOOLAR, folosind o combinatie a
urmatorilor termeni de cautare: PEEK, polietereter-
cetond, BioHPP, biomateriale moderne, proprietiti
mecanice, implant dentar, bont. Au fost studiate arti-
cole selectate in perioada din 2012 pana in 2024, au
fost gasite 158 de rezultate, de unde au fost selectate
25 de studii.

STRUCTURA PEEK

Poliacriletercetona (PEEK) apartine unei clase de
materiale cunoscute sub numele de

polimeri sau, mai simplu ca materiale plastice.
PEEK este cunoscut ca un homopolimer liniar in
special. Definitia polimerului isi are originile in limba
greacd, —polumeres, ceea ce inseamnd ,avand mai
multe parti”.

PEEK a fost dezvoltat la sfarsitul anilor 1990 ca
un biomaterial care are proprietiti fizice, mecanice
si biologice superioare pentru aplicatii biomedicale
[18]. Este un polimer termoplastic, monocromatic,
semicristalin si este considerat cel mai important
membru al familiei PEAK [20]. Structura PEEK
cuprinde inele aromatice repetate ale grupdrilor eter
si cetona (Figura 1) [21].
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Fig 1. Structura chimicd a PEEK

BioHPP (High Performance Polymer) este un
polimer termoplastic de inaltd tehnologie pe baza de
PEEK. (5) A fost creat si optimizat pentru uz stoma-
tologic. Contine microparticule ceramice pentru o
lustruire mai bund a restaurdrilor. Aceste umpluturi
ceramice au o dimensiune de aproximativ 0,3-0,5
microni si ocupd 20% din volumul total de BioHPP
[6,7]. Datorita dimensiunii lor micro, omogenitatea
este realizatd in macrostructura polimerului. Gradul
ridicat de lustruire a materialului are ca rezultat lipsa
retentiei placii si a stabilitatii culorii in timp.

Fig 2. Formula structurald a BioHPP: nor alb care
indica umpluturd ceramicd

BioHPP este cit mai aproape de os, datorita coefi-
cientului sau de elasticitate (aproximativ 4 GPa). Acest

basis for prefabricated and individual abutments as
well as superstructures on both fixed and removable
implants.(3,4)

MATERIAL AND METHODS

Theelectronic search was performed on PUBMED,
GOOGLE SCHOOLAR, using a combination of the
following search terms: PEEK, polyetheretherketone,
BioHPP, modern biomaterials, mechanical proper-
ties, dental implant, abutment. Selected articles from
2012 to 2024 were studied, 158 results were found,
from which 25 studies were selected.

PEEK STRUCTURE

Polyacrylic Ether Ketone (PEEK) belongs to
a class of materials known as polymers or, more
simply, as plastics. PEEK is known as a particularly
linear homopolymer. The definition of polymer has
its origins in the greek language, —polumeres, which
means “having many parts”.

PEEK was developed in the late 1990s as a bioma-
terial that has superior physical, mechanical, and
biological properties for biomedical applications
[18]. It is a thermoplastic, monochromatic, semicrys-
talline polymer and is considered the most important
member of the PEAK family [20]. The structure of
PEEK comprises repeating aromatic rings of ether
and ketone groups (Figure 1) [21].

1CpnOgsOny

Fig 1. Chemical structure of PEEK

BioHPP (High Performance Polymer) is a high-
tech thermoplastic polymer based on PEEK. It was
created and optimized for dental use. It contains
ceramic microparticles for better polishing of the
restorations. These ceramic fillers have a size of about
0.3-0.5 microns and occupy 20% of the total volume
of BioHPP [7]. Be- cause of their micro size, homo-
geneity is achieved in the macrostructure of the
polymer. The high degree of polishability of the mate-
rial results in a lack of plaque retention and colour
stability over time.

Fig 2. Structural Formula of BioHPP: white cloud
indicating ceramic filler

BioHPP is as close as possible to the bone, because
of its coeflicient of elasticity (around 4 GPa). This is
very important in implant treatment in cases when
twisting forces may occur. The chewing pressure is
transmitted as gently as possible, and the risk of frac-
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lucru este foarte important in tratamentul protetic cu
suport implantar,in cazurile in care pot aparea forte
de résucire. Presiunea de mestecat se transmite cit
mai usor, iar riscul de fractura este redus, ca urmare
a modulului de elasticitate BioHPP apropiat de cel al
osului spongios. [8].

Ceea ce face ca acest material sa fie extrem de inte-
resant este faptul ca atinge un echilibru perfect intre
elasticitate (aproximativ 4.200-4.800 MPa) si rigidi-
tate (rezistentd la incovoiere 180-185 MPa), greutate
si rezistentd la rupere (de la 700 N la 1600 N), inte-
grare fiziologica si rezistentd la placa (aderenta bacte-
riana comparabila cu cea a oxidului de zirconiu sau a
fatetelor din compozit, cu suprafata perfect lustruit,
lustruire pana la <0,02 um) [9].

APLICATII BIOHPP IN STOMATOLOGIE

BioHPP a fost utilizat cu succes in stomatologie
ca biomaterial protetic si de implantare. Recent, acest
material a fost aplicat in diverse domenii ale stoma-
tologiei datoritd proprietatilor mecanice adecvate,
rezistentei la fracturd, absorbtiei socurilor si unei
mai bune distributii a tensiunilor [10]. BioHPP are
o biocompatibilitate excelentd, deoarece oferd restau-
rdri fard metal, fiind considerat o alternativa la metal
si ceramica [11]. Fig. 2 prezinta diferitele aplicatii
ale BioHPP in stomatologie, si includ bonturi prote-
tice temporare si permanente, coroane provizorii
cu suport implantar, proteze fixe, proteze dentare
amovibile si dispozitive corono-radiculare.(12)

Protezele BioHPP pot fi fabricate fie prin tehnica
conventionald cu ceara pierdutd, fie prin fabricarea
CAD/CAM, adica pot fi fie presate, fie frezate.(13)

_bt_\- « 4%
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Fig. 2 Aplicatii ale BioHPP in stomatologie

Prin urmare, este disponibil sub doud denumiri
comerciale diferite si anume BioHPP si breCAM.
BioHPP este disponibil in doud forme - material
granulat (Fig.3a) si cilindri prefabricati (Fig.3b). Sunt
furnizate in tuburi de plastic transparent, care il prote-
jeazd de umiditate. Proprietatile materialului raman
aceleasi, indiferent de metoda de fabricare. (14)

Fig. 3a BioHPP -forma granulatd

ture is reduced, as a result of the BioHPP modulus of
elasticity close to that of the spongiose bone. [8].

What makes this material extremely interesting
is that it achieves a perfect balance between elasticity
(approximately 4,200-4,800 MPa) and stiffness (flex-
ural strength 180-185 MPa), weight and tear strength
(from 700 N to 1600 N), physiological integration
and plaque resistance (bacterial adhesion comparable
to that of zirconium oxide or composite veneers, with
perfectly polished surface, polishing down to <0.02
pm) [9].

BIOHPP APPLICATIONS IN DENTISTRY

BioHPP has been successfully used in dentistry as
a prosthetic and implant biomaterial. Recently, this
material has been applied in various fields of dentistry
due to its suitable mechanical properties, fracture
resistance, shock absorption and better stress distri-
bution [10]. BioHPP has excellent biocompatibility as
it provides metal-free restorations, being considered
an alternative to metal and ceramics [11]. Fig. 2 pres-
ents the various applications of BioHPP in dentistry,
and includes temporary and permanent prosthetic
abutments, implant-supported provisional crowns,
fixed prostheses, removable dentures, and crown-
root devices.(12)

BioHPP prostheses can be manufactured either
by conventional lost-wax technique or by CAD/
CAM manufacturing, i.e. they can be either pressed
or milled.(13)

Fig. 2 Applications of BioHPP in dentistry

Therefore, it is available under two different trade
names, namely BioHPP and breCAM. BioHPP is
available in two forms - granular material (Fig.3a)
and prefabricated cylinders (Fig.3b). They are
supplied in clear plastic tubes, which protect it from
moisture. The properties of the material remain the
same regardless of the manufacturing method. (14)

Fig. 3b BioHPP - cylindrical shape



APLICATIILE BIOHPP IN PROTETICA FIXA

Succesul clinic pe termen lung al oricérei resta-
urdri dentare se bazeazd in mare masura pe selectia
materialului pentru proteza. Materialul selectat
influenteazda mecanismul de transmitere a tensi-
unii cdtre dintele sau implantul subiacent in timpul
functiondrii. (14) Restaurarile pe bazd de BioHPP
acoperd polimerul si creeaza un rezultat final complet
anatomic, functional si estetic, fig.4 a,b.

Coroanele BioHPP sunt o optiune excelentd
pentru persoanele cu parafunctii (de exemplu
bruxism) deoarece nu abrazeazd antagonistii si in
acelasi timp reusesc sd reziste la presiunea mare de
mestecat fara a se fractura.(15)

BIOHPP APPLICATIONS IN FIXED
PROSTHETICS

The long-term clinical success of any dental resto-
ration relies heavily on the selection of the prosthesis
material. The material selected influences the mecha-
nism of stress transmission to the underlying tooth or
implant during operation. (14) BioHPP-based resto-
rations cover the polymer and create a fully anatom-
ical, functional and aesthetic final result, fig.4 a,b.

BioHPP crowns are an excellent option for people
with parafunctions (e.g. bruxism) because they do not
abrade antagonists and at the same time manage to
withstand high chewing pressure without fracturing.
(15)

Fig.4 Abutment din BioHPP individualizat

Conform studiilor efectuate de Mostafa si colab.,
unde au evaluat adaptarea marginala si rezistenta la
fracturd a BioHPP si zirconiu, au ajuns la concluzia
cd Bio HPP a ardtat o rezistenta semnificativa la frac-
turd mai mare decat Y-TZP Zirconia. De asemenea,
protezele dentare fixe din BioHPP au aritat o adap-
tare marginald mai bund, dar nu a fost semnificativa
din punct de vedere statistic. Astfel, BloHPP poate fi
potential utilizat ca material de coroana si punte chiar
si in zona posterioard.(16)

APLICATIILE BIOHPP CA BONTURI
PROTETICE

PEEK nemodificat este utilizat ca bont provizoriu,
deoarece s-a demonstrat cd acest material reduce
stresul in jurul implantului.(17,27) PEEK nemodificat
nu este utilizat ca material de bont definitiv din cauza
rezistentei sale mai mici decit cea a titanului. Cu toate
acestea, introducerea PEEK armat cu ceramica (Bio-
HPP) a facut uzul acestuia ca bont permanent. Dato-
ritd proprietatilor mecanice ridicate, s-a sustinut ca
acest material poate fi utilizat atit ca un bont, cét si
ca material protetic. Bonturile sunt realizate dintr-o
varietate de materiale, inclusiv titan, aur, zirconiu, si
ceramica [18,22].

Fig.4 Lucrarea finitd pe abutment din BioHPP

According to studies by Mostafa et al., where they
evaluated the marginal adaptation and fracture resist-
ance of BioHPP and zirconia, they concluded that Bio
HPP showed significantly higher fracture resistance
than Y-TZP Zirconia. BioHPP fixed dentures also
showed better marginal fit, but it was not statistically
significant. Thus, BioHPP can potentially be used as a
crown and bridge material even in the posterior area.
(16)

APPLICATIONS OF BIOHPP AS
PROSTHETIC ADVANTAGES

Unmodified PEEK is used as a temporary abut-
ment because this material has been shown to reduce
stress around the implant.(17,27) Unmodified PEEK
is not used as a definitive abutment material because
of its lower strength than titanium. However, the
introduction of ceramic-reinforced PEEK (Bio-HPP)
has made its use as a permanent abutment. Due to its
high mechanical properties, it has been claimed that
this material can be used both as an abutment and as a
prosthetic material. Abutments are made of a variety
of materials, including titanium, gold, zirconium, and
ceramic [18,22].

Fig. 5 Abutment individualizate din BioHPPpe model
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In ciuda faptului ca titanul si aliajele au mai multe
dezavantaje, cum ar fi reactiile la coroziune si supra-
sensibilitate, acestea sunt cele mai frecvent utilizate
materiale la fabricarea implanturilor si bonturilor si
au fost acceptate ca standard de aur [19,23,24]. Cu
toate acestea, rezultate optime sunt imposibil de atins
in unele situatii in care estetica este o prioritate de
top. Atunci cand este prezent tesut gingival cu biotip
fin, este mai probabil sa apard probleme estetice.
(24,25,26)

APLICATIILE BIOHPP CA RESTAURARI
PROVIZORII

BioHPP este un material potrivit pentru restau-
rarile provizorii, inclusiv protezele dentare fixe in
timpul tratamentului cu implant dentar [14,16,25].
Bonturile de vindecare de forma hexagonala pot ajuta
la asigurarea retentiei si rezistentei adecvate pentru
protezele cu implant [14]. Biomaterialele BioHPP
devin populare ca bonturi de vindecare.(25)

Concluzii

Materialele BioHpp prezintd proprietiti fizice,
mecanice si chimice adecvate si pot f1 utilizate pentru
diverse aplicatii, cum ar fi materiale de restaurare,
coroane si punti, dispozitive corono-radiculare,
protezd fixd sustinutd pe implanturi si biomateriale.
In plus, modificirile si imbunititirea proprietitilor
materialului pot duce la utilizari mai largi in stoma-
tologia clinicd. Sunt necesare evaludri pe termen lung,
deoarece BioHPP este aplicat recent in stomatologie,
iar studiile disponibile sunt limitate.

BIBLIOGRAFIE

1. Artak Heboyan , Muhammad Sohail Zafar , Dinesh
Rokaya , Zohaib Khurshid Insights and Advance-
ments in Biomaterials for Prosthodontics and
Implant Dentistry. doi: 10.3390/molecules27165116

2. Alexakou E, Damanaki M, Zoidis P, Bakiri E, Mouzis
N, Smidt G, Kourtis S. PEEK high performance
polymers: A review of properties and clinical appli-
cations in prosthodontics and restorative dentistry.
Eur. J. Prosthodont. Restor. Dent 2019;27:113-121.

3. Paratelli A, Perrone G, Ortega R, Gémez-Polo M.
Polyetheretherketone in Implant Prosthodontics: A
Scoping Review. International Journal of Prostho-
dontics 2020;33(6):671-679.

4. Seferis JC. Polyetheretherketone (PEEK): process-
ing-structure and properties studies for a matrix
in high performance composites. Polym.Compos.
1986;7:158- 169

5. Kurtz SM, Devine JN. PEEK biomaterials in trauma,
orthopedic, and spinal implants. Biomaterials
2007;28(32):4845-4869.

6. Elsayed A, Farrag G, Chaar MS, Abdelnabi N, Kern
M. Influence of Different CAD/CAM Crown Mate-
rials on the Fracture of CustomMade Titanium
and Zirconia Implant Abutments After Artificial
Aging. The International Journal of Prosthodontics
2019;32(1):1-96.

7. Ortega-Martinez, J., Farré-Lladés, M., Cano-Batalla,
J.. & Cabratosa-Termes, J. (2017). Polyetherether-

Despite the fact that titanium and its alloys have
several disadvantages, such as corrosion reactions and
hypersensitivity, they are the most commonly used
materials in the manufacture of implants and abut-
ments and have been accepted as the gold standard
[19,23,24]. However, optimal results are impossible to
achieve in some situations where aesthetics are a top
priority. When fine biotype gingival tissue is present,
esthetic problems are more likely to occur.(24,25,26)

BIOHPP APPLICATIONS AS TEMPORARY
RESTORATION

BioHPP is a suitable material for provisional
restorations, including fixed dentures during dental
implant treatment [14,16,25]. Hexagonal shaped
healing abutments can help provide adequate reten-
tion and strength for implant prostheses [14]. BioHPP
biomaterials are becoming popular as healing abut-
ments.(25)

Conclusions

BioHpp materials have suitable physical, mechan-
ical and chemical properties and can be used for
various applications such as restorative materials,
crowns and bridges, crown-root devices, implant-sup-
ported fixed prosthesis and biomaterials. In addition,
modifications and improvements in material proper-
ties can lead to wider uses in clinical dentistry. Long-
term evaluations are needed because BioHPP is only
recently applied in dentistry and available studies are
limited.

ketone (PEEK) as a medical and dental material. A
literature review. Medical Research Archives, 5(4).

8. Najeeb, S., Zafar, M. S., Khurshid, Z., & Siddiqui,
F. (2016). Applications of polyetheretherketone
(PEEK) in oral implantology and prosthodontics.
Journal of prosthodontic research, 60(1), 12-19.

9. Sneha Mohan et al. Biopolymers - Application in
Nanoscience and Nanotechnology. Recent Advances
in Biopolymers 2016 p.47-72

10. Bechir ES, Bechir A, Gioga C, Manu R, Burcea A,
Dascalu IT. The Advantages of BioHPP Polymer
as Superstructure Material in Oral Im- plantology.
Materiale Plastice. 2016 Sep;53(3):394-8

11. Adler S, Kistler S, Kistler F, Lermer J, Neugebauer
J. Compres- sion-moulding rather than milling:
a wealth of possible applications for high perfor-
mance polymers. Quinte- ssenz Zahntechnik.
2013;39:376-84

12. Costa-Palau S, Torrents- Nicolas J, Brufau-de
Barbera M, Cabratosa-Termes J. Use of poly-
etheretherketone in the fabrication of a maxillary
obturator prosthesis: a clinical report. J Prosthet
Dent. 2014 Sep;112(3):680-2. [ PubMed]

13. Skirbutis G, Dzinguté A, Masilifinaité V, Sulcaité G,
Zilinskas J. A review of PEEK polymer’s properties
and its use in prosthodontics. Stomatologija, 19:19-
23,2017

14. Wagner C, Stock V, Merk S, Schmidlin PR, Roos



15.

16.

17.

18.

19.

20.

M, Eichberger M et al. Retention Load of Tele-
scopic Crowns with Different Taper Angles between
Cobalt-Chromium and Polyetheretherketone Made
with Three Different Manufacturing Processes
Examined by Pull-Off Test. ] Prosthodont 2018
Feb;27(2):162-168

Rzanny A, Gobel F, Fachet M. BioHPP summary
of results for material tests. Research Report. Jena,
Germany: University of Jena, Department of Mate-
rials and Technology, 2013

Wagner C, Stock V, Merk S, Schmidlin PR, Roos
M, Eichberger M et al. Retention Load of Tele-
scopic Crowns with Different Taper Angles between
Cobalt-Chromium and Polyetheretherketone Made
with Three Different Manufacturing Processes
Examined by Pull-Off Test. ] Prosthodont 2018
Feb;27(2):162-168

Koutouzis T, Richardson J, Lundgren T. Compara-
tive soft and hard tissue responses to titanium and
polymer healing abutments. ] Oral Implantol. 2011
Apr;37 Spec No:174-82. [PubMed] [CrossRef]
Zoidis P. Polyetheretherketone Overlay Prosthesis
over High Noble Ball Attachments to Overcome
Base Metal Sensitivity: A Clinical Report. ] Prostho-
dont 2018 Oct;27(8):688-693

Mohamed T, Baraka OA, Badawy MM. Comparison
between acetal resin and Cobalt Chromium Remov-
able Partial Denture Clasps:Effect on Abutment
Teeth Supporting Structures. JOPRD, October-De-
cember 2011;1(3):147-154

Nazari V Ghodsi S, Alikhasi M, Sahebi M, Sham-
shiri AR. Fracture Strength of Three-Unit Implant

21.

22.

23.

24.

25.

26.

27.

supported Fixed Partial Dentures with Excessive
Crown Height Frabricated from Different Materials.
] Dent(Tehran) 2016 Nov;13(6):400-406
Andrikopoulou E, Zoidis P, Artopoulou II, Doukou-
dakis A. Modified PEEK resin bonded fixed dental
prosthesis for a young cleft lip and palate patient. J
Esthet Restor Dent 2016;28:201-7.

Zoidis P, Bakiri E, Polyzois G. Using a modified
PEEK as an alternative material for endocrown
restorations: a short-term clinical report. ] Prosthet
Dent 2017;117:335-7.

Zoidis P, Papathanasiou I. Modified PEEK resin-
bonded fixed dental prosthesis as an interim resto-
ration after implant placement. ] Prosthet Dent 2016
Nov;116(5):637-641

AL-Rabab’ah M Hamadneh W, Alsalem I, Khraisat
A, Karaky AA. Use of High Performance Polymers as
Dental Implant Abutments and Frameworks: A Case
Series Report. J Prosthodont 2019 Apr;28(4):365-
372

Hossam M, Elshahawy W, Masoud GE. Evalua-
tion of Marginal adaptation and fracture Resis-
tance of BioHPP and Zirconia. Egypt Dent J 2018
Jul;64(3):1489-1501

Al Assar RM, Al yasky MA, Mandour MH, Amin
RA. Fracture Resistance and Retention of Metal-
Free Inlay Retained Fixed Partial Dentures. AD]J-for
Grils 2017 Oct;4(4):395-407

Georgiev J,Vlahova A, Kissov H, Aleksandrov S,
Kazakova R. Possible application of BioHPP in Pros-
thetic Dentistry: A Literature Review. ] of IMAB.
2018 Jan-Mar;24(1):1896-1898

ICa

| Stomatologie Ortoped

w
(9]



36

https://doi.org/10.53530/1857-1328.25.1.05

EVALUAREA TEHNICILOR DE
INREGISTRARE A OCLUZIEI DENTARE:
IMPACTUL ASUPRA REZULTATELOR
TRATAMENTULUI PROTETIC
IN PRACTICA STOMATOLOGICA
CONTEMPORANA

Vadim Oineagra’ asist.univ.
Natalia Groza' asist.univ.
Oleg Solomon' dr.st.med., conf. univ.
Vasile Oineagra' dr.st.med., conf. univ.
Vasile Rusu' asist.univ.

'Catedra stomatologie ortopedicd “I. Postolachi”
USMF ,N. Testemitanu”

Rezumat

Studiul a urmarit analiza comparativd a dife-
ritor tipuri de ocluzografie, cu scoaterea in evidentd
a avantajelor si dezavantajelor fieciruia in parte, in
dependenti de situatia clinicd. In acest scop au fost
selectati, examinati complex si tratati protetic 45
(19 b., 26 f.) pacienti, cu varsta cuprinsa intre 25 si
53 de ani, cu diferite forme de anomalii ocluzale.
Toti pacientii au fost supusi metodelor ocluzogra-
fice conventionale (hartie de articulatie) si digitale
(T-scan) in comparatie sau, in dependentd de situatia
clinicd, in combinatie. Algoritmul clinico-tehnic de
determinare si inregistrare a contactelor ocluzale a
fost determinat de particularitétile cazurilor clinice.
S-a constatat c3, desi metodele moderne prezintd o
serie de avantaje, atit clinice cit si ergonomice, utili-
zarea complementara a tehnicilor clasice (cantitative)
conferd un plus in asigurarea unui rezultat optim in
diagnosticarea, tratamentul si preventia anomaliilor
ocluzale la nivelul arcadelor dentare.

Cuvinte cheie: dizarmonii ocluzale, hdrtie de arti-
culatie, T-scan, Scaner intraoral.

Introducere

Ocluzia dentara este o componentd critica a
stomatologiei restaurative, cuprinzind alinierea si
relatia functionala dintre dintii maxilari si mandibu-
lari in timpul functiei. Definitd ca relatia de contact
intre dintii opusi, ocluzia dentara joaca un rol esential
in garantarea functiei masticatorii optime, a foneticii
si a aspectului estetic la pacientii care necesitd o inter-
ventie proteticd. In domeniul stomatologiei resta-
urative, realizarea unei relatii ocluzale stabile este
esentiald, deoarece influenteaza in mod direct long-
evitatea si succesul materialelor si procedurilor tera-
peutice. Klineberg, Iven si Eckert (2015) subliniazd
necesitatea de a intelege ocluzia nu doar ca o interfata
centrate pe pacient, care integreazi dimensiunile
biologice, functionale si estetice ale stomatologiei [1].
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Abstract

The study aimed to compare different types of
occlusography, highlighting the advantages and
disadvantages of each, depending on the clinical
situation. For this purpose 45 (19 male, 26 female)
patients, aged between 25 and 53 years, with various
forms of occlusal anomalies were selected, compre-
hensively examined and prosthetically treated. All
patients were subjected to conventional occluso-
graphic methods (articulation paper) and digital
(T-scan) in comparison or, depending on the clin-
ical situation, in combination. The clinical-technical
algorithm for determining and recording occlusal
contacts was determined by the particularities of the
clinical cases. It was found that, although modern
methods present a number of advantages, both clin-
ical and ergonomic, the complementary use of clas-
sical (quantitative) techniques provides an advantage
in ensuring an optimal result in the diagnosis, treat-
ment and prevention of occlusal anomalies at the
level of the dental arches.

Keywords: occlusal disharmonies, articulation
paper, T-scan, Intraoral scanner.

Introduction

Dental occlusion is a critical component of restor-
ative dentistry, encompassing alignment and func-
tional relationship between the maxillary and mandib-
ular teeth during occlusion. Defined as the contact
relationship between opposite teeth, dental occlusion
plays a pivotal role in the guarantee of optimal masti-
catory function, phonetics and aesthetic appearance
in patients requiring prothodontic intervention. In
the field of restorative dentistry, the achievement of a
harmonious occlusal relationship is essential, because
it directly influences the longevity and success of
repairing materials and procedures. Klineberg, Iven
and Eckert (2015) underline the need to understand
occlusion not only as a mechanical interface but
also as a fundamental aspect of care centered on the
patient which integrate the biological, functional and



Tehnicile precise de inregistrare a ocluziei sunt
esentiale pentru a obtine relatiile ocluzale dorite in
practicile de restaurare. Aceste tehnici sunt folo-
site pentru a surprinde relatiile arcadelor dentare si
pozitia dintilor cu precizie. O inregistrare a ocluziei
bine executatd permite medicului sa proiecteze resta-
urari care imita schema ocluzala naturald, imbunata-
tind astfel atat eficienta functionald cat si rezultatele
estetice. Exista diferite tehnici pentru a realiza inre-
gistrarea ocluziei dentare, fiecare cu metodologiile
sale unice si implicatiile sale pentru practica clinica.
Metodele traditionale se bazeaza adesea pe impri-
meuri bazate pe materiale, cum ar fi materiale elastice
de imprimare, care necesitd o tehnicé precisa si abili-
tati ale operatorului pentru a minimiza distorsiunile
si a asigura relatii ocluzale precise functionale.

Progresele recente au introdus tehnici digitale
de inregistrare a ocluziei, care profita de tehno-
logie pentru a imbunititi acuratetea si eficienta
captdrii relatiilor ocluzale. Metodele digitale, inclusiv
scanarea intra-orald si sistemele de proiectare CAD
/ CAM, au revolutionat domeniul prin furnizarea de
reprezentdri tridimensionale ale arcadelor dentare.
Aceastd abordare moderna faciliteazd ajustdri oclu-
zale mai precise, incurajeaza proteze mai bine ajus-
tate si optimizeaza fluxul de lucru pentru restaurari
dentare. Integrarea software-ului de analizd ocluzald
oferd informatii suplimentare despre dinamica oclu-
zald prin evaluarea contactelor ocluzale interdentare
si prin identificarea potentialelor interferente, imbu-
natitind astfel acuratetea restaurarilor ocluzale.

In contextul cerintelor ortopedice si restaurative,
importanta utilizarii unor tehnici specifice de inre-
gistrare a ocluziei nu poate fi supraestimata. Studiile
au ardtat ca diferentele de relatii ocluzale datorate
inexactitatilor in timpul inregistrarii pot duce la forte
ocluzale nefavorabile, uzura crescuta a restaurdrilor si
disconfort al pacientilor, ceea ce compromite succesul
protezelor (2). In plus, realizarea unei ocluzii echi-
librate este vitala pentru mentinerea sinatatii paro-
dontale §i pentru a asigura ca sarcinile biomecanice
sunt distribuite uniform pe arcadele dentare.

Hirtia de articulatie si placutele de ceard continua
sd joace un rol important in practica contemporand.
Contextul lor istoric oferd o imagine de ansamblu
pretioasd a metodologiilor actuale, in care clinicienii
selecteaza adesea tehnici de inregistrare bazate pe
nevoile specifice ale pacientului, rezultatele protetice
planificate si expertiza lor clinica. In timp ce inregis-
trarea digitala a ocluziei progreseaza, tehnicile tradi-
tionale riman relevante, mai ales in contextele in care
solutiile rapide si profitabile sunt esentiale sau cAnd
optiunile de inalta tehnologie nu sunt disponibile.

Evaluadnd avantajele si limitele acestor tehnici
traditionale de inregistrare a ocluziei, relevanta apli-
carii lor in practica stomatologicd contemporani
rdmane evidentd. Pe masurd ce domeniul stomatolo-
giei evolueazd, integrarea acestor tehnici stabilite cu
tehnologiile emergente mentine potentialul de imbu-
ndtatire a eficientei rezultatelor ortopedice si restau-
rative[3].

aesthetic dimensions of dentistry[1].

Precise occlusion registration techniques are
essential to achieve the desired occlusal relationships
in restorative practices. These techniques are used to
capture the spatial relationships of dental arches and
the position of individual teeth with precision. A well
-executed occlusion recording allows the practitioner
to design restorations that imitate natural occlusal
scheme, thus improving both functional efficiency
and aesthetic results. Various techniques exist to
achieve the recording of dental occlusion, each with
its unique methodologies and its implications for
clinical practice. Traditional methods are often based
on prints based on materials, such as elastic printing
materials, which require a precise technique and
operator’s skills to minimize distortion and ensure
precise occlusal relationships.

Recent progress has introduced digital occlusion
recording techniques that take advantage of tech-
nology to improve the accuracy and efficiency of the
capture of occlusal relationships. Digital methods,
including intra-oral handling and computer-assisted
design / computer-assisted design systems (CAD
/ CAM), have revolutionized the field by providing
three-dimensional representations of dental arches.
This modern approach facilitates more precise
occlusal adjustments, encourages better -adjusted
prostheses and optimizes the repairing workflow. In
addition, the integration of the occlusal analysis soft-
ware offers additional information on the occlusal
dynamics by assessing occlusal contacts and by iden-
tifying potential interference, thus improving the
accuracy of restorations.

In the context of prothodontic and repairers’
results, the importance of using specific occlusion
recording techniques cannot be overestimated.
Studies have shown that the differences in occlusal
relations due to inaccuracies during recording can
lead to unfavorable bite forces, increased wear of
restorations and discomfort of patients, which
compromises the success of the prosthes [2]. In
addition, the realization of a balanced occlusion is
vital to maintain periodontal health and ensure that
the biomechanical loads are distributed uniformly
through the dental continuum.

The wax bites and elastomeric materials continue
to play an important role in contemporary practice.
Their historical context provides a precious over-
view of current methodologies, where clinicians
often select registration techniques based on specific
needs to the patient, planned prosthetic results and
their clinical expertise. While advances such as digital
occlusion recording, traditional techniques remain
relevant, especially in contexts where rapid and
profitable solutions are essential or when high -tech
options are not available.

By assessing the advantages and limits of these
traditional occlusion recording techniques, the rele-
vance of their application in contemporary dental
practice remains obvious. As the field of dentistry is
evolving, the integration of these techniques estab-
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Eficacitatea scanarii intraorale in inregistrarea
ocluziei se bazeazd pe capacitatea sa de a minimiza
eroarea umand, adesea prezentd in metodele traditi-
onale care implicd materiale fizice. Captarea digitala
a structurilor intraorale permite vizualizarea si mani-
pularea imediata a suprafetelor ocluzale, ceea ce este
esential pentru practicienii care isi propun sa obtina
rezultate estetice si functionale optime in protetica
si stomatologia restaurativd. O analizd comparativa
a scandrii intraorale si a tehnicilor traditionale de
imprimare a demonstrat o reducere semnificativd a
timpilor timpului de programare si o crestere a satis-
factiei pacientului datorita naturii aplicdrii non-in-
vazive a procesului de scanare [4]. Acest confort
imbunatitit pentru pacient poate fi atribuit elimi-
ndrii obiectelor de imprimare voluminoase si utili-
zarii materialelor dentare care pot provoca reflexe de
vomd sau disconfort.

In plus, integrarea tehnologiei de scanare
intraoald in practica clinica nu se adreseazd doar
confortului pacientului si eficientei procedurii. De
asemenea, influenteazd calitatea rezultatelor trata-
mentului. Capacitatea de a genera modele digitale de
inalta rezolutie ofera medicilor stomatologi mésurari
precise necesare pentru proiectarea exactd a resta-
urdrilor ocluzale. Studiile indica faptul ca precizia
dimensionald a restaurarilor fabricate prin scanare
intraoald este strins aliniatd cu standardele stabilite,
reducind astfel incidenta refacerilor si ajustérilor [3].
Aceastd precizie digitald nu numai cé intareste rezul-
tatele clinice, dar imbunétiteste metodele de confec-
tionare in laboratorul de tehnica dentard, ceea ce faci-
liteaza o abordare mai simplificatd pentru fabricarea
solutiilor protetice si de restaurare.

Alte progrese in tehnologia scanerelor, inclusiv
dezvoltarea de platforme digitale “open source”, au
incurajat colaborarea dintre profesionistii din dome-
niul stomatologic si laboratoarele dentare. Acest efort
de colaborare poate promova fluxuri de lucru inova-
toare care integreazd eficient scanarea intraorald cu
sisteme de fabricare §i proiectare asistatd tip CAD/
CAM. Interconectivitatea oferita de tehnologiile digi-
tale reduce barierele logistice si optimizeazd comu-
nicarea cu privire la inregistrarea ocluziei, asigurand
ca restaurarea finald este aliniatd exact cu ocluzia
dentard existenta.

In ceea ce priveste relevanta clinicd, tranzitia
metodelor traditionale de inregistrare a scanarii
intraorale incorporeazd o schimbare semnificativa
de paradigma in practica stomatologicd. Subliniind
importanta inregistririi precise a ocluziei pentru
restaurdrile estetice si functionale, aceasta tranzitie
este aliniata cu cerintele contemporane ale proce-
durilor bazate pe precizie. In plus, progresul rapid al
tehnologiei de scanare intraoald sugereaza o evolutie
continud in care tehnicile digitale vor domina din ce
in ce mai mult panorama clinicd. Aceasta traiectorie
nu numai ca subliniaza potentialul de a imbunatati
rezultatele pacientilor, dar imbunatateste si producti-
vitatea generala si eficienta cabinetelor stomatologice
[5,6,7,8].

lished with emerging technologies maintains the
potential to improve the efliciency of prothodontic
and repairers’ results[3].

The effectiveness of intraoral scan in the occlu-
sion registry is based on its ability to minimize
human error, often present in traditional methods
that involve physical materials. The digital capture
of intraoral structures allows immediate visualiza-
tion and manipulation of occlusal surfaces, which is
essential for professionals that aim to achieve optimal
aesthetic and functional results in the prosthesis
and restorative dentistry. A comparative analysis of
intraoral scan and traditional printing techniques has
demonstrated a significant reduction in appointment
times and an increase in patient satisfaction due to
the non -invasive nature of the scan process [4]. This
improved patient comfort can be attributed to the
elimination of voluminous printing trays and to the
use of dental materials that can cause gag reflexes or
discomfort.

In addition, the integration of intraoral scanning
technology in clinical practice not only addresses the
patient’s comfort and the efficiency of the procedure;
It also influences the quality of treatment results. The
ability to generate high -resolution digital models
provides dentists with the precise measurements
necessary for the precise design of restorations. The
studies indicate that the dimensional precision of the
restorations manufactured from intraoral scanning
is closely align with the established standards, thus
reducing the incidence of remakes and adjustments
[3]. This improved precision not only strengthens
clinical results, but also improves laboratory work-
flows, which facilitates a more simplified approach
for the manufacture of prosthetic and restorative
solutions.

Other advances in scanner technology, including
the development of open source digital platforms,
have encouraged collaboration between dental
professionals and dental laboratories. This collabo-
ration effort can promote innovative workflows that
effectively integrate intraoral scan with computer
-assisted design manufacturing systems/computer
-assisted manufacturing (CAD/CAM). The intercon-
nectivity provided by digital technologies reduces
logistics barriers and optimizes communication with
respect to the occlusion record, ensuring that the final
restoration is aligned precisely with existing dental
occlusion.

In terms of clinical relevance, the transition of
traditional methods of registration of intraoral scan-
ning incorporates a significant paradigm shift in
dental practice. Emphasizing the importance of the
precise record of occlusion for aesthetic and func-
tional restorations, this transition is aligned with the
contemporary demands of precision -based proce-
dures. In addition, the rapid advance of intraoral
scanning technology suggests a continuous evolution
in which digital techniques will increasingly domi-
nate the clinical panorama. This trajectory not only
underlines the potential to improve patient results,



In mai multe cazuri, combinatia de tehnici
conventionale si digitale s-a dovedit a fi benefica.
Clinicianul poate incepe cu evaludrile clasice pentru
inregistrarea initiald si in timpul ajustarilor, asociate
ulterior cu analize digitale pentru a asigura profun-
zimea si acuratetea managementului ocluzal. In cele
din urma, integrarea metodologiilor calitative (digi-
tale) si cantitative (conventionale) in practica clinica
necesitd o intelegere cuprinzatoare a meritelor si limi-
tarilor respective. Strategiile de inregistrare ocluzala
pentru adaptarea la ocluzia specificd a fiecarui pacient
pot influenta puternic rezultatele de succes ale trata-
mentelor ortopedice [9,10,11,12].

