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Corectia economica
Provocare sau esec

Atat presa de specialitate, cat si analistii
financiari titrati de la noi, sustin argumentat
faptul cad pericada urmatoare va reprezen-
ta o provocare pentru toti actorii economici.
Se asteaptd o coreciie economica cel pufin
in zona Uniunii Europene. Amploarea aces-
tei corectii nu poate nimeni sa o aprecieze,
dar semnalele sunt clare: economia ltaliei a
intrat in recesiune tehnica, gigantul german
Deutsche Bank a inceput restructurari masi-
ve in toata lumea, iar in Germania se asteapta
scaderi consecutive pe trimestrele al doilea si
al treilea. Urmarind toate acestea, inevitahil
ne punem intrebarile: pe noi ne va afecta? Ne
putem pune la adapost? Cum o putem face?

Primul lucru ar fi ca trebuie sa intelegem
o datd pentru totdeauna faptul cd activitatea
noastra medicala face parte, asa cum o pre-
stdm noi catre populatie, din servicii econo-
mice oferite pe piata libera. Asadar, cu bune,
cu rele, ne supunem legilor economice. Toata
evolutia economiei (pozitiva sau negativa) ne
influenteaza activitatea.

Punem bani "pentru zile negre". Incercati,
prin instrumentele financiare avute la inde-
mana, sa puneti deoparte bani. Toata lumea
stie cd cea mai buna perioada de investitie e
criza. Pregatiti-va bani pentru investifii.

Evitati sa va hazardati s& luati credite ce
nu aduc un beneficiu direct in afacerea dum-
neavoastrd. Adica, nu investiti banii pe care
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nu-i aveti decat pentru dezvoltarea afacerii.

Optimizati-va cheltuielile. Atat cele de
cabinet, cat si cele personale. Cheltuiala se
reflectd in pret (prin cresterea lui) si in profit
(prin scaderea lui).

Eficientizati-va programarile. Un program
eficient, in care sa nu aveti timpi morti, va va
aduce doar beneficii.

Investiti in dezvoltarea afacerii, a per-
sonalului angajat, a dumneavoastra. Toate
aceste investitii va vor putea aduce un plus pe
perioada in care lucrurile nu functioneaza la
capacitate maxima. Investitia intr-o masina
luxoasa, luatd pe credit, cu exceptia situatiei
in care va ocupati de transport de persoane,
este — spre exemplu — o investitie, s&-i spu-
nem, neinspirata.

Corectiile economice sunt firesti. Ultima
corectie severd prin care am trecut in urma
cu 10 ani a pus pe alte coordonate multe din-
tre afacerile care se desfasoara in Romania si
nu numai. Cine a tras invataminte din aces-
tea a supravietuit si s-a dezvoltat. Va propun
impreuna sa intelegem domeniul economic
si s& ne punem la adapost pe noi, afacerile
noastre si familiile.

Mult succes!

Dr. Vlad Cristian DEAC
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Surgical and prosthetic management
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INTRODUCTION

Almost every day we face new challenges in our practice, and each case is unigue in its own way. However, the per-
ception of the difficulty of a case differs widely between individuals, colleagues, regions of the country, and it may even
change with time in ourselves. For example, a full arch restoration may seem an impossible task when we are in our
first years of practice, or, in the exact opposite way, a case we used to treat somewhat superficial because of the lack of
experience may change our perception of a particular pathology.

Treatment planning is the key factor which contributes to the success or failure of a treatment. Combining all clinical
elements in a coherent sequence of planning may prove challenging, and even clinicians with many years of experience
don’t always achieve 100% success. But this is exactly what should drive us forward, striving to achieve perfection, and
never settling with anything less than that.

The planning should always start and be centred on the patient — what are his needs, and what are his expectations
from our treatment [1]. During the initial visits we must understand what is his perception on the aesthetic outcome, and
what are his expectations regarding the length of the treatment, the post-op recovery time and of course the financial
burden.

The present case report highlights the surgical and prosthetic management of a complex case, and the difficulties

we encountered throughout the treatment.

CASE REPORT

A 48-years-old male patient presented to our clinic
back in 2016 referred by his wife for dental treatment. His
main complaint was inability to eat properly, due to the
failing dental restorations (Figure 1).

The upper porcelain fused to metal bridges were
loose, and the patient had to use denture adhesive to
fix them in place several times a day. He told us he used
to have no diastema, but it probably formed in time due
to tooth migration. In the lower arch he had a porcelain
fused to metal restoration on the frontal teeth — 4.3 to
3.4, and some implants in the posterior regions, currently
unrestored. The crowns on the lower right premolars were
missing, and the natural abutments migrated vertically
(Figure 2, Figure 3, Figure 4, Figure 5).

Even though the patient did not have a stable occlu-
sion, the upper restoration was loose and it moved buc-
cally when he closed in maximum intercuspidation, there
were no signs of TMJ disorder.

At this point, our main questions were how did the pa-
tient get in this situation, how long has he been in this sit-
uation, and how did he manage to survive like this. It was
clear that he needed a complex full mouth restoration, but
we weren't sure he was going to accept such a lengthy
treatment plan. Also, we had concerns about the patient's
adherence to the treatment seguence. At the same time,
the patient was aware he was in urgent need of treatment,
but he was afraid of the pain involved and the time he
needed to spend in the dental office. He also mentioned
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he suffers from an exaggerated gag reflex, and all previ-
ous prosthetic work had been very difficult for him.

Initially, we decided to take it one step at a time, and
to see if the upper front teeth were restorable. We tried to
clean the abutments, we performed root canal treatment
(RCT) on teeth 1.1 and 2.1 which were necrotic, and we
prepared tooth 2.1 for a cast metal restoration (Figure 6).
The initial plan was to restore the lateral parts of the arch
with implant supported restorations, while on the front
teeth we could make a provisional restoration for the du-
ration of the treatment.

We relined the metal ceramic bridges with self-curing
acrylic resin, to improve their retention until the provi-
sional restoration was manufactured. Maybe this is the
reason why after the initial 2 appointments, the patient did
not return to the clinic for approximately one year. This
time, the upper left premolars had fractured, and the pa-
tient was in pain. He was determined to start the treat-
ment, and he promised we would stick to the schedule.

Since another year had passed, with the upper “fixed"
restorations glued in by the patient with denture adhesive
3-4 times a day, all teeth had become non-restorable, so
the treatment plan was shifted to a full implant supported
restoration.

As part of the treatment planning, we took impres-
sions of both arches and we did a diagnostic waxup, in or-
der to get a better idea of the tooth proportions and place-
ment, since we were going to close the diastema (Figure
7). This waxup also helped us identify another problem
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Figure 1. Initial situation.

Figure 4. Intraoral view of the remaining maxillary teeth,
after removing the bridges.

Figure 5. Mirror view of the maxillary arch after removing
the bridges. Notice the denture adhesive still present
on some abutment.
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Figure 7. Diagnostic waxup.

Figure 8, Detail view of the waxup in the upper left region.
Notice the teeth axis caused by the resorbtion of the buccal
plate in the canine and lateral incisor area.

e e e .
Figure 9. Try-in of the thermoformed splint.
Midline, occlusal relationship and tooth proportions of the
initial porcelain fused to metal bridges were corrected.

Figure 10. CBCT axial sections centred on the maxillary
frontal teeth: A — tooth 1.3; B — tooth 1.2; C - tooth 1.1;
D — tooth 2.1. Notice the thin buccal bone.




we were going to encounter in the prosthetic phase — the
severe bone loss in the left lateral incisor and canine area,
which will force the artificial teeth to have unusual axes
unless corrected with a tissue and/or bone graft. (Figure
8). The model with the waxup was duplicated, and the
dental technician provided us with a thermoformed splint,
which we used as a template for the implant placement
and for the immediate provisional restoration (Figure 9).

In full maxilla cases, the protocol in our clinic includes
in the first stage a single surgical appointment, in which
we extract all unrestorable teeth, insert the implants and
make an immediate provisional restoration for the first
2 months. The second stage in our protocol involves a
second provisional restoration and any additional surgical
procedures, like connective tissue grafts or free gingival
grafts to improve the soft tissue architecture, and in the
third stage we copy the shape of the second provisional
restoration and deliver the final restoration.

The key positions for inserting the implants are usual-
ly the central incisor, canine, first or second premolar and
first molar. While treatment concepts like "All-on-four” [2]
and its variations may be suitable for some patients, in
young patients with fixed restorations on natural teeth or
implants on the opposing arch we always prefer to place
the implants in prosthetically driven positions and angu-
lations, so that masticatory forces are transmitted in the
long axis of the implant. Also, as a general rule, we prefer
to place 8 implants in the maxilla and 6 implants in the
mandible,

After studying the preoperatory Cone Beam Comput-
ed Tomography (CBCT) scan, we noticed that the remain-
ing frontal teeth (1.3, 1.2, 1.1 and 2.1) had long roots with
thin buccal plates and no periapical pathology (Figure 10).
Looking at the horizontal CBCT sections, we noticed the
bone resorption pattern in the lateral edentulous areas of
the maxilla, where most likely the buccal plate was lost
after the extractions, with a significant changein the ridge
architecture (Figure 11). This is why we decided to try to
conserve as much as possible of the alveolar process,
and after we discussed this treatment option with the pa-
tient we decided to apply the Partial Extraction Therapy
(PET) with the Socket Shield (SS) technique for the im-
plant placement. SS has proved in the last period to be a
valuable technigue, with consistent results [3], and in our
experience the changes in the peri-implant soft tissues
following the extraction are almost inexistent.

Also as a part of our protocol for full arch cases, we
always place the Multiunit Abutments (or Octa abutments
from Megagen, as in this case) immediately after implant
insertion, in order to make an immediate fixed, screw-
retained restoration. Even if we decide not to load an im-
plant due to inadequate primary stabhility, we still place the
Octa abutment on it, in order to preserve all crestal bone
[4], which otherwise can be lost if the uncovering is done
at a later time. In this particular case, we decided not to
load the implant placed in the position of tooth 1.6, so we
screwed in the Octa abutment and we covered it with the
flap.

The first surgical procedure was performed under lo-
cal anaesthesia, enhanced with intravenous sedation for
anxiolysis. We started with the frontal teeth, which were
sectioned mesio-distally, and the palatal fragment was
extracted atraumatically, taking care naot to put pressure
on the buccal fragment (Figure 12 - A). The buccal frag-
ment of the roots was then prepared, by reducing it to
the bone level and bevelling the internal part, in order to
obtain a semilunar shape — the shield, as thin as possi-
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ble without affecting its strength — approximately Tmm
thickness (Figure 12 — B). Then we prepared the implant
sites in a palatal position, taking into consideration the
chosen implant diameter, so that when the implant is
fully seated it's not putting any pressure on the shield [5].
Implant axis were checked with the template, which was
previously perforated (Figure 12 — C). Finally, the implants
were inserted (AnyOne, Megagen) and were torqued down
to around 50-55 Nem (Figure 12 = D).

After inserting the frontal implants, we moved on to
the lateral sides. In order to aveid any unnecessary bone
resorption, we opted for a flapless approach for the fron-
tal implants, and we only raised flaps on the lateral sides
(Figure 13). Also, trying not to risk any dehiscence near
the implants, we decided to extract the upper second mo-
lars at a later time. Immediately after the implants were
inserted, we screwed in the Octa abutments, and torgued
them down to 35 Ncm, as per the manufacturer instruc-
tions.

Next, we placed the temporary cylinders on the Octa
abutments, and we made the necessary adjustments to
the prosthetic template, in order to gain access to each
screw (Figure 14). The template was then filled with a self-
curing composite for provisional restorations (Protemp 4,
3M Espe — Figure 15), and it was seated on the tempaorary
cylinders. After the setting time, we unscrewed all tempo-
rary cylinder fixation screws and we removed the provi-
sional restoration. We needed to add flowable composite
at the gingival margins, in order to support the implant
emergence profile, and we removed material in the sub-
gingival areas, trying to obtain an “S-line” profile for each
implant emergence profile [5]. After all adjustments were
made, we polished the provisional restoration with rubber
disks and cotton disks, we cleaned it with the steamer and
we screwed it back on the Octa abutments (Figure 16).

