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Level IV: Ph D (Comprehensive 2012) King Edward Medical University, Lahore.

Fellowship in Craniofacial surgery Hannover Medical School Germany 2012

Level lll: FCPS Oral and Maxillofacial Surgery Bangladesh College of Physicians & Surgeons Dhaka 2013.
Level lll: FCPS Oral and Maxillofacial Surgery College of Physicians & Surgeons of Pakistan 2001.

Level Ill: MDS Oral and Maxillofacial surgery, Quaid-e-Azam University / Pakistan Institute of Medical

Sciences, Islamabad in 1995.

Level ll b MCPS Oral and Maxillofacial Surgery, College of Physicians & Surgeons of Pakistan

1992.

Level I: BDS de’ Montmorency college of Dentistry, Lahore 1986.
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ABSTRACT

Head and Neck Oncology; A Real Challenge

Oral cancer is among the most prevalent disease globally and has serious health and economic burdens,
greatly reducing quality of life for those affected. Treating Head & Neck Oncology is a real challenge to
Oral & Maxillofacial Surgeon’s as it involves complex tumor resections, neck dissections and reconstruc-
tion. The anatomical and functional relevance of the region, the complexity of the defects requiring recon-
struction and the potential complications that can occur, represent a true challenge for the surgical team.
In our medical field, many of the plastic surgeons have retreated from doing maxillofacial reconstructive
procedures because of the nature of complexity of head & neck region, therefore we must create our own
skilled workforce so that we can overcome this burden.

Among all the head and neck pathologies including ameloblastomas, osteogenic sarcomas and many
other, Oral squamous cell carcinoma (OSCC) is the most common cancer type for oral cavity with a very
low survival rate. OSCC is the second highest carcinoma after breast carcinoma in females and broncho-
genic carcinoma in males. OSCC of oral cavity is nearly 90% of total head & neck cancers (WeiBe J.et al
2020). Various predisposing factors have been investigated that are the root cause of this lethal disease
(Johnson JT et al.1981, A khan et al.2023). The International Association of Cancer Registries (IARC), a
branch of the World Health Organization (WHO) through the GLOBOCAN project, reports that one-third of
all cancer incidences occurs in South Asian nations including India, Pakistan, Bangladesh, Nepal, and Sri
Lanka. Counties among those in South Asia, Sri Lanka has the highest rate of oral cancer, followed closely
by Pakistan (Rahman et al.2020). In Pakistan, men are disproportionately affected by oral cancer, which
is the country's greatest cancer killer. The main risk factors in Pakistani society are the use of tobacco
(both chewing and non-chewing), the use of areca nuts and betel leaves, the lack of good dental hygiene
practices, the presence of oncogenic viruses, and hereditary factors (Malkani et al.2021).

The effects of oral cancer surgery on quality of life (QoL) and daily functioning are important metrics by
which to evaluate treatment success. The assessment of QOL is the main stay in the management of oral
cancer before and after surgical procedure
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Dr. SM Balaji is an acclaimed Oral and Maxillofacial Surgeon. He has over 32 years of experience perform-
ing more than 23,000 surgeries. Dr. S M Balaji is world-renowned for his craniofacial surgeries. He has
introduced many innovations in Craniofacial surgery. These innovations have become accepted the world
over by leading craniofacial surgeons. Dr. SM Balaji has rehabilitated over 1000 syndromic children with
complex surgeries. Prof. Balaji has published 181 manuscripts in peer-reviewed pubmed indexed scien-
tific journals. “The Textbook on Oral and Maxillofacial Surgery” authored by him is the country’s best-sell-
er. It is also the prescribed book for both undergraduate and postgraduate students. Fourth Edition will
be coming soon. He released book on ‘Clinical Cranio Maxillofacial Surgery' is a compendium of surgical
cases from his thirty plus years of specialty practice, which has seen him perform many innovations to
standard surgical procedures, thus improving them manifold times. Of great significance is the fact that
this book is authored by a single individual, which is a rarity in the world of medical textbooks. Second
Edition will be coming soon.

To his credit, he has also received the “BC Roy National award”. This is the highest award of the Medical
Council of India. An orator par excellence, he has also delivered various prestigious orations. He has deliv-
ered the prestigious Ginwallah Oration. This is an honour given by the Indian Association of Oral and Max-
illofacial Surgery. He has also delivered the esteemed Dr. R Ahmed Oration of the Indian Dental Associa-
tion. Dr. SM Balaji has also won the highest scientific “Prof David Precious Award”. The award was for his
research work on protein-guided tissue engineering for cleft surgery. This was at the 12th World Cleft and
Craniofacial Congress in Leipzig, Germany a travel award with 1000 USD cash price.

Prof S M Balaji has won the coveted “Dr.Ginwallah Rolling Trophy” twice. This trophy belongs to the
Association of Oral and Maxillofacial Surgeons of India. Dr. S M Balaji has also won the ‘Best Paper
Award’ twice at their annual conferences. He has won the “Best Paper Award” at World Cleft congresses
at Zurich, Halifax, and Goteborg. He also won the “Modus Award of Merit” at the 6th Asian Conference
on Oral and Maxillofacial Surgery held in Tokyo. His presentation of the ‘Best Innovative Surgical Tech-
nique’ won him the award. The award came with a cash award of 50,000 Japanese Yen. At present, he is
the Honorary Consultant Cranio-Maxillofacial Surgeon to various countries in the world.
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ABSTRACT

Management of Facial Asymmetry

Facial asymmetry is the lack of symmetry or proportion between the two halves of the face. It can be a
result of trauma, congenital deformities, developmental abnormalities, or aging. Facial asymmetry can
have a significant impact on the quality of life, self-esteem, and social interactions of the affected individu-
als. Therefore, it is important to diagnose and treat facial asymmetry effectively and efficiently. The man-
agement of facial asymmetry involves a multidisciplinary approach that includes surgical and non-surgical
interventions. The surgical options include orthognathic surgery, facial implants, fat grafting, soft tissue
manipulation and Distraction osteogenesis. The treatment plan should be individualized and tailored to
the specific needs and goals of each patient. The treatment should also consider the potential risks, bene-
fits, costs, and outcomes of each option. The treatment should aim to achieve a balance between function
and aesthetics.

This presentation aims to provide an overview of the current concepts and techniques in the management
of facial asymmetry. It will also showcase some of the author’s clinical cases that demonstrate the
outcomes and challenges of different treatment modalities. The presentation will highlight the importance
of patient education, informed consent, realistic expectations, and post-operative care in achieving
optimal results and patient satisfaction.
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Specialist in Oral and Maxillofacial Surgery

MIR Specialty at H.U. October 12 °. Madrid.

Head of Oral and Maxillofacial Surgery and Dentistry Service. HIU Baby Jesus. Madrid.

Head of Oral and Maxillofacial Surgery and Dentistry Service. Our Lady of the Rosary Hospital. Madrid.
Deputy Physician H.U. October 12 °. Madrid. 2004-2019.

Collaborating Professor of Maxillofacial Surgery at U. Complutense. Madrid. 2004-2019.

Associate Professor of Oral Surgery. King Juan Carlos University. Madrid. 2010-2014.

Fellow of the European Board of Maxillofacial Surgery.

AOCMF International Faculty. AOCMF ESA Board Member.

Guest professor at numerous international universities in the USA, Mexico, Argentina, Japan, among
other countries.

Reviewer of national and international journals of Maxillofacial Surgery and Craniofacial Surgery.

Full member of the Spanish Society of Oral and Maxillofacial Surgery and Head and Neck Surgery; Span-
ish Society of Facial Clefts; AOCMF; IAOMS.

Author of 20 chapters in national and international books. Author of more than 100 communications at
national and international conferences.
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ABSTRACT

Orthognathic Surgery in Patients with Craniofacial Syndromes

Patients diagnosed and treated with syndromic pathology and facial anatomy involvement are undoubt-
edly a challenge for craniofacial surgeons.

This type of highly complex patients benefit from orthognathic surgery procedures in the same way as
patients without syndromic pathology. The need to have performed previous treatments with osteotomy
techniques, distraction and facial bone reconstructions makes the planning of orthognathic surgery com-
plex and requires high experience by the surgical team.

The use of computer-assisted surgery, individualized osteosynthesis material and complementary recon-
structive and aesthetic facial techniques allow to obtain highly satisfactory aesthetic and functional
results. We present a review of our experience in the use of orthognathic surgery in patients with craniofa-
cial syndromic pathology during the last 15 years, including patients with craniosynostosis, Treacher
Collins syndrome, Down syndrome, Ectodermal dysplasias, hemifacia

microsomia and other syndromes.
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MD , DDS. PhD. Specialist in Oral and Maxillofacial Surgery trained in Hospital Vall d'Hebron (Barcelona).
Fellow of the European Board of Oral and Maxillofacial Surgery (Zurich, 1996)

Dr Gonzalez Lagunas is the Head of Department of Oral and Maxillofacial Surgery Hospital Quironsalud
Barcelona.

Member at Large of the Executive Committee of IAOMS from 2014 to 2019. He chaired the 21st Interna-
tional Conference of Oral and Maxillofacial Surgery 2013 (ICOMS) in Barcelona. Dr Gonzéalez Lagunas
developed and was the Editor-in-Chief of the IAOMS magazine Face to face from 2014 to 2020,
Member of the Executive Committee of EACMFS since 2021, with the position of Media Development
Manager. He is the current editor of the EACMFS newsletter “The Pulse” and scientific director of its
educational platform MAX-FLIX. He was the Chairman of the Scientific Committee of the 26th Congress
of EACMFS held in Madrid 2022., under the presidency of Julio Acero. He also acted in the organizing
Committee of the Barcelona EACMFS meeting in 2006, chaired by Prof. Guillermo Raspall.

He was the Spanish councillor in UEMS from 2013-2017.

He served as President of the Spanish Association of Oral andnMaxilofacial Surgery (SECOM) in
2013-2015, developing its Strategic Plan and chairing its National Congress in 2018.

He is the co-author of the books "Advanced Implant Surgery" and " Basic Handbook of Implantologyl".
He is the current Director of a Master program in Implantology that takes place in Barcelona (Spain) and
Rzeszow (Poland).
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ABSTRACT

Associated dentofacial and nasal deformities are common. Also, performing Lefort 1 osteotomies can
result in changes in the perinasal area. A few maneuvers have been recommended to avoid unwanted
changes in the nose, including soft tissue closure, management of the septum and the nasal spine,
sub-spinal osteotomy, alar cinch suture or columella suspension.

In this lecture will specifically review the management of the septum:
1. Simultaneous septoplasty and maxillary osteotomy

2. The endonasal approach to the septum

3. The intraoral approach to the septum.
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Areas of clinical interest, Traumatology, Orthognathic surgery (including distraction osteogenesis),
Reconstructive surgery (including vascularized free flaps), Implantology/implant dentistry, TMJ surgery
(including arthroscopic surgery), Cleft lip and palate surgery/craniofacial surgery

Professional positions

2019 - present Editor-in-chief of the Journal of Cranio-Maxillofacial Surgery

2019 - present Advisor to the European Commission

2019 - present Member of the Executive Committee of the European Association of Craniomaxillofacial
Surgery

10/2014 - present Professor and Head of the Department of Oral and Maxillofacial Surgery, Medical
University of Vienna, Austria

03 - 09/2014 Professor and Head of the Department of Oral and Maxillofacial Surgery, University of
Halle-Wittenberg, Germany

2013 - present Section Editor to the International Journal of Oral and Maxillofacial Surgery

2012-2014 Secretary General of the German Academy of Oral and Maxillofacial Surgery

2009 - 2014  Full Professor of Oral and Maxillofacial Surgery, University of Erlangen-Nuremberg,
Germany

Board certifications

2004 Regional Plastic and Reconstructive Surgery (Bavarian Medical Association, Germany)

2004 Certified Area of Expertise in Implant Dentistry (Consensus Conference Implantology, Germany)
2004 Oral Surgery (Bavarian Dental Association, Germany)

2001 Oral and Maxillofacial Surgery (Bavarian Medical Association, Germany)

Education and degrees

2012 MA (Organizational Development and Human Resources), University of Erlangen-Nuremberg,
Germany

1996 MD, University of Erlangen-Nuremberg, Germany

1992 DMD, University of Erlangen-Nuremberg, Germany
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ABSTRACT

The role of distraction osteogenesis in oral and maxillofacial surgery

Mandibular and maxillary hypoplasia are common dentofacial deformities which require a combination of
orthodontic and surgical treatment. The introduction of the technique of distraction of the craniofacial
skeleton represented a great advancement in the practice of orthognathic and reconstructive surgery. It
has become a widely accepted technique for the reconstruction of hypoplastic mandibles. Distraction has
been considered as the technique of choice in many clinical situations owing to the relative safety of the
procedure, reduced hospitalization duration, low requirement for blood transfusions, and elimination of
the need to harvest bone grafts, in addition to the desired expansion of soft tissues that occurs concomi-
tantly with local bone formation. Distraction can improve the appearance of the face as well as the airways
of these patients. It is a less invasive, faster technique with an apparently lower morbidity than the tradi-
tional craniofacial reconstruction methods. Although mandibular distraction is an accepted therapeutic
alternative for hypoplastic jaws, this surgery is not currently routinely performed. This aspect is surprising
because distraction is most effective for example in elongating the deficient mandible. In addition to its
positive effect on facial appearance, distraction osteogenesis is an effective procedure for the treatment
of airway obstruction associated with congenital craniofacial defects involving hypoplasia of the jaws.

As a consequence of sustained research and design and collaboration with the manufacturers, clinicians
have developed various devices to improve the results of distraction. These devices of various shape and
size are developed especially for intraoral use in specific anatomical locations of mandible and maxilla.

Distraction osteogenesis is a good alternative for the treatment of hypoplastic jaws, often being the first
indication in some clinical situations. This procedure apparently has less morbidity than the classic recon-
structions of the jaw and has the added benefit of also lengthening the soft tissues. In addition, there is a
likely benefit to the airways. A qualified and complete multidisciplinary team greatly increases the chances
of success in this type of treatment.
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Dr. Christos Perisanidis is currently serving as Professor and Head of the Department of Oral and Maxillo-
facial Surgery at the University of Athens in Greece. He obtained his Habilitation (Venia Docendi) in Oral
and Maxillofacial Surgery from the Medical University of Vienna and his PhD in Dentistry from the Univer-
sity of Athens.

Dr. Perisanidis has served as Associate Professor in Oral and Maxillofacial Surgery at the Medical Univer-
sity of Vienna. He has held various positions of leadership and expertise throughout his career, including
Director of the Tumor Outpatient Unit, Director of the Head and Neck Oncology Tumor Board, and Direc-
tor of the Section of Oral and Maxillofacial Oncology and Microvascular Surgery at the same Institution.
In addition, he is Scientific Director of the International Master Program in "Master in Clinical Dentistry -
Periodontology and Implantology" at the University Clinic of Dentistry, Medical University of Vienna.

Prof. Perisanidis has contributed significantly to the field through his research and publications, collabo-
rating with international research groups and authoring numerous peer-reviewed articles in prestigious
medical journals. His expertise lies in the areas of Head and Neck Cancer, Microvascular Surgery, Dental
Implantology and Facial Plastic Surgery. He has also played key roles in education and training, presently
serving as the Education and Training Officer for the European Association of Cranio-Maxillofacial
Surgery. Prof. Perisanidis has demonstrated his leadership abilities by organizing world-class courses at
the Center of Anatomy of the Medical University of Vienna and actively participating as a plenary lecturer,
keynote speaker, and chairman at various international courses and conferences.
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ABSTRACT
SURGICAL MANAGEMENT OF SEVERE OBSTRUCTIVE SLEEP APNEA

Obstructive Sleep Apnea (OSA) is a significant medical condition characterized by the repetitive collapse
of the upper airway during sleep, leading to interrupted breathing. This condition not only disturbs sleep
quality but also increases the risk of cardiovascular diseases, cognitive impairment, and diminished quali-
ty of life. The surgical treatment of OSA is an essential component of the multidisciplinary approach to
managing this condition, particularly in patients who are intolerant or non-compliant with the first-line
treatment, Continuous Positive Airway Pressure (CPAP).

Surgical interventions for OSA are designed to alleviate airway obstructions at various anatomical sites.
These procedures range from minimally invasive techniques to more complex surgeries. Uvulopalato-
pharyngoplasty (UPPP), the most common surgery, involves the removal of excess tissue in the throat to
widen the airway. More advanced procedures like Maxillomandibular Advancement (MMA) surgically
reposition the jaw to enlarge the airway space. Genioglossus advancement and hyoid suspension are
other procedures targeting specific anatomical contributors to OSA.

CONTEMPORARY SURGICAL MANAGEMENT OF ADVANCED ORAL CANCER

Advanced oral cancer presents significant challenges in treatment, requiring a multidisciplinary approach.
The cornerstone of therapy for advanced stages is surgical intervention, aimed at complete tumor removal
while preserving vital functions and aesthetics as much as possible. Surgical strategies often involve
extensive resections, including partial or total removal of affected oral structures like the tongue, jawbone,
or palate. This is coupled with neck dissection to address potential lymphatic spread.

The complexity of the surgery often necessitates reconstructive procedures, using grafts and flaps to
restore form and function. These techniques have evolved with advances in microvascular surgery, allow-
ing for better aesthetic and functional outcomes.

Postoperative care is crucial, focusing on pain management, nutrition, speech and swallowing rehabilita-
tion, and psychological support. Multimodal therapy, integrating chemotherapy and radiotherapy with
surgery, is often employed to enhance outcomes. This comprehensive approach aims not only at
prolonging survival but also at improving the quality of life for patients with advanced oral cancer.
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Professor and Chairman of Department of Oral & Maxillofacial Surgery of Azerbaijan Medical University.
President of Azerbaijan Society of Oral and Maxillofacial Surgeons. Experience (years): 44 -of hands-on
practice ,41- of scientific research and 30 - of teaching experience. Over 150 published articles, of which
38 were added to the international scientific database. Have trained 11 PhD specialists. Councillor from
Azerbaijan in EACMFS. Research area: Cranio-maxillofacial reconstructive surgery based on digital tech-
nologies; TMJ surgery; Orbital reconstruction, Panfacial trauma management; Head and Neck Oncology;
Advanced dental implantology.
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ABSTRACT
ORBITAL RECONSTRACTION: state of art

Introduction.

Orbital floor fractures are common within midface fractures and account up to 40%. Their management
typically includes restoration of orbital volume and anatomy by grafts or reconstructive materials. Howev-
er these procedures could be associated malpositioning of implants and inadequate volume restoration.
Nowadays implementation of medical rapid prototyping, virtual planning and navigation systems could
significantly increase precision of such surgical procedures. Nevertheless application of intraoperative
navigation could be associated with intraoperative mistakes related to the fact that surgeon should switch
his attention form operating field to 2D monitor of navigation system. On other hand application of mixed
reality technology could solve this technical problem. The aim of current study is demonstrate possibilities
of application mixed reality technologies in orbital floor reconstruction surgery.

Materials and methods.

Current study included experimental and clinical implementation of holographic technology orbital floor
reconstruction. Within experimental part a total number of 10 participants who are residents in the same
department and 5 experienced maxillofacial surgeons who are supervisors were added to experiment part
of the study. All data and customized software were well documented and then used in single clinical case
of orbital floor reconstruction.

Results.

Subjective assessment of plate positioning within experimental part of the study revealed the plate to be
positioned properly in 8 cases. Objective assessment one by the means of comparison of virtual and real
measurements data showed stable deviation 0.65-1.75 mm with mean deviation 1.525 mm. As result of
clinical implementation of MR technology a month later after surgical reconstruction patient showed
improvement in ocular mobility as well as reduction of magnitude of diplopia. Postoperative CT scan
showed the plate to be laced properly in all coronar, saggital and 3D sections.

Conclusions.

Implementation of mixed reality technology that is supported by virtual computer modeling could signifi-
cantly improve results of preoperative planning, intraoperative navigation and surgical training. However
existing technical limitations within described methods that relates to navigation principles could produce
mistakes and errors. Therefore further investigations focused on 6-DOF problem solution could be
considered as reasonable way of elimination of listed limitations
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Dr. Majeed RANA
ALMANYA - GERMANY

cv

04/2002 Frankfurt Preliminary medical exam, 03/2003 1st part medical exam, 03/2005 2nd part medical
exam, 03/2006 3rd part medical exam, 04/2006, State examination human medicine, Johann Wolfgang
Goethe University, Frankfurt, 04/2008 Dentistry, Aachen Clinical/professional education: 05/2006 -
07/2007 Training assistant Craniomaxillofacial Surgery Hochtaunuskliniken Bad Homburg Dr. Wolfgang
Kater 06/2007 Certificate as Investigator for clinical studies 07/2007 — 07/2008 Trainings assistant Cranio-
maxillofacial Surgery Bundeswehrzentralkrankenhaus Koblenz Prof. Dr. Dr. Richard Werkmeister,
09/2007 Certificate for Emergency Medical Services, 10/2007 Sub-Speciality Emergency Medicine,
10/2007 Emergency Physician Hochtaunuskliniken Bad Homburg 03/2008 Exam Curriculum Implantolo-
gie der LZAK Hessen 08/2008 — 07/2009 Training assistant Craniomaxillofacial Surgery Universitétsklini-
kum der RWTH Aachen Prof. Dr. Dr. Dieter Riediger, Since 08/2009, Training assistant Craniomaxillofacial
Surgery, Clinic and outpatient clinic for Craniomaxillofacial Surgery, Medical School Hannover, Prof. Dr.
Dr. Nils-Claudius Gellrich 04/2010 Qualification for Radiology Protection DVT 08/2010 Qualification for
Radiology Protection DVT (Skull, NNH),12/2012 Specialist for Craniomaxillofacial Surgery 04/2013 Spe-
cialist for Oral Surgery, 08/2014 Appointment as Senior Physician, 08/2014 Commissioner for visiting
physicians, 02/2015 Plastic and Aesthetic Surgery, 04/2015Assistant lecturer (responsible for student’s
education) Director of Orthognathic, Orbital and Craniosynostosis consultation Senior consultant depart-
ment of Reconstructive Facial Surgery, 11/2015 Vice director department of Reconstructive Facial
Surgery Hannover Medical School, 1/2017 Vice director department of Oral and Maxillofacial and Plastic
Facial Surgery University of Hamburg-Eppendorf, 07/2017 Vice director department of Oral and Maxillofa-
cial and Plastic Facial Surgery University of Duesseldorf
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ABSTRACT

Aestethical aspects in orthognthic surgery
How to correct facial assymmetries — current concepts — state of the art

Introduction

The benefit of computer-assisted planning in orthognathic surgery, especially in assymetric deformities,
has been extensively documented over the last decade. These systems are proved to offer a more secure
surgical procedure. Meanwhile some of them enable also a virtual planning of the dental occlusion and
splint-less orthognathic surgery. However, the precise fabrication of an accurate patient specific implants
is still a challenge. Since these systems do not represent a complete 3D planning software they have to
be supplemented by additional software tools and hardware devices. In consequence, the handling of
these systems is of experimental nature and the splint-less orthognathic surgery is not feasible in a daily
routine. The purpose of this presentation was to demonstrate a novel, user-friendly all in one 3D planning
solution for splint-less orthognathic surgery.

Methods

Retrospectively 20 Patients were treated using patient specific implants produced via selective laser melt-
ing (KLS-Martin and DePuy Synthes). Primary outcome was to compare the planning was the results.
After 6-8-month patient were examined clinically again.

Result
Advantages of maxillary positioning could be examined. Mandible positioning was very time consuming.
It could be demonstrated, that the accuracy of 1,5 mm vertical maximum deviation could be achieved.

Conclusion

Regarding the advantages of this user-friendly all in one 3D planning software, this technique will play a
major part in orthognathic surgical procedures and will address widespread general methodological solu-
tions in multidisciplinary orthodontic and surgical treatment.
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| am an International Lecturer with more than 30-year Academic and Clinical Experience: Lecturing widely
with more than 300 worldwide lectures and more than 100 Courses, Hands on Workshops and Live
Surgery in Jordan, Middle East, Asia, Africaand Europe. Lecturing mainly, on Orthognathic and Cosmetic
Surgery i.e (rhinoplasty, oculoplasty, eyebrow lift, face lift, otoplasty, genioplasty, botox and fillers injec-
tions), Reconstructive Surgery, Traumatology, War Injuries, Maxillofacial Access to Orbital & Skull base
Tumors, Oncology, Reconstructive Surgery and Oral Implantology including Bone Augmentation and Soft
Tissue Management for both inexperienced and experienced Dental, Oral and Maxillofacial Surgeons.

ABSTRACT

CRANIOMAXILLOFACIAL RECONSTRUCTION

Reconstruction is required in the following situations:

PART lll) Following Pathology; Although the vast majority of orbital Maxillofacial and skull base tumors are
benign tumors, they pause a real problem to both the patient and the ophthalmic surgeon ,simply
because of its awkward location in the orbit , causing exophthalmos of the eye , limitation of movement &
diplopia and may cause bad vision or even blindness due to pressure induced .They can also invade
neighbouring structures i.e. the brain , frontal, ethmoid and maxillary sinuses as well as the palate and
oro-pharynx causing further damage . Such tumors require radical surgical approach.
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Born 28th December 1965

1987-1994Medical School, Albert-Ludwigs-University, Freiburg, Germany

1994Medical Thesis (Dr. med.), Albert-Ludwigs-University, Freiburg, Germany

1994-1996Dental School, Albert-Ludwigs-University, Freiburg, Germany

1999Dental Thesis (Dr. med. dent.) at the Albert-Ludwigs-University, Germany

1992- 1996Resident Training, Department of Oral and Maxillofacial Surgery, University Hospital Basel,
Switzerland

1996- 2000Specialist training, Department of Oral and Maxillofacial Surgery, University Hospital Freiburg,
Germany

2000Specialist examination in Maxillofacial Surgery and Specialist examination in Oral Surgery, Germany
2000 —2004Fellow and Assistant Professor, Department of Oral and Maxillofacial Surgery, University Hos-
pital Freiburg, Germany

2004Specialist examination in Facial Plastic Surgery, Germany

2004“Habilitation” (PhD-Thesis in Computer-assisted Maxillofacial Surgery), Albert-Ludwigs-University,
Freiburg, Germany

2004-2007Vicechairman and Associate Professor, Department of Oral and Maxillofacial Surgery, Han-
nover Medical School, Germany

Since 2007Chairman of the department of Oral, Maxillofacial and Facial Plastic Surgery, Military Hospital
Ulm, Germany

Since March 2015Chairman of the department of Oral and Maxillofacial Surgery, University Hospital UIm,
Germany

Since April 2015Professorship in Maxillofacial Surgery, University of Ulm, Germany
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ABSTRACT

Title: waferless maxillary positioning and guided mentoplasty

3D-planning planning for a long period of time has not been practiced as part of the surgical routine in the
field of orthognathic surgery. This was due to the lack of intraoperative accuracy of any kind of waver used
for maxillary positioning due to inaccurate mandibular positioning. This caused decreased acceptance of
the use of 3D-planning in orthognathic surgery. Advances in imaging techniques and associated technol-
ogies of 3D-printing, especially selective laser melting (SLM) of titanium and titanium alloys, however have
led recently to allow waferless maxillary positioning avoiding the inaccurate positioning due to mobile
mandibles. After 3D-Simulation of maxillary and mandibular positioning a surgical osteotomy and drill
guide is designed for the maxilla and produced using SLM. Additionally, the osteosynthesis is planned
customized and fabricated with titanium using the same technique. Intraoperatively after exposing the
maxilla the surgical templates is temporary fixed to the maxilla and the osteotomy and the predrilling of all
further used screws is performed. After removal of the surgical guide the down fracture of the maxilla is
performed and after mobilization the maxilla is positioned and fixed with the customized osteosynthesis
material using the predrilled screw holes. The same technique is used to allow guided mentoplasty. We
will demonstrate the routine clinical use of this technique and we will demonstrate the values of our study
on intraoperative accuracy comparing planning and results in our patients.
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Dr. Riccardo Tieghi is Staff Member at the St. Anna University Hospital of Ferrara, Unit of Cranio Maxillofa-
cial Surgery - Center for Orbital Pathology & Surgery.

Author of several publications in National and International Journals, is Reviewer for the Journal of Cranio
and Maxillofacial Surgery.

Nominated Executive Adviser to the EACMFS Executive Committee.

General Secretary of the 27th EACMFS Congress in Rome 2024.

Dr. Tieghi has lectured as invited speaker to numerous Seminars, and Congresses.

Member of national and international societies.

He was also visiting Doctor in different Units worldwide: Active Resident at the Universtity of Washing-
ton-Seattle (USA), Unit of Plastic and Reconstructive Surgery ; Bruges (Belgium), Maxillofacial Surgery;
Freiburg (Germany), Maxillofacial Surgery; Wesseling (Germany) Plastic and Reconstructive Surgery ;
New York University (USA) ) Plastic and Reconstructive Surgery.

Main fields of interest: Craniofacial surgery, Traumatology, Orthognathic Surgery, Distraction osteogene-
sis. Current researches involve: distraction osteogenesis, orbital pathology and surgery, endoscopic
surgery, fat grafting, stem cells & tissue engineering.

Dr. Tieghi is member of the Italian Association of Maxillofacial Surgery (SICMF), European Association for
Cranio and Maxillofacial Surgery (EACMFS), International Society of Craniofacial Surgery (ISCFS).

He is also responsible for promoting Maxillofacial Surgery throughout Europe and Eastern Countries
(EACMFS Educational Rolling Programmes).
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ABSTRACT

Surgical Decompression In Tyroid Eye Disease.
Guidelines And Current Evidence

Key words: Thyroid, exophthalmos, orbital decompression, eylid surgery, surgical rehabilitation

The Author describe his experience in treating exophthalmos in Endocrine Orbitopathy (Graves disease).
A protocol of treatment is finalized according to the different prevalence of the orbital content. General
surgical guidelines and an algorithm of treatment are suggested.

Endocrine Orbitopathy (E.O.) ( Graves/Basedow disease ) is a chronic and multisystemic disorder caused
by an autoimmune process, characterized by the presence of antibodies that stimulate a general fibro-
blastic reaction (thyroid gland and lower extremities), and involves orbital fat tissue and muscles.
Methods

The clinical findings and therapy for the treatment of the exophthalmos, such as changes in extrinsic eye
motility, diplopia, optic nerve involvement, and lid retraction, must be analyzed, and the various types of
surgical treatment currently available for endocrine ophthalmopathy are evaluated. The aim is to choose
the best option to treat each case.

The surgical techniques can be transpalpebral decompression by removal of intraorbital fat, three-wall
osseous expansion, and zygomatic osteotomy. Adjunctive procedures are lengthening of the elevator
muscle of the upper eyelid, lengthening of the retractor of the lower eyelid, and surgery of the extrinsic
muscles to correct diplopia. All these techniques were useful in treating the disease, which is character-
ized by chronic evolution and, at times, a “malignant” outcome.