In plus, fuziunea instrumentelor digitale incura-
jeazd o abordare proactivd a managementului paci-
entilor si a monitorizdrii rezultatelor. Prin utilizarea
cumulativa a inregistrarilor digitale, medicii pot
urmari nu numai starea imediatd postoperatorie a
pacientului, ci si performanta pe termen lung a resta-
urdrilor protetice in raport cu ajustérile ocluzale. Se
asteapta ca aceasta sa elaboreze sinergia dintre dife-
ritele specialititi stomatologice implicate, oferind
astfel tratamente protetice cuprinzéitoare care profita
de punctele forte ale fiecdrei discipline, mentindnd
accentul pe nevoile stomatologice dinamice ale paci-
entului [13,14,15,16].

Cu toate acestea, in ciuda acestor progrese, provo-
carile inregistrarii ocluzale persistd. Variabilitatea
inerenta sistemelor biologice ale pacientilor necesitd
o rafinare constantd a tehnicilor pentru a se adapta la
diferentele individuale de ocluzie. Cercetarea actuald
este esentiald pentru a stabili protocoale standardi-
zate care pot fi adoptate in mare mésurd in practica
clinica. In plus, explorarea impactului pe termen
lung al diferitelor metode de inregistrare a ocluziei
asupra longevitétii si a functiei restaurarilor dentare
este cruciald pentru a valida in continuare relevanta
clinicd a acestui progres.

Scop

Studierea evolutiei tehnicilor de inregistrare a
ocluziei: beneficii si limitdri in diagnostic, tratament
si prevenire.

Material si metode

In scopul realizirii acestui studiu au fost exami-
nati clinic instrumental i paraclinic 45 pacienti (19b.,
26t.) cu varste cuprinse intre 25 si 53 ani, dentati sau
cu leziuni odontale coronare.. Pentru a asigura obti-
nerea unor date reprezentative, in studiu nu au fost
inclusi pacienti cu edentatii partiale ale arcadelor
dentare, la unul sau ambele maxilare, uni- sau bila-
terale, edentatii totale si cu maladii sistemice sau
traume ale sistemului stomatognat.

In baza examenului complex clinico-instrumental
al pacientilor din lotul de studiu, am stabilit cd tabloul
clinic are la bazad prezenta disarmoniilor ocluzale.
Evolutia acestora este influentata de dereglérile func-
tionale de la nivelul arcadelor dentare, manifestate
prin insuficienta actului de masticatie, a complexului
neuro-muscular si ATM.

but also improves the general productivity and efhi-
ciency of dental practices|5,6,7,8].

In several cases, the combination of qualitative
and quantitative techniques has proven to be bene-
ficial. The clinician may start with qualitative assess-
ments for initial registration and subsequent evalu-
ations during adjustments, later corroborated with
quantitative analyzes to ensure depth and accuracy
in occlusal management. Finally, the integration of
qualitative and quantitative methodologies in clin-
ical practice requires a comprehensive understanding
of their respective merits and limitations. Occlusal
registration strategies for adaptation to the specific
occlusion of each patient can sharply influence
the successful results of prosthodontic treatments
[9,10,11,12].

In addition, the fusion of digital tools encourages
a proactive approach to patient management and
monitoring results. Through cumulative use of digital
records, doctors can track not only the patient’s
immediate postoperative status, but also the long-
term performance of prosthetic restorations in rela-
tion to occlusal adjustments. This is expected to elab-
orate the synergy between various dental specialties
involved, thus providing comprehensive prosthesis
treatments that take advantage of the strengths of
each discipline, maintaining the focus on patient’s
dynamic dental needs [13,14,15,16].

Nevertheless, despite these progress, the chal-
lenges of occlusal registration persist. The variability
inherent in the biological systems of patients requires
constant refinement of techniques to adapt to indi-
vidual differences in occlusion. Current research is
essential to establish standardized protocols that can
be largely adopted in clinical practice. In addition, the
exploration of the long -term impact of the different
occlusion recording methods on longevity and the
function of dental restorations is crucial to further
validate the clinical relevance of this progress.

Purpose

Studying the evolution of occlusion registration
techniques: benefits and limitations in diagnosis,
treatment and prevention

Material and methods

In order to carry out this study, 45 patients (19b.,
26t.) aged between 25 and 53 years old, dentate or
with coronal odontal lesions were examined clini-
cally, instrumentally and paraclinically. In order to
ensure the obtaining of representative data, the study
did not include patients with partial dentitions of the
dental arches, in one or both jaws, uni- or bilateral,
total dentitions and with systemic diseases or trauma
to the system stomatognathic.

Based on the complex clinical-instrumental
examination of the patients in the study group, we
determined that the clinical picture is based on the
presence of occlusal disharmonies. Their evolution is
influenced by the functional disturbances at the level
of the dental arches, manifested by the insufficiency
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In scopul stabilirii unui diagnostic si a unui plan
de tratament corect si totodatd realizarea obiecti-
velor studiului, pacientii au fost supusi examenului
paraclinic prin utilizarea metodelor de ocluzografie
conventionald (utilizarea hirtiei de articulatie) si digi-
tald (T-scan).

Hartia de articulatie este un instrument versatil,
cu numeroase indicatii clinice in stomatologie:

o Verificarea si ajustarea ocluziei in restaurari

protetice

o Ajustarea ocluziei dupd tratamente ortodon-

tice

o Diagnosticarea si tratamentul disfunctiilor

temporo-mandibulare

« Analiza ocluziei in bruxism

o Ghidarea ajustarilor ocluzale in terapia paro-

dontala.

Forma marcajelor ne-a oferit informatii despre
directia fortelor ocluzale. Marcajele mici si puncti-
forme indicd contacte usoare, in timp ce marcajele
mari §i intense sugereaza contacte premature sau
presiune excesivd. Marcajele alungite pot indica inter-
ferente in miscarile de lateralitate, in timp ce marca-
jele rotunde pot sugera contacte in ocluzia centricd
(figura 1).

Fig. 1. Interpretarea marcajelor.

Interpretarea marcajelor s-a efectuat in contextul
clinic general, tindnd cont de simptomele pacientului,
istoricul dentar si examindrile clinice complementare.
Utilizarea incorecta a hartiei de articulatie poate duce
la erori de diagnostic si la ajustéri ocluzale inadecvate
de aceea s-a incercat diferentierea intre contactele
ocluzale reale si ,artefacte” (marcaje false), pentru a
evita ajustarile ocluzale inutile sau daunétoare (figura
2). Unele dintre cele mai frecvente erori sunt:

 Presiune excesiva in timpul inchiderii.

o Contaminarea cu saliva.

o Utilizarea unei hartii prea groase.

o Interpretarea fard context clinic.

o Lipsa documentdrii.

of the act of mastication, of the neuro-muscular
complex and TM]J.

In order to establish a diagnosis and a correct treat-
ment plan and at the same time achieve the objectives
of the study, the patients underwent a paraclinical
examination using conventional occlusography (use
of joint paper) and digital (T-scan) methods.

Articulation paper is a versatile tool with
numerous clinical indications in dentistry:

o Checking and adjusting occlusion in pros-

thetic restorations

o Adjustment of occlusion after orthodontic

treatments

o Diagnosis and treatment of temporomandib-

ular disorders

o Analysis of occlusion in bruxism

o Guiding occlusal adjustments in periodontal

therapy.

The shape of the markings gave us information
about the direction of the occlusal forces. Small and
punctate markings indicate light contacts, while large
and intense markings suggest premature contacts or
excessive pressure. Elongated markings may indicate
interference in lateral movements, while round mark-
ings may suggest contacts in centric occlusion (figure 1).

b )

Fig. 1. Interpretation of markings.

The interpretation of the markings was performed
in the general clinical context, taking into account the
patient’s symptoms, dental history and complemen-
tary clinical examinations. Incorrect use of articu-
lating paper can lead to diagnostic errors and inad-
equate occlusal adjustments, therefore an attempt
has been made to differentiate between real occlusal
contacts and «artifacts» (false markings), to avoid
unnecessary or harmful occlusal adjustments (figure
2). Some of the most common errors are:

« Excessive pressure during closing

o Contamination with saliva

o Using too thick paper

« Interpretation without clinical context

« Lack of documentation

Fig. 2. Erori in interpretarea marcajelor.

Fig. 2. Errors in the interpretation of markings.



T-Scan este un sistem de ocluzografie digitald care
masoard fortele ocluzale in timp real. Datele obtinute
cu ajutorul lui sunt cantitative si obiective, oferind
o imagine precisd a fortelor ocluzale. Software-ul
T-Scan oferd o varietate de instrumente de analizd
care ne permit sa evaludm ocluzia in detaliu. Aceste
instrumente includ grafice care aratd forta totald
exercitatd pe arcada, distributia fortei pe fiecare dinte
si timing-ul contactelor dentare. Aceste informatii
sunt esentiale pentru diagnosticarea si tratamentul
problemelor ocluzale (figura 3).
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Fig.3. Analiza T-scan.

T-Scan ne oferd numeroase avantaje fata de meto-
dele conventionale de evaluare a ocluziei. Unul dintre
cele mai importante avantaje este obiectivitatea. Spre
deosebire de utilizarea hirtiei de articulatie, acesta
ne oferd date cantitative precise care nu depind de
interpretarea subiectiva a clinicianului. Un alt avantaj
major este capacitatea de a masura fortele ocluzale
in timp real. Metodele traditionale sunt statice si nu
pot inregistra fortele dinamice care apar in timpul
functiei masticatorii. T-Scan, pe de alti parte, inregis-
treazd fortele ocluzale in timp real, oferind o imagine
completa a interactiunilor ocluzale. El ne-a permis,
de asemenea, identificarea contactelor premature
si a interferentelor ocluzale cu o precizie mai mare.
Sistemul inregistreaza timing-ul contactelor dentare,
permitdndu-ne sd identificAam zonele de contact
prematur care pot contribui la probleme ocluzale.
Aceastd capacitate este deosebit de utila in ajustarea
ocluziei dupa tratamente protetice sau ortodontice.

Un alt avantaj important este capacitatea de a
monitoriza eficacitatea tratamentului. Datele obti-
nute cu T-Scan sunt utilizate pentru a evalua modul
in care tratamentul afecteaza fortele ocluzale si distri-
butia acestora. Aceastd informatie este valoroasi in
ajustarea find a tratamentului si in asigurarea unor
rezultate clinice optime. In plus, T-Scan ne oferd o
modalitate mai eficienta de comunicare cu pacientul.
Hartile de fortd si graficele sunt utilizate pentru a
explica pacientului problemele ocluzale si planul de
tratament intr-un mod mai usor de inteles (figura 4).
Acest lucru poate imbunatiti complianta pacientului
si poate contribui la rezultate mai bune.

T-Scan poate fi integrat cu alte tehnologii digi-
tale in stomatologie pentru a oferi o abordare mai
cuprinzatoare a diagnosticului si tratamentului. De
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T-Scan is a digital occlusography system that
measures occlusal forces in real time. The data
obtained with its help are quantitative and objective,
providing a precise picture of occlusal forces. The
T-Scan software offers a variety of analysis tools that
allow us to assess the occlusion in detail. These tools
include graphs that show the total force exerted on
the arch, the force distribution on each tooth, and the
timing of tooth contacts. This information is essential
for the diagnosis and treatment of occlusal problems
(figure 3).
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Fig.3. T-scan analysis.

T-Scan offers us numerous advantages over
conventional occlusion assessment methods. One of
the most important advantages is objectivity. Unlike
the use of joint paper, it provides us with precise
quantitative data that does not depend on the subjec-
tive interpretation of the clinician. Another major
advantage is the ability to measure occlusal forces in
real time. Traditional methods are static and cannot
record the dynamic forces that occur during masti-
catory function. T-Scan, on the other hand, records
occlusal forces in real time, providing a complete
picture of occlusal interactions. It also allowed us to
identify premature contacts and occlusal interfer-
ences with greater precision. The system records the
timing of tooth contacts, allowing us to identify areas
of premature contact that may contribute to occlusal
problems. This capability is particularly useful in
adjusting the occlusion after orthodontic or pros-
thetic treatments.

Another important advantage is the ability to
monitor the effectiveness of the treatment. T-Scan
data is used to assess how treatment affects occlusal
forces and their distribution. This information is
valuable in fine-tuning treatment and ensuring
optimal clinical outcomes. In addition, T-Scan gives
us a more efficient way to communicate with the
patient. Force maps and graphs are used to explain
occlusal problems and the treatment plan to the
patient in a more understandable way (figure 4). This
can improve patient compliance and contribute to
better outcomes.

T-Scan can be integrated with other digital tech-
nologies in dentistry to provide a more compre-
hensive approach to diagnosis and treatment. For
example, it can be used in combination with intraoral
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exemplu, el poate fi utilizat in combinatie cu scanarile
intraorale pentru a crea un model digital al arcadei
dentare cu informatii ocluzale precise. Acest model
digital poate fi utilizat pentru a planifica tratamentul
ortodontic, protetic sau chirurgical cu o precizie mai
mare. De asemenea, poate fi utilizat pentru a comu-
nica cu laboratorul dentar si pentru a produce restau-
rari protetice cu o ocluzie optima.

Rezultate si discutii

Tehnicile de inregistrare a ocluziei dentare sunt
fundamentale pentru a obtine rezultate optime in
practica stomatologicd contemporana. Aceste meto-
dologii variaza in abordarea si aplicarea lor, influen-
tand semnificativ acuratetea tratamentului, confortul
pacientului si eficienta clinica. Metodele traditionale,
cum ar fi placutele de ceard sau hértie de articulatie au
fost utilizate pe scara largd pentru inregistrarea oclu-
ziei. Cu toate acestea, acestea prezintd adesea limi-
tari in ceea ce priveste reproductibilitatea si discon-
fortul pacientului din cauza proprietétilor mecanice
ale materialelor implicate. Dimpotriva, tehnicile
moderne care folosesc inregistrari digitale, precum
scanarea intraorald, sunt din ce in ce mai favorizate
de precizia lor. Aceste metode digitale nu numai ca
imbunatdtesc precizia tratamentului prin date deta-
liate si reproductibile, dar imbunatatesc si confortul
pacientului, reducand la minimum nevoia de mate-
riale greoaie.

Tranzitia la inregistrarea electronica a ocluziei,
inclusiv utilizarea sistemelor dinamice de analizd
ocluzald, a extins si mai mult abilititile medicilor
stomatologi. Aceste tehnologii avansate permit
evaluari dinamice ale contactelor ocluzale in timpul
miscdrilor functionale, permitand profesionistilor sa
dezvolte planuri de tratament extrem de individua-
lizate. Aceastd personalizare imbundtiteste precizia
restaurarilor sau a rezultatelor ortodontice, ceea ce
duce in final la 0 mai buna satisfactie a pacientului.
In plus, reducerea timpului clinic necesar pentru
ajustdri si refaceri in tratamente subliniazd o cres-
tere a eficientei clinice, un factor crucial in cabinetele
stomatologice contemporane care se straduiesc sa
imbundtéteasca productivitatea.

In ciuda avantajelor tehnicilor digitale, imple-
mentarea acesteia necesita un anumit nivel de concu-
renta si investitii in tehnologie, care pot prezenta
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Fig. 4. The force maps.

scans to create a digital model of the dental arch with
accurate occlusal information. This digital model can
be used to plan orthodontic, prosthetic or surgical
treatment with greater precision. It can also be used to
communicate with the dental laboratory and produce
prosthetic restorations with optimal occlusion.

Results and discussion

Dental occlusion registration techniques are
fundamental to achieve optimal results in contem-
porary dental practice. These methodologies vary in
their approach and application, significantly influ-
encing the accuracy of the treatment, patient comfort
and clinical efficiency. Traditional methods, such
as wax bites, have been widely used for occlusion
registration. However, they often pose limitations
in terms of reproducibility and discomfort of the
patient due to the mechanical properties of the mate-
rials involved. On the contrary, modern techniques
that use digital records, such as intraoral scan, are
increasingly favored by their precision. These digital
methods not only improve the precision of treat-
ment through detailed and reproducible data, but
also improve the patient’s comfort by minimizing the
need for cumbersome materials.

The transition to the electronic occlusion record,
including the use of dynamic occlusal analysis
systems, has further expanded the abilities of dentists.
These advanced technologies allow dynamic evalu-
ations of occlusal contacts during functional move-
ments, allowing professionals to develop highly
individualized treatment plans. This customization
improves the precision of the restorations or ortho-
dontic results, which finally leads to better patient
satisfaction. In addition, the reduction of the clinical
time required for adjustments and remakes in treat-
ments underlines an increase in clinical efficiency, a
crucial factor in contemporary dental practices that
strive to improve productivity.

Despite the advantages of digital techniques, its
implementation requires a certain level of competi-
tion and investment in technology, which can present
barriers in some practices. However, the change
towards digital registration is indicative of a general
trend aimed at improving the quality of care provided
to patients. In conclusion, the evaluation of various
occlusion registration techniques reveals a clear



bariere in unele practici. Cu toate acestea, schimbarea
catre inregistrarea digitala indica o tendinta generald
date pacientilor. In concluzie, evaluarea diferitelor
tehnici de inregistrare a ocluziei releva o traiectorie
clarda catre solutii digitale care prioritizeazd acura-
tetea tratamentului, confortul pacientului si eficienta
clinica, marcand o evolutie semnificativd in eficaci-
tatea practicii stomatologice. Explorarea si rafinarea
continud a acestor tehnici vor continua, fird indoiala,

Concluzii:

Inregistrarea eficientd a ocluziei dentare este
fundamentald pentru succesul procedurilor dentare
restaurative. Convergenta metodologiilor traditio-
nale si a tehnologiilor inovatoare a imbunatatit acura-
tetea si eficienta documentatiei ocluzale, cu implicatii
profunde pentru ingrijirea pacientului. Cu toate
acestea, pe mdsura ce domeniul evolueaza, cerce-
tarea si dezvoltarea continud vor fi esentiale pentru
a face fatd provocarilor existente si a optimiza meto-
dele de inregistrare si mentinere a armoniei ocluzale
in mediul clinic. Sublinierea necesitatii de precizie
in inregistrarea ocluzald va asigura ca stomatologia
restaurativid poate satisface cerintele pacientilor si ale
practicienilor.
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trajectory towards digital solutions that prioritize
the accuracy of the treatment, patient’s comfort and
clinical efficiency, marking a significant evolution
in the effectiveness of dental practice. Continuous
exploration and refinement of these techniques will
undoubtedly continue to shape the future landscape
of dental care.

Conclusions

To summarize, effective recording of dental
occlusion is fundamental for the success of restor-
ative dental procedures. The convergence of tradi-
tional methodologies and innovative technologies
has improved the accuracy and efficiency of occlusal
documentation, with deep implications for patient
care. However, as the field evolves, continuous
research and development will be essential to meet
existing challenges and optimize methods to record
and maintain occlusal harmony in clinical environ-
ment. Stressing the need for precision in occlusal
recording will ensure that restorative dentistry can
meet the requirements of patients and practitioners.
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Rezumat

Proteza total mobilizabila cu placa acrilica pana
in prezent raiméne una din cele mai accesibile, facile
in realizare si des utilizate in tratamentul edentatiei
totale permitdnd de a restabili actul de masticatie,
functiile fonetice, estetice si de deglutitie dereglate.
Una dintre problemele reabilitdrii pacientilor cu
edentatie totald este procesul de adaptare la structu-
rile ortopedice artificiale succesul acestuia depinzand
de managementul disconfortului si al durerii in peri-
oada de adaptare, atit din punct de vedere fizic cit si
psihologic.

Cuvinte-cheie: edentatie totald, proteza total
mobilizabila acrilicd, managementul disconfortului
si durerii.

Introducere

Edentatia totald este o afectiune care se caracte-
rizeazd prin lipsa totala a dintilor la unul sau ambele
maxilare, ce afecteazd starea si functiile sistemului
stomatognat si organismului in totalitate, de multe
ori generand probleme de incredere, de integrare
socio-profesionald si poate fi tratata prin utilizarea
diferitor constructii fixe si mobilizabile. Aparitia
edentatiei totale este influentatd de o combinatie
de factori locali si generali. Factorii locali cuprind
(complicatiile cariei dentare, afectiunile parodon-
tale etc.), in timp ce factorii generali includ (varsta,
predispunerea geneticd, afectiuni generale, fumatul
etc.). Incidenta edentatiei totale creste progresiv odata
cu inaintarea in varstd: in populatia de 40-49 de ani se
observa in 1% din cazuri, in varsta de 50-59 ani - in
5,5%, iar in cazul persoanelor peste 60 de ani — 25%.
Datele statistice privind asistenta medicald in institu-
tiile stomatologice de profil ortopedic aratd cd 17,69%
dintre pacienti sunt diagnosticati cu edentatie totald
secundard, pe unul sau ambele maxilare, evidentiind
prevalenta semnificativd a acestei afectiuni in randul
populatiei adulte si varstnice [13].
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Background

The fully removable prosthesis with acrylic plate
remains one of the most accessible, easy to make
and often used in the treatment of total edentu-
lism, allowing to restore the act of mastication, the
phonetic, aesthetic and deglutition functions. One of
the problems of rehabilitation of patients with total
edentulism is the process of adaptation to artificial
orthopedic structures, its success depending on the
management of discomfort and pain during the adap-
tation period, both physically and psychologically.

Keywords: total edentulism, total acrylic remov-
able denture, discomfort and pain management.

Introduction

Total edentulism is a condition characterized by
the total absence of teeth in one or both jaws, which
affects the condition and functions of the stomatog-
nathic system and the body as a whole, often gener-
ating problems of confidence, socio-professional
integration and can be treated by using different fixed
and movable constructions. The occurrence of total
edentulism is influenced by a combination of local
and general factors. Local factors include (compli-
cations of dental caries, periodontal diseases, etc.),
while general factors include (age, genetic predispo-
sition, general diseases, smoking, etc.). The incidence
of total edentulism increases progressively with age:
in the population aged 40-49 it is observed in 1%
of cases, in the age group of 50-59 - in 5.5%, and in
the case of people over 60 — 25%. Statistical data on
healthcare in orthopedic dental institutions show that
17.69% of patients are diagnosed with secondary total
edentulism, on one or both jaws, highlighting the
significant prevalence of this condition among the
adult and elderly population [13].
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Intelegerea procesului patogenetic si factorilor
de risc reprezinta o premisa esentiald in stabilirea
diagnosticului si formularea planului de tratament
[4,5]. Eficienta tratamentului este conditionata de
situatia clinica, tipul constructiei alese si de amploarea
interventiei efectuate.

Pentru tratamentul edentatiei totale se recurge la
mai multe variante protetice:

o Fixe - bazate pe implanturi, oferind stabilitate

si eficienta functioonald ridicata;

o Semifixe - de exemplu, protezele acrilice
sustinute pe implanturi prin intermediul unor
sisteme speciale, cum ar fi barele tip Dopler
sau Rumpel, ori elemente de tip ,,ball attach-
ment”) ;

o Mobilizabile - cum ar fi proteza totald mobi-
lizabila cu placa acrilicd (PTMA), cea mai frec-
vent utilizata variantd datoritd accesibilititii si
costurilor reduse.

Alegerea tipului de lucrare restaurativa, a desig-
nului si a materialului utilizat depinde de particula-
ritatile clinice, de posibilitatile tehnice disponibile si
de preferintele pacientului [1,2]. Pana in prezent, in
majoritatea cazurilor, edentatia totald se rezolva prin
utilizarea protezelor total mobilizabile acrilice dato-
ritd costurilor reduse si accesibilitatii, etapelor terape-
utice simplificate si posibilitatii de a atinge parametrii
estetici inalti (prin alegerea culorii, marimii si formei
dintilor, nuantei acrilice coloristice, care imita tesu-
turile gingivale). Cu toate acestea, PTMA prezinta si
anumite dezavantaje: eficienta masticatorie redusa
(30-40% fatd de protezele fixe), presiune excesiva pe
mucoasa de suport care cauzeazd atrofia sau hiper-
trofia acesteia si suportului osos, acoperirea palatului
dur si glandelor salivare mici diminueaza gustul si
proprioreceptia, dificultatea de adaptare la o proteza
voluminoasé ce duce la disconfort fizic si psihic [12].
Succesul in restabilirea unui echilibru functional si
estetic va depinde in mod direct de procesul de adap-
tare a pacientului citre protezi. In stomatologia orto-
pedicd, termenul de ,,adaptare” (din latina ,,adaptio”-
potrivit, ajustare) este folosit in doua sensuri: refe-
ritor la adaptarea pacientului cu proteza si referitor
la adaptarea tesuturilor cAmpului protetic la proteza,
atdt in repaus, cét si in timpul solicitarilor functionale
[9,10] .

In tratamentul edentatiei totale, este esential ca
pacientii sa dobandeasca o capacitate de adaptare
rapida, astfel incat proteza si poata fi utilizatd confor-
tabil si eficient. Efectele edentatiei totale, mai ales cele
functionale si psihosociale, conduc deseori la dificul-
tati de acomodare la proteza artificiald, reprezentand
o provocare in acceptarea faptului ca proteza totald
nu poate fi pe deplin egala cu functionalitatea dintilor
naturali. Afectarea functiilor de masticatie, vorbire,
deglutitie, si esteticd, precum si frica pacientului de
schimbari de perceptie asupra propriei imagini pot
influenta negativ starea lui psihologica [8,1].

Succesul terapeutic, in mare masura, depinde de
pregatirea psihologica a pacientului pentru trata-
mentul edentatiei totale cu protezd mobilizabild,

Understanding the pathogenetic process and risk
factors is an essential prerequisite for establishing the
diagnosis and formulating a treatment plan [4,5]. The
effectiveness of treatment is conditioned by the clin-
ical situation, the type of construction chosen and the
extent of the intervention performed.

For the treatment of total edentulism, several
prosthetic variants are used:

o Fixed - based on implants, offering high stabi-

lity and functional efficiency;

o Semi-fixed - for example, acrylic prostheses
supported on implants by means of special
systems, such as Dopler or Rumpel bars, or
“ball attachment” elements;

o Mobilizable - such as the fully removable
acrylic plate prosthesis (PTMA), the most
frequently used variant due to its accessibility
and low costs.

The choice of the type of restorative work, the
design and the material used depends on the clin-
ical particularities, the available technical possibil-
ities and the patient’s preferences [1,2]. To date, in
most cases, total edentulism is solved by using acrylic
totally removable prostheses due to their low cost
and accessibility, simplified therapeutic stages and
the possibility of achieving high aesthetic parameters
(by choosing the color, size and shape of the teeth,
the acrylic color shade, which imitates the gingival
tissues). However, PTMA also presents certain disad-
vantages: reduced masticatory efficiency (30-40%
compared to fixed prostheses), excessive pressure on
the supporting mucosa causing atrophy or hyper-
trophy of it and the supporting bone, covering the
hard palate and minor salivary glands diminishes
taste and proprioception, difficulty adapting to a
bulky prosthesis leading to physical and psycholog-
ical discomfort [12]. The success in restoring a func-
tional and aesthetic balance will directly depend on
the process of patient adaptation to the prosthesis.
In orthopedic dentistry, the term “adaptation” (from
Latin “adaptio” - suitable, adjustment) is used in
two senses: referring to the patient’s adaptation to
the prosthesis and referring to the adaptation of the
tissues of the prosthetic field to the prosthesis, both at
rest and during functional demands [9,10].

In the treatment of complete edentulism, it is
essential that patients acquire a rapid adaptation
capacity so that the prosthesis can be used comfort-
ably and effectively. The effects of complete edentu-
lism, especially the functional and psychosocial ones,
often lead to difficulties in adapting to the artificial
prosthesis, representing a challenge in accepting the
fact that the complete prosthesis cannot be fully equal
to the functionality of natural teeth. The impairment
of masticatory, speech, deglutition, and aesthetic
functions, as well as the patient’s fear of changes in
perception of his own image, can negatively influence
his psychological state [8,1].

Therapeutic success largely depends on the
patient’s psychological preparation for the treat-
ment of total edentulism with removable dentures,



precum si de abilitatea medicului protetician de a
integra cunostintele aprofundate de anatomie, fizio-
logie, patologie si psihologie in gestionarea discon-
fortului si durerii resimtite in perioada de adaptare.
Insad, datele literaturii de specialitate cu privire la
acest aspect rdman relativ limitate si necesita studiu
continuu [7,11].

Adaptarea pacientului la protezele totale mobi-
lizabile acrilice (PTMA) presupune o reconfigurare
complexd, concretizatd in aparitia de noi conexiuni
neuronale, reflexe conditionate si in dezvoltarea unor
mecanisme corticale de inhibare a stimulilor indusi
de purtarea protezei. Desi existd trasaturi comune ale
edentatiei totale si adaptarii catre protezare mobili-
zabild, fiecare pacient prezinta particularititi unice,
ceea ce subliniazd necesitatea unui plan de trata-
ment personalizat §i importanta unui suport psiho-
logic adecvat in perioada de tranzitie. Prin imbinarea
metodelor clinice cu abordare centrata pe pacient se
asigurd o reabilitare nu doar functionals, ci si psiho-
logica, contribuind la o adaptare optima si de lunga
durata [4].

Scopul

identificarea si evaluarea factorilor clinici, biolo-
gici si psihologici care influenteazd adaptarea citre
protezele total mobilizabile acrilice, in vederea opti-
mizarii confortului, functionalitatii si calitatii vietii
pacientilor.

Material si metode

In studiu au fost inclusi 10 pacienti (6m, 4f) cu
varsta intre 57-81 ani, locuitori urbani (7) si rurali
(3), diagnosticati cu edentatie totald uni- §i bimaxi-
lara (diagr. 1).

Lot de pacienti

4
(40%) 6

(60%)

= barbati = femei

Diagrama 1. Lot de studiu

La studiu au participat pacienti care prezentau
plangeri la absenta totala a dintilor pe unul sau
ambele maxilare, cu afectarea functiilor de vorbire,
masticatie, deglutitie si esteticd, fapt care genera difi-
cultdti de integrare sociala. Selectia pacientilor a avut
loc respectand dreptul la confidentialitatea datelor
personale si avand acordul lor la documentarea
datelor obtinute. Astfel, s-au ales urmétoarele criterii
de includere si excludere (tabelul. 1).

as well as on the ability of the prosthodontist to inte-
grate in-depth knowledge of anatomy, physiology,
pathology, and psychology in the management of
discomfort and pain experienced during the adapta-
tion period. However, the literature data on this aspect
remain relatively limited and require continued study
[7,11].

The patient’s adaptation to removable acrylic
dentures (RADs) involves a complex reconfiguration,
resulting in the emergence of new neural connections,
conditioned reflexes and the development of cortical
mechanisms to inhibit stimuli induced by wearing the
denture. Although there are common features of total
edentulism and adaptation to removable dentures,
each patient presents unique particularities, which
underlines the need for a personalized treatment
plan and the importance of adequate psychological
support during the transition period. By combining
clinical methods with a patient-centered approach,
not only functional but also psychological rehabilita-
tion is ensured, contributing to an optimal and long-
term adaptation [4].

The aim of the study

identifying and evaluating clinical, biological and
psychological factors that influence adaptation to
acrylic totally removable prostheses, in order to opti-
mize patients’ comfort, functionality and quality of
life.

Material and methods

The study included 10 patients (6m, 4f) aged
57-81 years, urban (7) and rural (3) residents, diag-
nosed with uni- and bimaxillary total edentulism
(diagram 1).

Group of patients

4
(40%)

= males = females

Diagram 1. Group of patients

The study involved patients who complained of
the total absence of teeth on one or both jaws, affecting
speech, mastication, swallowing and aesthetics, which
led to difficulties in social integration. The selection of
patients took place respecting the right to confiden-
tiality of personal data and having their consent to
documenting the data obtained. Thus, the following
inclusion and exclusion criteria were chosen (table.1).
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Tabelul 1. Criterii de includere si excludere a
pacientilor in studiu

Criterii de includere Criterii de excludere

Edentatie totald unimaxilard
sau bimaxilara

Pacienti cu afectiuni sistemice
severe decompensate (ex. diabet
zaharat necontrolat, insuficienta
renald cronicd, boli autoimune)

Varsta minima de 57 ani

Utilizare de analgezice, opioide
sau alte medicamente care pot
modifica perceptia durerii §i
disconfortului

Consimtdmant informat
semnat pentru participare la
studiu si conlucrare ulterioara
reciprocd

Prezenta unor infectii acute
la nivelul mucoasei orale care
necesita tratament inainte de
adaptare la proteza

Capacitate cognitiva
si functionald pentru
completarea chestionarului

Lipsa cooperdrii pacientului sau
refuzul de a respecta protocolul
de studiu

Starea generald de sanitate
stabild, fara patologii acute,
care ar putea influenta
adaptarea catre PTMA

Prezenta unor tulburiri
neuro-psihice, care impiedici
completarea chestionarului

Table 1. Criteria for inclusion and exclusion of
patients in the study

Inclusion criteria Exclusion criteria

Unimaxillary or bimaxillary
total edentation

Patients with severe
decompensated systemic
diseases (e.g. uncontrolled
diabetes mellitus, chronic renal
failure, autoimmune diseases)

Minimum age of 57 years

Use of analgesics, opioids, or
other medications that can
alter the perception of pain and
discomfort

Signed informed consent for
participation in the study
and subsequent mutual
collaboration

Prezenta unor infectii acute
la nivelul mucoasei orale care
necesita tratament inainte de
adaptare la proteza

Cognitive and functional
capacity for completing the
questionnaire

Lack of patient cooperation
or refusal to comply with the
study protocol

Stable general health status, with-
out acute pathologies that could
influence adaptation to PTMA

The presence of neuro-psychiat-
ric disorders that prevent com-
pletion of the questionnaire

Pacientii din studiu au fost organizati in functie
de gen, topografia edentatiei totale (maxilard, mandi-
bulard sau bimaxilard), tipul edentatiei totale utili-
zand clasificirile dupé Koller si Schroder in determi-
narea conditiilor sau tipului suportului osos si clasifi-
carea dupa Supple in determinarea tipului mucoasei
campului protetic pentru stabilirea diagnosticului.
Prin culegerea si evaluarea acestor date, s-a realizat
o imagine clara asupra distributiei patologiei in lotul
pacientilor inclusi in studiu si s-au putut stabili prio-
ritatile terapeutice individuale pentru fiecare pacient,
in vederea optimizarii fixdrii, stabilitatii protezelor
totale mobilizabile care faciliteazd adaptarea catre
constructia aleasd (tab.2).

Tabelul 2. Distributia pacientilor in functie de gen,
tipul edentatiei totale si clasificarea proteticd

Nr. pacienti/

Topografia edentatiei totale/

No-of Topography of total edentulism

patients

Gen/ Gender

The patients in the study were organized according
to gender, topography of total edentulism (maxillary,
mandibular or bimaxillary), type of total edentulism
using the Koller and Schréder classifications in deter-
mining the conditions or type of bone support and the
Supple classification in determining the type of mucosa
of the prosthetic field for establishing the diagnosis.
By collecting and evaluating these data, a clear picture
was obtained of the distribution of pathology in the
group of patients included in the study and individual
therapeutic priorities could be established for each
patient, in order to optimize the fixation, stability of
the removable total dentures that facilitate adaptation
to the chosen construction (table 2).

Table 2. Distribution of patients by gender, type of
total edentulism and prosthetic classification
Clasificarea/ Classification
Suportului mucos (dupa

Supple)/ Mucous support
(according to Supple)

Suportului osos/ Bone
support

La maxild/ At the maxilla cLIII dupd Schréder/ class

III according to Schroder

2 La mandibuld/ At the mandible | cL.IT dupd Koller/ class IT 2
according to Koller

1 Bimaxilar/ Bimaxillary cLIII dupé Schroder/ class 1
III according to Schroder
cL.III dupé Koller/ class IIT 1
according to Koller

2 La maxild/ At the maxilla cl.II dupa Schroder/ class 11 1
according to Schroder
cL.III dupd Schroder/ class 2
III according to Schroder

3 La mandibuld/ At the mandible | cl.IT dupa Koller/ class IT 2
according to Koller
cL.III dupd Koller/ class 11T 3
according to Koller
cL.IV dupé Koller/class IV 3
according to Koller

1 Bimaxilar/ Bimaxillary cLIIT dupé Schroder/ class 1
IIT according to Schroder
cL.II dupa Koller/ class II 2
according to Koller

Total M 6 - -
Total 10 - -




Aditional, a fost utilizatd scala VAS (Visual
Analog Scale) care este un instrument de evaluare
subiectiva folosit pentru a mésura intensitatea durerii
sau in cazul de fatd, a disconfortului resimtit de
pacient. Aceasta a fost reprezentata de o linie dreapts,
de 10 cm lungime, care are doua puncte de referinta:
unul care reprezintd ,fard disconfort” si celdlalt,
care reprezintd ,,cel mai mare disconfort”. Pacientul
trebuie sa marcheze pe linia datd unde considera ca
se afld intensitatea disconfortului pe care il resimte.
Aceastd scala permite o méasurare foarte find a nive-
lului de disconfort, deoarece pacientii pot indica orice
punct de-a lungul liniei, oferind o estimare detaliatd a
intensitatii percepute a disconfortului.

