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Introduction

Despite the current trend in maxillofacial surgery
to treat pediatric mandibular fractures of dif-
ferent location with “rigid” or functionally-stable
fixation of bone fragments with various fixation
devices such as resorbable [2] or non-resorbable
[1] mini plates, conservative treatment with pro-
longed (up to 3-4 weeks) intermaxillary fixation
still has a considerable share in treatment plans
of traumatic mandibular fractures in childhood.
Unfortunately, a lot of conventional methods of
maxillomandibular splinting, and dental wiring
techniques in particular, as well as the ligation of
teeth have proven to be highly disadvantageous
in young patients in terms of the severe dam-
age of periodontal tissues, low hygiene, painful
and stressful procedure which require adequate
anesthetization and gives rise to the need for al-
ternative methods of intermaxillary fixation [6,10].
Moreover, the employment of lag (compression)
screws for conduction of temporary or prolonged
maxillomandibular fixation which is popular nowa-
days in adult fully dentate patients is contraindi-
cated in children age because of high risk of teeth
buds damaging in cases of mixed dentition [5].

According to the results of statistical studies
conducted in Ukraine, mandibular fractures are
often (up to 40% of cases) combined with injuries
of individual teeth or groups of teeth. The treat-
ment of such combined traumatic injuries is quite
difficult, since it is necessary to determine the
tactics regarding injured teeth, which depends
on many factors, including the age of the patient
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(temporary or permanent tooth), the condition
of the injured tooth (intactness), the degree of
damage to the alveolar process and the choice of
reposition and fragment fixation method. There-
fore, it is important to choose the optimal method
of mandibular immaobilization, which would ensure
the simultaneous fixation of the dislocated teeth.

Present article is a case study and reports the
results and outcomes of treatment of traumatic
bilateral triple mandibular fracture combined with
intrusive dislocation of upper incisors by means
of orthodontic bracket system for a prolonged
maxillomandibular immobilization. We analyse the
benefits of a suggested method and compare it
with conventional procedures of intermaxillary
fixation.

Case report

The patient, S., 9 y.0., accompanied by his par-
ents, referred to the Department of Maxillofacial
surgery of Lviv National Medical University on
18.06.2018, with complaints on a sharp pain in
mandible, especially when articulating, bleeding
from oral cavity, pain in upper frontal teeth, pres-
ence of a soft tissue wound in chin area. Accord-
ing to the case history, he fell on the ground dur-
ing bike riding. After the clinical and radiological
examination, he was diagnosed with “Traumatic
bilateral triple mandibular fracture; in the left and
right condylar area and symphysis without frag-
ments displacement. Traumatic intrusive disloca-
tion of 11,21 teeth” (Fig.1,2). By the method of
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electric pulp testing we revealed the partial loss
of sensitivity in the dislocated 11,21 teeth which
penetrated partially the floor of the nose. On the
day of admission, a primary surgical debridement
and suturing of the wound in the chin area was
carried on under local anesthesia.

In accordance with the bioethic regulations, the
patient’s parents signed the formal consent for
a suggested treatment which included general
anesthesia, surgical repositioning of dislocated
11,21 teeth, closed reduction by means of pro-
longed maxillomandibular fixation using orthodon-
tic bracket arch bars.

Fig. 1: Fragment of CBCT of pat. S., 9 y.0. on admission. Di-
agnosis: “Traumatic bilateral triple mandibular fracture; in
the left and right condylar area and symphysis without frag-
ments displacement. Traumatic intrusive dislocation of 11,21
teeth (Fracture lines are indicated by arrows).

Fig. 2: Intraoral picture of pat. S., 9 y.0. on admission. Trau-
matic intrusive dislocation of 11,21 teeth.

19.06.2018 under general anesthesia a surgical
repositioning of 11,21 teeth and intermaxillary
fixation by means of non-removable orthodontic
technique. In the course of the surgery we used
brackets within the 54-65 and 75-84 teeth and
sidelong intermaxillary elastics (rings) (Fig.3). We
used the brackets of Victory® series with hooks
(characteristics O* TQ, O*ANG, 022) of 3M® Uni-
tek (USA), which were fixed to teeth by a standard
procedure (etching enamel, apply the adhesive, fix
the brackets with light-curing material). Then the
bracket was affixed with a series of 3 elastic la-
yered O-arch wire ligatures (0,21-0,22 diameter)
and elastic rings. The intermaxillary fixation itself
was performed by means of connecting opposite
bracket hooks with orthodontic rubber rings in
correct occlusal relationship. Additionally, maxil-
lary bracket arch bar allowed us to stabilize dislo-
cated 11,21 teeth in adequate anatomic position
(Fig. 3).
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Fig. 3: Intraoral picture of pat. S., 9 y.0. Surgical repositioning
of dislocated 11,21 teeth. Fixation of maxillary and mandibu-
lar bracket arch bars.

On the control OPG 3 d after surgery a correct
anatomic position of 11,21 teeth, fixation of jaws
in normal occlusal relationship as well as absence
of mandibular fragments displacement were re-
vealed (Fig. 4).

Fig. 4: OPG of pat. S., 9 y.0. 3 d post-op. Fixation of jaws in
central occlusal relationship. Correct position of dislocated
11,21 teeth.

In the postoperative period the patient was
prescribed with analgetics, antibiotics, anti-ede-
ma and anti-inflammatory medications, mouth
wash with chlorhexidine solution. Follow ups were
conducted on the 1,3,714,21,30 and 60 days af-
ter the fixation. In general, the post-operation pe-
riod went without any complications. During the
treatment we twice observed the detachment of
brackets from the teeth surface, which had to be
re-attached with light-curing material and did not
influence the course of treatment in any way. The
patient did not complain about any difficulties with
hygiene maintenance neither in terms of the oral
cavity nor bracket system.

From 14t d after surgery a temporary removal
of intermaxillary elastics aimed to active mobili-
zation of muscles and TMJ was performed daily.
From 21 d after surgery intermaxillary fixation
was not used. On the control OPG 1 mo post-op
the fracture lines were not visualized, complete
restoration of mandibular anatomic shape and
occlusion, correct position of 11,21 teeth were
revealed (Fig. 5,6). By the method of electric pulp
testing we found that previously dislocated 11,21
teeth regained their sensitivity to normal rate. It
was recommended to the patient to avoid hard
food during 3 mo post-op. After detachment of
brackets the patient had the vestibular teeth sur-
face polish; he was prescribed with re-mineraliza-
tion treatment.
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Fig. 5: OPG of pat. S., 9 y.0. 1 mo post-op. Removal of in-
termaxillary elastics. Complete healing of fractured areas.
Complete restoration of mandibular shape and occlusion.

Fig. 6: Intraoral picture of pat. S., 9 y.0. 1 mo post-op. State
of occlusion. Fixation of 11,21 teeth by a bracket arch bar for
complete stabilization and healing.

Discussion

It is known from history that it was H. Baurmash
who presented in 1988 a method of repositio-
ning and stabilizing of jaw bone fragments with
modified dental band splints which were fixed to
the vestibular surface of teeth with adhesives (ce-

ments), and later presented the findings of remo-
te clinical studies, with the cohort of 127 patients
with mandibular or alveolar ridge fractures and
dental dislocation, with application of a standard
band splint Lorenz Surgical (USA) [3,4].

The prototype of modern methods of maxilloman-
dibular fixation with non-removable orthodontic
appliances for pre-operational fixation of bone
fragments and intermaxillary immobilization was
described by Dutch scientists in 1990 and inclu-
ded proper selection and adaptation of a relevant
fragment of orthodontic titanium band splint, et-
ching and air-drying of a vestibular tooth surface,
adhesion of the splint with acrylic cement follo-
wed by connection of the bracket’s hooks with the
elastics or wire ligature [8]. Later, in 1993, A.
Smith [9] described the method of intermaxillary
immobilization with modified orthodontic arch bar
and elastomeric orthodontic chain, which differed
from the above-mentioned by connection of jaws
with standard orthodontic elastomeric chain,
which allowed to apply directed force to bone
fragments and provide their compression by me-
ans of various chains and their torque. In 2008
Q.H. Zhang published the results of treatment of
69 traumatically avulsed teeth without fracture in
37 patients were treated by fixing the teeth with
orthodontic appliances with the overall effective
rate 971% [12].

More recently, the group of surgeons from Pa-

kistan described a case of treatment of 8 y.o.
patient with significant segment mobility and dis-
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location of several immature mandibular perma-
nent incisors by means of semi-rigid arch bars
with orthodontic brackets keeping the teeth with
perfect results within 24 months follow up period
[11]. K.S. Madhusunhan on the basis of own cli-
nical experience strongly recommend the use of
intermaxillary fixation using orthodontic brackets
and intermaxillary elastics for the treatment of
mandibular condylar fractures in children [7].

Conclusions

According to existed literary publications and our
own clinical experience the use of orthodontic
bracket arch bar for conducting mandibular im-
mobilization and fixation of traumatized teeth in
patients with fractures of the mandible in combi-
nation with teeth dislocation allows to perform the
intervention at once, atraumatically, significantly
facilitates hygienic care of the oral cavity, and the
non-invasiveness of the intervention excludes the
risk of additional dental/periodontal trauma.
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Einsetzen von Implantaten in unterschiedlichen Richtungen gegeneinander, und an-
schliessend:

e Parallelisierung von Abutmenten durch Biegung der Schafte
e Paralellisierung durch Zementierung von Angulationsadaptern

e oder die Verwendung von einer Schraubenverbindung.