Close cooperation among a team of specialists, including Endocrinologist, Ophthalmologist, Neuroradiol-
ogist, ENT, Anesthesiologist, and Radiotherapist, is essential to manage and to quantify the postoperative
results of this complex disorder.
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Dr. Alper AKTAS
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1999 yilinda lisans egitimimi Ankara Universitesi Dishekimligi Fakiltesi'nde tamamladm. Ayni yil
Hacettepe Universitesi Digshekimligi Fakiiltesi ADC Cerrahisi AD’da bagladigim doktora programini 2005
yilinda bitirdim. 4 ay siire ile israil Hadassah Universitesi’nde gézetmen olarak bulundum. Hala Hacettepe
Universitesi’nde 6gretim Uyesi olarak calismaktayim. implantoloji, patoloji, anestezi alaninda lisans ve
uzmanlk dersleri vermekteyim.

| graduated from Ankara University, Faculty of Dentistry in 1999. In the same year, | started my Ph.D.
programme at Hacettepe University, Faculty of Dentistry, Department of Oral and Maxillofacial Surgery
and completed it in 2005. | worked as a supervisor at Hadassah University in Israel for 4 months. | am still
working as a faculty member at Hacettepe University. | give undergraduate and postgraduate courses in
implantology, pathology and anaesthesia.

ABSTRACT

Oral patolojik lezyonlarin tedavisinde; hekimin klinik tecriibesi, lezyonun bulundugu asama, lezyonun
teshisinde izlenen yol ve literatlr bilgilerinin tavsiye ettigi tedavi sekli gibi birgok etken tedavi seklini ve
neticeyi etkilemektedir. Bu sunumda klinisyene tedavi slreci boyunca dikkat edebilecegi faktorlerin
hatirlatiimasi amaclanmigtir.

In the treatment of oral pathological lesions, many factors such as the clinical experience of the clinician,
the stage of the lesion, the path followed in diagnosing the lesion and the treatment recommended by the
literature information affect the treatment and the outcome. The purpose of this presentation is to remind
the clinician of the factors to consider during the treatment process.
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Dr. Mehmet
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1983 yilinda Antalya’da dogdu. Dis hekimligi egitimini 2008 yilinda Hacettepe Universitesi Dis Hekimligi
Fakultesi’nde tamamladiktan sonra ayni Universitenin Agiz, Dis ve Gene Cerrahisi Anabilim Dal’'nda dokto-
ra egitimine basladi. 2012 yilinda “Diusuk yogunluklu lazer terapisinin, bifosfonatlara bagl gelisen cene
osteonekrozunun tedavisindeki destekleyici roli” bagslikli tezini savunarak bilim doktoru Gnvanini aldi. Ayni
yil icerisinde, Akdeniz Universitesi Dis Hekimligi Fakiiltesi, Agiz, Dis ve Cene Cerrahisi Anabilim Dal’'nda
uzman doktor olarak galismaya basladi. 2014 yilinda Amerika Birlesik Devletleri’nin Cleveland sehrinde,
Case Western Reserve Universitesi’ne arastirma yapmak ve egitim almak (izere gitti ve bu tniversitenin
Oral ve Maksillofasiyal Cerrahi Departmani’nda bir yil slire ile arastirma gorevlisi olarak goérev yapti. 2015
yilinda Tirkiye’ye dénen Dr. Altay, Akdeniz Universitesi Agiz, Dis ve Cene Cerrahisi Anabilim Dal’'nda
Yardimci Dogent Doktor Gnvani ile 6gretim Uyesi olarak calismaya basladi. 2018 yili igerisinde Hollanda’nin
Amsterdam sehri Vrije Universitesi’nin Oral ve Maksillofasiyal Cerrahi Departmanr’nda ziyaretci dgretim
Uyesi olarak bulundu. Dr. Altay 2019 yilinda Agiz, Dis ve Cene Cerrahisi Dogenti Gnvanini almaya hak
kazanmis olup halen Akdeniz Universitesi Dis Hekimligi Fakiiltesi, Agiz, Dis ve Cene Cerrahisi Anabilim
Dali blinyesinde 6gretim Uyesi olarak gérev yapmaktadir. Dr. Altay’in uluslararasi indekslenen dergilerde
yayinlanmig otuzun Uzerinde calismasi ve uluslararasi yayim yapan kitabevlerince basiimis iki brans
kitabinda boélim yazarligi bulunmaktadir. Yani sira, bircok brans dergisinde bdlim editér kurulu Gyeligi
yapmakta ve brang dergilerinde hakemlik gérevi Ustlenmektedir.

Mehmet Ali Altay was born in Antalya in 1983. Upon finishing his dental education at Hacettepe University
in 2008, he started doctoral training at the Department of Oral and Maxillofacial Surgery of the same
university. In 2012, Dr. Altay received his PhD degree, defending his doctoral thesis titled “The supportive
role of diode laser in the treatment of bisphosphonate related osteonecrosis of jaws”. Then, he started
working as a specialist at the Department of Oral and Maxillofacial Surgery at Akdeniz University. In 2014,
Dr. Altay went to the United States of America to study and to conduct research, and worked for a year as
a research fellow at the Department of Oral and Maxillofacial Surgery of Case Western Reserve University
in Cleveland, Ohio. Upon his return to Turkey in 2015, Dr. Altay was appointed as an assistant
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professor and started working as a faculty member at the Department of Oral and Maxillofacial Surgery at
Akdeniz University. He worked as a visiting professor at the Department of Oral and Maxillofacial Surgery
at Vrije Universiteit Amsterdam in 2018. Dr. Altay qualified as an associate professor in 2019 and is current-
ly a faculty member at the Department of Oral and Maxillofacial Surgery at Akdeniz University.Dr. Altay
authored more than thirty research articles published by internationally indexed journals and two chapters
in internationally published reference books. He also serves an editorial board member and reviews for
several scientific journals in the field of oral and maxillofacial surgery.

ABSTRACT

Pre-prostetik Amacla Uygulanan Vestibuloplasti — Sulkoplasti Yontemlerine Glincel Bir Bakis

ileri diizeyde rezorpsiyona bagli atrofi cenelerde geleneksel protez kullanimini zorlastirir. Bu durum siklikla,
kas atagcmanlarini farkl seviyede konumlandirmayi ve protezin retansiyonunu arttirmayi hedefleyen vesti-
buloplasti ve sulkoplasti yéntemleriyle giderilir. Yani sira; implant destekli rehabilitasyonlar da periimplant
boélgede yumusak dokunun stabilitesi icin keratinize dis eti ve alveolar prosesler etrafinda yeterli sulkus
derinliklerine ihtiya¢c duyar. Bu sunumda; farkli amaglar ve tekniklerle uygulanabilen vestibiloplasti —
sulkoplasti yaklasimlarina olgu drnekleri ve literatlr esliginde gtincel bir bakis sunulmasi amaclanmak-
tadir.

A Contemporary Look at Vestibuloplasty — Sulcoplasty Procedures for Pre-prosthetic Objectives
Advanced resorption complicates prosthetic rehabilitation of atrophic jaws. This condition is often
addressed by vestibuloplasty — sulcoplasty procedures that aim positioning of muscle attachments at a
different level and thereby increasing retention of the prosthesis. Moreover, implant supported rehabilita-
tion also necessitates adequate sulcus depth and keratinized mucosa around implants for stability of
periimplant soft tissues. With case examples and current literature, this presentation aims to convey a
contemporary look at vestibuloplasty — sulcoplasty procedures of different techniques and objectives.
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Dr. Belir ATALAY
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Prof. Dr. Belir Atalay 1976 yilinda Zonguldak'ta dogdu. ik, orta ve lise egitimini TED Zonguldak Koleji'nde
tamamladiktan sonra 1994 yilinda istanbul Universitesi Dis Hekimligi Fakdiltesi'ne girdi. Ayni Fakdiltenin
Agiz ve Dis Cene Cerrahisi Anabilim Dali'nda 7 yillik uzmanlik ve doktora egitimini tamamlamis ve 2006
yilinda mezun olmustur. Dr. Atalay Aralik 2012'de Dogent invanina hak kazanmistir. 2021 yilinda ise Agiz
Dis Cene Cerrahisi Profesérligiine terfi etmistir. istanbul Universitesi Dis Hekimligi Fakiiltesi'nde ayni
boélimde akademik kariyerine devam etmektedir. Prof. Dr. Belir Atalay'in SCI ve SCI-E kapsaminda 28
uluslararasi ve 8 ulusal makalesi bulunmaktadir. 2 uluslararasi bilimsel kitap bélimu ve 2 uluslararasi kitap
boluimu elestirisi yazdi. Ulusal Kanser kitabinda 1 bélimu vardi. 2 uluslararasi ve 1 ulusal dergide hakemlik
yapmaktadir. 17 ulusal, 44 uluslararasi kongre ve sempozyum katilimi, 28 konferans ve 13 kurs sunumu
bulunmaktadir. 864'den fazla alintisi var. H indeksi 9 ve i10 indeksi 17. Dr. Atalay'in 2022 yilinda 'Yeni
Nesil Zigomatik implant' isimli 1 adet patenti bulunmaktadir. 2006 yilinda ABD Boston TUFTS Universi-
tesinde Prof Maria Papageorge ve 2017 UIC Chicago Oral ile gézlemci olarak ameliyat ve klinik katilimi
olmustur. & Cene-yliz cerrahisi koltuklari-Prof Michael Miloro. Avrupa Seramik implantoloji
Dernegi-EACIM, Uluslararasi Seramik implantoloji Akademisi-IAOCI, Avrupa Seramik Iimplantoloji
Dernegi-ESCI, Turk Oral & Maksillofasiyal Cerrahi Dernegi, ACBID, Turk Oral Cerrahi Dernegi ve ITI
Uyesidir. Prof. Dr. Belir Atalay evli ve 2 kiz cocugu babasidir.

Prof. Dr. Belir Atalay was born in 1976 in Zonguldak. After completing his primary, secondary and high
school education at TED Zonguldak College, he attended to Istanbul University Faculty of Dentistry in
1994. He completed his 7-year specialization and Phdeducation in the Oral and Maxillofacial Surgery
Department of the same Faculty and graduated in 2006. Dr. Atalay was gained the title of Associate
Professor in December 2012. In 2021, he was promoted to Professor of Oral and Maxillofacial Surgery. He
continues his academic career in the same department at Istanbul University Faculty of Dentistry. Prof. Dr.
Belir Atalay has 28 international and 8 national articles within the scope of SCIl and SCI-E. He wrote 2 inter-
national scientific book chapters and 2 international book chapter reviews. It had 1 chapter in the National
Cancer book. He is a referee for 2 international and 1 national journals. There are 17 national and 44 inter-
national congress and symposium participations, 28 conferences and 13 course
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presentations. It has more than 864 quotes. H index 9 and i10 index 17. Dr. Atalay has 1 patent named
'‘Next Generation Zygomatic Implant' in 2022. He had surgery and clinical participation as an observer with
Prof Maria Papageorge at Boston TUFTS University in the USA in 2006 and UIC Chicago Oral in 2017. &
Maxillofacial surgery chairs-Prof Michael Miloro. He is a member of the European Society of Ceramic
Implantology-EACIM, International Academy of Ceramic Implantology-IAOCI, European Society of
Ceramic Implantology-ESCI, Turkish Society of Oral & Maxillofacial Surgery, ACBID, Turkish Society of
Oral Surgery and ITI. prof. Dr. Belli Atalay is married and has two daughters.

ABSTRACT

ZIGOMATIK IMPLANT 1960’ yillarda dis hekimligi pratigine giren implant uygulamalari yillar iginde
gelisirken teknik ve malzeme acisindan c¢esitlilik gostermistir. Zigomatik implantlar, posterior maksillada
ileri derecede rezorpsiyon bulunan vakalarda dental implantlarin tek basina yetersiz kalmasi sonucu
gelistiriimistir. Zigomatik implantlar ile birlikte, dental implant ve sinUs lifting endikasyonu bulunmayan ileri
derecede atrofik maksillalarda uygulanacak protezin retansiyonu saglanarak hastalarin rehabilita-
syonunun artirilmasi amaglanmaktadir. Sistemik veya erken dis kayiplari, periodontal hastaliklar, tUmor
rezeksiyonu gibi lokal faktérler maksillada ileri seviyede vertikal ve horizontal kemik rezorpsiyonuna yol
acabilir. Bu bireylere zigomatik implant uygulamasi ile greftleme tekniklerine olan ihtiya¢ ortadan kalkmis,
komplikasyonlar azalmis ve tedavi slresi kisalmigtir. Zigomatik implantlar dogru teknikle uygulandiklari
zaman tedavi basarisi %98’e kadar ¢cikmakta ve ileri derecede atrofik maksillaya sahip hastalara alternatif
bir tedavi secenegdi sunmaktadir.

Implant treatment, which entered the practice of dentistry in the 1960s, has developed over the years and
varied in terms of technique and material. Zygomatic implants have been developed as a result of insuffi-
cient dental implants alone in cases with advanced resorption of the posterior maxilla. The goal is to
enhance the rehabilitation of patients with severely atrophic maxilla, where dental implants and sinus lifting
procedures are not indicated, by ensuring the retention of the prosthesis. Zygomatic implants have elimi-
nated the need for grafting techniques in individuals with vertical and horizontal bone resorption in the
maxilla due to systemic factors or local ones such as early tooth loss, periodontal diseases or tumor resec-
tion. This has reduced complications and shortened the duration of treatment. When applied with the
correct technique, zygomatic implants can achieve a treatment success rate of up to 98%, providing an
alternative treatment option for patients with severely atrophic maxilla.
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Dr. Mustafa AYHAN
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2011 yilindan beri istanbul Universitesi Dis Hekimligi Fakiiltesi'nde gérev yapmaktayim. Temel ilgi
alanlarim arasinda oral cerrahi, oral implantoloji, ortognatik cerrahi, travma, ¢enelerin kist ve timdrleri,
subperiostal custom-made implantlar yer almaktadir. Bu alanlarda c¢esitli uluslararasi dergilerde calisma-
lannm bulunmaktadir. Tirk oral maksillofasial cerrahi dernegi (TAOMS) Uyesiyim.

| have been working at Istanbul University Faculty of Dentistry since 2011. My main areas of interest are
oral surgery, oral implantology, orthognathic surgery, trauma, cysts and tumors of the jaws,
custom-made implants. | have studies in various international journals in these fields. | am a member of
Turkish Association of Oral and Maxillofacial Surgery.

ABSTRACT

ESKi DOSTUN GERi DONUSU: SUBPERIOSTAL IMPLANTLAR ileri derecede kemik erimesi olan hasta-
larin estetik ve fonksiyonel olarak rekonstriiksiyonu oral cerrahinin halen tartismali konularindan birisidir.
Son yillarda ciddi kemik erimesi olan vakalarin kisiye 6zel subperiostal implantlar kullanilarak rehabilita-
syonu 6ne cikmaktadir. Aslinda subperiostal implantlarin kullanimi 1940’ yillara kadar geriye gitmektedir.
Ancak yillarca basaril bir sekilde kullanilan subperiostal implantlar; Gretim strecinin karmasikhigi, rezidiel
kemik 6l¢lsinin alimindaki zorluklar (dogrudan kemik 6lgimi) ve protez uyumundaki basarisizliklar
nedeniyle bir slire sonra yerini Branemark tarafindan dnerilen endoossetz implantlara biraktilar. Bilindigi
gibi ileri kemik erimesi olan vakalarda endeossoz implantlarin kullanimi dncesinde iliak greft yada otojen
greftleme gibi cesitli ogmentasyon teknikleri kullaniimakta yada zigoma implantlarindan faydalaniimak-
tadir. lliak greftleme yéntemi ile cene kemiklerinin rekonstriiksiyonu basarili bir yéntem olmasina ragmen,
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tedavi siresinin uzun olmasi, gegici protez kullaniminin olanaksizligi, ikinci bir cerrahi saha olmasi,
hastanin bir middet yirime zorluklari gcekmesi gibi bazi dezavantajlara sahiptir. Zigoma implantlari ile
yapilan rekonstriksiyon vakalarinda ise hastalarin protezleriyle ilgili yakinmalar olmaktadir. Ayrica zigoma
implantlarindan kaynaklanan enfeksiyonlar ciddi oro-antral bosluklarin olusmasina neden olabilmektedir.
GlUnumuzde digital teknolojinin gelismesi ve birgok alanda yayginlik kazanmasiyla kemikle son derece
uyumnlu olan kigiye 6zel titanyum implantlar yapmak mimkundir. Kisiye 6zel olarak tasarlanabilen bu
implantlar, tst cenenin destek noktalarina uygun vidalar kullanilarak sabitlenmekte ve multiunit abutment-
lar ile hastanin protetik yluklemesi kisa bir stirede yapilabilmektedir. Bu durum otojen yada iliak uygulama-
larn sonrasi uzun bekleme surelerini kisalttigindan dolayi custom implantlara ciddi avantajlar getirmektedir.
Ancak Uretiminden ve uygulamasindan kaynaklanan bazi aksakliklar sebebi ile ¢esitli komplikasyonlarla
da karsilasiimaktadir. Sunumunda kisiye 6zel subperisotal implantlarin kullanim endikasyonlari ve avanta-
jlar ile ilgili teorik cergeve ortaya koymayi ve simdiye kadar elde ettigimiz tecribe isiginda yasadigimiz
cesitli komplikasyonlar tartismayi amacliyoruz.

THE OLD FRIEND RETURNS: SUBPERIOSTAL IMPLANTS

Aesthetic and functional reconstruction of patients with advanced osteoporosis is still one of the contro-
versial issues of oral surgery. In recent years, rehabilitation of cases with severe osteoporosis using
personalized subperiosteal implants has come to the fore. In fact, the use of subperiosteal implants goes
back to the 1940s. However, subperiosteal implants that have been used successfully for years; Due to the
complexity of the manufacturing process, difficulties in obtaining residual bone measurement (direct bone
measurement) and failures in prosthesis fit, they were eventually replaced by the endoosseous implants
proposed by Branemark. As it is known, in cases with advanced bone resorption, various augmentation
techniques such as iliac graft or autogenous grafting are used or zygoma implants are used before the use
of endoosseous implants. Although the reconstruction of the jaw bones with the iliac grafting method is a
successful method, it has some disadvantages such as the long treatment period; the impossibility of
using a temporary prosthesis, having a second surgical site, and the patient's walking difficulties for a
while. In cases of reconstruction with zygoma implants, patients have complaints about their prosthesis.
In addition, infections from zygoma implants can cause severe oro-antral spaces. Today, with the develop-
ment of digital technology and its prevalence in many areas, it is possible to make personalized titanium
implants that are highly compatible with bone. These implants, which can be designed individually, are
fixed to the support points of the upper jaw using appropriate screws, and prosthetic loading of the patient
can be performed in a short time with multi-unit abutments. This situation brings serious advantages to
custom implants as it shortens the long waiting times after autogenous or iliac applications. However, due
to some problems arising from its production and application, various complications are also encountered.
In this presentation, we aim to present the theoretical framework regarding the indications and advantages
of personalized subperisotal implants and to discuss the various complications we have experienced in the
light of our experience so far.
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istanbul Universitesi Dis Hekimligi Fakiiltesi’nden 2000 yilinda mezun oldu. Ayni yil istanbul Universitesi
Dis Hekimligi Fakultesi Agiz, Dis, Cene Hastaliklan ve Cerrahisi Anabilim Dalinda doktora programina
kabul edildi. 2006 yilinda ‘Oral Skuamdz Hucreli Karsinoma Hastalarinda L-myc Gen Polimorfizminin
Arastinimasi’ adl tezini sunarak Dr. Med Dent Gnvanini aldi. Ayni anabilim dalinda ¢alismalarina devam
ederek 2013 yilinda Docent Doktor unvanini aldi. Yerli ve yabanci dergilerde 70’den fazla makalesi ve
uluslararasi bilim kuruluslarindan kendisine verilen 2 adet bilim 6ddli bulunmaktadir. Halen ¢calismalarina
istanbul Universitesi’nde Adiz, Dis, Cene Cerrahisi Anabilim Dalinda devam etmektedir. ACBID ydnetim
kurulu Gyeligi, ISOO (International Society of Oral Oncology) yénetim kurulu Uyeligi yanisira Mayis 2023
tarihinden itibaren istanbul Universitesi Dis Hekimligi Fakiltesi Dekan Yardimcisi olarak galismalarina
devam etmektedir.

Graduated from Istanbul University Faculty of Dentistry in 2000. In the same year, she was accepted to the
doctoral program at Istanbul University Faculty of Dentistry, Department of Oral and Maxillofacial Diseases
and Surgery. In 2006, she presented his thesis titled 'Investigation of L-myc Gene Polymorphism in Oral
Squamous Cell Carcinoma Patients'. She has more than 70 articles in scientific journals and 2 science
awards given to her by international scientific organizations. She currently continues her studies at Istanbul
University, Department of Oral and Maxillofacial Surgery. In addition to being a board member of ACBID
and a board member of ISOO (International Society of Oral Oncology), she continues to work as the Vice
Dean of Istanbul University Faculty of Dentistry.



o> TAOMS’23  10C

C)\" ) CUMHURIYETIMiZiN

‘\c’ﬁ %4, Tirk Oral ve Maksillofasiyal Cerrahi Dernegi 100.Y1LI KUTLU OLSUN
*r:\y‘ , o(b f 30. ULUSLARARASI BILIMSEL KONGRESI
’l‘@ : 17-21 KASIM 2023 / GLORIA GOLF RESORT - ANTALYA

ABSTRACT

KANSER HASTALARINDA DENTAL IMPLANTLARIN SAGKALIMI

Kanser hastalarinda, ézellikle bas-boyun kanseri nedeniyle radyoterapi géren popullasyonda dental ve oral
komplikasyonlar ¢cok sik karsimiza ¢cikmaktadir. Erken dénemde mukozitler, agiz kurulugu 6n plandayken,
ileri dénemde trismus, agiz kurulugu, osteoradyonekroz hastalarin yasam kalitesini etkilemektedir. Bu yan
etkilere bagll olarak daha sik dis kayiplari yasanmakta ve dental implantlara duyulan ihtiyag da dolasiyla
artmaktadir. Bu hastalarin bircogu icin dental implantlar etkili bir rehabilitasyon aracidir ancak radyasyon,
tedavinin sonucunu etkileyebilecek benzersiz zorluklara da neden olur. Bu sunumda kanser hastalarinda,
Ozellikle bas-boyun kanseri nedeniyle radyoterapi gérmis hastalarda dental implantlarin sagkalimini
etkileyen faktorler ve dental implantlarin cerrahisi sirasinda ve uzun dénem takibinde dikkat edilmesi
gereken konular tartisilacaktir.

SURVIVAL OF DENTAL IMPLANTS IN CANCER PATIENTS

Dental and oral complications are very common in cancer patients, especially in the population receiving
radiotherapy for head and neck cancer. While mucositis and dry mouth are prominent in the early period,
trismus, dry mouth, and osteoradionecrosis affect the quality of life of patients in the later stages. Due to
these side effects, tooth loss occurs more frequently and the need for dental implants increases. For many
of these patients, dental implants are an effective rehabilitation tool, but radiation also poses unique chal-
lenges that can affect the outcome of treatment. In this presentation, factors affecting the survival of dental
implants in cancer patients, especially patients who have received radiotherapy for head and neck cancer,
and issues that should be taken into consideration during surgery and long-term follow-up of dental
implants will be discussed.
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Dr. Suleyman
BOZKAYA
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Prof. Dr. Silleyman BOZKAYA, 1976 yilinda Bolvadin/ AFYON'da dogmustur. ilk Orta ve Lise egitimini
Bolvadin’de tamamlamis olup 1992 yilinda Gazi Universitesi Dis Hekimligi Fakiiltesi’nde lisans egitimine
baslamistir. 1997 yilinda lisans egitimini tamamlamis ve ayni fakiltede AgJiz, Dis Cene Hastaliklar ve
Cerrahisi Anabilim Dal’'nda Doktora egitimine baslamistir. 2005 Yilinda “Deproteinize ve Demineralize
Kemik Greftlerinin Kemik lyilesmesi Uzerine Etkilerinin Deneysel Olarak incelenmesi&quot; konulu Doktora
Tezini sunarak ayni bélimde Dr. Ars. Gor olarak 2011 yilina kadar gérev yapmigtir. 2011 yilinda Ogr Gér.
Kadrosuna atanmis 2013 yilinda ise Yrd. Do¢. Kadrosuna atanmigtir. 2015 yilinda Dogent tGnvani almis
olup Temmuz 2020’ye kadar ayni Anabilim Dal’'nda calismalarina devam etmigtir. 24.08.2020 -
01.04.2022 yillar arasinda Dokuz Eyliil Universitesi Dis Hekimligi Fakiltesi'nde calismalarda bulunmustur.
Ekim 2022 tarihinde Profesér Ginvani almis olup halen istanbul Saglik ve Teknoloji Universitesi Dis Hekim-
ligi Fakultesi’nde ¢calismalarina devam etmektedir. Tirk Oral ve Maksillofasiyal Cerrahi Dernegi ve Interna-
tional Team for Implantology (ITl) derneklerine Gyelikleri bulunmaktadir. 2011 yilindan itibaren ITI Fellow
olarak, ITI Tiirkiye & Azerbeycan Section’inda gérev yapmaktadir. ileri implant cerrahisi ve kret augmenta-
syon tekniklerine yonelik cerrahi uygulamalari ilgi alanlar arasindadir. Prof. Dr. Stileyman BOZKAYA, evli
ve iki cocuk babasidir.

Prof. Dr. Stileyman BOZKAYA was born in 1976 in Afyonkarahisar. He finished Bolvadin High School in
Afyonkarahisar and started his undergraduate education at Gazi University Faculty of Dentistry in 1992. He
completed his undergraduate studies in 1997 and started his Ph.D. education at the Department of Oral
and Maxillofacial Surgery in the same faculty. He presented his Ph.D. thesis entitled "Experimental Investi-
gation of the Effects of Deproteinized and Demineralized Bone Grafts on Bone Healing" in 2005 and
served as Lecturer in the same department until 2011. He was appointed as Assistant Professor in 2013.
He has received the Associate Professor degree in 2015 and continued to work in the same department
until July 2020. Between 24.08.2020 - 01.04.2022, he worked at Dokuz Eylul University Faculty of Dentist-
ry. He received the title of Professor in October 2022 and continues his studies at Istanbul Health and
Technology University Faculty of Dentistry.He is a Fellow of The International Team for Implantology (ITl)
since 2011, and a member of The Turkish Association of Oral and Maxillofacial Surgery. Dr. BOZKAYA is
married and father of two children. His areas of special interest are surgical applications for advanced
implant surgery and alveolar ridge augmentation techniques.
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ABSTRACT

Dis hekimliginde implantlarin kullanimi 1960’larin baslarinda artip protetik islemlerde yaygin olarak
kullanilmaya baslandigindan beri, bu konudaki teknikler ve olasi uygulamalarda bir hayli ilerleme kayded-
ilmistir. Son 30 yilda, alveoler kretteki kemik defektlerinin rekonstriiksiyonu icin otojen, allojenik ve
alloplastik kemik greftleri gibi cesitli materyaller ve farkli teknikler tavsiye edilmistir. Her ne kadar cesitli
materyallerde ve YKR tekniklerinde elde edilen gelisim; bilimsel arastirma ve klinik uygulamalar boyutunda
Ust bir seviyeye ulastiysa da bu ydntemlerin 6ngorilebilir prognozlari “Altin Standart” olarak da kabul
edilen otojen kemik uygulamalarina kiyasla olduk¢a sinirlidir. Khoury, 2007°de alveoler kret defektlerinin
greftlenmesi icin yeni bir ydntem ortaya koymustur. Bu teknik, ramustan elde edilen ince kortikal kemik
kabuklarinin “sandvi¢c” seklinde kullaniimasini ve kortikal kemik kabuklarinin arasinin ayni sahadan elde
edilen kansell6z kemikle doldurulmasini tarif etmektedir. ince kortikal kemik kabuklari rezidiel kemigin
lateralinde yer alacak sekilde konumlandirilir, sonra kabuk ve rezidtel alveoler kemigin arasi partikil kemik
ile doldurulur. Kabuklar dogal bariyer olarak gérev yapar ve yumusak dokunun greft sahasina invaze
olmasini engeller. intraoral otojen kemik greftleri kullanilarak yapilan Shell Teknigi, alveoler kretin siddetli
horizontal ve vertikal defektlerinin dngérilebilir rekonstrilksiyonunu mimkin kilmistir. Bunun yani sira,
implant cevresindeki kemigin uzun dénem stabilitesi ve implant basari oranlarinda artiglar bildiriimigtir.
Son arastirmalar, organik ve inorganik bilesimler acisindan kemige benzerliginden dolay alternatif bir
otojen greft materyali olarak dentine odaklanmistir. Bu sunumda, dentin greftlerinin farkl greftleme
protokollerinde ve 6zellikle Shell tekniginde neden, nasil, ne zaman, nerede kullanilabilecedi konusunda
bilgiler verilecektir.

Since implant dentistry became a common prosthetic procedure in the early 1960s, the techniques and
possible applications, especially in the augmentative field, have improved. During the last 30 years, differ-
ent techniques and materials have been recommended for the reconstruction of bony defects of alveolar
crest, such as autogenous, allogenic or alloplastic bone grafts. Although the evolution of alloplastic and
allogenic materials and guided bone regeneration techniques have reached a high level of scientific
research and clinical application, the predictable prognosis of these techniques is still limited in compari-
son to autogenous bone, also considered “Gold Standard”. Khoury introduced a new method for grafting
ridge defects in 2007. This technique involved using thin cortical bony shells harvested from the ramus,
and filling between these bone shells, in a 'sandwich' type manner, with cancellous bone harvested from
the same site. Thin cortical bony shells are placed laterally to the residual bone and the space between the
shell and the residual alveolar crest is filled with particulate bone. The shells serve as a natural barrier and
prevent the in-growth of soft tissue. The shell technique using intraoral autogenous bone grafts has
enabled predictable reconstruction of severe horizontal and vertical defects of the alveolar ridge; and
long-term stability of the bone around the implant, and high rates of implant survival have been reported.
Recent research has focused on dentin as an alternative autogenous graft material due to its similarity to
bone in organic and inorganic compositions. In this presentation; why, how, when and where dentin grafts
can be used in different grafting protocols, especially the Shell technique will be discussed under the light
of the current literature.



£ TAOMS’23  10C

€ P CUMHURIYETIMIZIN
: > Tirk Oral ve Maksillofasiyal Cerrahi Dernegi 100.Y1LI KUTLU OLSUN

. 4 .
L 3 o(b f 30. ULUSLARARASI BILIMSEL KONGRESI
" 17-21 KASIM 2023 / GLORIA GOLF RESORT - ANTALYA

Dr. Erol CANSIZ
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Erol Cansiz 1983 yilinda Istanbul’da dogdu. Marmara Universitesi Dis Hekimligi Fakiltesinden mezun
olduktan sonra uzmanlik egitimini istanbul Universitesi Dis Hekimligi Fakiltesi Agiz Dis ve Gene Cerrahisi
Anabilim Dalinda tamamladi ve ayni bdlimde yardimci dogent Gnvaniyla 6gretim Gyesi oldu. Bas ve boyun
cerrahisi alaninda egitim almak amaciyla istanbul Universitesi, Cerrahpasa Tip Fakiiltesi, Kulak Burun
Bogaz Anabilim Dal’'nda alti ay sireyle ¢alisti. Maksillofasiyal cerrahi alanindaki bilgi ve tecriibesini arttir-
mak amaciyla Almanya Osnabruck’de, Clinicum Osnabruck Maksillofasiyal Cerrahi Departmani’nda ve
ingiltere Londra’da, St.Georges Medical University Maksillofasiyal Cerrahi Departmani’nda gérev ald.
2019 yilinda Agiz Dis ve Cene Cerrahisi Dogenti Unvani’ni alan Erol CANSIZ, 2022 yilinda Bezmialem Vakif
Universitesi Tip Fakiiltesinden mezun oldu. Erol CANSIZ 2019 yilindan beri istanbul Universitesi Tip
Fakiiltesi Agiz Yiiz ve Gene Cerrahisi Anabilim Dalinda ve ek gérevle istanbul Universitesi Dishekimligi
Fakultesi Agiz Dis ve Cene Cerrahisi Anabilim Dalinda akademik ve klinik ¢calismalarina devam etmektedir.

