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My research work concerns various areas, as Oral rehabilitation involves complex
interdisciplinarity:

« possibilities and limitations of dental techniquesin oral rehabilitation;

« orodental rehabilitation of epileptic patients;

« therapeutic protocol in Alzheimer disease;

« oral therapy of disabled patients and patients with special needs.

| have two daughters and two adorable granddaughters.

My hobbies are classical music, playing the piano, swimming and bicycle riding.
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FIBRAT HYPOLIPEMIANT THERAPY - BENEFITS AND
RISKS

LAVINIA CODRUTA GLIGOR?, SERBAN GLIGOR?

1 General Hospital (Spitalul de Urgenti), Timisoara
2 Western University (Universitatea de Vest), Timisoara

ABSTRACT

Cardiovascular diseases are the main cause of death, particularly those with type 2 diabetes and metabolic
syndrome. Since the major cause of these diseases is increased serum levels of LDL cholesterol, which is
assigned, as additional risk factors, increased triglycerides and decreased HDL cholesterol serum levels, to
decrease morbidity and mortality by ischemic heart diseases, hypolipemiant drugs are needed. The target of these
drugs is to decrease serum LDL cholesterol to 100 mg/dl or more recently to 70 mg/dl for patients with diabetes
mellitus and/or metabolic syndrome. Between hypolipemiants, fibrate classe of drugs are used for a long time in
therapeutic although their use asfirst-line drugs, is not justified.

Key words: Cardiovascular diseases, fibrates, cholesterol, diabetes, drugs.

INTRODUCTION — Benefitsand They have a marked effect of
triglycerides, LDL and VLDL decrease,

safety of fibrates therapy and ae indicated in dysipidemia

Fibrates or fibric acids are aryl- characterized by increased values of this
oxybutiric acids with  hypolipemiant type of lipoproteins; their action consist in
properties;,  fibrates includ  (fig.1): decreased triglycerides plasma levels by 30
fenofibrat, gemfibrozil (used mostly in to 50%, increased HDL-cholesterol serum
USA), bezafibrat and ciprofibrat (use levels by 2-20% and a variable effect on
frequently in Europe). LDL-cholesterol (in his absence - by a

decrease of 10%).
It is believed that the primary effect

0._ _.COOH
0 x : e J
/VQ/HC H of fibrates consist in lipoprotein-lipase
3 3 . . . . .
N stimulation, with consequent increases in
A VLDL and IDL disposal. In patients with
cl hypertriglyceridemia may occur a moderate
decrease in the hepatic VLDL secretion.
O Chy Also, they are described decreases in
Cle =~y P N Hh D/]\ o cholesterol liver biosynthesis (assigned to
@ | e * HMG CoA reductase inhibition or changes
# y ! in VLDL secretion and catabolism) and
o increasing cholesterol elimination by the
chair. Slight increase of HDL cholesteral is
Fig. 1 — chemical structure of fenofibrat and likely secondary to decrease VLDL
bezafibrat concentrations.

In terms of pharmacodynamic
properties, there are no relevant differences
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between fibrates although, according to
clinical studies conducted, it appears that
gemfibrozil, which has a different chemical
structure from other fibrates, has clinical
results better than them.

FENOFIBRATE

!

PPARck
PPARc/RXR ACTIVATE

PPRE

N

6-20% plasma levels of these lipoproteins
rich in cholesterol. HDL concentration
increase by 10-15%. Gemfibrozil is
something structural different to other
fibrates.

EFECTS

l. Plasmatic triglycerides |

. Plasmatic HDL 1
3. Effects on plague cholesterol 1
4. Inflammation control |

Sensitive gene

. Smooth muscle cell proliferation |

Fig.2 — Fenofibrate action

The mechanism by which fibrates
works at the molecular level involves an
action on the peroxisome proliferate-
activated receptors (PPAR), which are 3
types: a, B and y. These receptors represent
ligand-activated  transcription  factors,
which are part of the nuclear receptor
hormone family. PPAR receptors transmit
signals from the lipid soluble factors (such
as fatty acids, eicosanoids, some hormones
and vitamins) in genes by binding to DNA,
through  specific  response  elements
(PPRES).

Fibrates receptors, particularly o
types, regulates lipoprotein metabolism,
mainly through direct lipoprotein lipase and
SR-B1 activation, and secondary, by
activation of genes regulated by the hepatic
receptor a. These are multiple genes which
encode receptors involved in fatty acids and
cholesterol metabolism, with the resulting
of triglycerides decrease and HDL
cholesterol increase and in some cases,
lower LDL cholesterol. Fenofibrate acts as
an agonist for PPARCK receptors and
induces the formation of a transcription
nuclear complex that includes PPARCK /
RXR heterodimer. Promoter regions that
contain the regulated PPAR element will
bind the complex, which will lead to the
modulation (stimulation or inhibition) of
gene transcription rate (fig.2).

When administrate in hyperlipidemia
with increased LDL, fenofibrate reduced by

Causes a marked decrease in plasma
triglycerides - after 3-4 weeks treatment,
with their concentration decreases with 20-
50%; decrease in cholesterol concentration
iS modest, usualy 15%. Gemfibrozil
increase lipoprotein-lipase activity and
decreases adipose tissue intracellular
lipolysis;, also decreases VLDL and
apoprotein B liver synthesis. These actions
are responsible for the VLDL and (to a
lesser extent) of LDL reduction in serum.
HDL concentration increased moderately,
probably due, in pat, to decreases
triglyceridemia; also was described an
increase in the HDL synthesis.

A controlled study (“Helsinki Heart
Study") conducted over 5 years period in
4081 middle-aged asymptomatic men, with
a cholesterolemia around 290 mg/100 ml
showed that gemfibrozil treatment causes a
decrease in triglycerides and LDL
cholesterol, increased HDL cholesterol and
decrease heart attacks number.

Gemfibrozil is particularly effective
in the hyperlipidemic states with high
values of plasma triglycerides. Bezafibrat
causes decreases in plasma triglycerides of
30% and in cholesterol by 5-19%; aso
lower VLDL and LDL concentrations.
Bezafibrat is the only agonist for all three
PPAR receptors: a, p and y. Prolonged
bezafibrat treatment causes a clear increase
of HDL cholesterol, effect attributed to
stimulate production of Al and A2
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apoproteins, which are in composition of
these beneficial lipoproteins. Also was
described a reduction in fibrinogen
concentration, which may contribute to

Table 1 — pharmacologic features of fibrates

o triglycerides over 150 mg/dl or
specific treatment for this type of
dyslipidemia

e HDLc below 40 mg/dl in men and

Administration

Adversedrug

Fibrates and dose Indications Farmacocinetics reactions DCI
good digestive .
200 mg oral, 3 absorption, Bezalip
times/day, at hiper TG urinary dyspeptic (Cedur)
1. Bezafibrat ' : S Regadrin-B®
table hiper C elimination, lower | phenomena :
) X Verbital®
in rena falure
gastro-intestinal
oral, 900 mg oral absorbtion, disorders, Innogen®
single dose, half serumpicat1-3 | increases number | oligid®
hour before hiper TG hours, renal of colecistectomia FE) u?i 0®
2. Gemfibrozil | table hiper C excretion and €9
apendicectomia
oral, 100mg 3
times /day, at
table, if Cis Fenofibrat
very high . . dyspeptic Lichol®
400mg/day h! per TG Qral absorbtion, phenomena Lipanthyl®
S hiper C pic at 4 hours, e
. initialy, then S 1+ AST Lipifen SR
3. Fenofibrat , excretionin 24 e
when Cis hours TALT Lipivim®
normal, 200
mg/day
primary
hyper_llpoprotel digestive
ne-mia absorbtion
ora 100 hiper TG N dyspeptic Lipanor®
4. Ciprofibrat | mg/day, one hiper C plasmatic pic at 2 phenomena
: . ' ; hours, it bindsto
time mixed : .
N seric proteins
hyperlipemia

reducing the atherosclerotic risk. Fibrates
administration is oral, the main therapeutic
indications are hypertrygliceridemia and
hypercholesterolemia reduction (table ).

The most common causes of obesity
are hypertriglyceridemia and  poorly
controlled diabetes, secondary other causes
being involved: increased  acohol
consumption, hypothyroidism, rena
disease, genetic disorders in lipid
metabolism, etc. Hypertrygliceridemies are
part of metabolic syndrome which is
characterized by abdominal circumference
over 94 cm in men and at least two of the
following four elements:

below 50 mg/dl in women or
specific treatment for this type of
dyslipidemia

e systolic blood pressure > 130
mmHg or diastolic blood pressure >
85 mmHg or specific treatment for
previousy  diagnosed  arteria
hypertension

o fasting glycemia > 100 mg/dl or
type 2 diabetes mellitus previously
diagnoses

Fibrates are first-line drugs to treat
severe hypertriglyceridemia’s (triglycerides
> 500 mg/dl) and syndromes characterized
by chylomicronemia (triglycerides >1000
mg/dl), conditions associated with an
increased risk of pancredtitis. In general,
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patients with severe hypertriglyceridemia
have low levels of LDLc and treatment can
increase these levels because of increased
intravascular lipolysis of VLDL, with
lipoprotein-lipase, with concomitantly LDL
accumulation. However, in moderate
hypertriglyceridemia's (triglycerides < 500
mg/dl) fibrates produces a 30-50% serum
triglycerides decrease, a 15-25% HDLc
increase and an variable effect on the
LDLc, depending on the drugs used.

Thus, gemfibrozil has neutral effect
on LDL and fenofibrate decrease LDLc by
5 to 35%. Also fibrates decrease small
dense particles of LDL that are more
susceptible to oxidation and thus more
atherogenic than large ones.

Fenofibrate, besides the lipid action
decrease fibrynogen and uric acid serum
levels and may have a therapeutic effect on
gout. Other fibrates roles are represented by
decreased mononuclear cells recruitment
and adhesion to endothelial cells (an
important step in  the initiation of
atherosclerotic lesions), influencing
cholesterol homeostasis in macrophages (ie.
affecting the binding transport of ATP
ABCA-1 and receptor scavenger - class B-
SR-B1), inhibiting vascular smooth muscle
cells activation and decreased C reactive
protein (PCR) levels, similarly to statine’s
treatment. In genera, fibrate treatment is
well supported, rarely causing dyspeptic
phenomena and  increased  serum
transaminases (ALT, AST). Fibrates can
sometimes causes rhabdomyolysis and
myalgia, arthralgia, muscle spasms,
increased CPK, pancredtitis, hepatitis and
biliary cirrhosis, renal failure, headache,
asthenia, anemia, and allergic reactions.

The main side effects caused by
gemfibrozil are abdominal pain, nausea and
diarrhea; rarely produces increase of
transaminases and serum FAL. Unwanted
effects of bezafibrate are rare and consist
mainly in gastrointestinal disorders. Were
reported some cases of myolitic syndrome,
with increased CPK activity.

Because these reactions were reported
voluntarily by a population of uncertain
size, it can not be accurately estimated their
frequency and can not establish a causd

relationship to drug exposure. Efficacy and
safety of fibrates therapy have been studied
under clinical trials conducted in the years
1987, 1999, 2000, 2002 and 2005 (table I1),
namely: HHS (“Helsinski Heart Study”),

HHT-VA  (“Veterans Affairs HDL
Intervention Trid”), GDP (“The
Bezafibrate Infarction Prevention”),

LEADER ("Study and the Lower Extremity
Arterial Disease Event Reduction Study™)
and most recently, the FIELD (*Fenofibrate
Intervention in Event Lowering in Diabetes
Study”).

In HHS trial (with gemfibrozil) the
relative risk of coronary events in patients
with BMI increased, elevated triglycerides
and HDLc was decreased by 34% for the
total population (p = 0.002) and by 44%
when the HDL ¢ was below 1.08 mmol/I.

In VA-HIT trial (in which 25% of
patients had type 2 diabetes mellitus)
fibrates relative risk reduction of coronary
heart disease has been linked to BMI:
patients with low BMI, under 26 kg/m2,
had a relative risk of 16 %, while patients
with BMI above 26 kg/m2 had a relative
risk of 49%. Similarly, in other major
studies, elevated serum levels of
triglycerides (over 2.3 mmol/l compared
with under 2.3 mmol/l) were associated
with a greater benefit of fibrates treatment,
the relative risk of coronary heart disease
was 58% versus 17%.

In the BIP trial (with bezafibrat)
benefit was 39% (in patients with
triglycerides over 2.2 mmol/l) versus 9%
(of total population), but did not result in a
significant decrease in LDL cholesterol
levels, in contrast with other fibrates, which
have been shown to significantly decrease
LDLc.

FIELD study ("The Fenofibrate
Intervention in Event Lowering in
Diabetes’) has sought 9795 patients with
type 2 diabetes mellitus in Australia, New
Zeadland and Finland. The group study
contained a small number of smokers and
people with good glycemia (6.9%); in
general, blood pressure was moderate
(144/82 mm Hg - 57% of patients being
diagnosed with arterial hypertension),
serum lipids increased and patients had a
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five years history of diabetes. Among study
participants 22% had atherosclerosis (5%

Fenofibrate treatment not decrease the
risk of retinopathia progression in two steps
of across in all cohort study or in patients

Table2—clinical fibratestrials

HHS VA-HIT BIP LEADER FIELD
Finalizing year 1987 1999 2000 2002 2005
Fibrate Gemfibrozil | Gemfibrozil | Bezafibrate Bezdfibrate | Fenofibrate
implicate
Number of
target 4081 (male) | 2531 (male) | 3090 (91% male) | 1568 (male) | 9795 (63% male)
population, sex
diabetics with
primary and
Treatment primary secondary secondary secondary secondary
treatment
coronary coronary . coronary .
Primary target | arterial arterial oy & terd | rterial oy & terial
disease disease disease

myocardial infarction, 12% stable angina,
7% stroke and 4% were percutaneous
coronary intervention) the remaining 78%
were primary prevention. Only 24%
patients had diabetes controlled with diet,
and 60% needs diet and/or hypoglycemic
monotherapy.

The FIELD study revealed some
unexpected benefits of fibrates therapy
namely: fenofibrate reversible decrease
creatinine with 11 pmol/l, which is
associated with a 2 mmHg decrease of
systemic blood pressure and with a 2.6%
decrease of albuminuria degree (p = 0.002)
and a 1.6% reduction of laser therapy
interventions for diabetes retinopathy.