The patient returned 12 days later to remove the su-
tures. Periimplant tissues were looking good, so we in-
structed the patient to return in 60 days, to begin manu-
facturing the second provisional restoration (Figure 17,
Figure 18).

The patient did return to the clinic, but only 4 months
later, and only because the provisional restoration had
broken in 2 pieces. He had managed to glue it back to-
gether several times using SuperGlue, but now he had
problems managing this situation, so he asked for our
help (Figure 19). Fortunately, the periimplant soft tissue
was in good shape, and the initial emergence profile was
conserved (Figure 20).

At this point we decided to take the next step in our
protocol — the production of the second provisional res-
toration. Since the Octa abutments had been inserted at
the time of implant placement, in order not to disrupt the
periimpant tissues we took the impression at the abut-
ment level — gingiva level impression = and not at the
implant level. On each Octa abutment we mounted an im-
pression coping, and then we splinted the copings using
self-curing acrylic resin (Pattern Resin, GC — Figure 21).



Figure 15. The prosthetic template is filled with self-curing
composite (Protemp 4, 3M Espe).

Figure 11. Horizontal section on the preoperatory CBCT,
showing the difference in the bone volume in the area with
the remaining roots, compared to the edentulous ridges.

Notice the important defect in the position of tooth

» 2
Figure 12. A — The roots were sectioned mesio-distally, and
the palatal fragments were carefully extracted;
B — aspect of the shields;
Figure 16. The immediate provisional screw-retained
restoration, at the end of the surgery.

Figure 12. A — C — checking the axis of the implant
osteotomies on the prosthetic template;
D - frontal implants seated.

Figure 13. Mirror view of the maxilla. All implar
with the Octa abutments screwed in.

e — ' — 4 R
Figure 14. The prosthetic template is adapted in order to Figure 19. The patient tried to glue back in a piece of
have access to the temporary cylinders fixation screws. the provisional restoration, but failed.
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The impression was sent to the dental laboratory, and we
asked the technician to send the model back to the office,
in order to check the emergence profiles of the implants.
As it can be seen in Figure 22, because mounting each
impression coping on the implants and splinting them
with Pattern Resin is a time consuming process, the peri-
implant tissues collapsed, and the model does not have
a correct emergence profile on the implants. This is why
we used a scalpel blade to sculpt each emergence profile
on the model, so that the dental technician can copy that
shape on the provisional restoration (Figure 22).

The dental technician scanned the models, and based
on the information we provided he redesigned the resto-
ration, in order to achieve better proportions of the central
incisors, close to 80% (Figure 23, Figure 24).

With the new provisional restoration in place we could
observe the good outcome of the SS technique: the pro-
file of the alveolar process did not change after the root
extraction and implant placement, as it can be seen in
Figures 25 and 26.

At this point we asked the patient to return in 4 weeks,
1o start shaping the final emergence profiles. We wanted
to try to lower the contact points, to allow more soft tis-
sue to occupy the papilla space [6, 7). Unfortunately, the
patient only returned 10 months later, and only after we
insisted. Again, a very busy schedule at work and the
fear of lengthy and uncomfortable appointments demo-
tivated our patient to improve the treatment outcome.
He also refused the second surgical intervention for the
enhancement of the soft tissue architecture around teeth
2.2 and 2.3. For this reason, we decided to copy the cur-
rent shape of the pravisional, which the patient grew to
enjoy very much, and move on with the final restoration.
The soft tissue was stable around the provisional (Figure
27), and upon removal we noticed we managed to obtain
a satisfactory emergence profile, and even some papillae
(Figure 28). But the shape of the periimplant soft tissue is
never stable for too long without the prosthetic restora-
tion. Also, the shape we managed to obtain (Figure 29)
had to be transferred to the dental laboratory, and the im-
pression material, regardless it is A-silicone or polyether,
is unable to record all these details before they collapse
[8]. This is why we used a special method to copy the
emergence profile we created.

In order to obtain a final impression with as much in-
formation as possible, we started by taking an alginate
impression over the provisional restoration, after we re-
moved the fixation screws. This way, we performed a
pick-up impression, with the provisional bridge remaining
in the alginate (Figure 30). Then we placed Octa implant
analogs on each temporary cylinder, and we injected a
silicone material (Silicone Die, Voco) around the analogs,
taking care to cover all the gingival surface of the provi-
sional restoration (Figure 31). We added more silicone
material, until we obtained a silicone model with Octa
analogs inside (Figure 32). This model copied exactly the
gingival surface of the provisional restoration, which cor-
responded to the emergence profile we created (Figure
33). Then, we inserted the open tray transfer abutments
on each implant analog (Figure 34), and we started adding
Pattern Resin to the silicone model, achieving two goals
at the same time: to splint the transfer abutments and to
copy the emergence profile in a non-deformable mate-
rial (Figure 35, Figure 36, Figure 37). However, we could
not be sure the transfer abutments were splinted in the
perfect position, since the silicone model was somewhat
flexible. So we separated each transfer abutment using
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a fine diamond disk (Figure 38), and then we removed
them from the model one by one and we placed them on
the corresponding implant in the mouth (Figure 39). We
tightened each transfer abutment to 156 Nem, and then we
added just a drop of Pattern Resin in liquid state, to splint
the transfers again, this time in the correct position. For
the final impression we used a polyvinylsiloxane material
(Honigum Pro, DMG), light body and putty in a single time
(Figure 40). However, in this case the silicone material
only acts as a support for the Pattern Resin frame, since
everything else is recorded by the transfer abutments and
the Pattern Resin.

The dental technician poured the stone casts and he
sent them back to the office (Figure 41). As it can be seen
in Figure 41, all details of the emergence profile have been
transferred to the working model, thanks to the impres-
sion method used.

In full arch cases we always prefer to articulate the
models ourselves in the dental office. This way, we can
use the provisional restoration on which we already tested
the occlusion, esthetics and phonetics. For this, first we
take a facebow registration over the provisional restora-
tion (Figure 42), so we can position the maxillary model
in relationship to the hinge axis. Next, we register the oc-
clusion, using either a bite registration material or Pattern
Resin, and then we remove the provisional restoration and
we screw it on the working model, in the implant analogs.
We place it on the facebow transfer table (Figure 43), and
we articulate it using articulating plaster, After the plaster
setting time we turn the articulator upside down and we
position the mandibular model on the maxillary provision-
al using the bite registrations, and then we add articulat-
ing plaster on the mandibular model. The dental labora-
tory receives in this way the models already articulated,
and they can begin working on the prosthetic phase.

For this case we opted for a zirconia frame, with ce-
ramic layered on the buccal, and full zirconia on the oc-
clusal and palatal (Figure 44). The zirconia frame was
cemented on titanium bases (Easypost for Octa, Mega-
gen) (Figure 45, Figure 46). An accurate working model
allows the dental technician to copy the emergence pro-
file shape on the prosthetic restoration, thus maintaining
the soft tissue architecture we have developed with the
provisional restoration (Figure 47). The long term resto-
ration copies the teeth proportions, shapes and position
from the provisional restoration, but the dental technician
improves the transition lines, the angles and the axes and
gives the final touch with the surface texture (Figure 48,
Figure 49, Figure 50). When the final restoration is seated
on the implants, the lack of blanching of the periimplant
soft tissue shows the emergence profile has been ade-
quately copied (Figure 51).

Our patient opted for a slightly brighter shade than on
the provisional restoration (Figure 52), and in the end he
was happy with the result (Figure 53), promising he would
very soon start with the lower arch.



Figure 20. Intraoral aspect of the periimplant soft tissue, at
the time of the first removal of the provisional restoration.

Figure 26. Natural aspect of the soft tissue around

the implant supported restorations.
Figure 21. Open tray impression copings were mounted on

the Octa abutments and then splinted with self-curing
resin (Pattern Resin, GC).

) .
Figure 22. Working model. On the left, the way it came back
from the dental laboratory. On the right, we sculpted the : " "
gingiva to create a more natural emergence for each implant. ﬁgurg 27. Intraoral aspect of thelseconld provisional
restoration, 10 months after we delivered it. Undoubtedly,
we could have done so much more for the soft tissue here.

Figure 23. PMMA screw-retained restoration. The technician
tried to cover the horizontal defect on teeth 22 and 23, but

this was going to have a negative impact on the soft tissue,

so we modified that area, as it can be seen in the next figure.

Figure 28. Intraoral aspect of the periimplant soft tissue,
shaped with the provisional restoration.

. - - .y,—-

Figure 24. Intraoral photograph with the new provisional
restoration. Notice the good aspect of the soft tissue around
the implants corresponding to 1.3-2.1. Figure 29, Full arch view.
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Figure 30. Alginate pic-up impression of
the prosthetic restoration.

Figure 31. Implant analogs are mounted on the temporary
cylinders inside the provisional restoration, and silicone
material (Silicone die, Voco) is slowly added in order
to cover the emergence profile.

Figure 32. The implant analogs are completely covered with
silicone material.

Figure 33. After the silicone setting time, it is carefully
removed from the alginate impression, resulting an
immediate model with implant analogs inside.

12

Figure 34. The transfer abutments are placed on the implant
analogs inside the silicone model. Notice the perfect
reproduction of the emergence profile.

o
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Figure 35. After all transfer abutments are placed, fluid
self-curing acrylic resin (Pattern resin, GC) is slowly added,
in order to completely cover the periimplant tissue.

Figure 36. More acrylic is added, in order to splint the
transfer abutments.




Figure 37. Where the implants are more far apart, we added
a support for the acrylic resin to stay on — in this case
the plastic handle of a bonding applicator.

Figure 38. After all transfer abutments are completely
splinted, we use a fine disk to separate them,
in order to reduce the tension.

Figure 39. The transfer abutments are carefully placed on the
corresponding implants, making sure the mucosal part of the
acrylic resin is in the right position. No blanching should be
apparent at this stage. After all transfers are in place, we add
just a drop of Pattern resin between each transfer, so they
become splinted again, this time in a correct position.

) s
Figure 40. Final impression — note that the emergence profile
is entirely registered by the acrylic resin, and the silicone only
acts as a holder for the acrylic frame.
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Figure 41. Working models, with the emergence profile
accurately reproduced.

> -

Figure 42. Facebow registration. Both the dental office and
the dental laboratory must use equipments from the same
manufacturer ~ in this case we used Amman Girrbach Artex
facebow and articulators wih Splitex system.

Figure 43. The provisional restoration is screwed in
the implant analogs on the working model, and then placed
on the facebow transfer table for articulating.

Figure 44. Zirconia framework of the final restoration.
Favourable implants positioning allowed us to make
4 separate prosthetic parts.
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Figure 45, Final restoration. The subgingival part follows
closely the created emergence profile, and the zirconia
in this region is only manually polished, without ceramic
glazing, for a better soft tissue response.

Figure 46. Pink ceramic has been added to the left lateral
incisor and canine, to fill the defect in the alveolar process.

Figure 47. Final restoration on the working model.
Note the perfect adaptation to the soft tissue profile.

Figure 48. Final restoration — first quadrant appearance.

Figure 49. Final restoration — second quadrant appearance.

Figure 50. The final touch of the dental technician — the
surface texture gives a natural appearance to the restoration.

Figure 51. When the restoration is screwed in on
the implants, no blanching should be seen on
the soft tissue, as a sign of a perfect gingival adaptation.




Figure 53. A smile at the end of the treatment.

CONCLUSIONS

This case shows one of the biggest problems we
come by in our everyday practice, and one we still can't
always find a solution for — patient adherence to the treat-
ment. Even though the planning was done correctily, the
fact that the patient for various reasons did not comply
with the treatment schedule affected our end result. Also,
we have some serious concerns regarding the resistance
in time of our treatment in the maxilla. If the patient will
disappear again and will not start soon with the mandibu-
lar restoration, this result may become unstable.

Hopefully, the patient will soon see the advantages of
a correct long term restoration, and will find the courage
for the surgical interventions in the mandible.