He was born in Istanbul in 1983. After he graduated from Marmara University Faculty of Dentistry (Istanbul)
he finished his specialty training at Istanbul University Faculty of Dentistry (Istanbul), Oral and Maxillofacial
Surgery Department and became a faculty member in the same department. In 2015 in order to improve
his knowledge and experience on maxillofacial surgery he worked for six months in Istanbul University,
Cerrahpasa Faculty of Medicine, Department of Otorhinolaryngology. Also he worked in Osnabruck,
Germany, at Clinicum Osnabruck Department of Maxillofacial Surgery, and in London, England, at
St.Georges Medical University Department of Maxillofacial Surgery. In 2022 he graduated from Bezmialem
Foundation University, Faculty of Medicine and he had medical degree. In August 2019, he received the
title of Associate Professor in Oral and Maxillofacial Surgery. Erol CANSIZ has been working in the Depart-
ment of Oral and Maxillofacial Surgery of Istanbul University Faculty of Medicine since 2019 and with an
additional task at the Department of Oral and Maxillofacial Surgery of Istanbul University Faculty of Dentist-
ry, academically and clinically.
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ABSTRACT

Transvers ortognatik uyumsuzluklarin tedavisi amaciyla pek ¢cok tedavi yaklasimi kullanilabilir. Bu sunum-
da transvers uyumsuzluklarin tedavisi amaciyla kullanilan ¢ok parcall osteotomi teknikleri aciklanacak ve
bu tekniklerinin avantaj ve dezavantajlari irdelenecektir.

Many treatment approaches can be used for the treatment of transverse orthognathic incompatibilities. In
this presentation, multi-segmental osteotomy techniques used for the treatment of transverse orthognatic
discripancies will be described and the advantages and disadvantages of these techniques will be
discussed.
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Dr.Derya Germec Cakan, 1999 yilinda Hacettepe Universitesi Dis Hekimligi Fakiiltesi’nden mezun olduk-
tan sonra yine Hacettepe Universitesi Ortodonti Anabilim Dal’nda doktorasini tamamladi. 2005 yilindan
beri Yeditepe Universitesi Dis Hekimligi Fakiiltesi’nde 6gretim lyesi olarak calismaktadir ve Ortodonti
Anabilim Dali bagkanidir. 2015 yiinda ABD’de Seattle Cocuk Hastanesi Kraniyofasiyal Merkezi’'nde
g6zlemci olarak bulunmusgtur.

lgi alanlar arasinda interdisipliner tedaviler ve dudak damak yariklari ve kraniyofasiyal anomalilerin
tedavileri yer almaktadir. Ulusal ve uluslararasi dergilerde yayimlanmis makaleleri ve Springer tarafindan
basiimis Esthetic and Functional Management of Diastema adli kitapta bolim yazarliklar vardir.

Turk ve Avrupa Ortodonti Dernegi ile Dudak Damak Yariklari Dernegi Uyesidir. Turk Ortodonti Dernegi
Baskanidir.

Dr.Derya Germe¢ Cakan graduated from Hacettepe University, Faculty of Dentistry in 1999 and completed
her PhD in orthodontics in 2005. Since she has been working as Professor in Yeditepe University Depart-
ment of Orthodontics and maintaining Craniofacial Orthodontics Clinic. She visited Seattle Children’s Hos-
pital Craniofacial Center as an observer in 2015. Her principle areas of interest are cleft palate, craniofacial
anomalies and interdisciplinary treatments. She published several clinical and research articles in national
and international journals and wrote chapters in Esthetic and Functional Management of Diastema,
Springer International Publishing. She is a member of Turkish and European Orthodontic Society and
Turkish Cleft Lip and Palate Association. She is the President of Turkish Orthodontic Society.
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ABSTRACT

ORTOGNATIK CERRAHI ONCESI PLANLAMANIN ONEMI

Ortognatik cerrahi gerektiren siddetli maloklizyonlarin tedavisinde hedefler tedavi basinda belirlenir. Bu
tedavi hedeflerine ulasmak igin cerrahi éncesi planlama bulyik dnem tasimaktadir. Guncel yaklagsimda
planlama sadece kapanis iliskisine degil, ylz ve havayolu temeline dayandirimaktadir. Kapanis, tedavi
intiyaci varhgini belirlerken, yuz tedavi tipini belirlemektedir. Havayolu ise mutlaka korunmali ve/veya
iyilestiriimelidir. Bu konusmada, bu temellere bagl kalarak ortodontik hazirlik ve ortognatik cerrahi plan-
lamasi anlatilacaktir.

THE IMPORTANCE OF PLANNING IN ORTHOGNATHIC SURGERY

The treatment goals of severe malocclusions necessitating orthognathic surgery should be set at the
beginning of treatment. Planning in orthognathic surgery is of utmost importance to reach these goals. In
the contemporary approach, planning does not only rely on the bite, but also on the face and the airway.
The bite indicates the treatment need whereas the face indicates the type of treatment. The airway should
be preserved and/or improved. This lecture will focus on orthodontic preparation and orthognathic surgi-
cal planning based on face, airway and bite.



TAOMS’23 10C

o CUMHURIYETIMiZIN
S ’5? Tark Oral ve Maksillofasiyal Cerrahi Dernegi 100.YILI KUTLU OLSUN
J\(‘ , 0® I’ 30. ULUSLARARASI BILIMSEL KONGRESI
w ‘ 17-21 KASIM 2023 / GLORIA GOLF RESORT - ANTALYA

Dr. Gilhan DERGIN

cv

Dr. Giihan Dergin 1973 yilinda izmit'te dogdu. 1999 yilinda Marmara Universitesi Dis Hekimligi Fakdilte-
si'nden mezun oldu. Ayni yil Marmara Universitesi Dis Hekimligi Fakiiltesi'nde AJiz, Dis ve Cene Cerrahisi
ihtisasina basladi ve implant osseointegrasyon konulu tezi ile 2006 yilinda doktorasini aldi. 2005 yilinda
ABD'de Kuzey Karolina Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi Anabilim Dali'nda
davetli doktor olarak calisti. 2009 yilinda yardimci docent, 2013 yilinda docent ve 2020 yilinda profesér
oldu. Dr. Giihan Dergin halen Marmara Universitesi Dis Hekimligi Fakuiltesi Agiz, Dis ve Cene Cerrahisi
Anabilim Dali Bagkani olarak akademik kariyerine devam ederken ayni zamanda Agiz, Dis ve Cene Cerra-
hisi Dernegi (ACBID) y6netim kurulu Uyeligini ytritmektedir. Dr. Dergin, birgok ulusal ve uluslararasi
kongrelerde davetli konusmaci olarak bulunmus, kurslar ve egitimler diizenlemistir. Kendisinin uluslararasi
ve ulusal bilimsel dergilerde ¢cok sayida makalesi ve kitaplarda bélimleri bulunmaktadir.

Prof. Dr. Guhan Dergin was born in 1973 in Izmit, Turkey. He graduated from Marmara University Faculty
of Dentistry in 1999. He completed his specialty of OMFS surgery in Marmara University Faculty of Dentist-
ry obtained his PhD degree in 2006. In 2005, he was invited as a visiting doctor in the Oral and Maxillofacial
Surgery Department of the University of North Carolina, USA, where he went on a scholarship. Dr. Guhan
still continues his academic career as a head of the department of Oral& Maxillofacial surgery in Marmara
University, Faculty of Dentistry. Profesor has given invited lectures and courses at national and internation-
al congresses. Also he is in the board of drectors of Association of Oral &Maxillofacial Surgery (ACBID). He
has many articles in international and national scientific journals and chapters in books
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ABSTRACT

Atrofik alveolar kretler, implant rehabilitasyonu sinirlayan édnemli faktorlerden biri olmustur. Yatay kemik
defektlerinin onarmi icin farklh kemik greftleri ve ¢ok sayida cerrahi tedavi yaklasimi dnerilmistir. Bu
tedavilerin bir kismi uzun bir remodeling siresine ve yiiksek rezorpsiyon oranlarina sahiptir. Diger bir kisim
greflemeler ise kaliteli ve yeterli kemik hacmini olusturmak icin sinirli kapasiteye sahiptir. Bu egitim
Box-Split ogmentasyon tekniginin, klinik érneklerle, hacimden ziyade nitelik ve niceligi dikkate alarak biyo-
mimetik kemik olusturmaya odaklanan uygulamali ve teorik hizlandirilmis bir kurstur.

Atrophic alveolar crest has long been a major challenge for the implant rehabilitation. Numerous treatment
approaches, with different bone grafts and surgical technique have been proposed to overcome horizontal
bone defects. Some have a long remodeling time, some have high resorption rates, and the other some
are insufficient to form quality and sufficient bone. This hands-on & lecture discus the effectiveness of
Box- Split augmentation techniques and mainly focus on creating biomimetic bone considering the quality
and quantity rather than a volume around the dental implant, with clinical examples
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Dr. Ogr. Uyesi Tuba Develi 2008 yilinda istanbul Universitesi Dis Hekimligi Fakdiltesi’nden mezun olduktan
sonra doktora ve uzmanlik egitimini 2009-2013 yillari arasinda Bagkent Universitesi, Dis hekimligi Fakiilte-
si Agiz Dis ve Cene Cerrahisi Anabilim Dal’nda tamamlamig ve bilim doktoru unvanini kazanmistir. 2014
yilinda istanbul Medipol Universitesi Dis Hekimligi Fakiiltesi’nde 6gretim Uyesi olarak calismaya baslamis
ve halen gorevini sUrdirmektedir. Birgok ulusal ve uluslararasi hakemli dergilerde yayimlanmig yayini
mevcuttur.

Assistant Professor Tuba Develi has graduated from Istanbul University School of Dentistry in 2008. After
her graduation, she completed her doctorate and specialtytraining at Baskent University Department of
Oral and Maxillofacial Surgery between2009-2013 and assumed the title of Phd. As of 2014, she is working
in Istanbul MedipolUniversity Schoolof Dentistry as an Ass. Professor. She has papers published in
nationaland international peer-reviewed journals.
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ABSTRACT

GlUnumuzde alt yiz, cene ve gllls estetigi, fasial harmoninin saglanmasinda énem kazanmistir. Gilis
dizayni prensiplerinin ve gene cerrahisi uygulamalarinin minimal invaziv perioral estetik prosedurlerle kom-
bine edilmesi ideal sonuglari elde etmede yardimcidir. Bu workshopun amaci Botulinum Toksin A ve Hya-
loronik Asit dolgularinin alt yliz bdlgesinin tedavilerinde kullaniminin temellerini 6grenmektir. Bu temel
Uzerinden baslica hedefimiz gllis estetigi, yumusak dokunun daha geng¢ ve dinamik bir gérinime
kavusturulmasi, kas iskelet sistemini rehabilite etmek, ortognatik cerrahi gibi prosedirlere de ek ve
tamamlayici olarak fasiyal harmoniyi saglamaktir. Bu amagla, Kklinik ipuclar ve pUif noktalar iceren uygu-
lamalar hasta tzerinde tim ayrintilaryla gésterilecektir

Nowadays, lower face, jaw and smile esthetics has gained importance to achievefacial harmony. Smile
design principles and maxillofacial surgery procedurescombined with minimally invasive perioral esthetic
procedures are helpful to achieveideal results. The aim of this workshop is to acknowledge the principles
of Botulinumtoxin A and Hyaluronic acid filler applications in lower face area treatments. From thisfunda-
mental ackowledgement, our main goal is, smile esthetics, young and dynamiclook of soft tissues, musco-
loskeletal system rehabilitation and adjuvant to prosedureslike orthognathic surgery in order to achieve
facial harmony. For this purpose, applications on patients, including clinical hints and tips, will be taught
in detail.
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Dr. Umit ERTAS
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Umit Ertas Atatiirk Universitesi Dis Hekimligi Fakiiltesinde profesér olarak gérev yapmaktadir. Agiz, Dis
ve Gene cerrahisi boliminde anabilim dali bagkanligi gérevini yiritmektedir. Ayrica 2019 yilinda kurdugu
Atatiirk Universitesi Saglik Uygulama Merkezinde Maksillo-fasiyal servisinin bagkanligini yapmaktadir.
Ertas, lisans egitimini 1994 yilinda Atatiirk Universitesi Dis Hekimligi Fakiiltesi'nde tamamladi. Mezun
olduktan sonra 1995 yilinda Agiz Dis Cene Cerrahisi Anabilim Dali'nda lisansustu egitimine basladi. 1999
yilinda doktora derecesini aldi, ayni yil yardimci dogent oldu. 2005 yilinda dogent, 2010 yilinda profesér
Unvanina atanan Dr. Ertas'in adiz ve ¢ene cerrahisi konusunda uluslararasi ve ulusal yayinlanmis ¢ok
sayida makalesi ve cok sayida uluslararasi ve ulusal sunumlari bulunmaktadir. ilgi alanlari; ortognatik
cerrahi, dudak damak yarigi cerrahisi, maksillofasiyal travmatoloji, TME bozukluklari ve cerrahisi ve dental
implantoloji.

Dr. Ertas is professor in Ataturk University Faculty of Dentistry. He is the head of the Department of
Oral, Dental and Maxillofacial Surgery. He is also the head of the Maxillo-facial service at Atatiirk University
Health Practice Center, which he founded in 2019. Dr. Ertas finished undergraduate education at
Ataturk University Faculty of Dentistry in 1994. After graduation, he started postgraduate education in
Department of Oral and Maxillofacial Surgery in 1995. He has obtained doctorate degree in 1999, in the
same year, became an assistant professor. Dr. Ertas appointed as an associated professor in 2005 and as
a professor in 2010. He has many international and national published articles and he has made numerous
international and national presantations about oral and maxillofacial surgery. His interests are; orthognatic
surgery, cleft lip and palate surgery, maxillofacial traumatology, TMJ disorders and surgery, and dental
implantology.
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ABSTRACT
ORAL & MAXILLOFACIAL PATHOLOGY

AQiz boslugu icinde gorilen kanserler (oral kanserler) dis hekimlerinin teshis ve hatta tedavisinin de bir
parcgasi oldugu bir hastalik grubudur. Malign neoplazmlar arasinda yer alan énemli morbidite ve mortalite
nedenlerinden biridir. Tim dinyada en sik izlenen altinci kanser oldugu bildirilen oral kanserlerin, tim
vucut kanserlerinin yaklasik %2-4’Unu olusturdugu bildirilmistir. Skuamdz hticeli karsinom agiz kanserler-
inin buytk bir bolimuni olusturur(%90). Bunun disinda; Epidermoid karsinomlar, Sarkomlar, Melanoma-
lar, Minor tUkurik bezlerinin timorleri ,Lenfomlar, Metastatik timdrler ve Multipl miyelom gibi kanserler
gOrulur. Agresif timdrlere baktigimizda; Ameloblastoma, genellikle cene kemiginde bulunan iyi huylu bir
odontojenik timérdir. Tumor, dis germinin artik epitelinden, odontojenik kistlerin epitelinden, tabakali
skuamoz epitelden ve mine organinin epitelinden kaynaklanir. Agizdaki timérlerin yaklasik %1'ini temsil
eder. Agresif Timodrlerin Etyolojisine bakildiginda; Ameloblastomanin etyolojisi tam olarak bilinmemekte-
dir. inflamasyon, kronik travma, yetersiz beslenme, vitamin eksikligi gibi farkli mekanizmalar ve HPV ile
olasi bir iligki slirecin tetikleyicileri olarak tanimlanmistir. Bunun disinda agresif timoérlere; clear cell(seffaf
hiicreli) odontojenik timdr ve mikzom &rnek verilebilir. Oral kanserlerin etyilojisi ve risk faktérlerine
bakildiginda; Sigara ve alkol, Glineydogu Asyada bdlgesinde ‘Betel yapragdi’, Human papillom viris(HPV),
HIV, Plummer-Vinson sendromu, Fankoni anemisi, Liken planusun atrofik ve eroziv tipleri, Kronik aktinik
maruziyyet ve Genetik yatkinlik gibi etkenler gérilmektedir. Tedavilerinde ilk éncelik olarak cerrahi tedavi
uygulanir. Gindimuzde, tUmorleri ¢ikarirken mimkin oldugunca agiz boslugunun normal yapisini ve
normal fonksiyonunu korumaya calisarak daha az invaziv islemler yapiimaktadir.Radyoterapi ve Kemoter-
api gerekliligi halinde tedavide blyik éneme sahiptirler.

Cancers in the oral cavity (oral cancers) are a group of diseases that dentists are a part of diagnosis and
even treatment. It is one of the important causes of morbidity and mortality among malignant neoplasms.
Oral cancers, which are reported to be the sixth most common cancer worldwide, have been reported to
constitute approximately 2-4% of all body cancers. Squamous cellular carcinoma constitutes the majority
of oral cancers (90%). Except this; Cancers such as Epidermoid carcinomas, Sarcomas, Melanomas,
Minor salivary gland tumors, Lymphomas, Metastatic tumors and Multiple myeloma are seen.When we
look at aggressive tumors; Ameloblastoma is a benign odontogenic tumor usually found in the jawbone.
The tumor arises from the residual epithelium of the tooth germ, the epithelium of odontogenic cysts, the
stratified squamous epithelium, and the epithelium of the enamel organ. It represents about 1% of tumors
in the mouth. Considering the Etiology of Aggressive Tumors; The etiology of ameloblastoma is not known
exactly. Different mechanisms such as inflammation, chronic trauma, malnutrition, vitamin deficiency and
a possible association with HPV have been identified as triggers of the process. Apart from this,
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aggressive tumors; clear cell odontogenic tumor and myxoma can be given as examples. Considering the
etiology and risk factors of oral cancers; Smoking and alcohol, 'Betel leaf' in Southeast Asia, Human papil-
loma virus (HPV), HIV, Plummer-Vinson syndrome, Fanconi anemia, atrophic and erosive types of lichen
planus, chronic actinic exposure and genetic predisposition are seen. Surgical treatment is the first priority
in their treatment. Today, while removing tumors, less invasive procedures are performed by trying to
preserve the normal structure and normal function of the oral cavity as much as possible. Radiotherapy
and Chemotherapy are of great importance in the treatment if necessary.

CRANIOMAXILLOFACIAL TRAUMA

Zygomatico orbital kompleks frakttrleri, yaygin bir sekilde goérllen yaralanmalardir. Orbita kiriklari, orbita
hacmini arttirir ve hacim artisi enoftalmi ile yiksek oranda iligkilidir. Bu ¢alismanin amaci, tek tarafli orbita
taban fraktirl bulunan hastalarda BT taramalan kullanilarak orbital hacim degisiklikleri ile enoftalmi ve
diplopi arasindaki korelasyonu degerlendirmektir. Subat 2021- Ocak 2022 yillari arasinda tek tarafli orbita
taban fraktird bulunan 60 hastada ¢alisma yapildi. TUm hastalardan BT taramalar alindi. Fraktir bulunan
ve saglam orbitada preoperatif ve postoperatif donemde hacim ve enoftalmi 6lcimu 3D Slicer yazilimi
kullanilarak yapildi. Orbita kiriklar, orbita hacmini arttirir ve hacim artisi enoftalmi ile yliksek oranda iligki-
lidir. Orbita hacminin restore edilmesi enoftalmi miktarini azaltir. Enoftalmi miktar diplopi varligini etkile-
mez.

Zygomatico orbital complex fractures are common injuries. Orbital fractures increase orbital volume, and
volume enlargement is highly associated with enophthalmos. The aim of this study was to evaluate the
correlation between orbital volume changes and enophthalmos and diplopia using CT scans in patients
with unilateral orbital floor fracture. Between February 2021 and January 2022, 60 patients with unilateral
orbital floor fracture were studied. CT scans were obtained from all patients. Preoperative and postopera-
tive volume and enophthalmos measurement were performed using 3D Slicer software in the fractured
and intact orbit. Orbital fractures increase orbital volume, and volume enlargement is highly associated
with enophthalmos. Restoring orbital volume reduces the amount of enophthalmos. The amount of
enophthalmos does not affect the presence of diplopia.
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Dr. Tolga GULCICEK

cv

1977 Yihinda Ankara'da dogdu.

2000 Yilinda Gazi Universitesi Dig Hekimligi Fakiiltesinden mezun oldu.
2006 Yilinda Gazi Universitesinde Agiz Dis Cene Cerrahisi Uzmani oldu.
2007 Yilindan bu yana istanbul Atasehir'de 6zel kliniginde galismaktadir.

| was born in Ankara in 1977.

| graduated from Gazi University Faculty of Dentistry in 2000.

In 2006, | became an Oral and Maxillofacial Surgery Specialist at Gazi University.
| have been working in a private clinic in Istanbul Atasehir since 2007.

ABSTRACT

Anterior estetik bolgede implant uygulamalari hekimler icin her zaman zorlayicidir. Hastalarin yiksek este-
tik beklerintileri ve uzun sire dissiz kalmak istememeleri hekim icin ayrica bir zorluktur. Bu konusmamda
bu tip hastalarda ki tedavi yaklagimlarimizi paylasmaya calisacagim.

Implant placement in the anterior aesthetic area are always challenging for physicians. The fact that
patients have high aesthetic expectations and they don't want to remain toothless for a long time is anoth-
er challenge for the physician. In this speech, | will try to share our treatment approaches this kind of
patients.
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Dr. Erdem KILIC
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Erdem Kilig, Hacettepe Universitesi Dis Hekimligi Fakiiltesi’nden 2000 yilinda mezun olduktan sonra, 2005
yilinda Cumhuriyet Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Anabilim Dal’'nda
doktora Ginvanini almigtir. 2005 ve 2017 yillar arasinda, Erciyes Universitesi Dis Hekimligi Fakiiltesi Agiz
Dis ve Cene Cerrahisi Anabilim Dal’'nda 6gretim Uyesi olarak ¢alismistir. Bu sire zarfinda, akademik ve
klinik galismalarinin yaninda Anabilim Dali Bagkanhgi, Dekan Yardimciligi gibi idari gorevlerde de bulun-
mustur. 2010 yilinda, Londra Universitesi St. Georges Hastanesi Maksillofasiyal Cerrahi Departmanin’da
4 ay suUre ile ziyaretci doktor olarak ¢alismistir. 2012 yilinda dogent Gnvanini almistir. 2017 yilinda Bezmi-
alem Vakif Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Anabilim Dal’'nda égretim yesi
olarak calismaya baslayan Dr. Kili¢, 2018 yilinda ayni Universitede profesor Ginvanini almistir. 2020 yilindan
beri akademik faaliyetlerine Bezmialem Vakif Universitesi’nde misafir 6gretim lyesi olarak devam etmek-
tedir. Klinik calismalarini ise istanbul’da 2022 yilinda kurdugu KLC Klinik Agiz ve Dis Saghg Polikliniginde
stirdlirmektedir. Maksillofasiyal cerrahi ile ilgili ulusal ve uluslararasi birliklere Gyeligi bulunan Dr. Kili¢’in
mesleki ilgi alanlari 3D dijital planlama ve cerrahisi, atrofik ¢enelerin ogmentasyonlari ve dentofasiyal
cerrahi deformiteleridir. Kendi bilim alani ile ilgili ulusal ve uluslararasi dergilerde yayinlanmig 50’nin tzer-
inde yayini bulunmaktadir.

Erdem Kilic has graduated from dental school of Hacettepe University in 2000 and obtained his PhD
degree and residency in oral and maxillofacial surgery from Cumuriyet University in 2005. He worked as an
academic staff in Oral and Maxillofacial Department of Erciyes University between 2005 and 2017. During
this period in addition to his academic and clinical studies, he also held administrative positions such as
chief of the department and vice dean. He served at Maxillofacial Department of St. Georges Hospital,
London University as a visiting fellow for 4 months in 2010. He was entitled as an associate professor in
2012. He started to work as a faculty member in Bezmialem Vakif University, Faculty of Dentistry, Depart-
ment of Oral and Maxillofacial Surgery in 2017. He became a professor at the same university in 2018.
Since 2020 he is continuing his academic activities as a visiting professor at Bezmialem Vakif University.
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Also he is performing his clinical activities in his own private dental clinic. He is a member of national and
international associations of oral and maxillofacial surgeons. His professional interests include 3D digital
planning, augmentation of atrophic jaws and dentofacial deformities. He has more than 50 papers pub-
lished in national and international journals related with his scientific field.

ABSTRACT

“Cerrahi ve Protetik Acidan implantolojide Anindalik”

implant tedavilerinde hastalarin dissiz kalmamasi icin aninda implant uygulamalari ve aninda yiikleme
uygulamalari rutin tedaviler haline gelmistir. Bu tedavilerde hem cerrahi hem de protetik agidan hasta
secimi, klinik ve radyolojik muayene basarili sonug icin ¢cok énemlidir. Cerrahi agidan ayrica kullanilan
implantin makro yapisi, kret sekli ve kemik densitesi ve yeterli primer stabilizasyon édnemli noktalardir.
Kemik densitesine goére belirlenecek implant osteotomisine ve klinik ve radyolojik muayeneye gore planla-
nan alveoler kemik rediksiyonuna, implant lokasyonlarina ve sayisina tedavi basarisi icin dikkat
edilmelidir. Protetik acidan hemen yapilan gegici protezin dizayni, vakaya goére secilen biyomateryaller ve
oklizyon biylk énem tasimaktadir. Konusmamizda hem cerrahi hem de protez agisindan yukarida
bahsedilen konular vakalar esliginde konvansiyonel ve dijital is akisli ile dérnekler gdstererek 6zetlemeye
calisacagiz.

“Immediacy in Implantology from Surgical and Prosthetic Perspective”

Immediate implant placement and immediate loading have become routine treatments in implantology to
prevent patients from being edentulous. In these treatments, both surgical and prosthetic aspects, as well
as patient selection and clinical and radiological examination, are crucial for successful outcomes. From a
surgical perspective, factors such as the macrostructure of the implant used, alveolar ridge shape, bone
density and achieving sufficient primary stability are important points to consider. Depending on bone
density, attention should be paid to undersize osteotomy, alveolar bone reduction planned based on clini-
cal and radiological examination, implant locations, and the number of implants for treatment success.
From a prosthetic perspective, the design of immediate temporary prosthesis, the choice of biomaterials
according to the case, and occlusion are of paramount importance. In our discussion, we will attempt to
summarize the above-mentioned issues, both surgically and prosthetically, with examples in cases
conventional and digital workflows.
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Dr. Kerem KILIC
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1979 yiinda Kayseri'de dogdu. 1998-2003 yillari arasinda Hacettepe Universitesi Dis Hekimligi
Fakiiltesi'nde dis hekimligi egitimini tamamladi. 2004 yilinda Erciyes Universitesi Dis Hekimligi Fakiiltesi
Protetik Dis Tedavisi Anabilim Dali'nda doktora calismalarina basladi. 2010 yilinda "Tam seramik altyapi
malzemelerinin sitotoksisitelerinin degerlendirilmesi' baslikli tez calismasi ile doktorasini tamamladi.
2011 yiinda ayni bdlime yardimci dogent olarak atandi. 3’U Tubitak tarafindan desteklenmis 14 arastirma
projesi gerceklestirdi. Yerli ve yabanci dergilerde 50'den fazla makalesi vardir. ITI fellowudur ve Turk
Prostodonti ve implantoloji Dernegi ile Avrupa Protez Dernegi Uyesidir. Tam seramik malzemeler, fiber
post geometrisi, overdenturelar, protez stomatitisi, oral stereognozi, tim ark sabit restorasyonlar ilgi
alanlarndir. Halen ayni bélimde bolim baskani olarak bilimsel arastirmalarina devam etmektedir.

He was born in Kayseri in 1979. He completed his dentistry education at Hacettepe University Faculty
of Dentistry between 1998-2003. He started to Phd studies in Erciyes University Faculty of Dentistry
Department of Prosthodontics in 2004. He finished his Phd entitled ‘Evaluation of the cytotoxicity of all
ceramic substructural materials’ in 2010. He appointed as an assistant professor to the same department
in 2011, became an associated professor in 2013 and became a professor in 2019. He finished 14
research projects, and he has more than 50 articles pressed in foreign and domestic journals. He is a fellow
of ITl and member of Turkish Prosthodontics and Implantology Association and European Prosthodontics
Association. All ceramic materials, fiber post geometry, overdentures, prosthesis stomatitis, oral
stereognosis ability in overdentures, pro-arch restorations are his areas of interests. Still he continues
scientific researchs in the same department as a head of the department.
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ABSTRACT
“CERRAHI VE PROTETIK ACIDAN iIMPLANTOLOJIDE ANINDALIK”

Implant tedavilerinde hastalarin dissiz kalmamasi icin aninda implant uygulamalari ve aninda yiikleme
uygulamalar rutin tedaviler haline gelmistir. Bu tedavilerde hem cerrahi hem de protetik agidan hasta
secimi, klinik ve radyolojik muayene basarili sonug icin cok énemlidir. Cerrahi agidan ayrica kullanilan
implantin makro yapisi, kret sekli ve kemik densitesi ve yeterli primer stabilizasyon énemli noktalardir.
Kemik densitesine gdre belirlenecek implant osteotomisine ve klinik ve radyolojik muayeneye gére planla-
nan alveoler kemik rediksiyonuna, implant lokasyonlarina ve sayisina tedavi basarisi icin dikkat
edilmelidir. Protetik acidan hemen yapilan gegici protezin dizayni, vakaya goére secilen biyomateryaller ve
oklizyon biylk 6énem tasimaktadir. Konusmamizda hem cerrahi hem de protez agisindan yukarida
bahsedilen konulari vakalar esliginde konvansiyonel ve dijital is akisi ile érnekler gdstererek 6zetlemeye
calisacagiz.