The FIELD study (which was
designed to follow up, for five years,
patients treated with fenofibrate) showed
among other, a decrease rate of laser
interventions for macular edema by 31% (p
= 0.0002) and for proliferative retinopathy
by 30% compared with placebo. This
improvement was observed only in patients
with a history of retinopathy and was not
affected by the basic lipid levels or by the
size of lipid levels decreasing, suggesting a
nonlipidic mechanism of action.

subgroup without retinopathy at base, but
patients with pre-existing retinopathy
shows a significant reduction in laser
therapy risk compared with placebo (3.1%
versus 14.6%, p = 0.004).

However, some studies have found an
association between increased levels of
lipids, macular edema and proliferative
retinopathy. However, the benefit of lipid
lowering therapy in these diseases remains
unclear. Other studies have shown the
inefficiency of statine therapy in preventing
diabetes retinopathy. In conclusion, to have
substantial benefits of fenofibrate treatment
and this benefits occur rapidly in laser
treatment for diabetic retinopathy is well to
add a good management control of blood
glucose and blood pressure. In al trials
made so far has been a significant change
of serum lipids, mainly triglycerides
decreased and a dlightly increased serum
concentrations of HDL cholesterol. In
recent years, in dyslipidemia’s treatment,
combination fibrate - statine has become a
fairly significant share.

This dua therapy statine - fibrate is
widely used in mixed hyperlipidemia, in
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patients dyslipidemias with high risk (using
the average dose or high dose of statines) in
atherogenic dyslipidemia of type 2 diabetes
mellitus (in which statin monotherapy do
not cause significant HDL cholesterol

increases and decreases in  serum
triglycerides).
While statines are effective

hipolipemiants agents on LDL cholesterol
and apo-B, with important role in the
treatment of amost all dydipidemias,
fibrates acting on triglycerides and HDL
cholesterol (in those associations being
used bezafibrat, fenofibrat and
gemfibrozil). Most clinical trials that have
used this combination were of short
duration and were performed on patients
with combined hyperlipidemia and/or
metabolic syndrome or diabetes, or patients
with primary hypercholesterolemia.

A recently completed clinical trial
(ACCORD “Action to Control
Cardiovascular Risk in Diabetes’) study the
impact of combined statin-fibrate therapy
(ie simvastatin-fenofibrat) versus statine
monotherapy on cardio-vascular events in
diabetics. Following this study concluded
that the combination statine-fiber is
accompanied by an increased risk of
occurrence of side effects like myopathy
and rhabdomyolysis, therefore, it is
recommended that if combination fibrat
with statine, to receive a maximum of 10
mg simvastatin (unless associated with
fenofibrat, for which there are no records
that would have an increased risk).
Moreover, the combination fenofibrat (200
mg/day) with statin significantly decreases
HDL cholesterol (23%) compared with
statin - monotherapy  and  improves
triglycerides and total cholesterol serum
levels. Instead, statine combination with
gemfibrozil, although improves the serum
lipid levels, presents an increased risk of
producing severe myopathy and therefore is
recommended that this association is made
with caution. Another recent study
(SAFARI 2005) multicentric, randomized,
which lasted 18 months and included 618
patients, studied the combination of 20
mg/day sSimvastatin and 160 mg/day
fenofibrate versus simvastatin monotherapy

(20 mg/day). After 3 months of starting
treatment, the average level of triglycerides
decreased by 43% versus 20.1% (at
simvastatin monotherapy p < 0.001). On
average, LDL cholesterol decreased by
31.2% versus 258% (at sSimvastatin
monotherapy, p <0.001), HDL increased by
18% versus 9.7% and was not reported any
serious adverse drug reaction.

Using statin-fibrate combination is
limited by adverse reactions occurrence,
mainly myopathy and rhabdomyolysis.
These side effects occur mainly at statin
therapy, using cytochrome P 450 like
metabolic pathway (lovastatin, atorvastatin,
simvastatin) and are dose dependent.

Between fibrates, gemfibrozil, change
the kinetics of all statines (except
fluvastatin), due to interaction with
cytochrome P 450, and fenofibrat did not
significantly interact with statines.

CONCLUSIONS

Fibrates, with a common mechanism
of action, have similar effects on serum
lipids, especialy lowering triglycerides and
dightly increase HDL cholesterol levels.

Recent trials proved that favorable
action on lipid metabolism is not aways
trandate into benefits for patients. But, it is
important to take into account the favorable
action of various fibrates on cardiovascular
morbidity and mortality, especialy when
associated with statines, less significant
events and mortality from cardiovascular
cause. It appears that fibrate treatment is
associated with a low risk of cardiac non-
fatal events, but at the same time an
unfavorable effect on overall survival. This
discrepancy, still  unexplained, was
observed in bezafibrat (BIP and LEADER
trials) fenofibrat (FIELD trial) and
gemfibrozil (HHS trial). Unlike bezafibrat
and fenofibrat trestment, gemfibrozil
treatment (HHS and VA-HIT trials) was
accompanied by a significant decrease in
cardiovascular morbidity, and in VA-HIT
trial with a beneficial effect on all mortality
causes, it suggesting a more favorable
profile than other fibrates. Although
fibrates are present for a long time on the
market, there is limited evidence of their
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beneficial role, on the long term, in primary
and secondary cardiovascular diseases
prevention. Due to the existing records of
statines beneficial effect on lipid profile is
not justified fibrates use as first line drugs.
However, due to their good effects on

triglycerides and HDL cholesterol levels
and a small but overall positive effect on
the total LDL, fibrates has a beneficial
effect on certain patients subgroups. In this
context, the fibrate therapy benefit - risk
report is still considered positive.
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ABREVIATIONS

ALT —akaline aminotransferase

AST — aspartate aminotransferase

BMI — body mass index

CPK — crestine-phosphokinase

DNA — deoxyribonucleic acid

FAL — serum akaline phosphatase

HDL ¢ — high density lipoproteincholesterol
HMG-CoA — hepatic hydroxymethyl glutaryl coenzyme A
HyperTG — hypertriglyceridemia

HyperC — hyperchol esterolemia

IDL —intermediate-density lipoprotein
LDL ¢ —low density lipoprotein cholesterol
VLDL —very low density lipoprotein
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ABSTRACT

Odontal, periodontal and especially prosthodontic rehabilitation must take into consideration a series of
characteristics regarding the smile line. The relation of the lips to each other, the size of the lip opening, the
visibility, the shape, colours and position of the superior and inferior incisors are the minimal criteria that have to
be taken in account in any kind of anterior restoration. These criteria have to be fulfilled from both frontal and
lateral view; they are determined by the age and sex of the patients. Using the comparative method, the authors
define several general features as an optional guide, in order to help young dentists at the beginning of their

career.

Key-words: smile line, smile design planning, frontal rehabilitation

INTRODUCTION

Smile is the key to beauty, to a great
first impression and to better opportunities
in socid life, in human inter-relationships,
in love and in getting a job. American
researchers have shown that smile is highly
important for 99.7% of the population.
However, only 50% of the subjects are
pleased with their smile. (American
Academy of Dentistry Survey Report,
2004). The most common aesthetic issues
that affect the “view behind the curtain of
the lips’ are front teeth with marked
discolouration, anfractuous edges, old
fillings, pronounced border seal, ectopic
teeth, diastema, interdental space, complete
crowns or old fixed partial dentures etc.

Smile design - a new requirement in
facial aesthtetics, a new discipline linked
with many dental medicine specialities!
Facial aesthetics planning will soon become
a separate discipling, if it is not treated as
such already.

It comprises all medical speciaitiesin
the facial and orodental area and requires
work team from the very beginning. Smile
design planning concerns all the aspects of
the lower facia height, the harmony of the
dental-maxillary system and the facia-lip-
dental-periodontal complex. It involves
odontology, for the rehabilitation of the
damaged tooth and the tooth bleaching
procedures, periodontology, for the
correction of the visible mucogingival
deficiencies; prosthetics, for the
harmonious shape, colour and size of the
rehabilitated parts, gnathology, for fronta
and canine guidance; implantology, for the
frontal maxillary and mandibular groups;
modern orthodontia and the scientific and
practical methods of the surgicd
orthodontic treatment, for the restoration of
the aesthetic parameters of the dental-
gingival unit, lip position and facia
harmony.

Beside these typical branches of the
field, smile design planning requires other
significant components, such as

29




Medicinein evolution

Volume XV, No. 4, 2009, Timisoara

communication science and the
management of the entity consisting of the
dentist, the dental assistant, the dental
laboratory technician and the patient. This
new concept in the state of dental art goes
beyond simple mechanic rehabilitation and
seeks perfect aesthetic restoration and its
superior and stable integration within the
orofacial system.

Smylist Professional software helps
designing the future facial features of the
patient (www.smylist.com).

For a precise and accurate use of the
application, the dentist needs solid
knowledge of the theories regarding smile
types and the micro- and macroelements of
the smile. These are adapted individually
for each patient. In the end, all variants are
visualised and the patient has the possibility
to think over them before making a
decision.

In this way one avoids conflicts
caused by too large dentures — partia
dentures with more than 6-8 elements,
complete dentures or extended partia
dentures — that ook nice as models, but the
patient would have liked to have a different
smile.

More often than not, a larger denture
distorts the ora cavity and the soft
perilabial tissues and the patient gets really
scared when he looks in the mirror for the
first time. When hearing his bad
impression, the dentist offers a firm, but
pathetic consolation: “You’'ll get used to it
in afew days.”

Nowadays, patients are better and
better informed on the services that a
dentist can provide. Our survey indicates
that aesthetics is the first on the list of
patient requirements, followed by absence
of pain, time saving and, naturally, a decent
price.

While almost these demands can be
met through rational marketing, the most
important of them — a face as beautiful as
possible — needs a change the paradigm in
the concept of dental art. The patient wants
accurate information and the dentist’s
special aesthetic sense is not aways
enough.

MOTIVATION

Aesthetic research is frequently
preferred for maintaining gingival and
periodontal integrity. However, aesthetics
iIs aso commonly assessed without
considering the individua demands,
including the superposition of gingival
tissues during smiling. A small nhumber of
investigations are enough to determine the
visibility of the cervica ridge. Crispin and
Watson upper lateral incisor was the most
visble tooth in 425 students, future
dentists. The gingiva ridges of this tooth
were visible in 66% of the students. Our
study does not deal with the influence of
age and gender. A TJAN study on 20-30-
year-old students found a high and very
high smile line, more frequent in women
(14% and 75%) than in men (7% and 63%).
A low smile line was more common in men
(30%) than in women (12%). On the other
hand, WICHMAN concluded that there is
no significant difference of the cervical
ridges between young and old people.

For an easier cooperation with the
patient and the dental laboratory, a large
number of smile classifications have been
suggested. This proves that few things in
oral biology are characterised by accurate
parameters.

Efforts were made to develop
software that creates over 60,000 variants
of lip positions, offering the patient visible
solutions that the dentist and the technician
can follow easily.

Philips suggested a classification
based on three criteria

1. smilestyle (based on the
neuromuscular pattern);

2. smile stages;

3. smiletypes.

1. Smile styles

Although there are millions of
different smiles, three styles can be
described based on their neuromuscular
pattern:

e The commissure smile is the most
common smile pattern, seen in 67% of
people. It can be compared with
Cupid’'s bow and it is dso called Mona
Lisa's smile.
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Fig.2 Tight-lipped smile

The mechanism can be explained as
follows: first the corners of the mouth are
pulled upward and outward, and then the
zygomatic major is contracted. Next the
levators of the upper lip contract to reved
the upper teeth. The first molar is 1-3 mm
higher than the incisal edge of the central.
If united, these points make a downward
convexity curve.

L 4

Fig. 3 The unanimously admired
“nice” smile

In a spontaneous smile, the maximum
movement of the commissure is 7-22 mm
and the average direction of the movement
is 40° from the horizontal. Jerry Seinfeld,
Dennis Quaid, Jennifer Ariston, Frank
Sinatra, Jamie Lee Curtis and Audrey
Hepburn are among the celebrities with a

commissure smile.

Fig. 4 Figure 4. Franky-boy and the
commissure smile
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e The cuspid smile characterises 31%
of the population. The lips are
shaped to resemble a diamond. The
neuromuscular pattern is dominated
by the levator of the upper lip that
contract first and reveals the tip of
the cuspids. Then the commissure is
pulled upward and outward. The
corners of the mouth are often
inferior to the height of the upper
lip. In this type of smile, the
maxillary molars are at the same
level or below the incisal edge of
the central incisors. Elvis, Tom
Cruise, Drew Barrymore, Sharon
Stone and Linda Evangelista are
among the celebrities with a cuspid
smile.

Fig. 5 Elvisand his smile

e The complex smile is seen in 2% of
the population. The lips are shaped
as two paralel chevrons. The
levators of the upper lip, the
levators of the corners of the mouth
and the depressors of the lower lip
contract all at the same time and
reveal all the upper and lower teeth
concomitantly. The basic feature of
this smile is the strong muscular
pull and retraction of the lower lip
downwards and backwards. The

incisal planeisflat and paralel with
the lower lip. Among the
personalities with complex smiles
are Julia Roberts and Marilyn
Monroe.

Fig. 6 Julia Roberts revealing her dental
arches up to the molars

A certain smile type has been
progranmed genetically, combined with
certain habits and the positioning of the
underlying hard tissues. What is the essence
of smile design planning? The repositioning
of the underlying hard tissues allows the
neuromuscular reprogramming and a smile
that suits the patient’ s personality.

2. Smile stages
A smile cycle has four stages:
o Stagel —lipsclosed
e Stage Il — resting display, half-
open oral cavity
o Stagelll —natura smile
o StagelV —full smile

If the tooth visibility degree does not
differ too much between the natural and the
extended smile, the aesthetic treatment can
be restricted to the front teeth. Otherwise it
should aso include the lateral maxillary.

3. Smile types
The smile type is defined by the
dental-gingival tissues displayed:
e Typel-maxillary only
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e Type 2 — maxillary and over 3

mm gingiva

e Type 3 —mandibular only

e Type 4 - maxillaay and
mandibular

e Type 5 — neither maxillary nor
mandibular (teeth not shown)

Fig. 7 Thesmileline
A —normal; B —high, the vestibular gingival
mucosais displayed

In most cases, patients can be
included in one smile type, but the types
can be combined if necessary. Smile style,
stage and type allow an objective smile
classification. A pleasant smile implies the
interaction between lips, teeth and gingiva
tissues and its harmonious integration
within the facial composition.