Acknowledgement: We would like to thank Dental
Technician Alexandru Albert for the final prosthetic resto-
ration, and for his invaluable help with the esthetic design.
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ErYAG Laser-Assisted Apicectomy of
Endodontically Compromised Central Incisor
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The purpose of this article is to present the ErYAG laser-assisted surgical removal of a broken endodontic instrument

from the periapical region of the maxillary central incisor.

Keywords: Fractured endodontic instrument, maxillary incisor, Er'YAG laser, periapical surgery

INTRODUCTION

Fracture of root canal instruments is one of the most
troublesome incidents in endodontic therapy. It is report-
ed that the prevalence of broken instruments ranges from
0.5% to 5%.(1) Endodontic instruments rarely separate
beyond the apical foramen. The fractured segment is a
foreign object and might cause inflammation.(1) Moreo-
ver, patients often regard the fractured segment as "a
broken needle" and suffer psychologically. Therefore, an
attempt to remove the segment from such cases with a
surgical approach is often necessary. (1)

The apicectomy is a kind of surgical endodontic ther-
apy alternative aimed at removing periapical inflalmma-
tory tissue followed by apical resection and retro-filling of
the root canal. Such procedures are performed through
a trans-osseous approach. The rate of success with the
apicectomy procedure is over 91% (2), and many new
technigues are introduced, including using of ErYAG la-
sers (3, 4).

It is important to recall the principles of endodontic
surgery that dictate treatment. The prime considerations
may be summarised as follows (4):

Figure 1: Irretrievable separated instruments in the root ca-
nal. The separated instrument only requires surgical inter-
vention because the tooth is symptomatic. At presentation —
radiolucency area near the separated instrument at the apex
of tooth #21.

Figure 2: Semilunar incision with the Er:YAG laser (in contact
mode!).
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« A thorough appreciation of surgical anatomy is of pri-
mary importance in order to effect a well-performed
procedure and appropriate radiographic investiga-
tion must precede any surgical approach in order to
properly assess the lesion and associated anatomical

structures. (4)

Surgical access — the preferred muco-periosteal ac-

cess is through a semi- lunar incision, which must al-

ways be positioned above the lesion and never through

the lesion. (4)

Operator experience and good surgical technigue. (4)

- Thorough removal of associated granulation tissue or
more organised peri- apical pathology. (4)

« Appropriate resection of the root apex, to eradicate the
apical tip and any accessory root canals in this region.
Wherever possible, the resection level should be coin-
cident with the buccal or labial alveoclar bone level. (4)

+ Retrograde obturation — it is considered appropriate
that a retrograde root canal filling should be performed
routinely during apical surgery. The purpose of the
retrograde filling is to seal the exposed root canal and
prevent leakage of pathogens into the peri-apical area.
Isolation of the root area is vital during this procedure
and will enhance the successful outcome. (4)

New techniques, materials and technologies have
been used to increase the already high success rate of
peri-apical surgery. Amongs them ErYAG lasers demon-
strate many advantages. (3, 4, 5, 6)

Using the Er:YAG Laser in Apicectomy Surgery

The following are features of Er'YAG laser-assisted
surgery with specific regard to apicectomy procedures
(4):
+ The Er:YAG laser has a wavelength of 2940nm. The

prime chromophore of this laser wavelength is water,
which makes it appropriate for ablating both hard and
soft oral tissues.

* The ErYAG laser can perform incision for flap lifting,
such as a crestal incision, an intrasulcular or vertical
release incision or semilunar incision. The laser pro-
duces a wet incision (some bleeding).



+ Ablation of granulation tissue after raising a flap is
efficient with the Er:YAG laser, offering a lower risk of
overheating the bone.

+ Detoxification of the infected site by lasing directly on
the bone — studies have shown that Er:YAG laser en-
ergy effects on bone include bacterial reduction.

+ Ablation of alveolar bone tissue with the ErYAG laser
- remodelling, shaping and ablation of necrotic bone.

* Root apex resection using the Er:YAG laser in contact
mode and preparation of the apex cavity for retrograde.

+ Although studies into the use of the ErYAG laser in clin-
ical bone surgery procedures have reported inconclu-
sive subjective advantages in terms of time required,
post-operative pain levels or ease of access, histologi-
cal investigations have demonstrated better levels of
early healing of the bone when the laser is compared
to the surgical bur and piezo-surgery.

The aim of this article is to present a case where an
ErYAG laser is used successfully to remove endodontic
instrument fractured beyond apical foramen.

CASE REPORT

A 28 year old female presented complaining of peri-
odical episodes of pain associated with the upper right
central incisor. The patient's general medical history was
uneventful and she was taking no medication.On exami-
nation, the tooth had been restored with porcelain fused
to metal crown. The general level of oral health was con-
sidered good, with evidence of adequate oral hygieng;
the periodontal condition was good with no pocketing or
bleeding on probing.

Periapical X-ray examination showed a fractured in-
strument (lentulo) outside the root canal and radiolucent
area around the apical portion of the root canal (Figure 1).
A diagnosis of peri-apical granuloma due to failure of the
orthograde root filling complicated with fractured instru-
ment beyond apical foramen was made and treatment
indicated surgical curettage of the area and apicectomy
procedure,

TREATMENT PROTOCOL

A fiberless laser system with operating wavelengths
of 2940nm (LiteTouch, Lite Instruments, Israel) was em-
ployed for this procedure, following protocol described
previously by Dr. A. Reyhanian (4). Treatment alternatives
could consist of traditional scalpel, curettes, and rotary
instruments.

The laser operating parameters employed for the vari-
ous surgical stages were as follows:

+ Release Incision of the flap. Contact mode - 200 mJ/35
Hz; 0.4x17 mm tip

* Bone removal to expand entrance to Apex. Non con-
tact mode - 300 mJ/35 Hz; 1.3x19 mm tip

+ Granulation tissue ablation: Non contact mode - 400
mJ/15-20 Hz; 1.3x19 mm tip

+ Resection of tooth apex: Non contact mode - 400
mJ/20 Hz; 0.8x14 mm tip

* Retrograde cavity preparation: Non contact mode -
400 mJ/20 Hz; 0.8x14 mm tip.

A semilunarincision was made after infiltrative anaes-
thesia. The incision extended from a point approximate to
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Fig. 7a

Fig. 7b Fig. 7c

Figure 3: Raising the flap.

Figure 4: Expanding the entrance to the lesion with the
ErYAG laser in non-contact mode. After removal of the com-
pact bone the fractured instrument is exposed and can be
removed easily. The next step is granulation tissue removal
and bone cavity disinfection.

Figure 5: Using the Er:YAG laser to cut the apex and to pre-
pare the apex cavity for retrograde filling (in non-contact
maode).

Figure 6: Primary closure.

Figure 7: X-ray (a) before treatment and one year post-op,
following removal of the separated instrument (b) and resec-
tion of root apex. X-ray (c) after one year revealed completely
healed bone defect with no signs of bone resorption.

the distal area of the upper right lateral incisor to the distal
of the upper left central incisor (Figure 2) and the flap was
elevated (Figure 3). A small fenestration of the labial bone
was made and surrounding bone was ablated in order to
expand the entrance to the defect. After removal of the
compact bone, the fractured instrument was exposed
and was removed easily. A large guantity of granulation
tissue was ablated in non contact mode. (Figure 4).

Following the fractured instrument removal, the root
apex was sectioned. The ErYAG laser energy produced
a smooth, clean resection without visible signs of ther-
mal damage. At the same power setting the cavity of the
apex was prepared for retrograde obturation. Finally the
bone defect was shaped and remodelled.The retrograde
cavity was sealed with MTA (Figure 5). MTA has been rec-
ommended for root-end filling during endodontic therapy
and presents advantages such as ease of placement, hy-
drophilic nature, lack of toxicity and low solubility.The flap
was sutured with 3-0 silk with careful attention being paid
to good primary closure (Figure 6).
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I Figure 8: SEM evaluation at different magnification revealed root apex cutted with ErYAG laser (a), retrograde cavity prepared (b)
and root dentin inside the cavity with absence of smear layer and cracks (c).

Patient was prescribed Amoxicillin 500 mg/8 h for 7
days anf Ibuprofen 600 mg/8 h for 3 days. After 7 days,
the patient was recalled for suture removal. The swell-
ing had resolved and healing was progressing well. After
six weeks the soft tissue was completely healed without
complications. The X-ray examination after one year re-
vealed completely healed bone defect with no signs of re-
sorption. The prognosis was considered excellent. (Figure
7).

DISCUSSION

This case describes the use of an Er:\YAG laser for api-
cectomy procedure emphasizing on the advantages of
this laser wavelength in performing apicectomy versus
conventional methods.

The use of the ErYAG 2940nm laser has been dem-
onstrated to be effective in the surgical ablation of tooth
tissue and bone (3, 4). Advantages of this modality over
conventional rotary instrumentation may include preci-
sion, bacterial decontamination, less collateral damage
and tactile stimulation (3, 4). In addition, although stud-
ies have been equivocal, the use of this laser in surgical
procedures may result in less operator fatigue and greater
patient acceptance (3, 4, 6). What has been demonstrated
is the enhanced early healing response in bone tissue and
a lesser level of post- operative complications (6).

Additionally to these clinical observations we have
studied the apical surface characteristics and presence
of dental cracks in extracted human single-rooted inci-
sors, resected 3.5 mm from the root apex, using the Er:
YAG laser, stainless steal bur, and diamond-coated ultra-
sound tip, by scanning electron microscopy (SEM).(Non
published study of G. Tomav)

The SEM images showed that stainless steal bur pro-
duced significantly smoother resected root surfaces than
the diamond-coated tip and Er;YAG laser. There was no
statistically significant difference between the Er; YAG
and diamond-coated tip groups. However the analysis
of scores obtained for the cut guality by the Kruskal-
Wallis test revealed no significant differences among
the groups. What is more important, in our study Er:YAG
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treated teeth had no cracks after the apical resection,
compared with other two groups. Photomicrographs
from the Er: YAG laser group revealed exposed dentinal
tubules after resection in contrast with stainless steal bur
(heavy smear layer) and diamond-coated ultrasound tip
(thin smear layer). In summary, it can be stated that Er;
YAG laser produces better apical root surfaces than the
ultrasound diamond-coated tip and stainless steal bur.
Within the limitations of this in vitro study, we can also
conclude that the diamond-coated tip provokes a larger
number of cracks when compared to the Er: YAG laser.

CONCLUSION

The outcome of this clinical case indicates that the use of
the Er:YAG laser should be considered an alternative, suit-
able and useful method for performing apicectomy and
has been shown to be effective and safe.
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DENTAL ERGONOMICS - THE SOLVED PARADIGM

Sanna Hakala, M.Sc., physiotherapist

EDUCATIE PROFESIONALA

It has been both scientifically proven and experimentally shown that dental work is ergonomically challenging. Yet,
the ergonomics can be at high level, if attention is paid on the environment and how the environment is used.

Dental workers often suffer from musculoskeletal dis-
orders (MSD), and 90% of the early retirements caused
by MSDs are work-related. Awkward postures, which are
typically static and long lasting, are the main reasons of
painful conditions.

Taking ergonomics to a better level is not rocket sci-
ence, but it does require re-considering of the way of
working, and taking responsibility of one's own well-be-
ing. Everyone needs to think the way the body should be
positioned, as there are no solutions that are both healthy
and passive. It's like wanting to get fit or to lose weight:
the exercises need to be done by oneself, and the salad
needs to be chosen instead of fast food.

When it comes to ergonomics, it is most important to
remember that it is highly beneficial to avoid bending over
the patient and rotating the body. Many dentists are used
to work from beside the patient, which forces the body
to an extremely uncomfortable position. Therefore work-
ing at the 12 o'clock position, so that the patient is right
in front of the dentist, would be recommended whenever
reasonable. If the work needs to be done from the side, to
minimize the bending and rotating, the head of the patient
can be rotated towards the dentist. Although the position
is not comfortable to maintain for long periods of time, it
should be kept in mind that the patient is just visiting. The
dentist needs to be in that position all day long, patient
after patient.