Gradatia scalei VAS:

Scala VAS este de obicei impartitd in urmétoarele

intervale, in functie de pozitia marcati pe linie:

0 cm - Féra disconfort

1-3 cm - Disconfort usor

4-6 cm - Disconfort moderat

7-9 cm - Disconfort sever

10 cm - Cel mai mare disconfort posibil [3].

Una dintre cele mai migéloase, dar foarte impor-
tante etape clinice ale confectiondrii protezei total
mobilizabile acrilice este etapa de amprentare. La
confectionarea lucrarilor mobilizabile sunt utilizate
amprentarea anatomicé (sau preventivd) si ampren-
tarea functionald (sau definitivd) de aceea materia-
lele de amprentare necesité sa fie alese in functie de
proprietitie lor si sa indeplineasca anumite conditii,
care depind de tehnica de amprentare si particulari-
tatile campului protetic: plasticitatea, fidelitatea, elas-
ticitatea si rezistenta mecanica, stabilitatea dimensi-
onala, timpul de prizd ajustabil, compatibilitatea cu
materialele modelului de lucru.

Luind in consideratie detaliile marunte dar
multiple, si conditionale pentru lucru cu materialul de
tip alginat, amprentarea cu acesta prezintd un proces
care necesitd respectarea cu exactitate a proportiilor
indicate de producator. O cantitate corectd de apa si
pudrd, aldturi de cteva tehnici simple, pot asigura o
amprentare precisd si un model de gips fard imper-
fectiuni. Una dintre aceste tehnici consta in aplicarea
unei mici cantitati de material pe suprafata zonei de
amprentare, inainte de introducerea lingurii in cavi-
tatea bucald. Prin intinderea prealabila alginatului
pe toate suprafetele crestei alveolare (vestibulari,
linguala sau palatinald), se obtine o amprentare mai
eficientd a tuturor spatiilor mici, care pot fi ascunse
sub plicele mucoasei hipertrofiate, neuniforme etc.),
rezultind o amprenta de calitate superioara. Un alt
moment important in lucru cu alginatele este timpul
scurs intre prelevarea amprentei si confectionarea
modelului. Pentru a mentine integritatea amprentei,
este ideal ca modelele sa fie turnate imediat dupa
prelevare, de preferintd in aproximativ 20 de minute.
In cazul in care acest lucru nu este posibil, ampren-
tele pot fi pastrate in conditii umede, impachetate in
servetele umezite si/sau sigilate intr-o punga ermetica
pana vor fi turnate.

N

Additionally, the VAS (Visual Analog Scale) scale
was used, which is a subjective assessment tool used
to measure the intensity of pain or, in this case, the
discomfort felt by the patient. This was represented
by a straight line, 10 cm long, which has two refer-
ence points: one representing “no discomfort” and
the other, which represents “the greatest discomfort”.
The patient must mark on the given line where they
consider the intensity of the discomfort they feel to
be. This scale allows a very fine measurement of the
level of discomfort, as patients can indicate any point
along the line, providing a detailed estimate of the
perceived intensity of the discomfort.

VAS scale grading:

The VAS scale is usually divided into the following
ranges, depending on the position marked on the line:

1. 0.cm - no discomfort

2. 1-3 cm - mild discomfort

3. 4-6 cm — moderate discomfort

4. 7-9 cm - severe discomfort 5. 10 cm - the

greatest possible discomfort [3].

One of the most labor-taking, but very important
clinical stages of the manufacture of a fully remov-
able acrylic prosthesis is the impression stage. In the
manufacture of removable works, anatomical (or
preventive) and functional (or definitive) impressions
are used, therefore the impression materials need
to be chosen according to their properties and meet
certain conditions, which depend on the impression
technique and the particularities of the prosthetic
field: plasticity, fidelity, elasticity and mechanical
resistance, dimensional stability, adjustable setting
time, compatibility with the materials of the working
model.

Considering the small but multiple details, and
conditional for working with alginate type mate-
rial, impression with it is a process that requires
exact observance of the proportions indicated by
the manufacturer. A correct amount of water and
powder, together with a few simple techniques, can
ensure a precise impression and a plaster model
without imperfections. One of these techniques
consists of applying a small amount of material to the
surface of the impression area, before introducing the
spoon into the oral cavity. By previously spreading
the alginate on all surfaces of the alveolar ridge
(buccal, lingual or palatal), a more efficient impres-
sion of all small spaces, which can be hidden under
the folds of the hypertrophied, uneven mucosa, etc.,
is obtained, resulting in a higher quality impression.
Another important point when working with algi-
nates is the time elapsed between taking the impres-
sion and making the model. To maintain the integrity
of the impression, it is ideal that the models are cast
immediately after taking, preferably within about 20
minutes. If this is not possible, the impressions can
be kept in moist conditions, wrapped in damp tissues
and/or sealed in an airtight bag until they are cast.

The alginate setting process can be divided into
three stages:
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Procesul de priza al alginatului poate fi divizat in
trei etape:

o Faza plastica, de aproximativ 60 secunde, este
momentul in care substantele chimice din
material incep sa se dizolve, pregitind materi-
alul pentru modelare.

« In faza intermediard, materialul capata o
consistentd mai fermd, dar nu este incad
complet intdrit, astfel incit orice miscare a
lingurii ar putea compromite amprenta.

o In faza finald materialul capiti o intirire
completa, iar amprenta poate fi indepartata in
momentul in care suprafata materialului nu
mai este lipicioasd, asigurand astfel o reprodu-
cere fideld a campului protetic.

Prin respectarea acestor pasi si prin acordarea
atentiei necesare detaliilor, lucrul cu materialul
alginat poate deveni un proces mai previzibil si mai
eficient, contribuind la rezultate de calitate superi-
oard in realizarea amprentelor.

Pentru amprentarea anatomicd a campului
protetic edentat total, s-a utilizat material amprentar
hidrofil tixotrop, A-siliconic, potrivit pentru toate
tipurile de amprentare, Exaflex Putty 500g+500g GC,
care s-a dovedit a fi interesant din punct de vedere
al caracteristicilor sale ca: fluiditate ridicata, inerti-
tatea fatd de mucoasa cavititii bucale, consistentd
favorabila, adaptabila la presiunea aplicata in timpul
amprentdrii, timpul prelungit de lucru si timp scurtat
de intérire in cavitatea orald, comfortul si usurinta in
timpul malaxarii (figura.1).

Figura 1: Exaflex Putty 500+500 GC (https://shop.
super-dent.md/products/materiale-de-amprenta)
Figure 1: Exaflex Putty 500+500 GC (https://shop.
super-dent.md/products/materiale-de-amprenta)

Pentru amprentarea functionald a fost utilizat
Vinyl str IT 2x50ml, care este un material pe bazi de
vinilpolisiloxan, conceput pentru a asigura o ampren-
tare precisd. Formula avansatd pe bazd de vinilpoli-
siloxan conferd materialului o stabilitate dimensio-
nala excelentd si o capacitate de reproducere fideld a
formatiunilor anatomice ale cAmpului protetic. Un
alt aspect favorabil pentru alegerea acestui material
este compatibilitatea lui excelentd cu tesuturile moi,
materialul fiind bine tolerat de mucoasa orala, asigu-
rand confortul pacientului pe durata procedurii de
amprentare — fapt ce permite medicului s lucreze

o The plastic phase, lasting approximately 60
seconds, is when the chemicals in the material
begin to dissolve, preparing the material for
molding.

o In the intermediate phase, the material acqu-
ires a firmer consistency, but is not yet fully
hardened, so any movement of the spoon
could compromise the impression.

o In the final phase, the material is fully cured,
and the impression can be removed when
the surface of the material is no longer sticky,
thus ensuring a faithful reproduction of the
prosthetic field.

By following these steps and paying the necessary
attention to detail, working with alginate material
can become a more predictable and efficient process,
contributing to higher quality results in impres-
sion making. For the anatomical impression of the
completely edentulous prosthetic field, a hydro-
philic thixotropic, A-silicone impression material
was used, suitable for all types of impression, Exaflex
Putty 500g+500g GC, which proved to be interesting
in terms of its characteristics such as: high fluidity,
inertness towards the oral mucosa, favorable consist-
ency, adaptable to the pressure applied during the
impression, extended working time and shortened
hardening time in the oral cavity, comfort and ease
during mixing (fig. 1).

For the functional impression, Vinyl str IT 2x50ml
was used, which is a vinylpolysiloxane-based material,
designed to ensure precise impression taking. The

EXAFLEx PUTTY
]
CATALYST 278 ml (5009 § J
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Figura 2: Vinyl str I1I 2x50ml + 12 (https://shop.super-
dent.md/products/materiale-de-amprenta)
Figure 2: Vinyl str 1I 2x50ml + 12 (https://shop.super-
dent.md/products/materiale-de-amprenta)

advanced vinylpolysiloxane-based formula gives the
material excellent dimensional stability and a capacity
to faithfully reproduce the anatomical formations
of the prosthetic field. Another favorable aspect for
choosing this material is its excellent compatibility
with soft tissues, the material being well tolerated by
the oral mucosa, ensuring patient comfort during the
impression procedure - a fact that allows the doctor
to work quietly, without haste, having the necessary
time to apply the functional movements necessary to
obtain the functional impression (figure. 2).

Comfort and reduction of the adaptation period,



linistit, fard grabd, avand timpul necesar pentru apli-
carea miscdrilor functionale necesare in obtinerea
amprentei functionale (figura. 2).

Confortul si reducerea perioadei de acomodare,
scaderea sau chiar si excluderea senzatiilor dure-
roase in primele zile si saptdméni de purtare a unei
lucrdri mobilizabile, uneori destul de voluminoase,
sunt primordiale in lucrul cu pacientii edentati total
si de aceea este necesar de a confectiona proteza din
materiale de inalta calitate, cu proprietati de fixare
si stabilizare calitative si proprietati estetice finale
excelente. La confectionarea protezelor totale pentru
pacientii inclusi in studiu s-au folosit rasina acrilica
cu rezistenta ridicata la impact Acrilat K-30 S 500g
(figura 3). Materialul oferd o stabilitate dimensionald
excelenta, asigurand protezei o adaptare precisd si
confortabila. De asemenea, proprtietatile sale permit
o manipulare usoard in timpul procesului de labo-
rator facilitind obtinerea unor rezultate estetice si
functionale optime pentru pacienti.

Figura 3. Acrilat K-30 S 500g (https://www.dentclub.
md/product/73-acrilat-k-30-s-500-g)

Figure 3. Acrylate K-30 S 500g (https://www.dentclub.
md/product/73-acrilat-k-30-s-500-g)

Rezultate si discutii

Analiza literaturii a inclus atat cercetarea surselor
literare stiintifice moderne, cat si a lucrarilor funda-
mentale care abordeaza aspecte considerabile precum
etiologia, patogeneza, tabloul clinic si metodele de
tratament ale edentatiei totale, conditiile de formare si
inhibare a reflexelor conditionate in timpul adaptarii
la protezele total mobilizabile acrilice. Din analiza
datelor literaturii si observatiile clinice proprii asupra
lotului de pacienti s-a apreciat faptul ca edentatia
totald prezintd un proces complex, in care etiologia,
patogeneza, manifestérile clinice si factorii indivi-
duali ai pacientului sunt interdependenti. Factorii
etiologici, precum bolile parodontale, caria dentard
netratatd, traumatismele sau afectiunile sistemice,
influenteaza direct mecanismele patogenetice care
duc la pierderea dintilor si la resorbtia crestelor alve-
olare. Aceste procese patologice determina, la randul
lor, manifestarile clinice caracteristice edentatiei
totale, cu impact asupra functiilor masticatorii, fona-
tiei si esteticii.

reduction or even elimination of painful sensations in
the first days and weeks of wearing a movable, some-
times quite bulky work, are paramount in working
with completely edentulous patients and therefore
it is necessary to make the prosthesis from high-
quality materials, with qualitative fixation and stabi-
lization properties and excellent final aesthetic prop-
erties. When making the complete dentures for the
patients included in the study, acrylic resin with high
impact resistance Acrylate K-30 S 500g was used
(figure 3). The material offers excellent dimensional
stability, ensuring a precise and comfortable adapta-
tion of the prosthesis. Also, its properties allow easy
handling during the laboratory process, facilitating
the achievement of optimal aesthetic and functional
results for patients.

In the case of patients with resorbed alveolar ridges,
a soft Visco-gel acrylic liner was applied, followed by
the completion of relining with a definitive acrylic
material after the mucosa had healed (figure. 4).

Figura 4. Visco-gel
(https://www.ggcatalog.com/acrylics/visco-gel)
Figure 4. Visco-gel
(https://www.ggcatalog.com/acrylics/visco-gel)

Results and discussions

The literature review included both the research
of modern scientific literary sources and funda-
mental works that address significant aspects such
as the etiology, pathogenesis, clinical picture and
treatment methods of total edentulism, the condi-
tions for the formation and inhibition of conditioned
reflexes during adaptation to acrylic fully removable
dentures. From the analysis of literature data and
our own clinical observations on the patient group,
it was appreciated that total edentulism presents a
complex process, in which the etiology, pathogenesis,
clinical manifestations and individual patient factors
are interdependent. Etiological factors, such as peri-
odontal diseases, untreated dental caries, trauma or
systemic diseases, directly influence the pathogenetic
mechanisms that lead to tooth loss and alveolar ridge
resorption. These pathological processes determine,
in turn, the clinical manifestations characteristic of
total edentulism, with an impact on the functions of
mastication, phonation and aesthetics.

The time of edentulism, the patient’s age, the type
and quality of previous treatment are closely related
to the initial etiological factors. Advanced age accen-

|#| Stomatologie Ortopedics



52

Timpul de instalare a edentatiei, varsta pacien-
tului, tipul si calitatea tratamentului precedent sunt
strans legate de factorii etiologici initiali. Varsta
avansad accentueazd resorbtia osoasd i ingreuneaza
adaptarea la tratamentul protetic, in timp ce lipsa
tratamentului anterior favorizeazd progresia rapida
a edentatiei. Astfel, severitatea simptomelor clinice
si dificultatea adaptarii la proteza totald acrilicd sunt
influentate de interactiunea dintre cauza initiala,
timpul aparitiei edentatiei totale, starea generald a
pacientului si istoricul sdu terapeutic.

Analiza datelor examenului clinic §i a acuzelor
pacientilor a permis evaluarea existentei unei dife-
rente intre gradul de adaptare catre protezele totale,
disconfortul raportat initial si timpul necesar obti-
nerii unui confort acceptabil. De asemenea, s-a
urmarit modalitatea in care fiecare tip de edentatie
afecteaza procesul de adaptare: pacientii cu edentatie
totala maxilard in dependentd de gradul de atrofie a
crestei alveolare si tipul fibromucoasei au raportat o
adaptare mai rapida, in jurul de aproximativ (12-16
zile), comparativ cu cei cu edentatie totala mandi-
bulard (21-38 zile) si cu cei cu edentatie bimaxilard
(28-52 zile). Pe langa toate acestea, s-a acordat o
atentie deosebita ajustarii protezelor in functie de
feedback-ul pacientilor, utilizind pe langd comuni-
carea verbald propriu-zisd cu pacientul si scala VAS
pentru a cuantifica disconfortul resimtit si gradul de
disconfort resimtit initial la aplicarea protezei.

Adaptarea la proteze total mobilizabile acrilice
nu este doar o provocare tehnicd, ci si una psiholo-
gica, intrucat in cazurile in care pacientii au mani-
festat anxietate, reticentd sau dificultati de comuni-
care, a fost sugeratd consilierea psihologica, la care
din pacate pacientii se hotarasc cu greu, posibil din
lipsa de informare cu privire la beneficiile consilierii,
teama de stigmatizare, perceptie eronatd cd suportul
psihologic este inutil sau destinat doar cazurilor
grave, precum si din considerente financiare sau de
timp [6]. In plus, unii pacienti pot manifesta rezis-
tentd din cauza convingerilor personale. Totusi, abor-
darea multidisciplinard, care a implicat colaborarea
dintre medicul protetician si psiholog a imbunatatit
relatia medic-pacient si a contribuit la o intelegere
mai buna a procesului de adaptare. Pacientii care au
urmat aceastd cale au raportat o acceptare mai buna a
protezei si o atitudine mai pozitiva fatd de tratament.

Grupul pacientilor cu edentatie maxilard si
prezenta unui suport protetic bine exprimat a oferit
cele mai bune rezultate in adaptare, timpul mediu
de adaptare totala fiind de 14 zile, iar nivelul initial
al disconfortului, masurat pe scala VAS, a fost mai
scazut comparativ cu celelalte grupuri. Acesti paci-
enti au necesitat, in medie, doar una-doua ajustari ale
protezei pentru a obtine un grad optim de confort si
functionalitate.

In cazul pacientilor cu edentatie mandibulara,
adaptarea a fost mai dificild, mai ales in prezenta unui
camp protetic atrofiat pronuntat, acestia necesitand
mai multe ajustdri (in medie, doui-trei) si o peri-
oadd mai lunga pentru a ajunge la un nivel de confort

tuates bone resorption and makes it difficult to adapt
to prosthetic treatment, while the lack of previous
treatment favors the rapid progression of edentu-
lism. Thus, the severity of clinical symptoms and the
difficulty of adapting to a complete acrylic prosthesis
are influenced by the interaction between the initial
cause, the time of appearance of total edentulism,
the patient’s general condition and his therapeutic
history.

The analysis of clinical examination data and
patients’ complaints allowed the assessment of the
existence of a difference between the degree of adap-
tation to complete dentures, the initially reported
discomfort and the time required to achieve accept-
able comfort. It was also observed how each type of
edentation affects the adaptation process: patients
with maxillary total edentation depending on the
degree of atrophy of the alveolar ridge and the type
of fibromucosa reported a faster adaptation, around
(12-16 days), compared to those with mandibular
total edentation (21-38 days) and those with bimax-
illary edentation (28-52 days). In addition to all this,
special attention was paid to the adjustment of the
dentures according to the patients’ feedback, using in
addition to the actual verbal communication with the
patient and the VAS scale to quantify the discomfort
felt and the degree of discomfort initially felt when
applying the denture.

Adaptation to acrylic total removable prostheses
is not only a technical challenge, but also a psycholog-
ical one, since in cases where patients showed anxiety,
reluctance or communication difficulties, psycholog-
ical counseling was suggested, which unfortunately
patients find difficult to decide on, possibly due to
lack of information about the benefits of counseling,
fear of stigmatization, erroneous perception that
psychological support is useless or intended only
for severe cases, as well as financial or time consid-
erations [6]. In addition, some patients may show
resistance due to personal beliefs. However, the
multidisciplinary approach, which involved collab-
oration between the prosthetist and the psycholo-
gist, improved the doctor-patient relationship and
contributed to a better understanding of the adapta-
tion process. Patients who followed this path reported
better acceptance of the prosthesis and a more posi-
tive attitude towards treatment.

The group of patients with maxillary edentu-
lism and the presence of a well-expressed prosthetic
support offered the best adaptation results, with an
average total adaptation time of 14 days and a lower
initial level of discomfort, measured on the VAS
scale, compared to the other groups. These patients
required, on average, only one to two prosthesis
adjustments to achieve an optimal degree of comfort
and functionality.

In the case of patients with mandibular edenta-
tion, adaptation was more difficult, especially in the
presence of a pronounced atrophied prosthetic field,
requiring more adjustments (on average, two to
three) and a longer period to reach an acceptable level



acceptabil. Scorurile initiale ale disconfortului au
fost mai ridicate decat cele raportate de pacientii cu
edentatie maxilara, ceea ce sugereazd o complexitate
mai mare in managementul acestor cazuri. Cu toate
acestea, majoritatea pacientilor cu edentatie mandi-
bulara au reusit sa se adapteze partial in aproximativ
24 de zile, iar proportia acestora a fost de 66,7%.

Cel mai complex grup a fost cel al pacientilor
cu edentatie bimaxilard. Acestia au avut cel mai
mare scor de disconfort initial (9) si au necesitat cel
mai mare numar de ajustari (in medie, trei-patru).
Timpul mediu de adaptare a fost de 28 de zile, semni-
ficativ mai lung decat in cazul celorlalte grupuri. Doar
jumatate dintre pacientii cu edentatie bimaxilara au
raportat o adaptare completd, iar restul au necesitat
ajustdri continue pentru a atinge un nivel acceptabil
de confort si stabilitate protetica.

Rezultatele obtinute evidentiazd diferente semni-
ficative in ceea ce priveste adaptarea pacientilor in
functie de tipul edentatiei (tabelul.3).

Tabelul 3. Rezultatele obtinute in cadrul studiului

Parametru evaluat S
maxilara

Pacienti cu edentatie

of comfort. Initial discomfort scores were higher than
those reported by patients with maxillary edentation,
suggesting a greater complexity in the management
of these cases. However, the majority of patients with
mandibular edentation were able to partially adapt
within approximately 24 days, and their proportion
was 66.7%.

The most complex group was the bimaxillary eden-
tulous patients. They had the highest initial discom-
fort score (9) and required the greatest number of
adjustments (on average, three to four). The average
adaptation time was 28 days, significantly longer
than in the other groups. Only half of the bimaxillary
edentulous patients reported complete adaptation,
and the remainder required continued adjustments
to achieve an acceptable level of comfort and pros-
thetic stability.

The results obtained highlight significant differ-
ences in patient adaptation depending on the type of
edentulism (table.3).

Tabelul 3. Rezultatele obtinute in cadrul studiului

Pacienti cu edentatie
mandibulara

Pacienti cu edentatie
bimaxilara

Numir total de pacienti 5 3 2
Disconfort initial (VAS) 7 8 9
Timp mediu de adaptare (zile) 14 24 28
Procent pacienti complet adaptati 100% 66,7% 50%
Ajustiri necesare (numar mediu) 1-2 2-3 3-4

Aceste date subliniaza importanta unei abordéri
personalizate pentru fiecare tip de edentatie. Fiecare
grup necesita strategii distincte, de la selectia materi-
alelor si tehnologiilor utilizate pana la frecventa ajus-
tirilor si consilierea pacientilor. In plus, rezultatele
confirma cd stabilitatea campului protetic si numérul
de ajustari efectuate sunt factori critici in succesul
adaptarii la proteza totald mobilizabila.

Recomandarile oferite pacientilor in urma trata-
mentului au fost indreptate in prim plan asupra inte-
legerii prezentei si coabiturrii eficiente cu protezele
realizate. Au fost accentuate urmatoarele:

- posibila necesitate in timp de a efectua corectia

sau rebazarea lucrarii

- tipul alimentatiei, cit in perioada de adaptare,

atét si in perioada post-adaptarii

- aparitia si dezvoltarea facila a noilor reflexe

masticatorii

- timpul de purtare si igienizarea corectd cat a

protezei atat si a cavitatii bucale.

Concluzii

- rezultatele studiului subliniazd importanta
unei abordari personalizate in tratamentul
pacientilor cu edentatie totald. Diferentele
observate intre grupurile de edentatie maxi-
lard, mandibulard si bimaxilara evidentiazd
necesitatea unor protocoale individualizate
pentru a facilita adaptarea si pentru a reduce
disconfortul.

- utilizarea materialelor moderne si a tehnicilor
de ajustare periodicd a demonstrat o imbuni-

These data emphasize the importance of a person-
alized approach for each type of edentulism. Each
group requires distinct strategies, from the selection
of materials and technologies used to the frequency of
adjustments and patient counseling. In addition, the
results confirm that the stability of the prosthetic field
and the number of adjustments performed are critical
factors in the success of adaptation to the removable
total prosthesis.

The recommendations given to patients after the
treatment were primarily aimed at understanding the
presence and effective cohabitation with the pros-
thesis. The following were emphasized:

- the possible need in time to perform correc-

tion or rebasing of the work

- the type of nutrition, both during the adapta-

tion period and in the post-adaptation period

- the appearance and easy development of new

masticatory reflexes

- the wearing time and correct hygiene of both

the prosthesis and the oral cavity.

Conclusions

- the results of the study emphasize the impor-
tance of a personalized approach in the
treatment of patients with total edentulism.
The differences observed between the maxil-
lary, mandibular and bimaxillary edentulism
groups highlight the need for individualized
protocols to facilitate adaptation and reduce
discomfort.

- the use of modern materials and periodic
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10.

11.

12.

13.

tatire semnificativa a timpului de adaptare sia
stabilitatii protezelor, in special la pacientii cu
edentatie maxilara

- totodata, abordarea multidisciplinara, care
include monitorizarea atentd si consilierea
psihologica, contribuie simtitor la cres-
terea gradului de satisfactie al pacientilor,
confirmand faptul cd succesul tratamentului
depinde nu doar de calitatea protezei, ci si de
sprijinul oferit pacientilor pe durata proce-
sului de adaptare.

Bibliografie

Aquilanti.L, Alia.S. Impact of elderly masticatory
performance on nutritional status: an observational
study. Medicina (Kaunas). Published online 2020
Mar 16. 56(3): 130

Abdulwaheed, A., & Kashefi, S. (2022). Complete
Dentures. Boston: Lux Dental, Inc.

Chander NG. Visual analog scale in prosthodontics.
J Indian Prosthodont Soc. 2019 Apr-Jun;19(2):99-
100. doi: 10.4103/jips.jips_94_19. PMID: 31040542;
PMCID: PMC6482618).

GalonskyV, Kostritsky.I, The problem of pati-
ents adaption to full removable dentures. Medical
University, published-2019.

G Godil A. Introduction to Prosthodontics and
Complete Dentures. M.A.RD.C., Department of
Prosthodontics; 2020.

Iordanishivili AK, Tsygan VN, Volodin AI, Muzikin
MI, Lobeiko VV. Psychological adaptation of
adults at loss of teeth and elimination of defects of
dentitions with use of various designs of dentures.
Bulletin of the Russian Military Medical Academy.
2017;2(58):49-53. Russian.

Nooji.D “Post Insertion Problems and Management
in Complete Denture Patients,” no. June, pp. 57-58,
2017.

Oweis.Y N. Ereifej, A. Al-Asmar, and A. Nedal,
“Factors  Affecting Patient Satisfaction with
Complete Dentures,” Int. J. Dent., vol. 2022, 2022.
Tsybina VV, Golubeva LN, Plotnikova IE, Golubev
NA. Problems of adaptation to removable dentures
and ways of their solution. Medical-biological and
pedagogical basis of adaptation of sports activity and
a healthy life style: collection of scientific works of the
4th All-Russian correspondence scientific-practical
conference with international participation (April,
29 2015). Voronezh: Publishing house “Scientific
book”; 2015:173-8.

Vecherkina ZhV, Popova TA, Abdulkader ZU,
Fomina KA. Analysis of factors affecting the period
of adaptation of patients to removable dentures.
System Analysis and Management in Biomedical
Systems. 2016;15(1):80-3.

Yasemin.k, Ozkan. Complete denture prostho-
dontics, planning and Decision-Making. Faculty
of Dentistry, Department of Prosthodontics. first
published in 2017 by Quintessence Yayincilik.

Bosusiit, A.B., & Camoitnenko, A.B. (2016).
YacTuuHble ¥ IOJNHBIE CbeMHbIE  IIPOTE3bI
(Knmnanueckne u nabopaTopHbIe 3TaIIBI

U3TOTOBJICHNS). 3aOPOXKCKUIT TOCY[;apCTBEHHbII
MeIMLIMHCKWIL YHUBepCcuTeT., Steven.E, The Pros and
Cons of full Dentures. October 30, 2020/ Dentures.
bapaguna JL.H., Tympko W.J., Jlobko B.A.
ApanTanysa K CbeMHBIM 3yOHBIM ITpoTe3aM: yuel.-
Merop. mocobue. — Munck: benMATIIO, 2012, p.
52-53.

10.

11.

12.

13.

adjustment techniques has demonstrated a
significant improvement in adaptation time
and prosthesis stability, especially in patients
with maxillary edentulism

- at the same time, the multidisciplinary
approach, which includes careful monitoring
and psychological counseling, significantly
contributes to increasing the degree of patient
satisfaction, confirming that the success of the
treatment depends not only on the quality
of the prosthesis, but also on the support
provided to patients during the adaptation
process.
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MOP®O-OYHKLNOHANbHAA
XAPAKTEPUCTWUKA 3YbA YEJIOBEKA
U3 KAPBYHCKOI0 KNAZA

Anexkcanap ITocromaku
Op.me0.Hayk, 0oyeHm

Kagpedpa opmoneduueckoii cmomamosnoeuu
SHnnapuon ITocmonaxu”
I'M®Y ,Huxonae Tecmemunany”, Kuuiunay

Pesymar

Briepsble mpoBefieH OJOHTONOTMYECKMIT aHaIu3
(oOHTOCKOMMA, OMOHTOMETPUA U JIOTIOTHUTETBHO
111poBble KOMIBIOTEPHBIE METOMBI: PA/IIOBU3MO-
rpadus M MMKPOCKONNS) MPOCBEPICHHOIO Yeno-
BEYECKOTro 3yba 13 [IpeBHEro Kiaja, KOTOPBIN Obl1
OTKPBIT, CTy4aliHo, oceHplo 1961 roga B c. KapOyHa,
SnoBenckoro paiioHa, Pecniyonmkmu Momnpgosa. Ha
TaHHBIIl MOMEHT TPUIIONbCKOe moceneHre Kapbyna I
TATUPYEeTCsl CepeHOI V-Io ThICAYeNIeTUA [0 Halllei
9pbl. B mybnmKkanuax mo KymbTypHO-MCTOPUYECKOI
apxeonoruy, 3y6 6bUI pacCMOTPEH JIMIIb CYyMMapHO.
OTO e[MHCTBEHHAsA HAXOJIKa TAKOTO POfia Ha TeppU-
topuu Pecrry6miky MoJIoBsl, KOTOpast OTHOCUTCS K
3I10X€ SHEONNTA.

YcTaHOBIEHO, YTO KOPOHKA OTHOCUTCA K YeThI-
pexOyropkoBOMy THUILy, M3-3a IIOTHON PeRyKIUK
TUIIOKOHYNAR, C ,uKC (X) — y3opom” 60po3L xeBa-
Te/IbHOJ MTOBEPXHOCTHU, YTO COOTBETCTBYET BTOPOMY
HIDKHeMy MossApy. OKK/ITIO3MOHHBIN pebed MOuTH
HOJIHOCTBIO CTEPT B pe3ynbTaTe (YHKIMOHAIbHO
neperpysku. 3y6 siBisAercs BapuabelbHBIM B IPYIIIe
MOJISIPOB, a 3HAUUT B GOJIbLIIETT CTEIIeHN, YeM IePBbIil
MOJIAP, MOJiBepraeTcs penyKuun. PasMepHas xapak-
TePUCTUKA 3y0a He OTIMYAeTCA OT CpPelHeCTaTH-
CTUYECKUX JAHHBIX M 3HAUEHUI XapaKTePHbIX I
COBPEMEHHBIX JXUTeNnel MonIoBbIL.

KmroueBble cnoBa: KapbyHckuit Kimag, fpeBHUI
3y0, OJIOHTOMETpUA.

AKTyannbHOCTb:

AKTyasibHOE HaIpaBJIeHUe COBPEMEHHOII aHTPO-
IOJIOTMM M apXeOJIOTMM — IIaJIe09KOJIOTMYECKOe
UICCTIefiOBaHNe JIpeBHEro HaceneHus. Ilpu arom
BaXHOE BHJMAaHME B OJOHTOJIOTMM YHENACTCH
MOP(}OIOTMIECKOMY COCTOSIHMIO COXPAHMUBIINXCS
3y0OB, HaIpyuMep, CTEPTOCTM KOHTAKTUPYIOLIeil
HOBepXHOCTH [1], 3y00UENIOCTHOMY COOTHOLICHUIO
(mpukycy) [2], cocTosiHuIO 3y60B, Y€PEIHBIX KOCTENl
U IIBOB [6], KOTOpPBIE CIIOCOOHBI PACKPBITH MAjION3-
BECTHbIE CTOPOHBI >KM3HEJESTeIbHOCTY 1 XapaKTep
310pOBb:A APEBHUX JIIOMIEIL.

ITo muenuto O.-M. Petraru (2022), 3y6bl sB/Is-
I0TCSL LIEHHBIM MCTOYHMKOM MHQOpMaLmy s
MCCTIENOBAHMIL IIPOIIBIX Y€/I0BEYECKMX TIOITYIALI
B apXEOJIOTMYECKOM M  CyHAeOHO-MeIUIIMHCKOM
KOHTEKCTe. B cTOMATon0rn4ecKoi aHTpOIOIOTUU

MORPHO-FUNCTIONAL
CHARACTERIZATION OF A HUMAN
TOOTH FROM A CARBUNA DEPOSIT

Alexander Postolaki
MD, PhD, Associate Professor
Department of Prosthetic Dentistry
“Ilarion Postolaki”
State University of Medicine and Pharmacy
«Nicolae Testemitanu», Chisinau

Summary

For the first time an odontological analysis (odon-
toscopy, odontometry and in addition digital comput-
erized methods: radiovisiography and microscopy) of
a drilled human tooth from an ancient deposit, which
was accidentally discovered in the autumn of 1961
in the village of Carbuna, Ialo-veni district, Republic
of Moldova, was carried out. Today, the tripolon
settlement of Carbuna I is dated to the middle of the
5th millennium BC. In cultural-historical archae-
ology publications, the tooth has been considered in
general. Itis the only find of its kind on the territory of
the Republic of Moldova, which belongs to the Eneo-
lithic period. It was found out that the crown belongs
to the four-tubercle type, due to the complete reduc-
tion of the hypoconulid, with an «X - pattern» of the
fissures of the chewing surface, which corresponds to
the second lower molar. The occlusal relief is almost
completely obliterated as a result of significant func-
tional load. The tooth is variable in the molar group,
that is why it undergoes to reduction in more cases
than the first molar. The dimensional characteristic
of the tooth does not differ from the average statistical
data and values that are typical for modern inhabi-
tants of Moldova.

Key words: Carbuna deposit, ancient tooth,
odontometry.

Relevance: A pertinent focus within contempo-
rary anthropology and archaeology is the paleoeco-
logical investigation of ancient populations. In odon-
tological research, significant attention is devoted to
the morphological condition of preserved teeth, such
as the wear patterns of occlusal surfaces [1], dental
occlusion [2], and the condition of teeth, cranial
bones, and sutures [6]. These parameters are instru-
mental in revealing lesser-known aspects of the life-
style and health characteristics of ancient humans.

According to O.M. Petraru (2022), teeth consti-
tute a valuable source of information for investigating
past human populations in both archaeological and
forensic contexts. In dental anthropology, linear
measurements of dental crowns are widely employed
to evaluate morphological variability and sexual
dimorphism in both contemporary and ancient
human populations [22]. It should be noted that this
topic is actively explored in Romania [21, 22, 23, 25].

| Stomatologie Ortopedica

55



56

JIVHeVHbIe M3MepeHNUs 3yOHBIX KOPOHOK MCIIONB3Y-
I0TCSI IS OLIeHKY MOP(OJIOTMYEeCKOIT MI3MEHYMBOCTI
U TIOJIOBOTO AMMOpdU3Ma KaK B COBPEMEHHBIX, TaK
UM B IPOLUIBIX YelTOBeYeCKMX MOMmymAluax [22].
CrefiyeT OTMETUTD, 4YTO B PyMBIHMY aKTUBHO paspa-
OaTbIBaeTCs JaHHas TeMa (21, 22, 23, 25]. Vsyuenne
CTPOEHNS MOCTOSHHBIX 3yOOB Ye/lOBeKa COXpaHseT
cBoe (QyHIaMeHTa/IbHOEe ) INPUKIAZHOE 3HAYeHUe
B AHTPOIOJIOTMYECKO) OFOHTONIOTMM U CTOMATO-
noruu (7, 8,11, 10, 13, 14, 20, 21, 22, 23, 24]. B 10 e
BpeMsi, OfOHTONOIMs [peBHEro HaceneHms Pecry-
671vKy MOIOBBI O CHX ITOP M3Y4eHa He[OCTaTOYHO,
3a MCKIIOYEHMEM efUHMYHBIX pabor B. P. Okymiko
(1971, 1972) [7, 8] mocBslleHHbIe M3YYEHMIO Kapueca
¥ TAPOJOHTO3a Y APeBHMX JII0ell Ha JaHHOI Teppu-
TOPUM, YeM U OIIpefe/IsieTCs TeoOpeTHIecKas 1 MpakK-
TUYECKOI LIEHHOCTh HACTOSAIIETO MCCIENOBAHMA.