Fig. 8 Smile symmetry in the prosthetic influence
area. 1. — nasolabial fold; 2. — mentolabial fold;

3. —nasdl filter; 4. — perilabia folds; h —the
vertical dimension of the lower facial height

The smile parts that must be analysed
from the aesthetic perspective are the
following:

a. the smile line is the relation
between the upper lip and the
display of the incisors, the cuspids
and the gingival tissues.

b. theupper lip curve:

e an ascending curve from the
lateral incisors to the corners of

the mouth; it is ideal from the
aesthetic point of view;

e straight smileling;

e reversesmileline

c. enough negative gap between the
dental arches

d. well-proportioned symmetric
bilateral buccal corridor. The
value lies in the golden ratio of the
apparent width of the centra
incisor, the lateral incisor and the
maxillary cuspid;

e. smile symmetry — the relatve
symmetric  positioning of the
commissure  horizontally  and
verticaly (to the interincisal line,
for instance). Within the dental-
facia composition, the
intercommissure line is paralel to
the imaginary line that unites the tip
of the two cuspids and the bipupilar
ling;

f. theshapeof theincisal curve:

e cCONvex;
e reverse

© @ ©

Fig. 9 How does the incisal line of the front teeth
reflect individual characteristics (after
Williams)? A. a convex curve suggests a young,
happy individual; B.aflat line indicates austerity,
determination; C. a concave line inspires sadness,
indisposition, old age.

The incisal curve will be parallel to
the lower lip border and the line of the
frontal gingival border.

MATERIAL AND METHOD

A random examination was
performed on 240 subjects, of which 104
women and 136 men. The purpose of the
examination was to establish the correlation
between frontal teeth, the gingival tissues
and the smile line. The subject’s head was

33




Medicinein evolution

Volume XV, No. 4, 2009, Timisoara

aligned to the Frankfurt horizontal plane for
an optimum angle.
Two exposures were performed for
each subject:
o awide mouth opening with the front
teeth in habitual occlusion;
e a wide mouth opening after
laughing heartily.

Results
Four categories with the following
scores were found:

e zero score — low smile ling
estimated as at least 25% of the
interproximal gingivae visible and
no gingiva margins Vvisble;
maxillary teeth visible;

e score one — average smile line,
estimated as 25-75% of the

interproximal  gingivae  visible,
possibly visible gingival margins at
single teeth;

e score two — high smile line,
estimated as 75% of the
interproximal  gingivae  visible,

partially visible gingival margins,
maxillary and mandilbular teeth

visible;
e score three — very high smile line, a
band of contiguous maxillary

gingivaof at least 2 mm isvisiblein
all regions of interest.

For a thorough examination of the
visibility of the gingiva margins and
papillae, a dichotomous assessment (visible
or not) was performed at three sites of each
tooth, from the right maxillary first molars
to the left maxillary first molars. Three
scores per tooth (dista papilla, buccal
margin, mesia papillae) were thus
obtained. If the assessment of the pictures
with wide mouth opening and heartily
laugh showed a higher exposure of the
gingival tissues than the assessment of the
pictures with the teeth in habitual
occlusion, the higher scores were used for
examination purposes. Next the presence or
absence of diastema was determined. On
the pictures with teeth on habitua
occlusion the position of the lower lip in

relation to the incisal edges was aso
eval uated.

Three different

defined:

1. thereis a space between the lower
lip line and the incisal edges of
the maxillary incisors,

2. the lower lip touches the incisal
edges,

3. the maxillary incisal edges are
slightly covered by the low lip
line.

categories were

The results were analysed with
descriptive statistics. As the scores for the
line smile position and the classification of
the lower lip position in relation to the
incisal edges are not considered parameters,

the score proportion and category
prevalence were analysed.
The statistical interpretation has

reveadled that a high smile line is more
commonly seen in young subjects (up to 35
years of age) than in older ones (more than
36), both in men and in women. A smile
line score of 2/3 indicates visible papillae
and gingiva margins from the premolars to
molars in the maxillary region, in
approximately 33% of the younger females
and in 29% of the older femaes. These
scores were given to about 25% of young
males and only to 6% of older males. This
means the 94% of the older male
population has a low smile line that does
not cover the gingival margin. For groups
over 35 years of age, considerable gender-
connected differences were noticed in
younger versus older males. However, no
difference between younger and older
females was observed in the distribution of
scores 2 and 3 versus scores 0 and 1. In
both age categories, approximately 24% of
the subjects had a high smile line that
revedled the gingival margins and the
papillae.

Male subjects show the mesal
papillae of the front teeth even after 50. In
the 51-71 age group, the mesial papillae
were invisible in 20% of the subjects; 40%
don’'t show the mesia papillae of the
premolars and 75% don’'t show the mesid
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papillae of the first molars in the
corresponding female age group.

Within the 51-71 age group, the
hidden mesial papillae are more common in
men than in women; 30% don’t show the
mesial papilla and 50% hide the mesial
papillae from the second premolar to the
back of the mouth. During laughing, the
buccal gingival margin of the denture was
hidden in about 50% of the older subjects.
Most individuas, both men and women,
show a tendency to hide their buccal
gingival margin as they age.

In al age groups and irrespective of
gender, the buccal gingival margins of the
lateral incisors were more visible than the
central incisor and canine region. Also
older males hide the distal papillae of the
incisors more frequently than younger
males and women. Generadly, only 70% of
the subjects in the 51-71 age group show
the dista papillae of the incisors while
laughing.

DISCUSSIONS

The evaluation comprised both the
exposures in habitual occlusion and
maximum laughing and the exposures with
wide mouth opening after laughing heartily.

In our study, the common attribute of
the smile line was that females less than 35
years of age show higher smile lines than
men above 35. Similar results were found
by Tjan in California and Peck in New
England. Previous studies did not reved
age development issues, although they were
addressed previoudly.

There are three explanations for this
age-dependent phenomenon:

1. Asdocumented by Ainamo et. Al,
the facial height increases with
age, which may mean that the
upper lip changes with age.

2. Lower smile lines in older males
may be explained by recessions in
the gingival tissues caused by past
or present periodontal affections.
In such cases, the line will be
considered in a low position
although it may not have changed.

3. Lower lines may be caused by
decreased elasticity in the soft

tissues because of metabolic
aterations in the connective
tissue. This may lead to a change
of the facial tissues that account
for the changes of the upper lip
position. Further studies should
include an evaluation of the
gingival recessions.

CONCLUSIONS

The clinical significance of a longer
lip projection is clear for the prosthetic
reconstruction of teeth hiding preparation
margins. However, these margins will
become visible by gingival recession with
an unaltered lip projection. Gingival
recession is a very common phenomenon
and may be minimized by proper ora
hygiene instruction and supportive patient
care programs.

Although considered a priority, the
aesthetic  principles should take into
account the biological aspects, such as the
subgingival positioning of the crown
margins in the maxillary anterior region,
given that half of the population does not
show gingival margins or papillae during
maximum  smiling. In these cases,
biological principles must prevail.

One third of the population requires
rehabilitations based on aesthetic criteria,
based on the fact that the gingival margins
and the papillae are at least partially visible
while smiling. This is particularly true for
younger females.

Previous studies have shown that the
lateral incisors are more visible than the
central incisors and canines. Therefore
special care must be provided during the
rehabilitation process.

The reduced frequency of the
diastema is the results of the increasingly
frequent orthodontic treatment of young
subjects.

In short, our study shows that high
smile lines are present in only one third of
the female population and in a smaller
percentage in men over 35 years of age.

35




Medicinein evolution Volume XV, No. 4, 2009, Timisoara

REFERENCES

1. ANGHEL MIRELLA: Diagnosticul oral. Ed. Orizonturi Universitare, Timigoara, 2004;

2. BODROGI, A.: Funkcionalis smiledesign. Esztétika a fogaszatban. III. évf. 1 szdm, 2009,
40 - 43 old.

3. BORTUN CRISTINA, SANDU LILIANA: Ghid practic de tehnologie a protezelor partiale
mobilizabil scheletate. Ed. Eurobit, Timisoara, 2007;

4. BRATU, D., IEREMIA L., URAM-TUCULESCU 8S.: Bazele clinice si tehnice ale
protezarii edentatiei totale. Ed. Imprimeria de Vest. Oradea, 2003.

5. BRATU D., NUSSSBAUM R.: Bazele clinice si tehnice ale protezarii fixe. Ed. Signata,
Timisoara, 2001.

6. BRATU D., BRATU E., ANTONIE S.: Restaurarea edentatiilor partiale prin proteze
mobilizabile. Ed. Medicala, Bucuresti, 2008,

7. CSILLAG, M.: A Smylist Professional mosolytervezd szoftver. Esztétika a fogéaszatban.
III. évf. 1 szam, 2009, 44 — 54 old.

8. GOODACRE, CJ.: Estetica gingivala , J. Prosthet. Dent, 1990.

9. |IEREMIA L., BRATU D.: Viziunea intersistemicd in medicina dentard. Ed. Univ. ,,Petru
Maior”, Targu-Mures. 2006.

10. JORGEN JENSEN, ANDREAS JOSS and NIKLAUS P. LANG / Department of
Periodontology and Fixed Prosthodontics, University of Berne, Switzerland/ The smileline
of different ethnic groupsin relation to age and gender.

11. LEVIN, L., Estetica dentara si proportia de aur, J. Prosthet. Dent, 1978.

12. MATEKOVITS, GH.: Reabilitare orala pentru tehnicienii dentari. Timigoara. Ed. Nero G.,
2000.

13. MILLER, EL., BODDEN, WR., JAMISON, HC., Studiu asupra relatiei liniei mediane
dentare cu linia mediana a fetei, J. Prosthet. Dent, 1949.

14. RIMMER, SE., MELLOR, AC., Perceptia pacientilor asupra esteticii si a calitatii tehnice a
coroanelor si a lucrarilor protetice partiale fixe, Quintessence Int., 1996.

15. PILKINGTON, EL.: Estetica si iluzia optica in medicina dentara, J Am Dent Assoc, 1936.

16. ROTH L.: Restaurari protetice fixe si combinate. Dental Press Hungary Kft. Budapest,
2008;

17. VALCENU A.: Estetica in medicina dentara.. Timisoara. 2004. Ed. Brumar

18. VIG, RG., GRUNDO, GC.: Dinamica aranjarii dintilor anteriori, J. Prosthet Dent, 1978.

19. ***Glosarul termenilor protetici, 1999, J. Prosthet. Dent, vol. 81, nr.1.

20. www.smylist.com

36




Medicinein evolution Volume XV, No. 4, 2009, Timisoara

PAGES 37 - 40

THE BENEFITS OF COMPUTER IMAGING IN FACIAL
SURGERY

DRAGOS MIHAI DIACONESCU?, EMIL URTILA1, LAURA SMARANDA
GOTIA?

1University of Medicine and Pharmacy Timisoara, Department of Maxillo-Facial
Surgery,
2University of Medicine and Pharmacy Timisoara , Department of Physiology

ABSTRACT

In order to obtain a satisfactory result it is very important that the wishes, motives and expectations of the
patients are clear and realistic. The patient should be informed with regard to the possible outcome and risks of
the suggested treatment. Material and methods: We selected 15 patients that required rhinoplasty. For computer
visual communication we used a personal computer with LCD monitor and a digital camera with resolution of
6MP. To manipulate digital images we used Aesthetic Vision software. Results: An immediate modification of live
images gives more concrete communication with the patient, who can also participate in the planning of the
operation. However, it is not possible to plan every kind of operation with the same degree of accuracy.
Discussion: Computer imaging makes it possible to visualize additional changes which may lead to a better
aesthetic and realistic result. To some patients the possible surgical changes depicted could not agree with their
idea of what the surgical outcome should be. Conclusions: Using the computer to simulate rhinoplasty has given
us the opportunity to analyze the patient’s intentions in a better way, to program the operations more accurately,
and to eliminate patients with unrealistic expectations.

Keywords. computer simulation, rhinoplasty, aesthetic surgery

INTRODUCTION techniques, or scissors and glue

In present, the most important step in
patient treatment is communication. It is the
basis of preoperative analysis and planning
for plastic and reconstructive surgery. In
order to obtain a satisfactory result it is
very important that the wishes, motives and
expectations of the patients are clear and
realistic. The patient should be informed
with regard to the possible outcome and
risks of the suggested treatment (OLDE
KALTER P., 1995). Over recent decades
there have been a number of methods used
for preoperative communication, analysis
and planning of facial plastic surgery.
Standardized preoperative photography is a
must for adequate documentation and may
also be used for preoperative anaysis.
Drawings on photographs look-through

(photographic surgery) may be used to
visualize the patient's wishes and
demonstrate the surgical possibilities
(VUYK H. D., 1998). However, a degree of
uncertainty remains as patients may have
difficulty conceptuaizing their fina
postoperative appearance (THOMAS JR,,
1989). A recent development in the field of
visual communication is computer image
processing. This makes it possible with the
help of a digital camera and a computer to
present the face of the patient on a monitor.
Subsequently  this picture may be
manipulated according to the patient’s
wishes, obviously within realistic surgical
possibilities. The reproductions may be
filed in the computer, or printed and given
to the patient.
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We found three studies, two on
orthognathic surgery (SARVER D.M.,
1998) (SINCLAIR P.M., 1995) and one on
rhinoplasty (BRONZ, 1994) that have
compared the computer simulated result
with the actual results. Sixteen out of 18
patients found the predictions realistic
compared to the surgica outcome
(SARVER D.M., 1998). Another study
involving 56 patients demonstrated 70%
realistic prediction tracing scored by the
surgeon (SINCLAIR P.M., 1995). In a
study on computer simulated rhinoplasty
results (BRONZ, 1994) al 100 patients
found the prediction reasonably realistic.

MATERIAL AND METHODS

We selected 15 patients that required
rhinoplasty.

For computer visual communication
we used a personal computer with LCD
monitor and a digital camera with
resolution of 6MP. To manipulate digital
images we used Aesthetic Vision software.

The images were taken with digital
camera at 2 m from the patient, which sat
with their head in the Frankfurt position.
After focusing and adjusting exposure the
picture is made and transferred to the
computer. On the monitor, screen was split
in two sections, one with current photo and
second with photo that can be manipulated
with the image processing software.