The posture of a body while working is a combina-
tion of body awareness, equipment in the environment,
and task related requirements. As most of the dentists sit
while working, the attention should be paid on sitting er-
gonomics, because having a good posture in the upper
body requires the correct setting of pelvis. That can be
demonstrated by thinking of a tower; if some of the floors
collapse, the whole tower from that floor up is out of bal-
ance. So if the pelvis is not positioned correctly, having
good posture in the upper body is impossible.

The unbalanced posture stresses all the tissues in our
body, as muscles, bones and ligaments are working all
the time outside their comfort zone. That is the reason for
pain that occurs during the work day. As mentioned be-
fore, the basis of our sitting posture is the position of our
pelvis. Maintaining the good position of the pelvis while
keeping the feet in front would require more strength from
the hip flexor muscles than they are capable of produc-
ing. Further, the bony structure of hip joints makes that
position impossible. As a conclusion, sitting feet in front
disables correct positioning of pelvis, and forces the body
to slouch.
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Working at the 12 o'clock position prevents the bending over,
and rotation of the body, and is therefore recommended when
possible.
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CARTILAGES START TO AGE ALREADY IN OUR 20S

Other musculoskeletal conditions that results from
long term passive sitting, not that much highlighted, are
joint problems. A cartilage, that covers the bony surfaces
of the joint as a protection, doesn't have sufficient blood
circulation. Instead, the metabolism of joints is based on
"sponge-effect”: when the joint is loaded, the nutritional
liquids squeeze out from the cartilage, and when unload-
ed the liquids squeeze in. When the joint is either unload-
ed or loaded in stable position for long periods of time,
the metabolism decreases, which fastens the process of
degeneration. Degenerative actions start at the age of 20
in every cartilage of the body, so it is reasonable to take
care of the joints already at young age.

OTHER SITTING-RELATED DISORDERS, MORE OR
LESS HARMFUL

Other problems in sitting are less familiar but more
fatal than MSDs. Flexed hip joints compress the groin
area, in which are the big circulation channels for blood
and lymph. That disturbs blood circulation, especially in
the veins that take the blood back up from the distal parts
of the lower limbs. Disturbed flow in the lymph channels
causes swelling. Together these two increase the risk of
embolism that is the reason for many fatal conditions.

The slouched position of the upper body also dis-
turbs the digestive system because it inhibits peristaltics
by compressing the intestine. Slouching disturbs also
breathing, as the flexed thoracic spine blocks the costal
ribcage, and prevents lungs from enlarging while inhaling.
Reduced oxygen intake causes tiredness, a phenomenon
that can be experienced every time we spend time in a
poorly ventilated space.

In addition, sitting holds in a problem that is consid-
ered more or less as a taboo. Constant pressure to the
pelvic area disturbs blood circulation and compresses
nerves, causing numbness that may result in problems in
the intimate life of bath men and women, because of the
decreased sensation in the genital area. Because of the
pressure it causes, sitting has been proven to be a risk for
prostate problems, such as cancer. Also incontinence can
be considered as a sitting-related disorder.

ACTIVE SITTING ON A SADDLE CHAIR PROVIDES
GOOD POSTURE, HEALTH AND ENERGY

Rethinking the way of sitting has an enormous effect
on wellbeing, quality of life, and also the life expectancy.
Thinking outside the box provides a solution that solves
the problems of sitting. Sitting higher to open the circula-
tion channels, loading the joints to promote joint health,
positioning the pelvis in a way that the spinal curves are
neutral, and having no pressure on the pelvic floor, are all
enabled by a saddle chair with a divided seat. In dental
care, saddle-type sitting enables working closer to the
assistant or dentist, when the feet are at the sides and not
taking space in the front. Also, the saddle chair enables
working closer to the patient, so there is no need to bend
over.
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Saddle chair with a divided seat enables the correct
setting of pelvis, which automatically results in a good
posture. In addition, hip and knee flexion angles of 135
degrees are proven to be optimal for joint health.

Sitting feet on the side rather than in front of the body
allows the pelvis to be set up correctly. It is essential that
the saddle chair has a gap in the middle, so that the seat is
divided, otherwise the correct position of the pelvis is too
uncomfortable to get and maintain. The gap is there to
prevent pressure on the most sensitive part in our body.

As the pelvis is slightly rotated forward on a saddle chair,
the spine automatically has its neutral curves, discs are
evenly loaded which prevents prolapses, and the big mus-
cles don't need to work to maintain the balance. When the
big muscles are not working, the core muscles have space
to activate. Allin all, as the whole back is not stressed eve-
ryday by an unhealthy load, it is safe to use the body in
every way without the risk of damages in spinal area.



CHOOSE ENERGY AND WELLBEING INSTEAD OF
HEALTH RISKS

Higher sitting position opens the hip and knee joints
to 135 degrees, which is proven to be optimal for the joint
health and also enables the correct setting of pelvis. In
addition, when sitting on a saddle chair, the important
sponge-effect helps the joints to maintain metabolism in
a good level. The joints are not stiff even after long pe-
riods of sitting on a saddle chair. The wide angle of hip
joints also allows circulation to flow freely. The lower
limbs are not swollen at the end of the day, and the risk of
a fatal embolism has decreased.

EDUCATIE PROFESIONALA

ental ergonomics

Good position of the upper body allows the digestive
system to work properly, and breathing becomes easier
as the costal ribcage doesn't block the lungs and they
have space to enlarge. Well-functioning digestion and
free breathing mean a more energetic feeling without
headaches or constipation.

Equipment that enable the good position of a body
together with the engagement to improve the ergonomic
way of doing the work simply removes the physiological
reason for pain. Feel more energetic and enjoy life to its
fullest. The paradigm of ergonomics in dentistry has been
solved.

Good sitting promotes efficacy at work and quality of life.
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Congresul de Paro-Protetica al AMSPPR in imagini
Bucuresti, 28 februarie - 2 martie 2019
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EVENIMENTE AMSPPR
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Dr. Pantel Mart;)n—Gyorgy
Presedinte AMSPPR

Antibioticele imbunétatesc eficacitatea tratamentului parodontal?
Sef, luer. Dr. Liviu Zetu

Dr. Vlad-Cristian Deac Transitional or Inmediate Dentures
Vicepresedinte AMSPPR Prof. Dr. Alexander Mersel

Transitional or Immediate Dentures
Prof. Dr. Alexander Mersel

Arhitectura tratamentului in stomatologia digitala
Dr. Florin Cofar
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Dinamica mandibulara si contactele ocluzale in supraprotezarea pe implanturi
Conf. Dr. Ligia Muntianu

7~

Noi abordri terapeutice in ortodontie la copii si adulti
Prof. Dr. Irina Zetu

3 metode pentru a-ti dubla profitul clinicii sau laboratorului tau dentar De ce educatie economica continua?
Dr. Catalin Balog Bellu Dr, Vlad-Cristian Deac

Cum prevenim malpraxisul in stomatologie? Prelucrarea datelor personale ale pacientului si managementul
informatiilor confidentiale. Legal Training & more... - Av. Luciana Mihai

intalnirea dintre boala inflamatorie avansata si patologia muco-gingivala severa: provocarea suprema in parodontologie
Prof. Dr. Stefan-loan Stratul, Conf. Dr. Darian Rusu
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EVENIMENTE AMSPPR

Graficul de risc al implanturilor postextractionale si incarcarii imediate)
Sef lucr Dr, Epistatu Dragos, As. Dr. Dogioiu Florian Constantin, Dr, Cezar Trascu, Dr. Diego Toffanin

Tehnologie moderna: fibra de carbon in suprastructurile cu sprijin implantar
Tehn. Luigi Colombo, Italia

Detailed Anatomy of a Vertical Preparation
Dr. Marco Maiolino, Italia
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¥ ~
Restorative-Periodontal Interferences with Vertical Preparation
Dr. Vasile Cirimpei, Republica Moldova

Veneers with Vertical Approach in Aesthetics Cases, Perio and Laboratory Approach
Dr. Daniele Bordonali, Italia

Parodontologie pe doua lungimi de unda
Dr. Codruta Ciurescu

Dr. Sorin Penta Dr.Ovidiu Radescu
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EVENIMENTE AMSPPR

Dr. Adela Toia

Vs

Workshop: More Inventive Less Invasive Surgery
Aplicatii ale piezochirurgiei in stomatologia moderna
Lector Dr. Dima Cosmin
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Workshop: Suport juridic si bazele economice pentru antreprenoriat eficient in stomatologie.
Av. Luciana Mihai, Dr Deac Vlad Cristian
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Workshop-ul: Vertiprep, prepararea verticala a dintilor stalpi. Cand, unde si cum?
prezentarea tehnicii, prezentare cazuri, discutii libere
Dr. Vasile Cirimpei, Republica Moldova

Pauze active
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EVENIMENTE AMSPPR
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e wamly PN, D
Punct. Si de la capat anul viitor.
Va asteptam la congresul AMSPPR 2020!
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Sedinta plenara ORE a FDI

PAGINA ERO - FD

In perioada 26-28 aprilie s-a desfasurat sedinta de primavara

ORE a FDI la Frankfurt.

Discutiile desfasurate au fost atat in gru-
puri de lucru, cat si in plen. De asemenes,
s-au desfasurat alegeri.

Din partea Romaniei au fost 2 delegati si 2
observatori. Astfel, delegatia SRS a fost forma-
ta din Prof. Dr. Paula Perlea (decan al Facultatii
de Stomatologie a UMF Carol Davila Bucuresti)
- delegat si Prof. Dr. Marian Constantinescu —
observator. Delegatia AMSPPR a fost formata
din dr. Vlad-Cristian Deac — delegat si Prof. Dr.
Norina Forna (decan al Facultatii de Stomato-
logie a UMF Gr.T.Popa lasi) — observator.

Am participat la lucrarile a doua grupuri
de lucru: educatie medicala continua si in-
tegrare, lucrarile mai multor grupuri de lucru
desfasurandu-se in paralel.

Incepand cu intalnirea de la Frankfurt,
presedinte in exercitiu a ORE este dr. Michael
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Frank (Germania) care a preluat mandatul de la
dr. Anna Lella (Polonia). Presedinte ales (pentru
urmétorul mandat) este dr. Simona Dianiskova
(Slovacia).

De asemenea, Prof. Taner Yiicel a fost
ales ca Secretar General, iar Dr Oliver Zeyer
si Dr. Edoardo Cavallé membri in consiliul de
conducere al ORE.

intalnirea de toamnid a ORE se va
desfasura in cadrul Congresului FDI la San-
Francisco.

Urmatoarele doua sesiuni plenare de prima-
varéa se vor desfasura in 2020 la Almaty (fosta
Alma-Ata Kazahstan) si 2021 Bucuresti (me-
ritul pentru aceasta o are delegatia SRS care
a facut lobby).

Dr. Vlad-Cristian DEAC
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Simpozionul de stomatologie in imagini
Sibiu, 29-30 martie 2019

SIMPOZION DE STOMATOLOGIE

Marttertare creditath de CHMDR
o0 3 credite de EMC

e
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Dr. Vlad-Cristian Deac, vicepresedinte AMSPPR
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EVENIMENTE AMSPPR

Cazuri complexe si esecuri in implantologie - modalitati de abordare
Prof. Dr. Horia Barbu

Importanta irigatiei in atingerea obiectivelor tratamentului endodontic
Dr. Mihai Caba

Identificarea potentialilor factori de esec in planificarea terapiei implanto-protetice
Prof. Dr. Nicolae Vasile
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Dinamica mandibulara si contactele ocluzale in supraprotezarea pe implanturi

Conf. Dr. Ligia Muntianu

Cum prevenim malpraxisul in stomatologie? Managementul practicii medicale din
perspectiva confidentialitatii. Legal Training & more ....
Av Luciana Mihai

Planul de afaceri: moft sau necesitate?
Dr. Vlad-Cristian Deac

WORKSHOPURI

MIHAI CABA

VLAD CRISTIAN DEAC
LUCIANA MIHAI

LIGIA MUNTIANU

Workshop: Tehnici moderne de instrumentare endodontica.