“IMMEDIACY IN IMPLANTOLOGY FROM SURGICAL AND PROSTHETIC PERSPECTIVE”

Immediate implant placement and immediate loading have become routine treatments in implantology to
prevent patients from being edentulous. In these treatments, both surgical and prosthetic aspects, as well
as patient selection and clinical and radiological examination, are crucial for successful outcomes. From a
surgical perspective, factors such as the macrostructure of the implant used, alveolar ridge shape, bone
density and achieving sufficient primary stability are important points to consider. Depending on bone
density, attention should be paid to undersize osteotomy, alveolar bone reduction planned based on clini-
cal and radiological examination, implant locations, and the number of implants for treatment success.
From a prosthetic perspective, the design of immediate temporary prosthesis, the choice of biomaterials
according to the case, and occlusion are of paramount importance. In our discussion, we will attempt to
summarize the above-mentioned issues, both surgically and prosthetically, with examples in cases
conventional and digital workflows.
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Dr. Abdulsamet
KUNDAKGIOGLU
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1988 yilinda Kastamonu’da dogan Dr. Dt. Abdulsamet Kundakgioglu, Universite egitimini istanbul Univer-
sitesi Dis Hekimligi Fakiltesi’nde tamamlamistir. Mezun oldugu yil istanbul Universitesi Dis Hekimligi
Fakiiltesi Agiz, Dis ve Cene Cerrahisi Anabilim Dali’nda doktora egitimine kabul edilmistir. 2018 yilinda ‘On
Acik Kapanis Olgularinda Uygulanan Le Fort | Osteotomisinin Stabilizasyonunun Farkli Plak Tasarimina ve
Ameliyat tekniklerine Gére Sonlu Eleman Analiz Yéntemiyle incelenmesi’ konulu tezini sunarak doktorasini
tamamlamis ve ‘Bilim Doktoru’ tnvani almistir. 2018 yilinda, Amerikan Maksillofasiyal Cerrahi Dernegi’nin
Chicago’da dizenlenen yillik kongresinde s6zli sunum icin kabul edilen tez calismasinin s6zlli sunumunu
yapmistir. 2019 yilinda isvigre’de bulunan Bern Universitesi Maksillofasiyal Cerrahi Klinigi’nde misafir
doktor olarak calismistir. Halen istanbul Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi
Anabilim Dal’'nda Gene Cerrahisi Uzmani olarak calismaktadir. International Oral ve Maksillofasiyal Cerra-
hi Dernegi ve Tirk Oral Ve Maksillofasiyal Cerrahi Dernegi Uiyesidir. Su an aktif olarak istanbul Universite-
si’nde Dis Hekimligi FakUltesinde 6gretim gorevlisi olarak calismaktadir.

Born in Kastamonu in 1988, Dr. Dt. Abdulsamet Kundakcioglu completed his university education at Istan-
bul University Faculty of Dentistry. In the year of his graduation, he was accepted for the doctorate in the
Department of Oral, Dental and Maxillofacial Surgery of the Faculty of Dentistry in Istanbul University. In
2018, he completed his doctorate by presenting his thesis on ‘investigation of the stabilization of Le Fort |
Osteotomy applied in open-bite cases by finite element analysis method according to different plaque
design and surgical techniques’ and he assumed the title of ‘Doctor of Science’. In 2018, he gave the oral
presentation of his thesis which was accepted for oral presentation at the American of Maxillofacial
Surgery’s annual convention in Chicago. In 2019, he worked as an assistant doctor at the Maxillofacial
Surgery Clinic of the University of Bern in Switzerland. Currently, he works as a specialist in Maxillofacial
Surgery in the Department of Oral, Dental and Maxillofacial Surgery of the Faculty of Dentistry in Istanbul
University.He is a member of the International Association of Oral and Maxillofacial Surgery and The Turk-
ish Association of Oral and Maxillofacial Surgery. Currently, he is working as an academician in the Faculty
of Dentistry at Istanbul University
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ABSTRACT
ESKi DOSTUN GERi DONUSU: SUBPERIOSTAL iIMPLANTLAR

lleri derecede kemik erimesi olan hastalarin estetik ve fonksiyonel olarak rekonstriiksiyonu oral cerrahinin
halen tartismali konularindan birisidir. Son yillarda ciddi kemik erimesi olan vakalarin kisiye 6zel subperios-
tal implantlar kullanilarak rehabilitasyonu 6ne c¢ikmaktadir. Aslinda subperiostal implantlarin kullanimi
1940’li yillara kadar geriye gitmektedir. Ancak yillarca basaril bir sekilde kullanilan subperiostal implantlar;
Uretim surecinin karmasikligi, rezidiel kemik 6lglistiniin alimindaki zorluklar (dogrudan kemik élgiimu) ve
protez uyumundaki basarisizliklar nedeniyle bir sire sonra yerini Branemark tarafindan &nerilen
endoossedz implantlara biraktilar. Bilindigi gibi ileri kemik erimesi olan vakalarda endeossoz implantlarin
kullanimi 6ncesinde iliak greft yada otojen greftleme gibi cesitli ogmentasyon teknikleri kullaniimakta yada
zigoma implantlarindan faydalanimaktadir. iliak greftleme yéntemi ile cene kemiklerinin rekonstriiksiyonu
basaril bir ydntem olmasina ragmen, tedavi siiresinin uzun olmasi, gegici protez kullaniminin olanaksizhgi,
ikinci bir cerrahi saha olmasi, hastanin bir middet ytrime zorluklari cekmesi gibi bazi dezavantajlara
sahiptir. Zigoma implantlari ile yapilan rekonstriiksiyon vakalarinda ise hastalarin protezleriyle ilgili yakin-
malar olmaktadir. Ayrica zigoma implantlarindan kaynaklanan enfeksiyonlar ciddi oro-antral bosluklarin
olusmasina neden olabilmektedir. GUnimizde digital teknolojinin gelismesi ve birgok alanda yayginlik
kazanmasiyla kemikle son derece uyumlu olan kisiye 6zel titanyum implantlar yapmak mimkundur. Kisiye
Ozel olarak tasarlanabilen bu implantlar, tst cenenin destek noktalarina uygun vidalar kullanilarak sabitlen-
mekte ve multiunit abutmentlar ile hastanin protetik yliklemesi kisa bir siirede yapilabilmektedir. Bu durum
otojen yada iliak uygulamalar sonrasi uzun bekleme strelerini kisalttigindan dolayi custom implantlara
ciddi avantajlar getirmektedir. Ancak Uretiminden ve uygulamasindan kaynaklanan bazi aksakliklar sebebi
ile cesitli komplikasyonlarla da karsilasilmaktadir. Sunumunda kisiye 6zel subperisotal implantlarin
kullanim endikasyonlari ve avantajlari ile ilgili teorik cergeve ortaya koymayi ve simdiye kadar elde ettigimiz
tecrlibe I1s1ginda yasadigimiz cesitli komplikasyonlari tartismay1 amacglyoruz.

THE OLD FRIEND RETURNS: SUBPERIOSTAL IMPLANTS

Aesthetic and functional reconstruction of patients with advanced osteoporosis is still one of the contro-
versial issues of oral surgery. In recent years, rehabilitation of cases with severe osteoporosis using
personalized subperiosteal implants has come to the fore. In fact, the use of subperiosteal implants goes
back to the 1940s. However, subperiosteal implants that have been used successfully for years; Due to the
complexity of the manufacturing process, difficulties in obtaining residual bone measurement (direct bone
measurement) and failures in prosthesis fit, they were eventually replaced by the endoosseous implants
proposed by Branemark. As it is known, in cases with advanced bone resorption, various
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augmentation techniques such as iliac graft or autogenous grafting are used or zygoma implants are used
before the use of endoosseous implants. Although the reconstruction of the jaw bones with the iliac graft-
ing method is a successful method, it has some disadvantages such as the long treatment period; the
impossibility of using a temporary prosthesis, having a second surgical site, and the patient's walking
difficulties for a while. In cases of reconstruction with zygoma implants, patients have complaints about
their prosthesis. In addition, infections from zygoma implants can cause severe oro-antral spaces. Today,
with the development of digital technology and its prevalence in many areas, it is possible to make person-
alized titanium implants that are highly compatible with bone. These implants, which can be designed
individually, are fixed to the support points of the upper jaw using appropriate screws, and prosthetic load-
ing of the patient can be performed in a short time with multi-unit abutments. This situation brings serious
advantages to custom implants as it shortens the long waiting times after autogenous or iliac applications.
However, due to some problems arising from its production and application, various complications are
also encountered. In this presentation, we aim to present the theoretical framework regarding the indica-
tions and advantages of personalized subperisotal implants and to discuss the various complications we
have experienced in the light of our experience so far.
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Dr. Abdullah
OZEL
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Selcuk Universitesi Dis Hekimligi Fakiiltesi'nden mezun oldu ve ayni iniversitenin Agiz, Dis ve Cene Cerra-
hisi Anabilim Dali'nda doktora (PhD) ve ihtisasini tamamladi. istanbul Medipol Universitesi Agiz, Dis ve
Cene Cerrahisi Anabilim Dali'nda Doktor Ogretim Gérevlisi olarak bagladi§i gérevine halen ayni pozisyon-
da devam etmektedir. Klinik ilgi alanlari ortognatik cerrahi ve sanal planlama, yiiz asimetrisi, maksillofasi-
yal travma, kemik ogmentasyonu ve implantolojidir. Dis implantlari, Kemik Biiyiitme ve Ortognatik Cerrahi
ile ilgili cesitli dersler ve kurslar vermektedir.

He graduated from Selcuk University Faculty of Dentistry and completed his doctorate (PhD) and speciali-
zation in Oral and Maxillofacial Surgery Department of the same university. He started to work as an Assis-
tant Professor at Istanbul Medipol University, Department of Dental and Maxillofacial Surgery and still
continues with the same position. His clinical interests are orthognathic surgery and virtual planning, facial
asymmetry, maxillofacial trauma, bone augmentation and implantology. He is giving various national
lectures, courses about Dental Implants, Bone Augmentation and Orthognatic Surgery.
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ABSTRACT

Dogru verilerle kullanildiginda yazilimlar, cerrahi prosedirlerin planlanmasi icin faydal bir ara¢ olabilir.
Sanal planlama etkili bir cerrahi streci igin gereklidir, ancak bu sirecte tamamen yazilima glivenemeyiz.
lk adim, biz klinisyenlerin sanal planlamayi nasil etkili bir sekilde kullanacagimizi anlamamizdir. ikinci
olarak, sanal hazirliklarimiz sirasinda teknik aksakliklarla nasil basa ¢ikabilecegimizi bilmemiz gerekir. Son
olarak, dijital verileri her zaman klinik muayene verileriyle eslestirmek cok énemlidir. Bu nedenle, ortogna-
tik cerrahide mevcut altin standart, alanin iki ayagini (sanal cerrahi planlama ve klinik yliz analizi) bir araya
getiren kombine planlamadir. Klinik degerlendirmeden elde edilen verilerin sanal bir cerrahi plana nasil
dahil edilecegini 6grenmek bu sunumun odak noktasidir. Bunu saglamak amaciyla hassas veri toplama
yontemleri, bilgisayarda olusturulmus kafa modelleri, kafa oryantasyonu, sefalometri ve dijital hazirlk
konulari ele alinacaktir.

When used with accurate data, software can be a useful tool for planning surgical procedures. In the
hands of experts, planning softwares can be quite useful. Virtual planning is essential for effective work,
but we can't rely entirely on it. The first step is for us clinicians to understand how to effectively employ
virtual planning. Second, we need to know how to safeguard against technical glitches throughout our
virtual preparations. Finally, it is crucial to always match digital data with clinical examination data. There-
fore, the current gold standard in orthognathic surgery is combined planning, which brings together the
two pillars of the field (virtual surgical planning and clinical face analysis). Learning how to incorporate data
from a clinical assessment into a virtual surgical plan is the focus of this course. Methods for precise data
collection, computer-generated head models, head orientation, cephalometry, and digital preparation will
be covered.
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Dr. Merva
SOLUK TEKKESIN
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Merva Soluk Tekkesin, 2011 yilindan beri istanbul Universitesi’nde Oral ve Maksillofasiyal Patoloji alanin-
da 6gretim Uyesi olarak gérev yapmaktadir. 2003 yilinda i.U. Dis Hekimligi Fakiiltesi’nden mezun olmus,
2010 yihinda Tumdr Patolojisi Bilim Dal’nda doktorasini tamamlamistir. Alani ile ilgili ulusal ve uluslararasi
derneklerde c¢esitli gérevleri bulunmaktadir. Baslica ilgi alanlari odontojenik lezyonlar, fibro-osse6z lezyon-
lar, oral kanserler, oral potansiyel malign lezyonlar ve dijital patoloji ile yapay zeka uygulamalaridir. Uluslar-
arasi indekslerde taranan bircok yayini ve ‘Diinya Saglik Orgiitii, Bas ve Boyun Timérleri Siniflamasr’
kitabi1 da dahil olmak tzere bircok kitapta bolim yazarligi bulunmaktadir. Saglik bilimleri alaninda, 2019 yili
Turkiye Bilimler Akademisi (TUBA) Ustiin Basarili Geng Bilim insani Odiili’niin sahibidir

Merva Soluk Tekkesin has been serving as a faculty member in the field of Oral and Maxillofacial Pathology
at Istanbul University since 2011. She graduated from Istanbul University, Faculty of Dentistry in 2003 and
completed her PhD in the Department of Tumor Pathology in 2010. She holds various positions in national
and international associations related to her field. Her main areas of interest include odontogenic lesions,
fibro-osseous lesions, oral cancers, potential malignant oral lesions, and digital pathology with artificial
intelligence applications. She has numerous publications indexed in international databases and has
contributed as a chapter author to several books, including the "World Health Organization, Classification
of Head and Neck Tumors." In the field of health sciences, she is the recipient of the 2019 Turkish Acade-
my of Sciences (TUBA) Award for Outstanding Young Scientists.
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ABSTRACT

Ameloblastom, ¢ene kemiklerinde izlenen, iyi huylu ancak lokal infiltratif epitelyal odontojenik bir
neoplazidir. Genellikle agrisiz, yavas blyUyen bir kitle olarak kendini gdsterir. BlyUk boyutlara ulastiginda,
dislerde yer degisikligine, kortekste genislemeye ve perforasyona, hatta paresteziye neden olabilir. Altin
standart tedavi, olgunun biyukligine ve lokalizasyonuna gére degisim gdsterse de en az 1 cm giivenlik
marijlariyla cerrahi rezeksiyondur. Son yillarda, histopatolojik inceleme icin génderilen ameloblastom doku
orneklerinin molekuler olarak incelenmesi ve DNA dizilemesi, "mitojen-aktivasyonlu protein kinaz" sinyal
yolunda somatik bir mutasyon gdstermistir. Bu BRAF p.V600E mutasyonu, MAPK yolu en yaygin aktive
edici mutasyonudur ve ardindan RAS genlerinde (KRAS, NRAS, HRAS) ve FGFR2'de karsilikli olarak 6zel
mutasyonlar izlenir. Hedgehog sinyal yolunun disregllasyonu, 6zellikle maksilla olgularinda, MAPK yolu
mutasyonu ile birlikte en sik gériilen mutasyon olan SMO mutasyonu ile birlikte ortaya cikabilir. Ozellikle
mutant BRAF, EGFR aktive olmasindan bagimsiz olarak yolun surekli aktive olmasina ve proliferasyonu
tesvik ederek apoptoza engel olmasina neden olabilir. Bu durum, RAF kinazlarinin secici inhibitorleri olan
Dabrafenib ve Vemurafenib gibi 6zel ilaglar icin mutant BRAF'I potansiyel bir hedef haline getirir. Bu
konusma ile, BRAF inhibitorleri ile tedavi edilen vaka raporlarini 6zetlemeyi, bu inhibitérlerin kullaniminin
etkilerini ve sonuclarini sunmayi, gelecekte olasi ila¢ veya ilag-cerrahi kombinasyon tedavileri tartismayi
planlamaktayim.

Ameloblastoma is a benign but locally infiltrative epithelial odontogenic neoplasm of the jawbones. It
typically presents as a painless, slow-growing mass. When it reaches a large size, it can cause displace-
ment of teeth, expansion and perforation of the cortices, and even paraesthesia. The gold standard treat-
ment varies depending on the size and localization of the lesion, but surgical resection with at least 1 cm
safety margins is usually recommended. In recent years, molecular examination and DNA sequencing of
ameloblastoma tissue samples sent for histopathological analysis have revealed a somatic mutation in the
"mitogen-activated protein kinase" (MAPK) signaling pathway. The most common activating mutation in
the MAPK pathway is the BRAF p.V600E mutation, followed by mutually exclusive mutations in RAS genes
(KRAS, NRAS, HRAS) and FGFR2. Dysregulation of the Hedgehog signaling pathway may also occur,
especially in maxillary cases, where the most frequent co-occurring mutation with the MAPK pathway
mutation is SMO mutation. Particularly, mutant BRAF may lead to continuous activation of the pathway
and promotion of proliferation, independent of EGFR activation, thereby inhibiting apoptosis. This makes
mutant BRAF a potential target for specific drugs such as Dabrafenib and Vemurafenib, which are selec-
tive inhibitors of RAF kinases. With this presentation, | plan to summarize case reports treated with BRAF
inhibitors, present the effects and outcomes of using these inhibitors, and discuss potential future drug or
drug-surgery combination treatments.
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Dr. Emrah SOYLU

cv

1985 yilinda Amasya’da dogdu. ilk ve orta 6grenimini Amasya’da tamamladiktan sonra lise &grenimini
Corum Fen Lisesi’nde tamamladi. 2002 yilinda girdigi Ondokuz Mayis Universitesi Dis Hekimligi Fakiil-
tesinden 2007 yilinda mezun oldu. Doktora egitimini 2014 yilinda Erciyes Universitesi Dis Hekimligi Fakdilt-
esi Agiz Dis ve Cene Cerrahisi Anabilim Dalinda tamamladi. 2021 yilinda Dogent Gnvanini aldi. Ulusal ve
uluslararasi dergilerde yayinlanmig 50’nin lzerinde yayini, ulusal ve uluslararasi kongrelerde sunulmus
70’in Uzerinde bildirisi ve 1 adet patenti bulunmaktadir. Erciyes Teknopark blnyesinde kurulmus olan
DentBioChem adli sirketin Yénetim Kurulu Baskan Vekilligi gorevini ylritmektedir. Calismalarina Erciyes
Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Anabilim Dalinda devam etmektedir.

He was born in Amasya in 1985. After completing his primary and secondary education in Amasya he
completed his high school education in Corum Science High School in 2002. He graduated from the
Faculty of Dentistry of Ondokuz Mayis University, which he entered in 2002, in 2007. He completed his
doctorate in Erciyes University, Faculty of Dentistry, Department of Oral and Maxillofacial Surgery in 2014.
He received the title of Associate Professor in 2021. He has more than 50 publications published in nation-
al and international journals, over 70 papers presented in national and international congresses and 1
patent. He is the Deputy Chairman of the Board of Directors of DentBioChem, which was established
within the body of Erciyes Technopark. He continues his studies at Erciyes University Faculty of Dentistry,
Department of Oral and Maxillofacial Surgery.
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ABSTRACT

Ortognatik cerrahide ideal sonuca ulasabilmek icin dogru hasta, dodru planlama ve dogru cerrahinin
onemi tartisilmazdir. Bu kriterler haricinde, hastanin ameliyata hazirlanmasi, ameliyat sirasinda hastanin
yénetimi ve cerrahi sonrasi takipler ortognatik cerrahi siirecini bitiinleyen unsurlardir. Oncesi, sirasi ve
sonras! slreclerin ideal bir sekilde ydnetiimesi komplikasyonsuz bir ameliyat sireci ile ylksek hasta
konforu saglayarak iyilesme siirecini kisaltabilecektir. Bu sunumda Erciyes Universitesi Dis Hekimligi
Fakultesi Agiz Dis ve Cene Cerrahisi Hastanesinde ortognatik cerrahi ameliyati geciren hastalarin ilk
muayenelerinden son kontrollerine kadar olan surec ve ydnetimi anlatiimaktadir.

The importance of the right patient, the right planning and the right surgery is indisputable in order to
achieve the ideal result in orthognathic surgery. Apart from these criteria, preparation of the patient for
surgery, management of the patient during surgery and postoperative follow-up are the elements that
complement the orthognathic surgery process. The ideal management of the preoperative, intraoperative,
and postoperative processes will shorten the healing process by providing an uncomplicated surgical
process and high patient comfort. In this presentation, the process and management of patients undergo-
ing orthognathic surgery at Erciyes University Faculty of Dentistry, Oral and Maxillofacial Surgery Hospital
from their initial examination to their final follow-up is described.
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Dr. Cem TANYEL
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Dr. Cem Tanyel 1975 yilinda Mugla’da dogdu. Lise 6grenimini izmir Bornova Anadolu Lisesinde tamam-
ladi. 1998 yilinda istanbul Universitesi Dis Hekimligi Fakiiltesi'nden mezun oldu. Ayni yil istanbul Universit-
esi Dis Hekimligi Fakultesi'nde Agiz, Dis ve Cene Cerrahisi ihtisasina basladi ve kemik greftleri ile ilgili tezi
ile 2005 yilinda doktorasini aldi. 2013 yilinda ingiltere’de Saint George Hospital’da gézlemci doktor olarak
bulundu. 2015 yilinda Dogent, 2023 yilinda Profesér invani aldi. 2023 yilinda istanbul Universitesi Dis
Hekimligi Fakultesi AQiz Dis ve Cene Cerrahisi Anabilimdal’dan emekli olmustur. Dr. Cem Tanyel halen
istanbul Atlas Universitesi Dis Hekimligi Fakiiltesi A§iz, Dis ve Gene Cerrahisi Anabilim Dal’'nda akademik
kariyerine devam etmektedir. Bugiine kadar 3 adet doktora dgrencisi danismanhgi yapmis ve mezun
etmistir. Dr. Tanyel, bircok ulusal ve uluslararasi kongrelerde davetli konusmaci olarak bulunmus, kurslar
ve egitimler dizenlemistir. Kendisinin uluslararasi ve ulusal bilimsel dergilerde cok sayida makalesi ve
kitaplarda bélumleri bulunmaktadir. Evli ve iki cocuk babasidir.

Dr Cem Tanyel was born in 1975 in Mugla. He completed his high school education at Izmir Bornova Ana-
tolian High School. In 1998, he graduated from Istanbul University Faculty of Dentistry. In the same year,
he started his specialisation in Oral, Dental and Maxillofacial Surgery at Istanbul University Faculty of Den-
tistry and received his doctorate in 2005 with his thesis on bone grafts. In 2013, he worked as an observer
doctor at Saint George Hospital in England. In 2015, he was promoted to Associate Professor and in 2023
to Professor. In 2023, he retired from Istanbul University Faculty of Dentistry, Department of Oral and
Maxillofacial Surgery. Dr Cem Tanyel is currently continuing his academic career at Istanbul Atlas Univer-
sity Faculty of Dentistry, Department of Oral, Dental and Maxillofacial Surgery. He has supervised and
graduated 3 doctoral students until today. Dr Tanyel has been an invited speaker at many national and
international congresses and has organised courses and trainings. He has many articles in international
and national scientific journals and chapters in books. He is married and has two children.
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ABSTRACT
ESKi DOSTUN GERi DONUSU: SUBPERIOSTAL iIMPLANTLAR

lleri derecede kemik erimesi olan hastalarin estetik ve fonksiyonel olarak rekonstriiksiyonu oral cerrahinin
halen tartismali konularindan birisidir. Son yillarda ciddi kemik erimesi olan vakalarin kisiye 6zel
subperiostal implantlar kullanilarak rehabilitasyonu 6ne cikmaktadir. Aslinda subperiostal implantlarin
kullanimi 1940’1 yillara kadar geriye gitmektedir. Ancak yillarca basarili bir sekilde kullanilan subperiostal
implantlar; tretim strecinin karmasikhgi, rezidiel kemik 6lciisinin alimindaki zorluklar (dogrudan kemik
Olcimu) ve protez uyumundaki basarisizliklar nedeniyle bir slire sonra yerini Branemark tarafindan
Onerilen endoossedz implantlara biraktilar. Bilindigi gibi ileri kemik erimesi olan vakalarda endeossoz
implantlarinkullanimi éncesinde iliak greft yada otojen greftleme gibi cesitli ogmentasyon teknikleri
kullaniimakta yada zigoma implantlarindan faydalanilimaktadir. iliak greftleme yéntemi ile cene
kemiklerinin rekonstriiksiyonu basarili bir yéntem olmasina ragmen, tedavi siiresinin uzun olmasi, gegici
protez kullaniminin olanaksizligi, ikinci bir cerrahi saha olmasi, hastanin bir middet ylriime zorluklari
cekmesi gibibazi dezavantajlara sahiptir. Zigoma implantlan ile yapilan rekonstriksiyon vakalarinda
ise hastalarin protezleriyle ilgili yakinmalari olmaktadir. Ayrica zigoma implantlarindan kaynaklanan
enfeksiyonlar ciddi oro-antral bosluklarin olusmasina neden olabilmektedir. GUnimuzde digital
teknolojinin gelismesi ve bircok alanda yayginlik kazanmasiyla kemikle son derece uyumlu olan kisiye 6zel
titanyum implantlar yapmak mimkutnddr.

Kisiye 6zel olarak tasarlanabilen bu implantlar, tst ¢cenenin destek noktalarina uygun vidalar kullanilarak
sabitlenmekte ve multiunit abutmentlar ile hastanin protetik ytklemesi kisa bir stirede yapilabilmektedir.
Bu durum otojen yada iliak uygulamalari sonrasi uzun bekleme surelerini kisalttigindan dolayl custom
implantlara ciddi avantajlar getirmektedir. Ancak Uretiminden ve uygulamasindan kaynaklanan bazi
aksakliklar sebebi ile gesitli komplikasyonlarla da karsilasiimaktadir. Sunumunda kisiye 6zel subperisotal
implantlarin kullanim endikasyonlari ve avantajlari ile ilgili teorik ¢cerceve ortaya koymayi ve simdiye kadar
elde ettigimiz tecribe 1siginda yasadigimiz cesitli komplikasyonlari tartismay amagliyoruz.
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THE OLD FRIEND RETURNS: SUBPERIOSTAL IMPLANTS

Aesthetic and functional reconstruction of patients with advanced osteoporosis is still one of the contro-
versial issues of oral surgery. In recent years, rehabilitation of cases with severe osteoporosis using
personalized subperiosteal implants has come to the fore. In fact, the use of subperiosteal implants goes
back to the 1940s. However, subperiosteal implants that have been used successfully for years; Due to the
complexity of the manufacturing process, difficulties in obtaining residual bone measurement (direct bone
measurement) and failures in prosthesis fit, they were eventually replaced by the endoosseous implants
proposed by Branemark. As it is known, in cases with advanced bone resorption, various augmentation
techniques such as iliac graft or autogenous grafting are used or zygoma implants are used before the use
of endoosseous implants. Although the reconstruction of the jaw bones with the iliac grafting method is a
successful method, it has some disadvantages such as the long treatment period; the impossibility of
using a temporary prosthesis, having a second surgical site, and the patient's walking difficulties for a
while. In cases of reconstruction with zygoma implants, patients have complaints about their prosthesis.
In addition, infections from zygoma implants can cause severe oro-antral spaces.

Today, with the development of digital technology and its prevalence in many areas, it is possible to make
personalized titanium implants that are highly compatible with bone. These implants, which can be
designed individually, are fixed to the support points of the upper jaw using appropriate screws, and pros-
thetic loading of the patient can be performed in a short time with multi-unit abutments. This situation
brings serious advantages to custom implants as it shortens the long waiting times after autogenous or
iliac applications. However, due to some problems arising from its production and application, various
complications are also encountered. In this presentation, we aim to present the theoretical framework
regarding the indications and advantages of personalized subperisotal implants and to discuss the various
complications we have experienced in the light of our experience so far.
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Dr. Ufuk Tatli, dis hekimligi egitimini Hacettepe Universitesi’nde, cene cerrahisi uzmanlik ve doktora egiti-
mini Gukurova Universitesi’nde tamamladi. Dr. Tatl’'nin hakemli bilimsel dergilerde 58 makalesi, bilimsel
toplantilarda 54 bildirisi ve 16 davetli konusmasi ve yayinlanmis 3 kitap bdélima bulunmaktadir. Dr.
Tatl’nin bilimsel yayinlari 1200’0n Gzerinde atif almistir. Dr. Tatl’nin uluslararasi fellowship egitimi ve misa-
fir 6gretim Uyeligi tecrlibeleri bulunmaktadir. Dr. Tatli, Kraniyomaksillofasiyal Cerrahi Fellowship egitimini
2013 yilinda Hannover/Almanya’da (Hannover Tip Okulu) tamamladi. Dr. Tath, 2016 yilinda Prag/Cek
Cumhuriyeti’nde (Charles Universitesi) ve 2018 yilinda Boston/ABD’de (Boston Universitesi) misafir dgre-
tim Uyesi olarak bulundu. Dr. Tatli, Cukurova Universitesi’ndeki 18 yilllk mesleki deneyiminin ardindan
Temmuz 2023’ten beri akademik kariyerine ABD’de bulunan Marquette Universitesi cene cerrahisi
boélimuinde tam zamanh 6gretim Uyesi olarak devam etmektedir.

Dr. Ufuk Tath completed his DDS education at Hacettepe University, his OMFS residency education at
Cukurova University. Dr. Tatl has a total of 58 published articles in peer-reviewed journals, 54 oral/poster
presentations in scientific meetings, 16 invited lectures in scientific meetings, and 3 chapters in scientific
books. His scientific works have more than 1,200 citations. Dr. Tatli has international fellowship and visiting
professorship experiences. He completed Cranio-Maxillofacial Surgery fellowship education in Han-
nover/Germany (Hannover Medical School) in 2013. Dr. Tatl stayed as visiting professor in Prague/Czech
Republic (Charles University) in 2016 and also in Boston/USA (Boston University) in 2018. After 18 years
of professional experiences at Cukurova University, Dr. Tath currently continues his academic career as a
full-time faculty in the department of OMFS at Marquette University in the USA, since July 2023.
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ABSTRACT

ORTOGNATIK CERRAHININ AKUSTIK ETKILERI

Bir takim oral ve maksillofasiyal cerrahi prosedirler, ses olusumunu saglayan bazi énemli yapilari etkiler.
Bu sebeple, bu tir ameliyatlar planlanirken konusma ve ses rezonansiyla ilgili yapilar géz énunde bulun-
durulmalidir. Kulak-Burun-Bogaz ameliyatlari, bas-boyun ameliyatlari ve tiroid ameliyatlari sonrasinda ses
kalitesinde meydana gelen degisiklikler hekimler ve hastalar tarafindan iyi bilinmektedir. Ancak, ortognatik
cerrahi ameliyatlarinin ses, artikilasyon ve rezonans Uzerindeki akustik etkileri konusunda yeteri kadar
bilgi ve farkindalik bulunmamaktadir. Bu sunumda, ortognatik cerrahi ameliyatlarinin belirli anatomik
yapllar nasil etkiledigi ve bunlarin post-operatif akustik etkilerinin neler oldugu gdsterilecektir. Oral ve
maksillofasiyal cerrahlar bu konuda bilingli olmali ve hastalarini olasi post-operatif ses ve konusma
degisiklikleri hakkinda bilgilendirmelidir. Bu konu medikolegal agcidan da énem tasimaktadir.