Einsetzen von Implantaten in strategischen Positionen and und Hinzufligen von stabilisieren-
den Implantaten in anderen Knochenbereichen.

Einsetzen der Strategic Implant® in kortikale Knochenbereiche, unabhangig vom Alveo-
larknochen, bevorzugt in resoprtionsstabile Knochenbereiche.

Platzierung von Implantaten in Fallen mit profunder praoperativer Parodontitis unter
dem Schutz starker Desinfektionsmittel. Mit den Implantaten werden die betroffenen
Weichteile entfernt. Die Implantate werden sodann sofort eingesetzt und mittels einer
starren Konstruktion geschient.

Spongidose Knochenanteile werden fur die Verankerung vermieden. Das Erreichen der
Osseointegration ist nicht das primare Ziel der Behandlung.

Fixierung von polierten Implantatkdrpern mit dem Ziel, mechanische Verankerung in
kortikalen Knochenanteilen des maxillo-facialen Skeletts zu erreichen. Sofortige und
primare Schienung der Implantate durch die prothetischen Konstruktionen.

Erreichung von Rotationsstabilitat durch die Biegung von enossalen Implantatanteilen
nach der Einbringung des Implantats.

Erreichung von primarer Stabilitat durch die Verwendung von enosssal/apikal breiten
Implantaten, deren Gewindegange zusatzliche vertikale Knochenkondensation erzeugen.
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Ostsspezifische Methoden

Fur jede Region im Kiefer gibt es definierte und
geeignete Methoden der Fixierung des Implan-
tats.

Methode 2

Platzierung von Implantaten zwischen den men-
talen Nerven (bei zahnlosen Unterkiefern) mit
oder ohne Notwendigkeit einer Verankerung in
der 2. (basalen) Kortikalis des Unterkiefers.

Diese Positionierung und Angulierung hat drei

Vorteile:

¢ Die Gewinde befinden sich in stark mineralisier-
tem Knochen

* Der N. mentalis kann vermieden werden

* Die Spannweite zu den Kopfen der distalen Im-
plantate wird verringert.

Methode 2 Anwendungsbeispiel
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Methode 3 Methode 4a

Nervumgehung im distalen Unterkiefer

Ohne Penetration der kaudalen Kortikalis

Gewindedurchmesser 2.7 - 3.5 mm

Anteriore Verankerung eines Segments, mit
einem (oder zwei] Strategic Implant®, welche in
den Spalt zwischen der Wurzel des Eckzahns und
dem Austrittspunkt der N. Mentalis reichen.

Nerv
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Methode 4b Methode 4a/b

Nervumgehung im distalen Unterkiefer Nervumgehung im distalen Unterkiefer

Mit Penetration der kaudalen Kortikalis Die Abstande zwischen den Implantaten betragen
6 mm

Gewindedurchmesser 3.5 mm oder grosser

BCS/BECES BCS/BECES
27/3.0 27/30
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Methode 5a Methode 5b
Verankerung in der lingualen Kortikalis im distalen Un- Vestibulare cortikale Verankerung im ditalen Unter-
terkiefer kiefer

Es ist wichtig, diese Bohrung mit dem geraden
Handstiick durchzufiihren.

Hier werden nur linguale Kortikalisareale fur die
Abstitzung eines Segments verwendet. Es kon-
nen auch abwechselnd vestibulare und linguale
Areale verwendet werden.
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Methode 5c¢

Vestibulare oder linguale kortikale Verankerung im dis-
talen Unterkiefer,
wobei der Implantatkorper kaudal des N. alv. Infe-

rior verlauft.

Methode 5a Anwendungsbeispiel

Ein Unterkiefer ohne linguale Unschneidung

Drei korrekt eingesetzte Implantate im hinteren
Unterkiefer mit Penetration der lingualen Kortika-
lis. Die Gewindebereiche liegen teilweise im Mund-
boden.
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Methode 6 Einsetzen eines kortikalen Implantats mit Veran-
kerung in der vestibularen und lingualen Kortikalis,

Einsetzen eines kortikalen Implantats mit Veran- ohne die Verwendung der regularen 2. Kortikalis.

kerung in der vestibularen und lingualen Kortika-

lis, ohne die Verwendung der 2. Kortikalis in axi-

aler Richtung.
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Einsetzen eines kortikalen Implantats mit Veran- Methode 7a
kerung in der vestibularen und lingualen Kortikalis,

ohne die Verwendung der r‘egulér‘en 2. Kortikalis. Vepankepung des |mp|antat5 im Nasenboden bei

vollstandiger Durchdringung der Kortikalis.

Verankerung des Implantats im Nasenboden bei
vollstandiger Durchdringung der Kortikalis.
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Verankerung des Implantats im Nasenboden bei
vollstandiger Durchdringung der Kortikalis.

78

Methode 7

Um sichere Verankerung im Nasenboden zu er-
langen, muss das kortikale Implantat bis in den
Bereich der Nase eingeschraubt werden. Es ist
unerheblich, ob die Implantatspitze von Schleim-
haut bedeckt ist (wie auf diesem Bild), oder ob
polierte apikalen Implantatanteile in der Nase frei

liegen.
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Methode 7a

Behandlungsbeispiel betreffend verlagerte obere
Eckzahne.

Praoperatives Bild

Obwohl sehr wenig Knochen vorliegt, handelt es
sich um einen standardmassig (mit den regularen
Methoden) losbaren Fall.
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Methode 7b

Direktes Einsetzen des Implantats in den Nasen- Methode 7a Methode 7b
boden unter Umgehung des Alveolarfortsatzes

(CT-Aufnahme). Methode 7b

Direktes Einsetzen des Implantats in den Nasen-
boden unter Umgehung des Alveolarfortsatzes.
Das Einsetzen der Implantate erfolgt mit oder
ohne Lappenbildung.
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Methode 8 Methode 8a
Verankerung des Implantats im kortikalen Boden Verankerung des Implantats im kortikalen Boden
des Sinus Maxillaris. des Sinus Maxillaris.

Verwendung eines Septums in der Kieferhohle fur
die Verankerung des Implantats.
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Methode 8b

Verwendung eines Septums in der Kieferhohle fur
die Verankerung des Implantats.

82

Methode 9

Verankerung des Implantats im kortikalen Nasen-
boden, wobei das Implantat etwas aus der Region
14/15 ausgehend, auf der palatinalen Seite der
Eckzahnwurzel gefuhrt wird.
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Methode 10

Verankerung des distalen Implantats im Oberkief-
er im Fusionsbereich zwischen dem distalen
Oberkiefer und dem Os Sphenoidale (im Bereich
des Prozessus Pterygoideus).

Inter-orales Bild von Doppel-Tubero-Pterygoid
Schrauben nach der Parallelisierung.
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Einsetzrichtung von Tubero-Pterygoid-Implantat- Methode 11a
en in einem Standardfall. Die Implantatspitze liegt

im Ansatzbereich des M. pterygoideus internus. Einsetzen des Implantat in den Knochen auf der

palatinalen Seite der Kieferhohle.

Varianten

11a Verankerung mit und ohne das Erreichen der
Kortikalis der Nase.

11b Verankerung in der Sutura (Raphe) mediana
der Maxilla.
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Methode 11b 3526

Verankerung in der Sutura (Raphe) mediana der
Maxilla.

4517 3520
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Methode 9 vs. Methode 11b

(Eckzahn
Bypass)
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Methode 12

Einsetzen des Implantats in den Korper des zygo-
matischen Knochens
¢ direkt, extrasinusal

® transsinusal

Extra-sinusaler Verlauf des Implantats beim Vor-
liegen einer zu dieser Vorgehensweise passenden
Anatomie.
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Uberlegungen betreffend die Kombina-
tionen von Methoden und das dadurch
erzielte Unterstutzungspolygon

Methode 12

Zygoma-Verankerung

Methode 10
Tubero-Pterygoid

Methode 9
Eckzahn-Bypass
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Uberlegungen betreffend das Unter-
stutzungspolygon

Methode 6
Vestibulare/palatinale Verankerung
oder Methode 8a/8b

Verankerung in der basalen Kortikalis der Kieferhohle

Methode 10
Tubero-Pterygoid
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Methode 13

Einsetzen des Implantat vestibular vor den
messerkammscharfen anterioren Kieferkamm.

Durchmesser: 2.7 und 3.0 mm
Teilweise verlauft das Implantat subperiostal. Die

Gewinde verankern sich in der Basis des Unter-
kiefers.

90

Anwendung der Methode 13 im anterioren Un-
terkiefer.
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Methode 14
Verankerung eines Implantats in der frischen Ex-
traktionsalveole des 1. oder 2. unteren Pramo-

laren.

Durchmesser: 4.5 oder 5.5 mm

Methode 15

Einsetzen eines Implantats in die palatinale Wur-

zel eines oberen 1. oder 2. Molaren.