Results

An immediate modification of live
images gives more concrete communication
with the patient, who can also participate in
the planning of the operation. However, it
IS not possible to plan every kind of
operation with the same degree of accuracy.

We present a case of a 23 years old
male who present in our clinic for aesthetic
rhinoplasty. There were taken photos
before the surgery and there were processed
on the computer. The results of computer
simulation were showed to the patient, and
he agreed with the rhinoplasty. After the
surgery there were taken photos and
compared with the ones obtained by
computer simulation. We present the
photos taken before surgery (Fig.l),

computer simulation (Fig.2), and photos
taken after surgery (Fig.3).

Case presentation

Fig. 3 - Postoperative result
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DISCUSSION

In facial plastic and reconstructive
surgery, the patient and the doctor should
agree on achievable goals before starting
the surgical procedure.

Computer simulation is a promising
adjunct both in communication and in
planning of the procedure (VUYK H. D.,
1998).

The importance of computer imaging
and the preoperative communication
between doctor and patient is made clear in
this study in a number of ways.

The vast mgjority of patients found
computer imaging helpful in clarifying their
wishes and expectations. Using computer
imaging of the patient's wishes and
expectations were modified to a redlistic
level.

Computer imaging makes it possible
to visualize additional changes which may
lead to a better aesthetic and realistic result.
To some patients the possible surgical
changes depicted could not agree with their
idea of what the surgical outcome should
be.

Another big advantage is being able
to store the images. The files are more
compact and when the patient comes for a
checkup, if the work has been done well,
it's easier to demonstrate the result. The
“after-operation” image can be
superimposed precisely on the “before-
operation” image. This is the key point:
conservative, readistic planning and
professionalism are essential to obtain
concrete advantages when using this
System.

A lot of patients are curious to see the
possible result on the computer and then
they want the modified photos to look for
another surgeon at a cheaper price. If the
patients can tolerate being operated on by a
“nonplastic” without photos and without
preplanning, from the “real plastic’ they
want guarantees and expect.

All in al computer imaging helps the
patient develop realistic expectations. The
more readistic the expectations, the greater
the likelihood that the patient will be

satisfied (ADAMSON P.A.,  1995).
Possibly because only a small number of
patients were acquainted with computer
imaging a relatively large number of
patients were surprised with this form of
visual communication. Moreover, none of
our patients thought that computer imaging
was harmful to the patient - doctor
relationship it only appears to enhance this
relationship.

Another important aspect is the
number of patients who said they had more
confidence in the judgment of the surgeon
who used computer imaging.

It must be noted that a patient’s
perception of the final surgical result, as
well as their comparison with the
computer-predicted outcome, may be
influenced by a number of non-surgical
criteria.

First of al their evaluation may be
directly related to their degree of
satisfaction. It is well established that
patient’ s satisfaction is determined by many
factors apart from the surgical result
(REICH, 1975).

This study shows that rhinoplasty
with computer imaging has a relatively
high rate of predictability. The patients
were told clearly that computer imaging
was merely an illustration of the possible
expected result and not a guarantee. The
use of computer imaging must be honest
and ethical. The reconstructed image on the
computer is limited to two dimensions. A
frontal view is harder to depict because of
vague or reduced contrast compared to the
manipulation of profile views.

CONCLUSIONS

Using the computer to simulate
rhinoplasty has given us the opportunity to
analyze the patient’s intentions in a better
way, to program the operations more
accurately, and to eliminate patients with
unrealistic expectations.

Storing images makes it easier to
show the patients the results without having
to go and look in the files for the old slides.
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ABSTRACT

Our goal in this research is to demonstrate if ambulatory blood pressure (ABPM) gives a greater account
of cardiovascular problems compared to its office blood pressure (BP) in a limited number of patients with
refractory hypertension from our area of living. Our research evaluated the occurrence of cardiovascular
problems over periods of time while making an average investigation of 48+6 months, in 75 subjects with
refractory essential hypertension (who suffered from diastolic blood pressure >100 mm Hg while taking
antihypertensive treatment in which we inserted three or more antihypertensive medicines, one being diuretic).
Patients were divided in three groups in accordance with the mean of DBP while having activity recorded in
ABPM, with the following data: group A <90 mm Hg (n=24), group B 90 to 99 mm Hg (n=25), and group C
>100 mm Hg (n=26). We could notice a very dlight difference in office SBP and DBP values among groups, at the
starting point or while achieving of the last evaluation. In group C (group that had daytime value of diastolic
blood pressure >100 mmHg) the average values of both 24-hour ambulatory SBP and DBP and the value
achieved while day and night periods were enormously bigger (p<0.001) compared to the other two remaining
groups, this being connected to enlarged occurrences of smokers and a high amount of body mass index. While
occurring the observation period, 30 subjects were noticed with cardiovascular problem (10 with stroke, 9 with
coronary heart disease, myocardial infarction, or angina pectoris, 5 with progressive heart failure; 6 with
hypertensive emergency), as shown in table 2. The occurrence of new cardiovascular problems was numerically
notable more reduced in group A (4 events) compared to group B and C (12 problems, and 14 problems,
respectively), p<0.001, with no numerically notable difference among the two groups with the greatest
ambulatory B, p=NS. More increased values of ambulatory blood pressure culminated with a wor se prediction for
the patients that suffered from refractory hypertension, having as support the suggestion that ABPM can be
beneficial in layering the cardiovascular problem in subjects with refractory hypertension.

Key Words: ambulatory blood pressure monitoring, office blood pressure measurement, refractory
hypertension, cardiovascular events.

INTRODUCTION resistant or refractory and they represent

the 10% of hypertensive subjects

While we observed the data clinically,
some hypertensive patients had suffered
from persistently great value of blood
pressure (BP) although they accurate
multiple medicines were prescribed to
them. These subjects are named in literature

mentioned by specialized clinics and their
medicines have to be changed frequently,
also by including the inclusion of other
antihypertensive medicines ' . We couldn’t
find the exact reason of refractory
hypertension but we think it can happen
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because we have a specific identifiable
disorder frequently (secondary
hypertension) connected to exogenous
substances that increase BP or are involved
in the action of antihypertensive agents (ie,
nonsteroidal anti-inflammatory medicines),
due to complex biological factors (fatness
and hyperinsulinemia), associated with
improper or inadequate treatment, or
because of nonconformity with a medical
regime prescribed by the doctor.

Some patients may have suffered
from pure refractory hypertension, while
others may be the result of an excessive
medical effect. In order to assess patients
with excessive medical effect we need BP
measures taken out of the clinical area ? .
Observing ambulatory BP with a
noninvasive instrument **, gives us more
illustrative values of BP compared to clinic
BP, and the way BP behaves while the
activity and dleep periods of time is
noticeable. Some problem-based cohort
researches have noticed that that
ambulatory blood pressure measurement

(ABPM)  betters cardiovascular  risk
stratification above and under the
traditional risk factors, which included

office BP. The majority of these researches
have been addressed to the average
inhabitants >®’ or in subjects with vital
hypertension who were not treated when
the execution of ABPM took place.
8910111213 One of the main applications for
ABPM is in the assessment of refractory
hypertension. ****'®  We couldn’t obtain
too much confirmatory information about
the predicted value of ABPM in subjects
with refractory BP.

The goal of our research is to find out
if ABPM gives a better evaluation of
cardiovascular problem compared to the its
clinica BP in an insignificant number of
patients with refractory hypertension in our
areaof living.

MATERIAL AND METHODS

In this research we included a group
of 75 subjects with refractory hypertension.
A written informed agreement was given
by all patients.

Regarding the decisons of the
research design, the analysis, the collection,
and the interpretation of the information
and the intellectual content of the
manuscript were made separately, without
the implication of the sponsors from the
pharmaceutical-industry.

There were the following inclusion
characteristics:

a. clinical diastolic BP >100 mm Hg
(Korotkoff phase V, sitting position)
for three visits at 1-month intervals
during the same antihypertensive
treatment, which included three or
more antihypertensive medicines,
one of which was diuretic;

b. preserved renal function, glomerular
filtration rate evaluated by
endogenous creatinine clearance
>60 mL/min per 1.73 m>.

c. Patients of either sex whose age was
18 years or more.

The exclusion characteristics involved
suspicion or indication of secondary
hypertension,  diabetes mellitus, recent
stroke (occurring within the previous three
months), recent acute  myocardial
infarction, recent hospitalizing for chronic
heart failure, recent revascularization or
planned cardiovascular intervention while
the following three months,  chronic
obstructive pulmonary disease, any
coexisting illnesses that could crucialy
reduce lifetime  expectancy, heart
transplantation, utilization of experimental
medicines, pregnancy, and denia of
undergoing repeated observation visits and
ambulatory blood-pressure monitoring.

At the beginning of the research every
patient had a whole clinical workup to
exclude secondary hypertenson and to
evaluate the presence of end-organ injury.

Information was gathered about
traditional cardiovascular risk factors,
history of cardiovascular problems, present
medicines, demographic and
anthropometric  information was put
together. In that period, a sample of venous
blood was achieved in order to evauate
base-line factors and we aso acquired
regular 12-lead electrocardiogram.
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Office and Ambulatory Blood
Pressure Measurements

For the measurement of blood
pressure we followed the advice of the
British Hypertension Society, in a tranquil
area with a mercury sphygmomanometer
with the patient in a sitting position after 5
minutes of rest ',

We carried out ABPM using an
oscillometric monitor on a usua working
day, while the normal absorption of the
ordinary antihypertensive treatment. Taking
into account the standard protocol, readings
were made at periods of time of not more
than 30 minutes between 8 am. and 8 p.m.
and at periods of not more than 60 minutes
between 8 p.m. and 8 am. It was defined
the daytime ambulatory blood pressure as
that between 8 am. and 10 p.m., and
nighttime ambulatory blood pressure as that
between midnight and 6 am.

The mean of SBP, DBP, and mean
blood pressure were taking into account for
every one of the periods of time. The
proportion between the means of BP while
the day period and while the night period,
day/night proportion, was determined as a
calculation of circadian variability. Before
starting the research, authenticity of BP
values estimated with the monitor was

examined against simultaneous
measurements with a mercury
sphygmomanometer. We allowed

differences of <5 mm Hg. Those subjects
with registrations showing an error rate in
>25% of the total readings were taken out
from the research. We divided the patients
in three groups taking into account the
mean of DBP while activity listed in
ABPM, with the group A <90 mm Hg
(n=24), group B 90 to 99 mm Hg (n=25),
and group C >100 mm Hg (n=26).

Follow-up of the Patients

After the initial follow-up, patients
were observed for a period of 48+6 months.
An analogy of the occurrence of
cardiovascular problems was made during
the observation. In patients that
experienced multiple non-deadly problems,
the analysis included only the first problem.

The cardiovascular problems included
myocardial infarction, angina pectoris,
stroke, unexpected death, congestive heart
failure, hypertensive emergencies. Stroke
was defined as a neurological deficit with
unceasing signs for more than 24 hours or
finishing in death without a likely cause
other than a vascular cause. Transient
ischemic attack was characterized as any
unexpected focal neurological deficit that
was completely cleared in less than 24
hours, being based on an evaluation made
by a doctor. Acute myocardia infarction
was claimed to appear in the presence of
two of the following: typical chest ache,
electrocardiographic alterations, and higher
cardiac-enzyme concentrations.

Myocardial infarction was defined by
excluding silent myocardial infarction. The
definition of congestive heart failure
needed the occurrence of symptoms,
clinica symptoms, and urgency for
treatment. Unexpected death was defined as
any death of obscure reason that happened
immediately or within 24 hours after the
beginning of acute signs or any uncertified
death for which no probable reason could
be estimated based on the medical history.
Angina pectoris was diagnosed when there
was  chest ache and certified
electrocardiographic signs of coronary
ischemia.  Progressive heart failure was
defined as signs when it appeared while the
follow-up in subjects without former heart
failure symptoms. Hypertensive emergency
was defined, and it was only supposed to be
appropriate, when symptoms  were
connected to papilledema in funduscopic
examination.

Statistical Analysis

Values were given as average + SD
for each and every variable. We found the
differences among groups by using t test
and 2 for discontinuous variables.

Problem rates for new cardiovascular
problems, while the time of follow-up are
presented as the number of problems per
100 patient-years, taking into account the
proportion of the noticed number of
problems to the total number of patient-
years of uncovering.
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Table 1 - Primary Featuresof Participants

Characteristics group A group B groupC  Pvalue
Risk factor

Age (yr) 52+4 533 54+4 p=NS
Male sex 10/24 11/25 10/26 p=NS
Body mass index 28+4 3045 34+6 p<0.001
Current smoking 10/24 16/25 20/26 P<0.001
Total serum cholesterol

concentration (mg/dl) 240+20 250£15 245+18 p=NS
Office BP (mm Hg)

Systolic 170+20 172+21 180+19  p=NS
Diastolic 105+5 108+6 1108 p=NS
ABPM (mmHg)
24 H systolic 132+18 140+14 165+15  p<0.001
24 H diastalic 78+6 93+5 100+7 p<0.001
Daytime systolic 135+17 143+13 169+14  p<0.001
Daytime diastolic 85+4 95+4 104+3 p<0.001
Nighttime systolic 125+16 130x12 142+16  p<0.001
Nighttime diastolic 755 80+9 90+8 p<0.001
Values are averages = SD; the body-mass index is the weight in kilogram divided by square of height
in meters

differences in what regards age, sex, or

RESULTS

General Characteristics. 75 patients

body mass index among three groups.
We can notice in table 1 the blood

Table 2 - Cardiovascular problems encountered while the follow-up period

Cardiovascular problems group A (n=24)  group B (n=25) group C
(n=26)

Stroke 1 4 5
Coronary heart disease 1 4 4
Progression of cardiac failure 1 2 2
Hypertensive emergency 1 2 3
Total problems 4 (16,6%) 12 (48%) 14 (53%)

(46 men and 29 women; mean age, 53+9
years), al white, who performed the
inclusion characteristics, were counted in
the research. The follow-up period was
48+6 month.

The main clinical characteristics and
BP values of the patients in each group are
presented in table 1. We found no

pressure value recorded from three groups.
There didn’'t exist any important difference
in office SBP and DBP value among
groups.

In group C (group with daytime value
of diastolic blood pressure >100 mmHg)
the average vaues of both 24-hour
ambulatory SBP and DBP and the value
resulted while day and night periods were
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enormously greater (p<0.001) than in the
other two groups, in connection to higher
occurrences of smokers and a great value of
body mass index.