ACOUSTIC EFFECTS OF ORTHOGNATHIC SURGERY

Certain oral and maxillofacial surgery procedures affect some vital structures involving voice production.
For that reason, the structures regarding the articulation and resonance of the voice should carefully be
considered while planning these surgeries. Alterations in voice quality after otorhinolaryngologic surgeries,
head and neck surgeries and thyroid surgeries are well known by the physicians and patients. However,
there is no sufficient knowledge and awareness of the acoustic effects of orthognathic surgery on voice,
articulation, and resonance. This lecture illustrates how orthognathic surgeries affect certain anatomical
structures and what their post-operative acoustic effects are. Oral and maxillofacial surgeons should be
aware of this topic and inform their patients about possible post-operative changes on voice and speech.
This issue is also important regarding medicolegal perspective.
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cv

1995 yilinda TED Ankara Koleji Lisesinden mezun oldu. 2000 yilinda Hacettepe Universitesi Dis Hekimligi
Fakdltesini bitirdikten sonra 2006 yilinda Ankara Universitesi Dis Hekimligi Fakuiltesi Agiz, Dis, Cene Cerra-
hisi Anabilim dalinda ‘Ortognatik Cerrahi Gegiren Erigkin Hastalarda Postoperatif Analjezide intraoperatif
Diklofenak-Sodyum ile Tramadolun Karsilastiriimasi’ konulu tez calismasi ile doktora ve uzmanlik egitimini
tamamladi. 2009 yilinda Halifax Novascotia Kanada Dalhousie Universitesinde ‘Oral and Maxillofacial
Surgery, Primary and Secondary Cleft Lip and Palate Surgery, Orthognatic surgery and Facial Recon-
struction ‘ ile ilgili fellowship (yan dal) egitimimi tamamladi. 2012’de Dogent, 2018’de Profesor tUnvanini
aldi. 76 uluslararasi yayin, 28 ulusal, 36 ulusal davetli konusmaciligi, 138 uluslar arasi bildirisi ve 120 ‘Un
ustiinde atifi bulunan Prof. Dr. Aysegul M. Tlziiner halen Ankara Universitesi Dis Hekimligi Fakiltesi Agiz
Dis Cene Cerrahisi Anabilim Dalinda gérev yapmaktadir.

Prof. Dr. Aysegul M. Taziiner, graduated from Hacettepe University, Faculty of Dentistry (2000) after she
finished the TED Ankara Collage, Private High School IN 1995. She finished the combined PhD and
specialty program of Oral & Maxillofacial Surgery in Ankara University, Faculty of Dentistry in 2006. In 2009,
she made a fellowship on ‘Oral and Maxillofacial Surgery, Primary and Secondary Cleft lip and Palate
Surgery, Orthognathic Surgery and Facial Reconstruction’ in Dalhousie University, Oral & Maxillofacial
Surgery Department, Queen Elizabeth Il Health Center and IWK Children Hospital, Halifax, Novascotia,
Canada. She had the degree of Assoc. Prof. Dr. in Ankara University, Faculty of Dentistry Department of
Oral & Maxillofacial Surgery in 2012. She had the full Professor title in February 2018. Dr. Tuzuner has
internationally and nationally, 104 scientific publications, 138 presentations, 36 invited speaker presenta-
tions and more than 120 reported citations. Dr. Tuzuner is still a senior faculty member of Ankara Universi-

ty.
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ABSTRACT
SURGICAL APPROACHES IN PRIMER AND SECONDARY CLEFT LIP AND PALATE PATIENTS

Any cut in a diamond stays forever because diamonds are forever. Cleft-lip and palate babies are like
diamonds. Any reckless surgical touch in a cleft baby stays for a lifetime. When it comes to treatment of a
cleft lip and palate baby, many techniques and timing protocols have been described. The goals of primary
closure of cleft lip and palate include not only re-establishing normal insertions for all of the nasolabial
muscles but also restoring the normal position of all the other soft tissues, including the mucocutaneous
elements. The functional closure of the cleft lip, palate and the alveolus is essential. In this lecture, treat-
ments of cleft lip and palate patients with Delaire’s functional cheilorhinoplasty, palatoplasty and
Precious’s alveolar bone grafting technique in Ankara University, Faculty of Dentistry, Department of Oral
and Maxillofacial Surgery will be presented. Moreover late stage secondary cleft lip and palate treatment
outcomes due to late referrals will be described.
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Dr. Sina UCKAN
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Umarim Ankara Universitesi Dis hekimligi Fakiiltesinde Lisans Hacettepe Universitesi Dis Hekimligi Fakiil-
tesinde Agiz Dis ve Cene Cerrahisinde doktora (uzmanlik) egitimini tamamlamistir. Sonrasinda Selguk ve
Bagkent Universitelerinde égretim Uyeligi yapmis olan Uckan 1994 ve 1996 yillarinda New York Mount
Sinai Hastanesinde calismistir. Halen istanbul Medipol Universitesi Dis Hekimligi Fakiltesi Agiz Dis ve
Cene Cerrahisi Anabilim Dalinda 6gretim tyesi olan Sina Ugkan in ilgi alanlar dentofasiyal deformiteler ve
tedavileri, travma, rekonstriiksiyon ve klinik-labratuvar arastirmalaridir.

He completed his doctorate (specialization) in Oral and Maxillofacial Surgery at Hacettepe University
Faculty of Dentistry. Uckan, who later worked as a lecturer at Selcuk and Baskent Universities, worked at
Mount Sinai Hospital in New York in 1994 and 1996. Sina Uckan, who is still a faculty member at Istanbul
Medipol University Faculty of Dentistry, Department of Oral and Maxillofacial Surgery, is interested in
dentofacial deformities and their treatments, trauma, reconstruction and clinical-laboratory research.
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ABSTRACT

ORAL VE MAKSILLOFASIYAL CERRAHIDE COK KONUSULMAYAN ZORLUKLAR,
NEDENLERi VE COZUMLER

Oral ve Maksillofasiyal cerrahi pratiginde diger cerrahi branslarda da oldugu gibi sik sik yapip uygulamada
bazi zorlular yasadigimiz ve bunlarin nasil asilacagini bilemedigimiz anlar olur. Bu gugliklerin nasil
acllacagi bilgisi ise ya sinirlidir ya da yoktur. Bunun olasi sebebi muhtemelen bir uygulamada bilinen ya da
hic olusmamis sonsuz sayida zorluk ya da komplikasyonun her an olusabilmesidir. Bu sunumda az
konusulan zorluklar, bunlarin olasi nedenleri ve ¢ézimleri hem oral hem de maksillofasiyal cerrahi
ornekleri ve glincel literatir bilgisi esliginde degerlendirilecektir.

LESS SPOKEN DIFFICULTIES IN ORAL AND MAXILLOFACIAL SURGERY,
THEIR CAUSES AND SOLUTIONS

In the practice of Oral and Maxillofacial surgery, as in other surgical branches, during making the proce-
dures that we often do in our daily practice we might have some difficulties that we do not know how to
overcome them. The knowledge of how to solve these difficulties is either limited or non-existent. The
possible reason for this is that infinite number of complexities or integrations that may or may not have
occurred in an applied surgery. In this presentation, rarely encountered difficulties, their possible causes
and solutions will be evaluated with both oral, and maxillofacial surgery examples and current literature
information.
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Dr. Cem Tanyel 1975 yilinda Mugla’da dogdu. Lise 6grenimini izmir Bornova Anadolu Lisesinde tamam-
ladi. 1998 yilinda istanbul Universitesi Dis Hekimligi Fakiiltesi'nden mezun oldu. Ayni yil istanbul Universit-
esi Dis Hekimligi Fakultesi'nde Agiz, Dis ve Cene Cerrahisi ihtisasina basladi ve kemik greftleri ile ilgili tezi
ile 2005 yilinda doktorasini aldi. 2013 yilinda ingiltere’de Saint George Hospital’da gézlemci doktor olarak
bulundu. 2015 yilinda Dogent, 2023 yilinda Profesér invani aldi. 2023 yilinda istanbul Universitesi Dis
Hekimligi Fakultesi AQiz Dis ve Cene Cerrahisi Anabilimdal’dan emekli olmustur. Dr. Cem Tanyel halen
istanbul Atlas Universitesi Dis Hekimligi Fakiiltesi A§iz, Dis ve Gene Cerrahisi Anabilim Dal’'nda akademik
kariyerine devam etmektedir. Bugiine kadar 3 adet doktora dgdrencisi danismanhgi yapmis ve mezun
etmistir. Dr. Tanyel, bircok ulusal ve uluslararasi kongrelerde davetli konusmaci olarak bulunmus, kurslar
ve egitimler dizenlemistir. Kendisinin uluslararasi ve ulusal bilimsel dergilerde cok sayida makalesi ve
kitaplarda bélumleri bulunmaktadir. Evli ve iki cocuk babasidir.

He was born in 1981 in Trabzon. In 2004, he graduated from Istanbul University Faculty of Dentistry and
started to work as a Research Assistant at Ankara University Faculty of Dentistry, Department of Oral,
Dental and Maxillofacial Surgery. In 2011, he completed his thesis titled "Evaluation of the effect of maxil-
lary sinus augmentation on sound quality with acoustic analysis" and received the title of specialist dentist
and doctor of science (PhD). In 2014, he received the title of Associate Professor. Dr. Ungér, who is a
member of domestic and foreign scientific subjects, has many articles in indexed foreign and refereed
domestic journals and book chapter authorships. Reconstruction of maxillo-mandibular defects, bone
augmentation methods, dental implant surgeries, maxillofacial fractures, orthognathic surgery and repair
of cleft lip and palate are the surgical areas of interest of Dr. Ungér. In 2023, Dr. Ungér received the title
of Professor and still continues his academic life at Karadeniz Technical University Faculty of Dentistry,
Department of Oral, Dental and Maxillofacial Surgery. He is married and has 2 children.
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ABSTRACT

ESKI DOSTUN GERi DONUSU: SUBPERIOSTAL IMPLANTLAR

lleri derecede kemik erimesi olan hastalarin estetik ve fonksiyonel olarak rekonstriiksiyonu oral cerrahinin
halen tartismali konularindan birisidir. Son yillarda ciddi kemik erimesi olan vakalarin kisiye 6zel subperios-
tal implantlar kullanilarak rehabilitasyonu 6ne cikmaktadir. Aslinda subperiostal implantlarin kullanimi
1940’li yillara kadar geriye gitmektedir. Ancak yillarca basaril bir sekilde kullanilan subperiostal implantlar;
Uretim surecinin karmasikligi, rezidiel kemik élgtstiinin alimindaki zorluklar (dogrudan kemik 6élgiimu) ve
protez uyumundaki basarisizliklar nedeniyle bir sire sonra yerini Branemark tarafindan &nerilen
endoossedz implantlara biraktilar. Bilindigi gibi ileri kemik erimesi olan vakalarda endeossoz implantlarin
kullanimi 6ncesinde iliak greft yada otojen greftleme gibi cesitli ogmentasyon teknikleri kullaniimakta yada
zigoma implantlarindan faydalanilimaktadir. iliak greftleme ydntemi ile cene kemiklerinin rekonstriiksiyonu
basaril bir ydntem olmasina ragmen, tedavi siresinin uzun olmasi, gegici protez kullaniminin olanaksizhgi,
ikinci bir cerrahi saha olmasi, hastanin bir middet yirime zorluklari cekmesi gibi bazi dezavantajlara
sahiptir. Zigoma implantlari ile yapilan rekonstriiksiyon vakalarinda ise hastalarin protezleriyle ilgili yakin-
malar olmaktadir. Ayrica zigoma implantlarindan kaynaklanan enfeksiyonlar ciddi oro-antral bosluklarin
olusmasina neden olabilmektedir. GUnimizde digital teknolojinin gelismesi ve bircok alanda yayginlik
kazanmasiyla kemikle son derece uyumlu olan kisiye 6zel titanyum implantlar yapmak mimkundur. Kisiye
Ozel olarak tasarlanabilen bu implantlar, tst cenenin destek noktalarina uygun vidalar kullanilarak sabitlen-
mekte ve multiunit abutmentlar ile hastanin protetik ylklemesi kisa bir siirede yapilabilmektedir. Bu durum
otojen yada iliak uygulamalari sonrasi uzun bekleme surelerini kisalttigindan dolayl custom implantlara
ciddi avantajlar getirmektedir. Ancak Uretiminden ve uygulamasindan kaynaklanan bazi aksakliklar sebebi
ile cesitli komplikasyonlarla da karsilasiimaktadir. Sunumunda kisiye 6zel subperisotal implantlarin
kullanim endikasyonlari ve avantajlari ile ilgili teorik cerceve ortaya koymayi ve simdiye kadar elde ettigimiz
tecrlibe 1s1ginda yasadigimiz cesitli komplikasyonlari tartismay1 amaglhyoruz.

THE OLD FRIEND RETURNS: SUBPERIOSTAL IMPLANTS

Aesthetic and functional reconstruction of patients with advanced osteoporosis is still one of the contro-
versial issues of oral surgery. In recent years, rehabilitation of cases with severe osteoporosis using
personalized subperiosteal implants has come to the fore. In fact, the use of subperiosteal implants goes
back to the 1940s. However, subperiosteal implants that have been used successfully for years; Due to the
complexity of the manufacturing process, difficulties in obtaining residual bone measurement (direct bone
measurement) and failures in prosthesis fit, they were eventually replaced by the endoosseous implants
proposed by Branemark. As it is known, in cases with advanced bone resorption, various augmentation
techniques such as iliac graft or autogenous grafting are used or zygoma implants are used before the use
of endoosseous implants. Although the reconstruction of the jaw bones with the iliac grafting method is a
successful method, it has some disadvantages such as the long treatment period; the impossibility of
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using a temporary prosthesis, having a second surgical site, and the patient's walking difficulties for a
while. In cases of reconstruction with zygoma implants, patients have complaints about their prosthesis.
In addition, infections from zygoma implants can cause severe oro-antral spaces.

Today, with the development of digital technology and its prevalence in many areas, it is possible to make
personalized titanium implants that are highly compatible with bone. These implants, which can be
designed individually, are fixed to the support points of the upper jaw using appropriate screws, and pros-
thetic loading of the patient can be performed in a short time with multi-unit abutments. This situation
brings serious advantages to custom implants as it shortens the long waiting times after autogenous or
iliac applications. However, due to some problems arising from its production and application, various
complications are also encountered. In this presentation, we aim to present the theoretical framework
regarding the indications and advantages of personalized subperisotal implants and to discuss the various
complications we have experienced in the light of our experience so far.
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2004 yilinda Ankara Universitesi Dis Hekimligi Fakiiltesi'nden mezun oldum. 2004-2013 yillar arasinda
serbest dis hekimi olarak calistim. 2013-2018 yillar arasinda Atatiirk Universitesi Dis Hekimligi Fakdiltesi
AgJiz, Dis ve Cene Cerrahisi Ana Bilim Dalinda uzmanlik yaptim. 2018 yilinda inénii Universitesi Dis
Hekimligi Fakultesi Agiz, Dis ve Cene Cerrahisi Ana Bilim Dalinda doktor 6gretim Uyesi olarak goéreve
basladim. Halen ayni kurumda dogent olarak gérevime devam etmekteyim. Maxillofacial cerrahi, dental
implant cerrahisi ve maxillofasial agrilar konularinda ¢alismalarim devam etmektedir.

| graduated from Ankara University Faculty of Dentistry in 2004. | worked as a freelance dentist between
2004-2013. Between 2013 and 2018, | specialized in Atatiirk University Faculty of Dentistry, Department
of Oral and Maxillofacial Surgery. In 2018, | started working as assistant professor at inénii University
Faculty of Dentistry, Department of Oral and Maxillofacial Surgery. I still continue to work as an associate
professor at the same institution. My studies on maxillofacial surgery, dental implant surgery and maxillofa-
cial pain continue
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ABSTRACT
INFERIOR ALVEOLAR SINIR LATERLIZASYONU VE TRANSPOZISYONU

Mandibula posteriordaki kemigin ileri derecedeki rezorpsiyonu nedeniyle bu bélgeye yeterli uzunlukta
implant yerlestiriimesi zordur. Yeterli uzunluktaki implant yerlestiriimesine engel teskil eden mandibular
sinirin inferior alveolar dalidir. Rezorbe mandibulanin tedavisinde cesitli alternatif teknikler dnerilmektedir.
Bu teknikler; kisa implant kullanimi, yoénlendiriimis kemik rejenerasyonu, distraksiyon osteogenezisi,
apozisyonel kemik grefti, sinir lateralizsyonu veya sinir transpozisyonudur. Basari oraninin, primer stabilit-
eyi ve biyomekanigi destekleyen uzun bikortikal ankrajli implantlarin yerlestiriimesine baglantili oldugu
bilinmektedir. Yilksek oranda rezorbe olmus posterior mandibulada inferior alveoler sinir lateralizasyonu
veya transpozisyonu tedavi siresini kisaltmasi ve daha uzun implant yerlestiriimesine olanak saglamasi
gibi bircok avantaja sahiptir. Mandibula posteriorda ciddi rezorpsiyonlari olan vaka serimizde yeterli uzun-
lukta implant yerlestiriimesi icin alveolar sinirin lateralizasyonu veya transpozisyonu literatlr destegiyle
birlikte anlatilacaktir.

INFERIOR ALVEOLAR NERVE LATERALIZATION AND TRANSPOSITION

Due to the advanced resorption of the bone in the posterior mandible, it is difficult to place an implant of
sufficient length in this region. It is the inferior alveolar branch of the mandibular nerve that is an obstacle
to adequate length implant placement. Various alternative techniques have been proposed for the treat-
ment of the resorbed mandible. These techniques include the use of short implants, guided bone regener-
ation, distraction osteogenesis, appositional bone grafting, nerve lateralization or nerve transposition. The
success rate is known to be linked to the placement of implants with long bicortical anchorage that
support primary stability and biomechanics. Lateralization or transposition of the inferior alveolar nerve in
the highly resorbed posterior mandible has many advantages, such as shortening the duration of implant
treatment and allowing longer implant placement. In our case series with severe resorption of the posterior
mandible, lateralization or transposition of the alveolar nerve for adequate length implant placement will be
described with the support of the literature.
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Berkay TOKUC, Marmara Universitesi Dis Hekimligi Fakiiltesi’nden 2014 yilinda mezun oldu. Ayni yil,
Kocaeli Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Anabilim Dal’'nda uzmanlik egiti-
mine basladi ve uzmanlik egitimini 2019 yilinda tamamladi. 2019-2020 yillari arasinda istanbul’da &zel
kliniklerde galisti. 2020 yilindan itibaren Kocaeli Universitesi Dis Hekimligi Fakdiiltesi Agiz Dis ve Cene
Cerrahisi Anabilim Dal’nda akademik calismalarina devam etmekte ve 2022 yilindan itibaren Kocaeli
Universitesi Dis Hekimligi Fakiiltesi’nde dekan yardimcisi olarak gérev yapmaktadir. Mesleki ilgi alanlari
arasinda dental implantoloji, ortognatik cerrahi, maksillofasiyal travma, maksillofasiyal anomaliler ve oral
patoloji bulunmaktadir.

Berkay TOKUC graduated from Marmara University, Faculty of Dentistry in 2014. He started his postgrad-
uate education in Kocaeli University, Faculty of Dentistry, Department of Oral and Maxillofacial Surgery in
2014 and received his MSc degree in 2019. Between 2019-2020, he served in private clinics in Istanbul.
Since 2020, he has been continuing his academic career as Asst. Prof. at Kocaeli University. Since 2022,
Berkay TOKUG has also been working as the Vice Dean of Kocaeli University, Faculty of Dentistry. His
research interests include dental implantology, orthognathic surgery, maxillofacial trauma, maxillofacial
abnormalities, and oral pathology
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ABSTRACT

Sosis Teknigi: Siddetli Horizontal Kemik Defektlerinin Augmentasyonunda Y&nlendirilmis Kemik Rejenera-
syonuna Modifiye Bir Yaklagim

Dental implantlar, eksik dislerin yerine konulmasi icin son derece glvenilir ve éngoérulebilir bir ¢ézim
olarak ortaya cikmistir. Dental implantlarin basarisi, implantlarin yerlestiriimesi ve stabilitesi acisindan
zorluklar olusturabilen alveolar kemik defektlerinin varligi da dahil olmak lzere birgok faktérden etkilenir.
Sosis Teknigi, Urban tarafindan gelistirilen yeni bir yaklasimdir ve 6zellikle alveolar kemikteki siddetli
horizontal kemik defektlerinin augmentasyonu icin tasarlanmistir.Bu teknik, partikilli otojen kemik ve
deproteinize sigir kemigi greftlerinin 1:1 oraninda karisiminin kullaniimasini igeren, yénlendirilmis kemik
rejenerasyonunu (YKR) tekniginin spesifik bir varyasyonudur. Bu karisimin partikiler yapisi ile vaskulari-
zasyon kolaylasir, greft materyalinin ylzey alani artar ve alveolar kemigin sekline daha iyi bir uyum
saglanir. Ek olarak bu teknik, geleneksel YKR teknigi ile karsilastirildiginda, hem lingual/palatal hem de
vestibuller bélgelerde bir¢ok titanyum pinin kullaniimasi nedeniyle kollajen membranin daha iyi sabitlenme-
sini saglar. Sosis Teknigi'nde kollajen membranin immobilizasyonu, greft materyalinin gtivenli bir sekilde
tutulmasinda dnemli bir rol oynar ve istenen miktarda kemik olusumunu kolaylastirir. Bu sunumda, bu
cerrahi modifikasyonun klinik sonuglari, vaka érnekleri ve mevcut literattir bulgulan esliginde tartisilacaktir.

The Sausage Technique: A Modified Approach to Guided Bone Regeneration for Augmentation of Severe
Horizontal Bone Defects

Dental implants have emerged as a highly reliable and predictable solution for the replacement of missing
teeth. The success of dental implant placement can be influenced by different factors, including the pres-
ence of alveolar bone defects that may pose challenges for implant placement and stability. The Sausage
Technique, a novel approach developed by Urban, is specifically designed for the augmentation of severe
horizontal defects in alveolar bone. This technique is a specific variation of guided bone regeneration
(GBR) that involves using a 1:1 mixture of particulated autogenous bone and deproteinized bovine bone
grafts. The particulate nature of the mixture facilitates vascularization, increases the surface area of graft
material, and naturally adapts to the shape of the alveolar ridge. Furthermore, this technique offers an
improved method of securing the collagen membrane by utilizing multiple titanium pins on both the
lingual/palatal and vestibular sides, compared to the conventional GBR technique. The immobilization of
the collagen membrane in the Sausage Technique plays a crucial role in securing the graft material, there-
by facilitating the formation of the desired amount of bone. In this presentation, the clinical outcomes of
this surgical modification will be discussed, including insights from case presentations and the current
literature findings.
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Cemil Eren 1993 yilinda iskenderun’da dogdu. ilk, orta ve lise egitimlerini iskenderun’da tamamladi.
2012-2017 yillar arasinda Ankara Universitesi Dis Hekimligi Fakltesi’nde lisans egitimi aldi. 2018 yilinda
Erciyes Universitesi Dis Hekimligi Fakiiltesi, Agiz, Dis ve Cene Cerrahisi Anabilim Dal’nda uzmanlik egiti-
mine basladi. 2023 yilinda MRONJ’un énlenmesi ve tedavisinde Enamel Matriks TUrevlerinin Etkinliginin
degerlendirildigi tez calismasini tamamlayarak Agiz, Dis ve Gene Cerrahisi Uzmani Gnvanini aldi. Halen
Erciyes Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi Anabilim Dal’nda Arastirma
Gorevlisi olarak ¢calismalarini sirdirmektedir.

Cemil Eren was born in 1993 in Iskenderun. He completed his primary, secondary and high school educa-
tion in Iskenderun. He studied dentistry at Ankara University Faculty of Dentistry between 2012-2017. In
2018, he started his residency education at Erciyes University Faculty of Dentistry, Department of Oral,
Dental and Maxillofacial Surgery. In 2023, he completed his thesis study on the evaluation of the effective-
ness of Enamel Matrix Derivatives in the prevention and treatment of MRONJ and received the title of Oral
and Maxillofacial Surgery Specialist. He is currently working as a Research Assistant at Erciyes University
Faculty of Dentistry, Department of Oral and Maxillofacial Surgery.
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ABSTRACT
Ara ve Final Splint Olmadan Bimaksiller Ortognatik Cerrahi: Yazilimsal Hata

Giris: Ortognatik cerrahide U¢ boyutlu hareketleri iceren planlama, konvasyonel ya da dijital olarak Uretilen
splintler araciligiyla cerrahi uygulamaya aktarilir. Bu olgu raporunun amaci sanal planlama programi ile
hatali Uretilen ara ve final splint ile yapilan ortognatik cerrahi ameliyatini sunmaktir.

Vaka: Sinif 3 iskeletsel anomalisi olan 18 yasindaki kadin hastanin Ust ¢genesinin 3 mm 6ne ve alt ¢enesinin
1,5 mm geri alinmasi planlandi. Ameliyat plani sanal planlama programi (Nemo Software) kullanilarak
“maksilla first” yaklasimla tasarlandi. Cerrahi splintler hazirlandi ve okliizal adaptasyon acgisindan kontrol
edildi. Le Fort | osteotomisi tamamlandiktan sonra ara splintin yapiminda bir hata fark edildi. Nemo
software programi Gizerinden yapilan kontrolde splint Urretim asamasinda yazilimsal hata nedeniyle her iki
splintin maksillomandibular hareket yapilmadan Uretildigi gorildi. Hastanin genel anestezi altinda olmasi
ve yeni splintlerin Uretiminin uzun strecegi degerlendirilerek hastanin ameliyatinin splintler kullaniimadan
bitirilmesine karar verildi. Maksilla 3 boyutlu yeni konumuna splint kullaniimadan fikse edildikten sonra,
bisagittal split ramus osteotomisi uygulanan mandibula, maksilla rehberliginde maksillomandibular
fiksasyon yapilarak sabitlendi. Ameliyat sonrasi ve dncesi DICOM verileri kullanilarak MIMICS yazilimi ile
cakistirma yapilarak uygulanan cerrahinin dogrulugu degerlendirildi.

Sonug: Ortognatik cerrahide popltler hale gelen dijital teknolojinin sanal tabanl olmasi nedeniyle bazi
sorunlarla karsilasmamiz mimkundur. Bu olguda splintler yalnizca oklizal adaptasyon agisindan kontrol
edildi. Overjet ve overbite agisindan kontrol edilmedi. Cerrahi édncesi splintlerin planlama yazilimi Uzerin-
den ve klinik olarak okllizal adaptasyon, overjet-overbite acisindan ortodontist ve cerrah tarafindan iki kez
kontrol edilmelidir. Dijital teknolojide deneyim kazanilana kadar dijital splintlerle birlikte konvasyonel yedek
splintlerin Uretilmesi 6neririz.
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Bimaxillary Orthognathic Surgery Without Intermediate and Final Splints: Software Error

Introduction: In orthognathic surgery, the planning involving three-dimensional movements is transferred
to surgical practice through conventional or digital splints.The purpose of this case report is to present
bimaxillary orthognathic surgery performed with faulty intermediate and final splints due to a software error
in virtual planning.

Case Presentation:Bimaxillary orthognathic surgery was performed on a 18-year-old female patient with a
Class 3 skeletal anomaly with a plan to advance the maxilla by 3 mm and retract the mandible by 1.5
mm.The surgery was initially planned using the virtual planning program (Nemo Software). Surgical splints
were prepared and checked for occlusal adaptation. After the completion of Le Fort | osteotomy, an error
was noticed in the fabrication of the intermediate splint.A software error in the Nemo program during splint
production caused both splints to be manufactured without maxillomandibular movements.Considering
that it takes a long time to produce new splints, it was decided to complete the surgery without using the
splint. The maxilla was fixed in its three-dimensional position without splints, and bisagittal split ramus
osteotomy was performed on the mandible with maxillomandibular fixation.The accuracy of the surgery
was evaluated using DICOM data before and after surgery and alignment was conducted with MIMICS
software.

Conclusion: Digital technology, which has become popular, may create some difficulties due to its virtual
base.In this case, the splints were only checked for occlusal adaptation, without verification of overjet and
overbite. Surgical preoperative splints should be double-checked both through the planning software and
clinically by both the orthodontist and surgeon.
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Elif Ozcelik 1990 yilinda Bursa'da dogdu. 2013 yilinda istanbul Universitesi Dis Hekimligi Fakiiltesi'nden
mezun oldu. Egitimine Marmara Universitesi Agiz Dis Cene Cerrahisi bélimiinde devam etti. 2018 yilinda
Ekstramaksiller ve Intrasiniis Yerlesimli Zigomatik implantlarin Biyomekanik Tepkilerinin Sonlu Elemanlar
Analizi ile incelenmesi konulu tezini tamamladi. Cesitli kliniklerde klinisyen olarak calistiktan sonra istanbul
Atlas Universitesi Dig Hekimligi Fakdiltesi, Agiz Dis Cerrahisi ve Cene Cerrahisi Anabilim dalina Dr. Ogretim
Uyesi olarak atandi. Ayni Universitede halen gérevine devam etmektedir.

Elif Ozgelik was born in 1990 in Bursa, Turkey. She gratuated Istanbul University Faculty of Dentistry in
2013. She continued her education at the department of Oral and Maxillofacial Surgery at Marmara Univer-
sity. In 2018, she completed her thesis on Investigation of Biomechanical Responses of Extramaxillary and
Intrasinus Placed Zygomatic Implants with Finite Element Analysis. After working as a clinician in various
clinics, she was elected Assistant Professor of Oral Surgery and Maxillofacial Surgery in the Istanbul Atlas
university Faculty of Dentistry. She still continues her duty there.
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ABSTRACT

Piezocerrahi ile Cerrahi Destekli Hizli Ust Cene Genisletmesi (Sarpe)

GuUnumuzde cerrahi tedaviler minimal invaziv ve dngdrtlebilirligi yliksek yaklasimlara dogru kaymaktadir.
Piezocerrahi cihazi son zamanlarda hassasiyet ve giivenlik gibi teknik 6zellikleri nedeniyle maksillofasiyal
cerrahinin geleneksel aracglarina uygulanabilir bir alternatif olarak sunulmustur. Cihazin sert dokulara
spesifik olarak calismasi en blylk avantajlarindandir. Bu nedenle kritik anatomik yapilar (6rn. Palatin
arter) tehlikeye atma riski minimum dizeydedir. Diger avantajlar arasinda ameliyat sirasinda kanama ve
ameliyat sonrasi sismenin minimum dizeyde olmasi ve kemik ylzeylerinde minimum termal hasar yer alir.
Dar ve dogrusal osteotomiler, degisken titresimli nesterlerle, daha uzun bir calisma sliresi pahasina kolay-
likla gerceklestirilebilir. Maksiller transversal yetersizlik siklikla gérilmektedir. Tedavi, sttirler kapandik¢a
ve mekanik kuvvetlere karsi direng arttikga basarili ortodontik maksiller genisletme olasiliginin azalmasi
nedeniyle 15 yasin Ustlindeki hastalar i¢in cerrahi destekli hizli Ust ¢ene genigletmesini (SARPE) igerir.

Bu sunumun amaci, cerrahi destekli hizli st cene genisletmesinin (SARPE) tUm osteotomileri icin
Piezocerrahinin kullanimini géstermek ve piezocerrahinin hastanin doku iyilesmesi ve ameliyat sonrasi
iyilesmesi Uzerindeki yararli etkilerinin ardindaki mantigi sunmaktir.