Heﬂb NCCIeTOBAHMUA:

ITpoBecTy OfOHTOMOIMYECKMIT AHANIN3 YeTToBede-
cKoro 3yba us gpeBHero kiaza y ¢. Kapbyna u cpas-
HUTb C 3y6aMU COBPEMEHHOTO THUIIA, Y L] IIPO>KUBA-
I0IUX Ha Tepputopuu Pecrybnuku Monposa.

Marepuanpl 1 METO/IBI:

g mM3ydeHUA SBOJIOLMOHHO-PeSYKIVOHHBIX
M3MEHEHMII 3y0O4e/MIOCTHOM CHCTEMBI YeloBeKa Ha
Tepputopun MogoBbl OBUIO IIPOBEEHO HCCIIe-
JOBaHIE AaHATOMO-MOP(OTIOIrMYIECKNX ¥ (YHKIHU-
OHAJIbHBIX OCOOEHHOCTENl OJHOTO YeT0BEYeCKOro
3y0a SII0XU 9HEOINTA, HAXOMSLUIUIICS B IIOCTOSIHHO
peiicTByromen axcrosuuyy HanpmonanbHoro myses
aTHOTpadUM 1 eCTeCTBEHHOI! ucTopun Pecrry6mmkn
Monposa (r. Kmmmnay). Tam >ke, IpoBOAWINCDH
HeOOXOAMMbIe KOHCYIbTAL[UM, C TOYKM 3PeHMs
apXeoJIOTUM M MCTOPMYECKON JAaTUPOBKU JIpEBHEI
HaXOJKU, COIJITACHO COBPEMEHHbIM IIPeCTaBICHIAM.
1A OFOHTONOTMYECKOTO aHaIM3a HPUMEHANNCD:
OIOHTOCKOINA, OOHTOMETPUA U MOIIOHNUTEIBHO
111ppoBble KOMIIBIOTEPHBIE METOMBL: PA/VIOBU3NO-
rpadus (6maromapst MOMOIIM TeHEPATbHOTO JUPEK-
TOpa CTOMATONOTMYECKONT KIMHMKa «Vivodent»,
Kyummeay, r-ma A. CMBIHTBIHS) U IOBepXHOCTHAA
mukpockomus (Puc. 1).

B pa6ote 6bu1 uctonpsosax ungposoit USB-mu-
kpockon «Levenhuk DTX 90» (KHP mnst Levenhuk,
Inc., CIIIA) ¢ 10-300-Xx KpaTHBIM YBeIM4eHMEM MU
5.0 MIIMKC KaMepolt /Il CBEPXTOYHBIX paboT, OCHa-
LIEHHBIT § CBeTOmMOnaM 6€I0ro IBeTa ¢ IUIaBHOIL
PEry/IMpoBKOil SAPKOCTY /I ONTYMAIBHOTO OCBe-
meHust 00beKTa MCCIeNOBaHNWs ¥ IPOCMOTpPAa Ha
MOHUTOpe KoMmIbioTepa. IDIoTHOCTD muMKcenen
cocTaBnAna 2592x1944.

Ha xadempe opTomennyueckoil CTOMATONOTMN
«/nmnapuon IlocTromakm» TNPOBOAUIN  CPaBHU-
TE/IbHYIO XapaKTePUCTUKY LU(PPOBBIX N300 parKeHIIT
IpeBHEro 3yba ¢ BHyTPUPOTOBBIMU (oTOrpadmsamm
3y00OB COBPEMEHHOTO 4eJIOBEKa, Ha [MATHOCTIIYe-
CKMX MOJe/AX U3 CYIepI;ICa, a Takxke C yHaIeH-
HBIMI 3y6aMM y HAIVIEHTOB 110 MEUIIMHCKIM IOKa-
3anuaMm (tabm. 1).

The study of the structure of permanent human teeth
maintains its fundamental and applied significance
within anthropological odontology and dentistry [7,
8,11, 10, 13, 14, 20, 21, 22, 23, 24]. Nevertheless, the
odontology of ancient populations from the Republic
of Moldova remains insufficiently studied, with only
isolated works by V. R. Okushko (1971, 1972) [7,
8] dedicated to the examination of caries and peri-
odontal diseases among ancient people in this region,
thus underscoring the theoretical and practical value
of the present research.

Objective of the study: To conduct an odontolog-
ical analysis of human ancient tooth from a Carbuina
deposit and to compare them with modern teeth of
individuals currently residing within the territory of
the Republic of Moldova.

Materials and Methods: To investigate the evolu-
tionary and reductive changes of the human dentition
in the territory of Moldova, an anatomical, morpho-
logical, and functional study of a single human tooth
from the Eneolithic period was conducted. This tooth
is part of the permanent exhibition at the National
Museum of Ethnography and Natural History of the
Republic of Moldova (Chisinau). Necessary consul-
tations regarding archaeology and historical dating
of the ancient specimen were also carried out at the
museum in accordance with contemporary views.
For odontological analysis, methods such as odontos-
copy, odontometry, and additional digital computer
techniques were employed, including radiovisiog-
raphy (thanks to the assistance of Mr. A. Smyntyna,
General Director of the “Vivodent” dental clinic,
Chisinau) and surface microscopy (Fig. 1).

A digital USB microscope “Levenhuk DTX 90”
(manufactured in China for Levenhuk, Inc., USA)
with 10-300x magnification and a 5.0-megapixel
camera was used for highly precise analysis. The
microscope is equipped with eight white LEDs with
smooth brightness adjustment for optimal illu-
mination of the research object and observation
on a computer monitor. The pixel resolution was
2592x1944.

At the Department of Prosthetic Dentistry
“Ilarion Postolachi,” a comparative analysis of digital
images of the ancient tooth was performed against
intraoral photographs of contemporary human teeth,
diagnostic models made from super-hard plaster, and
extracted teeth removed for medical reasons (Spead-
sheet 1.).

Results: The discovery of an ancient deposit near
the village of Carbuna, Cimislia district (currently
Taloveni district), located 35 kilometers from
Chisinau, was reported by local schoolchildren in the
autumn of 1961. Subsequent archaeological investi-
gations revealed that the deposit was buried within
a settlement dating back to the 5th millennium BC
(Eneolithic period), currently known as Carbuna I,
belonging to the Cucuteni-Trypillia culture, which
existed approximately 7,000 years ago. The hoard
consists of 853 items (copper objects, bone jewelry,
shells, and minerals) [3, 12]. The Carbuna deposit



Puc. 1. Cpasnumenvras xapaxmepucmuxa mexcoy II HuxcHuM MOnApom dpesHezo U CO8PEMEHHO020
uesn06eKxa: a) 6U0 OKKIIOZUOHHOT NoBePXHOCMU OpesHezoe 3y0a; 0) ysenuuenHbLii ppasmenm nosepxHocmu
IMANU € NPUSHAKMU 20PUSOHMATLHOTE CHIUPAEMOCHIU 6 BU0E MHOMECBEHHBIX U PASTIUYHBIX NO Popme U

HANPABTIEHUI0 MENIKUX NOBpPexcOeHUll, 8 pe3ynvmame npuema 2py6oti nuuiu; 8) o0ujuii 610 dpesrezo 3yoa
€ NPOKCUMATILHBIX NOBePXHOCMel; 2) paduosusuoepadus OpesHezo 3y0a U USMePeHUS WUPUHLL KOPHEBbIX
kananos 6 npedenax —1,0 mm; 0) 6UO0 OKKIIOZUOHHBIX NOBEPXHOCHIETE NOCINOSHHBIX 8IMOPLIX HUNHUX MOTAPOS
cospemernozo uenosexa. (Pomo A. Ilocmonaxu, 2023).

Fig. 1. Comparative characteristics between the second lower molar of an ancient and a contemporary human:
a) view of the occlusal surface of the ancient tooth; b) magnified fragment of the enamel surface showing signs
of horizontal abrasion in the form of multiple small damages of various shapes and directions, resulting from

the consumption of coarse food; c) general view of the ancient tooth from proximal surfaces; d) radiovisiography
of the ancient tooth and measurements of root canal width within 1.0 mm; e) view of the occlusal surfaces of

permanent second lower molars of a contemporary human. (Photo by A. Postolachi, 2023).

PesynbTaThl McCIeOBaHNIA:

O cny4artHOM HaxOX/eHNM K1azia y cena Koap6OyHa,
YnMULIUIMIICKOTO pajioHa (B HacTosiliee BpeMs
SImoBenckmii p-H), B 35 kmnomeTpax ot r. Kumnnesa,
coobLn oceHblo 1961 roma MecTHbIE MIKOIbHUKI.
Kak moske ObIIO YCTaHOB/IEHO apXeOTOTMIECKUMMU
MICCIEIOBAHNAMH, 3aXOPOHEHHBIN K/IaJ, HaXONWICA
Ha TepPUTOPUM IIOCENEeHNA, KOTOpoe JaTupyerca V
TBIC. 10 H. 3. (3110Xa 9HEO/INTA) I B HACTOsIIIjee BPeMsI
HaspiBaeTcsi KopbyHa I m oTHOCMTCS K Ky/IbType
Kykyrenp-Tpunonbe, cyiecTsoBasllell 37ieCb OKOJIO
7 Ticad neT Hasafl. Kmag coctout us 853 npegmeroB
(MemHBIe M3TenNA, YKpalleHUA U3 KOCTM, PaKOBUH
u MyHepanos) [3, 12]. KapbyHckuit Kman mpefcras-
nsieT Habop MPefMETOB, HOCUBIINX IIPECTVKHDII 11/
WIN PUTYalbHbI XapaKTep, LUMPKyIMPOBaBLINII B
pasnuyHbIXx GopMax B IMpefenax He TOMbKO Oanka-
HO-KapIIaTCKOTO «Ky/IbTYPHOTO KPyra», HO ¥ B CTEILAX
Cesepnoro IIpuuepromopss [9]. ITo Tymurpecky
B. (1963), peup umer o IIeMeHaX OCENTIbIX 3eMJle-
nenbleB. B Hacrosllee BpeMs IOCENIE€HME OTHOCAT
K [O3[HeMy 9Tanmy paHHero Tpumonbsa (mo mepu-
opmsauun T. C. TTaccek, 1949) wn Kk KoHIy ¢asel
ITpexyxyrens III, kynbrypsl IIpexykyTens (1o nepnu-
omgmsanym By Jymutpecky, 1930-ble IT.) [12, 14, 15,
16]. V3-3a pasHoOOpasust 1 KOMMIECTBA KATErOPMit

represents a set of objects of prestige and/or ritual
character, which circulated in various forms within
not only the Balkan-Carpathian “cultural circle” but
also in the steppes of the Northern Black Sea region
[9]. According to Dumitrescu V. (1963), these were
tribes of sedentary farmers. Currently, the settlement
is classified as belonging to the late stage of early Tryp-
illia (according to the periodization of T. S. Passek,
1949) or the end of the Precucuteni III phase of the
Precucuteni culture (according to the periodization
by V1. Dumitrescu in the 1930s) [12, 14, 15, 16]. Due
to the diversity and quantity of items contained in this
burial, it remains the oldest in Europe to date [14].

A brief description of the found human tooth was
first provided by G. P. Sergeev (1963), describing it as
an element of a necklace, along with a deer tooth and
imitations of deer teeth (quote): “A molar tooth of an
elderly human with a well-preserved crown, which
was probably part of a necklace serving as an amulet.
Between the crown and the two-rooted root, two
conical-shaped holes were drilled; one was not fully
drilled because the drill edge hit the bifurcation of
the root” [12, p. 146]. It is noteworthy that pendants
made from human teeth are rare for the European
Neo-Eneolithic [12, 14 ]. The presence of such an arti-
fact in the mentioned hoard further emphasizes its
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IIPEIMETOB, COJEPXKAIMXCA B 3TOM 3aXOPOHEHNH,
OHO U TIO Cell fieHb OcTaeTcsl Hambonee JpeBHUM B
Esporme [14].

Kparkoe ommcanue HaiileHHOTO 4elI0BEYECKOTO
3y6a Brepsble npescTanieHo I I1. Cepreessim (1963),
KaK 9/IEMEHT OXKepelbs, BMecTe C 3yOOM OJeHS 1
uMmuTanmeir 3yoos onens, (umurt.): «KopeHnoi 3y6
YyeloBeKa IOXKI/IOTO BO3PAacTa C XOPOLIO COXPaHMB-
LIelicsl KOPOHKO, KOTOPbIN HAXOJU/ICH, BEPOATHO,
B OXKepeJibe B KadecTBe aMy/eTa. Mexxmy KOpOHKOI
U KOPHEM C JBYMS OTPOCTKaMM IPOCBEPJIEHBI JIBa
OTBEPCTUA KOHMYECKOIT (POPMBI, OJTHO U3 HUX ITOTTHO-
CTbIO HEe IPOCBEPNIEHO, TaK KaK Kpall CBEp/IMHbBI
0TI/ B PasBMJIKY KOpH:» [12, c. 146]. OT™MeTnM, 4TO
TO/IBECKIL U3 YeTIOBEUECKIX 3yOOB ABIAIOTCA PEIKO-
CTBIO JyI1 €BPOIIEVICKOTO Heo-sHeonmra [12, 14],
HajM4yue TaKoTO M3JENMs B COCTaBe YIOMAHYTOTO
K/Iajia ellfe pa3 yKasbIBaeT Ha €ro 0COObINT XapaKTep
U, HECOMHEHHO, Ha ITyTU PACCEeNIEHUs Ye/I0BEIeCcKOlt
HOIYIALN.

[Ipu BU3yambHOM OcMOTpe obpalljaeT BHUMaHMe
Ha/IM4yye 3HAaYMTENbHBIX CKOJIOB 3Mali Ha YpOBHE
5MajieBO-JEHTMHHOTO COEJMHEHNA, BEPOATHO, B
pesynbTaTe XpaHeHNsS 3yba B CYXMX YCIOBMAX, Kak
MY3€JIHOTO 3KCIIOHATa Ha CTeHJe 3a CTeKIoM. brino
YCTaHOBJIEHO, YTO KOPOHKA OTHOCUTCS K YeThIPeXOy-
TOPKOBOMY TUILY, 3-3a IIOJTHONM PeSyKIUy TUIIOKO-
HYIUJA, ¢ ,uKC (X) — y30poM™ 60po3y; )KeBaTeIbHO
noBepxHOCTH. OKKIIO3MOHHBIT  penbed  TOYTH
IIOJTHOCTBIO CTEPT, B pe3y/lbTaTe 3HAYMTE/IbHOI
byHKIMOHANbHOI Harpysku. KopHu amseprupyior
B JIUCTAJbHYI0 CTOPOHY. JTO BapMaHT CTPOEHUS
3yb6a OTHOCHTCSA KO BTOPOMY HIDKHEMY MOJApY.
OManeBblli ITIOKPOB >K€BAaTEIbHON IOBEPXHOCTHU
CTepT B pe3y/bTaTe MOBBIIIEHHOI (YHKIVOHAIBHO
Harpysku. ITo knaccuduxanyum M. I'. Bymana (1979):

A. Crapua pasBUTKA: IepeXOfHasd — B Ipefenax
SMajy U JeHTHHA;

b. T'nmybuna nopakeHus TBepAbIX TKaHel — I
CTeNleHb — CTePTOCTb 10 1/3 BBICOTBI KOPOHKMU
(HavasibHasA cramus);

B. TIImockocts mopaxeHmsa (pacHoroxeHue
(aceTox cTupaHNs) — TOPU3OHTaIbHAs HopMa;

B Bepxmeit m cpepHeit 1/3 KOpHA OTMedaeTcs
VICKYCCTBEHHO BBIIIO/IHEHHbIE OTBEPCTUSA KOHYCO-
obpasHoro npopus.

ITpoBenenHbIe M3MEpPEHNA yIaMeTpa OTBEPCTHI
QpPOBOIl JMHENKON Ha pPEHTIeH M300paXkKeHNn
TIOKas3a/u ClIefiylollyie 3HaUeHNS: BepXHee (CKBO3HOe)
Ha ypOBHe Iuejiku 3y6a — 8,0 MM ¢ BeCTHOY/LIPHOIL,
3,0 MM C A3BIYHOM ITOBEPXHOCTU U, COOTBETCTBEHHO,
HikHee (cenoe) — 4,0 MM, BBIITIOJTHEHHOE C A3BIYHOI
IIOBEPXHOCTU B CpeJHeil TpeTu KOPHH, BEPOSATHO
B 00/1acTy CIUAHUA KOpHeil. Ina mopTBep>kueHus
pe3y/IbTaToB MHPsMOTO M3MepeHMs 3y0a IITaHTeH-
LUPKY/IEM, JOIOTHUTE/IbHO MPOBEJEHDI M3MEPEHNS
IO PEHTIeH M300pakeHMIo, B Hanbosee yiaTeHHBIX
TOYKaX: Me[JOJVICTA/IbHBII pasMep KOPOHKU 3yba —
10,0 MM, npuieedHoN 0671acTM KOPOHKM 3y6a — 8,0
MM, MefiuajbHasA BbIcoTa 3y6a — 19,0 MM, AMcTanbHas
BbICOTa 3y6a — 16,0 MM. PasMepHbIe XapaKTepUCTUKA

special nature and undoubtedly indicates the migra-
tion routes of human populations.

Visual inspection revealed significant enamel
chipping at the enamel-dentin junction, likely due
to dry conditions of storage as a museum exhibit
behind glass. It was found out that the crown belongs
to the four-tubercle type, due to the complete reduc-
tion of the hypoconulid, with an “X - pattern” of the
fissures of the chewing surface, which corresponds to
the second lower molar. The roots diverge distally.
This variant of tooth structure corresponds/refers to
the second lower molar. The enamel covering of the
occlusal surface showed wear due to increased func-
tional load. According to M. G. Bushan’s classifica-
tion (1979):

A. Stage of development: transitional — within
enamel and dentin;

B. Depth of hard tissue lesion — degree I - wear up
to one-third of crown height (initial stage);

C. Plane of lesion (wear facets position) - hori-
zontal form;

Artificially drilled holes of conical shape were
noted in the upper and middle thirds of the root.
Measurements of hole diameters using digital cali-
pers on X-ray images revealed the following values:
upper (through) at tooth neck level — 8.0 mm from
vestibular, 3.0 mm from lingual surface, and lower
(blind) - 4.0 mm, drilled from the lingual surface in
the middle third of the root, likely at root fusion. To
confirm direct measurements taken by caliper, addi-
tional height and width measurements from X-ray
images were performed at the most distant points:
mesio-distal crown dimension - 10.0 mm, cervical
crown dimension - 8.0 mm, mesial tooth height -
19.0 mm, distal tooth height — 16.0 mm. These meas-
urements are not accurate due to significant enamel
loss around the crown perimeter, likely resulting
from postmortem changes, the artifact’s antiquity,
and storage conditions.

L. M. Lomiashvili and L. G. Ayupova (2011) note
(quote): “The second molar is variable among molars,
hence more prone to reduction than the key tooth
(first molar). Variability in molar crown shapes mani-
fests as changes in the number and size of primary
morphological elements on the surface, thus altering
the overall crown outline. Crown height - 5.14 mm,
mesijodistal size - 10.71 mm, vestibulolingual width -
10.53 mm” [quoted from 5, p. 75-77].

Stafeev A. A. et al. (2014) reference the mono-
graph by prominent anthropologist A. A. Zubov
“Odontology. Methodology of Anthropological
Research” (1968): “The dentition is continually influ-
enced by evolutionary reductive processes affecting
its anatomical and functional structure. Bone struc-
tures (jaws) undergo greater change, whereas teeth,
being more conservative structures, lag behind jaws
in evolutionary reduction rate.” Morphometric anal-
ysis conducted revealed characteristic morphostruc-
tural changes in key and variable teeth among the
population of the Omsk Irtysh region over 400 years,
indicating parameter reduction” [quoted from 13].
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Speadsheet 1. Odontometric data of the lower second molar (mm)
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He SIBJLIIOTCS MICTMHHBIMM, TaK Kak, y)Ke ObUIO OTMe-
YeHO BBIlIE, 10 IepUMeTPy KOPOHKM 3HauMTeIbHaA
YacTb 3MalIM OTCYTCTBYeT — BEPOSTHO, BCIENCTBUE
MTOCMEPTHBIX M3MEHEHUI U B CBA3U C JAPEBHOCTDHIO
apTedakTa, a TaK>Ke YCIOBUIT XPaHEeHsL.

JI. M. JTomuamsunu, JI. T. Aronosa (2011) orme-
YaloT, (LIUT.): <BTOPOI 6OMBIION KOPEHHOI! 30 SBIS-
eTcs BapyabeNbHBIM B TPYIIIe MOJAPOB, a 3HAUUT
B OOJIbIIelT CTEIeHM, YeM KIII04eBOll 3y0 (IepBblil
MOJIAp) HOfBepraeTcs pemyKiuu. BapuabemrbHOCTD
$bOopM KOPOHOK TPYIIBI MOJLIPOB IPOSIBIAETCS
M3MEHEHMEeM YMC/Ia OCHOBHBIX MOPQOTOTMYECKUX
371eMEHTOB M0 TOBEPXHOCTH, a TAaKXKe I3MEeHeHIeM UX
pasMepoB, B pe3y/IbTaTe Yero MeHAI0TCs TabapUTHbIe
ouepTaHuA caMoll KOpOHKM. BricoTa KopoHKu — 5,14
MM, MeIMOIVCTaNbHbII pasMep — 10,71 MM, BecTn-
6y}1071MHrBaanbH71 pasmep — 10,53 Mm» [unt. 10 5,
c. 75-77].

CradeeB A. A. u coast. (2014) B cBoOeit cTaTbe
CCBUTAIOTCA HAa MOHOTPa(uio M3BECTHOTO YYEHO-
ro-anrpornosnora 3ybosa A. A. «Ogonronorus. Mero-
IVKa aHTPOIIOJIOTMYECKMX MCCAefRoBaHui» (1968):

The nature of dental pathologies recorded on
skulls from ancient burial sites in Moldova indicates
the presence of specific dietary stress in these groups.
The occurrence of dental calculus and antemortem
tooth loss suggests a diet containing viscous, coarse
food rich in carbohydrates. The high-carbohydrate
diet, characteristic of agriculturalists compared
to nomads, is recognized as the primary cause of
increased dental caries, while food toughness and
ergogenic properties contribute to resistance against
anomalies, periodontal disease, and dental caries
[quoted from 7].

V. R. Okushko (1972) studied the origin and prev-
alence of artificial depressions on the teeth of ancient
people. Briefly summarizing his study, the identified
specimens underwent macromorphological exam-
ination, with selected longitudinal thin sections
prepared and analyzed. The earliest finding belonged
to the ancient Yamnaya culture (burial mound near
Causeni village). The Yamnaya culture [18] flourished
in Central and Eastern Europe during the Copper
and Bronze Age, approximately from 3300 to 2000
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«3y6OYeNMIOCTHAsA CHMCTeMa HAXOAWUTCA IOf IOCTO-
SAHHBIM BJIMAHNEM SBOMIOLOHHO-PENYKIMOHHbIX
mpolieccoB B cdepe SBOMIOIVMOHHBIX M3MEHEHMUI
aHATOMO-(QYHKIIMOHAIBHOIO CTpOoeHus. B GonbIueit
CTeIeHV MI3MEHEeHUIO TTOIBEPraloTCs KOCTHBIE CTPYK-
Typbl (4eMI0CTI), B MEHBIIE CTeNeHU — 3yObl Kak
6oree KOHCEpBaTMBHbIE CTPYKTYpbI, OTCTAalOINe B
XOfle SBOJIOIMM OT YelICTell 10 TeMIaM COKpa-
mweHns pasmepoB». IIpoBeseHHOE MOpoOMeTpuye-
CKOe MCCIIeIoBaHMe TI0Ka3a/I0 XapaKTepoIorniecKue
U3MEHEHMsA MOP(OCTPYKTYpPBI KIIOUEBBIX M Bapua-
OMIIBHBIX 3y00B y HaceneHus OMckoro ITpuupThibsa
6onee yeM 3a 400 j1eT, B CTOPOHY YMEHbBLIEHNS UX
mapaMeTpoB» [1ur. 1mo 13].

Xapakrep 3aMKCHPOBAHHBIX IATONOTUI 3y60B
Ha Yeperax M3 aHTUYHBIX MOTMIBHMKOB MOJMOBEI
yKasbIBaeT Ha IIPUCYTCTBYE CIIeUpIIECKOro MyIIle-
BOTO cTpecca B rpymmax. Hammume y mHAMBUOB
3yOHOTO KaMH#A, NPIDKU3HEHHOI YTpaThl 3y0OB
CBUJIETENBCTBYIOT O JIVI€Te, B KOTOPOI IPUCYTCTBO-
BaJa BfA3Kasg TIpybas mmimia, OoraTas yIIeBOJAMIL.
BoicokoyrneBofHasA [MeTa, OTAMYABIIAs 3eMIle-
HenblieB OT KOYEBHMKOB, HPU3HAETCA OCHOBHOII
IPUYMHOI HAapacTaHUs Kapueca 3y0OB; KeCTKOCTb,
9PTOTeHHOCTh MMINU — TPUYMHON Pe3UCTEHTHOCTH
K aHOMaJIMAM, ITapPOJJOHTO3y 1 Kapuecy 3y6OB [INT.
o 7].

B. P. Oxyuixo (1972) m3y4an IpouCXOXfeHMe U
PacIpoCTpaHEeHHOCTb MCKYCCTBEHHBIX YTTYONIeHWI
Ha 3y6ax npeBHMX mopeit. KpaTko ob6patnmcs k cytn
ero craTby. BbIABIEHHBIE OOBEKTHI IMOBEPTaTNCD
MaKpoMap(ONIorn4eckoMy MusydeHuro. Bpi6opodHo
OBIIM M3TOTOBJIEHBI ¥ PAacCMOTPEHBbI IPOMIOTbHBIE
mmbl  COOTBETCTBYIOIMX 3y6oB). Hambonee
IpeBH:AA HaXOJIKa OTHOCU/IACH K JIPEBHEAMHOI KYIIb-
Type (KypraH y c. Kayuransr). SIMHas Kynprypa [18]
— 3TO apXeoJIoTMYecKas KyabTypa, KoTopas IMpolBe-
tana B llenTpanbHoit u Bocrounoit EBpone B amoxy
MeRHOro ¥ OpOH30BOrO BeKa, HmpuMepHO ¢ 3300
mo 2000 rop o Hamell appl. Uepen mpuHajiexan
B3pocioMy MyxunHe. JKeBaTenbHas MOBEpXHOCTD
3y60B 3HauMTeNnbHO cTepra. Ha BTOpOM HIDKHEM
JIeBOM MOJIApe, HPUOMUSUTENbHO, Ha CepefyHe
LIeHTPa/IbHOII 60pO3[bl OOHApPY)XEHO YITyOJeHue.
Pasmepsl BxogHOTO 0TBepCTA 5,0 * 5,0 MM, I/TyOMHOT!
- 2,0 MM, ero dopma IpUOMIDKAETCA K YePBIPEXy-
TOBHOM C 3aKPYIJIEHHBIMY BepPIIMHAMM, OCHOBHAA
YacTh IIOJIOCTY pAcIOJIOKEeHa B TOJMIIEe JeHTUHA.
IHo yrnyonenns cepudeckoit GOpMbI, NEPEXOTNUT
B BepTUKaNbHbIe Kpasd 6e3 deTKux rpannl. CTeHKn
nouTty oTBecHbl. Ha Bup cosepmienno rmagxme. Bee
OIIVICAHHbIE MTOIOCTU Ha KOPOHKOBOI 4acTH JIOKa/IM-
30Ba/INCh Ha Ha TeX YYacTKaX, KOTOPbIE Yallle BCETO
HOPa’KAIOTCA KapyecoM. ABTOP TIpMIIET K YBEPEH-
HOMY 3aKTIOYeHMIO, 4YTO TaKoe CBepJeHMe 3yOoB
MOTJIO TIPOM3BOJUTHCA TONMBKO B JIEUEOHBIX IIENAX
Kapyeca KPEeMHUEBBIM MHCTPYMEHTOM, a MMEHHO
KPEMHIEBOI UIJION C OCTPBIMU TpaHAMMU. B mamar-
HMKaxX 6ojiee IIO3[HEN SIIOXM aBTOPY He YHAIOCh
OOHApYXXUTb TIPU3HAKOB YKa3aHHOTO JICUEHUS,
HEeCMOTPsI, Ha TO, YTO BO3MOXKHOCTM JIEUMBIINX U

BC. The skull belonged to an adult male. The occlusal
surface of the teeth was significantly worn. On the
second lower left molar, a depression was found
approximately at the center of the central groove.
The dimensions of the opening were 5.0 x 5.0 mm,
with a depth of 2.0 mm. Its shape was nearly quad-
rangular with rounded vertices, mostly located within
the dentin thickness. The cavity floor was spherical,
transitioning to vertical edges without clear bound-
aries. The walls were almost vertical and appeared
entirely smooth. All described cavities on the crown
part were localized in areas most commonly affected
by caries. The author confidently concluded that
such dental drilling was likely performed for thera-
peutic purposes using a flint tool, specifically a sharp-
edged flint needle. The author did not find evidence
of such treatments in later eras, despite increasing
capabilities and incidence of disease. V. R. Okushko
suggested that artificial dental drilling shared a
similar fate with cranial trepanation, widely practiced
in some Neolithic populations but later gradually
disappearing. He concluded that these methods were
highly effective [8].

Anthropological research on teeth and jaws from
human skeletal remains typically addresses patholog-
ical changes or oral conditions that may have affected
lifestyle, dietary habits, and diseases [17]. It is note-
worthy that the Sumer Empire in ancient Mesopo-
tamia (southern Iraq) is well known as the cradle of
modern civilization. Analysis of skeletal remains from
cemeteries of ancient cities Ur and Kish (circa 2000
BC) reveals a genetically homogeneous, unhealthy,
and short-lived population. The ancient inhabitants
of Mesopotamia suffered from severe tooth wear
(95%), periodontal disease (42%), and dental caries
(2%). Numerous congenital and neoplastic lesions of
the oral cavity were also noted [19].

“The problem of ethnogenesis is one of the most
complex areas of historical-cultural archaeolog-
ical reconstruction. In its broadest formulation, the
problem of ethnogenesis involves seeking contin-
uous continuity of population, language, material,
and spiritual culture. “..." Their stability is determined
by environmental conditions, lifestyle, specifics of
productive activities, communication with neigh-
boring groups, social structure of society, and its
potential for change within a single ethnic environ-
ment” [4].

Oxilia G. et al. (2015) note that since the Neolithic
(in the forest zone of Eurasia — late VI or V millen-
nium BC), the transition of human communities
to early agricultural culture caused an increase in
carious lesions. The authors investigated tooth 48
from a burial dating to the late (Upper) Paleolithic
(Villabruna) in northern Italy, corresponding to
40,000-12,000 BC. Using scanning electron micros-
copy, as well as experimental in vitro reproduction
and full functional reconstruction of dental arches,
they demonstrated grooves resulting from manipula-
tion of a large occlusal carious cavity. This represents
one of the oldest evidences of caries intervention,



3a0071eBaeMOCTb BO3POCTA/IN C KaXIbIM CTOIETVIEM.
B. P. OKyuKko NpemmosoXui, 4To Cymbba MCKyc-
CTBEHHOJI 00paboTKyu 3y0OB CBepjIeHMEM O/M3Ka
K cyabbe TpemaHaIMil depera, KOTOpPbIE JOBOTbHO
IIMPOKO MPAKTUKOBAINCH ¥ HEKOTOPBIX HMOMY/IALNIA
HEOJIMTa, a 3aTeM IOCTelleHHO ucye3mn. V mo ero
MHEHMIOo, TOJOOHbIe MeTOABI Obli BecbMa 3ddex-
TUBHBIMU [8].

AHTpomOIOTNYeCKOe UCCIefioBaHNe 3y0OB U
JeJTIOCTel 10 OCTaHKaM CKeJleTa YeloBeKa, 0OBIYHO,
OTHOCUTCA K IaTOJIOTMYECKMM MU3MEHeHUAM WK
COCTOSIHUIO TIOJIOCTH PTa, KOTOPbIe MOIJIN TIOB/IUATD
Ha 00pa3 >XVM3HMU, INIIeBble IPUBBIYKY U 3ab0re-
BaHuA [17]. IIpumevatenbro, uyro Illymep umnepus
B JpeBHell Mecomoramyn (10xHBIT VIpak), XopoIro
U3BECTEH KaK KOJIbIOe/Db Halllell COBPeMEHHOI IIUBY-
7m3anuyu. AHaIU3 CKeJeTHBIX OCTAaHKOB C KIamOmII
IpeBHuX ropogos Yp u Kui (oxono 2000 r. o H. 3.)
TIOKa3bIBaeT TeHETUYECK! OJHOPOLHOe, 6ONbHOE 1
Heflo/IroBevHoe HaceseHue. [IpeBHme >xutenu Meco-
HOTaMUU CTPAfia/li OT CEPbe3HOTO CTUpaHMA 3yOOB
(95%), sabomeBanuit mapopoHTa (42%) U Kapueca
(2%). BbIIO OTMEYEHO MHOXECTBO BPOXKIEHHBIX U
HeOITaCTMYEeCKIUX [TOpaXKeHuIt nonoctu pra [19].

«ITpobnema sTHOTeHe3a — OffHA U3 CTIO>KHENIINX
chep  MCTOPUKO-KYIbTYPHBIX — apXeOTOTMYECKUX
PEeKOHCTPYKLMit. B camoit obueit ¢opmynnpoBke
npo6eMa STHOTEHe3a — 3TO IOUCK HeIpepbIBHO
IPeeMCTBEHHOCTM IIOMY/IALMY, A3bIKA, MaTepu-
a/IbHOM M JYXOBHONM KYZNbTYphL «...» VX ycToitum-
BOCTb O0OYC/IOBIeHa OCOOEHHOCTAMM IPUPOTHOI
cpefibl, 06pasoM SKM3HM, CIenMpUKON IPOU3BOX-
CTBEHHOJT IeATeTbHOCTH, KPYrOM OOIIeHNUs C Cocell-
HUMM KOJJIEKTMBAMM, COLMAIbHON CTPYKTYpOi
obmecTBa ¥ TIpefie/IbHBIMU BO3MOXKHOCTAMU  €e
M3MEHEHMUI B PaMKaX €[JMHOJM 3THUYECKOI CPenbl»
(4].

Oxilia G. et al. (2015) oTMe4aioT, YTO CO BpeMeH
Heonuta (B 1ecHOl 30He EBpasun — konen VI-ro mwimn
V-ro TBIC. 1O H. 9.), IepeXOJ] 4elT0BEYeCKIX COOOIeCTB
K paHHell 3eMJlefieNIbyecKoll KyIbType BbI3Bal POCT
KapMO3HBIX IIOpa’KeHMil. ABTODPbI IIPOBEIN MCCIe-
moBaHMe 3yOa 48 13 3aXOPOHEHUA OTHOCALIETOCA K
nosgHeMy (BepxHeMy) maneonuty (Bummabpyna) B
CesepHoit VMranumu, 4to coorBercTByeT 40-12 ThICAY
7eT 1o Harueit 9pbl. C IOMOIIbIO0 CKAHMPYIOLIel 971eK-
TPOHHOJ MMKPOCKOINM, a TaKKe OCHOBBIBAACh Ha
9KCIIepMMEHTA/IbHOM BOCIIPOM3BEJIeHUM in vitro u
HOJTHOJ (PYHKLMOHANBHON PEKOHCTPYKIMU 3yOHBIX
IyT, ObUIO IOKa3aHO Halu4ue IOJIOC, BO3HUKIINX
B pe3y/nbTaTe MaHMIY/IALMI C GONBIION OKKITIO3M-
OHHOJI KapMO3HOJ HOIOCTbIO. DTO ABJAETCSA OIHUM
U3 CaMbIX JIPEBHUX CBUJETENbCTB BMeIIATe/lIbCTBa
B Kapyec, YTO TOBOPUT O HAJIUYMM XOTSA OBl HEKO-
TOPBIX 3HAHMII O JIedeHNN 3a60JIeBaHUA 3a/I0NITO JIO
HeonuTa. JlaHHOE JcCrefjoBaHMe TT03BOJIAET IPeJIIo-
JIOKWUTD, IPUCYTCTBYE IPUMUTUBHBIX (POPM JIeIeHNA
Kapyeca B 9BOJIOLNN YenoBeka [20].

Takum obpasoM, fanbHelilIee MameosKOIOTIYe-
CKOe UCCTIefloBaHue J[peBHEro HaceneHusA MosoBbl
uMeeT BaKHOE MeJMIMHCKOEe ¥ CTOMATO/IOrndecKoe

suggesting at least some knowledge of dental treat-
ment long before the Neolithic. This study suggests
the presence of primitive forms of caries treatment in
human evolution [20].