Average time of observation was
48+6 months. While performing the follow-
up, 30 subjects suffered cardiovascular
problems (10 with stroke, 9 with coronary
heart disease, myocardia infarction, or
angina pectoris, 5 with progressive heart
failure; 6 with hypertensive emergency), as
shown in table 2.

The occurrence of new cardiovascular
problems was numerically much more
reduced in group A (4 events) compared to
group B and C (12 events, respectively 14
events), p<0.001, with no numericaly
significant alteration among the two groups
with greatest ambulatory B, p=NS.

DISCUSSION

By comparison to other researches
with a period of follow-up of 49 months,
86 hypertensive subjects with refractory
hypertension, defined as the occurrence of
an office DBP 100 mm Hg while being
administrated an appropriate mixture of
three or more antihypertensive medicines
we recorded 21 cardiovascular problems.

The danger of a cardiovascular
problem was increasingly greater for the
subjects who formerly presented a
cardiovascular problem and for those who
suffered from a greater ambulatory BP at
the time of addition.

We observed a difference between
office and AMBP in this research that could
happen because of the *“white coat
effect”.'® 1° Gosse and partners'® gathered
information from 154 patients and observed
the presence of the medical effect having
the same percent of patients both before
and 3 months after treatment.

ABPM was made known in
hypertension research and in clinica
practice due to the values of ambulatory BP
are more reproducible than office BP, both
in normotensive and aso in hypertensive
subjects, disregarding the age of the
patients 2.

We gathered many proofs that
showed ambulatory BP is compared more

closely than office pressure does with target
organ injury, as symbolized by left
ventricular hypertrophy and
microalbuminuria in either hypertensive or
normotensive type 1 of diabetes mellitus.”®

The restrictions of this research are
the following: limited number of patients,
the subjects study in this paper are
represented by a group with high
cardiovascular risk and the antihypertensive
treatment are very distinct among study
groups. We have to evaluate in our next
researches whether or not ambulatory BP
values during a long follow-up period are a
more proper prediction instrument in
comparison to office BP when we assess
refractory hypertensive patients.

CONCLUSION

In what regards subjects with
refractory hypertension a greater value in
ambulatory blood pressure measures is
connected to a more proper prediction of
new cardiovascular problems that cause the
office blood pressure measurement.

Nevertheless, more researches are
requested in order to evaluate in a more
proper way the prediction value of
ambulatory BP to stratify cardiovascular
risk in patients with refractory
hypertension.
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ABSTRACT

The term of ” interception” wasfirst introduced by Cheney in 1958.

” The term inter ceptive orthodontics designates the detection of incipient or mild forms of dental-maxillary
abnormalities, by active detection and implementation of measures for the prevention of veritable malocclusions
or for the reduction of orthodontic treatment to some simple measures’ (Grivu et al. 1978).

The role of interceptive orthodontics is also defined by Graber (1986): " Its purpose is to eliminate any
existent pathogenetic factor and to minimize the harmful consequences of etiol ogic factors on dentition” .

Thus, interceptive therapy is one of the first mandatory steps of the complex treatment of a dental-maxillary

abnormality.

Key Words: interception, dental-maxillary abnormality, occlusion disbalance.

INTRODUCTION

The highest success of interceptive
treatment is obtained in temporary
dentition. Its objectives are: "the
elimination of obstacles in the way of
normal development of the denta-
maxillary apparatus or of restoration of its
normal functions’ (Mayers, 1984).

Starting with their definition, the
objectives of interceptive treatment focus
on: detection of minor skeletal disbalances,
removal of causing agents, ensuring
optimal conditions for the development and
conserving of normal relations between the
maxillary basis and the basis of the skull.
They, aso, aim at detecting disturbances
during the period when temporary teeth on
the arch are lost and permanent teeth erupt,
but also a the detection of occlusal-
articular disbalances and the rebalancing of
the occlusion.

Dimension or direction disturbances
which may occur between the maxillary

basis are minor disbalances which, in most
cases, are the expression of some general
diseases. late expression chromosomial
syndroms, metabolic disbalances or
disturbed activity of the neuro-endocrine
System.

The interception of these disbalances
by the dentist imperatively requires
cooperation with pediatric endocrinologists
and genetics specialists in order to regulate
the general disbalance. This will further
lead to the normalization of the rhythm and
rate of cranio-maxillo-facial growth.

The gaps between the period when
temporary teeth are lost and the eruption of
permament teeth have consequences which
vary from delays in the eruption of the
permenent tooth to dental-alveolar and
occlusal-articular disbalances.

Orthodontic  interception measures
include: extraction, dental surveillance
throughout the entire period of permament
tooth eruption and its occlusion with the
antagonist, straightening of modified
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implantation occlusal-articular
rebalancing.

Equally important as the delayed
eruption is the early loss of temporary teeth
on the arch, with gradua reduction or
disappearance of the space needed for the
permanent tooth. Thus, regaining its space
and maintaining it until the eruption and
full function of the permament tooth occur,
are the interceptive orthodontic measures of
choice.

The early diagnosis and treatment of
occlusal disbalances ensure the balanced
developemnt of the dental-maxillary
apparatus. The dentist has an important role
in: detecting the cause and area in which
the functional  disturbance  occurs,
establishing the degree of disbalance and
the evolution trend, then in the removal of
the cause followed by surveillance.
Sometimes minor therapeutic interventions
are also needed.

The first step the dentist has to take in
order to reach the proposed objectives is a
thorough clinical examination, completed
by functional explorations.

The following aspects will be
examined: static and dynamic occlusion,
dental and maxillary relations in habitual
occluson, postural relation of the
mandibula, maximal intercuspidation and
the centric relation. Thus, with the aid of
study models, articulators, articulation
paper, early contacts and occlusa
interferences will be detected.

The exploration of the activity of
muscular groups is done by clinical tests,
and if necessary, these may be completed
by electromyographic examination.

In case of occlusal or even articular
disbalances, produced by early contacts,
selective polishing proves to be the
effective measure for reestablishing the
occlusal-articular balance. It is especidly
indicated in temporary teeth, while in
permanent ones it is used as a back up
measue in case of failure of the other
orthodontic procedures.

Early detection of abnormal dental
eruption axis and their correction to the
point where the tooth enters occlusion, or
as early as possible after occlusion is

axis,

achieved, are effective measures in the
interceptive treatment of abnormalities. In
each individual case, the correction may be
achieved either with simple devices or, if
the case requires, with complex orthodontic
devices.

If therapeutic orthodontic measures
are not sufficient, surgical-orthodontic
treatmemnts may be performed.

The prophylactic and interceptive
treatment of dental-maxillary abnormalities
varies according to the moment of
intervention, depending on the proposed
objectives and the means by which these
are accomplished.

As early as the intrauterine period and
the moment of birth, the balanced
development of the embrio and of the
foetus are pursued, with repercussions on
the balanced development of maxillaries
and teeth.

The first stage of the interceptive
treatment consists of the detection of
general development and dental-maxillary
disbalances.  Thus, congenital and
hereditary abnormalities expressed at the
moment of birth will be underlined.

During the first six months of life, the
maxillary development will be monitored
aong with the general balanced growth.
This will be achieved by a thorough oral
hygiene of the infant, while preventing
general diseases.

During the eruption of temporary
teeth, between the ages of 6 months and 2
and a half years, the surveillance of dental
eruption and occlusion development will
also benefit from an appropriate nutritional
prophylaxis added to the above mentioned
means.

Then, until the age of 6, the growth of
maxillary bones and the development of
teeth and of the occluson will be
monitored, by maintaining the state of
dental-periodontal health and occlusal-
articular balance. The measures taken at
this age are complex:

e oral hygiene measures in the
community and in the family

e nutritional prophylaxis by removing
cariogenetic foods
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o functiona prophylaxis, acquired by
functional balance, eradication of

harmful habits

e fluoride application — general or
local

e sedings

e genera or local health monitoring
every 3 —6 months

e currative treatments for odontal
reconstruction, restoring the
integrity of dental-alveolar arches
by space maintainers

e survelllance of permanent teeth
eruption.

Between the ages of 6 and 12, i.e
during the period of mixed dentition, three
major objectives are pursued: exfoliation of
temporary teeth, eruption of permanent
teeth and stabilization of dental occlusion,
by maintaining the state of health in the
supporting area. For the achievement of the
objectives, al the above mentioned
measures will be taken into consideration.

As previously seen, most interceptive
treatments are practiced in temporary teeth.

According to Mayers (1988), the
situations to be solved during this period
are the following:

e crosshites and frontal inverted
occlusions

e ealy loss of temporary teeth with
closure of the residual space

e persistence of temporary incisors
which interfere with the normal
eruption of permanent teeth

o malpositioned teeth which interfere
with the function or induce wrong
patterns of mandibular closure

e dl habits causing abnormal
functions or disturbing
development.

Grivu et a. (1984) recommend the
correction of distalized occlusions,
successfully using for that purpose the lip
shield and the open bites, by neuromuscular
reocclusions by tongue interposition of
finger suckling. The means of interceptive
therapy during the stage of temporary
dentition are as follows:

e Saulet-Besombes devices, which
alow the correction of inverted
frontal occlusion starting at the
age of 18 months

« mobile or removable devices for
solving crosshites

e Space maintainers in case of early
dental loss (Bratu et al., 1984)

e extraction of persisting temporary
incisors or of malpositioned teeth

e eradication of ora habits, often
leading to spontaneous
normalization of the denta-
maxillary  apparatus, if the
eradication is achieved around the
age of 3 years (Grivu et al., 1975)

e functional reduction, with respect
to atypica swallowing and to
abnormal lingual behaviour by
neuromuscul ar reeducation
methods.

DISCUSSIONS

Simple devices, such as those of
Tucat, which favour tongue positioning, or
of Martine, which suppress the pleasure of
tongue suckling, will be reeducation
adjuvants.

As underlined by Guillain (1976),
interceptive therapy also contributes to the
fight against the three major pathologic
risks of childhood:

e infectious diseases which are
fought against by cleansing the
oral-dental environment

e nutrition disturbances — by an
improved mastication and an
increased oxygenation due to
functional orthopedics

e psycho-somatic disorders — by
improving  facial  esthetics
(Grivu et a, 1982).

By its pursued objectives and
therapeutic means, interceptive
orthodontics creates a connecting bridge
between dentistry and general medicine,
between orthodontics and pediatrics,
respectively.
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ABSTRACT

The removal of the smear layer which is inevitably formed when dentine is mechanically denudated,
associated with the exposure of collagen extremities by acid etching proved to favour periodontal healing.

Key Words: EDTA, acid etching, smear-layer.

INTRODUCTION

The complete mechanical removal of
tartar and the smoothening of contaminated
cementum surfaces proved insufficient in
the case of some periodontal treatments.
For this reason, various methods of
detoxification for the root surfaces have
been designed, of which acid etching may
be observed. The etching does not involve
surface erosion or total remova of the
superficia layer, its purpose being the
removal of bacterial toxins and of some
substances and exposure of collagen
endings.

OBJECTIVE

The purpose of the study is to reveal
that the type of etching also influences the
dynamics of periodontal healing.

MATERIAL AND METHOD

In the experiment, we used 56 teeth
from dogs (Institute of Veterinary Medicine
— Timisoara) aged between 3 — 4 years. The

teeth were extracted and the radicular
surface was smoothened in the middle third
with an abrasive disk. During preparation
of surfaces, these were permanently
irrigated with saline solution. The teeth
were divided into 14 groups of four pieces
each. Two groups of teeth were used as
control models — one group without further
treatment and the other on which a buffer
solution (pH 7.2) was applied with a cotton
swab for 3 minutes. The exposed dentine
surfaces (following removal of the
cementum layer) in the other 12 groups
were treated with watery solutions of citric
acid (pH 0.1), 37% phosphoric acid (pH
1.0) or 24% EDTA (pH 7.0) for 20 seconds
or 3 minutes, by swabbing. In cases when
the application was performed for 3
minutes, the cotton swabs were changed
every 60 seconds. Following the agreed
protocol, teeth were irrigated with saline
solution for 5 minutes, in order to eliminate
the etching substance in excess, and
prepared for the electron microscopy
analysis.
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RESULTS

The control group — The dentine
surfaces of teeth in both control groups
were covered with a fine smear layer,
interrupted by grooves and micro-craters.
The control group in which the buffer
solution was applied (pH 7.2) showed much
more evident discontinuities of the fine
smear layer.

Fig. 1 - Dentine surface covered by afine,
homogenous smear layer interrupted by grooves
or orifices, corresponding to the apertures of
dentine tubules (MEBx5.000, 5kV). Dentine
surface of teeth in the control group.

Application of the etching agent by
swabbing for 20 seconds

Fig. 2 - Granular aspect of the dentine surface
following the application of phosphoric acid by
swabhing for 20 seconds (MEBx10.000, 5kV).

The surfaces treated in this manner
with phosphoric acid showed a granular,
amost smooth aspect.

The surfaces treated with citric acid
showed a similar aspect to that encountered
when phosphoric acid was applied, but in
this case the fibers in the debris layer are
closer to the dentine tubules, sometimes
being observable even inside these tubules.

Fig. 3 - Aspect rich in fibers of inter-tubular
dentine areas, sometimes fibers being prominent
inside dentine tubules. 20 seconds EDTA treated
dentine surface (MEBx10.000, 10kV).

Application of the etching agent by
swabbing for 3 minutes

~«10.000

Fig. 4 - Inter-tubular dentine with radiant fissures
stemming from dentine tubules. Notice the
mosai ¢ texture given by micro-fissures present in
the spaces between fissures. Dentine surface
treated with phosphoric acid (applied by
swabbing) for 3 minutes, changing the swab
every 60 seconds (MEBx10.000, 10kV).
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The EDTA treated surfaces presented
on the inter-tubular dentine areas a rich
fiber network, some of which being also
prominent inside dentine tubul es.

In the case of 3 minutes phosphoric
acid treatment, inter-tubular dentine
showed discrete fissures on the entire
surface, some of these stemming from
dentine tubules and having a radiant
aspect.

The surface between fissures showed
a mosaic texture with multiple micro-
fissures. So, H3PO4 proved to be a highly
brutally acting acid.