Surgical Assisted Rapid Palatal Expansion (Sarpe) With Piezosurgery

Nowadays, trends in dental surgical treatment are shifting towards approaches that are minimally invasive
and have high predictability. Piezosurgery device has been recently presented as a feasible alternative to
the conventional tools of cranio-maxillo-facial surgery, due to its technical characteristics of precision and
safety. The cutting action of the device is unique because it occurs only when it is used on mineralized
tissues, not on soft tissues. Other advantages include minimal risk of jeopardizing critical anatomic struc-
tures (e.g. Palatine artery), minimal intraoperative bleeding and postoperative swelling, and minimal ther-
mal damage to bone surfaces. Narrow and rectilinear osteotomies can be easily performed with varying
vibrating scalpels, at the cost of a longer operating time. Transverse maxillomandibular discrepancies
occur in a wide variety of individuals. The treatment involves orthodontic expansion for patients under the
age of 15, or surgically assisted rapid palatal expansion (SARPE) for patients with mature bones due to the
decrease in the possibility of successful orthodontic maxillary expansion as sutures close and resistance
to mechanical forces increases. The operation, including pterygo-maxillary detachment, can be completed
under local anesthesia.The aim of the lecture is to illustrates the use of Piezosurgery for all osteotomies of
surgically assisted rapid maxillary expansion (SARME) and present the rationale behind the beneficial
effects of the piezosurgery on a patient's tissue healing and postoperative recovery.
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Dr.Ogr.Uyesi Kevser Sancak 1989 yilinda Gaziantep'te dogdu; ilk ve orta 6grenimini Gaziantep'te tamam-
ladi. Lisans egitiminde 2013 yilinda OnDokuz Mayis Universitesi Dis Hekimligi Fakiiltesi'nde mezun oldu;
2019 yilinda Ankara Universitesi Agiz Dis Cene Cerrahisi alaninda uzmanlik egitim programini tamamladi.
2020 yilinda Ankara Yildinm Beyazit Universitesi Dis Hekimligi Fakiiltesi'ne Doktor Ogretim Uyesi olarak
atandi. Halen ayni Universitede 6gretim Uyesi olarak gérev yapan Kevser Sancak’in dentoalveoler cerrahi,
ortognatik cerrahi, yarik dudak ve damak cerrahisi, kemik 6gmentasyonu ile ilgili ulusal ve uluslararasi cok
sayida yayin, kitap bolimi ve makalesi vardir. Ayrica TUrkiye'de ndralterapi dahil tamamlayici tipla ilgili
cok sayida egitime katilmistir.

Assist. Dr. Kevser Sancak was born in Gaziantep in 1989; she completed her primary and secondary
education in Gaziantep. She graduted from On Dokuz Mayis University Faculty of Dentistry in 2013; and
she completed her specialization training program at Ankara University in the field of Oral and Maxillofacial
Surgery in 2019. She was appointed Assistant Professor to Ankara Yildinm Beyazit University, Faculty of
Dentistry in 2020. She still serving as a faculty member at the same university, Assist. Dr. Kevser Sancak
has many national and international publications, book chapters and papers related to the field of dentola-
veolar surgery, orthognathic surgery, cleft lip and palate, bone augmentation and also participated in
numerous trainings regarding complementary medicine including neuraltherapy in Turkey.
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ABSTRACT

Alveolar Kemik Ogmentasyonunda Kisisel Titanyum Mesh Membranlarin Kullanimi

Dis cekiminden sonra, alveolar kemikte horizontal ve vertikal yénde bir azalma ile sonuclanan remodelling
siireci meydana gelir. Bu rezorpsiyon, dental implantlarin dogru yerlestiriimesi icin yetersiz kemik hacmine
neden olabilir. Farkll kemik rejenerasyon teknikleri kemik hacmini arttirmayi amaclar. Alveolar kemik jener-
asyon teknikleri arasinda otojen kemik greftleri, alveolar kemik distraksiyonu, inferior alveolar sinir
transpozisyonu ve yonlendirilmis kemik rejenerasyonu yer alir. Yonlendiriimis kemik rejenerasyonu (GBR),
implant alaninda kemik defekti meydana geldiginde siklikla alveoler kemigi yeniden yapilandirmak igin
kullanilan kemik 6gmentasyonu icin etkili ve basit bir yéntemdir. Membranin uygulanmasi GBR'nin temel
prensibidir. Agiz cerrahisinde kullanilan pek ¢ok membran tiri vardir ancak titanyum meshin avantaji, yer
muhafazasi saglayan ve kontur ¢okmesini dnleyen sertliktir. Kinik gereksinimlerin ve dijital implantasyon
teknolojisinin gelismesiyle birlikte, kisisel titanyum mesh membranlar, GBR'deki arastirma trendlerinden
biri haline gelmistir. Kisisel titanyum meshin maliyeti, standart titanyum mesh ve otojen greftleme yéntem-
lerine gbére daha yuksek olsa da, azaltilmig cerrahi slire, daha iyi stabilite ve standart titanyum meshe gére
daha az ekspoz riski avantajlar arasinda sayilabilir.

Using Customize Titanium Mesh Membrane In Alveolar Bone Augmentation

Following tooth extraction, a remodeling process occurs that results in a reduction in the alveolar bone in
both the horizontal and vertical directions. This resorption may lead to insufficient bone volume for correct
placement of dental implants. Different bone regeneration techniques aim to increase bone volume. Alveo-
lar bone regeneration techniques include autogenous bone grafts, alveolar bone distraction, inferior alveo-
lar nerve transposition, and directed bone regeneration. Guided bone regeneration (GBR) is an effective
and simple method for bone augmentation that is often used to reconstruct alveolar bone when a bone
defect occurs at the implant site. The application of the membrane is the basic principle of GBR. There are
many types of membranes used in oral surgery, but the advantage of titanium mesh is its rigidity, which
conserve space and prevents contour collapse. With the development of clinical requirements and digital
implantation technology, personal titanium mesh membranes have become one of the research trends in
GBR. Although the cost of personal titanium mesh is higher than standard titanium mesh and autogenous
grafting methods, its advantages include reduced surgical time, better stability and less exposure risk
compared to standard titanium mesh.
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Nurettin Diker 2013 yilinda Yeditepe Universitesi Dis Hekimligi Fakiiltesinden mezun oldu. 2013 ylinda
yapilan dis hekimliginde uzmanlik sinavina girerek Baskent Universitesi Dis Hekimligi fakiltesi Agiz, Dis ve
Cene Cerrahisi Anabilim Dalinda uzmanlik egitimi almaya hak kazandi ve uzmanlik egitimini 2017 yilinda
tamamladi. Ayni yil “Sistemik rifampisin tedavisinin travmatik inferior alveolar sinir hasari sonrasi rejenera-
tif etkilerinin degerlendirilmesi” baslikli doktora tezini sunarak istanbul Medipol Universitesinde Sinirbilim-
leri doktorasini tamamladi. 2019 yilinda Doktor Ogretim Uyesi, 2022 yilinda da Dogent Doktor invanlarini
almistir. SCI ve SCl-expanded indeksli dergilerde 10 dan fazla yayini ve ulusal-uluslararasi kongrelerde
bircok bildirisi vardir. Nurettin Diker’in ilgi alanlarn peripheral sinir yaralanmalari, ortognatik cerrahi ve
dentofasiyel deformite arastirmalaridir.

Nurettin Diker graduated from Yeditepe University faculty of Dentistry in 2013. By entering the national
examination for specialty in the field of Dentistry held in 2013, he gained the opportunity to be a resident
in Baskent University Department of Oral and Maxillofacial Surgery; and received her specialty degree in
2017. In 2017, he also completed his PhD thesis titled "The effect of systemic rifampicin treatment on
inferior alveolar nerve regeneration in rats following crush injury'' and obtained PhD degree in Neurosci-
ence at Istanbul Medipol University. He was appointed Assistant Professor in 2019 and Associate Profes-
sorin 2022. He published more than ten articles in peer-reviewed international journals indexed in SCI and
SCl-expanded, and presented several reports at international and national conferences. Her research
interests include peripheral nerve injury, orthognathic surgery and dentofacial deformities.
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ABSTRACT
Sagittal Ramus Osteotomisinde 'Algak ve Kisa' Medial Osteotominin Kullanimi

Giris: Obwegeser'in 60 yil dnce sagittal ramus osteotomisini (SRO) ilk kez tanitmasindan bu yana, faydali
olabilecek birgok modifikasyon tanimlanmistir. En son tanimlanan modifikasyonlardan biri, kondile dogru
ilerleyen spontan kirik riskini azaltmak igin Posnick tarafindan distk ve kisa medial osteotomi adiyla
tanitilmigtir.

Olgu: Algcak ve kisa medial osteotomi, medial horizontal osteotominin lingulanin hem altinda hem de ante-
riorunda konumlandirldigi bir modifikasyonudur. Bu modifikasyonun bad-split sikligini azaltmadaki fayda-
larinin yani sira, mandibular asimetrilerde proksimal ve distal segment arasindaki kemik interferanslarini da
azaltmaktadir. Bu olgu sunumunda; sag SRO alcak ve kisa medial osteotomi ile gergeklestirilmis, sol
ramus osteotomisi icin Hunsuck modifikasyonu kullaniimistir. Sol tarafta spontan kirik medial osteotomid-
en sigmoid centige dogru superiora ilerlemis, kondiler ve distal segment arasinda ayriima saglan-
amamistir. Mandibulada set back hareketini gereklestirebilmek icin sol mandibula subkondiler bdlgeye ek
bir osteotomi yapilmistir ve ameliyati takiben 4 hafta sireyle intermaksiller fiksasyon uygulanmistir.

Sonug: Bad split ameliyat seyrini olumsuz etkilemektedir. Mimkin olan durumlarda kompleks rijit
fiksasyon yapilarak ameliyata devam edilmesini ya da ameliyatin tamamen sonlandirilmasini gerektirmek-
tedir. Ameliyat 6ncesinde bad split risk faktorlerinin tespit edilebildigi durumda, cerrahlar SRO’si igin
dusuk ve kisa medial osteotomi yapmay! tercih edebilirler.
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Use of the ‘Low and Short’ Medlial Osteotomy for Sagittal Ramus Osteotomy

Introduction: Since Obwegeser initially introduced the sagittal ramus osteotomy (SRO) over 60 years ago,
several useful modifications have been described. One of the most recent modifications was introduced
as low and short medial osteotomy by Posnick, to reduce the frequency of unfavourable osteotomy propa-
gation toward the conadyle.

Case: Low and short medial osteotomy is a modification to the medial horizontal osteotomy that keeps the
cut both below and anterior to the lingula. Besides benefits of that modification on reducing the frequency
of unfavourable osteotomy, it also decreases the bony interferences between proximal and distal segment
in case of mandibular asymmetries. In the present case report, SRO of the right side was performed with
low and short medial osteotomy and Hunsuck modification was used for the left side. On the left side,
medial osteotomy propagated superiorly to the sigmoid notch and split could not be achieved between
condylar and distal segment. In order to set mandible back, additional osteotomy was performed to the
left mandibular sub condylar region and intermaxillary fixation was performed for a period of 4 weeks
following surgery.

Conclusion: A bad split negatively impacts the operative course, necessitating either complex rigid fixation
if feasible or termination of the procedure altogether. In case of pre-operatively observed bad split risk
factors, surgeons may prefer to perform a low and short medial osteotomy during SRO.
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25/04/1989 tarihinde BingéI’iin Solhan ilgesinde dogdum. Lisans egitimini Atatiirk Universitesi Dis Hekim-
ligi Fakultesinde 2009 -2014 yillan arasinda tamamldim. 2015- 2017 yillan arsinda Elazig Agiz ve Dis
Sagligr Merkezinde pratisyen dis hekimi olarak gérev yaptim. Dis Hekimliginde Uzmanlik Sinavi(DUS) ile
2017-2022 inénii Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi AD’da arastirma gérevlisi
olarak galistim. 2022 yilindan itibaren Bolu Abant izzet Baysal Universitesi Dis Hekimligi Fakdiltesi Agiz, Dis
ve Cene Cerrahisi AD’da Doktor Ogetim (iyesi olarak ¢alismaktayim.

Was born on 25/04/1989 in Solhan district of Bingdl. | completed my undergraduate education at Atatiirk
University Faculty of Dentistry between 2009 and 2014. Between 2015 and 2017, | worked as a general
dentist at Elazig Oral and Dental Health Center. | took the Specialization Examination in Dentistry (DUS)
and worked as a research assistant at inénii University Faculty of Dentistry, Department of Oral and Maxil-
lofacial Surgery between 2017-2022. Since 2022, | have been working as a member of assistant professor
at Bolu Abant lzzet Baysal University Faculty of Dentistry, Department of Oral and Maxillofacial Surgery
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ABSTRACT
Kronik Temporal Mandibular Eklem Disloksayonunun Ag¢ik Eklem Cerrahisi ile Tedavisi: Olgu Sunumu

Giris: Temporomandibular eklem(TME) dislokasyonu, mandibulanin fonksiyonel hareketleri sirasinda
kondilin anterior ydnde fazla yer degistirmesi sonucu Artikiler Eminensin(AE) dniinde konumlanmasidir(1).
TME dislokasyonu gillme, konusma, yemek yeme gibi guinliik aktiviteler esnasinda olusabilecegi gibi uzun
siren dental islemler sirasinda da ortaya ¢ikabilmektedir(2). Bu durum hastalarda yasam kalitesini etkiley-
en ciddi boyutlara ulasabilir. Boyle durumlarin cerrahi tedavisinde eminektomi islemi siklikla uygulanmak-
tadir.

Vaka: 42 yasindaki kadin hasta, TME’inde 3 yildir tekrarlayan dislokasyon sikayeti ile Bolu Abant izzet
Baysal Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Klinigine bagvurdu. Bu olguda,
eminektomi ile basarili bir sekilde tedavi edilen mandibular dislokasyon vakasi sunulmustur. TME dislo-
kasyonu hastalarin yasam kalitesini etkileyen agril bir TME rahatsizligidir. Bu durumun cerrahi tedavisinde
eminektomi islemi siklikla uygulanmaktadir. TME ve cevre anatomik yapilar géz 6nlne alarak uygu-
landiginda komplikasyon goérilme olasiligi azalacaktir.

Treatment of Chronic Temporal Mandibular Joint Dislocation with Open Joint Surgery: Case Report

Introduction: Temporomandibular joint (TMJ) dislocation is the positioning of the condyle in front of the
Articular Eminence (AE) as a result of excessive displacement in the anterior direction during the functional
movements of the mandible (1). TMJ dislocation can occur during daily activities such as laughing, talking,
and eating, as well as during long-lasting dental procedures (2). This situation can reach serious levels that
affect the quality of life of patients. Eminectomy is frequently performed in the surgical treatment of such
conditions.

Case Presentation:A 42-year-old female patient applied to Bolu Abant izzet Baysal University Faculty of
Dentistry Oral and Maxillofacial Surgery Clinic with a complaint of recurrent dislocation in her TMJ for 3
years. In this case, a case of mandibular dislocation TMJ dislocation is a painful TMJ disorder that affects
patients' quality of life. Eminectomy is frequently performed in the surgical treatment of this condition.
When applied by taking into account the TMJ and surrounding anatomical structures, the possibility of
complications will decrease
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2006 yilinda lisans egitimini Hacettepe Universitesi Dishekimligi Fakiltesi’nde tamamlamistir. Ayni yil
Hacettepe Universitesi Dishekimligi Fakiltesi ADC Cerrahisi AD’da bagladigi doktora programini 2012
yilinda bitirmistir. Hala Hacettepe Universitesi’nde dgretim (yesi olarak calismaktadir. implantoloji,
patoloji, anestezi alaninda lisans ve uzmanlik dersleri vermektedir.

Selen Adiloglu completed her education at Hacettepe University Faculty of Dentistry in 2006.

She made her doctorate program, which she started in the same year at Hacettepe University Faculty of
Dentistry, Department of Oral and Maxillofacial Surgery in 2012.

She still works as an academic member at Hacettepe University. She teaches licence and specialist cours-
es in implantology, pathology and anesthesia.
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ABSTRACT
MRONJ Hastalarinin Cerrahi tedavisinde Mikrobiyolojik Orneklemin Onemi

Kemik rezorbsiyonuna neden olan hastaliklarin tedavisinde ve kanser hastalarinda uzun dénem kullanilan
bazi kemoterapétikler ilaca Bagl Cene Kemigi Osteonekrozuna neden olabilir. Bifosfonatlar, Denosuma-
b(RANKL inhibitért), bevacizumab (monoklonal antibody), sunitinib bu ilaglardan bazilaridir. Bu ajanlarin
antirezorptif ve anti anjiojenik etkilerine bagl gelisen osteonekrotik alanlarda farkli firsat¢i mikroorganiz-
malarin izlenebilir. Bu mikroorganizmalarin varligi MRONJ hastalarinin cerrahi tedavi basari oranini etkile-
mektedir.

Etken bakterilerin tespitinde antibiyotik duyarlilik testleri ve sistemik enfeksiyon bulgularinin degerlendiril-
mesi ile cerrahi sonrasi daha iyi ve hizli bir iyilesme siireci izlenebilir. intraoral bélgedeki normal mikroflo-
ranin gesitliligi de géz 6ntine alindiginda 6zellikle bakteri suglarinin tespitinde dogru érneklem alimi burada
onem tasimaktadir.

The importance of microbiological sample in the surgical treatment of MRONJ Patients

Medicine related osteonecrosis of the jaws(MRONJ) can be occured related with the diseases that cause
bone resorption and cancer patients treated with long term chemotheraphy. Some of these chemother-
peutic agents are biphopsphonates , denosumab(RANKL inhibitdr), Bevacizumab( monoclonal
antibody)and sunitinib. Number of opportunistic microorganism can increase at the osteonecroic bone
occurred according to the antiangiogenic and antiresorptive effects of these agents. Entity of these oppor-
tunistic microorganisms can affect the success rate of the surgery at MRONJ patients. Better and rapid
healing can be observed when effective microorganisms were detected and the antibiyogram was
obtained related to these microorganisms, also systemic symptoms were evaluated. Accuracy of taking
the bone sample have an important role because of the diversity of the oral microfiora.
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G6PD Eksikligi: Agiz, Dis ve Cene Cerrahisinde Anestezi Stratejileri

Giris

Glukoz 6 Fosfat Dehidrogenaz (G6PD) eksikligi diinyada en sik gorilen enzim eksikligidir. Diinya genelinde 400 milyon insani
etkiledigi distnulmektedir. En sik Afrika, Glineydogu Asya, Akdeniz ve Orta Dogu 'da rastlanmistir (1). X kromozomundaki G6PD
genindeki mutasyon nedeniyle meydana gelmektedir ve 140 ‘in Gzerinde mutasyon tanimlanmistir (2, 3). Bu nedenledir ki
erkeklerde hemizigot olarak hastalik meydana gelebilirken kadinlarda hastaligin siddetini degistirebilecek sekilde homozigot ya
da heterozigot olabilmektedir (3). Tanisinda enzim aktivitesi ya da molekiiler analiz kullanilabilmektedir (1). ilk olarak 1950
yillarinda antimalaryal ila¢ kullanan Amerikan askerlerinde gelisen hemolitik anemi sonrasinda tanimlanmistir (4). G6PD,
eritrositleri oksidatif strese karsi koruyan antioksidanlarin pentoz fosfat yolu ile tGretiminde goérevlidir (5). Eksikliginde bakla
tiiketimi, oksidatif stres yaratan durumlar (enfeksiyon, travma v.b.) ve bazi ilaglarin (primakin, rasburikaz) kullanimi hemolitik
anemiye yol agmaktadir (6). Yine genel anestezi pratiginde kullanilan pek ¢ok ilag hemolitik anemi ile sonuglanabilir (Tablo 1).
Ayrica prilokain, artikain, lidokain ve benzokain G6PD eksikligi olan hastalarda methemoglobinemi gelisimini
tetikleyebilmektedirler (7). Diinya Saglik Orgiiti (WHO) enzim aktivitesi ve klinik bulgulara gére G6PD eksikligini 5 gruba
siniflandirmistir (Tablo 2) (8). G6PD eksikliginde ilag kullanimi ile iliskili hemolitik anemi genellikle ilag uygulamasi ardindan 1-
3 giin sonra goriilmektedir. ilk hafta sonuna kadar bu anemi derinlesebilirken 8-10. giinlerden sonra iyilesme dénemine
girecektir. Bu tip anemi genellikle kendini sinirlamakta ve nadiren kan transfiizyonu ihtiyaci gelismektedir (6). Bu durum
glndibirlik cerrahide tani ve takip islemlerinin aksamasina yol agmaktadir. Hastalarda klinik olarak bas agrisi, dispne, yorgunluk,
lomber/substernal agri, sarilik, skleral ikter ve koyu idrar gibi semptom ve bulgular meydana gelmektedir (6). Laboratuvar
bulgularinda hemoglobin ve haptoglobin degerlerinde diisiis gozlenirken laktat dehidrogenaz, unkonjlige bilirubin ve retikilosit
degerlerinde ylikselme gozlenir (6, 9).

Agiz, dis ve cene cerrahisi hastalarinda lokal anestezik kullanim ihtiyact her zaman mevcuttur. Lokal anestezinin yeterli olmadigi
islemlerin yaninda belirli endikasyonlar dahilinde sedasyon ve genel anestezi destegi dogmaktadir. islem sonrasi analjezi de
cerrahinin 6nemli yapitaslarindandir. Cerrahinin her agsamasinda kullandigimiz ilaglarin énemli bir kisminin G6PD eksikliginde
kullanimi 6nerilmemektedir. Cok yaygin olan bu patolojinin saptanmasi ve buna yonelik akilci ilag segimi Agiz, Dig ve Cene
Cerrahisi hastalarinda son derece degerlidir.

Tablo 1: G6PD Eksikliginde Anestezi Uygulamalari ve Kullanilabilecek ilaglar (9-14).

Deksmedetomidin Midazolam Diazepam
Glikopirolat Remifentanil
Ketamin Sevofluran
Propofol Isofloran
Tiyopental
Halotan
N20
Roklronyum
Suksinilkolin
Bupivakain Prilokain Lidokain
Benzokain

Fenazopiridin

Meperidin Alfentanil
Sufentanil Fentanil
Remifentanil
Tramadol
ibuprofen Aspirin Asetanilid
Parekoksib Metimazol Diklofenak
Asetaminofen
Amikasin Penisilin Dapson
Kloramfenikol Ko-Trimoksazol
Streptomisin Siprofloksasin
Trimetoprim Gentamisin
Sulfanilamid
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Tablo 2: Diinya Saglk Orgiitii G6PD Eksikligi Varyantlari (8)

e  Ciddi eksiklik
e  Oksidatif stres olmadan hemoliz gelisebilir
»  Kronik nonsferositik hemolitik anemi Cok nadir

o % 1-10 rezidUel aktivite

Baslangicta hemoliz yok veya nonsferositik hemolitik

anemi
e  Akdeniz varyanti (yaygin)
e Normal G6PD aktivitesinin %10-60'i
e  Afrika varyanti (yaygin)
e Normal G6PD aktivitesinin %60-100'U

e Normalden yiiksek G6PD aktivitesi

Vaka Sunumu

Olgu 1: 39 yas erkek hasta. Mandibula yerlesimli odontojenik kist tanisiyla kistektomi yapilmak tzere klinigimize basvurdu
(Resim 1). Daha 6nce bakla tiiketimi sonrasinda hastaneye basvurup hemolitik anemi ile G6PD eksikligi tanisi aldig1 Hematoloji
konsultasyon cevabinda hemodinamik monitdrizasyon esliginde hemolize yol agabilecek ilaglardan uzak durularak islemin
yapilmasi 6nerildi. G6PD eksikligi olan hastalarda glivenli olmasi nedeniyle propofol rokiironyum ve remifentanil tercih edildi.
Remifentanilin literatlirde dile getirilmis antioksidan 6zelliginin de bu grup hastalarda bize ekstra avantaj saglayacagini da
disiinerek hem genel anestezi indiiksiyonu hem de idamesinde kullandik (15). Genel anestezi indiksiyonunda propofol 2
mg/kg, remifentanil 1 mcg/kg, ronkiironyum 0,6 mg/kg dozunda uygulandiktan sonra propofol ve remifentanil inflizyonu
esliginde anestezi idamesine devam edildi. intraoperatif olarak lokal anestezi uygulanmayan hastada postoperatif désnemde
kullanmasi igin ibuprofen ve amikasin regete edildi. Taburculuk sonrasi hasta ile glinliik gériisme yapilarak olasi semptom ve
bulgular degerlendirildi. Ayrica postoperatif 3. ve 7. glinlerde uygun kan tetkikleri planlandi. Yapilan takip sonucunda hemolizi
gbsteren semptom, bulgu ve laboratuvar sonucu gézlemlenmedi.

Resim 1: Olgu 1 Panaromik Grafi

Olgu 2: 8 yasinda kiz hasta. Stperniimerer dis ¢ekimi icin klinigimize basvurdu (Resim 2). Hasta G6PD tanili ve hemoliz oykisi
yok. Daha 6nce genel anestezi, sedasyon ya da lokal anestezi almamis. Pediyatrik hematoloji konsiiltasyon cevabinda
hemodinamik monitérizasyon esliginde kullanilmamasi gereken ilag gruplarindan kaginilmasi gerektigi ifade edilmis. Hastanin
isleminin kisa slirecek olmasi sebebiyle sedoanaljezi planlandi. Sedoanaljezi uygulamasi icin sedatif ve analjezik olmasinin
yaninda literatirde antioksidan 6zelliklerine de dikkat ¢ekilen deksmedetomidin tercih edildi (16). 1 mcg/kg bolus dozunun 10
dakika icinde uygulanmasinin ardindan 1 mcg/kg/saat infiizyon dozu ile devam edildi. Deksmedetomidin inflizyonu ile yeterli
sedasyon ve analjezi saglanmasi sayesinde lokal anestezi uygulanmadi. Postoperatif analjezi icin ibuprofen slispansiyon ve
antibiyoterapi i¢in amikasin slispansiyon regete edildi. Taburculuk sonrasi hastanin ailesi ile glinlik gériisme yapilarak olasi



semptom ve bulgular degerlendirildi. Buna ek olarak postoperatif 3. ve 7. glinlerde uygun kan tetkikleri planlandi. Yapilan takip
sonucunda hemolizi gosteren semptom, bulgu ve laboratuvar sonucu gézlemlenmedi.

Resim 2: Olgu 2 Panaromik Grafi

L

Olgu 3: 24 yasinda erkek hasta. GomUliu 3. molar dis gekilmesi igin klinigimize basvurdu (Resim 3). Hasta G6PD tanili ve hemoliz
oykusi yok. Daha 6nce lokal anestezi esliginde siinnet islemi sirasinda methemoglobinemi gelismis. Hematoloji konsiiltasyon
cevabinda uzak durulmasi gereken ilag listesi paylasilarak hemodinamik monitérizasyon o6nerilmis. Yapilacak islemin lokal
anestezi destegiyle yapilabilecek olmasi sebebiyle dis ¢cekimi bupivakain uygulamasinin ardindan gerceklestirildi. Hastada
intraoperatif dénemde ve taburculuga kadar gegen postoperatif donemde methemoglobinemi saptanmadi. Ameliyat sonrasi
analjezi ve antibiyoterapi icin ibuprofen ve amikasin tercih edildi. Taburculuk sonrasi hasta ile glinlik gérisme yapilarak olasi
semptom ve bulgular degerlendirildi. Bunun yaninda postoperatif 3. ve 7. glinlerde uygun kan tetkikleri planlandi. Yapilan takip
sonucunda hemolizi gosteren semptom, bulgu ve laboratuvar sonucu gézlemlenmedi.

Resim 3: Olgu 3 Panaromik Grafi
- T by p

Sonug¢
G6PD eksikligi olan hastalarda ayrintih anamnez yaninda mutlaka Hematoloji gorisii alinmali ve planlama ile ilag segimi
konsiiltasyon cevabi ile yapilacak cerrahi isleme gére yapilmalidir. intraoperatif dénemde her hasta hemodinamik olarak
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monitorize edilmeli ve glivenli ilaglarla dogru yontem (lokal anestezi, sedasyon, genel anestezi) tercih edilmelidir. Analjezi ve
antibiyoterapi de hastaya uygun sekilde secilmelidir. Uygun ila¢ gruplari ve planlama G6PD eksikligi olan hastalara glivenle her
anestezi yéntemi uygulanabilir. Buradaki en 6nemli nokta 6zellikle glintibirlik cerrahilerde takibin sadece operasyon gini ile
sinirl tutulma yanilgisidir. Hasta islem sonrasinda gerceklesebilecek semptom ve bulgular konusunda bilgilendirilmelidir. islem
sonrasi takip guinlik vizit, hemoliz bulgulari ve gerekli laboratuvar tetkikleri ile 1 haftaya kadar uzatiimalidir.
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G6PD Deficiency: Anesthesia Strategies in Oral and Maxillofacial Surgery

Introduction

Glucose 6 Phosphate Dehydrogenase (G6PD) deficiency is the most common enzyme deficiency in the world. It is thought to
affect 400 million people worldwide. It is most common in Africa, Southeast Asia, the Mediterranean and the Middle East (1).
It was first described in 1950 after hemolytic anemia developed in American soldiers treated with antimalarial drugs (2). Itis
due to a mutation in the G6PD gene on the X chromosome and over 140 mutations have been identified (3, 4). Therefore, while
men can be hemizygous, women can be homozygous or heterozygous, which can alter the severity of the disease (4). Enzyme
activity or molecular analysis can be used in the diagnosis (1). G6PD is functioning in the production of antioxidants that protect
erythrocytes against oxidative stress via the pentose phosphate pathway (5). In deficiency, consumption of fava beans,
oxidative stress (infection, trauma, etc.) and the use of certain drugs (primaquine, rasburicase) lead to hemolytic anemia (6).
Again, many drugs used in general anesthesia practice may result in hemolytic anemia (Tablo 1). In addition, prilocaine,
articaine, lidocaine and benzocaine may trigger the development of methemoglobinemia in patients with G6PD deficiency (7).
The World Health Organization (WHO) classified G6PD deficiency into 5 groups according to enzyme activity and clinical signs
(Tablo 2) (8). In G6PD deficiency, hemolytic anemia secondary to drug use is usually seen 1-3 days after drug administration.
While this anemia may worsen until the end of the first week, it will enter a recovery period after the 8th-10th days. This type
of anemia is usually self-limiting and the need for blood transfusion rarely occurs (6). This leads to a delay in diagnosis and
follow-up procedures in ambulatory surgery. Patients clinically present with symptoms and signs such as headache, dyspnea,
fatigue, lumbar/substernal pain, jaundice, scleral icterus and dark urine (6). In laboratory tests, hemoglobin and haptoglobin
levels decrease while lactate dehydrogenase, unconjugated bilirubin and reticulocyte levels increase (6, 9).

There is always a need for local anesthetic administration in oral, dental and maxillofacial surgery patients. In addition to
procedures where local anesthesia is not sufficient, sedation and general anesthesia support arises within certain indications.
Post-procedure analgesia is also an important cornerstone of surgery. A significant portion of the drugs we use at every stage



of surgery are not recommended for use in G6PD deficiency. Detection of this very common pathology and rational drug
selection is extremely valuable in Oral, Dental and Maxillofacial Surgery patients.