Dr. Mihai Caba




Workshop: Protocol clinico-tehnic de utilizare a arcului facial si a articulatorului semiadaptabil.
Conf. Dr. Ligia Muntianu

Workshop: Suport juridic si bazele economice pentru antreprenoriat eficient in stomatologie.
av. Luciana Mihai, Dr. Vlad-Cristian Deac

DENTALIFE / VIATA STOMATOLOGICA / NR. 02 / 2019 41



Carii (Profunde) ale Dentinei si Ingrijirea Restaurativa

Adoptata de Adunarea Generala a FDI:
9 septembrie 2018, Buenos Aires, Argentina

CONTEXT

Principiile actuale ale cariologiei recomanda nivelul de
duritate al dentinei carioase demineralizate ramase ca si
criteriu pentru indepartarea tesutului carios din cavitatile
dentinei, in principal pentru mentinerea sanatatii pulpei
dentare'. Cu toate acestea, metoda de indepéartare com-
pleta a dentinei demineralizate si decolorate, dezvoltata
de G.V. Black acum 150 de ani?, este inca predata intr-un
numar mare de scoli dentare si practicata de un numar
foarte mare de stomatologi din lume. Acest lucru reflecta
faptul ca dovezile stiintifice recente privind extractia ca-
riillor si pregatirea cavitatii nu sunt bine traduse in cadrul
educatiei dentare si a practicii clinice, ceea ce duce la eli-
minarea inutila a substantei dentare.

OBIECTIV/ DOMENIU

Aceastad declaratie de politicd sprijind tratamentele
contemporane ale dentinei carioase, dezvoltate in baza
rezultatelor cercetarii bazate pe dovezi si a recomanda-
rilor internationale de consens cu scopul de a mentine
vitalitatea pulpei dentare in cavitatile (profunde) si, in con-
secinta, de a creste longevitatea dintilor'®.

DEFINITII

Carii dentare: o boala care rezulta dintr-o schimbare
ecologica in biofilmul dentar de la o populatie echilibra-
14 la una cariogena de microorganisme, mentinuta prin
consumul frecvent de carbohidrati dietetici fermentabili,
rezultdnd in pierderea minerala a tesutului dentar dur;
semnul si simptomul fiind o leziune carioasa*.

Cavitatea dentinei: o deteriorare structuralad in smalt
si in cadrul dentinei, care are ca rezultat o cavitate.

PRINCIPII

in conformitate cu principiile etice, gestionarea leziu-
nilor carioase ar trebui s implice abordarea cea mai pu-
tin invaziva, capabila sa previna dezvoltarea bolii, stopand
progresia acesteia si motivand pacientul s&-si imbunata-
teascé si sd-si mentina sanatatea orala®.

POLITICA

FDI sprijind urmatoarele linii directoare clinice reco-
mandate pentru eliminarea tesutului carios din cavitatile
dentinei si dintii fard simptome':

+ Pastrarea dentinei nedemineralizata si remineralizabila.

* Realizarea unei acoperiri adecvate prin plasarea resta-
bilirii periferice pe dentina s@natoasa si/sau smalt, con-
troland astfel leziunea carioaséa si inactivand bacteriile
ramase.

* Reducerea disconfortului/durerii si a anxietaii dentare.

+ Mentinerea sanatatii pulpei dentare prin pastrarea den-
tinei reziduale si prevenirea expunerii pulpei, adica a se
lasa dentina moale afectata in apropierea pulpei, daca
este necesar.

« Maximizarea longevitatii restaurrii prin indepéartarea
unei cantitati suficiente de dentind moale pentru a plasa
o restaurare durabila cu volum si rezistenta suficiente si
pentru a asigura o etansare corespunzatoare.
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AGINA FDI

FDI recomanda asociatiilor dentare nationale, universita-

tilor si scolilor dentare:

+ sa-si incurajeze membrii sa aplice rezultatele cercetarii
bazate pe dovezi in practica zilnica;

+ sa-gi descurajeze membrii s& foloseasca metode de
tratament invaziv care indeparteaza in mod complet te-
sutul carios din apropierea pulpei;

- sa sustind metodele de excavare mai putin invazive si
de conservare a dintilor recomandate de International
Caries Consensus Cooperation (ICCC/ Asociatia inter-
nationald a consensului asupra cariilor), cum ar fi inde-
partarea selectiva a tesutului carios la dentina moale,
ferma si tare, excavari in trepte, Hall Technigue/ Tehnica
Hall, Atraumatic Restorative Treatment/ Tratamentul
Restaurator Non-traumatic (ART) si metode de control
non-restauratoare a cariilor, cum ar fi diamina fluorura
de argint atunci cand este indicat’,

CUVINTE CHEIE

Indepértarea tesuturilor carioase, carii, tratamentul de
restaurare, cavitatea dentinei, procedura de tratament mi-
nim invaziva,

DECLARATIE DE DECLINARE

Informatiile din cadrul acestei Declaratii de Politica au
fost bazate pe cele mai bune dovezi stiintifice disponibile
la momentul respectiv. Aceasta poate fi interpretata astfel
incat sa reflecte sensibilitatile culturale si constrangerile
socio-economice predominante,

REFERINTE

1. Schwendicke F, Frencken JE, Bjarndal L, Maltz M,
Manton DJ, Ricketts D, Van Landuyt K, Banerjee A, Cam-
pus G, Doméjean S, Fontana M, Leal S, Lo E, Machiulski-
ene V, Schulte A, Splieth C, Zandona AF, Innes NP. Mana-
ging Carious Lesions: Consensus Recommendations on
Carious Tissue Removal/ Gestionarea leziunilor carioase:
Recomandari de consens privind eliminarea tesuturilor
carioase. Adv Dent Res. 2016 Mai ;28(2):58-67.

2. Innes NPT, Schwendicke F. Restorative Thresholds
for Carious Lesions: Systematic Review and Meta-
analysis/ Praguri de restaurare pentru leziuni carioase:
revizuire sistematicad si meta-analiza. J Dent Res. 2017
Mai; 96(5):501-508.

3. Kidd EA. How ,clean’ must a cavity be before resto-
ration/ Cat de ,curatd" trebuie sa fie o cavitate inainte de
restaurare? Caries Res 2004 Mai-lun;38(3):305-13.

4. Fejerskov O, Nyvad B, Kidd EA. Pathology of dental
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tul sdu clinic. 3rd ed/ a 3-a editie. Oxford (UK): Wiley
Blackwell, 2015; p 7-9.

5. Caries Prevention and Management Chairside Gui-
de/ Prevenirea cariilor si ghid de management pentru ca-
binete. Geneva, FDI World Dental Federation/ FDI Federa-
tia Dentara Mondiala, 2017.

Disponibild la:  https://www.fdiworlddental.org/reso-
urces/toolkits/caries-prevention-and-management-
chairside-guide.



Politica Nationala de Sanatate cu Includerea Sanatatii Orale

Adoptata de Adunarea Generala a FDI:

1998, Barcelona, Spania

Versiune revizuita adoptata de Adunarea Generala a FDI:

septembrie 2018, Buenos Aires, Argentina

CONTEXT
Noua definitie a sanatatii orale' adoptatd de Aduna-
rea Generald a FDI Federatiei Mondiale Stomatologice din

2016 a stabilit cadrul care sa permitd profesiei s reflecte-

ze asupra a ceea ce cuprinde sanatatea orala si implicarea

acesteia in politicile nationale de sanatate orala. Mai mult,
aceasta definitie, aprobata prin consens de constituentii

FDI, favorizeaza includerea sanatatii orale in toate politicile

legate de sanatate?.

OBIECTIV/ DOMENIU

Politica nationald n domeniul s&natafii trebuie sa re-
flecte faptul ca sénatatea orala este un drept fundamental
al omului si este inseparabild de sanatatea generala. Po-
litica nationala in domeniul sanatatii trebuie sa faciliteze
includerea sanatatii orale in toate politicile legate de sana-
tate®,

DEFINITII

Politica de sanatate se refera la deciziile, planurile si
actiunileintreprinse pentru a atinge abiectivele de sénatate
in cadrul unei societati care include sdnéatatea orald. Sa-
natatea orald a fost definitd de FDI ca fiind multi-fatetata
si include abilitatea de a vorbi, zambi, mirosi, gusta, simti,
mesteca, inghiti si transmite o serie de emotii prin expresii
faciale cuincredere si fara durere, disconfort sau vreo boa-
la a complexului craniofacial®. Prin formarea unei politici de
sanatate concise, o viziune clard asupra viitorului poate fi
stabilité cu obiective si puncte de referinta pe termen scurt
si mediu. In plus, o politica explicitad de sanatate permite
evidentierea prioritatilor cu rolurile asteptate ale diferitelor
parti interesate, construirea concomitentd a consensului si
informarea camenilor®,

PRINCIPII

Membrii Asociatilor Stomatologice Nationale (NDA) ar
trebui sa se implice in toate procesele si deciziile politice si
legislative in materie de sanatate orald, sAnatate sisternica
legate de sanéatatea orald, promovare, prevenire si ingrijire.

Utilizand o definitie comuna a sanatatii orale, partile inte-

resate pot fi reunite pentru a influenta si modela parametrii

sistemelor de sanatate (politici, modele de cercetare, edu-
catie si rambursare) si pentru a modela viitorul profesiei
stomatologice.

POLITICA

FDI sprijina toate deciziile profesionale, politice, legisla-
tive si strategice de imbunatatire a sanatatii orale in toate
politicile.

Pértile interesate si autoritatile publice din domeniul
sanatatii impreund cu NDA membre:

+ ar trebui s ofere consultant si sprijin in ceea ce priveste
planificarea sanatatii orale si a méasurilor conexe;

+ pot contribui la promovarea, in cadrul sistemului lor nati-
onal de siguranta, a principiului furnizarii asistentei me-
dicale orale de baza ca fiind absolut necesar si un drept
fundamental al omului;

* ar trebui s& promoveze o relatie mai stransa intre dentisti
si pacienti pe baza alegerii libere a practicienilor;

+ ar trebui s& vizeze libertatea de diagnosticare si cea tera-
peutica ca aspect principal al practicii dentare, unde sunt
alese masuri clinice necesare si avand ca suport dovezi
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bazate pe nevoile, cerintele si cerintele individuale ale pa-
cientilor, fara influenta exterioara;
ar trebui s& vizeze prevenirea infiintarii de corporatii/
entitati orientate spre profit care sd nu permita practica
independenta si de natura etica a propriei profesii stoma-
tologice;
+ ar trebui sa promoveze principiul confidentialitatii si pro-
tectiei datelor, in special in ceea ce priveste tehnologia
modernd de comunicare a informatiilor si schimbul de
informatii la nivel mondial;
ar trebui s& promoveze sau s& stabileascad sisteme de
colectare a datelor cu metode consecvente pentru supra-
vegherea starii de sanatate oralg;
« ar trebui sa actioneze pentru a imbunatati distributia for-
tei de munca pentru sanatatea orala in mediul urban-ru-
ral;
vor promava si va asigura disponibilitatea fortei de munca
pentru sanatatea orala la toate nivelurile de setari micro/
macro legate de sanatate. Analiza barierelor potentiale la
adresa politicilor nationale de s&natate este esentiala.

CUVINTE CHEIE

Definitia sdnatatii orale; politica nationala de sanatate;
legislatie; sanatate

DECLARATIE DE DECLINARE

Informatiile din cadrul acestei Declaratii de Politica au
fost bazate pe cele mai bune dovezi stiintifice disponibile
la momentul respectiv. Aceasta poate fi interpretata astfel
incat sa reflecte sensibilitatile culturale si constrangerile
socio-economice predominante.
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De ce sa mergem la doctor in loc

sa cautam pe Google?

Voi continua seria de texte despre profilaxie, deoarece nu intotdeauna ne gasim
cuvintele pentru a argumenta pacientilor ceea ce trebuie sa stie sau, dupéa caz, ca sa
nu fim surprinsi de anumite intrebari pe care acestia le pot pune.

Suntem in era internetului, intr-o evolutie extrem de rapida a felurilor de a comu-
nica, si chiar — as indrazni sa spun — ne indreptam spre un nou model social. Asadar,
avem tentatia s& dam cautare pe Google la toate problemele vietii noastre, De la ,ce
cafea bem?" pana la ,diagnostic medical”. Asa cum noi cautam informatii, si pacientii

nostri o fac.