The surfaces treated with citric acid
had a granular aspect, with fibers and
fissures present in the inter-tubular dentine.
In the case of EDTA treated surfaces, a
dense network of fibers was observed on
the inter-tubular dentine and inside the
tubules.

No fissures were observed.

Fig. 5 - Dense fiber network covering inter-
tubular dentine and prominent inside the tubules.
EDTA treated dentine surface for 3 minutes. The
etching solution was replaced every 60 seconds
(MEBx10.000, 10kV).

CONCLUSIONS

The study demonstrated that the
application of EDTA without taking the
duration into account or of citric acid for 20
seconds leads to the removal of debris and
selective removal of minerals on the
dentine surface, exposing a collagen matrix

similar to that encountered in the case of
non-mineralized dentine.

This conclusion is not valid in the
case of phosphoric acid application for 3
minutes on denudated dentine radicular
surfaces, when both the mineral and the
collagen dentine layers are removed.

The data in the present study reveal
that the 20 seconds etching (regardless of
the etching agent) is enough to detoxify
inter-tubular dentine surfaces.

The smear layer on dentine tubules
was removed only in cases when the
etching was applied for 3 minutes.

EDTA treated surfaces proved to be
more suitable for cellular colonization and
consecutive formation of connective tissue
in comparison with phosphoric acid treated
ones.

In conclusion, we may state that
EDTA, acting at a neutral pH, is selective,
exposing the collagen matrix which is a
favourable substrate for periodontal
healing.
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ABSTRACT

Romanian ethnology has tried to undermine the old relationships between tradition and modernism,
guiding our post-war society towards a natural trend of dismantling obsolete myths and archetypes. Following
this trend, Ernest Bernea has conducted a thorough and comprehensive research activity trying to interpret
traditional values in the frame of a European paradigm. The study focuses on the way in which shedding various
ideologies and nationalist concepts hel ped Romanian society embrace the principles of modernism.

Keywords: ethnology, modernism, traditionalism, cultural values

INTRODUCTION

Built around the vaues of
independence, the national being has an
“eccentric” construction, its coherence
centre being situated somewhat outside it,
aways aming a the frontiers of its
independence and, thus, always vulnerable
to the rea or imaginary threats to these
frontiers. (...)

Connected to these dimension of our
unfulfilled modernism, a second dimension
emerges, one that paradoxically links
modernism to tradition. Modernism starts
when society denies its cultural origin. It
pretends to be its own origin, inventing a
homogeneous and desecrated space,
continually expanding its frontiers.

This has been, in fact, from the very
beginning, the seed of contention between
traditionalists and modernists, that reached
its climax in the mid 20th century Romania.
Traditionalists, even the most moderate and
the most objective ones, fear that
modernism might wipe out for good the
patterns of archaic Romanian culture.

Consequently,  the  ethnological
discourse in the inter-war Romanian

cultural area took on an active role in
“shaping the national being”, thus sharing
the values that had a bearing on the
development of this project. Perpetuated by
the routine of methodologica and
conceptual  practices, these vaues
established themselves in the very core of
the ethnological discourse, continually
shaping it.

The scientific thinking of this period
has been recurrently systematized by
certain ideological tendencies.

In the early 1920s, Romania was an
agricultural country, with only 20 percent
of its population (in 1930) living in cities *.
Secondly, with the twofold increase of its
population, the state assmilated a
significant number of non-Romanian
ethnics. In 1930, the latter represented 30
per cent of Romania's population, versus
eight per cent in the Old Kingdom (before
1918). The bulk of the non-Romanian
population was located in the assimilated
territoriess  a  significant  Hungarian
minority, Germans and Jews in
Transylvania;, Germans, Jews and
Ukrainians in Bucovina, Russians and Jews
in Bassarabia. The very low percentage of
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Romanians living in cities and, mainly, in
liberal professions, turned the project of
national engineering into one extremely
difficult to achieve, as Germans,
Hungarians and Jews formed a large
majority in the cities of Transylvania and
the Banat, while Russians and Jews
predominated in Bassarabia.

Although Romanians formed a
relative or even an absolute majority in all
the provinces, they mainly represented the
rural population. That is why the Romanian
peasant became “the common denominator
for all the provinces, old and new”.

The interest of  ethnologists
consequently focused on the rura
background. This was due not only to the
fact that the Vvillage represented,
symbolicaly speaking, “the nucleus of the
Romanian spirit”, a recently tempered
national feeling, but also to the fact that the
village represented the only means of
national triumph for those who saw in the
peasant a role-model and ideal archetype.

The process followed an ascending
path and culminated with the Great Union,
at the end of 1918, which represented the
supreme triumph of the democratic and
national spirit. In Romania, democracy was
neither born nor set up following a national
catastrophe (as in France, in 1871,
Germany, in 1918 or 1945), a severe crisis
(the South African Republic in the latest
years, or communist Russia in the last
decade), or the breaking up of the state
(Austria after the fall of the Habsburg
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ABSTRACT

The term interceptive orthodontics used in this paper is defined as the prompt treatment of unfavourable
features of a developing occlusion categorized as local factors, crowding and displacements of the mandible in
closing from the rest position. Preventive and/or interceptive orthodontics in the mixed dentition implies several
different possibilities, namely, (a) the guiding of erupting permanent teeth into an ideal position; (b) using
simplified procedures that produce a savings of time and effort; (c) obtaining a more stable early result with less
retention problems; (d) avoidance of extraction of permanent teeth by utilizing the additional deciduous posterior
tooth mass, distalization and/or expansion of posterior segments. These are compelling reasons for early
treatment and historically there has been great interest in early interventive orthodontics beginning over 70 years
agol and becoming quite popular from 1950 to 19752-11.

Keywords: interceptive orthodontics, mixed dentition, trainer, myofunctional habits.

INTRODUCTION MALOCCLUSION, POOR FACIAL

DEVELOPMENT & RELAPSE. Soft

Some orthodontists apply the term to
any treatment in the mixed dentition which
will prevent the establishment of a
malocclusion, partially or totaly (Bass,
1996), others favour early appliance
therapy as an optional alternative to treating
malocclusions after the permanent dentition
is established or as a preliminary phase of
treatment (Woodside, 1996). Those who
favour early treatment are guided by the
principle of promoting developmenta
changes which are favourable and of
suppressing features which are
unfavourable.

Mouth breathing, tongue thrusting,
incorrect swallowing and other
myofunctional habits can cause

Tissue Dysfunction can also cause unstable
orthodontics and TMJ Disorder. The
influence of myofunctional habits on
cranio-facia development and orthodontic
problems has regularly been reported in
publications since the era of Edward Angle.
More recent studies show that crowded
teeth and jaw discrepancies are not always
hereditary, but can be caused by the way a
child swallows and breathes. The soft
tissues control dental position and should
be treated in conjunction with any
orthodontic appliance therapy. Research
shows the position of the teeth is
determined by the lips and tongue.

The TRAINER System™ was
developed to incorporate the philosophy of
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myofunctional therapy and tooth alignment
into asingle size, easy to use appliance. All
appliances are designed to actively retrain
the mode of the tongue, the peri-ord
muscles of the mouth, correct breathing
habits, and align the anterior dentition. In
the mixed dentition this greatly assists with
both dental and facial devel opment.

Habit Correction Improving Facial
and Dental Devel opment

The Myofunctional Effect™ is built
into all TRAINER System™ appliances.
Myofunctional therapists, after diagnosing
a soft tissue dysfunction, start with
treatment involving correct placement of
the tongue tip at rest. Correct swallowing
starts from this “tongue on the spot”
exercise. The tongue tag mimics this
exercise as, when in place, the tongue is
trained to this position, automatically going
to the raised part on the tongue tag. The
tongue guard stops the tongue from
thrusting between the teeth. This, combined
with the lip bumper, prevents contact
between the tongue and lower lip during
swallowing, breaking the hyperactive
mentalis activity of the incorrect (reverse)
swallowing pattern. Added to this, the
patient is forced to breathe through the
nose, further reinforcing the tongue into its
correct upward positioning in the maxilla
and moving the mandible into the correct
class| position.

Fig. 1 - T4K™ the pre-orthodontic trainer.

MATERIAL AND METHODS

The aim of this study was to assess
the effect of myofunctional therapy on
proper facial development. 20 children of
both sexes in age from 5 to 12 years, with
mixed or/an permanent dentition and
different grades of malocclusion were
selected and we applied myofunctional
appliances. The  essentiads  of
myofunctional therapy are complex but can
be focussed on a few basic principles. The
first myofunctional exercise is to position
the tongue tip correctly at rest and to obtain
lip seal. Thisiswell known among those of
the Speech Pathology profession, who have
advocated for many years the power of
adjunctive myofunctional therapy for
assisting difficult orthodontic cases. The
TRAINER system merely uses asingle size
prefabricated appliance to achieve a similar
therapy. This removes the need for one to
one professional training and tedious
exercise programs for the child.

DISCUSSIONS

Muscles carry out a modeling
performance on bones and dental arches,
whether at rest or during stomatognathic
system function. Since our bones and teeth
react to forces that work on them,
consequently, strong and well-developed
muscles are related to bones in good shape.
When these forces are unbalanced, they
misact over the occlusion and the teeth
loose their correct axia inclination while
searching for other balanced position,
thereby harming the dental arches and
leading to dentofacial distortions.

The most compelling reasons for a
serious reconsideration of early P and |
orthodontics in the mixed dentition are
fourfold. Firgt, that treatment is begun prior
to complete collagenous fiber bundle
formation on as many teeth as possible so
that when they erupt into the proper
position horizontally and verticaly, future
relapse tendencies are lessened. Most
relapse, certainly of rotations and possibly
of vertical and horizontal drift as well may
a least be partialy due to treatment
procedures done after complete formation
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Nical Case

Before.

1 1

Fig. 2 - TAK™ the pre-orthodontic trainer, clinical case, aclass |l division 1. before and after.

of the supra-alveolar collagenous fibers.
These fibers increase in thickness in
response to functional and stretching both
of which are present during standard fixed
appliance therapy. If treatment is begun
before the teeth are fully erupted, they can
be gently guided into position and
completely straightened prior to their fiber
formation, thereby theoretically eliminating
part of this relapse tendency.

Second, that treatment is begun early
enough in a child's life that adequate facial
growth in the horizontal and/or vertical
direction to fully compensate for the
correction of overjet and overbite is

present. This is particularly critical in
moderate to severe discrepancies (over 6
mm.) in both sexes but particularly in the
female. If inadequate growth is present,
greater relapse can be expected. The third
reason for P and | orthodontics is that more
can be done with the arches and teeth in the
mixed dentition through  successful
expansion and utilizing the extra space
allowed by the greater tooth mass of the
deciduous posterior teeth. Up to about 7
mm. of anterior incisal crowding can be
compensated thereby eliminating the need
for extraction of bicuspids in about 50% of
typical orthodontic extraction cases.
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CONCLUSIONS

Functional appliances ded
orthopedically with growth, particularly
evident in the suppression of forward
maxillary growth, as well as a possible
influence on the appositiona restructuring
of the glenoid fossa and growth of the
mandible.

Interceptive measures may have the
advantage of simplicity and economy, but
they must be applied at critical stages of
development. Early detection of
orthodontic abnormalities and interception

is presently in the hands of the general
dental practitioner.

The optimum advantage of the
TRAINER technique is that it is
fundamentally NOT orthodontic. The

correction of mouth breathing, lip and
tongue habits, and redirecting not growth
but muscle forces, are the primary
objectives of the seemingly unintrusive,
flexible appliance system either for the
mixed dentition in brackets or in the
permanent dentition.

REFERENCES

1

2.

©o N

10.

Ahlgren J. EMG studies of lip and cheek activity in sucking habits. Swed Dent J.
1995;19(3):95-101.

Anderson BD. Multiple extraction patterns in severe discrepancy cases. Angle Orthod.
1975;45(4):291-303.

Bishara SE, Cummins DM, Jakobuen JR. Treatment and posttreatment changes in patients
with Class I1/1, maocclusion after extraction and nonextraction treatment. Am J Orthod
Orthop. 1997;111(1):18-27.

Graber T. "The Three M's. Muscles, Maformation and Malocclusion." Am J Ortho
Dentofac Orthop.1963 June 418-450.

Graber, T, Vanarsdall, Robert L Jnr, Orthodontics Current Principles and Techniques, Third
Edition, St.Louis, Missouri, Mosby Inc. 2000.

Turpin D L, Am J Ortho Dentofac Orthop May 2003; 123:487.

Otopalik, Brown H, DDS., Am J Ortho Dentofac Orthop. Vol 113 No.6, June 1998.
Shapiro, PA, DDS, MSD Seattle, Wash. Am J Ortho Dentofac Orthop. Vol 121 No 6, June
2002.

Bresolin, G, DDS, MSD, Shapiro, G, MD and Dassel, S, MD Am J Ortho Dentofac Orthop
March 1983.

Simons, M.E. and Joondeph, D.R.: Change in overbite: A ten-year postretention study, Am.
J. Orthod., 64: 349-367, 1973.

60




Medicinein evolution Volume XV, No. 4, 2009, Timisoara

PAGES 61 - 66

EXPERIMENTAL STUDIES ON MICROPLASMA AND
LASER WELDED DISSIMILAR JOINTS USED IN
DENTAL TECHNOLOGY

POROJAN SORIN, SANDU LILIANA, TOPALA FLORIN, BIRDEANU
VALENTIN

Victor Babes University of Medicine and Pharmacy, Timisoara, Romania

ABSTRACT

Purpose: The aim of the study was to evaluate dissimilar joints of base metal alloys used in dental
technology by destructive and nondestructive analyses.

Materials and methods: Two types of base metal alloys with dissimilar elemental compositions were used
in this study. The samples were cast using classical technologies and were microplasma and laser welded, without
and with filling material. They were analyzed macroscopically, radiographic, metallographic, and the
microhardness was determined in the base metal (BM), weld metal (WM) and heat affected zone (HAZ).

Results: Welding discontinuities were detected during the nondestructive analyses. The microstructure of
the WM appeared very fine. The precipitates increased the hardness in the HAZ, which may lead to fragile areas.

Conclusions: The experimental tests demonstrated that dissimilar welding can be applied with succesin the

technology of high precision combined dentures.

Key words: dissimilar welding, microplasma welding, laser welding, base metal alloys.