Einsetzrichtung
Methode 15

Einsetzrichtung
Methode 11
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Methode 16a Methode 16b
Einsetzen von zwei Implantaten in die beiden Al- Einsetzen von zwei Implantaten in die Extraktion-
veolen eines 1. oberen Pramolaren. salveolen eines oberen Molaren.

Das palatinal eingebrachtes Implantat verlauft in
Richtung auf den Nasenboden und palatinal an
der Eckzahnwurzel vorbei (Methode 9).

»,Canine bypass®,
Methode 9
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Methode 16b

Verwendung von zwei verschiedenen Extraktionsal-

veolen des oberen 1. oder 2. Molaren fiir zwei kortiko-

basale Implantate.

Maxillary Sinus / nasyxa
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CONSENSUS REGARDING 16 RECOGNIZED AND CLINICALLY PROVEN
METHODS AND SUB-METHODS FOR PLACING CORTICOBASAL® ORAL
IMPLANTS

Copyright: International Implant Foundation, Mu-
nich, Germany 2018/20139/ 2020. This 3rd
version of the consensus document replaces all
older versions, and it was last reviewed in Janu-
ary 2020.

Level of Evidence: S3 (evidence based, systemati-
cally developed consensus guideline)

Other applicable rules and documents:

General Rules in Traumatlogy and Orthopaedic
Surgery.

Indications and treatment modalities with corti-
cobasal jaw implants. IF Consensus Document
2018. Ann Maxillofac Surg 2019;9:379-86.
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1a General

1b General

1c General

1d General

1e General

1f General

19 General

1h General
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Multidirectional insertion of implants, with implants inserted under an angle to each other.
To allow the insertion of prosthetics the following steps are then performed:

The abutment heads are parallelized by bending the shafts/necks of the implants or by us-
ing angulation adapters (as intermediate elements), or by grinding the abutment heads.
Prosthetic constructions and implants are connected by prosthetic screws (for Multi-
unit design of Corticobasal® implants).

Placement of implants in Strategic Position and adding stabilizing implants in other parts
of the jaw bone.

Anchorage of implants in the 2" or 3™ cortical, independent of the “alveolar bone”.
Preferred places of anchorage are resorption stable corticals.

Placement of Corticobasal® implants in cases with profound and active periodontal
involvement. Under protection of strong topical disinfection agents the teeth and subse-
guently the periodontally involved soft tissues are removed. Corticobasal® Implants are
placed instantly and they are then splinted by a rigid prosthetic construction.

Spongious and alveolar bone areals are avoided for anchorage. Achieving “osseointegra-
tion” is not the primary aim of implant placement.

Fixation of polished implant bodies made from implantable material with the aim of
achhieving mechanical anchorage in cortical bone areas of the maxillo-facial skeleton.
Subsequent splinting by the prosthetic construction in an immediate loading protocol.

Creating anti-rotation features for an implant by bending intra-osseous parts of the
shaft of the implant.

Achieving primary stability by vertical condensation of the spongious bone by wide body
BCS. Wide body = big volume of implant material at the thread.
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Regional Methods

For every region of the jaw bones there are one
or several distinkt methods for placement of cor-
tical implants.

Method 2

Placement of implants between the mental ner-
ves (in edentulous mandibles), with or without ne-
cessity for anchorage in the 2 (basal) cortical of
the mandible.

This positioning has three advantages:

e threads are in highly mineralized bone

* mental nerve can be avoided

e the span to the heads of distal implants is re-
duced

Method 2 Application example
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Method 3 Method 4a

Nerve Bypass

Without prenetration of the basal cortical.
Stabilisation by using highly mineralized bone are-
als (D1-D3)

Anterior anchorage of a segment with one or two
implants between the mental nerve and the root
of the canine.

Nerve
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Method 4b Method 4a/b
Nerve Bypass Nerve Bypass
With penetration of the basal cortical Keep Bmm distance between the implants in case
Required thread Diameter: 3.5mmd or larger of strong atropy in the distal mandible
BCS/BECES BCS/BECES

27/3.0 27/30
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Method 5a Method 5b

Vestibular cortical engagement in the distal mandible
The drilling must be done with the straight hand-
piece to allow for easy insertion of the implant.

Lingual cortical engagement in the distal mandible

Lingual cortical engagement in the distal mandi-
ble. Methods 5a and 5b can be combined, espe-

cially for segments.

100



The Foundation of Knowledge

Method 5c Method 5a Application example

Vestibular or lingual cortical engagement in the distal

mandible,
with the implant running below the mandibular

nerve.

A lower jaw without lingual undercut

In the distal area of the mandible three imlpants
have ben placed correctly. All threads penetrate
the lingual cortical in the area of the undercut,
and the reach the floor of the mouth region. Pe-
netration is required to provide stability against
extrusive and intrusive forces.
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Method 6 Placement of an implant, for anchouring in the ve-
stibular and palatal/lingual cortical; without usa-

Placement of an implant, for anchouring in the ve- ge of the 2" cortical in axial direction.

stibular and palatal/lingual cortical; without usa-
ge of the 2" cortical in axial direction.
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Placement of an implant, for anchouring in the ve-
stibular and palatal/lingual cortical; without usa-
ge of the 2" cortical in axial direction.

Method 7a

Anchorage if an implant in the cortical floor of
the nose. With full penetration of the cortical (to
provide rentention against extrusive and intrusive
forces) and sometimes the mucosa also.

Full penetration of the cortical floor of the nose to
provide retention against extrusive and intrusive

forces.
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Full penetration of the cortical floor of the nose to
provide retention against extrusive and intrusive
forces.

104

Method 7

In order to achieve a secure anchorage in the
floor of the nose, the implant must be screwed
through the cortical and slightly into the nose.
The implant may be exposed into the lower airway
of the nose or it may be covered by mucosa (as
shown here).



Method 7a

Replacement of 22/23 immediately after romo-
val of the retented canine. Anchorage in the cor-
tical floor of the nose.

Pre-operative picture
Although very littelbone is available ths case can
be treated by applying standard methods.

Gnf

The Foundation of Knowledge

Volume 14

Issue 2 April 2020
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Method 7b

Placement of the implant directly into the 2" cor- Method 7a Method 7b
tical, if there is not enough alveolar bone (knife-

edge ridge). Method 7b

Direct insertion of the implant into the cortical
floor of the nose, with the implant being positi-
oned on the palatal side of the alveolar crest.
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Method 8 Method 8a
Anchorage in the cortial of the floor of the maxil- Anchorage in the cortial of the floor of the maxil-
lary sinus. lary sinus.

Multi-directional anchorage in the cortical of a
septum inside the maxillary sinus.
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Method 8b

Multi-directional anchorage in the cortical of a
septum inside the maxillary sinus.

108

Method 9

Anchorage of the implant in the cortical floor of
the nose. The implant enters the 1t cortical in the
area of the 15t or 2" upper premolar and passes
by the canine on the palatal side of the root.
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Method 10

Anchorage of the most distal implant in the upper
jaw into the fusion zone between the distal maxilla
and the pterygoid process of the sphenoid bone.

Intra-oral view after placement and parallelisation
of two tubero-pterygoid implants.
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Direction of insertion for Tubero-pterygoid im- Method 11a
plants in a standard case. The apical end of the
implant is positioned in the attachment area of Insertion of the implant into the bone on the pala-
the lateral pterygoid muscle. tal side of the maxillary sinus.
Variants

Anchorage with and without reaching the cortical
of the (floor of the) nose.

11b Anchorage in the Sutura (Raphe) mediana of
maxillary bone.
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Method 11b 3526
Usage of length and usage

Anchorage in the Sutura (Raphe) mediana of max- of a real 2™ cortical

illary bone.

4.5 17 3.5 20

Usage of the width Usage of the width
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Method 9 vs. Method 11b

(Canine Bypass)
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Method 12

Anchorage of the implant in the body of the zygo-

matic bone

® on a direct way, without transition of the maxil-
lary sinus

e through a trans-sinusal approach

Extra-sinusal path of the zygomatic implant (anat-
omy here permits this type of placement).
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Considerations regarding the combina-
tion of methods and the size of the ac-
chievable supporting polygon

Method 12

Zygoma anchorage

Method 10
Tubero-Pterygoid

Method 9
Upper Canine bypass
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Considerations regarding the combina-
tion of methods and the size of the ac-
chievable supporting polygon

Method 6
Vestibular/palatal anchorage,
or Method 8a/8b

Anchorage in the basal cortical of the maxillary sinus

N
Method 10
Tubero-Pterygoid
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Method 13

Insertion of the implant from the vestibular as-
pect of the anterior mandible.

Implant diameters: 2.7 and 3.0 mm
The implant will work partially as a subperiosteal

implant. Anchorage is achieved in the cortical
base of the mandible.

116

Treatment example Method 13.
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Method 14

Anchorage of an implant with slightly larger diam-
eter in the extraction socket of a lower or upper
premolar. The diameter should be 4.5 or 5.5.

Typically there is not enough space for placement
of two implants of 5.5 mmd in both sockets of the
lower or upper premolars.

Method 15

Insertion of one implant with diameter 4.6 - 9
mm into the extraction socket of the 1%t or 2" up-

per molar. Usage of the palatal root region only.