In momentul in care acestia isi pun un diagnostic ,de pe net’, el sunt, categoric,
subiectivi. In cel mai bun caz cunosc un pic de anatomie, restul disciplinelor care se
studiaza in facultatea de medicin sau specializarile conexe (Uundeva in jur de 15 ma-
terii/semestru, x6 ani... destul de multe, nu?) nefiindu-le cunoscute sau poate ca nici

macar nu le stiu pronunta numele.

Pentru a pune un diagnostic corect, un medic trebuie
sa aiba experienta teoretica si practica. Cu toate acestea,
apar in permanenta provocari noi (spre exemplu, diversele
viroze respiratorii care dau complicatii majore fara a avea
un debut specific).

Pentru a putea fi la curent cu ultimele noutati atat in
domeniul declansérii bolilor, al evolutiei bolilor, cat siin tra-
tamentul sau ameliorarea lor, medicul trebuie toatd viata
sé studieze. Si nu de pe Google. Abonamente la reviste de
specialitate, cursuri si conferinte, specializéri postuniversi-
tare etc.

Un aspect important cand mergem la medic sa ne
puna un diagnostic este asa-zisul ,diagnostic diferential”,
pe care il poate face doar medicul. Ce inseamna asta? Desi,
spre exemplu, aproape toate virozele evolueaza la fel, cu
febré si frisoane, alte mici caracteristici diferentiaza fieca-
re boald in parte si o face recognoscibild (adicd o poate
recunoaste) pentru medic. Pacientii nu au cum sa faca
acest diagnostic diferential.

.Mi-a dat doctorul un medicament pentru inima si i-am
zis si la vecinu' sa ia cé& lui nu i-a fost bun medicamentul
lui. Séracu’ a si venit salvarea dupé el..". V& este cunoscut?
Pacientii trebuie s inteleaga faptul c& doar mersul pe la
doctori nu rezolva problema. Dupé ce au fost la un medic
este important sa ia tratamentul prescris de medic, fara sa
ajusteze doza sau sa introduca alte medicamente in sche-
ma de tratament fara acordul medicului. De ce? Pentru ca
medicamentul pe care il ia pentru inima este contraindicat
sd se ia in combinatie cu al vecinului pentru ca provoaca
stop cardiac. Si vecinul are probleme cu inima, dar la inima
sunt 320 de boli care pot exista si atat pacientul nostru, cat
si vecinul su au 2 boli diferite, cu 2 tratamente diferite, cu
2 prognosticuri diferite, cu 2 riscuri vitale diferite etc. Daca
pacientul considera c& apar probleme din cauza tratamen-
tului, obligatoriu trebuie s8 cunoasca cé trebuie sa se adre-
seze din nou medicului. Dacd pacientul nu este multumit,
poate consulta si alt specialist pe domeniul respectiv (se
numeste ,a doua opinie” si are dreptul legal la ea).

Necunoscand toate disciplinele medicale, pacientul nu
stie cui sa se adreseze. Asa ca daca sunt probleme, tre-
buie s3 stie ca merge la medicul de familie sau la dentist,
acestia urmand sa il trimita mai departe la medicul speci-
alist, dupa caz.

Nu este program la cabinet? Existd centre de perma-
nentd sau cabinete cu program de urgenta in fiecare zona
a tarii, astfel incat pacientii s& se poatd adresa acestora,
avand program non-stop.
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EDUCATIE PENTRU PACIENTI

Nu se pot deplasa, sangereaza, durerea este insupor-
tabila — apeleaza la serviciul de urgenta 112, unde la dispe-
cerat, pe langa datele personale, se va trece printr-un scurt
chestionar medical. Scopul acestuia este ca din momentul
apelului pana in momentul sosirii echipajului, medicul sa
stie despre ce este posibil s& fie vorba, si, de asemenea,
pacientul s& primeasca consiliere telefonica. Adica, vi se va
spune ce trebuie s& faceti pana apare echipajul medical.

Punandu-si diagnostic de pe net nu riscd doar s&
greseasca sau sa Tsi puna viata Tn pericol — atéat a lui, cat
si a apropiatilor —, dar este ingreunatd mult si interventia
medicala. De ce? Tocmai pentru cd anumite medicamente
au anumite efecte pe care pacientii nu au de unde sa le
cunoasca, iar dupa ce au fost administrate, manifestarile
bolii pot fi schimbate, medicul neputand pune un diagnos-
tic corect.

Un alt aspect de care Google nu tine cont este anamne-
za, adica exact ceea ce va particulariza cazul, si apoi trata-
mentul. Anamneza reprezinta istoricul personal, al bolii, al
motivelor pentru care v-ati adresat cabinetului. Anamneza
este cea care ajuta foarte multin stabilirea unui diagnostic.
Aici, pentru a va putea pune un diagnostic, trebuie sa stifi
ce semne au diferite boli, ce rdspunsuri ghideaza medicul
si spre ce, astfel incat sa stiti ce intrebari sa va puneti. Me-
dicul le va sti.

La medic ,se vine dezbracat". Adica, odatainceput pro-
cesul de diagnoza, medicul nu poate fi mintit. Nu poate fi
mintit pentru ca semnele majoritatii bolilor si comporta-
mentul pacientilor in care apar acestea sunt atat de clare,
incat in momentul in care pacientul ascunde sau minte,
doctorul va recunoaste minciuna sau, dupa caz, va pune
un diagnostic gresit. In ambele cazuri, nu va fi de folos si-
tuatia,

La telefon: are puroi la dinti... Posibil. Veniti la cabinet
s& vedem. Tn cabinet constatdm c& de fapt erupe un nou
dinte, iar ceea ce vedem noi umflat pe gingie e proaspéatul
dinte care vrea s iasa, nu o punga de puroi. Un diagnostic
de pe Google va spune orice boala de la puroi la cancer.

Prin acest material am trecut si un pic prin comporta-
mentul pacientului, si un pic prin etica si deontologia pro-
fesionala. Este important ca noi, ca medici, s& fim integri,
rabdatori si aplecati rezolvarii problemelor pacientilor.
Provocarea noastrd este tehnica moderna de comunicare,
tehnica ce ne face foarte vulnerabili in fata pacientilor. De
aceea este esential sa ne autoeducdm. Sa fim méaine me-
dici mai buni decat azi.

Dr. Vlad Cristian DEAC
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In memoriam Dr. Fronius Campeanu

AR AN
VIORIAM

In drumul nostru prin viata, avem uneori
norocul de a intalni oameni deosebiti... prie-
teni, colegi, mentori. Pentru cei care |-am cu-
noscut, mai ales in AMSPPR Filiala Regionald
Dobrogea, Domnul Doctor Fronius Campeanu
a fost cate putin din toate,

Desi coplesiti de tristete, in loc de ADIO,
va urdm DRUM BUN, DOMNULE DOCTOR! ...
pentru ca, asa cum spunea O. Paler, “A muri
inseamna a te muta intr-o stea”.

A fost o onoare sa va avem alaturi!

Dr. Bogdan Serbanescu
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SCOALA INTERNATIONALA DE VARA DE PARODONTOLOGIE

SOCIETATEA ROMANA DE
MICROSCOFIE DENTARA

SR&D

15-20 IULIE TIMISOARA

TR,
\2\ UNIVERSITATEA DE MEDICINA
%‘ S| FARMACIE VICTOR BABES

J DIN TIMISOARA

Directorii Scolii: Holger Jentsch (Germania) & Stefan-loan Stratul (Romania)
Director executiv: Darian Rusu (Romania)

[ PROGRAMUL

STINTIFIC: ;:

Sesiune plenara - Amfiteatrul Dimitrie
Nedelcu al Facultatii de Medicina
Dentara

LUNI, 15.07.2019

Sesiune plenara - Amfiteatrul Dimitrie
Nedelcu al Facultatii de Medicina
Dentara

09" — 09" Inscrierea participantiilor
09” - 10" Deschiderea oficiald

a Scolii de Vara

10" - 11 CURS 1 - Trends in Non-

s eriodontal Treatment

13" CURS 5 - Planul de

-unde in

13" - 14"  Pranz (oferit de catre
organizatori - Restaurant Atlantic, Hotel

CURS 6 — Porphyromonas
— a Cause of Alzheimer's

- 14" Pranz (oferit de catre
organizatori — Restaurant Atlantic,
Hotel Continental)

Schimbare locatie — Centrul de
Microchirurgie Pius Branzeu
Sesiune hands-on - Centrul de
irurgie Pius Brinzeu
- 16" Hands-on1- R
a n atata pnn ts-hmml ‘nhuuiuu

CURS 7 - Antibiotic

16'”
e — is that of relevance for the

in regenerare
in parodontologie
C. Berechet (Romania)

CURS 9 - Noua ¢
narodonfiulus

18"“ 16" Schimbare locatie —
Amfiteatrul Dimitrie Nedelcu al Facultatii
de Medicind Dentara
16" - 17° CURS 3 — Cause-related
Periodontal and Peri-implant Non-

al Approach, Monitorin

‘eratul (Romania)

MIERCURI, 17.07.2019

Program social

09 - 11"  Capitala Culturala
Europeana 2021 intr-o dimineata
frumoasa de vara"

Tur de oras ghidat.

Partea a |l-a: comori de arhitectura
secession & neoclasice, noile centre
financiare si comerciale, parcuri si
promenade celebre

Sesiune plenara - Amfiteatrul Dimitrie
Nedelcu al Facultatii de Medicina

adancimilor de

bolii pa

D. Rusu (Roméania)

Program social

19" - 21" Cina de bun-venit (oferita de
organizatori - Restaurantul Curtea

Berarilor)

-13" CURS 10 - Periimplantitele:

ce noi p-:r-:m‘cunrn.foqu stim mai multe

Program social i ; 7
09" — 11  Capitala Culturala £ nu (Romania), S.-1. Stratul
Europeana 2021 intr-o dimineata
frumoasa de vara”
Tur de oras ghidat. Partea I: Comori de
arhitecturs medievald si baroca.

13* 14" Pranz (oferit de catre
organizatori Restaurant Atlantic, Hotel
Continental)

14" -

15 CURS 11 — Ortodontie —
parodontologie: o simbioza perfectd

A. Ogodescu (Roménia)

15* - 16" Pauzi de cafea

Sesiune hands-on - Sediul Disciplinei
de Parodontologie

16" = 18® Hands-on 2 — Tehnici uzuale
de im » a dintilor parodontotici

H. Célniceanu (Romania)

Sesiune plenard — Amfiteatrul Dimitrie
Nedelcu al Facultatii de Medicina
Dentara

09" - 09* Stiinta parodontologica de la
baza unui concept terapeutic integral
09“-10" Terapia parodontald non-
chirurgicala antiinfectioasa. Ce este nou?
Ce este relevant? Antibioterapia - cand si
ce anume? Protocolul Full Mouth
Desinfection

10% - 11" Pauza de cafea

11" - 12" |Introducere in terapia
parodontald chirurgicalad. Chirurgia
regenerativa - partea |

12" -13® Pranz (oferit de catre
organizatori - Restaurant Atlantic,
Hotel Continental)

13*-14" Chirurgia regenerativa
-partea a ll-a

14" - 15" Terapia corectoare
chirurgicala. Chirurgia rezectiva
15" - 15" Pauzi de cafea

JOI, 18.07.2019

Sesiune plenara — Amfiteatrul Dimitrie
Nedelcu al Facultatii de Medicina Dentara

terapeuti
Germanis
Romén

H. Jentsch (Germania)

10” - 10* Pauza de cafea
10% — 12" i
parodontald conventionala dintr-o privire
S.-1. Stratul (Romania)

12" —13* Pranz (oferit de cétre
organizatori - Restaurant Atlantic,

Schimbare locatie — Centrul de

Microchirurgie Pius Bréanzeu

Sesiune hands-on - Centrul de
gie Pius Brénzeu

Program social

19" -21" Cina de rdmas-bun
(oferita de catre organizatori

- Pensiunea Vanilla)

SAMBATA, 20.07.2019

Sesiune les-OP Sediul SRMD

CURS 15 — Parodontitele
definite in

Program samal
16" - 18" O plimbare cu "Titanicul”

pe raul Bega

VINERI, 19.07.2019

Ziua invitatului speci

in implantare

. Stratul

Prof. Dr. Jamal STEIN,

Clinica de Stomatologie Conservativa,
Parodontologie si Preventie din Aachen,
Germania -

Terapia parodontala in anul 2019:
antiinfectioasa, regenerativa sau
rezectiva?