INTRODUCTION

Sometimes in dental technology, it is
required to connect metallic frameworks of
different alloys compositions in order to
obtain stability and high precision.
Therefore, it isimportant to know now well
the welding behavior of the different types
of aloys (12). Joining dissimilar materials
in dental technology became inevitable for
technical reasons. The adoption of
dissimilar aloys combinations provides
possibilities for a flexible design of the
product by using each material efficiently
and benefiting from the specific properties
of each material in a functional way.
Needing higher efficiencies in dental
technology necessitate the use of new
joining methods. Laser and microplasma
welding are the most recent welding
techniques available in dental laboratory (6,
7). Welding can be used in denta
laboratory for manufacturing or repairing

metallic frameworks. Weldments are made
from alloys of different compositions in
some applications. A successful weld
between dissimilar aloys is one that is as
strong as the weaker of the two metals
being joined. The mechanical strength of
welded joints is important in terms of the
longevity of the prostheses. The importance
and advantages of dissimilar welding for
combined dentures implies experimental
studies to achieve an optimal welding
technique (13).

PURPOSE:

The aim of the study was to evaluate
dissimilar joints of base metal aloys used
in dental technology by destructive
(metallographic, microhardness
measurements) and nondestructive analyses
(visual inspection, radiographic methods).
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MATERIALSAND METHODS:

Two types of base metal alloys with
dissmilar elemental compositions were
used in this study. The first one is a Ni-Cr
alloy Wiron 99 (Bego, Bremen, Germany)
indicated for fixed prostheses frameworks
and the other one is a Co-Cr aloy Wironit
extrahard (Bego, Bremen, Germany)
indicated for removable partial dentures
frameworks.

For the experimental studies twelve
wax plates patterns of 0.8 mm x 10 mm X
20 mm prepared and cast using classical
technologies. After preparing the surfaces
to be welded, the plates were matched and
welded. Half were microplasma and half
laser welded. Both procedures were used
for welding without filling material,
bilaterally, in a butt joint configuration and
with filling material on one side. As filling
material Ni-Cr and Co-Cr wires were used.

Six samplesresulted (Table 1).
Table 1. Experimental welded samples.
Sample 1 Sample 2 Sample 3 Sample 4 Sample 5 Sample 6
Wiron 99+ Wiron 99+ Wiron 99+ Wiron 99+ Wiron 99+ Wiron 99+
Wironit Wironit Wironit Wironit Wironit Wironit
extrahard extrahard extrahard extrahard extrahard extrahard
Laser welded Microplasma welded
Without filling With Co-Cr With Ni-Cr Without filling With Co-Cr With Ni-Cr
material filling material filling material material filling material filling material
The measurements for the nondestructive RESULTS:

tests were made using Imagel software.
Microscopic observations were made using
an inverted metallographic microscope for
the base metal (BM), weld metal (WM) and
heat affected zone (HAZ). Microhardness
(HV) testing was performed on the polished
surface of the samples using a Vickers
hardness intender at room temperature.

During visual inspection, welding
discontinuities, like an nonuniform width of
the welding rib, especidly at the
microplasma welded samples, craters on
the welding surface, lack of melting

between the components, cracks, were
observed (Fig. 1).

Fig. 1. Macroscopic images of dissimilar welded samples: a.microplasma welded without filling materia; b. laser
welded without filling material; ¢. microplasmawelded with Co-Cr filling material; d. laser welded with Co-Cr
filling material; e. microplasmawelded with Ni-Cr filling material; f. laser welded with Ni-Cr filling material.
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At radiographic images for the butt
joined samples (Fig 2 a and b) a
radiotransparent line was observed at the
joining line, which indicated a thinning of
the material. The discontinuity is an effect
of the spot overlapping. For the
microplasma welded sample a darker line
(with a width of 0.2 mm) is present in the
center of the rib, as a prove of the crack.
Porosities are present in both images.

The sample welded with filling
material (Fig 2 ¢, d, e and f) the
radiotransparent line on the welded areas is

e

a

b

|
kK
c

thinner than in the first cases. The
radioopague areas indicate the presence of
the filling material. The light spots (with a
diameter of 0.3 mm) are a result of the
wolfram inclusions from the electrode used
for microplasma welding. At the
microplasma welded samples the dark lines
in the middle of the welding rib indicate
discontinuous cracks. The porosities are
represented through dark spots (about 0.2

mm) especially a the laser-welded
samples.
I rm _
!
| . i
d e f

Fig. 2. Radiographic images of dissimilar welded samples: amicroplasmawelded without filling material; b.
laser welded without filling material; c. microplasma welded with Co-Cr filling material; d. laser welded with
Co-Cr filling material; e. microplasmawelded with Ni-Cr filling material; f. laser welded with Ni-Cr filling
material.

Fig. 3. Metallographic images of the laser welded samples:
a. sample 1; b. sample 2; c. sample 3.
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Fig. 4. Metallographic images of the microplasma welded samples:
a. sample 4; b. sample 5; c. sample 6.

Table 2. Microhardness valuesfor thetested samples.

a

Tested Sample 1 Sample 2 Sample 3 Sample 4 Sample 5 Sample 6
area
Duritate HV5
182 187 204 164 182 199
BM; 183 192 167 197 172 188
188 193 172 146 182 188
175 195 225 195 199 172
HAZ, 199 236 214 225 206 195
204 246 199 204 192 210
210 260 329 341 317 401
WM 216 265 306 325 306 381
257 257 321 299 358 362
418 376 386 362 349 345
HA\, 466 367 362 362 407 353
418 381 381 391 317 358
371 329 391 391 401 386
BM, 381 321 401 381 384 367
391 336 371 391 418 401
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Metallographic anayses (Fig. 3 and
4) showed a dendrite microstructure in the
base material. The microstructure of the
welded zone appeared very fine
Precipitates are present in the HAZ and
they may increase the hardness, which lead
to fragile areas, which could crack during
functional loads. The base materid is
composed from Ni a or Co o solid
solutions, that contain as main alloying
elements Cr, Mo, and W. Cr, Mo, and W
constitute intermetallic compounds , that
precipitate in the base matrix. This
precipitates can be crowd or dispersed and
depending on this the microhardness can be
high (Table 2), which in association with
small defects can lead to cracks.

DISCUSSIONS:

Welding processes can have various
effects on the base metal. For example,
high heat input may affect the mechanical
properties of the base metal adversely.
Cracking occurs when a materia is unable
to resist the stresses that are applied to it.
The level of applied stress varies with the
welding process.

The WM or HAZ may be different
from the BM especidly in dissimilar
welding applications in terms of hardness,
strength, impact resistance, creep strength,
and wear resistance. The mechanica
properties of welded joint are the major
factors deciding the welding quality.
Knowledge of how welding parameters
affect the mechanical properties of weldsis
important.

REFERENCES:

The welding parameters have to be
set according to the aloys composition,
thickness of the frames, welding procedure,
filling material. Factors relating to the
operators dexterity and the choice of the
welding parameters are recognized as
determinants of weld quality. (1, 2, 3, 4, 5,
10, 11). The microhardness test is an
excellent way to evaluate the effect of
variables for metals. This procedure allows
the selection of areas free of porosities and
allows indentations on homogeneous areas.
It is a property with a low coefficient of
variation when compared to other
mechanical properties tests (Bauer). The
small dendrite structure seen within the
weld is indicative of a fine grain size and
suggests that these joints have higher yield
strength (8,9).

CONCLUSIONS:

The experimental tests demonstrated
that dissimilar welding could be applied
with succes in the technology of high
precision combined dentures.

The proper combination of the
process parameters is necessary for the
success of joining.

It is essentia to optimize the welding
parameters and to choose the adequate
welding technique in order to produce
excellent welded joints.

ACKNOWLEDGEMENTS: This
study was supported by the Grant TD 319
from the Ministry of Education and
Research, Romania.

Baba N, Watanabe I, Liu J, Atsuta M. Mechanical strength of laser-welded cobalt-chromium
aloy. JBiomed Mater Res B Appl Biomater 2004,69(2):121-4.

Baba N, Watanabe |. Penetration depth into denta casting alloys by Nd:YAG laser. J Biomed
Mater Res B Appl Biomater 2005;72(1):64-8.

Bertrand C, Le Petitcorps Y, Albingre L, Dupuis V.: The laser welding technique applied to
non precious dental alloys procedure and results, British Dental Journal, 2001, 190(5):255-7.
Bertrand C, Poulon-Quintin A. Proposals for Optimization of Laser Welding in Prosthetic
Dentistry. J Prosthodont. 2009.

Bertrand C, le Petitcorps Y, Albingre L, Dupuis V. Optimization of operator and physical
parameters for laser welding of dental materials. Br Dent J. 2004;196(7):413-8.

Jeffus L. Welding: Principles and applications, 6th edition. Thomson Delmar Learning, New
Y ork, 2008.

Kou S. Welding metallurgy, 2nd edition. Wiley Interscience, New Jersey, 2003.

65




Medicinein evolution Volume XV, No. 4, 2009, Timisoara

8.

0.

10.

11.

12.

13.

MacEntee M|, Hawbolt EB, Zahel J. The tensile and shear strength of a base metal weld joint
used in dentistry. J Dent Res 2009;60(2):154-8.

Rocha R, Pinheiro AL, Villaverde AB. Flexural strength of pure Ti, Ni-Cr and Co-Cr alloys
submitted to Nd: Y AG laser or TIG welding. Braz Dent J. 2006;17(1):20-3.

Srimaneepong V, Yoneyama T, Kobayashi E, Doi H, Hanawa T. Comparative study on
torsional strength, ductility and fracture characteristics of laser-welded a phatbeta Ti-6Al-7Nb
alloy, CP Titanium and Co-Cr aloy dental castings. Dent Mater. 2008;24(6):839-45.

Watanabe |, Baba N. Effect of welding parameters on penetration of Nd:YAG laser into cast Ti
and Au- and Ag-based alloys. Quintessence Int. 2007;38(1):14-9.

Watanabe |, Chang J, Chiu Y. Dimensional change of laser-welded gold alloy induced by heat
treatment. J Prosthodont. 2007;16(5):365-9.

Watanabe |, Wallace C. Bond strength of gold alloys laser welded to cobalt-chromium alloy.
Open Dent J. 2008;2:109-13.

66




Medicinein evolution Volume XV, No. 4, 2009, Timisoara

INSTRUCTIONS FOR AUTHORS

The journal publishes general reviews, studies and clinical, epidemiological, experimental and

laboratory research, clinical case presentations, papers from the history of medicine, reviews,

scientific and technical state-of-the-art articles, medical informations and opinions.

Only papers which have not been published or sent for publishing in other journals are

accepted. The authors are responsable for the opinions expressed in the papers.

The paper must be edited both in Romanian and in English; the English version will be

supervised by our collaborator Dana Brehar-Cioflec, MD, PhD; typed on white A4 paper (fonts

- Times New Roman 12, Romanian characters, line spacing 1.5, upper and lower margins 2 cm,

left border 3 cm, right border 2 cm) and on CD, DVD or Memory Stick.

Manuscripts will not exceed:

= general reviews: 6-8 pages

= studies and researches: 5-7 pages

= case presentations: 2-4 pages

= reviews, scientific and technical state-of-the-art articles, medical informations and
opinions: 1-2 pages.

The paper will be edited according to international editing rules for manuscripts. The title will

be written in capital characters and it will be followed by the name and surname of the

author (authors), followed by their place of work (place where the paper has been

elaborated). Studies and researches will be followed by a brief abstract, followed by 3-4 key-

words.

The body of the paper will be structured on the following chapters: introduction, aim,

objectives, material and method, results and discussions, conclusions.

The references will be presented alphabetically and in conformity to the Vancouver

Convention, including:

= for articles: name of the authors and surname initials, title of the article in the original
language, title of the journal according to the international abreviation system, year of
issue, volume, number, pages;

» for books: name of the authors and surname initials, volume, publisher (editors), city of
publishing, year of issue.

Citation of references inside the body of the paper will be put between brackets, Harward

style (author, year) or Vancouver style (number in square brackets or superscript).

Cited reference titles will be selected, maximum 6 for studies and case presentations and 12

for general reviews.

Acceptance, rejection or the need of alterations in sent materials, or in inconography, will be

comunicated to the authors in due time. For this, the authors will indicate the person and

address for corespondence (phone number, e-mail address).

Given the less pleasant experience of the editorial board with some articles being rejected

because they did not meet publishing criteria, we decided to support those who intend to

publish in this journal by detailing the way such a paper should be elaborated, as well as our

requirements.

Except some particular aspects concerning this journal, the following details are general

requirements asked or imposed by other journals as well.
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1. CONDITIONS TO BE MET IN ORDER TO PROPOSE A PAPER FOR
PUBLISHING

The main author has the responsability to make sure the article has been approved by all the
other authors.

The journal will have copyright for papers accepted for publishing. The editorial board reservs
the right to change the style and dimensions of an article (major changes will be discussed
with the main author) and to decide the date of issue.

2. FIRST PUBLICATION

The editorial board will not consider a paper already reported in a published general review

or described in a paper proposed to or accepted by another journal. This does not exclude

papers which have been rejected by other journals. Also, papers which have been presented

at a scientific meeting will be accepted for discussion if they have not been entirely or

partially published in a similar publication.

»Multiple” publishing of the same study is seldom justified. One of the possible justifications

is publishing in a second language but only if the following conditions are met:

= Editors of both journals involved are fully informed;

= Priority of the initial publication will be respected by a minimum publishing interval of two
weeks;

= For the second publication, a shortened version will suffice;

= The second version strictly reflects data and interpretations in the first;

= A footnote may state: ,This article is based upon a study initially published in [title of the
journal]”.

3. PATERNITY

Paternity must reflect the common decision of the coauthors. Each author must have
participated enough to take public responsability for the content.
A paper with collective paternity must have a key person responsable for the article.

4. COPYRIGHT

In order to reproduce materials from other sources, written agreement from the copyright

owner must be obtained:

= photographer — for unpublished photographs;

= hospital where the photographer (physician) is employed — for unpublished photographs
performed during the employment period;

= jnitial publisher — for a table, picture or text which have previously been published
elsewhere.