Direction of
insertion for
Method 15

Direction of insertion
for Method 11
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Method 16a Method 16b

Placement of two implants into the two separate Usage of two different extraction sockets of up-
extraction sockets of one upper premolar. The per 1t or 2" molars for two cortico-basal im-
implant on the palatal side is directed to the floor plants.

of the nose.

»,Canine bypass®,
Method 9
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Method 16b

Usage of two different extraction sockets of up-
per 1t or 2" molars for two cortico-basal im-

plants.

Maxillary Sinus / nasyxa
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KoHCceHcyc, NOCBAWLEHHbIM 16 MNPU3HAHHBIM U KAMHUYECKM
NOATBEPXAEHHBIM METOACOM U CYOMeTOAOM YCTAHOBKM
KOPTMKOOGA3AAbHbIX AEHTAAbHbIX UMNACQHTATOB
(CORTICOBASAL® ORAL IMPLANTS)

ABTOpCKMe npasa: International Implant Foun-
dation, Munich, lfepmanunsg 2018/2019/ 2020. 3t1a
TPETbY BEPCUI KOHCEHCYCA, KOTOPAS 3aMeHIeT
BCE MPEAbIAYLLLME BEPCUU, U B MOCAECAHUI PA3
OH ObIA MepecmoTpeH B gHBape 2020.

YpoBeHb AocToBepHocTM: S3  (OCHOBAHO
HO MPUHUMOAX  AOKQ3OATEABHOM  MEAMLLUHDI,
CUCTEMATUYECKM Pa3pPABOTAHHOE
KOHCEHCYCHOE PYKOBOACTBO).

Apyrue npumeHumbie NPABUAA U AOKYMEHTbI:
ObLlwme  nNpaBMAC  AE€YEHMS B ODAQCTM
TPABMATOAOTUM U OMEPATUBHOM OPTOMNEAMM.
Indications and freatment modalities with cor-
ticobasal jaw implants. IF Consensus Document
2019. Ann Maxillofac Surg 2019;9:379-86.
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MyAbTUHANPABAEHHAS YCTAHOBKA MMMAQHTATOB, MPU KOTOPOM MMMAQHTATbl YCTAHABAMBAIOTCS MOA YTAOM
APYT K APYTY. AAS CO3AQHMS BO3MOXHOCTU BBEAEHUS OPTOMEANYECKOM KOHCTPYKLMM OCYLLLECTBASIOTCS
cAeayoLme warn: MNapaAAeAbHOCTb ADATMEHTOB AOCTUIAETCS 3a CHET CTMOAHUSA CTEepPXHA/WweekK
MMMNAQHTATOB, AU MPU MOMOLLM YTAOBbIX OAQMNTEPOB (B KAYECTBE MPOMEXYTOYHbBIX IAEMEHTOB), MAK
MPULLAMAOOBBLIBAHMSA AOATMEHTOB.

OpToneaAnyeckas KOHCTPYKLLMA U MMIMACHTOTbl COEAMHSIOTCSA MPU MOMOLLLM OPTOMNEAMYECKUX BUHTOB (AAS

Multiunit anzanHa umnaantatos Corficobasal®).

YCTAHOBKA MMMAQHTATOB B CcTpAaTerM4eckux nosuumuax 1 AOOQBAEHME AOMOAHUTEABHbIX NOAAEPXUBAIOLLLUX

MMMNAQHTATOB B APYTMX OBAQCTAX KOCTU HEAIOCTU.

PUKCALMSE MMIAQHTATOB BO 2-OM U 3-€M KOPTMKAABHOM CAOE, HE3ABUCUMMO OT {OAbBEOAAPHOM KOCTMY.
MPeANOYTUTEABHBIMM OBACCTIMM AAT OUKCALMMU SBASIOTCS KOPTUKAABbHBIE OBAQCTH, HE MOABEPTAtOLLMECS

pe3opbumn.

YCTAHOBKA MMNAQHTATOB Corticobasal® B CAyHasiX AKTUBHOTO M TIXKEAOTO MOPAXKEHMSA TKAHEM MAPOAOHTA.
oA NPUKPBLITUEM CUAbHBIX MECTHBIX A€3MHADULLUPYIOLLLUX CPEACTB YACQASIOTCS 3yObl M MOCAEAOBATEABHO
MOPAXKEHHbBIE MATKME TKAHM MAPOAOHTA. Cpasy Xe YCTAHABAMBAIOTCH KOPTUKOBOA3AAbHBIE MMMAAQHTATI

Corticobasal® KoTopble MOTOM LLUMHWPYIOTCS MPU MOMOLLM XXECTKOM OPTONEAMYECKOM KOHCTPYKLMM.

AAA CbMKCGLLI/IM MMMACQHTATOB CACAYET mn3beratb obAaacTen, rae pacnoaaraeTca I'y6‘1ClTC19I AAbBEOAAPHAA
KOCTb. AOCTMXEHMNE (OCTEOMHTETrPALLNM) HE ABAAETCA nepBoowepeAHoﬁ 30AQ4EM AEYEHUS MM yCTaHOBKE

MMMAQHTATOB.

YCTAHOBKA MOAMPOBAHHbBIX TEA MMIMAQHTOTOB, M3TOTOBAEHHbBIX M3 MATEPUAAQ, MPUTOAHOTO AAS
MMOAQHTALMM, C LLEABID AOCTUXEHUS MEXAHUYECKOMN COUKCALLMM B KOPTUKAABHBIX KOCTHbBIX 30HOX YEAIOCTHO-
AMLLEBOM OBAQCTH. B NOCAEAYIOLLLEM MPOBOAMTCSH UX LUMHUPOBAHME MPU MOMOLLLM OPTONEANYECKOM

KOHCTPYKLMM COTAQCHO MPOTOKOAY HEMEAAEHHOM HATPY3KM.
MNMPUAGHME MMMAQHTATY AHTUPOTALLMOHHBIX CBOMCTB 30 CHET CTMOAHMA BHYTPUKOCTHOM YACTH

BEPTUKAABHOIO CTEPXHA MMMNAAQHTATA.

AOCTUXKEHME NEPBUYHOM CTABMABHOCTHM MPU MOMOLLLM BEPTUKAABHOM KOHAEHCALMK IyB4aTOM KOCTM 3a CHET

LLIMPOKOrO TeAd MMMNAQHTATOB BCS. LLInpokoe TeA0= BOAbLLOM OBbeEM TEAQ UMMAQHTATA B OOAQCTH PE3LOBI.
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3oHocneuudcpUuieckue MeToAbl

AN KOXKAOM OOAQCTM  YEAIOCTHbIX KOCTEM
CYLLECTBYET OAMH MWAM HECKOABKO OTAEAbHbIX

METOAOBYCTAHOBKM KOPTUKAABHBIXMMIMAQHTATOB.

MeToA 2

YCTAOHOBKO MMMAQHTOTOB MEXAY MEHTOAbHBIMM
OTBEPCTUAMM (MPU AAEHTUM HUXKHEM HEAIOCTH)
C MAM Be3 HEODBXOAMMOCTU CPUKCALLMM BO 2-OM

(6a30ABHOM) KOPTMKAABHOM  CAOE  HMXKHEM
HYEAIOCTU.

Takoe MO3ULLMOHMPOBAHME mmeert 3
NPENMYLLLECTBA:

e pe3bba HAOXOAMTCS B BbICOKO

MMHEPAAM3IOBAHHOM KOCTH
* MOXHO OBOMTU HUXKHEYEAKOCTHOM HEPB.
e YMEHbLLUAETCS MPOMEXYTOYHAS 4YACTb AO

ABATMEHTOB AMCTAABHbBIX MMMAQHTOTOB.

MeToA 2 NMpumep NnpUMeHeHus
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MeToA 3

YCTAHOBKA OAHOTO  WMAM  ABYX MMIMAQHTATOB
B MPOMEXYTKE  MEXAY KOPHEM  KAbIKQ
M MEHTOAbHBIM  OTBEPCTMEM  AAS  OMOPbI
nepeAHen YacT CETMEHTAPHOTO MOCTOBMAHOTO
nportesa.

124

MeToA 4a

baiinac (o6xoa) HepBa (Nerve Bypass)

be3 neHeTpaumm OA3CAABHOTO KOPRTUKAABHOTO
cA0q. CTABUAM3ALMEG C MCTTOAB3OBAHMEM CUABHO
MUHEPOAAM3OBAHHbBIX Y4aCTKOB KOCTH (D1-D3)

HepB
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MeToa 4b MeToA 4a/b
bainac (o6xo0A) HepBa (Nerve Bypass)
baiinac (o6xoa) HepBa (Nerve Bypass)
©A30ABHOTO KOPTUKAABHOTO CAOS. HEOBXOAMMBIN CobBAIOAOMTE  PACCTOdHME 6 MM MEXAY
AmameTp pesbbbl 3.5mmd mam GoabLue MMMAAQHTATAOMM B CAYHOE CUABHOM ATPOdOMM B
ANCTOABHOM OTAEAE HMXKHEM YEAIOCTHU

BCS/BECES BCS/BECES
27/3.0 27/30
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MeToA 5a

AMHIBAOAbHAS  KOPTUKAAbHAA douKcauus B
AUCTOABHOM OTAEAE HUXKHEN YEeAIOCTHU

AMHIBAOABHOS  KOPTMKAABHAS — COMKCOALMA B
ANCTAABHOM OTAEAE HUXKHEM HYEAIOCTH. METOADI
5a 1 5b MOXHO KOMBUMHMPOBATL, OCOBEHHO AAS
CErMEHTOB.
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MeToA 5b

BecTuGyAsspHas KOPTUKAAbHAA dpuKkcaums B
AUCTAABHbIX OTAEAQX HUXKHEN YeAIOCTH
CBEPAEHME AOAXHO BbIMOAHATBCA C MOMOLLLBIO
MNPAMOTro HAKOHEYHMKA, YTOOblI AMOXHO ObIAO
AETKO YCTAHOBUTb MMMACQHTAT.