(Prezentéri sustinute in limba engleza)

Masa rotunda dlscu;ii,
concluzii si incheiere

Informatii si inscrieri - email : office@srmd.ro,Tel: 0040-724-479352 (Kristina Csikos)

Taxa de inscriere
Participare completa (taxa include participarea la toate 1.250 €
cursurile teoretice din sesiunile plenare, exercitiile
hands-on, live-OF, participarea la toate evenimentele
sociale si participarea la toate mesele conform programului)
— maxim 20 de locuri.

momentul inscrieri,
la 01 junie 2019

Participare partiala - teorie (taxa include participarea 800 €
la toate cursurile teoretice din sesiunile plenare si
participarea la toate mesele de pranz conform programului)

= maxim 40 de locuri.

i MEGAGEN

Pana la 31 mai 2019

(avans 750€ se achitd in

restul de platé se achits pané

(avans 500€ se achita in momentul
inscrierii, restul de platd se achita
pénda la 01 iunie 2019)

01 - 30 iunie 2019 Dupa 01 iulie 2019

1.300 € 1.350 €

(avans B00€ se achitd in (se achita integral in
momentul inscrierf, momentul inscrierii)
restul de plats se achita

pénd la 01 iunie 2019)

850 € 900 €

{avans 550€ se achita in (se achita integral in
momentul inscrierii, restul de momentul inscrierii)

platé se achita pand la
01 iunie 2013)

implant
visior

Societatea Romana de Microscopie Dentara SRMD - str. Emanoil Gojdu 5, 300176 Timisoara, tel./fax: 0256-495997, email: office@srmd.ro
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CRITERII DE PUBLICARE
IN REVISTA

Revista AMSPPR avand o traditie a unei aparitii regulate de peste 18 ani, imbraca haine noi incepand cu anul
2013. Incepand cu numarul 3 / 2013 revista Viata Stomatologica este DENTALIFE.

Nu putem sa nu tinem cont de realitatile stomatologiei mondiale si nu putem ignora evolutia societatii romanesti in
ultimii ani, dar mai ales ca membra UE. DENTALIFE nu este doar o revista. Ea reprezinta vocea, opinia, dilema, solutia,
intrebarile, raspunsurile, stiinta practicianului privat din tara noastra. Avand toate aceste aspecte in vedere, dorim ca
revista sa reflecte viata stomatologica actuala, atat din punct de vedere stiintific si profesional, cat si de hobby si timp
liber la un standard inalt. Avand in vedere viziunea noastra asupra acestei publicatii, pentru cei care doresc sa publice
articole in revista, mai jos gasesc criteriile tehnice de publicare.

DATE TEHNICE DESPRE RE!

Traditie:

Revista AMSPPR DENTALIFE o
aparitie regulatd cu vechime de 18
ani. Imprimare: calitate deosebita
a imprimdrii, full-color, aprox. 50
pagini Ad, 4 coperte plastifiate
.S.8.N.: 1454-5772

Distributie:
nationald, gratuitd in toate judetele; | actualititi legate de practica

de asemenea, se distribuie la dentard, opinii ale practicienilor,
expozitile la care participd AMSPPR, | articole stiintifice (studii de caz,

la Congresul AMSPPR; intr-un statistici), prezentari de produse
ambalaj de plastic astfel incat sé nu | de uz stomatologic, activitate

fie deteriorate pana la destinatar. internationald, manifestéri stintifice,

Continut: Piata tinta:

medicii dentigti, studentii
stornatelogi, tehnicieni dentari,
asistenti de stomatologie,

autoritati,

ALE MATERIALELOR

oferte produse, recenzii de carte,
probleme legale, interviuri, alte
aspecte de interes,

1.

2

3.

4,

7:

8.

9.

10.
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Textul sa fie redactat si salvat sub forma de document Word

. Textul redactat sa aibé diacriticele trecute (8, 5,1, 8,1) 5 i s& fie

scris cu tipul de caractere , Times New Roman"

Nu inserati imagini in cadrul textului, nu casetati, tabelati sau
colorati textul.

Fiecare material trimis (acolo unde este cazul) trebuie s3 fie
Tnsotit de fotografia si un scurt CV profesional ale celui care
trimite alaturi de adresa de email unde acesta poate fi contactat
permanent

. Pe langa criteriile de editare impuse de revista Viata

Stomatologica, articolele stiintifice vor respecta ,Uniform
Requirements for Manuscripts Submitted to Bio-medical
Journals" in ceea ce priveste continutul articolelor, calitatea
si relevanta clinica, etica problematicii si imaginilor incluse in
studiu

. Este necesar acordul scris al pacientilor cu privire la publicarea

cazurilor in cazul in care acestia pot fi identificati.

Este necesar acordul scris de cedare de copyright din partea
autorilor preluati sau tradusi.

Prin trimiterea articolului spre publicare, autorul isi asuma

n intregime responsabilitatea continutului acestuia. Revista
AMSPPR nu va publica articole care aduc prejudicii drepturilor
fundamentale ale omului.

In cazul solicitarii dreptului la replica, acesta va fi acordat

n cadrul revistei la rubrica ,DREPTUL LA REPLICA", avand
aceleasi caracteristici tehnice ale textului cu cel la care se
referd.

Articolele stiintifice vor avea un scurt rezumat (4-5 randuri) si
cuvinte cheie (3-4) in limba engleza.

1. Imaginile (fotografiile, grafice, statistici,
etc.) care vor aparea in text vor fi salvate
separat ca fisiere imagine (*pg, *.bitmap,
=pdf.) si numite cu cifre (1,2,3 etc.).
Numdarul imaginii va fi trecut in text pentru
ca la tehnoredactare sa se stie unde va fi
pozitionatd imaginea.

Pentru ca toti cititorii sa poata avea o
imagine clara asupra materialului pe care
il lectureaza, intr-un tabel va rugam sa
notati: numarul fotografiei, denumirea ei
scurtd sau dupé caz persoanele care intra
in imagine, in ordine de la dreapta spre
stanga.

2. Fotografiile vor fi originale, iar in cazul
de preluari este necesar acordul scris de
cedare de copyright din partea autorilor

3. Fotografiile trebuie s& respecte un
standard de minima calitate pentru a fi
publicate (contrast, culoare, incadrare,
claritate, corelare cu textul, fara persoane
in miscare, etc.), rezolutie 300 dpi.

4. Tn cazul unor fotografii numeroase sau de

inalta rezolutie, dificil de trimis pe e-mail
se recomanda trimiterea lor la redactie
prin intermediul site-ului www.transfer.ro
e-mail redactie@dental.ro
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Prezentul articol se Tnscrie in demersul de a informa
medicii dentisti cititori ai revistei asupra actelor normati-
ve emise de CMDR (devenit CMSR), dar si asupra actelor
adoptate la nivel european.

Decizia CMSR nr. 3/ 2019 aduce modificari si comple-
tari Regulamentului de organizare si functionare a CMSR,
act normativ fundamental in organizarea si structura or-
dinului profesional (CMSR), dar care se reflectd profund
si in gradul de reprezentativitate a acestuia in raport cu
propriil sai membri.

Noul act narmativ adoptat de CMSR aduce o acu-
ratate juridica din punct de vedere formal, clarificari de
semanticé necesare, dar si reglementari care schimba
complet bazele democratice ale organizarii cu privire la
reprezentativitate si numar nelimitat de mandate pentru
organele de conducere de la orice nivel, teritorial ori nati-
onal.

.Cele mai multe dezbinari se ivesc in cetati din cauza
ambitiei” a spus Aristotel candva si astazi il citez in agora
stomatologiei, increzatoare fiind ¢ ... excelenta morala
este un rezultat al felului in care tréaim. Devenim corecti
facand fapte corecte, devenim temperati comportandu-
ne temperat si devenim curajosi facand acte curajoase.

Dupé cum spunea tot Aristotel... gandesc eu, in agora
stomatologiei de astazi, in tacere!

In materia actelor adoptate la nivel european cu rele-
vanta in stomatologie avem in vedere Regulamentul UE
2017 / 852 privind mercurul si de abrogare a Regulamen-
tului CE 1102 / 2008, care impune reguli noi in utilizarea si
gestionarea amalgamului dentar.

Chiar daca in Romania amalgamul dentar este mult
mai putin utilizat decat in alte state ale Uniunii Europene,
mai ales la nivel urban unde multe cabinete private au ales
sa nu utilizeze amalgamul dentar chiar de la momentul in-
fiintarii, de peste 20 de ani, reglementérile in materie sunt
opozabile tuturor.

Av. Luciana Mihai

In plus, acest regulament european ne d& speranta ca
vor lua masuri si autoritatile nationale de reglementare,
in speta Ministerul Sanatatii, pentru a armoniza normele
interne cu cele europene.

Am in vedere Anexa nr. 2 la OMSF nr. 153 / 2003 pen-
tru aprobarea Normelor metodologice privind infiintarea,
organizarea si functionarea cabinetelor medicale, care
stahileste dotarea minima pt. cabinete si care este cel pu-
tin desueta de multi ani!

Poate vor intelege si autoritatile noastre ¢ nu lampa
de fotopolimerizare are caracter optional, ci amalgamul
dentar, cu conditia sa fie incapsulat, altfel nu mai este
permisa detinerea sa in cabinet.

Pentru ca AMSPPR doreste sa sprijine profesia de
medic dentist si din punct de vedere al conformérii de le-
galitate, va invitam sa ne adresati intrebarile dvs. pe teme
de management juridic medical pe adresa de email:
lucianamihai@gmail.com.

Noi acte normative in domeniul stomatologiei

Tematica si continut

re si functionare a CMSR, publicatéd in M. Of.
P. | nr. 397 / 21.05.2019, a intrat In vigoare si
aduce urmatoarele modificari si completéri
Regulamentului de organizare si functionare
a CMDR:

+ se modifica sintagma Colegiul Medicilor
Dentisti din Romania in Colegiul Medicilor
Stomatologi din Romania, respectiv abre-
vierea CMDR devine CMSR;

+ se inlocuieste sintagma medic dentist cu
sintagma medic stomatolog;

+ se modifica emblema cu sigla CMSR, fiind
cea prevazuta in Anexa nr. 1 la Regula-
ment;
se renunta la sintagma probleme de la art.
7 lit. h, pastrandu-se doar socioecono-
mic, financiar-contabil si administrativ,
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cu referire la principalele domenii de ac-
tivitate — de fapt suntem in prezenta unei
rectificéri aici;

+ se modificd norma de reprezentare in
Adunarea generala nationala la 1 / 200
membri inscrisi in fiecare colegiu teritorial
la data organizarii alegerilor, cel putin un
reprezentant pentru un colegiu teritorial si
o proportie de 30 % pt. membrii supleanti.
Aceastd modificare Tn materia reprezen-

tarii prevazuta de art. 21 din ROF al CMSR re-
itereaza modificarea deja adoptata prin L. nr.
45 / 2019, care modifica deja in acest sens L.
nr. 95/ 2006 rep. cu modificarile si completa-
rile ulterioare.