Thus, further paleoecological research of the
ancient population of Moldova holds significant
medical and dental importance, particularly in the
modern context of mass population migrations,
socio-political upheavals, challenging environmental
conditions, and changing climatic conditions both
regionally and globally. This justification aligns with
the views of many researchers studying this problem,
particularly Stafeev A. A. et al. (2014), who stated:
“Understanding individual dental morphology char-
acteristics in the context of evolutionary changes
(considering ethnic, geographic, and environmental
factors) contributes to a more objective planning of
preventive measures aimed at preventing patholog-
ical conditions of the dentition” [13].

Conclusions:

For the first time, in the study of ancient human
skeletal remains, odontoscopy, odontometry, and
digital computer methods such as radiovisiography
and microscopy were applied. Based on crown shape
and occlusal pattern, it was determined that the tooth
from the Carbuna deposit is a second lower left molar
(tooth 37), likely belonging to a young female. The
dimensional characteristic of the tooth does not differ
from the average statistical data and values typical
for modern inhabitants of Moldova, but the occlusal
relief is almost completely erased as a result of func-
tional overload.

The uniqueness of this specimen holds scientific
and practical interest in terms of human evolution
and the impact of local climate changes, flora, and
fauna on developmental features and physical consti-
tution, dietary habits, and functional load effects on
macro- and microstructure of teeth.

3HAYeHNe, OCOOEHHO B COBPEMEHHBIX YCIOBMAX
MAacCOBOJl MUTPALMU HACETeHNs], COLMAIbHO-IIO-
JIUTUYECKUX IOTPSICEHMIL, C/IOXKHOI 3KOJIOrMde-
CKOIl OOCTaHOBKOJ 1 MEHSIOLIMMUCA KIMMaTnde-
CKUMH YCTIOBMSAMM KaK Ha TEPPUTOPUI CTPAHBI, TaK
U B I100aIbHOM Maclitabe Ha Bcell IlaHere. DTO
000CHOBaHIe COITIACYeTCsI ¢ MHEHMAMM OOJIbIINH-
CTBa aBTOPOB M3YYAIIINX 00CYK/jaeMyio [pobiemy,
B yactHocTy, CradeeBa A. A. u coasT. (2014) B TOM,
9TO, TPOLMUTHPYEM: «3HAHUE WHAVMBU/YaIbHbIX
ocobeHHOCTEN MOpdoIorny 3y60B B acIieKTe 9BOJIIO-
LMIOHHBIX M3MEHEeHUI! (C y4eTOM 9THUYECKIX, Feorpa-
b1decKux, CpefloBbIX XapaKTEPUCTUK) CIOCOOCTBYeT
6onblIeil 00beKTUBMU3ALNN TTAHUPOBAHMS TIPOdu-
JIAKTUYECKUX MEpPOIPUATHUIl 10 IPefyIperKIeHNI0
pasBUTHUA [ATOJOTMYECKNMX COCTOSIHMII —3y0ode-
JIFOCTHOM cucTeMbI» [13].

BoiBopgbr:

BHepBbIe B JMCCIENOBaHMN NOPEBHUX 00BEKTOB
IIpeAcCTaBIAIINE KOCTHBIE OCTaHKM  4Y€IOBEKa
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HIPUMEHS/INCh  OffOHTOCKOIINS, OZOHTOMETPUS U
11($pOBble KOMIIBIOTEPHbIE METOAbL: PagMOBU3M-
orpadus u Mmmkpockomus. ITo popme KOpOHKM U
OKK/IIO3MOHHOMY Y30pY OBbIIIO YCTaHOBJIEHO, YTO 3y0
u3 KapOyHCKOro Kiafia sIB/LSIETCSI BTOPBIM HVDKHUM
JIEBBIM MOJLIpOM (3y6 37), BeposITHO, IpuHamIe-
JKaBILMIT MOJIOROI KeHIUHe. PasMepHas XapakTe-
pucTiKa 3y6a Majo OTIMYAETCs OT CPeJHEeCTaTH-
CTMYeCKUX JAHHBIX M 3HAYeHWIl XapaKTePHBIX LA
COBpeMeHHBIX >KuTenell MOJOBBL, HO OKKIIIO3M-
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Rezumat

Proteza obturator este un dispozitiv protetic
conceput pentru reabilitarea pacientilor ce suferd de
anumite malformatii la nivelul maxilarului superior
care pot rezulta din anumite afectiuni congenitale,
traumatisme sau indepartarea chirurgicala a forma-
tiunilor tumorale. Scopul protezei obturator este de
restabili functia de masticatie, fonatie, deglutitie, este-
ticd dar si realizarea unei bariere care separa cavitatea
nazald de cavitatea bucald. Complexitatea cazurilor si
varietatea de tablouri clinice pun in eviden{d impor-
tanta unui plan de tratament cat mai minutios, reali-
zarea corectd a manoperilor practice si respectarea
cu strictete a etapelor clinico-tehnice. Deasemenea
pacientii cu astfel de patologii necesita atentie sporita
in perioada de adaptare, sustinere psihologicd, reali-
zarea corectiilor necesare, cat si instruirea pacientului
sd igienizeze corect proteza. Cu toate acestea tipul dat
de constructii protetice devine o adeviratd provo-
care in realizare din cauza atit a greutatii sporite ale
protezei cat si de lipsa tesuturilor ce ofera retentia si
stabilitatea atit de necesare pentru mentinerea aces-
teia pe cimpul protetic.

Scopul lucrarii:

Studiul aspectelor clinice in reabilitarea protetica
a leziunilor maxilarului superior.

Obiective:

1) Analiza particularitatilor de realizare a
constructiei protetice de tip proteza-obturator

2) Determinarea eficacitatii de reabilitare
morfo-functionald a leziunilor maxilarului superior
prin proteza-obturator.

Cuvinte cheie:

Proteza- obturator, despicaturi labio-palatine

CLINICAL ASPECTS IN THE
PROSTHETIC REHABILITATION OF
UPPER JAW LESIONS WITH THE USE OF
APROSTHETICOBTURATOR. CLINICAL
CASE PRESENTATION
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Abstract

The obturator prosthesis is a prosthetic device
designed for the rehabilitation of patients suffering
from certain malformations of the upper jaw that may
result from certain congenital conditions, trauma or
surgical removal of tumor formations. The purpose
of the obturator prosthesis is to restore the function
of mastication, phonation, swallowing, esthetics but
also to create a barrier separating the nasal cavity
from the oral cavity. The complexity of the cases and
the variety of clinical pictures emphasize the impor-
tance of a meticulous treatment plan, the correct
performance of practical maneuvers and strict adher-
ence to the clinical-technical steps. Patients with such
pathologies also require increased attention during
the adaptation period, psychological support, making
the necessary corrections and training the patient to
clean the prosthesis correctly. However, the given
type of prosthetic construction becomes a real chal-
lenge in its realization due to both the increased
weight of the prosthesis and the lack of tissues that
provide the retention and stability so necessary for its
maintenance on the prosthetic field.

Aim of the work:

To study clinical aspects in prosthetic rehabilita-
tion of upper jaw injuries.

Objectives:

1) To analyze the particularities of the realization
of prosthetic prosthesis-obturator construction

2) To determine the efficacy of morpho-functional

rehabilitation of upper maxillary lesions by means of
a prosthesis-obturator.

Keywords:

Prosthesis- obturator, cleft lip-palatine



Introducere

Leziunile maxilare sunt stari patologice cu diferit
grad de severitate care afecteazd maxilarul superior.
Acestea pot fi: congenitale si dobindite (procese
inflamatorii, interventii chirurgicale, traumatism ).
Despiciturile labio-palatine sunt malformatii conge-
nitale ce se caracterizeaza prin lipsa de tesut la nivelul
buzei superioare a palatului dur si moale determinat
de lipsa fuziunii mugurilor labiali si/sau palatini
in timpul embriogenezei. Acestea pot fi complete,
incomplete, uni sau bilaterale. In dependenta de
marimea defectului pacientii prezintd anumite semne
clinice ca: probleme respiratorii, fonatie, alimentatie
si estetice [3].

Dimensiunea i topografia acestor defecte influen-
teaza direct posibilitatile de reabilitare proteticd, prin
lipsa de sprijin, stabilitate si retentie, in accelasi timp
determind volumul si greutatea sporita a protezei
obturator. Esecurile posibile de reconstructii chirur-
gicale pot fi urmate de diferite consecinte, precum
prezenta comunicdrii oro-nazale care poate duce la
refularea lichidelor din cavitatea orald in cea nazald,
Aceasta situatie necesitd o reinterventie repetatd, care
prevede cresterea costului tratamentului, dar si expu-
nerea pacientului repetat la riscurile interventiei, si
anestiziei generale, care se pot solda cu refuzul paci-
entului [5, 2].

In astfel de conditii apar pacienti de diferita
varsta care prezintd comunicare oro-sinusald sau
oro-nazala, asociatd si cu diferite tipuri de eden-
tatie fie partiala sau totald. Acesti pacienti necesitd
tratament protetic complex pentru inldturearea mai
multor probleme ca: comunicarea oro-sinusald sau
oro-nazald, probleme de masticatie, fonatie, deglu-
tifie cauzate de absenta dintilor fie partial sau total, si
refacerea aspectului estetic[4].

Tabloul clinic al acestor pacienti este individual
si poate varia semnificativ de la caz la caz, dar in
linii generale are si un sir de calitdti comune: tulbu-
rari fizionomice datorate pierderii DVO, aspecte de
imbatrinire, prabusirea buzelor, accentuarea santu-
rilor nazo-labiale, coborirea virfului nasului, acestea
fiind asociate si cu cicatrici postoperatorii la nivelul
buzei superioare. Vocea devine neclara si suieratoare,
mai pronuntat aceste semne se manifesta la pacienti
neprotezati. Masticatia este compromisa datorinduse
absentei dintilor, astfel nu are loc formarea calitativd a
bolului alimentar care la rindul sdu are urmari nefaste
asupra intregului tract gastro-intestinal. In agsa mod
toti acesti factori pot duce la dezintegrarea pacien-
tului din societate, iar consecintele psihice variind in
gravitatea si intensitatea acestora [6].

Tratamentul protetic al acestor pacienti este deter-
minat de situatia clinicd particulara nestandart ce ne
indicd utilizarea protezelor atipice ce presupune in
cazul de fata combinarea dintre obturatoare si proteze
mobile conventionale. Aceasta fiind o solutie iefting,
rapida si eficienta, care restabileste aspectul estetic,
dar si functional fonatia, masticatia, si inlocuieste
artificial tesuturile si dintii pierduti. Scopul protezelor

Introduction

Jaw injuries are pathologic conditions of varying
degrees of severity affecting the upper jaw. They can
be congenital and acquired (inflammatory processes,
surgery, trauma). Cleft lip and palate are congen-
ital malformations characterized by a lack of tissue
in the upper lip of the hard and soft palate caused
by the lack of fusion of the labial and/or palatine
buds during embryogenesis. They may be complete,
incomplete, uni or bilateral. Depending on the size of
the defect patients present with certain clinical signs
such as: respiratory, phonation, feeding and esthetic
problems [3].

The size and topography of these defects directly
influence the possibilities of prosthetic rehabilitation,
through lack of support, stability and retention, at the
same time they determine the increased volume and
weight of the obturator prosthesis. Possible failures of
surgical reconstructions may be followed by various
consequences, such as the presence of oro-nasal
communication that may lead to reflux of fluids from
the oral cavity into the nasal cavity, This situation
requires repeated re-intervention, which provides
for increased cost of treatment, but also exposes
the patient repeatedly to the risks of intervention,
and general anesthesia, which may result in patient
refusal [5, 2].

In such conditions, patients of different ages
present with oro-sinus or oro-nasal communication,
associated with different types of edentulism, either
partial or total. These patients require complex pros-
thetic treatment to remove several problems such
as: oro-sinus or oro-nasal communication, mastica-
tion, phonation, swallowing problems caused by the
absence of teeth, either partial or total, and to restore
the esthetic appearance [4].

The clinical picture of these patients is indi-
vidual and may vary significantly from case to case,
but in general it has a number of common features:
physiognomic disorders due to loss of OVD, aging
features, drooping of the lips, accentuation of nasola-
bial grooves, lowering of the tip of the nose, which are
also associated with postoperative scars on the upper
lip. The voice becomes slurred and hissing, more
pronounced in unprotected patients. Mastication is
compromised due to the absence of teeth, thus the
qualitative formation of the food bolus does not take
place, which in turn has adverse effects on the entire
gastrointestinal tract. In this way all these factors can
lead to the patient’s disintegration from society, and
the psychological consequences vary in their severity
and intensity [6].

The prosthodontic treatment of these patients is
determined by the particular non-standard clinical
situation that indicates the use of atypical prostheses,
which in this case involves the combination of obtu-
rators and conventional removable prostheses.This is
a cheap, fast and effective solution, which restores the
esthetic appearance, but also functionally restores the
phonation, mastication, and artificially replaces lost
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este de a separa cavitatea bucald de cavitatea nazala si
de a restabili functiile pierdute. Aceste probleme sunt
adesea rezolvate cu mare succes cu astfel de proteze,
obtinind confort si eficacitate pentru pacientii tratati.

Etapele clinico tehnice de realizare a protezei
obturator desi se aseamind cu cele de realizare a
protezei totale au anumite particularitati de reali-
zare si de alegere a materialelor corespunzatoare.
Amprenta preliminara, prevede alegerea unui mate-
rial amprentar corespunzator si anume sa posede o
densitate crescutd, pentru a evita refularea materia-
lului amprentar in interiorul defectului si imposi-
bilitatea de a-1 inlitura. In cazul amprentei functio-
nale pentru prevenirea scurgerii materialului putem
folosi un material siliconic la fel cu densitate crescuta
(heavy), sau blocarea antrumului defectului palatin
[1].

Ce tine de determinarea relatiilor intermaxilare,
chiar dacéd aceasta etapd pare comuna pentru toate
situatiile clinice, doar diferd metoda de apreciere
care este folositd de medicul clinician, asa situatii
clinice necesitd o atentie sporitd, datorat de faptul ca
pacientul sufera un timp indelungat de edentatie fie
partial fie totala ce genereazd un sir de schimbari la
nivelul articulatiei temporomandibulare, iar apre-
cierea relatiei centrice anevoios.In situatii in care
avem o ocluzie instabild putem recurge la aprecierea
RC prin mai multe metode cum ar fi: metoda grafica
de apreciere, utilizarea sabloanelor cu borduri de
ocluzie, reflexul molar, metoda uni sau bimanuala
astfel sumind mai multe rezultate putem obtine un
rezultat acceptabil [7, 9].

Materialele folosite la confectionarea acetui tip de
constructii protetice necesita a fi alese corect, luind
in consideratie specificul cimpului protetic. Baza
protezei v-a fi realizatd din acrilat dur, iar segmental
cu obturator necesitd a fi realizat dintrun acrilat tip
soft sau sa-I fie realizata o captuseald moale pentru
a evita viitoarele trauma ale mucoasei la nivelul
comunicdrii. Este foarte important ca pe langa cali-
tatile functionale, proteza sa fie si comoda sau sd nu
produca discomfort pacientului [8]. Cu toate ca reali-
zarea acestui tip de constructii protetice prevede un
sir de obstacole in realizare, proteza obturator poseda
un {ir de avantaje precum:

a) Designul unui obturator imbunatateste func-
tiile de deglutitie si vorbire si minimizeaza
efectul scurgerii de lichid oral

b) Imbunititeste considerabil calitatea vietii al
pacientilor cu defecte de maxilar

c) Restabileste integritatea formatiunilor dento-
maxilare, atit arcada dentara cit si tesutul
pierdut

d) Restabileste aspectul estetic prin refecerea
conturului cavitatii bucale si a tesuturilor
inconjurdtoare.

Prezentare de caz clinic

Pacient sex masculin, virsta 73 ani, s-a prezentat
cuacuze la protezele mobile ce deja nu mai corespund
cerintelor functionale si estetice, solicitind realizarea

tissues and teeth. The purpose of dentures is to sepa-
rate the oral cavity from the nasal cavity and restore
lost function. These problems are often solved with
great success with such prostheses, achieving comfort
and effectiveness for the patients treated.

The clinical-technical stages of obturator pros-
thesis fabrication, although similar to those of total
prosthesis fabrication, have certain particularities in
terms of realization and choice of appropriate mate-
rials. Preliminary impression, requires the choice of
an appropriate impression material, i.e. one with a
high density in order to avoid the reflux of the impres-
sion material inside the defect and the impossibility
to remove it. In the case of functional impression to
prevent material leakage we can use a silicone mate-
rial with the same high density ( heavy ), or blocking
the antrum of the palatal defect [1] .

What concerns the determination of intermaxil-
lary relationships, even if this step seems common for
all clinical situations, only the method of assessment
that is used by the clinician differs, such clinical situ-
ations require increased attention, due to the fact that
the patient suffers a long time of edentulism either
partial or total which generates a series of changes
in the temporomandibular joint, and the assessment
of the centric relationship is difficult. In situations of
unstable occlusion we can resort to the assessment of
the RC by several methods such as: graphical method
of assessment, the use of occlusal rim sabots, molar
reflex, uni or bimanual method, thus summing several
results we can obtain an acceptable result [7, 9].

The materials used in the fabrication of this type of
prosthetic construction need to be correctly chosen,
taking into consideration the specifics of the pros-
thetic field. The base of the prosthesis should be made
of hard acrylate, and the segmental with the obtu-
rator needs to be made of soft acrylate or a soft cap
should be made to avoid future mucosal trauma at
the level of communication. It is very important that
in addition to the functional qualities, the prosthesis
should also be comfortable or not cause discomfort
to the patient [8]. Although the realization of this
type of prosthetic construction provides a number of
obstacles in its realization, the obturator prosthesis
possesses a number of advantages such as:

a) The design of an obturator improves
swallowing and speech functions and mini-
mizes the effect of oral fluid leakage

b) It greatly improves the quality of life of pati-
ents with jaw defects

c) Restores the integrity of dentomaxillary
formations, both the dental arch and the lost
tissue

d) Restores the aesthetic appearance by restoring
the contour of the oral cavity and surrounding
tissues.

Clinical case presentation

A male patient, 73 years old, presented with
complaints with mobile prostheses that no longer met
the functional and esthetic requirements, requesting



altor proteze noi. In urma examindrii pacientului s-a  new prostheses. After examination of the patient, total
depistat edentatie totald bimaxilard, prezenta defec- bimaxillary edentulism, presence of palatal defect in
tului palatin in treimea anterioara, plastia buzei supe-  the anterior third, upper lip placement were detected.
rioare.

Fig.1 Situatia inifiald aspect extraoral, lateral se
atestd, micsorarea etajului inferior, prabusirea
ambelor buze si a obrajilor, accentuarea plicilor
nazolabiale determinat de lipsa stopurilor ocluzale
grad 1 si 3, o usoard protruzie a maxilarului inferior
cauzat de lipsa stopurilor ocluzale grad 2.

Fig.1 Initial situation extraoral aspect, lateral the
shrinkage of the lower floor is attested, collapse of both
lips and cheeks, accentuation of the nasolabial folds,
also a slight anterior advancement of the mandible .

Fig.2 Situatia initial aspect extraoral, frontal.
Fig. 2 The initial situation frontal aspect.

Fig.3 Edentatie totald la maxild, cu prezenta
despicaturii labio-palatine clasa 2 dupd Davis si
Ritchie, la care s-a realizat plastia buzei superioare,
dar este pdstrat defectul palatin, aspect intraoral.
Fig.3 Total maxillary edentulism, with the presence of
Fig.4 Edentatie totald la mandibular clasa 3 dupa cleft lip-palate class 2 according to Davis and Ritchie,

Sangiouglo, aspect intraoral. in which the upper lip was placed, but the palatine
Fig. 4 Total mandibular edentulism class 3 according defect is preserved, intraoral aspect.

to Sangiouglo, intraoral aspect.

Fig.5 La realizarea amprentelor preliminare s-a
utilizat material siloconic cu densitate ridicatd
pentru a evita refularea materialului amprentar in
defectul maxilar si incapacitatea de a fi inldturat.
Dupa realizarea amprentelor preliminare, acestea
sunt dezinfectate si transmise in laborator pentru
realizarea lingurilor individuale.

Fig.5 High-density siloconic material was used
for the preliminary impressions in order to avoid
refolding of the impression material into the
maxillary defect and its inability to be removed.
After taking the preliminary impressions, they are
disinfected and sent to the laboratory for individual
tray.
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Fig.6 Realizarea lingurii individuale pentru maxilarul
suerior din material fotopolimerizabil ce permite
confectionarea acesteia in timp rapid si precizie
sporitd, la fel materialul dat permite addugarea sau
inldturarea cu usurinfd a acestuia in zonele de interes.
Fig. 6 The fabrication of the individual tray for
maxilla from light-curing material allow them to be
made in a short time and with increased precision,
as well as the given material allows easy addition or
removal in the areas of interest.

Fig. 10 Sablonul cu bordurd ocluzald inferior este
adaptat dupd cel superior reiesind din dimensiunea
verticald de ocluzie stabilitd, iar zona superioard
a acestuia trebuie si contacteze uniform pe toatd
suprafata cu cea a antagonistului sdu.

Fig. 10 After making the occlusal rims by the
laboratory, we make the adaptation in the buccal
cavity as required, the lower border of the upper rim
should be at the same level or 0.5 mm visible from
under the upper lip and parallel to the bipupillary line,
and the lateral area parallel to the Camper plane.

Fig. 9 Amprenta functionald la maxilarul inferior.
Fig. 9 Functional impression of the lower jaw

Fig.7 Lingura individuald pentru mandibuld din
material fotopolimerizabil.
Fig. 7 Individual tray for the lower jaw

Fig.8 Dupd adaptarea portamprentei individuale
urmeazd realizarea amprentelor functionale
secventiale pentru maxild. Aceasta se realizeazd cu
ajutorul siliconilor fluizi de diferitd densitate (heavy,
medium, light), realizarea testelor Herbst ne ajutd
pentru a obtine o inchidere marginald cit mai exactd
si o stabilitate mai bund a viitoarelor proteze.
Fig.8 After the adaptation of the individual tray,
the clinician realize the sequential functional jaw
impressions. The Herbst tests help us to obtain the
most accurate marginal closure and better stability of
the future prostheses.

Fig. 11 Dupa realizarea sabloanelor cu borduri de
ocluzie de cdtre laborator, realizim adaptarea in
cavitatea bucald conform cerintelor, limita inferioard
sd fie la nivel sau 0.5 mm vizibil de sub buza
superioard si parallel cu linia bipupilard, iar in zona
lateral parallel cu planul Camper.

Fig. 11 The lower occlusal rim shall be adapted after
the upper occlusal rim from the established vertical
dimension of occlusion, and its upper area shall
contact uniformly over the entire surface with that of
its antagonist.



Fig. 12 Inregistrarea RC s-a realizat prin metoda
la rece, aceasta este precisd si rapidd, intrucit prin
plastificarea bandoletelor din ceard plasate in zona
laterald a sablonului inferior evitdm o eventuald
deformare a sablonului cu bordurd de ocluzie si avem
un control mai mare in a determina eventuale erori
la inregistrarea relatiei centrice. Dupd solidarizarea
sabloanelor cu bordurd de ocluzie este nevoie sd
trasdm linii importante care ghideazd tehnicianul
la montarea dintilor artificiali, linia mediand, linia
surisului, linia canind, dupd care realizim controlul
inregistrdrii cu ajutorul modelelor de lucru, la
necesitate putem realiza manopera repetat.

Fig. 12 The RC registration was done by the cold
method, it is precise and fast, because by plasticizing
the wax strips placed in the lateral area of the lower
rim we avoid a possible deformation of the rim and
we have a greater control in determining possible
errors in the registration of the centric relationship.
After the fixation of the rims it is necessary to draw
important lines that guide the technician in the
mounting of the artificial teeth, the midline, the
sulcus line, the canine line, after which we check
the registration with the help of working models, if
necessary we can perform the operation repeatedly.

Fig. 13 Fixarea modelelor dupd inregistrarea relatiilor
intermaxilare.
Fig. 13 Model fixation after registration of
intermaxillary relationships

Fig. 15 Proba in cavitatea bucald a machetelor din
ceard, urmdrim ca testele realizate si corespundd
cu cele din articulator. La aceastd etapd medicul

impreund cu pacientulpot face anumite schimbdri sau
valideazd machetele pentru finisare.

Fig.15 Examination of the wax-ups on the model,the
correct positioning of the artificial teeth, the type of
occlusion, static and dynamic contacts are checked

with the help of articulation paper of different colors

and thickness, we also pay attention to the modeling
of the gingival area.

Fig.14 Examinarea machetelor din ceard pe model,se urmdreste corectitudinea pozitiondrii dintilor artificiali,
tipul de ocluzie, contactele statice si dinamice cu ajutorul hirtiei de articulatie de diferite culori si grosime, la fel
atragem atentia la modelajul zonei gingivale.

Fig. 14 Also for a better accuracy, the RC registration was realized by the graphical method, since the patient is
bimaxillary edentulous for a long time and does not have a stable occlusion.

Stomatologie Ortopedicd

69



70

Fig. 16 Aspectul intern al protezei totale si obturatorul
realizat din acrilat de tip soft pentru a evita
eventuald traumatizare la nivelul defectului maxilar,
deasemenea cu acest scop se vor rotunji marginile
acestuia.

Fig. 16 Try in the oral cavity of the wax models,
we make sure that the tests performed correspond
to those in the articulator. At this stage the doctor
together with the patient can make certain changes or
validate the models for finishing.

Fig. 17 The internal aspect of the total prosthesis and
the obturator made of soft acrylate to avoid possible
traumatization at the level of the maxillary defect,
also for this purpose its edges will be rounded.

Fig. 18,19 Fixarea protezelor in cavitatea bucald,
realizdm inspectia referitor la adaptare a protezelor,
contactele ocluzale statice si dinamice, stabilitatea
protezelor pe cimpul protetic, rugdm pacientul sd
vorbeascd pentru a determina eventuale probleme
de fonatie, astfel rezultatele obtinute trebuie s
corespundd cu cele din etapele precedente, dupd
care pacientului i se dau recomandari referitor la
utilizarea protezelor si vizitele ulterioare la medic.

Rezultate si discutii

Tratamentul protetic realizat in cadrul Cate-
drei de Stomatologie Ortopedicd Ilarion Postolachi,
Universitatea de Medicina si Farmacie “ Nicolae
Testemitanu” este unul cu success, deoarece s-a
reusit reabilitarea pacientului edentat total bimaxilar
cu despicatura labio-palatina, si refacerea functiilor
sistemului stomatognat. Acesti pacienti necesitd o
pregatire fizica si psihica pentru adaptarea si ingri-
jirea restaurdrilor protetice. Proteza- obturator poate
suferi deplasari si va tinde sd cadd in urma presiunilor
masticatorii aplicate, dat fiind faptul cé in aceste situ-
atii nu avem o continuitate clard a fundului de sac,
ce impiedica formarea fenomenului de succiune, atat

Fig. 18,19 Fixing dentures in the oral cavity, we
inspect the fit of prosthesis, static and dynamic
occlusal contacts, stability of the prosthesis on

the prosthetic arch,we ask the patient to speak to
determine possible phonation problems, so the

results obtained must correspond to those of the
previous steps, after which the patient is given

recommendations regarding the use of prostheses and
subsequent visits to the doctor.

Results and discussions

The prosthodontic treatment carried out at
the Ilarion Postolachi Department of Orthopedic
Dentistry, “Nicolae Testemitanu” University of Medi-
cine and Pharmacy is a successful one, because it was
possible to rehabilitate a bimaxillary totally edentu-
lous patient with cleft lip and palate and to restore the
stomatognathic system. These patients require phys-
ical and psychological training for the adaptation and
care of prosthetic restorations. The obturator pros-
thesis can suffer displacements and will tend to fall
as a result of the masticatory pressures applied, given
that in these situations we do not have a clear conti-
nuity of the bottom of the pocket, which prevents the



de important pentru mentinerea si stabilitatea prote-
zelor totale, din aceasta cauzi lipsa de retentie, stabili-
tate si sprijin sunt probleme ordinare pentru pacientii
ce suferd de astfel de malformatii.

Concluzii

Particularitatile de realizare a protezelor-obtu-
rator includ cunostinte vaste ale structurilor anato-
mice si functionale ale sistemului stomatognat si etape
clinico-tehnice specifice de realizre a lor pentru obti-
nerea eficacititii maxime de reabilitare morfo-functi-
onala a sistemului stomatognat la pacienti cu leziuni
ale maxilarului superior prin restabilirea functiilor
pierdute si obtinerea unei retentii si stabilitati optime
a protezei pe cAmpul protetic.
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formation of the suction phenomenon, so important
for the maintenance and stability of total dentures,
for this reason the lack of retention, stability and
support are common problems for patients suffering
from such malformations.

Conclusions

The particularities of making denture-obturator
prostheses include extensive knowledge of the struc-
tures anatomical and functional structures of the
stomatognathic system and specific clinical-technical
steps of making in order to obtain the maximum
effectiveness of morpho-functional rehabilitation of
the dental stomatognathic system in patients with
upper jaw injuries by restoring lost functions and
obtaining optimal retention and stability of the pros-
thesis on the prosthetic field.
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Rezumat

Pierderea osoasa severa la nivelul osului alve-
olar, migrdri dentare de diferit grad si afectarea
estetica din cauza pierderii dintilor frontali influen-
teazd tabloul clinic parodontitei marginale cronice si
necesita reabilitarea estetica si functionald a pacien-
tului pentru oprirea distrugerii continuie a acestuia.
Sistemele de imobilizare adezive comparativ cu alte
sisteme de imobilizare presupun sacrificiul minim de
substanta dentard la pregdtirea dintilor catre sinare, se
bazeaza pe eficacitatea adezivilor actuali smalt-den-
tina si permit crearea structurilor de sinare estetice si
rezistente la distrugere, creand conditii pentru posi-
bild inceperea regenerdrii tesutului parodontal. In
studiu au fost evaluate eficacitatea si particularitétile
de lucru cu sina parodontald din compozit fotopo-
limerizabil CLEARFIL AP-X Esthetics Flow, supli-
mentat cu CLEARFIL AP-X Esthetics, armata cu
fibre de polietilend InFibra (high molecular weight
polyethylene fiber, Bioloren, Italy), dupé prelucrarea
adeziva cu adezivul autogravant CLEARFIL Liner
Bond F, ce a permis cu succes de a restabili defect
uni- si bi-dentar in regiunea estetica.

Cuvinte chee: parodontita cronicd, sinare adeziva,
puntea dentara sind

introducere

O dentitie adecvata in plan functional si estetic
este importantd pentru bunastarea psihologica si cali-
tatea vietii. Dintele frontal pierdut poate deveni un
factor extrem de puternic stresant, in special pentru
un pacient tanar sau pentru un pacient a carui munca
este asociatd cu comunicarea constantd. Complica-
tiile leziunilor carioase si necarioase, distrugerea tesu-
tului parodontal din cauza procesului infectios-in-
flamator sunt cele mai dese cauze pierderii a unui
sau mai multi dinti frontali. In parodontita cronica
progresiva extractia dentara adeseori este insotita
de mobilitatea patologicd a dintilor adiacenti din
cauza pierderii osoase severe la nivelul osului alve-
olar, deplasarea cronicd continud a dintilor (migrari
dentare) de diferit grad si directie datoritd mobilitatii
lor in timpul masticatiei, functiei fonetice si afecteaza
grav estetica dintilor frontali [3, 4, 5, 10]. Tabloul
clinic complex si complicat, complicatiile posibile,

CHRONIC MARGINAL PERIODONTITIS
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EDENTULISM AND MINIMALLY
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AESTHETICAREA
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Oleg Solomon, doctor of medicine, associate
professor, SUMF “N.Testemitanu”

Background

Severe bone loss at the alveolar bone level, tooth
migrations of varying degrees and aesthetic impair-
ment due to the loss of frontal teeth influence the
clinical picture of chronic marginal periodontitis
and require aesthetic and functional rehabilitation
of the patient to stop its continuous destruction.
Adhesive immobilization systems, compared to
other immobilisation systems, involve the minimum
sacrifice of dental substance at preparing teeth for
splinting, are based on the effectiveness of current
enamel-dentin adhesives and allow the creation of
aesthetic and destruction-resistant splint structures,
creating conditions for the possible start of perio-
dontal tissue regeneration. In the study were evalu-
ated the effectiveness and peculiarities of working
with a CLEARFIL AP-X Esthetics Flow light-cured
composite periodontal splint, supplemented with
CLEARFIL AP-X Esthetics, reinforced with InFibra
polyethylene fibres (high molecular weight polyeth-
ylene fibre, Bioloren, Italy), after adhesive processing
with the self-etching adhesive CLEARFIL Liner
Bond F, which successfully allowed to restore both
uni- and bi-dental defects in the aesthetic region.

Keywords: chronic periodontitis, adhesive splint,
dental bridge-splint

Introduction

A functionally and aesthetically adequate denti-
tion is important for psychological well-being and
quality of life. A lost frontal tooth can become an
extremely strong stress factor, especially for a young
patient or for a patient whose work is associated with
constant communication. Complications of carious
and non-carious lesions, destruction of periodontal
tissue due to the infectious-inflammatory process are
the most frequent causes of the loss of one or more
frontal teeth. In chronic progressive periodontitis,
tooth extraction is often accompanied by patholog-
ical mobility of adjacent teeth due to severe bone loss
at the level of the alveolar bone, chronic continuous
displacement of teeth (tooth migration) of varying
degrees and directions due to their mobility during



diagnosticarea laborioasd si asteptarile pacientilor
solicita coordonarea tratamentului protetic cu trata-
mentul parodontal conservativ, chirurgical si ortho-
dontic. Acestea sunt solicitate pentru imbunatatirea
conditiilor parodontale si estetice si sporirea conditi-
ilor tratamentului ortopedic. Reabilitarea ortopedica
in boala parodontald este necesara nu numai pentru
a restabili estetica si functia dentitiei cu parodontiu
afectat, ci si pentru a opri distrugerea continud a tesu-
tului osos alveolar cu crearea conditiilor pentru rege-
nerarea acestuia. Inflamatia cronica si evolutiva paro-
dontald cu afectarea intregului organism dicteaza
corejiri permanente a tratamentului [3, 10]. De aceea
este argumentata dispensarizarea pacientului pe toatd
perioada pastrérii dintilor pentru ameliorarea, redu-
cerea simptomelor si regenerarea tesuturilor paro-
dontale.