The Foundation of Knowledge

MeToA 5¢

BecTUBYAIPHAA UAU AUHTBAABHAS KOPTUKAAbHAS
cdukcaums B AMCTAABHOM OTAEAE HUXHEW
YeAlCTH,

Koraa MMIMACQHTAT MPOXOAMT HUXe

HMUXHEYEAIOCTHOIO HEPBA.

MeToaA 5a lNpumep npuMeHeHuUs

4YeAloCThb 6e3

HuxxHsas AUHTBAABHOTO

NOAHYTPEHMUS

B AMCTOABHOM OTAEAE HUXHEM 4YEAIOCTU TpU
MMMAAQHTATA  PACMOAOXEHbI MPABUABHO. Bce
HUTKM  pe3bObl  MEHETPUPYIOT  AMHIBAAbHYIO
KOPTMKAAbHYIO MAQCTUHY B OBAQCTU MOAHYTPEHMS
M AOCTUTAIOT AHO MOAOCTU PTA. [TPOHUKHOBEHME
TpeEdyetrcd AAd  oBecneyeHmns YCTOMYMBOCTMU

MPOTMB SKCTPY3MOHHbBIX M MHTPY3MOHHbIX CHUA.
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MeToa 6

YCTAHOBKO  MMMAQHTATA  AA9  COUKCALMKM B
BECTUOYAIPHOM U HEOHOM/  AMHIBAABHOM
KOpTl/IKO/\bHON\ CAOE, 663 MCMOABb3OBAHMS

2-O0M  KOPTMKAABHOM  MAQCTMHbI B  OCEBOM

HAMPABAEHMN.
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YCTAQHOBKO MMMOAGHTATA  AAS  OUMKCALMKM B

BECTUOYAIPHOM U  HEOHOM / AMHIBAAbHOM

KOPTUKOABHOM MAQCTMHE; ©e3 MCMOAb3OBAHMS
2-OM  KOPTUKOAABHOM

MAQCTMHBI B OCEBOM

HAMPABAEHMN.
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YCTAQHOBKO MMMAGHTATA  AAS  OUMKCOLMKM B

BECTUOYAIPHOM U HeBOHOM/  AMHIBOAbHOM

KOPTUKOABHOM MAQCTMHE; ©e3 MCMOAb3OBAHMS
2-OM  KOPTUKOAABHOM

MAQCTMHBI B OCEBOM

HAMPABAEHMN.

MeToA 7a

CPI/IKCGLLI/ISI MMNOAQHTATA B KOpTVIKG/\bHON\
CAOE AHQA MOAOCTHM HOCAQA. ﬂpm MOAHOM
MOOHUKHOBEHMUM yepes KOPTUKOABHYIO

MAQCTUMHY (AAS oBecnevyeHus YAEepP>XAHUS OT
OKCTPY3MOHHBIX M MHTPY3MOHHbIX CUA), O MHOTAQ
M 4epe3 CAM3IUCTYIO ODOAOYKY.

MoAHOE NMPOOHMKHOBEHME B KOPTUKAABHOE AHO

MOAOCTM HOCA AAf ODecrneyeHUs yASPXAHUS OT
SKCTPY3MOHHbIX U MHTPY3MOHHbIX CH.

( i |f Volume 14 Issue 2 April 2020 129



Implant Directions®

MOAHOE MPOHUKHOBEHME B KOPTMKOABHOE AHO
NMOAOCTU HOCO AAS OBecnedeHUs YAepXaHMs ot
SKCTPY3MOHHbIX M SKCTPY3MOHHbBIX CHA.
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MeToA 7

AAf TOro, 4T1O0GBI AOCBUTBCA ©BE30MACHOro
3aKpenAeHms B OBAACTM AHA MOAOCTM HOCQ,
MMMAQHTAT AOAXKEH MPOUTU HEPES KOPTUKAABHYIO
MAQCTUHY M CAETKA B MOAOCTb HOC. MMNAQHTAT
MOXET MPOHMUKHYTb B HUXKHUE AbIXATEAbHbIE MYTH
HOCQA MAM OH MOXET ObiTb MOKPbLIT CAM3IMCTOM
0BOOAOYKOM (KOK MOKA3AHO 3AECH).
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MeToA 7a

Moumep AeveHus

3ameHa  22/23 cpa3sy MNOCAe  YAOAEHMUS
PETUHUPOBAHHOTO KABIKQ. Pukcaums B
KOPTUKOABHOM MAQCTMHE AHO MOAOCTK HOCAQ.

MpeaAonepdaLMOHHASA KAPTUHA
XOTd AOCTYMHO O4E€Hb MAAO KOCTM, DTOT CAYHOM
MOXHO AE€YUTb, MOUMEHAA CTAOHAJPTHbIE METOADI.
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MeToA 7b

YCTAOHOBKA MMMAGHTATA HEMNOCPEACTBEHHO BO MeToa 7a MeToa 7b
2-y10 KOPTUKAAbHYIO MAQCTUHY, ECAM HE XBATAET

OAbBEOAAPHOM KOCTU (rpebeHb — KaK OocTpue MeToA 7b

HOXQ).

HenocpeaACTBeHHAS YCTOHOBKA MMMAQHTATA B
KOPTUKOABHYIO MAQCTMHKY AHQ MOAOCTM HOCAQ,
MpPY 3TOM UMNAQHTAT PACMOAATAETCS HO HEOHOM
CTOPOHE OAbBEOASPHOIO rpebHs.
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MeToA 8 MeToA 8a
PUKCAUMI B  KOPTUKAABHOM MAQCTMHE AHA Pukcaums B KOPTUKAABHOM MAACTMHE AHA
BerHeHe/\}OCTHOIZ I'ICJ3YXI/I. BerHe‘-IeMOCTHOI;I I‘IO3YXI/1.

PA3HOHAMPABAEHHAOA OUKCALLMSA B KOPTUKOAABHOM
NAQCTMHE  MEepPEropoAkM  (CenTbl)  BHYTPM
BEPXHEYEAIOCTHOM MA3YXM.
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MeToA 8b MeToa ¢

PasHOHANPABAEHHOS domkcaLms B 3aKpENAEHNE UMMACHTATA B KOPTUMKOABHOM
KOPTMKAABHOM MAQCTMHE MEPETOPOAKM BHYTPM AHE MOAOCTM HOCQA, HAYMHAS C obAaacTm 14/15,
BEPXHEYEAIOCTHOM MA3YXM. MPOXOAS MO HEGHOM CTOPOHE KOPHS KAbIKA.
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MeToA 10

PUKCALMI AMCTAABHOTO MMMNACHTATA HO BEPXHEN
HYEAIOCTM B OBAACTM COMPUKOCHOBEHMSI MEXAY
AMCTOAbHBIM  OTAEAOM BEPXHEM HEAIOCTM U
KAMHOBMAHOM KOCTbIO (B OBAQCTU KPIAOBUAHOTO
OTPOCTKA).

BHYTOMOPOABHBIM  BMA MOCAE YCTOHOBKM U
CO3AQHMS  MAPOAAEABHOCTM  MEXAY  ABYMS
BOYropHO-KPbIAOBUAHBIMM MAMMIACHTATAMM.
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HanpaBAeHME YCTAHOBKM OYTrOPHO-KPBIAOBMAHbIX
MMMACQHTATOB B CTAHAQPTHOM CAY4YOE.
AMUKOAbHOS

BEPXYLUKA MMIMAQHTATA

PACMOAOXEHO B ODBAQCTM  MNPUKPENAEHMS

AQTEPAABHOM KPbIAOBUAHOM MbILLILLBI.
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MeToa 11a

YCTOHOBKO MMMAQHTATA B KOCTb MO HeOHOM
CTOPOHE BEPXHEYEAKCTHOM MA3YXM.

BapuaHTbl

1Ta Pukcaumg c mbe3 AOCTUXKEHUI KOPTUKAAbHOM
MAQCTUHBI AHO MOAOCTM HOCAQ.

1Mo Pukcaumgs MMNAQHTATA B CPEAMHHOM
HEOHOM LLIBE BEPXHEM YEAIOCTH.
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MeToA 11b 3.526

PrkCaALMI MMMNACHTATA B CPEANMHHOM HEBHOM
LBe BerHel;I HEAIOCTH.