5. ETHICAL ASPECTS

Do not use name of patients, initials or hospital observation charts numbers. If a photograph
of a body part which could allow direct or deductive recognition of the patient needs
publishing, then the paper must be accompanied by the written consent of the patient and
clinician, as well.
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6. PRESENTING THE MANUSCRIPT

For the journal ,Medicine in evolution”, the manuscript must be typed double spaced, on
white A4 paper —210x297 mm, on one side (2.5 cm upper and lower borders, 3 cm left and 2
cm right border, respectively), in clear characters, no further corrections or addings. It is
advisable that articles are presented on CD or other data transfer methods, in Word format,
12 Times New Roman fonts - using Romanian characters — respecting the same page order,
accompanied by a printed version. Graphs — black and white or coloured — may be generated
in MS Excel or MS Graph, inserted in the body of the paper or presented in a different file.
Infected materials will not be used.

6.1. FIRST PAGE (TITLE PAGE)

Together with the title and names of the authors, the first page must include the affiliation,
professional and university degree (if applicable), marked by asterisc for every author; it is
advisable to give at least a phone and/or fax number or e-mail address of the first author who
may be contacted by the editors for additional recommendations or explanations.

6.2. ABSTARCT OF THE PAPER
6.2.1 Recommendations for original studies

Original studies must include a structured abstarct of maximum 150 words, containing the
following titles and informations:

= Aim and objectives

= Material and methods

= Results

= Conclusions

=  Key words: give 3-5 key words

= The abstract will be translated into an international circulation language

6.3 CONTENT OF THE PAPER
6.3.1 For original articles

The text will usually be divided into sections:

Introduction — presentation of general aspects, in the context of the approached theme

Aim and objectives — Define the aim of the article. Briefly expose the rationale of the
presented study or observation. Make strictly pertinent referals and do not exhaustively
review the subject. Do not include data or conclusions from the paper.

Material and methods — Describe the selection of observations or subjects for the experiment
(including controls). Identify methods, equipments (with the name and address of the
manufacturer in brackets) and give sufficient details on procedures. Give references for the
selected methods, including statistical methods; offer details and brief descriptions for
previously published methods which are not well known; describe new or substantially
modified methods, justify their use and assess their limitations. Precisely identify all used
drugs and chemicals, including generic names, dosage and administration ways.

Describe statistical methods with sufficient details for reported results to be verified.
Whenever possible, quantify discovered aspects and present them with appropriate
measurement indicators for the uncertainty or error of measurement (such as confidence
intervals).
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Results — Present results in a logical succession as text, tables and illustrations. Emphasize or
briefly describe only important observations.

Discussions — Underline new, important aspects of the study. Do not repeat in detail data
which have been presented in previous sections. Include implications of revealed aspects and
their limitations, including implications for future studies. Connect your observations to other
relevant studies. Relate the results to the aim proposed for the study.

Conclusions — organize conclusions which emerge from the study. In the end state: a)
contributions to be acknowledged but which do not justify paternity right; b) thanks for
technical support; c) thanks for financial or material support.

6.3.2 Indications for case reports

Themes may be selected from all medical fields. Manuscripts which offer a special gain for
daily activity will have priority.

The title must be clearly, precisely stated. It may be completed by a subtitle.

It is advisable to include in the key words of the title the main message, the special element
which may be observed from the case evolution.

The content of a case report must be divided into three parts:

Introduction — It must include a maximum of 15 typed rows (half page).

Here, the main medical problem is summarized in order to place the case in a specific domain.
Case report — It contains essential specific information on the case.

In order to make a logical, chronological and didactical case report the following 5 chapters
are needed:

[. Anamnesis;

II. Clinical examination data;

lll. Laboratory data;

IV. Additional paraclinical investigations;

V. Treatment and evolution.

Discussions — The reason for the case report must be stated. The report must be patient-
centered. Occasional deviations from typical (characteristic) evolutions, nosologically
important facts must be presented in such a manner to expose the clinical picture as
completely as possible.

The case report must not appear as an appendix of a general review.

Dimensions of a case report: maximum 6-8 typed pages, 30 rows of 60 characters/page.

6.4. MEASUREMENT UNITS, SYMBOLS, ABREVIATIONS

All measurements must be expressed in International System (IS) units. Abreviations must be
fully explained when first used.

6.5. TABLES

Tables are noted with Roman figures and they will have a brief and concise title, concordant
with their content.

6.6. ILLUSTRATIONS

Number all illustrations in Arabic figures in a single succession. Apply a label on the back side
of every illustration, containing its number and an arrow indicating the upper side. Coloured
illustrations may be accepted but it is the choice of the editors, according to particular
technical abilities of each journal issue, or it may involve a fee in special cases.
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6.7. EXPLANATIONS FOR DRAWINGS AND GRAPHS

Explanation for drawings and graphs must be clear and in readable dimensions, considering
the necessary publishing shrinkage.

6.8. PHOTOGRAPHS

Offer glossy, good quality photographs. Any annotation, inscription, etc. must contrast with
the ground. Microphotographs must include a scale marker.

6.9. ILLUSTRATION LEGENDS

Include explanations for each used symbol, etc. Identify the printing method for
microphotographs.

6.10. REFERENCES

Precision of references is the responsability of the author. Number reference titles in the
order of first occurence in the text, or in alphabetical order, based on the name of the first
author. Identify citations in the text, tables and legends by numbers between brackets.
Reference citation is mandatory. For printing space reasons, we recommend that in cases of
over 15 reference titles an alternative selected reference list should be offered.

7. COPIES FOR PUBLISHING

In order to accelerate publishing, the main author will send a set of printed sheets presenting
the final version of the paper, as it will appear in the journal. It is really helpful that texts to be
also sent on electronic support (floppy disk), diacritic characters mandatory.

8. REJECTION OF PAPERS

If a paper does not meet publishing conditions, whatever these may be, the editors will notify
the first author on this fact, without the obligation of returning the material.

Original photographs or the whole material will be returned only if the author comes to the
editor and takes them.
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Papers submitted for publishing will be addressed to:

Prof. Angela Codruta Podariu, DMD, PhD

Journal Medicine in evolution

Department of Preventive, Community Dental Medicine and Oral Health
Splaiul Tudor Vladimirescu no. 14A

300041, Timisoara

Phone: 0256-204950

Email: proiectetm@yahoo.com

Dana Brehar-Cioflec, MD, PhD

Institute of Public Health “Prof. Dr. Leonida Georgescu” Timisoara
Bd. Victor Babes no. 16

300226, Timisoara

Phone: 0256-492101

Email: dcioflec@yahoo.com
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Medicinein evolution

ASSOCIATION OF BASIC SCIENCE TEACHERS IN DENTISTRY
5" EUROPEAN MEETING
BUCHAREST 15" — 17'" APRIL 2010

ABSTRACT FORM

Instructions:
Type your abstract within the box ( 15cm x 11 cm). (Text falling outside box will not be printed)
Title in BLOCK CAPITALS

Names of author(s) and affiliation

Leave a one line space before commencing the text

Minimum font size 11. Use Arial font

A person may be the first author for not more than two abstracts

After receiving abstracts, the Scientific Committee will decide whether a submitted
paper will be selected for oral or poster presentation

Accepted abstracts will be published in the Book of Abstracts

Oral / poster presentations are not allowed unless the registration fee is paid.

Please indicate preferred method of presentation: ORAL (number limited) / POSTER

This form should be sent to:
Dr. Andreea Didilescu, Department of Anatomy and Embryology, Faculty of Dental
Medicine,
Carol Davila University of Medicine and Pharmacy, 19 Calea Plevnei, 010221, Sector 1,
Bucharest, Romania
(e-mail Andreea.Didilescu@gmail.com)

*NOT LATER THAN SUNDAY 31° JANUARY 2010!
(A late fee of 20 EURO will be charged for registrations received after this date).
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Bucygpestt
AD 1851

REGISTRATION FORM
for accommodation, transfers, social events

Association of Basic Science Teachers in Dentistry
5th European Meeting Bucharest, Romania
15-17 April 2010

Please complete this form and send it before March 10"™, 2010 using one of the following addresses:
- E-mail: mirela@ingtravel.ro (you are advised not send credit card information by e-mail)
- Fax: +40-21-242 31 18

For further information please call (+40-21-242 23 23/ext. 114 or +40-726684912)

Contact person : Mirela Traistaru,

Mrs. Mr. Acad. Title: Prof. Dr.

Name, Surname Forenames

Institution/Organization/Company

Department

Address

m, City Country
We(include international code) Fax
e-mail
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1. HOTEL ACCOMODATION
Reservation deadline : March 12, 2010

Hotel name Single room /night Double room/night
0J.W. MARRIOTT 5* www.marriotthotels.com 120 euro 135 euro
[0 CENTRAL 3* www.thhotels.ro 70 euro 80 euro
[0 VENEZIA 3* www.thhotels.ro 70 euro 80 euro
[1 OPERA 3* www.thhotels.ro 70 euro 80 euro
[J SIQUA 3* http://www.hotelsiqua.ro/ 55 euro 65 euro
[11BIS Parlament 3* www.ibishotels.ro 70 euro 80 euro

Rates include breakfast and all local taxes.

Accommodation: [] single room [l double room

Arrival date

Departure date

Number of nights

Number of rooms

2. TRANSFERS airport — hotel - airport in Bucharest

[1 Airport to hotel [] Hotel to Airport

Private transfers : 25 euro/way 20 euro/way

Arrival date & time

Flight details

Departure date & time

Flight details

Number of persons

3. SOCIAL EVENTS and TOTAL PAYMENT

No of persons | Price per person Total euro
April 15, 15:00 Welcome reception included -
April 16, 20:00 Gala dinner 35 euro
April 17, 15:00 Bucharest City Tour 3h 25 eUro

(min.no participants: 20 pers )

Transfers

Accommodation

Total payment due - -

PLEASE NOTE THAT RESERVATION WILL BE PROCESSED ONLY IF GUARANTEED BY A CREDIT CARD or
PAID BY BANK TRANSFER AFTER CONFIRMATION.
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TERMS OF PAYMENT

[0 a) Payment by credit card.

I duly authorise to charge my credit card for payment of the following :
- accommodation (]

- transfers [J

- gala dinner [

- Bucharest city tour [J

Total ammount authorized to be charged

Card type: [ VISA | MASTERCARD

Card NUMDET: ... e e Expiry date:........cocoeiiiiiii

CVC code (the last 3 digits on the back side of the card)............coccvvieiiiiirineneninns

Card holder: ... Signature:

0 b) Payment by bank transfer to :

Account name : ING DEVELOPMENT SRL

Bank : ALPHA BANK, Bucharest Romania Branch : lancului
IBAN EURO : RO15BUCU083271552511EU01 SWIFT : BUCUROBU
IBAN RON : RO58BUCU083271552511R001

Please make sure to clearly state the participant’s name on the transfer slip. All bank charges have
to be born by the sender. Do not forget to indicate IBAN and SWIFT.

In order to issue the invoice please indicate:

Payment will be made by ... ... ( company name and address)

Bank
details

Account ( IBAN)
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Cancellation conditions:
Notification of cancellation must be sent in writing to E-mail: mirela@ingtravel.ro or Fax: +40-21-242 31 18

For cancellations received
. before March 14,2010 payments will be refunded minus handling fee of € 20,
e between March 15, 2010 and April 1st, 2010 reimbursement of 50 % of the total amount paid.
. after April 1st, 2010 NO refund. Another participant can be nominated.

Please note that all refunds will be processed after the meeting.

| hereby understand and agree to the terms and conditions set for the above and on the conference
website.
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COURSE

RICKETTS TECHNIQUE IN
BIOPROGRESSIVE PHILOSOPHY

ZEROBASE SYSTEM

Course held by Prof. Dr. DANIEL ROLLET (France) — translated into Romanian

The ZeroBase Orthodontic system can best be described as the "next generation of
Bioprogressive". It advances the concepts and mechanics that were originally developed by
Dr. Robert M. Ricketts. Using today’s technological advances, the ZeroBase Orthodontic
Appliance System provides a patient specific prescription that takes advantage of 3M Unitek
‘s Victory Series ™ Appliance with the added advantage of the APC™ Adhesive Coating
System. Bioprogresiv is to see over the barrier built by the teeth, and discovered that there
are other issues such as chewing function, head position, posture, whole body, soft tissue
profile, personality, habits. Addressing a patient with orthodontic problems in a holistic
manner, means not only limiting the mechanical treatment, which aims only correct

positioning of dental units.

Today, most orthodontic practitioners want to acquire as many orthodontic techniques,
the best way in which the teeth can be moved, but not all have put the problem right place to
position these teeth, to know which is the best solution for a relationship stable occlusion, a
proper aesthetic, neuromuscular function balanced and above all if the patient functions will

enable it to have a proper occlusion and stable over time.

This intensive is made gradually because participants can establish proper diagnosis,

prognosis and treatment plan after best techniques.

Zerobase Orthodontics is a specific system for diagnosis, wich gathers information in
one manner logically and efficiently, by allowing orthodontics to diagnose and to
individualize treatment in each patient (to be based in grades Difficulty). Idea is to be able
diagnose and treat every facial dysfunction in all four Plans: transverse antero-posteriour,

vertically and in time.

It also offers the clinician a wider range of treatment options and a higher level of

sophistication and efficiency in patient management.
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BIOPROGRESSIVE PHILOSOPHY - zerobase

First Module — 3 days.

Contents: Diagnostic and Treatment Design System of Zerobase Bioprogressive Philosophy
(7steps for diagnosis and 8 steps for treatment design)
Ferbase clinical examination and training dysfunction
Integrating frontal and lateral cephalometrics and 30. thinking
Construction of VTP (Visual Treatment Planning) and its individualization
Individualization in diagnosis and treatment based on degree of difficulty
First mechanical flow to unlock the malocclusions
Mechanics by concept based on case degree of difficulty
Individualization of treatment mechanics
Practical training from diagnosis, treatment to retention

The course " RICKETS TECHNIQUES IN BIOPROGRESSIVE PHILOSOPHY " will run in 3
modaules, the full year 2010. The first module will take place in 26, 27, February 28, 2010, in
Timisoara at Hotel Boavista. The other 2 are still in Timisoara on 25, 26, June 27, 2010,
respectively 26, 27, November 28, 2010.

Course fee for each module separately is 450 EUR, while the tax for all 3 modules paid in
advance is 1200 EUR. Fee includes 2 coffee break and lunch. Young residents enjoy the
discount for each module separately.

INSTITUTE OF ORTHOGNATHOLOGY AND PROSTHETICS, Timisoara
Contact

RALUCA NATU

Mobile:0733028772

Phone: 0256/200535
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