+ afosteliminata sintagma delegat care era
utilizatd Tn art. 22 pt. notiunea de repre-
zZentant;

+ s-a pastrat cvorumul legal calificat pt.



modificarea Codului deontologic sau Re-

gulamentului de organizare si functiona-

re (prezenta a cel putin 2/3 din numérul
reprezentantilor alesi) si cvorumul simplu

pt, adoptarea celorlate decizii (prezenta a

cel putin 1/3 din numarul reprezentatilor

alesi);

in cadrul sedintelor Adunarii generale si

Consiliului national se inlocuieste con-

semnarea pe proces-verbal cu cea prin

stenograme, iar deciziile vor fi transmise
colegiilor teritoriale, spre informare;
termenele de convocare a membrilor

Consiliului national se modificd la 7 zile,

cu exceptia sedintelor extraordinare care

vor putea fi convocate in acelasi termen
de minimum b zile;

+ in ceea ce priveste atributiile Consiliului
national prevazute de art. 35 din ROF se
Tnlocuieste prerogativa alegerii membrilor
Comisiei superioare de disciplina cu vota-
rea membrilor acestei comisii, in compo-
nenta propusa de Biroul executiv national;

+ comisiile de lucru de la nivel local adop-
té o organizare similara cu cea de la nivel
national;
atribufiile Biroului executiv national preva-
zute de art. 43 din ROF au ramas aceleasi
pe fond, desi au intervenit modificari la
cele prevazute la lit. ¢) si g), dar sensul
aplicarii normelor nu se schimba, modifi-
carile fiind de natura formal;

- acelasi comentariu este valabil si pt. mo-

dificarile aduse art. 71, nu se modifica or-

ganele de conducere ale colegiilor teritori-
ale, ci doar denumirea lor este clarificata;
componenta consililor colegiilor terito-
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+ biroul executiv, ales de consiliul colegiului
teritorial, pastreaza aceeasi structurd pe
functii pt. cei 5 membri: presedinte, doi
vicepresedinti, un secretar si un trezorier;

+ modificarile aduse prevederilor art. 106 -
107 din ROF cu privire la reguli de proce-
durd in cadrul procedurii disciplinare sunt
numai de ordin semantic;

+ tot de ordin semantic este si completarea
art. 127 alin. (3);

+ astfel cum s-a dispus inlocuirea sintag-
mei dentist cu stomatolog, se modifica si
se Tnlocuiesc anexele nr. 1 si 2, care fac
parte integranta din regulament, adica se
modifica si se Tnlocuieste sigla CMSR si
se modifica corespunzator denumirea co-
legiilor teritoriale;

elementul de maxima noutate consta in

introducerea in ROF a art. 118" care preve-

de c& numarul de mandate in structurile si
functiile de conducere de la nivel national
si/sau teritorial este nelimitat.

Reamintim c& pana la momentul abroga-

riale a pastrat aceeasi cota, modificarea
art. 73 alin. (1) vizeaza doar denumirea de
stomatolog;

rii art. 118 din ROF prin Decizia CMDR nr. 3/
2015, numarul de mandate era limitat la doua,
care puteau fi si consecutive,

hed men 53, 1 al Parlamen

si d rog a Reglaentlui 1102 / 20 B

Art, 10 din Regulamentul UE 8562 / 2017 al
Parlamentului european si al Consiliului pri-
vind mercurul si de abrogare a Regulamentu-
lui 1102 / 2008 instituie noi reglementari cu
privire la amalgamul dentar, valabile pentru
toate statele Uniunii Europene.

In principal trebuie s& avem in vedere ur-
matoarele:

+ fncepand cu data de 1 ianuarie 2019,
amalgamul dentar se utilizeazd numai
sub forma incapsulata predozata, fiind in-
terzisa utilizarea de catre medicii dentisti
a mercurului in vrac;

+ incé din data de 1 iulie 2018, amalgamul
dentar nu se mai foloseste in tratamentele
dintilor de lapte la copiii sub 15 ani si la fe-
meile Tnsarcinate sau care aldpteaza, de-
cat daca acest lucru este considerat strict
necesar de catre medicul dentist din moti-
ve legate de nevoile medicale specifice ale

DENTALIFE / VIATA STOMATOLOGICA / NR. 02 / 2019

pacientului;

pana la data de 1 julie 2019, statele mem-
bre elaboreazd un plan national privind
masurile pe care intentioneaza sa le puna
in aplicare pentru a reduce treptat utiliza-
rea amalgamului dentar;

+ incepand cu data de 1 ianuarie 2019, ope-
ratorii cabinetelor stomatologice in care
se utilizeazd amalgam dentar sau care
indeparteazd plombe dentare pe baza
de amalgam dentar sau extrag dinti care
contin astfel de plombe se asigurd ca
unitatile sunt dotate cu separatoare de
amalgam care sa retind si sa colecteze
particulele de amalgam, inclusiv cele din
apa uzata;

cabinetele stomatologice trebuie si se
asigure ca pana la data de 1 ianuarie 2021
toate separatoarele de amalgam puse in
functiune trebuie sa furnizeze un nivel de
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retentie de minimum 95 % a particulelor

de amalgam;

+ medicii dentisti trebuie sa se asigure ca
deseurile de amalgam, inclusiv reziduuri-
le de amalgam, particulele si plombele ori
dinii sau parti ale acestora, contaminate
cu amalgam dentar, sunt manipulate si
colectate de o unitate autorizata de ges-
tionare a deseurilor;

- deseurile de amalgam nu trebuie sa fie
evacuate in mediu, in niciun caz, direct
sau indirect.

Eliminarea deseurilor de mercur face
obiectul unui capitol separat, prevazut de art.
11 - 14 din Regulamentul UE 2017 / 852 si
traseaza reguli stricte operatorilor economici
careisi desfasoara activitatea in domeniul eli-
minarii deseurilor si a deseurilor de mercur.

In acest context european, atragem aten-
fia cain prezent dotarea minima obligatorie a
cabinetelor stomatologice este tot cea preva-
zutad de OMSF nr. 153 /2003, care in Anexa nr.
2 prevede urmatoarea dotare minima:

Dotare:

+ unit dentar cu cel putin doua piese termi-

nale;

fotoliu dentar;

tensiometru si stetoscop;

* optional: lampa de fotopolimerizare,
aparat de detartraj cu ultrasunete.

Instrumentar si materiale:
- ace Reamers, Hedstrom, Lentullo, Miller,
tirre-nerf, Kerr;
freze Beutelrock scurte si lungi;
+ bisturiu pentru mucoasa;
+ clesti pentru extractie (maxilarul superior

si maxilarul inferior);
+ cleste crampon;
+ chiurete tip Volkman — drepte si curbe;
elevatoare drepte si curbe;
foarfece chirurgicale drepte si curbe;
canule metalice si de unicé folosinta pen-
tru aspiratie;
oglinzi dentare;,
+ sonde dentare;
- pense dentare;
spatule bucale metalice;
excavatoare duble de diferite marimi;
pense Pean;
lampa de spirt sau arzator de gaze;
linguri metalice pentru amprente si/sau
masa plastica (de unica folosinta sau ste-
rilizabile);
matrice, portmatrice Ivory;
matrice, portmatrice circulare;
separatoare de dinfi Ivory;
mandrine piesa dreaptéa si unghi;
seringa uniject cu ace;
ace chirurgicale atraumatice (de unica fo-
losinta);
mandrine pentru piesd dreapta si unghi;
instrumentar de detartraj de diferite for-
me;
freze pentru turbina din otel i diamantate;
freze din otel si diamantate pentru piesa

dreapta si unghi;

+ gume, perii, pufuri pentru lustruit obturatii
fizionomice si de amalgam de Ag;

+ bol de cauciuc;

spatuld pentru malaxat gips;

* cutit pentru ceara;

materiale pentru amprentarea arcadelor

alveolodentare;

- materiale auxiliare pentru curatarea me-

canica,

materiale termoplastice;

materiale pentru coafaj pulpar;

materiale pentru obturatii provizorii;

+ materiale pentru obturatii fizionomice;

+ aliaj de Ag + Hg;

+ cimenturi dentare diferite;

materiale pentru terapia endodontica;

solutii si pulberi: Walkkoff, clorura de zinc,

tricrezol, eugenol, iodoform;

+ substante anestezice injectabile si de
contact;

+ echipament de protectie (halat, masca,
manusi, ochelari).

Totusi, regulamentul eurcpean interzice
utilizarea amalgamului vrac.

Actul normativ intern inca il impune in do-
tarea minima.

Quo vadis?

Totusi, regulamentul european prevalea-
z4&, adica se aplica obligatoriu si cu prioritate,
lar autoritatile in domeniul sanatatii, respectiv
stomatologiei, nu sunt mandatate pe termen
nelimitat sa mentina confuzie prin norme de-
suete, confuzie care in cele din urma poate
avea consecinte nefaste nu doar in dificulta-
tea de gestionare a cabinetelor de catre ma-
nagerii lor, ci asupra sigurantei pacientilor.



m AMSPP“ Asociatia Medicilor Stomatologi

v cu Practica Privata din Romania Filiala Moldova
cuPacka it donans in colaborare cu Medident Exim MED »
F"-'ALA MOLDOVA Your Dentalit:

organizeaza la lasi cursul:

MINIIMPLANTURI VERSUS IMPLANTURI CLASICE
IN TERAPIA EDENTATIEI TOTALE 2019

Sambata, 21 Septembrie 2019

Lector: Conf. Dr. Marius Leretter
- U.M.F. Victor Babes Timisoara
Locatie: Hotel Unirea lasi

Conf. Dr. Marius Lerefter

Cine este conf Dr. Marius Leretter?
Pregaétire profesionala

4 n . - Absolvent al Facultatii de Stomatologie, Universitatea de Medicina si
+ 09:00 - 13:00 - Curs teoretic Faemacie Timlsoara, promatia 1960;

-I 3.00 - -I 4.00 - Pauzé de m asé - Medic Primar Stomatologie Generala - 1996;

- Doctor in Stiinte Medicale - 2000, in domeniul terapiei cu laser in

14:00 - 17:00 - Curs practic e e

- Competenta in Implantologie Dentara - 2006

- Conferentiar Universitar Proteticd Dentara - Universitatea de Medicina
si Farmacie Timisoara;

- Medic Primar Protetica Dentara.

Ce invatam la curs?

Utilizdnd miniimplanturile dentare MDI pentru stabilizarea protezelor totale puteti oferi pacientilor
dumneavoastra o solutie de tratament cu rezultate validate in timp. Aceasta tehnica se adreseaza in
special pacientilor care in trecut au refuzat un tratament din motive de frica sau costuri.
Miniimplanturile se aplicd minim invaziv si in majoritatea cazurilor pot fi incdrcate imediat.

Curs teoretic si practic:

- evaluare clinica si paraclinica

- prezentrea kit-ului de miniimplanturi MDI

- inserarea de cétre cursanti a miniimplanturilor MDI in os animal
- captusirea elastica si rigida a protezelor dentare

- inserarea pe os animal, cu sau fara lambou

- inserarea a 4 implanturi pe model printat

TAXA DE PARTICIPARE:

Pentru membrii AMSPPR si membrii Elite Pentru nemembri: Informatii:

pe DentalEventsCalendar.com Teorie: 375 lei Rezervarea locului se face doar telefonic.
Teorie: 250 lei Teorie si Practica: 1200 lei Radu Alexandra - 0751 24 79 87

Teorie si Practica: 900 lei E-mail: amsppr.moldova@dental.ro

* Materialele si instrumentele sunt asigurate de organizator.

* Pauzele de masa si pauzele de cafea sunt incluse in pretul cursului.

Plata se poate face fie la sediul asociatiei din Bd Carol | nr 4,Cladirea Habitat Proiect Copou, fie in contul RO25 BTRL 0240 1205 M 93453 XX,
cod fiscal 13480091 deschis la Banca Transilvania lasi.

CONDITII DE INSCRIERE:

!Nota: Numarul de participanti la partea practica este limitat.

+ Rezervarea locului se face numai in momentul platii unei taxe de avans in valoare de 50%;

- Plata diferentei se face cel tarziu cu 7 zile inainte de data de incepere a cursului;

- Renuntarea la curs se poate face cu minim 14 zile fata de data de incepere a cursului. Nerespectarea acestei perioade duce la
pierderea taxei achitate.




Descoperiti elmex®.
Speaallstul de incredere
in ingrijire orala.

n-w

*Sondaj telefonic reprezentativ privind recomandarile de pasta de dinti, m

organizat de lpsos pe un esantion de 300 de stomatalogi, in ian-feb 2018. Healthy teeth for Iife.
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