4.517 3.520
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MeToA 9 B cpaBHeHun ¢ 11b

(Canine Bypass)
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MeToA 12

YCTAQHOBKO MMMNAQHTATA B TEAO CKYAOBOW KOCTH
* MNPSIMOM, BHECUHYCOAbHbIM
e TPAHCCMHYCOAbHbIM

BHECHMHYCOAbHBIM MYyTb CKYAOBOIO MMMAQHTATA
(OHATOMMS B AQHHOM CAYyHOE MO3BOASET STOT TUN
PA3MELLLEHMS).
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O6cyXAEeHNne OTHOCUTEABHO
KOMOUHALUN METOAOB U
pasmepa ob6pasyemoro
ONMOPHOIo MHOINroyroAbHuKda
MeToa 12
CkyaoBas coukcaums

MeToA 10
ByropHo-KpbIAOBMAHDI1

MeToA 9

O6X0XAEHUE BEPXHEro KAbIKA
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OGCY)KAeHMe OTHOCUTEAbHO
KOMOUHALUN METOAOB U
paimepa o6pa3yeM0ro
OMOPHOINo MHOIToyroAbHuKa MeToA 6
BecTubyAaspHoe / HeGHOe 3aKpenAeHue
UAn meToa 8a/8b
Pukcaums B 6asaAbHOM KOPTUKAAbHOM
NMAAQCTUHE NA3YXHU

—~
Y|
BN
MeToA 10
ByropHo-KpbIAOBUAHDIM
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MeToA 13

MMMOAQHTAT YCTAHOBAMBAETCS BECTUOYASIPHO OT
OCTPOro PPOHTAABHOTO rPEBHS

AnameTp: 2.7 1 3.0 mm

MMMOAQHTAT MHOTAC ObIBAET CyBMNEPUOCTAABHBIM.
Pukcaums pespbou.
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MNpumep AeveHms No metoay 13.
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MeToA 14

PUKCAUMI  MMMOAQHTATA HEMHOTO OOAbLLETO
AMAMETPA B AYHKY YAOAEHHOTO HWMXHETO MAM
BEPXHETO MPEMOAIPA. AMAMETP AOAXEH ObITb
4,5 A 5,5MM.

Kak  npaBWAO,  AA9  PA3SMELLLEHMI  ABYX
MMMAQHTATOB MO 5,5 MM B 00B€ AYHKM HUMXKHMX
UAM BEPXHUX MPEMOAIPOB MECTA HEAOCTATOYHO

MeToA 15

YCTOHOBKA OAHOMO WMMIMAQHTATA AMAMETPOM
4,6 - 9 MM B AYHKY YAOAEHHOTO 1-TO WMAM 2-TO
McnoAb3oBaHME

BEPXHETO  MOASPA. TOAbKO

OBAACTM HEBHOTO KOPH4.

HanpasaeHue
YCTAHOBKM MO
MeToay 15

HdrIpCIBAeHMe YCTAHOBKH
no Metoay 11
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MeToA 16a

YCTOHOBKAO 2-X MAMMAQHTATOB B ABE OTAEAbHbIE
AYHKM OAHOTO BEPXHETO MPEMOAIPA. MMMIACHTAT
C HEBOHOM CTOPOHbI HAMPOBAEH B CTOPOHY AHA
MOAOCTM HOCQ).

,OBXO0A KAbIKA",
MeToA 9
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MeToA 16b

MCMOAB3OBAHME 2-X PA3AMYHBIX AYHOK MMOCAE
YAOAEHUS BEPXHEro 1-ro MAM 2-T0 MOALPA
AN YCTOHOBKM  2-yX  KOPTMKO-OA3AAbHbIX

MMMNAQHTATOB.



MeToA 16b

MCNOAb3OBAHME 2-yX  PA3AMYHBIX  AYHOK
YAOAEHHOTO BEPXHETO 1-T0 MAM 2-TO MOAIPA AAS

2-yX KOPTUKO-BA3AAbHbBIX MMMAACQHTOTOB.

Maxillary Sinus / nasyxa
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The Foundation of Knowledge

Funkcionalna i estetska indikacija za tretman dentalnim
implantatom i momentalno optereéenje

Prikaz sluCaja i razmatranja: Tipicni stavovi sto-
matologa (i njihovih sindikata) o vadenju zuba
i spreCavanju ranih, efikasnih i korisnih tretmana
dentalnim implantatima u EU

lhde Stefan?, Sipic Olga?

1 Implantolog, Stomatolog-Hirurg (RU), Medunarodno
udruzenje za implantate, Odeljenje za istrazivanje i razvoj,
Minhen, Nemacka.

2 Protetski implantolog, Medunarodno udruzenje za
implantate, Odeljenje za istrazivanje i razvoj, Minhen,
Nemacka.

Autor za kontakt: oljasipic@gmail.com

146



The Foundation of Knowledge

Apstrakt

Tehnologija Strategic Implant® olakSava tret-
man zubnim implantatima skoro bez obzira na
raspolozivu kost. Ovo objasSnjava njegovu sve
vecu upotrebu u reSavanju problema sa zubima
sredovecnih pacijenata na radikalan nacin, jed-
nostavnim vadenjem preostalih zuba i postavl-
janjem implantata. Dok se radikalna promena
U paradigmi leCenja implantatima javila u ne-
kim zemljama, u drugim zemljama, stomatolozi
se trude da u svom radu ne koriste implantate
ili ih koriste samo kao krjanju opciju. Oslobad-
janje pacijenata od tereta sopstvenih zuba ne
zagovaraju stomatoloski fakulteti, jer se njihova
glavna oblast poducavanja bavi popravkom
zuba i konvencionalnim nacinima zamene.
Ovaqj prikaz sluCaja predstavlja standardni fret-
man vz Strategic Implants®, diskutujuci o temi sa
gledista prakticara, univerziteta i drugih strana
ukljuCenih u donosenje odluka. Autori zakljucuju
da se interesi pacijenata ne postuju u mnogim
sluCajevima jer ukljuCene strane imaju interes u
drugim nacinima lecenja.

Kljuéne reci: redukcija alveolarne kosti, zubni
implantat, Strategic Implant®, momentalno funk-
cionalno opterecenje, ispravljene vertikalne
pozicije prednjih zuba

Uvod

Dentalna implantologija je vise od 70 godina
posebna specijalisticka disciplina u okviru sto-
matologije.

Njene glavne indikacije su zamena korena
jednog, vise ili svih zuba implantatima u cilju
obezbedenja sidrista za fiksne ili uklonjive pro-
teze. Prinvatanje uklonjivih proteza koje podrzava
tkivo je na veoma niskom nivou u vreme kada se
Sanse za uspeh tretmana zubnim implantatom i
momentalnim funkcionalnim optere¢enjem stal-
no uvecavaju i trenutno su veoma velikei. U ne-
kim delovima vilice, kortikalno usidreni implantati
obezbeduju znacajno bolje rezultate u odnosu
na tradicionalne konstrukcije implantata.ii

Cim delimi&no bezubi pacijenti budu spremni za
ekstrakciju punog luka u obe vilice, implantolog
ima mogucnost da odredi polozaj novih zuba
nezavisno od starih (izvadenih) zuba.iii Pored
zahteva za ispravnim ugrizom, uglavnom je es-
tetika presudna za odluke u ovoj situaciji. lako je
preporucljiivo u kontekstu konvencionalnih zub-
nih implantata da se odrzi dovoljno vertikalne
kosti, u kortikobazalnoj implantologiji to je irele-
vantno sve dok je drugi kortikaliv dostupan za
sidrenje.

Danasnja dentalna implantologija olakSava
znacajna poboljsanja u estetici lica. Pacijenti
bez zuba koji se odluce za implantolosku tera-
piju imaju vise izbora i bolje izbore u odnosu na
pozicije njihovih zuba u poredenju sa delimicno
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bezubim pacijentima. Jedan od razloga je da
proteze podrzane implantatima obi¢no ne samo
da zamenjuju zube, vec i deo desni. Na taj nacin
se moze napraviti lep prelaz izmedu novih zuba
i gingiva se moze svrsishodno postignuti u do-
bro opremljenoj stomatoloskoj laboratoriji. Ovde
takode kortikobazalni implantati imaju jasne
prednosti u odnosu na konvencionalne dentalne
implantate, koji zahtevaju razvoj vidljivog profila
i Cesto brojne dodatne intervencije na mekom
tkivu.

Ovaj prikaz slucajailustruje tretman koji je indiko-
van i voden estetskim zahtevima pacijenta.

Materijal i metode

52-godisnji pacijent, hronican pusac, trazio je
generalno poboljSanje njegove intraoralne situ-
acije. Zalio se na poteskoce tokom uzimanja
hrane, na neprirodan polozaj zuba i znatno iz-
menjenim prednjim zubima cestim prelomima
ispuna (SI.1) a estetika mu je bila ugrozena pri-
likom osmehivanja (SI.2).
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Slika 1 Preoperativniintraoralni pogled na odnos vilica klase
2 po Anglu i ozbiljno nepravilan zagriz. Gornji prednji seg-
ment je jako izduZen, kao i alveolarna kost. Duboki dZepovi
sa gnojnim eksudatima su pronadeni u svim kvadrantima.

Slika 2 Preoperativni izgled pacijentovog normalnog os-
meha.
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Slika 3 Preoperativha panoramska radiografija koja prikazu-
je bezubne prostore, duboku zahvacenost parodonta, zube
sa paro/endo defektima, resorpcije korena i nepotpune
fretmane vadenja Zivca. Na ovoj slici (fomografija), elon-
gacija segmenta gornje prednje kosti nije vidljiva.