Realizarea remisiei procesului patologic a tesutu-
rilor parodontale fara stabilizarea dintilor mobili este
imposibila, de aceea sinarea dintilor mobili prezinta o
etapd foarte importanta a tratamentului afectiunilor
parodontale si prezintd o metoda de reabilitare oclu-
zald si parodontald, prin care dintii mobili sunt angre-
nati intr-un bloc rigid de dinti capabil sa reziste la
fortele cu rol patogen agravant asupra parodontiului
marginal, permite de a preveni migrarile dentare
imbundtitind functionalitatea si stabilitatea arca-
delor dentare [2, 6, 9, 13, 14]. Pentru sinarea dintilor
mobili sunt disponibile o varietate mare de tehnici si
materiale incepand cu cele mai simple ca sairma de
ligaturd, compozit armat cu diferite fibre, benzi, pana
la constructii partiale fixe sau mobilizabile [7, 8, 11,
12]. La aparitia edentatiei partiale in regiunea frontala
pentru pacient prioritar devine inlocuirea dintelui
extras din punct de vedere estetic si fonetic. Prote-
zarea in regiunea frontala poate varia de la constructii
mai putin invazive si mai putin voluminoase pana la
constructii mai invazive si mai voluminoase fiecare
fiind caracterizate de o serie de avantaje si dezavan-
taje si fiecare avand indicatii si contraindicatii proprii.
Tratamentul edentatiei partiale aparute in leziunile
parodontale existente poate include tratamentul pe
implante dentare, proteze-sine dentare partiale fixe,
sine-proteze fixe minim-invazive cu folosirea diferitor
legaturi sau diverse constructii din grupul protezelor
partiale mobile. Restabilirea continuitatii dentitiei cu
structuri fixe pe implante ca regula este prima alegere
in tratamentul conditiilor sistemice si locale adecvate.
Insd evaluarea minutioasa profilului de risc al paci-
entului si campului protetic in combinatie cu analiza
cost-beneficiu, longitivitatea presupuséd a succesului
acestui tip de reabilitare, posibilititile intervinirii la
aparitia complicatiilor §i necesitatii de a modifica
constructia in unele situatii clinice nu argumenteaza
alegerea acestui tip de tratament. Protezarea partiald
fixd ca metoda alternativd de tratament in aceste
situatii, demonstreaza rezistenta mecanica ridicata,
rezistenta la deplasare, dar deseori necesita o prega-
tire destul de extinsa a dintilor cit in timpul prepa-
rari, atat si pand la aceasta (devitalizarea, pregatirea
procesului alveolar rezidual, mucoasei etc.). Analiza

mastication, phonetic function and seriously affects
the aesthetics of the frontal teeth [3, 4, 5, 10]. The
complex and complicated clinical picture, possible
complications, laborious diagnosis and patient
expectations require coordination of prosthetic treat-
ment with conservative, surgical and orthodontic
periodontal treatment. They are required to improve
periodontal and aesthetic conditions and increase
the conditions of prosthetic treatment. Prosthetic
rehabilitation in periodontal disease is necessary
not only to restore the aesthetics and function of the
dentition with affected periodontium, but also to stop
the continuous destruction of alveolar bone tissue
and create conditions for its regeneration. Chronic
and progressive periodontal inflammation with
the involvement of the entire body dictates perma-
nent corrections of treatment [3, 10]. Therefore, the
dispensary of the patient throughout the period of
tooth preservation is justified to improve and reduce
symptoms, and regenerate periodontal tissues.
Achieving remission of the pathological process
of periodontal tissues without stabilizing mobile
teeth is impossible, therefore splinting mobile teeth
is a very important stage in the treatment of perio-
dontal diseases and presents a method of occlusal and
periodontal rehabilitation, through which mobile
teeth are engaged in a rigid block of teeth capable
of resisting forces with aggravating pathogenic role
on the marginal periodontium, allowing to prevent
tooth migrations improving the functionality and
stability of the dental arches [2, 6, 9, 13, 14]. For
splinting mobile teeth, a wide variety of techniques
and materials are available, starting with the simplest
ones such as ligature wire, composite reinforced with
various fibers, bands, up to fixed or movable partial
constructions [7, 8, 11, 12]. When partial edenta-
tion occurs in the frontal region, the priority for the
patient becomes the replacement of the extracted
tooth from an aesthetic and phonetic point of view.
Prosthetics in the frontal region can vary from less
invasive and less bulky constructions to more inva-
sive and bulky constructions, each characterized by
a series of advantages and disadvantages and each
having its own indications and contraindications.
Treatment of partial edentulism arising in existing
periodontal lesions may include treatment on dental
implants, fixed partial dentures-splints, minimally
invasive fixed dentures-splints with the use of various
connections or various constructions from the group
of removable partial dentures. Restoration of denti-
tion continuity with fixed structures on implants is
usually the first choice in the treatment of appropriate
systemic and local conditions. However, a thorough
assessment of the patient’s risk profile and the pros-
thetic field in combination with a cost-benefit anal-
ysis, the assumed longevity of the success of this type
of rehabilitation, the possibilities of intervention in
the event of complications and the need to modify
the construction in some clinical situations do not
justify the choice of this type of treatment. Fixed
partial dentures as an alternative treatment method
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cost-tesut dentar <> cost-restabilirea integritatii
arcadei dentare si cost-beneficiu nu in toate situatii
clinice va raspunde spre directia acestui tip de trata-
ment [1, 3, 4, 11]. Proteza partiald mobild biomecanic
atat cu elementele ei de fixare, mentinere si stabili-
zare cét si cu limitele bazei sale prezintd conditii favo-
rabile pentru acumularea resturilor alimentare cu
formarea placii bacteriene si poate creste mobilitatea
si migrarea dintilor adiacenti, rezultand in extractia
lor [3, 5, 13, 14]. Sacrificiu minimal a tesutului dentar
si gingival in timpul pregatirii dintilor si cAmpului
protetic, aplicarea exacta fard blocarea zonelor triun-
ghiulare interdentare — fapt important in igienizarea
orald, intervenirea minimd ocluzald (in special in
segmentul frontal mandibular suprafetelor linguale
a dintilor), timp de tratament prescurtat, fara impli-
carea laboratorului dentar, posibilitatea efectuarii
igienizérii profesionale ulterioare fira dificultati si
tratamentului endodontic posibil necesar fara inla-
turarea sinei, posibilitatea repardrii sau modificérii
usoare a constructiei la necesitate, precum si posibili-
tatea restabilirii defectelor partiale uni- sau bidentare
ale dentitiei fara participarea laboratorului dentar cu
crearea sinelor-puntilor estetice si rezistente la distru-
gere la fel ca si costul propriu a acesteia fac ca imobi-
lizarea directd cu utilizarea sistemului adeziv-polimer
ramforsat cu diferite materiale sa fie tot mai des prefe-
ratd de pacienti [7]. O punte din compozit polimer
armat cu diferite fibre prezintd o sina-proteza, care in
acelasi moment imobilizeaza dinti mobili si restabi-
leste lipsa unui sau doi dinti adiacenti. Dintele extras,
ulterior prelucrat (mecanic si chimic), dinte artificial
prefabricat din material acrilic sau dinte modelat din
material compozit pot fi utilizate ca corpul de punte
acestei constructii. Aceastd abordare conservativa
poate oferi program de reabilitare simplu, conve-
nabil, accesibil, neinvaziv sau minim invaziv dar
estetic favorabil in situatii clinice cu pierderea dintilor
anteriori in boald parodontald. O astfel de sind-punte
poate fi utilizata ca o restaurare temporara, tempo-
rara de lungé durata sau ca o restaurare de tranzitie in
parodontite cronice inainte sau in timpul implantarii.
Tratament protetic a situatiilor clinice in prezenta
dintilor parodontal compromisi, mobili de diferit
grad, cu migrarea lor cronicd, recesiuni gingivale
si atrofii pronuntate a procesului alveolar prezintd
o dilema la aparitia indicatiilor pentru extractii a
dintilor frontali, care vor deregla semnificativ este-
tica pacientului. Problema data in special este carac-
teristicd pentru cazurile clinice de dezorganizarea
dentara labiald sau linguald severa deoarece efectul
reabilitarii este incert, indiferent de extractia dintilor
dislocati. In situatii clinice dificile poate fi propus de
a combina diferite tipuri de imobilizare - fixa cu cea
mobild, temporald cu cea permanenta pentru a atinge
un efect de tratament maxim. De aceea tratamentul
complex cu abordarea individualizata este ,,cheia de
succes” in atingerea remisiei indelungate a procesului
cronic. Este imposibil de a inlaturat factorul etiologic
microbian fara efectuarea tratamentului terapeutic si
factorul mecanic fara efectuarea tratamentului chirur-

in these situations demonstrate high mechanical
strength, resistance to displacement, but often require
quite extensive preparation of the teeth both during
preparation and up to it (devitalization, preparation of
the residual alveolar process, mucosa, etc.). The cost-
dental tissue <> cost-restoration of dental arch integ-
rity and cost-benefit analysis will not in all clinical situ-
ations respond to the direction of this type of treatment
[1, 3, 4, 11]. The biomechanically removable partial
denture, with its fixation, retention and stabilization
elements as well as its base limits, presents favorable
conditions for the accumulation of food debris with
the formation of bacterial plaque and can increase the
mobility and migration of adjacent teeth, resulting
in their extraction [3, 5, 13, 14]. Minimal sacrifice of
dental and gingival tissue during tooth and prosthetic
field preparation, precise application without blocking
of interdental triangular areas — an important fact in
oral hygiene, minimal occlusal intervention (espe-
cially in the mandibular frontal segment of the lingual
surfaces of the teeth), shortened treatment time,
without the involvement of the dental laboratory,
the possibility of performing subsequent professional
hygiene without difficulties and possibly necessary
endodontic treatment without removing the splint,
the possibility of repairing or slightly modifying the
construction if necessary, as well as the possibility of
restoring partial uni- or bidentate defects of the denti-
tion without the participation of the dental laboratory
with the creation of aesthetic and damage-resistant
splints-bridges, as well as its own cost, make direct
immobilization with the use of the adhesive-polymer
system reinforced with various materials increasingly
preferred by patients [7]. A composite polymer bridge
reinforced with different fibers presents a prosthetic
splint, which at the same time immobilizes mobile
teeth and restores the absence of one or two adjacent
teeth. The extracted tooth, subsequently processed
(mechanically and chemically), prefabricated artificial
tooth made of acrylic material or tooth molded from
composite material can be used as the bridge body
of this construction. This conservative approach can
provide a simple, convenient, affordable, non-inva-
sive or minimally invasive but aesthetically favorable
rehabilitation program in clinical situations with the
loss of anterior teeth in periodontal disease. Such a
bridge splint can be used as a temporary, long-term
temporary restoration or as a transitional restoration
in chronic periodontitis before or during implan-
tation. Prosthetic treatment of clinical situations in
the presence of periodontally compromised, mobile
teeth of varying degrees, with their chronic migra-
tion, gingival recessions and pronounced atrophy of
the alveolar process presents a dilemma when indi-
cations for extraction of frontal teeth appear, which
will significantly disrupt the patient’s aesthetics. This
problem is especially characteristic for clinical cases of
severe labial or lingual dental disorganization because
the effect of rehabilitation is uncertain, regardless of
the extraction of dislocated teeth. In difficult clinical
situations, it may be proposed to combine different



gical, ortodontic si protetic. Decizia privind necesi-
tatea imobilizarii se face pe baza evaluirii gradului de
mobilitate dentara si nivelul de resorbtie distructiva
a tesutului osos alveolar. Decizia in privinta materia-
lului compozit utilizat, schemei de amplasare a mate-
rialului de ramforsare, tehnicii confectiondrii corpului
de punte a sistemului-sind adeziv se face pe baza
evaludrii mdrimii bresei arcadei dentare, integritdtii si
inaltimii marginilor coronare dintilor limitrofi bresei,
gradului lor de mobilitate, cerintelor estetice, abilitdi-
tilor manuale a medicului, stdrii emotionale a pacien-
tului pentru lucru in timpul imobilizdrii, conlucrdrii
medic-pacient pe viitor etc.

Aparitia conceptului de terapie minim invaziva,
care presupune sacrificiul minimal de substantd
dentara pentru orice tip de restaurare, se bazeaza pe
eficacitatea adezivilor actuali smalt-dentina. Dezvol-
tandu-se din anii ‘90 sistemele adezive au demonstrat
cresterea sa remarcabild in capacititi de adeziune,
simplificarea tehnicilor de aplicare. Adeziunea la
substraturile dentare se bazeazd pe diferite strategii
de aplicare (demineralizare superficiala si clatire,
autogravare a structurilor dentare). Adezivii dentari
au evoluat de la sistemele de demineralizare totala (a
IV-a generatie cu 3 componente, ,standard de aur” si
a V-a generatie cu 2 componente) la sisteme de auto-
gravare (a VI-a, a VII-a, VII+ generatii). Generatia
a VIII-a de adezivi a aparut in 2010, prin introdu-
cerea adezivului Futurabond DC (Voco, Germany).
Compozitia acestora creste puterea de penetrare a
monomerilor din rasind si a grosimii stratului hibrid,
ceea ce imbundtateste proprietitile mecanice ale
sistemelor adezive, inclusiv reducerea contractiei de
polimerizare. Adezivii universali sau multifunctionali
pot folosi ambele strategii de adeziune (tehnica demi-
neralizarii totale sau selective). Generatia adezivilor
universali se aplicd prin tehnici simplificate si usor de
utilizat cu orice strategie de adeziune. Ea ofera versa-
tilitatea utilizdrii cu o varietate de materiale de resta-
urare directe si indirecte.

Scopul

cresterea eficacititii tratamentului complex a
pacientilor cu parodontita marginald cronica genera-
lizatd asociatd cu edentatia partiald in zona estetica.

Material si metode

In studiu au fost inclusi 16 pacienti (7m., 9f.) in
varsta de 37 - 69 ani diagnosticati cu parodontita
cronici de grad mediu cu dintii anteriori compromisi
parodontal (atrofia procesului alveolar, pungi paro-
dontale, mobilitatea patologica de diferit grad - L, II,
III, migréri dentare etc.) (diagr. 1).

Includerea pacientilor in studiu sa efectuat
respectdnd dreptul pacientului la confidentilitatea
datelor personale si avind acordul lor la documen-
tarea datelor obtinute. S-au ales criterii de includere
si excludere a pacientilor in studiu (tab.1).

types of immobilization - fixed with mobile, tempo-
rary with permanent in order to achieve maximum
treatment effect. Therefore, complex treatment with
an individualized approach is the “key to success” in
achieving long-term remission of the chronic process.
It is impossible to eliminate the microbial etiolog-
ical factor without therapeutic treatment, and the
mechanical factor without surgical, orthodontic and
prosthetic treatment. The decision on the need for
immobilization is made based on the assessment of
the degree of tooth mobility and the level of destruc-
tive resorption of alveolar bone tissue. The decision on
the composite material used, the scheme of placement
of the reinforcing material, the technique of making the
bridge body of the adhesive splint system is made based
on the assessment of the size of the gap in the dental
arch, the integrity and height of the coronal edges of
the teeth bordering the gap, their degree of mobility,
aesthetic requirements, the doctor’s manual skills, the
patient’s emotional state for work during immobiliza-
tion, future doctor-patient cooperation, etc.

The emergence of the concept of minimally inva-
sive therapy, which involves minimal sacrifice of
dental substance for any type of restoration, is based
on the effectiveness of current enamel-dentin adhe-
sives. Developing since the 1990s, adhesive systems
have demonstrated their remarkable increase in
adhesion capabilities, simplification of application
techniques. Adhesion to dental substrates is based on
different application strategies (superficial demineral-
ization and rinsing, self-etching of dental structures).
Dental adhesives have evolved from total demineral-
ization systems (IV generation with 3 components,
“gold standard” and V generation with 2 compo-
nents) to self-etching systems (VI, VII, VII+ gener-
ations). The VIII generation of adhesives appeared
in 2010, with the introduction of the Futurabond
DC adhesive (Voco, Germany). Their composition
increases the penetration power of the resin mono-
mers and the thickness of the hybrid layer, which
improves the mechanical properties of the adhesive
systems, including the reduction of polymerization
shrinkage. Universal or multifunctional adhesives
can use both adhesion strategies (total or selective
demineralization technique). The generation of
universal adhesives is applied by simplified and easy-
to-use techniques with any adhesion strategy. It offers
the versatility of use with a variety of direct and indi-
rect restorative materials.

The aim of study

to increase the effectiveness of the complex treat-
ment of patients with generalized chronic marginal
periodontitis associated with partial edentulism in
the aesthetic area.

Material and methods

The study included 16 patients (7m., 9f.) aged 37 -
69 years diagnosed with moderate chronic periodon-
titis with periodontally compromised anterior teeth
(atrophy of the alveolar process, periodontal pockets,

ICa

| Stomatologie Ortoped

N
(9]



Lot de pacienti Patients groups

9 9

(56,25%) (56,25%)

= barbati = femei = Men = Women

Diagrama 1. Lot de studiu Diagramm 1. Study group

Tabelul 1. Criterii de includere si excludere a
pacientilor in studiu

Criterii de includere Criterii de excludere

- pacienti cu varsta dupa - pacienti sub vérsta de 18 ani, care
18 ani nu au permisiunea legala de a lua
decizia tipului de tratament si de a
semna documente necesare

pathological mobility of various degrees - I, II, III,
tooth migrations, etc.) (diagr. 1).

The inclusion of patients in the study was carried
out respecting the patient’s right to confidentiality
of personal data and having their consent to docu-
menting the data obtained (tab 1).

Table 1. Criteria for inclusion and exclusion
of patients in the study

Inclusion criteria Exclusion criteria

- patients over 18 years of - not younger than 18 years old,

- parodontita marginala
cronici de grad usor,
mediu

afectiuni generale concomitente
severe in starea de acutizare, care
compromit sdndtatea, inclusiv tul-
burari psihice concomitente

- edentatia partiald uni- sarcina age who do not have the legal per-
sau bidentara in regiunea mission to make the decision on
frontald the type of treatment and sign the
- mobilitatea patologicia | fumatul necessary documents

dintilor restanti, gr.I-I1I - mild, moderate chronic

marginal periodontitis

- severe concomitant general
diseases in the acute state, which
compromise health, including
concomitant mental disorders

tratament antecedent de restaurare
sau albire a dintilor care trebuie de
evaluat

- starea generald de sanitate
stabild, fara afectiuni gene-
rale severe, controlate me-

76

- partial uni- or bidentate - pregnancy
dicamentos si faré patologii edentulism in the frontal
acute care ar putea influen- region
ta procedura de imobilizare - pathological mobility of - smoking

si adaptarea citre sistem de
sinare instalat

- caninii stabili, fara mo-
bilitate, fara procese peri-
apicale

pierderea a mai mult de doi dinti
in segmentul anterior la maxila sau
lipsa caninului

mobilitatea ambilor canini, care nu
va permite imobilizarea adecvata a
blocului frontal de dinti

pacienti care nu-si asuma rdspun-
derea catre tratament propus si
igiena bucala ulterioara

Pacienti inclusi in studiu au fost supusi exame-

nului clinic-instrumental §i para-clinic detaliat
(tab.2).

Tabel 2. Metode de examenare clinicd si paraclinicd
utilizate

- determinarea manuald a gra-
dului de mobilitate patologici
dupé Miller

Examinarea clinica Examinarea para-clinica

- examenarea rengenogramelor
panoramice

- aprecierea addncimii pungilor
parodontale cu ajutotul sondei
parodontale gradate CP15
UNC

- analizarea datelor tomografiei
computerizate

- aprecierea nivelului atagarii
gingiei marginale

- examinarea modelelor de
studiu

remaining teeth, gr.I-III

- stable general health, with-
out severe general diseases,
controlled by medication
and without acute patholo-
gies that could influence the
procedure of immobilization
and adaptation to the in-
stalled splint system

- previous treatment of resto-
ration or teeth whitening that
needs to be evaluated

- stable canines, no mobility,
no periapical processes

- loss of more than two teeth in
the anterior segment of the max-
illa or absence of a canine

- mobility of both canines, which will not allow adequate immo-
bilization of the front block of teeth

- patients who do not take responsibility for the proposed treat-
ment and subsequent oral hygiene

Patients included in the study underwent a

detailed
examination (tab.2).

clinical-instrumental

and para-clinical

Table 2. Used clinical and paraclinical
examination methods

Clinical examination

according to Miller

- manual determination of the
degree of pathological mobility

Para-clinical examination

- examination of panoramic
radiographs,

- assessment of the depth of
periodontal pockets with the

ated periodontal probe

help of the CP15 UNC gradu-

- examination of computed
tomography data,




Examinarea clinica Examinarea para-clinica

- examinarea ocluzogramelor | - examenul Parodontoscreen
efectuate prin metoda directa

- indexul placii bacteriene Loe
& Silness

- examenul bacteriologic cu
determinarea continutului
pungilor parodontale

La fel pacientii au fost instructati §i corectati in
reguli de igiena orald, tipul alimentar, perioade de
examenarea periodica obligatorie. Pentru imobili-
zarea dintilor mobili frontali (de la canin la canin)
au fost utilizati: — fibra de polietilena InFibra (high
molecular weight polyethylene fiber, Bioloren, Italy)
- fig.1; - adeziv autogravant CLEARFIL Liner Bond
F (Kuraray, Japan) - fig.2; acoperite cu material
compozit fotopolimerizabil CLEARFIL AP-X Esthe-
tics Flow (compozit cu concentratie inaltd de calciu)
la necesitate suplimentat cu CLEARFIL AP-X Esthe-
tics (fig. 3).

Caracteristici generale:

- bandd din fibre de polietilend alba

- cristalizare ridicatd pentru rezistenta,

durabilitate, adaptabilitate superioare

- design unic de impletire pentru o tdiere

precisd 2
- compatibil cu diverse compozite de i

\\*‘HBRA)

Clinical examination Para-clinical examination

- assessment of the level of - examination of study models
marginal gingival attachment

- examination of occluso- - Parodontoscreen examination
grams performed by the direct

method

- Loe & Silness bacterial plaque | - bacteriological examination
index with determination of the con-
tents of periodontal pockets

The patients were also instructed and corrected
in oral hygiene rules, food type, mandatory peri-
odic examination periods. For the immobilization
of the front mobile teeth (from canine to canine) the
following were used: - InFibra polyethylene fiber
(high molecular weight polyethylene fiber, Bioloren,
Italy) - fig.1; - CLEARFIL Liner Bond F self-etching
adhesive (Kuraray, Japan) - fig.2; covered with
CLEARFIL AP-X Esthetics Flow photopolymerizable
composite material (composite with high calcium
concentration) if necessary supplemented with
CLEARFIL AP-X Esthetics (fig. 3).

General features:

- white polyethylene fiber tape
- high  crystallization  for
strength, durability, adaptability
- unique braid design for precise cutting
- compatible with various resin compo-

superior

ﬂ'  sites, including unfilled resin and acrylic

o

rasind, inclusiv rdsind neumplutd si °"’ R - provides stability and reinforcement to
o TR (e .
acrilicd = mobile teeth
- oferd stabilitate si intdrire dintilor mobili - ideal for temporary and long-term

- ideald pentru imobilizarea temporard si temporard
de lungd duratd
disponibil in dimensiuni de la 1mm pand la 4mm

Figura 1. Banda din fibre de polietend Infibra si
caracteristici generale (https://www.prestige-dental.
co.uk/product/infibra-kit-glass-fibre-splint-reinforcer/)

Caracteristici generale:

- adeziune puternicd

- autogravare cu primer mixt (fard apli-
carea gravajului)

- sensibilitate post operatorie scizutd

- proprietdti de eliminare dublu continuu de

fluor

proprietdti antibacteriale

Fig. 2 CLEARFIL LINER BOND F si caracteristici
generale (https://shop.super-dent.md/products/
clearfil-liner-bond-kit)

Caracteristici generale:

- compozit micro-hibrid fluid umplut cu particule fine
de sticld de bariu cu densitate mare de 86% in greu-
tate (70% in volum) - contractie redusd la polimeri-
zare (de 1,9 %)

- sensibilitatea scdzutd postoperatorie

- proprietdti mecanice excelente si 0
retentie ridicatd a lustruirii

- difuzarea lumini identica dintelui
natural - calitdti superbe estetice

- poate fi utilizat pentru toate clasele de
cavitdti, inclusiv pentru restaurdrile
suprafetelor ocluzale

- radioopacitate inaltd si fluoriscentd
inaltd

- stabilitatea culorii si transparentd

Nﬁ: ’

IR I -

temporary immobilization
- available in sizes from Imm to 4mm

Figure 1. Infibra polyethylene fiber tape and general
features (https://www.dentalkart.com/ammdent-
infibra-fiber-splint.html)
General features:
- strong adhesion
- self-etching with mixed primer (without applying
the etch)
— low post-operative sensitivity
- double continuous fluoride removal properties
- antibacterial properties

Figure 2. CLEARFIL LINER BOND F and general
features (https://shop.super-dent.md/products/
clearfil-liner-bond-kit)

General features:

- micro-hybrid flowable composite filled with fine
barium glass particles with a high density of 86% by
weight (70% by volume) - low shrinkage upon poly-
merization (1.9%)

- low postoperative sensitivity

- excellent mechanical properties and

high polish retention

- light diffusion identical to natural tooth

- superb aesthetic qualities

- can be used for all cavity classes, inclu-

‘ ding occlusal surface restorations
high radiopacity and high fluorescence
- color stability and transparency- cea

mai joasd contractie de polimerizare in comparatie
cu alte material composite Flow

|¥| Stomatologie Ortopedics



78

Figura 3. CLEARFIL AP-X Esthetics Flow si
caracteristici generale (https://www.kuraraynoritake.
eu/ie/clearfil-ap-x https://shop.super-dent.md/
products/clearfil-ap-x-esthetics-flow)

Pregatirea dintilor inclusi in sind (crearea santului
pentru amplasarea benzii de polietilend) sa efectuat
respectand reguli de preparare a dintilor mobili (fara
presiune, utilizand freze de diamant corespunzéitor
mdrimii dintilor §i topografiei camerei pulpare, cu
racirea permanentd cu aer si apa, efectuand prepa-
rarea santurilor pentru amplasarea fibrelor de armare
sub anestezie locald luand in consideratie principii
biomecanice si estetice a viitoarei constructii). Datele
despre numadrul restabilirii dintilor frontali lipsa si
ajutorul cardi metode a fost restabilitd sunt indicati
in tabelul 3.

Tabelul 3. Numdrul dintilor lipsa restabiliti

Figure 3. CLEARFIL AP-X Esthetics Flow and general

features (https://www.kuraraynoritake.eu/ie/clearfil-

ap-x https://shop.super-dent.md/products/clearfil-ap-
x-esthetics-flow)

The preparation of the teeth included in the splint
(creation of the groove for the placement of the polyeth-
ylene strip) was carried out in compliance with the rules
for the preparation of mobile teeth (without pressure,
using diamond burs corresponding to the size of the teeth
and the topography of the pulp chamber, with permanent
cooling with air and water, preparing the grooves for the
placement of reinforcing fibres under local anesthesia,
taking into account the biomechanical and aesthetic prin-
ciples of the future construction). Data on the number
of restorations of missing front teeth and the method by
which they were restored are indicated in Table 3.

Table 3. Number of restored missing teeth
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In cele doua cazuri clinice unde pentru resta-
bilirea integritatii arcadei dentare sau folosit dinti
naturali extrasi (devitalizati anterior cu céteva ani
in urmd) au fost scurtati conform inaltimii spatiului
edentat si locul taierii a fost inchis cu CIS Fuji 1. In
cazuri clinice unde pentru restabilirea arcadei dentare
sau folosit dinti artificiali acrilici prefabricati (NT
UNAY, Turcia - figura 4) pentru fixarea lor in sistem
de imobilizare banda de polietilena a fost trecutd prin
toatd grosimea lor cu fixarea ei adeziva (CLEARFIL
Liner Bond F (Kuraray, Japan) si material compozit
folosit la confectionarea sinei (CLEARFIL AP-X
Esthetics). Siin al treilea tip de restabilire a integritatii
arcadei dentare corp de punte a fost modelat pe banda
de polietilend din acelas material compozit foto-poli-
merizabil care sa utilizat pentru crearea sistemului de
imobilizare (CLEARFIL AP-X Esthetics).

In those two clinical cases where extracted natural
teeth (previously devitalized a few years ago) were
used to restore the integrity of the dental arch, they
were shortened according to the height of the edentu-
lous space and the cut site was closed with GIC Fuji 1.
In clinical cases where prefabricated acrylic artificial
teeth were used to restore the dental arch (NT UNAY,
Turkey - figure 4) for their fixation in the immobi-
lization system, the polyethylene strip was passed
through their entire thickness with its adhesive
fixation (CLEARFIL Liner Bond F (Kuraray, Japan)
and composite material used to make the splint
(CLEARFIL AP-X Esthetics). And in the third type
of restoration of the integrity of the dental arch, the
bridge body was modeled on the polyethylene strip
from the same photopolymerizable composite mate-
rial that was used to create the immobilization system



Caracteristici generale:

- Inaltd calitate

- morfologie individuald

- gamd largd de culori in confor-
mitate cu scara Vita 16

- gamd larga de forme si dimen-
siuni (46 de tipuri)

(CLEARFIL AP-X Esthetics).
General features:

- high quality

- individual morphology

- wide range of colours according to the

Vita 16 scale

- wide range of shapes and sizes (46

- stralucire naturald stratificatd
- efect natural de mamelon
Figura 4. Dinti acrilici NT
UNAY folositi in sistem de
imobilizarepentru restabilirea
integritdtii arcadei dentare si
caracteristici generale

Rezultate si discutii

Un sistem de imobilizare eficient trebuie sa inde-
plineascd careva conditii, printre care se pot numi:
asigurarea imobilizarii rezistente a dintilor pe o peri-
oada cat mai mult posibild; tehnica de lucru sé fie cat
mai simpla de efectuat si cu sacrificiul de tesut dur
dentar cit mai redus; asigurarea acesibilitatii spati-
ilor interdentare in regiunea amplasdrii sistemei de
imobilizare pentru igienizarea si tratament ulterior
necesar; crearea sistemului de sinare cu aspect fizio-
nomic cat posibil mai inalt, neacoperind fata vizibild
a dintilor inclusi in sind si fara afectarea vitalitatii
dintelui; cost cat mai scdzut s.a.

Indexul de rezistentd a materialului de restaurare
sub compresie axiald este unul dintre criteriile prin-
cipale, prin valoarea cdruia se pot evalua proprieta-
tile fizice si mecanice ale fotopolimerului, sarcina
verticald pe care restaurarea o poate suporta sub
presiunea de masticatie si, prin urmare, este posibil
de a prezice durabilitatea materialului in utilizarea
clinicd. Indexul rezistentei materialului la compresie
diametrald este un criteriu dupa valoarea caruia este
posibil de a evalua sarcina orizontala pe care viitoare
restaurare o poate suporta la actul de triturare a
alimentelor. Addncimea de intdrire a materialului
este un alt criteriu necesar pentru evaluarea calitatii
fotopolimerului. Valoarea datd determind grosimea
stratului de material fotopolimerizabil, care poate fi
aplicat simultan si polimerizat calitativ, numarul de
straturi a materialului in restaurarea formei anato-
mice a dintelui. Dar, ca pentru fiecare material, utili-
zarea materialului compozit la sinarea dintilor mobili
impune si cerinte specifice de utilizare, ca:

- acuratetea si fiabilitatea reproducerii morfolo-

giei dentare, in special in zonele de contact;

- aderenta buna la suprafata dintelui;

- fixare bund pe suprafata linguala (palatinald) a

dintilor sinati;

- obtinerea unui carcas dur, capabil sd redistri-

buie sarcinile functionale datoritd rezistentei
la incovoiere si rezistentei la compresiune a
materialului compozit.

Corespunderea cerintelor enumerate si faptul ca
este un compozit cu concentratie inaltd de calciu, ce
este important la sinarea dintilor vitali, si a indreptat
alegerea noastra pentru camuflarea fibrelor de polie-

types)
- natural layered shine

- natural mamelon effect

Figure 4. NT UNAY acrylic teeth
used in immobilization system to
restore the integrity of the dental
arch and their general features

Results and discussions

An efficient immobilization system must meet
some conditions, including: ensuring durable immo-
bilization of the teeth for as long as possible; the
working technique must be as simple to perform and
with the least sacrifice of dental hard tissue; ensuring
accessibility of the interdental spaces in the region
of the immobilization system location for hygiene
and subsequent necessary treatment; creating the
splint system with the highest possible physiognomic
appearance, not covering the visible face of the teeth
included in the splint and without affecting the vitality
of the tooth; having the lowest possible price, etc...

The index of resistance of the restorative material
under axial compression is one of the main criteria,
by the value of which one can evaluate the physical
and mechanical properties of the photopolymer, the
vertical load that the restoration can withstand under
mastication pressure and, therefore, it is possible to
predict the durability of the material in clinical use.
The index of resistance of the material to diametral
compression is a criterion by the value of which one
can evaluate the horizontal load that the future resto-
ration can withstand during the act of trituration of
food. The depth of hardening of the material is another
necessary criterion for assessing the quality of the
photopolymer. This value determines the thickness of
the layer of photopolymerizable material, which can
be simultaneously applied and qualitatively polymer-
ized, the number of layers of the material in restoring
the anatomical shape of the tooth. But, as for each
material, the use of composite material in splinting
mobile teeth also imposes specific requirements for
use, such as:

- accuracy and reliability of reproduction of

tooth morphology, especially in contact areas;

- good adhesion to the tooth surface;

- good fixation on the lingual (palatal) surface
of the splinted teeth;

- obtaining a hard shell, capable of redistribu-
ting functional loads due to the bending resis-
tance and compressive strength of the compo-
site material.

The compliance with the listed requirements and

the fact that it is a composite with a high calcium
concentration, which is important for splinting vital
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tilena InFibra (high molecular weight polyethylene
fiber, Bioloren, Italy) si sinarea dintilor mobili
catre material fotocompozit de foarte inalta calitate
CLEARFIL AP-X Esthetics Flow (Kuraray, Japan)
suplinit cu CLEARFIL AP-X care prezinta o rasina
compozitd, polimerizabila la lumina, radiopaca, cu
potrivirea exacta la culoare cu dintii naturali, propri-
etitile superioare de lustruire (fapt foarte impor-
tant pentru prevenirea alipirii placii bacteriene). La
fel a fost marcat lucru usor cu materialul dat, care
nu se lipeste de instrumente, oferd o adaptare buna
la straturile suplimentare a compozitului, chiar la
restaurari prezente precedent confectionate din
alte materiale compozite §i care a permis usor de a
modela corpul de punte adeziva-sind pe banda de
polietilend InFibra. Examinari periodice (dupa 3, 6,
12 si 18 luni dupa imobilizarea) au permis de a ne
convinge in rezistenta ridicatd a materialului la uzurs,
contractie redusa a polimerizarii (confirmate prin
controlul contactelor interdentare, lipsa semnelor
de carii secundare la limitele contactului materia-
lului cu dinte natural, lipsa desprinderii materialului
de pe suprafetele dintilor sinati) primind sisteme de
imobilizabile durabile cu o structura integrald fiabila,
putin sau deloc neobservabild, placutd din punct de
vedere estetic fiind amplasata pe suprafata linguald
sau palatinala a dintilor mobili. Cei 3 mm de latime
a bandei de polietilena InFibra folositd pentru imobi-
lizarea dintilor mobili datorita proprietatilor sale
mecanice usor sau integrat in construirea corpului de
punte a puntii dentare-sine la lipsa a unuia-doi dinti
consecutivi frontali, la suprafetele dentare si, ce este
important, in spatiile interproximale datoritd lipsei
»memoriei” de formd. Dat fiind ca benzile sunt foarte
subtiri (aproximativ 0,3 mm, dupa datele producito-
rului) nu era necesar de a efectua prepararea adanca
alocasurilor de aplicare (ce este important in cazurile
dintilor vitali sau in migrarile pronuntate a dintilor
mobili) - limitindu-ne la 0,8-1,2mm. Fiind alba si
translucida a fost usor de a o camufla cu materialul
compozit. Tesatura specificd a firelor permite de o tdia
fara desfirarea bandei obtinand integrarea ei perfectd
cu materialul de acoperire, fira expunerea firelor la
actiunea mediului bucal. Dupé datele producatorului
rezistenta de aproximativ de 15 ori mai mare decét a
otelului, modulul de elasticitate ridicat, rezistenta la
tractiune precum si biocompatibilitatea (confirmata
de noi prin lipsa sensibilitatii sau complicatiilor din
partea camerei pulpare a dintilor), absorbtia scazuta
a lichidului, stabilitatea dimensionald, compabilitatea
cu toate compozitele si economicitatea materialului
il pun in lista de preferintd la confectionarea recon-
structiilor protetice temporare, temporare de lunga
durata sau chiar definitive in cazurile clinice de boala
parodontala la necesitatea imobilizarii dintilor mobili
complicate cu edentatii partiale uni- sau bi-dentare in
zona frontald.

Date comparative pand la imobilizarea si dupa 12
luni dupd imobilizare sunt indicate in tabelul 4.

teeth, and directed our choice for camouflage of
InFibra polyethylene fibres (high molecular weight
polyethylene fibre, Bioloren, Italy) and splinting
of mobile teeth to the very high-quality photocom-
posite material CLEARFIL AP-X Esthetics Flow
(Kuraray, Japan) supplemented with CLEARFIL
AP-X which presents a composite resin, light-curing,
radiopaque, with exact colour matching with natural
teeth, superior polishing properties (very important
for preventing bacterial plaque adhesion). Also noted
was the ease of working with this material, which
does not stick to instruments, provides good adap-
tation to additional layers of the composite, even
to previously existing restorations made of other
composite materials and which allowed easy model-
ling of the adhesive bridge-splint body on the InFibra
polyethylene strip. Periodic examinations (after 3, 6,
12 and 18 months after immobilization) allowed us to
be convinced of the high resistance of the material to
wear, reduced polymerization shrinkage (confirmed
by checking interdental contacts, the lack of signs of
secondary caries at the limits of contact of the mate-
rial with the natural tooth, the lack of detachment of
the material from the surfaces of the splinted teeth)
receiving durable immobilization systems with a reli-
able integral structure, little or not at all unnoticeable,
aesthetically pleasing being placed on the lingual or
palatal surface of the mobile teeth. The 3 mm wide
InFibra polyethylene strip used for immobilization of
mobile teeth due to its mechanical properties is easily
integrated into the construction of the bridge body
of the dental bridge-rail in the absence of one or two
consecutive front teeth, on the tooth surfaces and,
importantly, in the interproximal spaces due to the
lack of shape “memory”. Given that the strips are very
thin (approximately 0.3 mm, according to the manu-
facturer’s data) it was not necessary to perform deep
preparation of the application sites (which is impor-
tant in cases of vital teeth or pronounced migrations
of mobile teeth) - limiting ourselves to 0.8-1.2 mm.
Being white and translucent, it was easy to camouflage
it with the composite material. The specific weave of
the threads allows it to be cut without unwinding
the strip, achieving its perfect integration with the
covering material, without exposing the threads to
the action of the oral environment. According to the
manufacturer, the strength is approximately 15 times
higher than that of steel, the high modulus of elas-
ticity, the tensile strength, as well as the biocompat-
ibility (confirmed by us by the lack of sensitivity or
complications from the pulp chamber of the teeth),
the low liquid absorption, the dimensional stability,
the compatibility with all composites and the cost-ef-
fectiveness of the material put it on the list of prefer-
ence for making temporary, long-term temporary or
even definitive prosthetic reconstructions in clinical
cases of periodontal disease when it is necessary to
immobilize mobile teeth complicated by partial uni-
or bi-dental edentations in the frontal area.
Comparative data before immobilization and after
12 months after immobilization are shown in table 4.