Table 1: Anesthesia Practices and Drugs that can be Used in G6PD Deficiency (9-14).

Safe Controversial Unsafe
General Anesthesia Agents Dexmedetomidine Midazolam Diazepam
Glycopyrrolate Remifentanil
Ketamine Sevoflurane
Propofol Isoflurane
Thiopental
Halothane
N20
Neuromuscular Blockers Rocuronium
Succinylcholine
Local Anesthetics Bupivacaine Prilocaine Lidocaine
Benzocaine

Phenazopyridine

Narcotic Analgesics Meperidine Alfentanil
Sufentanil Fentanyl
Remifentanil
Tramadol
Antipyretics, Analgesics ibuprofen Aspirin Acetanilide
Parecoxib Methimazole Diclofenac

Acetaminophen

Antibiotics Amikacin Penicillin Dapson
Chloramphenicol Ko-Trimoxazole
Streptomycin Ciprofloxacin
Trimethoprim Gentamycin

Sulfanilamide

Table 2: WHO G6PD Deficiency Variants (8)

Class Characteristics

e Severe deficiency
Hemolysis can develop without oxidative stress.
Chronic non-spherocytic hemolytic anemia very rare
e 1-10% residual activity
2 No hemolysis or non-spherocytic hemolytic anemia at
onset

e Mediterranean variant (common)
e 10-60% of normal G6PD activity

e  African variant (common)
e  60-100% of normal G6PD activity

e Higher than normal G6PD activity

Case Presentation
Case 1: 39 years old male patient. He was admitted to our clinic for cystectomy with the diagnosis of odontogenic cyst located
in the mandible (Figure 1). He was admitted to the hospital after consuming fava beans and diagnosed with hemolytic anemia
and G6PD deficiency. In response to the hematology consultation, it was recommended to perform the procedure with
hemodynamic monitoring and avoiding drugs that may cause hemolysis. Propofol, rocuronium and remifentanil were preferred
because of their safety in patients with G6PD deficiency. Considering that the antioxidant property of remifentanil, which has
been reported in the literature, would provide us with an extra advantage in this group of patients, we used remifentanil for
both induction and maintenance of general anesthesia (15). Propofol 2 mg/kg, remifentanil 1 mcg/kg, and rocuronium 0.6
mg/kg were administered for general anesthesia induction and anesthesia maintenance was performed with propofol and




remifentanil infusion. Local anesthesia was not administered intraoperatively and ibuprofen and amikacin were prescribed for
postoperative use. After discharge, the patient was interviewed daily and possible symptoms and findings were evaluated. In
addition, appropriate laboratory blood tests were planned on the 3rd and 7th postoperative days. As a result of the follow-up,
no symptoms, signs or laboratory results indicating hemolysis were observed.

Figure 1: Case 1 Panoramic radiograph

Case 2: 8-year-old girl. She was admitted to our clinic for supernumerary tooth extraction (Figure 2). The patient was diagnosed
with G6PD and had no history of hemolysis. She has never had general anesthesia, sedation or local anesthesia. In the pediatric
hematology consultation, it was stated that drug groups that should not be administered should be avoided with hemodynamic
monitoring. Sedoanalgesia was planned due to the short time of the procedure. Dexmedetomidine, which has antioxidant
properties in the literature in addition to being sedative and analgesic, was preferred for sedoanalgesia (16). A bolus dose of 1
mcg/kg was administered within 10 minutes followed by an infusion dose of 1 mcg/kg/hour. Adequate sedation and analgesia
were achieved with dexmedetomidine infusion and no local anesthesia was administered. lbuprofen suspension was
prescribed for postoperative analgesia and amikacin was preferred as antibiotic. After discharge, the patient's family was
interviewed daily and possible symptoms and findings were evaluated. In addition, appropriate blood tests were planned on

postoperative days 3 and 7. As a result of the follow-up, no symptoms, signs or laboratory results indicating hemolysis were
observed.

Figure 2: Case 2 Panoramic radiograph




Case 3: 24-year-old male patient. He was admitted to our clinic for extraction of impacted 3rd molar tooth (Figure 3). The
patient was diagnosed with G6PD and had no history of hemolysis. He developed methemoglobinemia during a previous
circumcision procedure under local anesthesia. In the hematology consultation, a list of drugs to be avoided was given and
hemodynamic monitoring was recommended. Since the procedure could be performed under local anesthesia, tooth
extraction was performed after bupivacaine administration. No methemoglobinemia was observed in the intraoperative period
and in the postoperative period until discharge. Ibuprofen and amikacin were preferred for postoperative analgesia and
antibiotherapy. After discharge, the patient was interviewed daily and possible symptoms and findings were evaluated. In
addition, appropriate laboratory tests were planned on the 3rd and 7th postoperative days. As a result of the follow-up, no
symptoms, signs or laboratory results indicating hemolysis were observed.

Figure 3: Case 3 Panoramic radiograph
b

Conclusion

In patients with G6PD deficiency, Hematology consultation should be considered in addition to detailed anamnesis and
planning and drug selection should be made according to the consultation and the surgical procedure to be performed. In the
intraoperative period, each patient should be monitored hemodynamically and the correct method (local anesthesia, sedation,
general anesthesia) with safe drugs should be preferred. Analgesia and antibiotherapy should also be selected appropriately
for the patient. Appropriate drug groups and planning any anesthesia method can be safely performed in patients with G6PD
deficiency. The most important point here is the misconception that follow-up is limited to the day of the operation, especially
in day surgery. The patient should be informed about the symptoms and signs that may occur after the procedure.
Postoperative follow-up should be extended up to 1 week with daily visits, hemolysis signs and necessary laboratory tests.
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Ozet

Amag: Down sendromlu gocuklarda trakeal anomalilerin sikligina ve tirine dikkat cekmek, bu anomalilerin anestezi
uygulamalari sirasinda ortaya ¢ikabilecegi riskleri belirtmek ve bir vaka lizerinden bu durumu incelemektir.

Vaka: 15 yasinda, Down sendromlu bir kiz hastada genel anestezi altinda surnumerer dis ¢ekilmesi icin yapilan operasyon
sirasinda, nazotrakeal entiibasyon girisimleri basarisiz oldu. Videolaringoskopi ile yapilan degerlendirmede vokal kordlarin
hemen distalinde trakeal web tespit edildi. 4.00 mm i¢ capli entlibasyon tliplyle basarili entlibasyon gerceklestirildi. Hasta,
operasyondan komplikasyonsuz bir sekilde uyanarak taburcu edildi.

Sonug: Down sendromlu hastalarda, trakeal anomalilerin potansiyel varligi, anestezi uygulamalarinda zorluklara yol agabilir.
Bu, anestezistlerin DS'li hastalarda anestezi indiiksiyonu ve entlibasyon planlamasi yaparken bu olasihigl géz onilinde
bulundurmalari gerektigini gostermektedir. Ayrica, trakeal web gibi nadir trakeal anomaliler, DS'li hastalarda daha sik
rastlanabilecek olgulardan biri olabilir.

Anahtar kelimeler: Down sendromu, trakeal web, videolaringoskopi

1. Giris

Down sendromu (DS) veya trizomi 21, yaklasik 625 dogumda bir gériilme oraniyla insanlarda goriilen en yaygin kromozomal
bozukluktur (1). DS'li hastalar, kardiyak defektler, Hirschprung hastaligi veya duodenal atrezi gibi iliskili konjenital anomalilere
sahip olma olasiligi daha ylksektir, ancak hava yolu anomalilerinin varhgi hakkinda az bilgi bulunmaktadir. DS, ¢ocuklarda bas
ve boyun bolgesinde genis bir anatomik cesitlilige neden olur. Tipik yliz gérinim, kiiclik agiz, yliksek damak, kas hipotonisine
bagh olarak dil genelde disari sarkiktir. Hava yolu anomalileri, DS’li cocuklarda morbidite ve mortalitenin dnemli bir kismindan
sorumludur (2, 3). DS’li cocuklarda st hava yolu anomalileri literatlrde iyi tanimlanmistir ve hava yolu semptomlari olan DS’li
cocuklari tedavi eden doktorlar tarafindan iyi bilinmektedir (4) fakat 6zellikle alt hava yolunda hava yolu anomalilerinin gergek
frekansi bilinmemektedir.

Genel pediatrik popiilasyonda, trakeal anomaliler nispeten nadir gorlir. Belirti ve semptomlar arasinda stridor, dispne,
Oksirik, tekrarlayan solunum vyolu enfeksiyonlari veya siyanoz bulunabilir. Asemptomatik de seyredebilir. Trakeal
anomalilerin tanisi trakeobronkoskopi ile koyulur. Trakeobronkoskopi sadece semptomatik hastalarda gerceklestirildigi icin,
trakeal anomalilerin rapor edilenden daha sik meydana geldigi disliniilmektedir. Laringo-trakeo-bronsiyal patolojiler, DS'li
cocuklarda genel popllasyona kiyasla ¢ok daha yaygindir, 6zellikle subglotik stenoz ve trakeal problemler agisindan (5).
Ayrica, trakeal anomaliler genellikle hava yolu veya solunum anomalileri disindaki konjenital bozukluklarla birlikte gorulr,
bunlar arasinda konjenital kalp hastaligi, vaskiiler anomaliler veya gastrointestinal defektler bulunur (6).

Bu yazida konjenital trakeal web’i oldugunu diisindtigiimiiz 15 yasinda, DS’li bir hasta sunulacaktir.

2. Olgu Sunumu

15 yasinda kiz hastaya, genel anestezi altinda surnumerer dis c¢ekilmesi icin operasyon planlandi. Hastanin anestezik
preoperatif degerlendirilmesinde, Down sendromlu oldugu ve 1 yasindayken Ventrikller Septal Defekt (VSD) nedeniyle
diizeltme operasyonu gegirdigi 6grenildi. Preoperatif olarak kardiyolojiye konsiilte edildi. Kardiyoloji tarafindan profilaktik
antibiyotik uygulanarak operasyona onay verildi. Bunun disinda hastanin yapilan fizik muayenesinde tipik Down sendromu
gorinimi mevcuttu ve sistemik muayenelerinde patolojik bulgu yoktu. Laboratuvar testleri de normal sinirlarda idi. Hastaya
odasinda 2 mg midazolam yapildiktan sonra hasta ameliyathaneye alindi. Elektrokardiyografi (EKG), periferik oksijen
saturasyonu (SpO;) ve non-invaziv kan basinci takibi yapilarak standart monitorizasyon yapildi. Anestezi indiiksiyonu yapildi
ve yeterli kas gevsemesi saglandiginda nazotrakeal entiibasyona baslandi. Direkt laringoskopi ile 6.00 mm i¢ capli entlibasyon
tipliyle entliibasyon denendi. Vokal kordlar net bir sekilde gorilebilmesine ragmen tiipin ucu girdikten sonra tip
ilerletilemedi. 5.5 mm i¢ caph tip kullanilarak tekrar denendi yine tlip ilerletilemedi. Sonrasinda videolaringoskop ile
entibasyon planlandi. Videolaringoskopi yapilarak vokal kordlar goriintilendi ve vokal kordlarin hemen distalinde bir trakeal
web gorildi (Resim 1). 5.00 mm i¢ ¢capli entlibasyon tiipiyle entliibasyon denendi. Tip yine ilerletilemeyince 4.00 mm i¢ caph
entlbasyon tlpuyle basarili entlibasyon gergeklestirildi (Resim 2). Daha sonra hastanin cerrahi islemi gerceklestirildi ve
komplikasyonsuz bir sekilde hasta uyandirildi. Servis takibinde de sorun gelismeyen hasta ayni giin icerisinde taburcu edildi.
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3. Tartisma

Trakeal web, trakeal Iimeni daraltan ancak trakeayl tamamen tikamayan ince bir doku tabakasidir. Konjenital olabilecegi gibi
entibasyon sonrasinda da gelismis olabilir. Yakin zamanda yapilan bir sistematik incelemeye gére DS'li cocuklarda trakeal
anomaliler Down sendromu olmayan ¢ocuklara gore daha sik gortlmektedir (7). Bu trakeal anomaliler; Konjenital ve edinilmis
trakeal stenozlar, tam trakeal halka deformitesi, trakeal bronchus, vaskiler yapilar tarafindan trakeal basi, trakeomalazi,
trakeal web olarak siralanabilir. Literatlirde DS'li hastalarda trakeal web ile ilgili fazla ¢calisma bulunmamaktadir. Bir ¢calismada
trakeal limeni yaklasik %30 oraninda daraltan ve herhangi bir miidahale yapmadan kendiliginden iyilesen bir vakadan
bahsedilmektedir (8).Konjenital trakeal web olduk¢a nadir gériilmektedir ve prevalansini saptayabilmek igin yeterli sayida
¢alisma bulunmamaktadir. 24 DS’li hasta ve 324 non DS'li hastanin degerlendirildigi bir calismada 1 DS’li ve 2 non DS’li trakeal
webi olan hasta saptanmistir ve genel prevalans % 0.6 olarak bulunmustur (8). Bir vaka sunumunda da 9 yasinda tekrarlayan
pndémoniler nedeniyle takip edilen bir hastada saptanan konjenital trakeal web olgusu sunulmustur (9). Trakeal anomalilerde
genelde stridor, dispne, oksurik, tekrarlayan solunum yolu enfeksiyonlari veya siyanoz gibi semptomlar gorlebilir ancak
bizim vakamizda oldugu gibi asemptomatik de olabilir. Bu bilgiler 1s1ginda DS'li hastalara genel anestezi planlanirken zor
havayoluna karsi hazirlikli olunmalidir.

4, Sonug

Down sendromu, hava yolu anomalileri riskini artirabilir, bu da anestezi yonetiminde klinisyenler igin dnemli bir husustur. Bu
vaka, preoperatif degerlendirme ve anestezi planlamasinda potansiyel trakeal anomalilerin farkinda olmanin kritik 6Gnemini
vurgulamaktadir. DS'li hastalarin tedavisinde multidisipliner bir yaklasimin benimsenmesi ve hazirlikli olmanin énemi,
potansiyel komplikasyonlarin ve morbiditelerin dnlenmesine yardimci olabilir. Ozellikle DS'li hastalarin preoperatif
degerlendirilmesinde dikkatli ve ayrintili bir hava yolu degerlendirmesi yapilmasi gerektigini belirtmek esastir.
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6. Resimler

Figure 1: videolaringoskopide trakeal web'in gérinimi

Figure 2: 4.00 mm i¢ capl entlibasyon tlpinin yerlesimi
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Abstract

Objectives: Prosthetic rehabilitation of jaws that are excessively resorbed and have skeletal deformities can be difficult. The
reasons for this situation are lack of sufficient bone for implant placement and the maxillomandibular relationship having a
skeletal class 1l deformity.

Case report: A 51-year-old male patient was consulted to Ankara University Oral and Maxillofacial Surgery Clinic. The main
complaint of patient was suitable prosthesis could not be made. As a result of the evaluation, it was observed that the

mandible was edentulous and atrophic, the maxilla was rehabilitated with a fixed prosthesis. Additionally, askeletal class IlI
deformity was observed. It was decided to advancement of maxilla with Le Fort 1 osteotomy after clinical and radiological
examination. A temporary prothesis was designed for mandible in class Ill occlusion. Then Le Fort 1 osteotomy was
performed, and maxilla was placed in ideal position.

A 54-year-old male patient was consulted to our clinic for preprosthetic surgery. As a result of the evaluation, it was
observed that the maxilla was edentulous and had insufficient bone vertically and horizontally, and the mandible was
rehabilitated with a fixed prothesis. Additionally, a skeletal class Il deformity was observed. It was decided to augmentation
the maxilla with mandibular ramus block graft. It was placed dental implants after6-month. A temporary prothesis was
designed for maxilla in class Il occlusion. Then Le Fort 1 osteotomy was performed, and maxilla was placed in ideal position.
Conclusion: In the presence of skeletal class Ill deformity and accompanying an extremely atrophic and edentulous maxilla
or mandible that is difficult to rehabilitate prosthetically, rehabilitation is possible with ideal maxilla position obtained by Le
Fort 1 osteotomy.

Keywords: Le Fort 1 Osteotomy, Bone Augmentation, Preprosthetic Surgery

1. Introduction

Prosthetic rehabilitation of jaws that are excessively resorbed and have skeletal deformities is difficult. This is due
to the lack of sufficient bone for implant placement and the maxillomandibular relationship having a skeletal class llI
deformity. It has been reported that the success rate of Le Fort 1 osteotomy in older patients is no different compared to
younger individuals. However, sinus perforations are possible due to the presence of thin sinus walls; additionally, since the
nasal mucosa is adherent to the bone, it may perforate while being elevated.

2. Materials and Methods

Case 1: A 51-year-old male patient was consulted to Ankara University Oral and Maxillofacial Surgery Clinic. The
main complaint of patient was suitable prosthesis could not be made. As a result of the evaluation, it was observed that the
mandible was edentulous and atrophic, the maxilla was rehabilitated with a fixed prosthesis. Additionally, askeletal class Il
deformity was observed. It was decided to advancement of maxilla with Le Fort 1 osteotomy after clinical and radiological
examination. A temporary prothesis was designed for mandible in class Ill occlusion. Then Le Fort 1 osteotomy was
performed, and maxilla was placed in ideal position.

Case 2: A 54-year-old male patient was consulted to our clinic for preprosthetic surgery. As a result of the evaluation,
it was observed that the maxilla was edentulous and had insufficient bone vertically and horizontally, and the mandible was
rehabilitated with a fixed prothesis. Additionally, a skeletal class Ill deformity was observed. It was decided to augmentation
the maxilla with mandibular ramus block graft. It was placed dental implants after6-month. A temporary prothesis was
designed for maxilla in class Il occlusion. Then Le Fort 1 osteotomy was performed, and maxilla was placed in ideal position.

3. Discussion

The advantages of carrying out implant surgery in a secondary procedure in severely resorbed maxilla that the
decreased risk of failure of the graft and probability of implant loss. A fixed prosthesis before Le Fort osteotomy helps to
reposition the maxilla, determine the movement, and improve the dental midline adjustment. Hybrid prosthesis could
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provide the vertical dimension and occlusion, however, there should be implant positive inclination. This approach provides
the performed implant in own position in alveolar bone.

Mandibular orthognathic surgery has some risks in severely resorbed mandible. There may be bad split,
neurosensorial disorders and rigid fixation problems in operation. Therefore, maxillary Le Fort 1 osteotomy could be an
option the correction of the occlusion with the severely resorbed mandible.

4. Conclusion

In the presence of skeletal class Il deformity and accompanying an extremely atrophic and edentulous maxilla or
mandible that is difficult to rehabilitate prosthetically, rehabilitation is possible with ideal maxilla position obtained by Le
Fort 1 osteotomy.
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6. Figures

Figure 4. Case 1, intraoperative image




Figure 5. Case 1, pre-post cephalometric radiography

Figure 6. Case 2, intraoperative images

Figure 7. Case 2, intraoperative images



Figure 8. Case 2, pre-post cephalometric radiography
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OZET:

GiRis:

"Gomulu dis" mekanik engellerden dolayi veya normal siirme zamaninda halen siirememis disler icin kullanilan bir terimdir.
Yer darlg), disin ektopik pozisyonda olmasi, siipernimerer disler, patolojik etkenler vs gibi lokal faktorler ana
etkendirler.Bununla beraber sistemik ve genetik hastaliklar ve sendromik durumlar da dislerin stirmesini engellemektedir.?
Ai' de, minedeki problemlere ek olarak konjenital dis kayiplari, anterior open-bite, pulpal kalsifikas- yonlar, dentin displazileri,
kok ve kuron rezorpsiyon- lari, hipersementoz, kok malformasyonlari ve dislerin ertipsiyonunda anormallik gérilebilir.2
VAKA RAPORU:

Fakulte klinigimize dis eksikligi nedeniyle basvuran ikiz kardes olan 2 hastada alinan anamnezde dentinogenesis imperfekta
disinda sistemik bir hastaliklari olmadigi 6grenildi. Hastada alinan panaromik rontgende fazlaca sayida gomuli dis oldugu
tespit edildi. Hastalarin protetik rehabilitasyonu icin dislerin cekimi ve sonrasinda implant cerrahisi planlandi.Her iki hastada
farkli ginlerde genel anestezi altinda mandibulada her iki tarafta da derin gémiili disleri cekmek icin bsso kesisi yapildi. Disler
cekildi ve kesi hatti mini plak ve vidalarla fiske edildi. Maksillada gom{ili dislerin ¢ekimi icin bone lid teknigi ile disler cekildi
ve kortikal plaka mini plak ve vidalar ile yeniden fiske edildi. Post-op kontroliinde herhangi bir problem gézlenmedi.

SONUG: SSRO, mandibular ramusta, angulusta ve corpusta derin gomli dislerin gekimine minimal cerrahi travma ve kemik
kaybi ile izin veren glivenilir bir tekniktir.Bu cerrahi yaklasim diger geleneksel tekniklere gore kar-zarar hesabi yapilarak tercih
edilebilir.

Anahtar Kelimeler: BSSO, Bone-lid, gdmli dis

ABSTRACT:

OBJECTIVES:

"Impacted tooth" is a term used for teeth that have not erupted due to mechanical obstacles or at the normal eruption time.
Local factors such as space limitation, ectopic position of the tooth, supernumerary teeth, pathologic factors, etc. are the
main factors, but systemic and genetic diseases and syndromic conditions also prevent the eruption of teeth. Dentinogenesis
imperfecta is a localized mesodermal dysplasia affecting both primary and permanent teeth. The disease is inherited in an
autosomal dominant manner with high penetrance and low mutation rate. The color of the teeth ranges from brown to blue
and is sometimes described as amber or gray.

CASE REPORT:

In the anamnesis of 2 twin brothers who presented to our faculty clinic because of missing teeth, it was learned that they
had no systemic disease other than dentinogenesis imperfecta. Panaromic X-rays of the patients revealed a large number of
impacted teeth. Extraction of the teeth and subsequent implant surgery were planned for prosthetic rehabilitation of the
patients.bsso incision was made to extract the deeply impacted teeth on both sides of the mandible under general anesthesia
on different days in both patients. The teeth were extracted and the incision line was flicked with mini plates and screws. For
the extraction of impacted teeth in the maxilla, the teeth were extracted with the bone lid technique and the cortical plate
was re-fisked with mini-plates and screws. No problem was observed in post-op control.

CONCLUSION:

SSRO is a reliable technique that allows the extraction of deeply impacted teeth in the mandibular ramus, angulus and corpus
with minimal surgical trauma and bone loss. This surgical approach may be preferred over other conventional techniques on
a cost-benefit basis.

Keywords: BSSO, Bone-lid, impacted tooth
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GIRIS:

"Gomulu dis" mekanik engellerden dolayi veya normal siirme zamaninda halen siirememis disler icin kullanilan bir terimdir.
Komsu dislerin yaptigi basing, kemik yapidaki ve yumusak dokudaki yogunluk, cevre mukozanin uzun sireli kronik iltihabi,
cene darhgl, persiste siit disleri, supernumerer disler, sit dislerinin erken kaybi, kemikteki inflamatuar degisiklikler gibi lokal
nedenler ve heredite, rasitizm, anemi, konjenital sfiliz, vitamin D eksikligi, anormal kas basinglari, tiiberkiloz ve endokrin
bozukluklar veya sendromlar gibi sistemik nedenler dislerin gomik kalmalari yoniinde rol oynar.?2 Amelogenezis
imperfekta(Al), kalitimsal gecis gdsteren, siit ve daimi dislerdeki minenin yapisini, miktarini ve bilesimini etkileyen genetik bir
mine gelisim anomalisidir. Genellikle otozomal dominant ya da otozomal resesif gecis gosterir; X-kromozomuna bagl gecisler
seyrektir. Al' de, minedeki problemlere ek olarak konjenital dis eksiklikleri, anterior open-bite, pulpal kalsifikasyonlar, dentin
displazileri, kok ve kuron rezorpsiyonlari, hipersementoz, kék malformasyonlari ve dislerin ertpsiyonunda anormallik
gorilebilir. 34

VAKA RAPORU:

Fakulte klinigimize dis eksikligi nedeniyle basvuran ikiz kardes olan 2 hastada alinan anamnezde dentinogenesis imperfekta
disinda sistemik bir hastaliklari olmadigi 6grenildi. Hastada alinan panaromik réntgende fazlaca sayida gomali dis oldugu
tespit edildi. Hastalarin protetik rehabilitasyonu igin dislerin ¢ekimi ve sonrasinda implant cerrahisi planlandi.Her iki hastada
farkli ginlerde genel anestezi altinda mandibulada her iki tarafta da derin gomiilii disleri gekmek igin bsso kesisi yapildi. Disler
cekildi ve kesi hatti mini plak ve vidalarla fiske edildi. Maksillada gom{ili dislerin ¢gekimi icin bone lid teknigi ile disler gekildi
ve kortikal plaka mini plak ve vidalar ile yeniden fiske edildi. Post-op kontrollinde herhangi bir problem gozlenmedi.

TARTISMA:

Prognatizm ve retrognatiyi tedavi etmek icin sagittal osteotomi ilk olarak 1957 yilinda tanimlanmistir Geleneksel cerrahi
¢cekimin neden olabilecegi ciddi kemik kayb, inferior alveolar sinir hasari, komsu dislerde yaralanma ve intra-post op kirik gibi
komplikasyon risklerinin fazla oldugu derin gémuli molar dislerin gikarilmasi icin bir secenek olarak nadiren SSRO kullanimi
rapor edilmistir.>

Bone-lid teknigi, ameliyatin sonunda orijinal konumuna yerlestirilen bir kemik kapagin v hazirlanmasi ve ¢ikarilmasindan
olusur. Teknigin amaglari, cerrahi hedef alanin aciga ¢ikarilmasini saglamak, diger daha agresif yontemlerle (ostektomi)
kaybedilen kemigi kurtarmak ve kemik iyilesmesini iyilestirmektir. &

Derin gomuli dislerin geleneksel cerrahi ¢cekimi 6nemli 6lglide kemik kaybina ve inferior alveolar sinir hasarina neden
olabilmektedir. Derin gdmull dislerin ekstraoral yaklagsimla ¢ekimi ise fasiyal sinir hasarina ve istenmeyen skar olusumuna
neden olabilir.BSSO, anteroposterior eksen boyunca mandibular harekete izin verdigi igin 6ncelikle dentofasiyal deformiteleri
dizeltmek igin kullaniimistir. Diger avantajlari IAN'In tamamen goruntilenmesi, minimal kemik kaybi ve mikemmel erisimdir.
Alisilmadik bir pozisyondaki gomalu bir dis SSRO ile giivenli bir sekilde gekilebilir.

Literatiirde gomull dis ¢ekimi icin SSRO kullanimi ile ilgili az sayida ¢alismaya rastlanmistir. Amin ve arkadaslari, gdmull bir
alt tigtincli molar dise cerrahi erisim igin SSRO 6neren ilk arastirmacidir?

Infante Cossio ve arkadaslari , SSRO'nun asiri distal migrasyonu olan bir molar disin ¢ekimi icin kullanildigi bir vaka
bildirmistir.8Toffanin ve arkadaslari, derin gomuli bir tigtinci molar disin SSRO ile ¢ekildigi bir vaka bildirmislerdir °

Jones ve arkadaslari SSRO ile ¢ikarilan bir mandibular tGg¢linci molar vakasi bildirmistir.1°

Santos ve ark. 3 vakada derin gomuli dislerin SSRO ile komplikasyonsuz cekildigini gbstermistir.>

SONUC:

SSRO, mandibular ramusta, angulusta ve corpusta derin gomlu dislerin cekimine minimal cerrahi travma ve kemik kaybi ile
izin veren givenilir bir tekniktir.Bu cerrahi yaklasim diger geleneksel tekniklere gore kar-zarar hesabi yapilarak tercih
edilebilir.
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Abstract

Objective: Ectopic teeth are defined as teeth located outside the alveolar arch or not in the normal localisation. The
aim of this case report is to present the surgical treatment of ectopic mandibular third molar (EMTM) associated with
dentigerous cyst in the ramus region and to review the relevant literature.

Case Report: A 40-year-old female patient presented to Department of Oral and Maxillofacial Surgery, Faculty of
Dentistry, Ondokuz Mayis University with the complaint of occasional pain in the left lower jaw for three years. Clinical and
radiological examination revealed an impacted third molar in the left ramus and a radiolucent area around the crown. The
ectopic tooth was removed by intraoral surgical approach.

Conclusion: Ectopic mandibular third molar (EMTM) teeth represent a rare clinical entity and often remain impacted
unrecognised unless they cause symptoms or are incidentally detected on radiographic examination. They are often
associated with a dentigerous cyst. It can be followed up without treatment or surgical treatment can be planned if necessary.

Keywords: Dentigerous Cyst, Ectopic tooth, Ramus

1. Introduction

A tooth is considered "ectopic" when it is positioned in an unusual location away from its anatomical position (1).
Ectopic teeth are seen in the jaw bones or in areas other than the alveolar arch (2). Reported sites include maxillary sinus,
palate, mandibular condyle, coronoid process, mandibular ramus, nasal cavity, orbit, and surrounding soft tissues (3,4,5,6).
Most cases of ectopic third molars are asymptomatic and are usually recognized during routine clinical and radiographic
investigations. Ectopic teeth are more commonly seen in the mandible and in female individuals (1,2,9,10,11). The etiology
of ectopic positioning of teeth is still not known exactly. However, many theories have been proposed including trauma,
infection, developmental anomalies and pathological conditions such as dentigerous cysts (1,2,11,13,17). This presentation
will be discussed, a case of ectopic mandibular third molar (EMTM) tooth associated with dentigerous cyst located in the
mandibular ramus region of a female patient.

2. Case Report

A 40-year-old female patient presented to Department of Oral and Maxillofacial Surgery, Faculty of Dentistry, Ondokuz
Mayis University (Samsun/Turkey) with the complaint of occasional pain in the left mandible for the last three years. Clinical
examination revealed that the mandibular left third molar tooth was missing in the mouth, and panoramic radiography
revealed that this tooth was impacted in the mandibular ramus (figure 1). Cone Beam Computed Tomography (CBCT) was
taken from the patient in order to reveal the relationship of the impacted tooth with the anatomical structures. CBCT revealed
that the impacted tooth was displaced upwards on the left side of the ramus and there was a radiolucency surrounding the
crown (figure 2). The patient was operated under general anesthesia. With the intraoral approach, an incision was made
starting from the anterior ridge of the ramus and continuing to the distal part of the permanent mandibular left second molar.
After removing of the bone, the crown and roots of the teeth were extracted by separating to parts (figure 3-4). The extraction
cavity was curetted (figure 5). The extracted pieces were sent for pathological examination. The flap was closed primarily
(figure 7). After the operation, antibiotics, analgesic anti-inflammatory and mouthwash were prescribed. The patient was
followed up radiologically and clinically and no perioperative and postoperative complications were encountered (figure 8).
Histopathological examination result was reported as dentigerous cyst.
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3. Discussion

The incidence of ectopic teeth varies between 0.1-1% (12). They can be seen in vertical, horizontal and inverse
positions (8). Ectopic teeth may be asymptomatic or may present with different symptoms. These include pain in the head
and facial region, epistaxis, swelling in the relevant region, trismus or facial asymmetry (5,6,9,11,16). In this case, the patient
presented to the clinic with occasional pain in the left lower jaw.