Pacijentu je utvrden skeletni odnos klase 2 po
Anglu i potreba za znacajnim prilagodavanjem
tvrdih i mekih tkiva obe vilice. Svi zubi zahteva-
ju uklanjanje. Linija grebena mekog tkiva (linija
osmeha) odredena je i registrovana fotografija
lica nasmejanog pacijenta. Svi zubi u obe vilice
i neophodna kolicina ¢vrstin i mekih tkiva su uk-
lonjeni pod lokalnom anestezijom). Moxifloxa-
cin 400 mg (1 tableta preoperativno i 1 tableta/
dnevno jos 4 dana) i jedna doza fluconazole 150
mg su primenjeni za antibiotsku profilaksu. Tokom
postupka, oblast je odrzavana gotovo steriinom
uz pomoc rastvora Betadina od 5%.

Nakon izravnhavanja kosti, umetnuti su implantati
i reznjevi zatvoreni uz pomoc¢ svilenih Savova 2-0.
Uzeti su otisci implantata i registrovan je ugriz.

Koris¢eni su implantati BECES Strategic Implants®
(Simpladent, Gommiswald, Svajcarska) razlicitin
duzina i prec¢nika da bi se bezbedno obuhvatio
drugi kortikal.

Mostovi su proizvedeni tehnikom obrnutog diza-
jna. Ubrzo nakon intervencije, pokusano je post-
avljanje. Pacijentu je pruzena prilika da testira
vertikalnu dimenziju i fonetsku i (U nekoj meri)
Zvacnu sposobnost buduce restauracije i oceni
estetski izgled mostova, §to je i odobrio.

Digitalni radni proces je koris¢en za izradu met-
alnog okvira za probu slede¢eg dana. Zubi i
metalni okvir su povezani odmah nakon toga a
ruzicasta smola je dodata da bi se prilagodile
gingivalne praznine i obezbedio estetski izgled.
Mostovi su kontrolisani intraoralno da bi se posti-
gla pravilna okluzija i zvakanje, te prethodno po-
limerizovani standardnim uredajima za svetlosnu
polimerizaciju, a zatim temeljno polirani. Tre¢eg
postoperativnhog dana, mostovi su trajno ce-
mentirani Fuji Plus (GC) trajnim cementom.

Rezultati

Odmah nakon §to su mostovi cementirani, paci-
jentu je dozvoljeno da jede normalno. Prva kon-
trola okluzije i Zvakanja obavljena je narednog
dana. Pravila za dizajn okluzalnih kontakata i
Zvacnih povrsina su opisani u Ihde i Ihde,v Cija su
pravila pazljivo pracena.
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Slika 4 Intraoralna situacija odmah nakon trajne cement-
acije dva mosta.

Slika 5 Postoperativha panoramska radiografija koja prika-
zuje tipicnu distribuciju Strategic Implants® u obe vilice. Svi
implantati su postavljeni u skladu sa IF metodama koje je
definisalo Medunarodno udruZenje za implantate.vi

Sablon Zvakanja pacijenta se promenio odmah
nakon umetanja restauracija sa strogo predn-
jeg (Klasa Il po Anglu) na bilateralni.vii Nije bilo
potrebe za obukom da bi se postigao ovaj rezul-
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tat. Cim je prednja blokada uzrokovana previse
izbacenim zubima otklonjena, stvorene su ad-
ekvatne bilateralne okluzalne povriine i Zvacne
padine i postignuta je prihvatljiva vertikalna di-
menzija, $to je normalno kod ljudi. Postoje en-
grami za oba Sablona zvakanja od rane mlados-
ti, Sto omogucava pacijentima da odmah predu
na (normalnu) obostranu funkciju.

Diskusija

Ishod koji je ovde prikazan omogucen je
tehnologijom Strategic Implant®. Nijedan drugi
sistem ili tehnologija implantata ne bi omogucia
implantate u redukovanoj kosti tamo gde je
prvi kortikal potpuno uklonjen. Ova tehnologija
omogucava rekonstrukciju u jednom koraku u
roku od 2 do 3 dana, zavisno od napretka rada u
stomatoloskoj laboratoriji. Mogucnost zavrietka
tretmana za nekoliko dana dodatno povecava
stopu prihvatanja ovog tretmana kod pacijena-
ta i u potpunosti opravdava “dentalni turizam” u
koji se odredeni pacijenti upustaju.

Nedavno objavljena studija o tehnologiji poka-
zala je da su ovi implantati prakticno bez rizika
od periimplantitisa. Dobrinin i ostalii pokazali su
u velikoj retrospektivnoj studiji 4095 implantata
da nije uoCen perimimplantitis ni oko jednog
implantata fokom period posmatranja od 19
*+ 8.3 meseci. To olak3ava donosenje odluke o
umetanju velikog broja implantata.

Ostaje pitanje zasto je pacijent sa dovoljno
sredstava za implantate, koji zivi u centralnom
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delu Evrope (Francuska) u tako katastrofalnom
oralnom zdravstvenom stanju dok je okruzen sa
345.000 licenciranih zubara u EU.

Postoji nekoliko odgovora na ovo pitanje.

1. Tradicionalna stomatologija ne obezbeduje/
nudi prihvatljiv tretman za pacijente kod kojih
je unistenje zuba napredovalo do tacke prika-
zane naslici 3. Sta god da bi tradicionalna sto-
matologija pokusala, ne bi resila niti estetske
probleme niti probleme nedovoljne Zvacne
funkcije. Pacijenti su (nazalost) obuceni od
ranog detinjstva da posete zubara kada se
pojave problemi u usnoj duplji. U stvari, paci-
jenti sa tako katastrofalnim zubima danas ne
mogu ocekivati adekvatnu pomo¢ u zubar-
skoj ordinaciji.

2. Tradicionalna stomatologija ne daje nadu ni
na kratko za obostranu ravnomernu funkciju
Zvakanja na fiksnim zubima ovakvom paci-
jentu.

3. Konvencionalna dentalna implantologija bi
zahtevala ekstrakciju, a zatim periode leCenja,
a zatim sledi postavljanje implantata. Sveuku-
pnitretman kroz koji pacijent prolazi bez fiksnih
zuba traje najmanje é mjeseci.

4.1z nepoznatih razloga, proseCna cena za
konvencionalni tretman zubnim implantati-
ma obe vilice je ogromna. Pacijenti placaju
vise za terapiju zubnim implantatima nego
za redovnu stomatologiju. (Ovo nije oprav-
dano zato §to je vreme provedeno na stolici
za resenje implantata krace nego za restau-
raciju podrzanu zubima za ovog pacijenta, i

potraznja za preciznos¢u u stomatoloskoj lab-
oratoriji je manje zahtevna nego kod restaura-
cija podrzanih zubima.)

Kako pokazuje ovaj primer, Strategic Implant®
tehnologija rezultirala je prihvatljivom estetikom
i fiksnim zubima za samo nekoliko dana. Dok je
ovaj pacijent odabrao tretman sa Strategic Im-
plant® odmah, razlozi 1 do 4 gore (a mozda i do-
datnirazlozi) su ga sprecavalidaizabere konven-
cionalni tretman implantatima dugi niz godina.

Pacijent je odavno shvatio da njegov glavni es-
tetski problem nikada nece biti reSen dok i osim
ako se (barem sa njegove tacke gledista) gornji
prednji zubi (ili pozeljno svi maksilarni zubi) ne
uklone. Ali nijedan stomatolog nije bio spreman
da to uradi. Svaki stomatolog kog je konsultovao
samo je pricao o ‘“spasavanju” i popravljanju
zuba. To nije imalo smisla za pacijenta; odustao
je od posete zubarima, koji nisu razumeli njegove
pofrebe injegove probleme. Pacijent je zakljucCio
da nijedan od 345.000 stomatologa u EU ne bi
bio voljan ilisposoban da mu pomogne. Stoga je
otiSao u inostranstvo da konsultuje visoko speci-
jalizovane pruzaoce tretmana, koji ne rade u ok-
viru “sistema”.

Zapravo je lako spekulisati zasto ti stomatolozi

nisu pruzili nikakvu pomoc¢. Evo nekih od razloga:

« Stomatolozi su obuceni da popravljaju zube.
To je njihov primarni posao. Kada njihova kli-
jentela vise nema zuba, situacija sa njihovim
prinodima ¢e se pogoriati.
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= Ako je preostalo samo mali broj zuba, oni nas-

tavljaju saizradom vise ilimanje komplikovanih
proteza, koje bitfrebalo da se delimic¢no podu-
piru zubima §to je duze moguce (prema
misljenju tradicionalnog stomatologa).

Svako uklanjanje zuba potencijalno moze
pojesti buduce prihode zubara. Do najgore
situacije dolazi kada se isporuce dve potpune
proteze, jer te dve proteze Ce trajati prakticno
zauvek i kostati skoro nista.

Pacijentima se tokom celog Zivota govori da
je vazno spasiti svaki zub $to je duze moguce,
kako bi se “omogucila podrska” buducoj pro-
tezi.