Tabelul 4. Date comparative examenului clinic si
electroodontometriei

Gradul de

mobilitate pungilor

Adancimea

Table 4. Comparative data of clinical examination
and electroodontometry

Recesiuni
gingivale

Electroodontometria dintilor

imobilizati vitali

patologica

Pana la sinare I-111 2-6mm

parodontale

1-4mm 2-5mkA

Dupa 12 luni 0-I 1-4mm

2-6mkA, in doua cazuri clinice
la un inciziv central si unu
lateral - 10mKkA - observim

1-3mm

Degree .Of Periodontal pocket Gingival Electroodontometry of vital
pathological 5 . ¥
oF depth recessions immobilized teeth
mobility
Before splinting I-11T 2-6mm 1-4mm 2-5mkA
After 12 month 0-1 1-4mm 1-3mm 2-6mkaA, in two clinical cases in
a central and a lateral incisor —
10mkA - monitorise
Concluzii Conclusions

abordarea individuald in tratamentul parodontitei
cronice cu determinarea conditiilor si timpului imobi-
lizdrii directe dintilor parodontotici mobili, obligati-
vitatea respectarii tehnicii si etapelor metodei directe
minim invazive cu utilizarea fibrelor de ramforsare
InFibra dupéd prelucrarea adeziva cu CLEARFIL
LINER BOND F, acoperite cu materialul compozit
CLEARFIL AP-X Esthetics Flow suplimentat cu
CLEARFIL AP-X Esthetics dovedesc eficacitatea
imobilizérii protetice si restaurdrii integritatii arcadei
dentare la lipsa a unuia-doi dinti din zona frontald si
poate fi recomandata in planificarea tratamentului
ortopedic pe durata tratamentului complex al pacien-
tilor cu parodontita marginald cronica generalizatd.
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the individual approach to the treatment of
chronic periodontitis with the determination of the
conditions and time of direct immobilization of
mobile periodontal teeth, the mandatory observance
of the technique and stages of the minimally invasive
direct method with the use of InFibra reinforcing
fibers after adhesive processing with CLEARFIL
LINER BOND F, covered with the composite mate-
rial CLEARFIL AP-X Esthetics Flow supplemented
with CLEARFIL AP-X Esthetics prove the effective-
ness of prosthetic immobilization and restoration of
the integrity of the dental arch in the absence of one
or two teeth in the frontal area and can be recom-
mended in the planning of orthopedic treatment
during the complex treatment of patients with gener-
alized chronic marginal periodontitis..
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Rezumat

Introducere. Incluzia dentard reprezinta o
anomalie de eruptie definitd ca o retinere a dintelui
in procesul alveolar. Eruptia dintelui poate fi blocata
de pozitia osului sau a dintelui adiacent sau o altd
serie de factori locali si generali, afectand dentitia
temporard si permanenta. Patologia eruptiei dentare
conduce la instalarea unor semne care sunt in stare
sd afecteze starea generald a pacientului urmate de o
serie de complicatii de ordin inflamator, complicatii
ale sistemului nervos, tulburéri senzitive, motorii si
senzoriale i mai grav complicatii tumorale. Retentia
se referd cel mai frecvent la caninul superior perma-
nent, care in consecintd duce la dezechilibru ocluzal si
estetic. Material si metode. Pacienta 36 ani prezintd
diagnostic prezumtiv de incluzie dentard bilate-
rald stabilit in urma examenului clinic si ulterior
confirmat prin cliseu radiologic. Rezultate. Infor-
matii suplimentare asupra diagnosticului si planului
de tratament s-au obtinut prin examenul clinic si
paraclinic, studierea inregistrarilor fotostatice, mode-
lelor de studiu, OPG, CBCT. Concluzii. Tratamentul
incluziei dentare este unul multidisciplinar, depen-
dent de statusul odontal si de contextul ortodontic.
Tratamentul incluziei dentare poate fi radical prin
odontectomie si conservativ: chirurgical-ortodontic
sau chirurgical cu transplant. Cazul curent este soluti-
onat prin tratamentul chirurgical-ortodontic respec-
tand cu strictete etapele de tratament.

Cuvinte cheie: incluzie, anomalie,
diagnostic, interdisciplinar.

dentitie,

Introducere

Incluzia dentard reprezintd un fenomen pato-
logic in care un dinte nu erupe in cavitatea bucald
in cadrul perioadei fiziologice normale de eruptie,
raménand astfel intr-o pozitie nefiziologici si lipsita
de functionalitate. Un dinte inclus nu a erupt ca o
consecintd a unui blocaj datorat unei bariere fizice,
cum ar fi un alt dinte, un chist cu dimensiuni mari,
os, tesuturi moi, dinte supranumerar, odontom sau
o tumoare [7]. Aceasta se caracterizeazd prin absenta
comunicdrii directe cu cavitatea orald si este frecvent
asociata cu accidente si complicatii de natura meca-
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Summary

Introduction. Dental impaction is an eruption
anomaly defined as the retention of a tooth within the
alveolar process. Tooth eruption may be obstructed
by the position of the bone, an adjacent tooth, or a
variety of local and systemic factors, affecting both
primary and permanent dentition. Disturbances in
the eruption process can lead to clinical manifesta-
tions that impact the patient’s general health, followed
by a series of complications, including inflamma-
tory conditions, nervous system disorders, sensory,
motor, and perceptual disturbances, and, in more
severe cases, tumor-related complications. Reten-
tion most commonly affects the permanent maxil-
lary canine, leading to occlusal and esthetic imbal-
ances. Materials and Methods. A 36-year-old female
patient presented with a presumptive diagnosis of
bilateral dental impaction, established through clin-
ical examination and subsequently confirmed by
radiographic imaging. Results. Additional informa-
tion regarding the diagnosis and treatment plan was
obtained through clinical and paraclinical examina-
tions, analysis of photographic records, study models,
panoramic radiography (OPG), and cone-beam
computed tomography (CBCT). Conclusions. The
treatment of dental impaction requires a multidisci-
plinary approach, depending on the dental status and
orthodontic context. Management options include
radical treatment via odontectomy or conservative
approaches, such as surgical-orthodontic interven-
tion or surgical treatment with transplantation. The
present case was successfully managed through a
surgical-orthodontic approach, strictly adhering to
the necessary treatment stages.

Key words: impaction, anomaly, dentition, diag-
nosis, orthodontic

Introduction

Dental impaction is a pathological phenomenon
in which a tooth does not erupt into the oral cavity
during normal physiological eruption periods, thus
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nica, inflamatorie, nervoasa sau tumorala. Incidenta
crescutd a acestei afectiuni in randul pacientilor care
solicitd tratament ortodontic subliniaza atat relevanta
clinicd, cat si interesul teoretic pentru abordarea sa.
Incluziunea dentara poate afecta orice dinte, fie din
dentitia temporard, fie din cea permanenta. Dintii cel
mai frecvent implicati sunt molarii de minte inferiori,
urmati de caninii superiori, molarii de minte supe-
riori, caninii inferiori, premolarii si, intr-o masura
mai redusd, incisivii[4, 5, 8]. Aceasta poate fi unica
sau multipld, iar pozitionarea dintelui poate varia
de la incluziune intraosoasd completa la incluziune
partiala, determinata de factori locali sau generali.
Doud treimi dintre incluziuni sunt palatinale si doar
o treime vestibulare, impactarea bilaterald avand o
prevalentd de 8% [8]. Separarea de cavitatea bucald
prin pericoronar complicd adesea tratamentul, iar
complexitatea acestor cazuri evidentiazd necesitatea
unei abordari multidisciplinare. Diagnosticul precoce
al anomaliilor dento-maxilo-faciale asociate incluzi-
unii dentare este esential pentru evitarea compli-
catiilor care pot afecta atit sistemul stomatognat,
cat si starea generald a pacientului. Stabilirea unui
diagnostic corect necesitd o evaluare clinica atents,
atat subiectiva, cat si obiectivd, sustinutd de investi-
gatii radiologice si imagistice de inaltd performants,
care permit elaborarea unui diagnostic diferential si
a unui plan de tratament rational. Un element esen-
tial in prevenirea incluziunii dentare este mentinerea
spatiului necesar eruptiei dentare, in special in peri-
oada dentitiei mixte. Utilizarea mentinitoarelor de
spatiu contribuie la reducerea semnificativa a riscului
de aparitie a acestei afectiuni si la gestionarea cores-
punzatoare a spatiului dentar[4, 6, 7, 10].

Scopul lucririi: Studiul etiologiei, metodelor de
diagnostic si tratament a incluziei dentare prin analiza
datelor culese din diverse surse literare autentice.

Obiectivele lucrarii:

1) A analiza si a pune in evidentd importanta
abordirii interdisciplinare in tratamentul
incluziei dentare.

2) Explorarea rolului colabordrii intre specia-
listi din diverse domenii stomatologice-or-
todontie, chirurgie oro-maxilo-faciald, radi-
ologie, cu scopul de a a stabili un diagnostic
precoce si corect, o planificare a tratamentului
eficientd si aplicarea metodelor de tratament
interdisciplinar adecvat.

3) Identificarea strategiilor si protocoalelor de
tratament modern care optimizeazd rezul-
tatele clinice si reduc la minim riscurile si
complicatiile, creAnd un prognostic favorabil
pe termen lung in tratamentul pacientilor.

Materiale si metode de cercetare

La baza lucrarii stau datele literaturii de specia-
litate nationale si internationale, sub forma de carti,
articole stiintifice autentice, studii internationale prin
intermediul platformelor de cercetare IBN, PubMed,
IRMS, Agora, MDPI si Google Sholar. Am analizat

remaining in a non-physiological position and lacking
functionality. An impacted tooth that has not erupted
is a consequence of a physical blockage caused by a
barrier such as another tooth, a large cyst, soft tissues,
supernumerary teeth, bone, or a tumor. This condi-
tion is characterized by the absence of communica-
tion between the oral cavity and is frequently asso-
ciated with mechanical, infectious, or even tumoral
accidents and complications. The increased incidence
of this condition among orthodontic patients empha-
sizes its clinical relevance, as it can affect both primary
and permanent dentition. Dental impaction can affect
any tooth, but the most frequently impacted teeth are
third molars, maxillary canines, mandibular second
premolars, and, to a lesser extent, maxillary central
incisors. Complete or partial impaction of a tooth can
vary in location, severity, and clinical and local impact
on the patient. Studies show that unilateral impac-
tion is more common than bilateral impaction, with
a prevalence of 8%. Early diagnosis of dento-maxil-
lo-facial anomalies associated with dental impaction
is essential to avoid complications that can affect both
the stomatognathic system and the patient’s overall
health. Establishing a correct diagnosis requires a
thorough clinical evaluation, both subjective and
objective, supported by high-performance radiolog-
ical and imaging investigations, which allow for the
development of a differential diagnosis and a rational
treatment plan. A key element in preventing dental
impaction is maintaining the space necessary for
tooth eruption, especially during the mixed dentition
period. The use of space maintainers significantly
reduces the risk of this condition and ensures the
proper management of dental space.

Aim of the study:

The study of the etiology, diagnostic methods, and
treatment of dental impaction through the analysis of
data collected from various authentic literary sources.

Objectives:

1. To analyze and highlight the importance of an
interdisciplinary approach in the treatment of
dental impaction.

2. To explore the role of collaboration among
specialists from various dental fields—ortho-
dontics, oral and maxillofacial surgery, and
radiology—with the aim of establishing an
early and accurate diagnosis, developing an
effective treatment plan, and implementing
appropriate  interdisciplinary = treatment
methods.

3. To identify modern treatment strategies and
protocols that optimize clinical outcomes,
minimize risks and complications, and ensure
a favorable long-term prognosis for patients
undergoing treatment.

Materials and Methods

This study is based on data from national and
international specialized literature, including books,



informatia cea mai relevanta referitor la tratamentul
incluziei dentare si am rationalizat datele intr-un
articol. Informatia studiatd a fost sistematizatd si
selectatd metodologic pentru a permite o intelegere
a problemei din mai multe perspective de tratament,
facilitind accesul la o informatie actualizata semmni-
ficativd pentru domeniul stomatologic.

Pentru stabilirea diagnozei de incluzie dentard
s-au efectuat urmdtoarele investigatii:

o Examenul clinic

1. Anamneza
2. Examenul clinic exobucal
3. Examenul clinic endobucal

o Examenul paraclinic
Analiza modelelor de studiu (figura 6)
Examenul fotostatic (figura 5)

Examenul antropologic (figura 2 B)
Radiografia panoramica (figura 7)
Teleradiografia de profil (figura 2 A)
Tomografia computerizata (figura 8)
CBCT reprezentat (figura 4)

8. Scanarea reprezentatd (figura 3)

Rezultate si discutii: Incluzia dentard este rezul-
tatul unei perturbari a procesului de eruptie, insotind
si alte tulburari de dezvoltare la nivelul aparatului
dento-maxilar. Tratamentul incluziei dentare este
unul interdisciplinar, ortodontic si chirurgical [11].
Grupul de virsta afectat cel mai des afectat sunt tinerii-
18-27 de ani, de sex masculin. Odata cu inaintarea in
varstd, simptomatologia clinica este mai putin contu-
ratd, fiind cel mai slab exprimata in grupul de varstd
48-57 de ani, sexul feminin [3].

Retentia se referd cel mai adesea la un singur dinte
(56,7%), in general caninul maxilar (66%). Afectarea
caninilor se intilneste de doud ori mai frecvent la
femei decat la béarbati, iar incidenta la nivelul maxila-
rului este mai mult decat dubld comparativ cu maxi-
larul [8]. Dupéd molarii de minte, incluziunea cani-
nilor maxilari prezintd frecventa cea mai mare, (0.9
— 4.2% Crescini 1998, Dachi HOWELL 1961 si 1,7%
Thilander in 1968). Caninii inferiori inclusi au o frec-
ventd de 10-20 ori mai micé (0,35% Dachi si Howell.)
Incluzia caninului este demnd de atentie, deoarece
aceasta are un rol esential in stabilitatea ocluziei si
estetica [4]. Lipsa de spatiu in arcada dentara poate
prelungi retentia caninilor . Absenta incisivilor late-
rali adiacenti, dilaceratia radacinii si anchilozele
caninilor permanenti sunt cei mai frecventi factori
locali asociati cu caninii maxilari inclusi. Din punct
de vedere al formei anatomo-patologice si topografice
caninii pot fi inclusi unilateral sau bilateral, maxilar
sau mandibular, cu dispozitie palatinald, vestibulard
sau antero-posterioard [6].

N W

15%

authentic scientific articles, and international studies
accessed through research platforms such as IBN,
PubMed, IRMS, Agora, MDPI, and Google Scholar.
We analyzed the most relevant information regarding
the treatment of dental impaction and synthesized
the data into an article. The studied information
was systematically and methodologically selected to
provide a comprehensive understanding of the issue
from multiple treatment perspectives, facilitating
access to significantly updated information relevant
to the field of dentistry.
For the diagnosis of dental impaction, the following
investigations were performed:
+ Clinical examination:
1. Anamnesis
2. Extraoral clinical examination
3. Intraoral clinical examination
« Paraclinical examination:
1. Analysis of the study models represented
in Fig. 6
2. The photostatic examination represented
in Fig. 5
3. The anthropological examination repre-
sented in Fig. 2B
4. The panoramic radiograph represented in

Fig. 7

5. The profile teleradiograph represented in
Fig.2A

6. The computed tomography represented in
Fig. 8

7. The CBCT represented in Fig. 4
8. The scan represented in Fig. 3

Results and Discussion

Dental impaction is the result of a disturbance
in the eruption process and is often associated with
other developmental disorders of the dento-maxillary
system. The treatment of dental impaction requires
an interdisciplinary approach, involving both ortho-
dontic and surgical interventions [11]. The most
affected age group consists of young males aged 18-27
years. With increasing age, clinical symptoms tend to
be less pronounced, showing the least expression in
the 48-57 age group, particularly in females [3]. Reten-
tion most commonly affects a single tooth (56.7%),
typically the maxillary canine (66%). Impacted
canines are twice as common in females as in males.
Maxillary canine impactions occur more than twice
as often as mandibular impactions [8]. After third
molars, maxillary canines have the highest impac-
tion rate, with reported prevalence ranging from: 0.9
- 4.2% (Crescini, 1998; Dachi & Howell, 1961) 1.7%
(Thilander, 1968). Impacted mandibular canines are

85%

m palatinal

m vestibular

Fig.1. Reprezentarea procentuald graficd a dispozitiei
topografice a caninului maxilar inclus

Fig. 1. Graphical percentage representation of the
topographic positioning of impacted maxillary canines
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Pentru confirmarea diagnozei de incluzie dentara
se pot folosi urmdtoarele investigatii radiologice:
radiografii extraorale, radiografie panoramicd, care
oferd o imagine de ansamblu, in special in cazul
incluziilor bilaterale sau multiple. Fotografia de profil
prezinta informatie despre cele 3 planuri de referinte
descrise de Simon, Dreyfus si Schwarz prin metoda
cefalometrica [4, 7]

1. Planul orizontal Frankfurt, de la conductul au
ditiv extern (Au) la punctul cel mai inferior al
orbitei (Or).

2. Planul nazo-frontal Dreyfus, din N perpendi
cular pe planul orizontal Frankfurt.

3. Planul orbito-frontal Simon, din Or perpendi-
cular pe planul orizontal.

significantly less common, with a 10-20 times lower
frequency (0.35%) than maxillary canines (Dachi &
Howell). Canine impaction is clinically significant
because canines play a crucial role in occlusal stability
and facial esthetics [4]. Etiology and Contributing
Factors: Lack of space in the dental arch can prolong
canine retention. Absence of adjacent lateral incisors,
root dilaceration, and ankylosis of permanent canines
are the most common local factors associated with
maxillary canine impaction. Anatomical and Topo-
graphical Variations: Canine impaction may occur
unilaterally or bilaterally, affecting the maxilla or
mandible. Based on position, impacted canines can
be: palatal; vestibular; anteroposteriorly displaced [6].

For the confirmation of a dental impaction diag-

Fig.2. A Planurile faciale trasate pe Teleradiografie. B
Punctele antropometrice notate in schema faciald

Fig.3.A Scanarea caninilor inclusi palatinal din aspect
frontal . B- Scanarea caninilor inclusi din aspect
ocluzal

Tomografia computerizatd cone-beam ofera un

excelent contrast al tesuturilor, eliminand suprapu-
nerile cu structurile invecinate[7, 9].

Fig.2. A Facial planes traced on the cephalometric
radiograph. B Anthropometric points marked on the
facial diagram.

Fig.3. A - Scan of palatally impacted canines from the
frontal view. B - Scan of impacted canines from the
occlusal view.
nosis, the following radiological investigations can be
used: extraoral radiographs and panoramic radiog-
raphy, which provide an overview, especially in cases

Fig.4. Investigatie CBCT intr-un caz cu incluzie
bilaterald de canini superiori A Sectiune coronard; B
sectiune sagitald; C sectiune axiald

Intr-o evaluare a duratei tratamentului orto-
dontic, Fink si Smith au analizat activitatea a sase
cabinete ortodontice private, incluzdnd un esantion
de 118 pacienti, si au constatat ca durata medie a

Fig.4. CBCT investigation in a case of bilateral
maxillary canine impaction. A - Coronal section;
B - Sagittal section; C - Axial section.

of bilateral or multiple impactions [4, 7]. The profile
photograph provides information about the three
reference planes described by Simon, Dreyfus, and
Schwarz through the cephalometric method:



tratamentului ortodontic pentru pacientii fard canini
inclusi a fost de 23,1 luni, cu un interval cuprins intre
19,4 si 27,9 luni [6]. Un alt studiu a evaluat durata
tratamentului la adolescenti cu canini inclusi pala-
tinal, gestionati prin tehnica eruptiei inchise. Durata
medie a tratamentului a fost de 25,8 luni in cazurile
unilaterale si de 32,3 luni in cazurile bilaterale [11].
Un studiu comparativ efectuat la pacienti adulti cu
canini inclusi palatinal tratati prin tehnica eruptiei
inchise a indicat cd, desi durata tratamentului nu a
fost semnificativ prelungita, a fost necesar un numar
mai mare de vizite. La pacientii adulti, rata de succes
a fost de 69,5%, comparativ cu 100% in randul paci-
entilor adolescenti [1, 2].

Caninii superiori inclusi necesitd un protocol
complex de evaluare diagnostica clinica si imagistica
pentru optimizarea planificarii terapeutice. Inter-
ventia precoce, constand in extractia caninilor tempo-
rari §i aplicarea de mecanici orientate spre cistigarea
de spatiu, poate preveni impactarea, in functie de
pozitia caninului fata de dintii anteriori ipsilate-
rali. In cazurile in care gestionarea precoce esueaza,
este necesard o abordare ortodonticd chirurgicald
pentru alinierea caninului in arcada. Pentru caninii
inclusi in pozitii bucale sau palatinale, sunt indicate
protocoale ortodontice si chirurgicale personalizate,
bazate pe evidentele disponibile. In cazul caninilor
impactati vestibular, pozitionarea fata de jonctiunea
muco-gingivald (MGJ) influenteazd decizia asupra
tehnicii chirurgicale optime. In aceste situatii, pot fi
utilizate trei tehnici — gingivectomia, lamboul pozi-
tionat apical sau tehnica eruptiei inchise - in functie
de localizarea dintelui. La caninii cu impactare pala-
tinald, abordarea deschisd ofera avantaje comparativ
cu eruptia inchisd, insa aceasta din urma are indicatii
specifice in anumite cazuri. Utilizarea corectd a meca-
nicii ortodontice si respectarea principiilor biomeca-
nice fundamentale pot reduce riscul complicatiilor
terapeutice. Aspectele critice includ stabilirea unei
ancorari eficiente in arcada maxilard, utilizarea unei
tehnici de adeziune fiabile pentru atasarea dispozi-
tivelor ortodontice si aplicarea corecta a vectorilor
de forta pentru tractarea caninului. Printre compli-
catiile posibile ale tratamentului caninilor inclusi se
numard anchiloza, resorbtia radiculara a dintelui sau
a dintilor adiacenti, deficientele estetice gingivale la
nivelul caninului inclus in comparatie cu cel contra-
lateral si durata prelungitd a tratamentului. Aproxi-
mativ o treime din caninii inclusi prezintd o pozitie
faciala. Pentru managementul caninilor impactati
vestibular, sunt disponibile doua abordéri chirur-
gicale. De asemenea, in cazul expunerii palatinale a
caninilor inclusi, se pot utiliza doua tehnici chirurgi-
cale: expunerea deschisd prin lambou trapezoidal sau
semilunar, si expunerea inchisa [1, 3, 5, 6, 11].

Caz clinic: Pacienta X, 36 ani

Anamneza: Acuze: Pacienta acuza defect estetic
de culoare, forma si dimensiune a caninilor maxilari.
Istoricul actualei maladii: In timpul controlului de
rutina pentru o procedura terapeuticd medicul stoma-
tolog a identificat prezenta caninilor temporari pe

1. The Frankfurt horizontal plane, from the
external auditory canal (Au) to the lowest
point of the orbit (Or).

2. The Dreyfus naso-frontal plane, from N
perpendicular to the Frankfurt horizontal
plane.

3. The Simon orbito-frontal plane, from Or
perpendicular to the Frankfurt horizontal
plane.

Cone-beam computed tomography (CBCT)
provides excellent soft tissue contrast, eliminating
superimpositions with adjacent structures [7, 9].

In an evaluation of orthodontic treatment dura-
tion, Fink and Smith analyzed data from six private
orthodontic practices, including a sample of 118
patients. They found that the average treatment dura-
tion for patients without impacted canines was 23.1
months, ranging between 19.4 and 27.9 months [6].
Another study assessed treatment duration in adoles-
cents with palatally impacted canines managed using
the closed eruption technique. The average treat-
ment duration was 25.8 months for unilateral cases
and 32.3 months for bilateral cases [11]. A compar-
ative study on adult patients with palatally impacted
canines treated with the closed eruption technique
indicated that, although the treatment duration was
not significantly extended, a greater number of visits
was required. In adult patients, the success rate was
69.5% compared to 100% in adolescent patients [1, 2].

Impacted maxillary canines require a comprehen-
sive diagnostic evaluation protocol, including both
clinical and imaging assessments, to optimize treat-
ment planning. Early intervention, consisting of the
extraction of primary canines and the application
of mechanics aimed at creating space, can prevent
impaction depending on the position of the canine
relative to the ipsilateral anterior teeth. In cases
where early management fails, a combined orthodon-
tic-surgical approach is necessary to align the canine
within the arch. For canines impacted in buccal
or palatal positions, customized orthodontic and
surgical protocols should be implemented based on
available evidence. In cases of vestibularly impacted
canines, their position relative to the mucogingival
junction (MG]J) influences the choice of the optimal
surgical technique. Three techniques may be used
in such cases—gingivectomy, an apically positioned
flap, or the closed eruption technique—depending on
the tooth’s location. For palatally impacted canines,
the open exposure approach offers advantages over
closed eruption, though the latter has specific indi-
cations in certain cases. Proper use of orthodontic
mechanics and adherence to fundamental biome-
chanical principles can reduce the risk of therapeutic
complications. Critical aspects include establishing
effective anchorage within the maxillary arch, using
a reliable bonding technique for orthodontic attach-
ments, and correctly applying force vectors to guide
the impacted canine into position. Potential compli-
cations in the treatment of impacted canines include
ankylosis, root resorption of the impacted tooth or
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arcada dentard. Anterior nu a suportat nici un trata-
ment ortodontic. Istoricul vietii: Nastere la termen, pe
cale naturald, dezvoltarea psihici si fizica corespunde
varstei; alimentatia este cantitativ si calitativ echili-
bratd. Antecedente hetero-colaterale: maladii de ordin
general (TBC, HIV, SIDA) neaga. Rudele de gradul I
nu prezintd maladii dento-maxilare. Anamneza aler-
gologica: alergii la medicamente, produse alimentare
si de uz general neaga. Antecedente personale: obice-
iuri vicioase neaga, tratament ortodontic nu a urmat.

Examenul clinic general si exobucal:

Tip constitutional: dolicocefal, normostenic.
Pozitia corpului: normald. Dezvoltarea generald: in
limitele normei.

Aspecte exobucale: Din incidentd frontald: fata
ovala, simetrica in stare de repaus si in timpul sura-
sului; etajele fetei egale; tegumentele roz-pale fara
formatiuni patologice; buzele de culoare rosie cu
contur limitat, bine exprimat; santurile labio-men-
toniere si nazo-labiale usor exprimate. Din incidentd
laterald: profilul fetei convex. Palpare: structuri
osoase integre, punctele de emergenta a nervului
trigemen- indolore; ganglioni limfatici: mobili, elas-
tici, indolori. Examenul ATM: amplitudinea deschi-
derii cavititii bucale este in norm4, excursia condi-
lilor fara cracmente, crepitatii sau durere.

Aspecte endobucale:

— Prezenta dintilor temporari 5.3 §i 6.3 pe arcada

— La examenul ocluziei statice s-a detectat:

In plan sagital: La nivel incisiv raport neutru; La
nivel canin raport neutru stanga/dreapta; La nivelul
molarilor raport neutru stinga/dreapta.

In plan transversal: La nivelul incisivilor: linia
interincisivala inferioara coincide cu cea superioara si
cu linia mediana; La nivelul caninilor: raport neutru
stinga/dreapta, fetele vestibulare a caninilor inferiori
contacteaza cu fetele palatinale ale caninului si inci-
sivului lateral superior; La nivelul molarilor: raport
neutru stanga/dreapta, cuspizii vestibulari ai mola-
rilor inferiori contacteazd cu santul intercuspidian al
molarilor superiori.

In plan vertical: In zona incisiva dintii superiori
acopera dintii inferiori cu 1/3 din indltimea lor; La
nivelul caninilor raport neutru stinga/dreapta; La
nivelul molarilor: raport neutru stinga/dreapta.

Examenul functional: Tonusul muscular: tonusul
muschilor propulsori, ridicatori si coboratori ai
mandibulei- in normd; tonusul musculaturii limbii-
in norma. Tipul respiratiei- nazala. Tipul deglutitiei
— de tip adult, limba plasata in sus si in spatele inci-
sivilor superiori la nivelul plicii palatine,inchiderea
fantei labiale. Tipul masticatiei: normal .

Diagnostic preventiv

Malocluzie clasa I Angle. Incluzia d.1.3 §1 2.3

Examenul fotometric: Incidenta frontala releva
o fata simetricd in repaus, cu dimensiunile etajului
superior, mediu si inferior aproximativ egale.
Aspectul zdmbetului evidentiazd prezenta caninilor
subdimensionati in raport cu restul dintilor de pe
arcada.

adjacent teeth, gingival esthetic deficiencies of the
impacted canine compared to its contralateral coun-
terpart, and prolonged treatment duration. Approx-
imately one-third of impacted canines present with
a facial position. For managing vestibularly impacted
canines, two surgical approaches are available. Addi-
tionally, for palatally impacted canines, two exposure
techniques can be used: open exposure using a trap-
ezoidal or semilunar flap and closed exposure [1, 3,
5,6, 11].

Clinical Case: Patient X, 36 Years Old

Anamnesis: Complaints: the patient complains
of an aesthetic defect in the color, shape, and size of
the maxillary canines.History of the current condi-
tion:during a routine check-up for a therapeutic
procedure, the dentist identified the presence of
temporary canines in the dental arch. The patient has
not previously undergone any orthodontic treatment.
Medical history: full-term birth, natural delivery,
with physical and psychological development corre-
sponding to age; diet is quantitatively and qualita-
tively balanced. Hetero-collateral history: the patient
denies general diseases such as tuberculosis (TBC),
HIV, or AIDS. First-degree relatives do not present
any dento-maxillary conditions. Allergy history: the
patient denies any allergies to medications, food, or
general-use products. Personal history:

the patient denies harmful habits and has not
undergone orthodontic treatment

General and extraoral clinical examination:

Constitutional type: dolichocephalic, normos-
thenic. Body posture: normal. General development:
within normal limits.

Extraoral aspects: Frontal view: oval, symmetrical
face at rest and during smiling; equal facial thirds;
pink-pale skin without pathological formations; lips
are red with well-defined contours; nasolabial and
labiomental folds are slightly expressed. Lateral view:
convex facial profile. Palpation:Bone structures are
intact, trigeminal nerve emergence points are pain-
less, lymph nodes: Mobile, elastic, painless, TM]
examination in normal mouth opening amplitude,
condylar excursion without clicking, crepitation, or
pain.

Intraoral examination:

- Presence of retained primary canines 5.3 and

6.3 in the dental arch.

- Static occlusion findings:

Sagittal plane: Incisor level: neutral relationship.
Canine level: neutral relationship on both sides.
Molar level: neutral relationship on both sides.

Transversal plane: Incisor level: the lower midline
coincides with the upper midline and facial midline.
Canine level: neutral relationship on both sides;
the vestibular surfaces of the lower canines contact
the palatal surfaces of the upper canine and lateral
incisor. Molar level: neutral relationship on both
sides; the vestibular cusps of the lower molars contact
the intercuspal grooves of the upper molars.

Vertical plane: The upper incisors overlap the
lower incisors by 1/3 of their height.Canine level:



Fig.5.Examenul fotometric din: A- incidentd frontald,
B- din profil dreapta si C - din profil stdnga

Algoritmul de studiere a modelelor:

Realizarea modelelor clasice este o etapa de baza
in diagnosticul anomaliilor dento-maxilare, datoritd
careia determinam corect din punct de vedere dimen-
sional, dezvoltarea arcadelor alveolare si ocluzia
dentara.

Pe baza modelului am obfinut date despre:

o Latimea arcadei alveolare;

» Compararea simetriei sagitale si transversale

si deplasarea liniei mediane;

o Pozitia dintilor pe arcada dentar3;

o Disarmoniile dentare;

Am studiat forma arcadelor dentare impreuna cu
relatiile normale si patologice dintre acestea in toate 3
planuri (Vertical, Transversal si Sagital).

Fig.5. Photometric examination from A - Frontal
view, B - Right profile view, and C - Left profile view.

Neutral relationship on both sides.Molar level:
Neutral relationship on both sides.

Functional examination: Muscle tone: normal
tone of mandibular propulsor, elevator, and depressor
muscles, normal tone of tongue muscles. Breathing
type: nasal. Swallowing type: adult pattern, with the
tongue placed upwards and behind the upper inci-
sors at the level of the palatal fold, with complete lip
closure. Chewing type: normal.

Preventive diagnosis:

Class I Angle malocclusion. Inclusion of teeth 1.3
and 2.3.

Photometric Examination: The frontal incidence
reveals a symmetrical face at rest, with approximately
equal dimensions of the upper, middle, and lower

Fig.6.Studiul modelelor cu incluzie dentard; A
incidentd frontald- evaluarea simetricitdtii liniei
mediane; B incidentd de profil dreapta - evaluarea
raportului molar si canin; C incidentd de profil
stanga- evaluarea raportului molar si canin

Fig.6. Study of models with dental impaction; A -
Frontal view: Evaluation of midline symmetry; B
- Right profile view: Evaluation of molar and canine
relationship; C - Left profile view: Evaluation of
molar and canine relationship.

Fig.7.La examenul radiologic se vizualizeazd incluzia
d.1.3 si d.2.3, provocatd de blocarea drumului de
eruptie prin prezenta dintilor temporari 5.3 5i 6.3 pe
arcadd

Fig.7. Radiographic examination showing impaction
of teeth 13 and 23 due to the persistence of primary
teeth 5.3 and 6.3
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Fig.8. Tomografia computerizatd. Imagine in sectiune  Fig.8. CBCT scan - sagittal section image of impacted

sagitald a caninilor superiori inclusi. maxillary canines
Diagnostic definitiv: facial thirds. The smile analysis highlights the pres-
Malocluzie clasa I Angle. Incluzia d.1.3 si 2.3 ence of undersized canines compared to the rest of

the teeth in the arch.
Plan de tratament:

1. Fixarea aparatului ortodontic fix la arcada The algorithm for studying models

superioara; The fabrication of conventional models is a funda-
2. Extractia dintilor temporari 5.3 si 6.3; mental step in diagnosing dento-maxillary anomalies.
3. Tunelizarea si descoperirea caninilor inclusi; This process allows an accurate dimensional assess-
4. Tractiunea caninilor si ghidarea lor corectiin ~ ment of the development of the alveolar arches and
arcada dentara; dental occlusion.
5. Durata tratamentului 2 ani; From the model analysis, we obtained data
6. Respectarea perioadei de contentie. regarding:
Etape de tratament: o The width of the alveolar arch;

Fig.9. Fixarea aparatului ortodontic fix metalic la Fig.10. Tractiunea dintelui 2.3 inclus, care a fost
arcada superioard descoperit prin abord chirurgical palatinal
Fig.9. Placement of a fixed orthodontic appliance on Fig.10. Traction of the impacted tooth 2.3, which was
the upper arch surgically exposed using a palatal approach

Fig.11.Etapa de tratament ortodontic, 8 luni postextractional se vizualizeazd dintele 1.3 pe care este fixat un
inel ortodontic utilizat ca punct de ancorare pentru tractiunea caninului si ghidarea acestuia in pozitie corectd
pe arcada dentard
Fig.11. Orthodontic treatment stage, 8 months post-extraction. Tooth 1.3 is visible with an orthodontic ring
fixed as an anchorage point for canine traction and guidance into the correct position in the dental arch.
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Fig.12.Etapad de tratament ortodontic, indepdrtarea inelului ortodontic si fixarea bracketului pe dintele 1.3 si
continuarea ghidarii acestuia in arcada dentard printr-o ligaturd metalicd.
Fig.12. Orthodontic treatment stage: removal of the orthodontic ring and bonding of the bracket on tooth 1.3,
with continued guidance of the tooth into the dental arch using a metal ligature.

g
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Fig.13. A - alinierea ortodonticd in arcada dentard a DP 1.3 la 12 luni de la initierea tratamentului ortodontic;
B - Raportul canin
Fig.13. A - Orthodontic alignment in the dental arch of tooth DP 1.3 at 12 months after the initiation of
orthodontic treatment; B - Canine relationship.

Tratamentul incluziei dentare este unul complex
si necesita ajustéri periodice ale aparatului fix la inter-
vale scurte de timp (2-4 sdptimani), permitindu-i sd
coboare treptat, fird a provoca leziuni tesuturilor din
jur. Procesul este unul gradual, iar frecventa ajusta-
rilor poate varia in functie de riaspunsul individual
al pacientului la tratament si de pozitia initiala a
caninului. Pacienta prezinti un prognostic favo-
rabil. Caninul 1.3 a ocupat pozitia corectd in arcada
dentard in decursul a 12 luni de la initierea tratamen-
tului ortodontic reprezentat in figura 13, astfel putem
prognoza ca alinierea DP 2.3 se va finaliza cu succes
aproximativ in acelasi interval de timp astfel in suma
tratamentul incluziei dentare bilaterale se estimeazd
la 18-24 luni.