Pacijenti u toj fazi svog zivota retko shvataju da
nikada nece biti voljni da nose protezu koja
se moze ukloniti, niti shvataju da njihovi pre-
dantno “spaseni” zubi uopste ne pomazu Cim
dode do odredenog nivoa raspada njihovih
zuba (a to se dogada ranije nego $to se moze
zamisliti). Samo fiksni zubi (na prirodnim zubi-
ma ili na implantatima) pruzaju otpornost na
Zvacne sile.

Ocigledno, velika vecina danasnjih stoma-
tologa u mnogim zemljama radi po zastare-
lim (sa tehnicke tacke gledista) parametrima,
cilievima i uverenjima. A kao rezultat toga,
veliki broj pacijenata u Evropskoj uniji ostaje
neleCen.

Treba takode napomenuti da je nas tretman,
iako je mnogo pomogao pacijentu, dovelo
do umanjenja prihoda nepoznatog broja sto-
matologa. Sve u svemu, stomatolozi su izgu-
bili mnogo vise novca nego $to smo naplatili
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pacijentu. Ako se to dogodi, moze zapravo bifi
Stetno po Sirenje date tehnologije, posebno u
visoko regulisanim zdravstvenim sistemima ili
U zdravstvenim sistemima gde se trziste (kon-
vencionalnih) dentalnih implantata drzi u
zatoCenistvu od strane nekoliko hirurga.

- Stomatolozi u vecini zemalja preferiraju
umetanje slozenih dizajna na zubima (krunice
na zubima, konusne krunice, teleskopi kom-
binovani sa kompleksnim protezama) jer su
finansijske nagrade znacajne i jer ovi projekti
mogu biti prodati delu populacije koji sebi to
moze priustiti.

= Hirurski orijentisani prakticari, tacnije maksilo-
facijalni hirurzi, ,,po prirodi” nisu zainteresovani
za jednostavna stomatolosko-implantoloska
resenja jer stvaraju najmanje 30% prihoda ve-
zanih za implantate dodavanjem “augment-
acije kosti” u plan tretmana. U stvari, ova in-
teresna grupa gubi najvedi deo svog posla sa
pojavom fehnologije Strategic Implant®: frans-
plantacije kostanog bloka ranije su bile njihov
domen, a tipicno su iizvrsavali terapija sused-
nih implantata. Tehnologija Strategic Implant®
stavlja implantologiju kao takvu u ruke poseb-
no obucenog stomatologa-implantologa.

= Treba takode pomenuti da se praktficna i efi-
kasna dentalna implantologija trenutno ne
predaje ni na jednom univerzitetu u EU.

Kao $to je prikazano na slikama 1 i 2, previse
izbaceni maksilarni zubi i elongirani segment
gornje prednje kosti uzrokovali su velike estetske
probleme. Bez uklanjanja i kosti i gornjih predn-
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jih zuba, prihvatljiva estetika ne bi bila ostvari-
va. Nema smisla da se “spasavaju” zubi koji su
previse izbaceni ili Cak i na pogresnim pozici-
jama ako su ti zubi povrino “zdravi”.

PreviSe izbaceni prednji zubi ne samo da bloki-
raju lateralne pokrete mandibule vec i predis-
poniraju pacijenta za prednji Sablon Zvakanja -
neprirodan i Stetan za oralno zdravlje.

Smatramo da je moguénost neograni¢enog
bilateralnog zvakanja preduslov za funkcio-
nalno zdravlje zvacnog sistema. Ako se faj cilj
ne dostigne, nijedna protetska rehabilitacija,
bilo na zubima ili na implantima, ne moze biti
dugorocno uspesna.

Ovaj tretman ilustruje jednostavan i efikasan
nacin pomaganja pacijentima da im se ukloni
obolela denticija i da se odmah odluce za fiksne
zube na implantatima. Mnogi pacijenti starosti
40 do 60 godina imaju zube koji se jednostavno
ne mogu restaurirati stomatolozi - ovim pacijen-
tima je potreban iskusan implantolog.

Tokom poslednje dve decenije, razvile su se dve

razlicite fehnologije u pogledu dentalnih implan-

tata:

¢ Konvencionalna dentalna implantologija,
koju promovise vise univerziteta.

* Kortikobazalna implantologija (koncept Stra-
tegic Implant®), tehnologija koja je mnogo
efikasnija od bilo kojeg drugog koncepta u

okviru dentalne implantologije.

Tradicionalna stomatoloska implantologija nije
imala sre¢e kada je nekoliko neprakticnin dogmi
uvedeno tokom poslednje tri decenije, kao Sto
je npostavijanje implantata u protetski zeljenu
poziciju" i “pracenje koncepta vidljivog profila”.
Slicno fome, verovanje da su odredene povriine
implantata bolje od drugih i Citav koncept os-
eointegracije su - sa stanovista onoga 5$to dan-
as znamo - vise prokletstvo nego pomoc. Pret-
postavka da odredena povriina implantata radi
boljie nego polirani titanijum nije opravdana
naukom. To je jednostavno "“prica” koju su sas-
tavili veliki proizvodaci implantata. Narocito
univerziteti nastavljaju da budu verni pratioci
“oseointegracije”, i oni to Cine zato sto uficajni
ljudi tamo dobijaju isplate od proizvodaca. Cak
i pojedinacni hirurzi Cesto dobijaju takve isplate
od proizvodaca implantata (ili lokalnih distrib-
utera) - novac dolazi sa svakim implantom koji
on/ona postavi. | to je upravo razlog zasto hirurg
postavlja dati implantat umesto boljeg.

Sve te ideje i razvoji odvedi su celu profesiju u
pogreSnom smeru. Konvencionalni dentalni im-
plantati sa svim svojim manama opravdali su
augmentaciju kosti, ¢inec¢i da pacijenti pate
vise zbog dugotrajnih protokola leCenja, Cesto
provodeci godine u lecenju.

Sve ovo je danas nepotrebno ako se Kkoristi
tehnologija Strategic implant®. Ona ima za cil|
osesofiksaciju delova implantata u kortikalima
koji prenose opterecenje, bez cekanja na “os-
eointegraciju”. Koncept podseca na tehnologije
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koje se koriste u traumatologiji i ortopedskoj hirur-
giji vise od 50 godina. U odredenim situacijama,
momentalno opterecenje je i dalje moguce
i uspesno Cak i za pojedinacne implantate ili
zamene jednog zuba (sa vise od jednim implan-
fatom).

Umesto stvaranja “vidljivog profila”, tanki polirani
vertikalni delovi implantata (2 mm u precniku)
postavljeni su lingvalno i palatalno, pruzajudi ve-
liku slobodu stomatoloskom tehnicaru da stvori
visoko estetski rezultat (slike 4 i 5). Prelaz izmedu
prirodne gingive i kompozitne (ili akrilne, ili Cak
keramicke) zamene se postavlja striktno u nevi-
dljivoj zoni i skriven je usnama. Zbog toga nije
potreban “vidljiv profil” i pozicije implantata nisu
diktirane pozicijama kruna.
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Zakljucci

1

Prinvatljiv estetski rezultat moguc¢ je Cak i u
estetski teSkim situacijama ako su svi zubi u
obe vilice uklonjeni i meka tkiva i linija kosti
se iziednacavaju s namerom da se pomeri
prelazna zona na gore u gornju vilicu ili na
dole u donju vilicu.

Tehnologija Strategic Implant® ne zavisi od
dostupnosti vertikalne kosti - sve §to joj je
potrebno je stabilni drugi ili treci kortikal za
usidrenje implantata.

Klinicki vidljivi zubi su postavljeni nezavisno
od kosti i mesta sidrenje (strateSko pozicioni-
ranje implantata). Ovo olakSava kreiranje vi-
soko estetskog protetskog rezultata.

Ovakav estetski rezultat se mnogo lakse i
predvidljivije postfize izravnavanjem alveo-
larne kosti i uklanjanjem suviSnog mekog tki-
va nego augmentacijom kosti i mekog tkiva
u estetskoj zoni.

Primarni cilj svakog tretmana zubnim im-
plantatima je jednaka i istovremena okluzija
obe strane, kao i bilateralna i neogranicena
Zvacna funkcija. Bilo koji zub i bilo koji seg-
menti kosti koji bi se suprotstavili ovom cilju
(i sprecili odrzavanje istog) moraju biti uk-
lonjeni jer bi onemogudili da tretman ispuni
oCekivanja pacijenta.
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Kompleksni tretmani koji kombinuju fiksne
restaurirane zube i uklonjive proteze mora-
ju se apsolutno izbegavati. Plan leCenja za
ljude treba uvek teziti stvaranju i odrzavanju
fiksnih zuba fokom citavog zivota. Ovo je
tfakode jeftinije od izrade kompleksnih res-
tauracija.

U mnogim zemljama razni ilegalni finansijski
dogovori izmedu proizvodaca implantata
i njihovih distributera ometaju napredak u
dentalnojimplantologiji i sprecavaju da pro-
fesija ide u pravcu koji bi korisnik zeleo da
vidi.

Cini se da u oblasti dentalne implantologije
nijedna od ukljucenih strana nije spremna
da postuje interese pacijenata. Osim ako se
to profesionalni nemar ne ispravi, nezdravi
razvoj drustva u celini bi¢e neizbezan rezul-
tat.
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