Concluzie:

1) Studiul realizat subliniazd importanta abordarii
interdisciplinare pentru obtinerea rezultatelor
functionale si estetice in tratamentul incluziei
dentare. Planificarea tratamentului trebuie si
fie personalizatd, sd includd examinarea deta-
liata clinica si paraclinica, pentru ca interven-
tiile chirurgicale si ortodontice sd minimizeze
complicatiile si sd asigure integrarea eficientd a
dintelui inclus in arcada dentara.

2) Colaborarea stransi intre ortodonti si chirurgii
oro-maxilo-faciali si utilizarea examenelor
radiologice complementare este vitald pentru
diagnosticarea precoce si corectd a incluziei
dentare.

o Comparison of sagittal and transverse
symmetry and midline deviation;

« Tooth positioning within the dental arch;

« Dental disharmonies;

The shape of the dental arches and their normal
and pathological relationships in all three planes:
Vertical, Transverse, and Sagittal.

Definitive Diagnosis: Angle Class I Malocclu-
sion, impacted canines 1.3 and 2.3

Treatment Plan:

1. Placement of a fixed orthodontic appliance on

the upper arch

2. Extraction of primary teeth 5.3 and 6.3

3. Tunnelization and exposure of the impacted

canines

4. Traction and guided alignment of the canines

into the dental arch

5. Estimated treatment duration: 2 years

6. Strict adherence to the retention phase

Treatment Stages:

Treatment Considerations

It is a complex case that requires periodic adjust-
ments of the fixed appliance at short intervals (2-4
weeks), allowing for gradual movement without
causing damage to the surrounding tissues. The
process is gradual, and the frequency of adjustments
may vary depending on the individual patient’s
response to treatment and the initial position of the
canine. The patient has a favorable prognosis. Tooth
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10.

11.

3) Printr-o abordare multidisciplinard corect
structurata evitdm anumite riscuri, precum
resorbtia radiculard, anchiloze, diverse dere-
gldri functionale si estetice, crescand semnifi-
cativ rata de succes si asigurdnd un prognostic
pozitiv de lunga durata.
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1.3 assumed the correct position in the dental arch
within 12 months from the initiation of orthodontic
treatment, as shown in Figure 13, so we can predict
that the alignment of tooth 2.3 will be successfully
completed in approximately the same time frame. In
summary, the treatment for bilateral dental impac-
tion is estimated to last 18-24 months.

Conclusion:

1. This study emphasizes the importance of an
interdisciplinary approach to achieving both
functional and aesthetic results in the treat-
ment of impacted canines. A personalized
treatment plan, including detailed clinical
and paraclinical examinations, is crucial to
ensuring successful surgical and orthodontic
interventions while minimizing complica-
tions and optimizing the integration of the
impacted tooth into the dental arch.

2. Close collaboration between orthodontists
and oral-maxillofacial surgeons, combined
with the use of complementary radiological
examinations, is essential for the early and
accurate diagnosis of dental impactions.

3. A well-structured multidisciplinary approach
helps prevent risks such as root resorption,
ankylosis, functional disorders, and aesthetic
concerns, significantly increasing the success
rate and ensuring a long-term positive prog-
nosis.
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Rezumat

Introducere. Frica si anxietatea dentard sunt
probleme frecvente in stomatologia pediatricd,
influentdnd complianta pacientilor si succesul trata-
mentului. Durerea resimtitd in timpul administrarii
anesteziei locale este unul dintre principalii factori
declansatori ai anxietatii, iar tehnologiile inovatoare
de administrare a anestezicelor pot contribui la redu-
cerea acestei probleme. Scopul lucrarii. Evaluarea
metodelor inovative de administrare a anesteziei
locale la copii si analiza impactului acestora asupra
reducerii anxietdtii dentare. Materiale si metode.
Studiul a inclus 57 de copii cu varste intre 5 si 10 ani,
care au completat un chestionar bazat pe Facial Image
Scale (FIS), evaluidnd nivelul fricii fatd de diverse
aspecte stomatologice. Datele obtinute au fost compa-
rate cu literatura de specialitate, analizind eficienta
metodelor alternative de anestezie, precum injec-
tiile fara ac, anestezia computerizata si dispozitivele
vibrotactile. Rezultate. Datele studiului evidentiaza
ca frica de injectii este principalul factor anxiogen
(53%), urmata de teama provocata de instrumentele
stomatologice (34%). Utilizarea tehnologiilor inova-
toare de administrare a anesteziei a demonstrat o
reducere semnificativd a anxietdtii dentare. Studiile
analizate confirma cd metodele precum anestezia fara
ac si vibratiile aplicate la locul injectérii contribuie la
un control mai eficient al durerii si la o experientd mai
pozitiva a pacientului pediatric. Concluzii. Studiul
demonstreazd ci utilizarea metodelor inovative de
administrare a anesteziei locale in stomatologia pedi-
atrica reduce semnificativ anxietatea si imbuniti-
teste acceptarea tratamentului de cétre copii. Aceste
metode reprezintd o solutie eficientd pentru optimi-

INNOVATIVE TECHNIQUES IN
ADMINISTRATION OF LOCAL
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Summary

Introduction. Dental fear and anxiety are
common issues in pediatric dentistry, affecting
patient compliance and treatment success. The pain
experienced during local anesthesia administration is
one of the primary triggers of anxiety, and innova-
tive anesthetic delivery technologies can help mitigate
this problem. Purpose of the work. To evaluate inno-
vative methods of local anesthesia administration in
children and analyze their impact on reducing dental
anxiety. Material and Methods. The study included
57 children aged 5 to 10 years who completed a
questionnaire based on the Facial Image Scale (FIS)
to assess their level of fear regarding various dental
aspects. The collected data were compared with the
specialized literature, analyzing the effectiveness of
alternative anesthesia methods such as needle-free
injections, computerized anesthesia and vibrotactile
devices. Results. The study data highlight that the fear
of injections is the primary anxiety-inducing factor
(53%), followed by the distress caused by dental instru-
ments (34%).The use of innovative anesthesia admin-
istration technologies significantly reduced dental
anxiety. The reviewed studies confirm that methods
such as needle-free anesthesia and vibration applied
at the injection site contribute to more effective pain
control and a more positive experience for pediatric
patients. Conclusions. The study demonstrates that
the use of innovative local anesthesia administration
methods in pediatric dentistry significantly reduces
anxiety and improves children’s acceptance of treat-
ment. These methods represent an effective solution
for optimizing the patient experience and enhancing
the efficiency of dental treatments.
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zarea experientei pacientului si pentru cresterea efici-
entei tratamentelor stomatologice.

Cuvinte-cheie: anestezie locald, copii, anxietate,
durere, metode alternative

Introducere

Durerea este ,,0 experientd dezagreabila senzo-
riald si emotionald asociatd unei leziuni tisulare
reald, potentiald sau descrisd in termenii unei astfel
de leziuni”. Conform datelor actuale, experimen-
tale si clinice, durerea este, in fapt, expresia sumatiei
complexe dintre senzatia dureroasa initiald, declan-
satd de actiunea unui stimul dureros care are o baza
neurofiziologicd/ neurobiochimica, si comporta-
mentul ,algic”, respectiv totalitatea reactiilor de
raspuns ale organismului fatd de aceastd senzatie
dureroasi [6].

In domeniul stomatologiei pediatrice, durerea
reprezintd motivatia unui dualism atitudinal compor-
tamental stresogen al copilului:

- pe de o parte solicitarea, inca frecvents, in
urgentd a consultatiei §i tratamentului de
specialitate;

- pe de altd parte, evitarea, aménarea, respin-
gerea — rejetarea acestora de cétre copil [11].

Interventiile stomatologice sunt adesea inso-
tite de anxietate §i durere la copii. Unul dintre cei
mai importanti factori care influenteazd succesul in
stomatologia pediatricd este controlul durerii. Mana-
gementul de succes al comportamentului se bazeaza
in mare masurd pe implementarea unui control
eficient al durerii pentru tratamentul stomatologic al
oricdrui copil [20]. Prevenirea durerii duce la o relatie
pozitiva , bazata pe incredere , intre medicul stoma-
tolog si copil, atenuind astfel anxietatea si temerile
copilului si contribuind la dezvoltarea unei atitudini
bune fata de viitoarele tratamente stomatologice [1].

Frica este o reactie momentana, fondata pe slaba
apreciere a fortelor proprii, comparativ cu cele ale
factorului amenintitor. Poate fi nativa, asociatd cu
complexul de nesigurantd, sau poate fi rezultatul
unor experiente neplacute anterioare [9]. Frica si
anxietatea dentara sunt frecvent asociate cu utilizarea
acelor si a seringilor pentru anestezia locald. Perceptia
dureroasa in timpul administrarii anestezicelor locale
este adesea principalul motiv al comportamentelor
anxioase si al reactiilor defensive si poate fi cauzaté de
punctia tisulard, presiunea si viteza de injectare a lichi-
dului, temperatura anestezicului si controlul tactil al
operatorului asupra acului. Aparenta amenintitoare
a seringilor poate contribui, de asemenea, la provo-
carea sau cresterea fricii, in special la copiii anxiosi.
Comportamentul legat de frica si anxietate a fost
mult timp si este recunoscut ca cel mai dificil aspect
al managementului pacientului §i un comportament
corect poate submina o ingrijire dentara adecvata, in
special la copii [10].

Astfel, pentru a aborda aceste neajunsuri, cerce-
tarea noilor metode- mai putin invazive pentru admi-
nistrarea anestezicelor locale, a cistigat atentie. Acest
articol prezintd dispozitive si metode alternative de

Keywords: local anesthesia, children, anxiety,
pain, alternative methods

Introduction

Pain is defined as «an unpleasant sensory and
emotional experience associated with actual or
potential tissue damage, or described in terms of
such damage.» According to current experimental
and clinical data, pain is, in fact, the summation of
a complex interplay between the initial nociceptive
sensation, triggered by a painful stimulus with a
neurophysiological/ neurobiochemical basis, and the
“algic” behavioral response, representing the totality
of the organism’s reactions to this painful sensation
[6].

In pediatric dentistry, pain represents a key factor
influencing a child’s distress-related behavioral
dualism:

- on one hand, the frequent solicitation for

urgent consultation and specialized treatment;

- on the other hand, the avoidance, postpone-

ment, rejection - refusal of these by the child
[11].

Dental interventions are often accompanied by
anxiety and pain in children. One of the most impor-
tant factors influencing success in pediatric dentistry
is pain control. Successful behavior management
largely relies on implementing effective pain control
for the dental treatment of any child [20]. Preventing
pain leads to a positive, trust-based relationship
between the dentist and the child, thereby allevi-
ating the child’s anxiety and fears and contributing to
developing a positive attitude towards future dental
treatments [1].

Fear is a momentary reaction, based on the weak
assessment of one’s own strengths compared to those
of the threatening factor. It can be innate, associated
with the insecurity complex, or it can result from
unpleasant previous experiences [9]. Dental fear and
anxiety are often associated with the use of needles
and syringes for local anesthesia. The perception of
pain during the administration of local anesthetics
is often the main reason for anxious behaviors and
defensive reactions and can be caused by tissue punc-
ture, pressure, and injection speed of the liquid, the
temperature of the anesthetic, and the tactile control
of the needle by the operator. The threatening appear-
ance of syringes can also contribute to triggering or
increasing fear, especially in anxious children. Fear
and anxiety-related behavior have long been and are
recognized as the most challenging aspect of patient
management, and correct behavior can undermine
proper dental care, especially in children [10].

Therefore, to address these shortcomings, research
into new, less invasive methods for administering
local anesthesia has gained attention. This review
presents devices and alternative methods for admin-
istering local anesthesia in children, aiming to reduce
anxiety and pain management in pediatric dentistry.



administrare a anesteziei locale la copii, care au drept
scop reducerea anxietatii si managementul durerii in
stomatologia pediatrica.

Materiale si metode de cercetare

Pentru a realiza scopul lucrarii propuse, materia-
lele utilizate au fost cele nationale si internationale. Am
utilizat motoare de ciutare precum PubMed, Science-
Direct, ResearchGate, Cochrane Library. Informatia
utilizatd a fost sub forma de carti, publicatii stiintifice,
brosuri, studii efectuate la nivel international.

A fost efectuata cautarea dupa cuvintele cheie:
anestezie locald, copii, anxietate, durere, metode
alternative.

In urma unei selectii initiale, au fost identificate
60 de articole, dintre care 26 au fost considerate rele-
vante pentru analiza finald. Pentru fiecare articol
selectat, au fost analizate abstractele si textele inte-
grale, iar informatiile relevante au fost sistematizate si
integrate in contextul viziunii contemporane asupra
acestui subiect.

Criteriile de includere au fost: studii clinice
controlate randomizate, meta-analize, review-uri
sistematice, studii de cohortd si studii retrospec-
tive, care au comparat diverse metode inovative de
anestezie locald cu tehnicile conventionale. Criterii
de excludere: dublarea rezultatelor cdutérii, studii in
afara criteriilor de includere.

Totodatd, s-a efectuat un studiu care a inclus 57
copii (figura 1) : 35 fete (61,4%) si 22 baieti (38,6%),
care s-au adresat in sectia de Chirurgie OMF Pedi-
atricd a IMSP IMC Clinica ,,Emilian Cotaga”. Esan-
tionul include copii cu varste cuprinse intre 5 si 10
ani, cu o repartitie relativ echilibratd intre categorii.
Se observa ca numarul cel mai mare de participanti se
afla in categoriile de varstd 5 si 6 ani (figura 2). Acestia,
cu ajutorul parintelui care-l insoteste, au completat
un chestionar (figura 3) bazat pe 7 intrebari, indicAnd
prin intermediul FIS (Facial Image Scale) nivelul de
frica fatd de anumite variabile. Datele obtinute au fost
analizate comparativ cu rezultatele studiilor interna-
tionale, pentru a identifica cele mai eficiente metode
de reducere a anxietatii dentare prin utilizarea tehno-
logiilor inovatoare de administrare a anesteziei.
Procesul de stocare, analizd si prezentare a datelor a
fost realizat prin intermediul instrumentelor Micro-
soft Word 2019 si Microsoft Excel 2019, optimizand
organizarea si interpretarea informatiilor

Baleti

Fete | 9

Fig.1. Distributia pacientilor dupd sex
Fig.1. Distribution of patients by gender

Material and methods

To achieve the objective of this study, both
national and international sources were utilized. The
literature review was conducted using search engines
such as Google Scholar, PubMed, ResearchGate,
and ScienceDirect were employed. The information
analyzed included books, scientific publications,
brochures, and internationally conducted studies.

The search was performed using the following
keywords: local anesthesia, children, anxiety, pain,
alternative methods.

Following an initial selection, 60 articles were
identified, out of which 26 were considered rele-
vant for the final analysis. For each selected article,
abstracts and full texts were reviewed and the rele-
vant information was systematically organized and
integrated into the contemporary perspective on this
topic.

The inclusion criteria comprised: randomized
controlled clinical trials (RCTs), meta-analyses,
systematic reviews, cohort studies and retrospective
studies, which compared various innovative methods
of local anesthesia with conventional techniques.
Exclusion criteria: doubling the search results, studies
outside the inclusion criteria.

Additionally, a study was conducted involving
57 children (Figure 1): 35 girls (61.4%) and 22 boys
(38.6%), who sought care at the Pediatric Oral and
Maxillofacial Surgery Department of IMSP IMC
»Emilian Cotaga” Clinic. The sample included chil-
dren aged 5 to 10 years, with a relatively balanced
distribution across age categories. It was observed
that the largest number of participants belonged to
the 5- and 6-year-old age groups (Figure 2). With the
assistance of their accompanying parent, the children
completed a questionnaire (Figure 3) consisting of
seven questions, using the Facial Image Scale (FIS) to
indicate their level of fear regarding specific variables.
The collected data were analyzed in comparison with
international studies to identify the most effective
methods for reducing dental anxiety through the use
of innovative anesthesia administration technologies.
The process of data storage, analysis and presenta-
tion was conducted using Microsoft Word 2019 and
Microsoft Excel 2019, ensuring optimal organization
and interpretation of the collected information.

12
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Numar copii

S 6 7 a8 9 10
Varsta (ani)

Fig.2. Distributia pacientilor dupd varstd
Fig.2. Distribution of patients by age
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Fig.3. Chestionar de evaluare a anxietdtii dentare la
copii (elaborat si adaptat conform structurii studiului)

Rezultate si discutii

Rezultatele obtinute in graficul de mai jos (figura
4) aratd cd frica fatd de interventiile stomatologice
scade progresiv odati cu inaintarea in varsta. In grupa
de varstd 5-6 ani, nivelul de anxietate este maxim,
fiind raportat de 75% dintre fete si 68% dintre baieti.
Aceastd proportie ridicatd poate fi atribuita lipsei de
experientd anterioard cu tratamentele dentare, temerii
de durere sau influentei povestirilor negative primite
din mediul familial sau social. Pe masura ce copiii
cresc si dobandesc o mai mare familiaritate cu inter-
ventiile stomatologice, prevalenta fricii scade. Astfel,
in grupa de varstd 9-10 ani, procentul copiilor care
raporteazd frica se reduce la 48% pentru fete si 42%
pentru baieti. Acest fenomen sugereaza cd expunerea
repetatd la consultatiile stomatologice, impreuna
cu o abordare adecvati din partea medicului, poate
contribui la reducerea anxietatii.

O tendinta clara observata in analiza datelor este
faptul ca fetele manifesta un nivel mai ridicat de anxi-
etate fatd de procedurile stomatologice comparativ cu
baietii, in toate grupele de varsta analizate. Aceastd
diferenta poate avea mai multe explicatii, printre care
o sensibilitate emotionald mai accentuatd la fete, o
expresivitate mai mare in comunicarea temerilor sau
mecanisme distincte de procesare a stresului.

De asemenea, diagrama prezentatd in figura 5

Fig.3. Questionnaire to assess dental fear and anxiety
in children (adapted to the study framework)

Results and discussions

The results presented in the graph below (Figure
4) show that fear of dental procedures progressively
decreases with age. In the 5-6-year-old age group,
anxiety levels are at their highest, reported by 75%
of girls and 68% of boys. This high proportion can
be attributed to a lack of prior experience with dental
treatments, fear of pain, or the influence of negative
stories from family or social environments. As chil-
dren grow and become more familiar with dental
procedures, the prevalence of fear decreases. Thus, in
the 9-10-year-old age group, the percentage of chil-
dren reporting fear drops to 48% for girls and 42% for
boys. This phenomenon suggests that repeated expo-
sure to dental visits, combined with an appropriate
approach by the dentist, can help reduce anxiety.
A clear trend observed in the data analysis is that
girls exhibit a higher level of anxiety toward dental
procedures compared to boys across all age groups
analyzed. This difference may be explained by several
factors, including greater emotional sensitivity in
girls, higher expressiveness in communicating fears,
or distinct stress-processing mechanisms.

Additionally, the diagram presented in Figure
5 illustrates the main sources of anxiety in children
during dental treatments, highlighting that injec-
tions are the most feared aspect (53%), confirming
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Fig.4. Prevalenta fricii fatd de procedurile
stomatologice la copii
Fig.4. Prevalence of fear of dental procedures in
children

reflectd principalele surse de anxietate ale copiilor in
timpul tratamentelor stomatologice, evidentiind ca
injectiile sunt cel mai temut aspect al copiilor (53%),
ceea ce confirma impactul negativ al acelor asupra
perceptiei durerii. Instrumentele si utilajele stoma-
tologice genereaza fricd in 34% dintre cazuri, indi-
cand o sensibilitate crescutd la zgomotele si aspectul
acestora. In schimb, controlul cavitatii bucale (5%) si
prezenta medicului stomatolog (8%) sunt percepute
cu mai putind anxietate, ceea ce sugereaza cd factorul
uman §i examinarea propriu-zisa nu sunt principalele
cauze ale stresului.

Avand in vedere cd 53% dintre copii manifestd
frica fata de injectii, utilizarea unor dispozitive fird
ac, precum Medjet-1II, poate fi o alternativa eficienta
pentru reducerea acestui disconfort. In plus, pentru
34% dintre copii care se tem de instrumentele stoma-
tologice, tehnicile bazate pe vibratii, precum Dental-
Vibe si Buzzy Device, pot ajuta la distragerea atentiei
sila diminuarea senzatiei de durere.

Tinand cont de aceste observatii, este esential sd
analizam mai detaliat mecanismele de actiune si efici-
enta fiecdrei tehnologii inovatoare utilizate in admi-
nistrarea anesteziei locale, punand accent pe benefi-
ciile specifice si aplicabilitatea lor clinica.

Conform literaturii de specialitate, dispozitivul
Medjet-III este un sistem de administrare a aneste-
ziei fara ac, bazat pe energie mecanicd, care gene-
reazd presiune pentru a permite infiltrarea unui flux
subtire de anestezic in tesuturile moi. Se presupune
cd are beneficii fata de metodele traditionale de infil-
trare prin afisarea unui debut rapid al anesteziei tesu-
tului moale, distributie controlata a dozei anestetice
si acceptare ridicatd in cazurile pacientilor cu fobie
de ace [17]. Lipsa acului pentru administrare sustine
un rezultat psihologic pozitiv. Acest dispozitiv poate
directiona solutia anestezicd cu un orificiu mic - de
sapte ori mai mic decét cel mai mic ac disponibil din
lume [15]. Poate administra volume intradermice,
subcutanate si intramusculare de 0,01-1 cm3 la 2.000
psi. Poate contribui la anestezia nedureroasa si este
ideal pentru injectarile nazopalatine si a orificiului
palatin mare.

= Injectii
= Intrumente/utilaj
stomatologic

= Controlul cav. bucale

Madicul siomatolog

Fig.5. Distributia fricii la copii fatd de diverse aspecte
stomatologice
Fig.5. Distribution of dental fear in children

the negative impact of needles on pain perception.
Dental instruments and equipment induce fear in
34% of cases, indicating a heightened sensitivity to
their noise and appearance. In contrast, oral cavity
examination (5%) and the presence of the dentist
(8%) are perceived with less anxiety, suggesting that
the human factor and the examination itself are not
the primary causes of stress.

Given that 53% of children experience fear of
injections, the use of needle-free devices such as
Medjet-III can be an effective alternative to reduce
this discomfort. Additionally, for the 34% of children
who fear dental instruments, vibration-based tech-
niques such as DentalVibe and Buzzy Device can help
divert attention and minimize the sensation of pain.

Considering these observations, it is essential to
conduct a more detailed analysis of the mechanisms of
action and the efficacy of each innovative technology
used in local anesthesia administration, emphasizing
their specific benefits and clinical applicability.

According to the specialized literature, the
Medjet-III device is a needle-free anesthesia delivery
system that utilizes mechanical energy to generate
pressure, allowing the infiltration of a thin stream
of anesthetic into soft tissues. It is presumed to offer
advantages over traditional infiltration techniques
by ensuring a rapid onset of soft tissue anesthesia,
controlled anesthetic dose distribution, and increased
acceptance among patients with needle phobia [17].
The absence of a needle contributes to a positive
psychological outcome. This device directs the anes-
thetic solution through a small orifice—seven times
smaller than the smallest available needle [15]—
enabling the administration of intradermal, subcuta-
neous, and intramuscular volumes ranging from 0.01
to 1 cm?® at 2,000 psi. It is particularly effective for
painless anesthesia and is ideal for nasopalatine and
greater palatine nerve blocks.

In addition to needle-free injectors, Carugo et al.
(2020) analyzed the QuickSleeper® computer-assisted
system for intraosseous anesthesia, concluding that
this modern technology significantly reduces pain
compared to conventional methods, particularly in
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Pe langa utilizarea injectoarelor fird ac, Carugo
et al. (2020) au analizat sistemul computerizat Quic-
kSleeper® pentru anestezia intraosoasa, concluzionand
céd aceastd tehnologie moderna reduce semnificativ
durerea in comparatie cu metodele conventionale,
in special la copii [4]. QuickSleeper functioneaza prin
administrarea controlatd a anesteziei la o viteza si
presiune constanta, reducand astfel disconfortul paci-
entului. Dispozitivul, compus dintr-o piesd de mana
conectata prin Bluetooth la o cutie de control, permite
livrarea solutiei anestezice direct in osul spongios,
ceea ce asigura eficientd maxima. [21]. Studiile au
demonstrat ca 58,9% dintre copiii cu experienta ante-
rioara in anestezie dentard au preferat aceasta metoda
fatd de infiltratiile clasice, deoarece asigura o livrare
lentd si uniforma a anestezicului [22,23,24]. Potrivit
lui Giannetti si colab. (2018), sistemul STA- Single
Tooth Anesthesia reprezintd o metodd avansata de
anestezie locald care permite anestezierea unui singur
dinte fara afectarea tesuturilor periorale. Dispozitivul
utilizeazd un ac extra-scurt de calibru 30, care se pozi-
tioneazd in sulcusul gingival, paralel cu axa lunga a
dintelui. Numarul de puncte pentru administrarea
anesteziei difera pentru dintii monoradiculari si
pluriradiculari, adica un punct (distal) si doud (distal
si mezial)/trei puncte, in functie de caz. Studiile arata
cd aceasta metodd minimizeaza anxietatea pacientilor
datorita designului sau asemanator unui stilou, redu-
cand durerea si evitind efectele anestezice asupra
limbii, buzelor si obrajilor [8].

In completarea metodelor de anestezie compu-
terizatd si a injectoarelor fard ac, o altd abordare
inovatoare in reducerea disconfortului pacientilor
pediatrici este stimularea vibratorie, utilizatd pentru
diminuarea durerii prin activarea mecanismelor
de control al nociceptiei. Multe dispozitive au fost
concepute pe baza teoriei ,,controlului portii nocicep-
tiei”, care sustine ca poarta neurald poate fi inchisa
in timp ce se aplica presiune si vibratie, reducand
senzatia de mancdrime si durere. Creierul poate recu-
noaste o singura senzatie dintr-o singura zona la un
moment dat; astfel, vibrarea obrazului a fost folosita
pentru a distrage atentia creierului de la disconfortul
injectiei anestezice [19, 26].

Indicatii

o Este indicat la copii ca metoda de distragere a
atentiei si de reducere a durerii prin interme-
diul masajelor cu vibratii.

o Indicat in cazurile in care anestezia topicd este
nedoritd (din cauza gustului sau alergiei) sau
este insuficientad pentru ameliorarea durerii.

Contraindicatii

o Contraindicat la pacientii epileptici.

o Contraindicat la pacientii cu afectiuni neuro-
logice severe.

Printre principalele dispozitive vibrotactile utili-
zate in stomatologie se numéra Accupal, Vibraject,
DentalVibe si Buzzy, fiecare avand mecanisme speci-
fice de actiune si beneficii distincte pentru pacienti.

Conform lui Saxena et al., dispozitivul Accupal
combina presiunea si vibratiile injectiei la 360°

children [4]. QuickSleeper functions by delivering
anesthesia at a controlled speed and pressure, thereby
minimizing patient discomfort. The device consists
of a handpiece connected via Bluetooth to a control
unit, allowing direct deposition of the anesthetic into
the cancellous bone, which ensures maximum efficacy
[21]. Studies have shown that 58.9% of children with
prior experience in dental anesthesia preferred this
method over traditional infiltrations, as it provides
a slow and uniform anesthetic delivery [22,23,24].
According to Giannetti et al. (2018), the Single Tooth
Anesthesia (STA) system is an advanced local anes-
thesia technique that enables the anesthesia of a single
tooth without affecting the surrounding soft tissues.
The device uses a 30-gauge extra-short needle, which
is positioned in the gingival sulcus, parallel to the
long axis of the tooth. The number of injection sites
varies between single-rooted and multi-rooted teeth,
with administration points including one (distal) for
single-rooted teeth and two (distal and mesial) or
three points for multi-rooted teeth, depending on
the case. Studies indicate that this method minimizes
patient anxiety due to its pen-like design, thereby
reducing pain and avoiding anesthetic effects on the
tongue, lips, and cheeks [8].

Complementing computer-assisted anesthesia
and needle-free injectors, another innovative
approach to reducing discomfort in pediatric patients
is vibratory stimulation, which is employed to alle-
viate pain by activating nociceptive control mech-
anisms. Many devices have been designed based
on the “Gate Control Theory of Pain,” which posits
that neural gating can be modulated by the simulta-
neous application of pressure and vibration, thereby
reducing the sensation of pain and itching. The brain
can process only one sensation from a specific area at
a given time; thus, cheek vibration has been used to
distract the brain from the discomfort of anesthetic
injections [19, 26].

Indications

o It is indicated in children as a method of
distraction and pain reduction through vibra-
tory massages.

o Indicated in cases where topical anesthesia is
undesired (due to taste or allergies) or simply
insufficient to alleviate pain.

Contraindications

o Contraindicated in epileptic patients.

o Contraindicated in patients with severe neuro-
logical conditions.

Among the primary vibrotactile devices used in
dentistry are Accupal, VibraJect, DentalVibe, and
Buzzy, each featuring distinct mechanisms of action
and specific benefits for patients.

According to Saxena et al., the Accupal device
combines pressure and 360° vibration at the proximal
injection site to desensitize the area before needle
penetration. This mechanism activates tactile recep-
tors, effectively closing the pain gate and making
anesthesia more comfortable for the patient [18].
Similarly, studies by Chaudhry et al. have demon-



proximal de infiltrarea cu ac, pentru a desensibiliza
zona de injectare inainte de introducerea acului.
Acest mecanism activeaza receptorii tactili si inchide
poarta durerii, ficind anestezia mai confortabila
pentru pacient [18]. Totodatd, studiile realizate de
Chaudhry et al. arata cd VibraJect este un dispozitiv
inovator care se ataseaza seringii dentare si produce
vibratii de inalta frecventd la nivelul acului. Aceste
vibratii reduc perceptia durerii la copii in timpul
injectiilor anestezice pentru dintii maxilari si mandi-
bulari. Potrivit lui Poli et al. (2020), DentalVibe
este un dispozitiv portabil reincércabil care emite
micro-oscilatii pentru a stimula receptorii senzo-
riali ai zonei injectate, reducdnd durerea perceputa.
Contine un varf vibrant in forma de U conectat la
un motor Vibra-Pulse controlat de microprocesor,
care stimuleazd silentios receptorii senzoriali de la
locul injectiei, inchizand astfel ,,poarta nociceptiei”
si blocand senzatia dureroasi a intepaturii. Aceastd
metoda blocheaza efectiv semnalele nociceptive si
creste confortul pacientului [20].

Suohu et al. (2020) au realizat un studiu compa-
rativ privind eficienta dispozitivului Buzzy® in aneste-
ziile dentare, demonstrand ca acesta este mai eficient
in reducerea durerii la copii decat DentalVibe. Buzzy
este un dispozitiv vibrant din plastic, in forma de
albina, cu aripi detasabile din material rece, care a
fost dezvoltat pe baza principiului teoriei controlului
portii nociceptiei si a distragerii atentiei. Vibratia
stimuleaza fibrele A-beta, iar frigul stimuleaza fibrele
C, ceea ce duce in cele din urma la blocarea fibrelor
A-delta si reducerea durerii [16]. Pe parcursul
procedurii stomatologice, dispozitivul este atasat de
brat sau tinut manual cit mai aproape de locul de
insertie a acului (aproximativ 5 cm deasupra locului
de insertie) [2]. Copiii resimt o durere i o anxietate
semnificativ mai scdzute, fara ameteald, comparativ
cu utilizarea gelurilor analgezice si a substantelor care
dau senzatia de rece [3,14]. Studiile aratd ca durerea
resimtitd de copii in timpul extractiei dintilor tempo-
rari mandibulari a fost mai mica atunci cAnd crioane-
stezia si vibratia au fost administrate la locul aneste-
ziei locale [13].

Rezultatele noastre sunt in concordanti cu
studiile efectuate conform literaturii de specialitate
[7,19,24,25,26], care au evidentiat o reducere semni-
ficativd a anxietdtii la copii prin utilizarea tehnicilor
vibrotactile si a anesteziei computerizate. Aceastd
constatare sustine ideea cd integrarea acestor tehno-
logii in practica stomatologicé pediatrica poate imbu-
natati confortul pacientilor si reduce frica fata de
tratamentele dentare.

Pentru a compara caracteristicile dispozitivelor
inovatoare utilizate in administrarea anesteziei locale
la copii, am sintetizat principalele avantaje si deza-
vantaje in tabelul de mai jos:

strated that VibraJect is an innovative device that
attaches to dental syringes and produces high-fre-
quency vibrations along the needle. These vibrations
reduce pain perception in children during anes-
thetic injections for maxillary and mandibular teeth.
According to Poli et al. (2020), DentalVibe is a port-
able, rechargeable device that generates micro-oscil-
lations to stimulate sensory receptors at the injection
site, thereby reducing perceived pain. It features a
U-shaped vibrating tip connected to a Vibra-Pulse
motor controlled by a microprocessor, which silently
stimulates sensory receptors at the injection site,
effectively closing the nociceptive gate and blocking
the painful sensation of needle insertion. This method
efficiently disrupts nociceptive signals and enhances
patient comfort [20].

Suohu et al. (2020) conducted a comparative
study on the efficacy of the Buzzy® device in dental
anesthesia, demonstrating that it is more effective
in pain reduction among children compared to
DentalVibe. Buzzy is a plastic, bee-shaped vibrating
device with detachable cold wings, developed based
on the principles of Gate Control Theory and atten-
tional distraction. Vibration stimulates A-beta fibers,
while cold stimuli activate C fibers, ultimately leading
to the blocking of A-delta fibers and pain reduction
[16]. During dental procedures, the device is attached
to the arm or held manually near the injection site
(approximately 5 cm above it) [2]. Children expe-
rience significantly lower pain and anxiety, without
dizziness, compared to the use of topical analgesic
gels and cold applications [3,14]. Studies indicate that
pain perception during the extraction of mandibular
primary teeth was significantly reduced when cryo-
therapy and vibration were applied at the anesthesia
site [13].

Our results are consistent with studies conducted
according to the specialized literature [7,19,24,25,25],
which have demonstrated a significant reduction in
anxiety among children through the use of vibrotac-
tile techniques. This finding supports the idea that
integrating these technologies into pediatric dental
practice can enhance patient comfort and reduce fear
of dental treatments.

To compare the characteristics of innovative
devices used for local anesthesia administration in
children, we have summarized the main advantages
and disadvantages in the table below:

[ie

i Pedodont

trica s

ld

ie Oro-Maxilo-Faciala Pedi

| Chirurg

O
O



100

Tab. 1. Avantajele si dezavantajele dispozitivelor
stomatologice de administrare a anesteziei locale

Tab. 1. Advantages and disadvantages of dental

devices for local anethesia

Dispozitiv Avantaje Dezavantaje Device Advantages Disadvantages
Medjet-I1I Administrare fara ac, | Cost ridicat, poate Medjet-III Needle-free adminis- | High cost, may
reduce anxietatea, fi perceput ca tration, reduces anxi- | be perceived as
distributie precisd a dureros in unele ety, precise anesthetic | painful in some
anestezicului cazuri distribution cases
QuickSleeper Administrare contro- | Necesitd echipa- QuickSleeper Computer-controlled | Requires special-
lata computerizat, mai | ment specializat, administration, less ized equipment,
putind durere, eficienta | cost ridicat pain, high efficiency high cost
ridicata STA Localized anesthesia | May require
STA Anestezie localizatd Poate necesita mai without numbing multiple injection
fard amortirea tesu- multe puncte de perioral tissues, no points for mul-
turilor periorale, fird | injectare pentru anticipatory anxiety ti-rooted teeth
anxletate anticipata dintii pluriradi- Dental Vibe Distraction through vi- | Variable effective-
culari brations, reduces pain | ness depending
Dental Vibe Distragerea atentiei Eficacitate varia- during injection on the patient
prin vibratii, reduce bild in functie de VibraJect Pain reduction through | Requires a power
durerea la injectare pacient needle vibration, com- | source, variable
VibraJect Reducerea durerii Necesitd sursd de patible with standard | efficiency
prin vibratii la nivelul | alimentare, efici- syringes
acului, compatibil cu | entd variabild Buzzy Device Combines vibration More effective
seringile standard and cooling to reduce | than other devices
Buzzy Device Combina vibratia si ra- | Eficienta mai pain and anxiety but does not
cirea pentru reducerea | mare comparativ eliminate pain
durerii si anxietatii cu alte dispozitive, completely
dar nu elimina
complet durerea
Conclusion
Concluzii The methods discussed in this article for local

Metodele discutate in acest articol pentru admi-
nistrarea anesteziei locale la copii sunt esentiale si
par sa ofere o optiune alternativa favorabild in prac-
tica stomatologica. Rezultatele studiilor analizate
confirmi cd tehnologiile inovatoare de administrare
a anesteziei locale contribuie la reducerea anxietatii
dentare si la imbunitatirea compliantei pacientilor
pediatrici. Implementarea acestor metode in practica
stomatologicd poate optimiza experienta pacientului
si creste eficienta tratamentului.
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