The diagnosis of ectopic tooth is made with clinical and radiological examinations. In order to remove the tooth
without damaging the surrounding tissues, the anatomy of the region, the size and localization of the tooth, and its
relationship with the other tooth and tooth roots should be fully revealed with three-dimensional radiographs (10,11). In this
case, both orthopantomographic radiographs and CBCT were taken, and radiographic examination was performed.

Extraoral, intraoral or endoscopic surgical methods can be applied in the surgical treatment of ectopic teeth in the
maxillofacial region. Extraoral approaches are generally preferred for the extraction of ectopic teeth located in the
mandibular condyle and coronoid process, sigmoid notch or lower border of the mandible. However, intraoral approach is
more preferred due to complications such as extraoral scarring, damage to the temporomandibular joint or nerve injury that
may occur as a result of this approach (1,2,9,10,11,17,19). Intraoral approach was preferred in this case.

The use of endoscopy allows better visualization of the surgical field (11,12,15). In some case reports in the literature,
endoscopically assisted surgical techniques were used to remove ectopic lower third molars in the ramus and condylar region
associated with dentigerous cyst (17,18).

Veerabhadrappa et al. (19) identified a total of 14 cases of EMTM teeth in the ramus region, 12 females and 2 males
in their literature review. Five of these cases were associated with dentigerous cysts. Intraoral approach was preferred in
more than 90% of the cases.

WuY, Song et al. (1) investigated the incidence of ectopic lower third molars according to their position in the mandible
on orthopantomographic imaging. According to the results of the study, the upper ramus (condyle and coronoid), the middle
ramus, the angulus, and the corpus were the most frequent locations. However, it was concluded that most of these teeth
were associated with pathological lesions (most commonly dentigerous cyst) and were more common in women.

Wang et al. (11) were published a review literature on EMTM teeth. Dentigerous cysts accompanied these teeth in 5
of the 11 cases reported.

In a study on ectopic molars, it was found that 59% of these teeth were associated with radiolucent lesions and most
of them were dentigerous cysts. It was shown that the majority of cases were female and there was no significant difference
between intraoral and extraoral approach preferences (17).

4. conclusion

EMTM in the ramus are extremely rare and often remain undiscovered unless they cause symptoms or are found by
chance on radiographic examination. These teeth are associated with dentigerous cysts in most cases (1,9,10,11,17,19).
Accurate determination of the anatomical region in which they are localized by conventional or advanced radiographic
examinations is of great importance in deciding which surgical approach is preferred (10,17). All authors agree that the
treatment should be carefully planned in order to choose a more conservative technique.

In symptomatic cases, extraction of the tooth with intraoral approach is generally recommended, while extraoral
approaches may be preferred when necessary, depending on the position of the tooth (1,2,9,10,11,14,17,19). Asymptomatic
cases may remain untreated (7,10,19). However, they require regular follow-up and observation to monitor the development
of any pathology or the status of the existing pathological lesion (10,17,19).
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Figure 1: Preoperative panaromic view.

Figure 2: CBCT view of the ectopic third molar. Figure 3: Exposure of impacted tooth.



Figure 6: Primary closure.

Figure 7: Postoperative third month control panoramic view.
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Objective: The study aimed to explore the impact of bioengineered scaffolds derived from plant secretions on critical size
defects in the rabbit mandible.

Materials and Methods: 36 male rabbits were included in the study. Bilateral mandibular defects of 10 mm in diameter and
4 mm in depth were surgically prepared in experiments. The QSM/nHAp-based scaffolds were implanted on one side, and
the other side was left empty. The subjects were sacrificed on the 10th, 21st, 45th, and 90th days. Hemotoxylin-eosin staining
was used as a general tissue stain, and Masson's trichrome staining technique revealed calcium deposits and deposits
histologically.

Results: In the control group, the surface of the defect showed signs of smooth healing. However, there were significant gaps
in the healing process on the 45th and 90th days, and the cylindrical defect showed signs of fibrotic healing. In the
experimental group, graft material was observed on day 10. On the 21st day, the graft underwent resorption at the cavity's
base, forming new bone tissue in its place. Histological evaluation showed that new bone formation in the defect was better
in the experimental group than in the control group. Histologic evaluation showed that new bone formation in the defect
was better in the experimental group than in the control group.

Conclusion: The hydrophilic, flexible, porous structure and durable characteristics of QSM-nHAp bioscaffolds make QSM-
nHAp composites a promising option for non-load-bearing applications, particularly in research related to craniomaxillofacial
re-modeling.

Key Words: Quince seed mucilage, Bone tissue engineering, Rabbit mandible

Introduction

Regenerative medicine approaches are employed in several Oral and Makxillofacial Surgery clinical procedures. These
procedures include reconstructive surgery, alveolar bone and sinus augmentation, chronic periodontal therapies, and peri-
implantitis. Reconstructive surgery encounters significant challenges in addressing severe bone abnormalities, mainly
attributed to their inherent healing capacity limitations (1). More than two million bone grafting procedures are performed
worldwide each year. Bone is one of the second most frequently transplanted tissues, just after blood transfusion (2,3).

Nanoceramics in medicine has contributed to developing biomaterials that help transport bone substitutes to the
repair site. One of the most critical nanomaterials is nano-hydroxyapatite (nHAp). Due to the chemical similarity between
nHAp and human mineralized bone tissue, synthetic nHAp has a strong affinity for hard tissue (4). nHAp could help stem cells
move to an area of injury, study how trace elements like strontium or boron affect bone cell stimulation, and control the
release of vancomycin to help treat osteomyelitis. Numerous biocomposite materials, including nHAp components, have
been documented in the literature (5-7).

Inorganic HAp scaffolds have optimal morphology and porosity but often have inadequate mechanical properties.
Composite approaches targeting the combination of natural polymers and HAp powders have become more preferred with
successful improvements to scaffold structures. Researchers have continued to use composite scaffolds made of HAp powder
dispersed in collagen, silk fibrin, gelatin, and chitosan over the years (8).

Quince seed mucilage is used in traditional medicine applications, pharmacy, medicine, cosmetics, food packaging,
and food additives (9-10-11-12). In comparison to other polysaccharides such as cellulose, alginate, and chitosan, the QSM
exhibits notable characteristics, including its elevated solubility in water under neutral pH conditions and its ability to undergo
biodegradation within mammalian tissue (13,14).

Our group developed a new bioscaffold from quince seed mucilage and nanohydroxyapatite (QSM/nHAp). Detailed
biological physicochemical behaviors and all characterizations of the bioengineered QSM/nHAp-based 3D tissue scaffolds
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were completed, and it was concluded that they induced osteogenic differentiation of human mesenchymal stem cells (13-
14). The objective of this investigation, which serves as an extension of a previous study and is accompanied by a preliminary
report, is to assess the effectiveness and bioavailability of a bioengineered graft material that is both biodegradable and
biocompatible for treating significant bone lesions in the mandible of rabbits, in a comparative manner. These investigations
will serve as a pivotal step in assessing the regenerative capabilities of the scaffolds in bone tissue. Additionally, they will
provide valuable insights into the responses of bone tissue and provide the groundwork for possible clinical applications.

The fact that QSM/nHAp bioscaffolds are easily and cheaply available, biologically do not cause immune reactions in
human cells, and have stimulating effects on cellular regeneration is an essential alternative for their development as
biomedical materials. In this respect, the in vivo study of a plant-based polysaccharide material will add scientific innovation
and difference to the literature.

Materials and Methods

The extraction of quince seed mucilage (QSM) was conducted on fresh seeds of Cydonia oblonga Miller utilizing a
water-based moderate extraction methodology previously published by our research team (15). In summary, the seeds
underwent immersion in ultra-pure water (UPW) for one night at 30 °C, utilizing a rotary evaporator (Rotavapor R-210, Buchi,
Flawil Switzerland). Subsequently, the seeds were subjected to filtration using a vacuum filter and then subjected to
lyophilization for 12 hours using a LyoQuest-55 apparatus (Telstar, Terrassa, Spain)(16).

The QSM-nanohydroxyapatite (nHAp) composites were synthesized by incorporating nHAp powder into the QSM
solution. The concentration of 5 mg/mL QSM was selected as the ideal concentration for mechanical durability, considering
our prior experience with handling. Subsequently, the nano-hydroxyapatite (nHAp) was introduced into the QSMagq in a
weight-to-weight ratio of 1:1. The QSM-nHAp slurry was subjected to homogenization using a vortex for a minimum duration
of 20 minutes, followed by mixing on a magnetic stirrer for 2 hours. The viscous mixture was carefully transferred into Teflon
molds, with a volume of 300 uL per well, and subjected to freeze-drying for 12 hours. The porous scaffolds were subjected
to crosslinking using EDC/NHS reagents that were produced in MES buffer (pH: 5.5, in 70% EtOH). This crosslinking process
was previously documented by our research team (15). The object has been sterilized by UV light.

Ethics committee approval for the study was obtained from Canakkale Onsekiz Mart University Animal Experiments
Local Ethics Committee. The study was conducted in the operating room of Canakkale Onsekiz Mart University, Experimental
Research and Application Center (COMUDAM). Thirty-six male white New Zealand rabbits (5 months old and weighing 3.5
kg), which were determined to be healthy by veterinary control, were included in the study.

Anesthesia was achieved by intramuscular administration of 25 mg/kg ketamine HCI (Ketalar®, Pfizer) and 5 mg/kg
xylazine HCI (Rompun®, Bayer). After dissection of the skin and subcutaneous tissues from the submandibular region of the
subjects, the operation site was reached, and a bilateral cylindrical bone cavity (10mm x 4 mm-diameter x depth) was
removed with a physiodispenser. The QSM/nHAp-based scaffolds were placed in the defect area in the left mandibular
corpus region (experimental group). In contrast, the defect area on the right side of the mandible was left empty (control
group). Mini-plate fixation was applied bilaterally to the mandible of the subjects to prevent pathologic fracture formation
due to the defect (17). After hemostasis was achieved in the area, it was closed using periosteum, subcutaneous tissues, and
resorbable suture material. All subjects received enrofloxacin (Baytril-K®,2.5 mg/kg IM) and meloxicam (Maxicam®, 0.2 mg/kg
IM) injections daily for five days for postoperative care and protection against infection (Figurel). The subjects were
sacrificed on the 10th, 21st, 45th, and 90th days with a high dose (200 mg/kg i.v.) of Sodium Pentothal injection (Petothal,
Ekipental, Timekip ilagc Sanayi, Istanbul, Turkey). Afterward, the mandibular bones of the subjects in the defect area were
resected and fixed with 10% formalin. For histologic evaluation, hemotoxylin-eosin staining (H&E) was used as a general
tissue stain, and Masson's trichrome (MT) staining technique revealed calcium deposits and deposits histopathologically.
Results

Specimens were subjected to analysis at specific time intervals: day 10 to assess the inflammatory response in the
region, day 21 to examine the impact of the graft materials on the newly formed bone tissue, day 45 to evaluate the
resorption of the biomaterial, and day 90 to assess the effects of the graft materials on the newly formed bone tissue, as well
as the extent of resorption.

Surgeries went uneventfully, and there were no surgical complications. There was only one subject lost. All rabbits
recovered slowly but steadily, gaining weight from day five after the surgery, and recovered to good health. Following the
euthanasia of animals at the predetermined intervals (10,21,45 and 90 days), macroscopic views of the defect sites were
clean without any signs of necrosis or abscess in all rabbits, and implantation of biomaterials or autografts did not affect soft
tissue healing. No screw loosening at the titanium plate was found at the mandibular defect site in any group.

Based on our first assessment, the control group exhibited the presence of fibrous connective tissue healing in the
defect area on the 10th day and subsequent coverage of the defect surface with thin bone tissue on the 21st, 45th, and 90th
days, as viewed macroscopically. Nevertheless, upon attempting to extract a 3-mm trepan piece for specimen evaluation, an
area of fibrotic defect was identified following a superficial layer of thin bone tissue. The study revealed notable gaps in the
healing process, particularly on the 45th and 90th days. Furthermore, it was observed that even while the surface of the
defect area showed signs of healing, the cylindrical defect area exhibited fibrotic healing.

Graft material was observed on the 10th day after sacrifice in the experimental group. The material's hydrophilic
structure resulted in the observation of a slight increase in swelling in the defect area. Additionally, on the 21st day, it was
noted that the graft underwent resorption at the base of the cavity, subsequently leading to the formation of new bone tissue
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in its stead. A disparity in the irregularity of the defect surface was noted on the 21st day compared to the control group. The
postoperative healing process was characterized by conducting Masson's trichrome and H&E staining on cross-sections of
bone specimens (Figure 2 ).

According to histologic examination, it was observed that the graft prevented fibrotic tissue migration on day 21 and
gradually resorbed, and new bone formation started from the base of the defect. At the 45th and 90th days, no macroscopic
difference was observed when the defect surface appearance was compared between the experimental and control groups.
However, histological evaluation showed that new bone formation in the defect was better in the experimental group than
in the control group. The graft organized in the defect area and provided new bone formation.

Fibrotic tissue migration to the defect area was observed in the experimental group. On the 90th day, the connective
tissue in the defect was found to differentiate into bone tissue and adipose tissue in a purulent structure. Histologic data
supported the macroscopic findings. In addition the experimental groups, new tooth germs were also present in the defect
area on the 21st, 45th, and 90th days. In the control group, new tooth germs were formed in only the two subjects on the
90th day.

According to histologic examination, the study group observed that the graft prevented fibrotic tissue migration on
day 21 and gradually resorbed, and new bone formation started from the base of the defect. At the 45th and 90th days, no
macroscopic difference was observed when the defect surface appearance was compared between the experimental and
control groups. However, histological evaluation showed that new bone formation in the defect was better in the
experimental group than in the control group. The graft organized in the defect area and provided new bone formation. On
the 90th day, the connective tissue in the defect was found to differentiate into bone tissue and adipose tissue in the study
group. Histologic data supported the macroscopic findings. In the experimental groups, new tooth germs were also present
in the defect area on the 21st, 45th, and 90th days. In the control group, new tooth germs were formed in only the two
subjects on the 90th day.

In addition to the experimental groups, new tooth germs were present in the defect area on the 21st, 45th, and 90th
days. In the control group, new tooth germs were formed in only the two subjects on the 90th day.

Discussion

In vitro to in vivo testing and in vivo experiments to human trials cannot be replicated adequately in clinical situations.
"Ideal" preclinical models to evaluate biomaterials are highly needed for filling this gap between research and translation
into clinical use/commercialization. Rabbit experiments allow for the preliminary assessment and initial validation of load-
bearing models among small animals (18).

A positive effect on long-term bone tissue formation in the defect area was observed in the preliminary evaluation of
the developed QSM/nHAp-based biomaterial in animal experiments. Surprisingly, compared to that at 45 days, the amount
of bone repair at 90 days was slightly lower in the control group. This might be because the new bone rapidly developed at
45 days in the non-grafted defect cavity and was resorbed at 90 days. Campillo et al. obtained similar results in their study
(19).

Remarkably, while examining the scaffold-based applications of this biopolymer in the existing literature, a consistent
pattern emerged in mammalian cells: they exhibited the formation of a structure resembling a spheroid, accompanied by
enhanced viability. QSM and its nanocomposites created an appropriate niche for spontaneous spheroid formation in vivo
studies based on these repetitive spheroid forming results (13-16,20).

One of the exciting issues in the study was the formation of new tooth germs in the defect area in the experimental
group compared to the control group. In our detailed literature review, many researchers have conducted biomaterial studies
in rabbit mandibles (22-32). However, when their results were evaluated, any tooth germ development was reported in the
relevant defect areas.

The presence of tooth germ was significantly higher in defects implanted with QSM/nHap than in empty defects. In
contrast, no germ formation was observed in the empty defects, or at the earliest; germ formation began on the 90th day.
This observation implies that the biomaterial employed exhibits hydrophilic properties, leading to the adoption of a spherical
morphology by the cells within the 3D bioscaffold. This morphology promotes the differentiation of stem cells in the damaged
area and potentially triggers the process of organogenesis.

It would be rather ambitious to claim that the developed biomaterial generates new tooth germs. However, it is a fact
that the application of QSM/nHAp to the defect site resulted in tooth germ development, in contrast to the control group.
Considering the duration of the study and the number of subjects, the developed biomaterial triggered relatively more
effective differentiation and organogenesis in the defect area compared to the control group.

Yilmaz et al. also reported that QSM-based nanocomposites could be an excellent alternative material for 3D cell
culture due to their low cost, easy handling, in vitro biocompatible nature, and capacity to form an intrinsic hydration layer
(20).

The hybrid structure of the biomaterial makes the scaffold flexible. This feature creates innovation and difference
among the grafts used in the field by eliminating the problem of fracture and loss of scaffold structure that we encounter in
bone grafts in clinical use, shaping the defect area by preserving the existing porosity and scaffold structure, and keeping the
cells in spherical form due to their hydrophilic properties.

Conclusion



£

< 9%
V [
‘?g?’

In conclusion, we presented the preliminary report of the study. In general, the hydrophilic, flexible, porous structure
and durable characteristics of QSM-nHAp bioscaffolds make QSM-nHAp composites a promising option for non-load-bearing
applications, particularly in research related to craniomaxillofacial re-modeling.

Translating this material from the bench to the practical application in a clinical setting is essential. However, further
studies on the dental organoids of the developed material are required.

Within the scope of the current research, evaluation by immunohistochemistry, Micro-Ct, PCR, and SEM continues.
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Figure 1: Experimental setup and intraoperative images.




-Figure 2: Histological sections of bone at 10, 21, 45, and 90 days. (Histology photomicrographs of H&E and Masson staining;
4X; Scale bar: 200 um. Abbreviations:M, Scaffold Materials; V, Vessels; A, Adipose tissue; F, Collagen fibers; T, Tooth bud; E,
Enamel; D, Dentine; P,Pulp; TB-Trabecular Bone; O, Osteocytes; CB, Compact Bone; NB, New bone; MC, Mandibular canal.)
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Oral Cerrahide Ug Boyutlu Rehber ve Modellerin Kullanimi: Vaka Serisi
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Girig

Hastalara 6zel lg¢-boyutlu (3B) modeller, oral ve maksillofasiyal cerrahi alaninda medikal egitim, hastalarin aydinlatiimasi,
operasyon oOncesi planlama, gercek cerrahi enstrimanlarla model cerrahisi, anatomik yapilari koruma ve cerrahi
operasyonlari minimal invaziv hale getirme gibi pek ¢ok farkli amag icin kullanilmaktadir. (1)

Posterior maksillanin implant rehabilitasyonundaki basarisi, siklikla dissiz posterior maksillada bulunan alveol kemigindeki
vertikal boyut yetersizliginden etkilenmektedir. Sinlis pnédmatizasyonu, dis ¢cekimi rezorpsiyonu, travma veya patoloji gibi
faktorler bu sorunu derinlestirebilir ve spesifik bir teknik olarak sinlis ogmentasyonunu gerektirebilir. (2)

- 1
Operator hatalari ve
Sintis membrani perforasyonu anatomik farkliliklar Sinls septasinin varligi ve
orani %7 ila %35 (septalarin varligi, ince rezidiel kret yiksekliginin
membranlar) <3,5 mm ana risk faktorleri

(3,4,5,6)

Teknikler, aletler ve materyallerdeki surekli gelismeler, modern endodontik mikrocerrahiyi de son teknolojiye sahip bir tedavi
yontemi haline getirmistir.

Ackerman ve arkadaslari yaptiklari kadavra ¢alismasinda, CBCT sayesinde tasarlanan 3D cerrahi rehberlerin kullaniimasi,
cerrahi sirasinda kokiin apikal kismina erigim igin, rehbersiz sadece CBCT dl¢lim yontemi ile karsilastirildiginda daha dogru bir
yontem oldugunu belirtmistir. (7)

Strbac ve arkadaslari tarafindan 3 boyutlu rehberler kullanilarak yapilan sarkmis maksiller sinis sinirlarina yakin pozisyonda
dislerin apikal rezeksiyonu, siniis membranini koruyarak basarili ve komplikasyonsuz sekilde gercgeklestirilmistir. Bu
rehberlerin dogrulugu artirma, intraoperatif sireyi ve postoperatif komplikasyonlari azaltma potansiyeli oldugundan
bahsetmistir. (8)

Amag Bu vaka serisinin amaci, konik isinh bilgisayarl tomografi (KIBT) ile elde edilen verilerle 3B rehberlerin tasarimi, tretimi
ve kisiye spesifik bu plaklarin minér cerrahi islemlerde kullanimlarini sunmaktir.

Yontem KIBT gortintileri OP 3D™ Vision (KaVo Dental GmbH, Biberach, Germany) cihazi ile elde edildi ve dijital planlamalar
OnDemand3D® (CyberMed, Seoul, Republic of Korea) programi kullanilarak gerceklestirildi. Tomografi analizleri sirasinda kist
ve sinis sinirlarinin tam konumlari belirlendi, mevcut kemik kalinliklari degerlendirildi. intraoral tarama Trios 3 (3Shape A/S,
Kopenhag, Danimarka) cihazi ile gerceklestirildi ve STL gorinttleri CBCT verileriyle (DICOM dosyalari) iki yazilim sisteminde
birlestirildi: 3DSlicer 5.0.3 ve Meshmixer (Autodesk Research, SanRafael,CA,ABD). Rehberin nihai stabilitesini arttirmak
amaciyla rehberin dis destekli kismi distal ve mezialde en az 1 disi kapsayacak sekilde tasarlandi.
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Yapilan tasarimlar yaziciya aktarilarak cerrahi rehber baskilarina 6zel regine kullarilarak Gretildi. Ardindan Gretim sonrasi
polimerizasyonun pekistirilmesi adina kiirleme nitesinde 10 dk boyunca isinlandi.

Vaka 1

Tomografi incelemesinde sag lateral disinden kaynaklanan kistik lezyon tespit edilen 17 yasindaki erkek hastada ilgili disin
enilkleasyonu ve rezeksiyonu planlanmistir. Tomografi verileri kullanilarak dijital ortamda hem eniikleasyona hem
rezeksiyona erisim bakimindan izin verecek en kiiciik pencerenin konumu tespit edilmis ve bu pencereyi operasyon sahasina
aktarmamizi saglayacak 3B rehber plak planlanarak iretilmistir. insizyonu takiben iretilen rehber kullanilarak eniikleasyon
ve rezeksiyonu minimal invaziv yaklasim ile planlandigi gibi gerceklestirmek tizere kemik penceresi kaldirildi. Enlikleasyon ve
rezeksiyon gergeklestirildikten sonra retrograd dolgu tamamlandi ve flep primer suture edildi.

Vaka 2
67 yasinda erkek hasta sol maksiller posterior bolgesinde dis eksikligi nedeniyle klinigimize basvurmustur. Tomografi
incelemesi sonucunda bolgeye 2 asamali sinis lift ve sonrasinda implant tedavisi uygulanmasina karar verilmistir. Tomografi
verileri kullanilarak dijital ortamda membran perforasyon ihtimalinin en az ve elevasyonun en kolay tamamlanacagi
dasilinilen pencere sinirlari tahmin edilmeye ¢alisiimis, 3B rehber planlanarak tretilmistir.

TR




Planlanan sinlis penceresinin alt kenari rehber plagin yonlendirdigi sekilde piezocerrahi ile isaretlendikten sonra rehber
cikartilarak osteotomi tamamlandi. Sinlis membrani eleve edildikten sonra kemik penceresi yeni olusacak sinls tabanina
dogru ice cevirilerek greftlendi. islem sonunda restore edilemeyecek durumdaki molar dis ¢ekilerek flep primer kapatild.

Vaka 3
52 yasinda erkek hasta, KIBT incelemesinde sag maksiller sinlis pnématizasyonu izlenen hastada 2 asamali sinis lift ve implant
tedavisi planlanmistir. KIBT verileri kullanilarak dijital ortamda 3B rehber planlanarak dretilmistir. Sinis lift islemi minimal
invaziv yaklasim ile 3B rehber kullanilarak gerceklestirilmistir.
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Planlanan sinls penceresinin alt kenari rehber plagin yonlendirdigi sekilde piezocerrahi ile isaretlendikten sonra rehber
cikartilarak osteotomi tamamlandi. Sinlis membrani eleve edildikten sonra kemik penceresi sinis tabanina dogru
yukseltilerek greftlendi.



Sonug

3B planlama ve dijital ortamda Uretilen rehber kullanimi anatomik yapilarin korunmasi, operasyonlarin planlanmasi, minimal
invaziv yaklasim gerceklestirilmesi ve operasyon siresinin kisaltilmasi agisindan pratik ve glvenilir bir yaklasim olarak klinik
pratikte tercih edilebilir.
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Abstract

Objectives. This study aims to evaluate the reasons for choosing conscious sedation and deep sedation techniques in children,
as well as which sedation techniques are more commonly used in which gender and age range, and to assess the tooth
extraction profiles.

Materials and Methods: The records of pediatric patients under the age of 12 who applied to the Department of Oral and
Maxillofacial Surgery at Ondokuz Mayis University Faculty of Dentistry who could not undergo tooth extractions under local
anesthesia were retrospectively evaluated.

Results: This study retrospectively analyzed 300 patient data. The mean age of the patients was 6 (range 1-12) When
evaluating the hemodynamic parameters, it was found that in ASA Il patients, heart rate was high after local anesthesia
injection, at the 10th minute of the procedure, and at the 10th minute of the average arterial pressure (respectively p = 0.035,
p = 0.01, p = 0.007) When evaluating the relationship between surgical duration, anesthesia duration, and hemodynamic
parameters, it was found that heart rate at the 5th minute was high in patients with longer procedure duration (respectively
p = 0.006, p < 0.001).And it was determined that after local anesthesia, at the 5th minute, and postoperative peripheral
oxygen saturation values were low (respectively p = 0.026, p = 0.01, p< 0.001, p< 0.001, p = 0.005, p = 0.003)

Conclusion: In conclusion, deep sedation in dental practice is a safe method that can be used with close monitoring and
monitoring in the appropriate patient group.

Keywords: Paediatric patient , Sedation, Surgery

1. Introduction

The use of general anesthesia and sedation techniques is increasingly common in dental procedures. General
anesthesia is an invasive method that can cause life-threatening complications, so it should be used when necessary. Sedation
can be used for tooth extractions in patients who cannot undergo the procedure due to high anxiety levels and/or lack of
cooperation. Dental treatment under conscious or deep sedation provides a comfortable process for the dentist, patient, and
their family, and allows for multiple treatments to be performed in a short period of time. Sedation is a state where the
patient does not feel any physical pain or discomfort and does not experience fear or anxiety, but feels relaxed, calm, and
pleasant. After undergoing a surgical procedure under sedation, the patient does not remember much of the process. In
conscious sedation, the patient's respiration and other vital functions are not as affected as in deep sedation. However, in
children, if patient-dentist cooperation cannot be achieved during the administration of sedation, there may be situations
such as oral materials or tooth fragments entering the airway, incomplete or unsuccessful procedures. Therefore, it is
important to plan carefully which pediatric patients will be suitable for conscious sedation. In deep sedation, the dose of
medication given is higher compared to conscious sedation. Consequently, there is a higher risk of respiratory and
cardiovascular depression and related side effects. Therefore, it should be applied to the appropriate patient group and
unnecessary procedures should be avoided.

This study aims to evaluate the reasons for choosing conscious sedation and deep sedation techniques in children
under 12 years of age who applied to the Department of Oral and Maxillofacial Surgery at Ondokuz Mayis University Faculty
of Dentistry, as well as which sedation techniques are more commonly used in which gender and age range, and to assess
the tooth extraction profiles.

2. Materials and Methods

The records of pediatric patients under the age of 12 who applied to the Department of Oral and Maxillofacial Surgery
at Ondokuz Mayis University Faculty of Dentistry between January 1 and June 30, 2023, and who could not undergo tooth
extractions under local anesthesia due to a Frankl Behavior Scale score of 1 or 2 and were referred for sedation, were
retrospectively evaluated. Patients who could not undergo the procedure under local anesthesia due to mental/motor
retardation or extensive surgical operation were excluded from the study. The data was obtained from the Faculty of
Dentistry Hospital Information Management System and written documents belonging to the patients. Demographic data
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such as age, gender, ASA scores, additional diseases, medication use were recorded. The patient's compliance during the
establishment of the intravenous line and their reaction to separation from their family when taken to the operating table
were recorded. Intraoperative period data such as heart rate, blood pressure, peripheral oxygen saturation (Sp0?2), agents
used during induction, procedure performed, surgical duration, anesthesia duration, and complications were obtained from

the anesthesia patient monitoring forms. Watcha Scale values indicating the level of agitation during the recovery from
anesthesia, the time of first oral intake, discharge time, and postoperative complications were also recorded.

3. Results

This study retrospectively analyzed 300 patient data. The mean age of the patients was 6 (range 1-12), and the female-
to-male ratio was 143/157. The mean surgical duration for all patients was 5 (range 2-25) minutes, and the mean anesthesia
duration was 9 (range 3-27) minutes. When evaluating ASA scores, 257 (85.7%) patients were classified as ASA |, and 43
(14.3%) patients were classified as ASA Il. It was found that conscious sedation was applied to only two patients, while the
remaining 298 patients underwent procedures under deep sedation. The mean surgical duration was 5 (range 2-25) minutes,
and the mean anesthesia duration was 9 (range 3-27) minutes. The mean time to first oral intake for the patients was 50
(range 40-60) minutes, and the mean discharge time was 60 (range 50-70) minutes (Table 1). The distribution of systemic
diseases in the patients is shown in Table 2, and their medication profiles are shown in Table 3. The patients' compliance
during the placement of the intravenous line in the preoperative unit was evaluated, and it was found that 106 (35.3%)
patients were calm, 64 (21.3%) patients withdrew their hand, 87 (29.0%) patients cried anxiously, and 43 (14.3%) patients
could not be contained (Table 4). While 166 (55.3%) patients calmly moved to the operating table, 134 (44.7%) patients were
not calm (Table 5). It was determined that 284 (84.7%) patients underwent deciduous tooth extraction, 20 (6.7%) patients
underwent permanent tooth extraction, 8 (2.7%) patients underwent supernumerary tooth extraction, 4 (1.3%) patients
underwent cyst excision, and 2 (0.7%) patients underwent tumor excision (Table 6). (Multiple procedures were performed in
the same patient). During the awakening phase, the Watcha scale was evaluated, and it was found that 150 patients were
asleep, 126 patients were calm, and 24 patients were crying but could be consoled (Table 7).

During the intraoperative period, the mean values of heart rate, mean blood pressure, and peripheral oxygen
saturation were given in Table 8. When evaluating the hemodynamic parameters, it was found that in ASA Il patients, heart
rate was high after local anesthesia injection, at the 10th minute of the procedure, and at the 10th minute of the average
arterial pressure (respectively p = 0.035, p = 0.01, p = 0.007) (Table 8). When evaluating the relationship between surgical
duration, anesthesia duration, and hemodynamic parameters, it was found that heart rate at the 5th minute was high in
patients with longer procedure duration (respectively p = 0.006, p <0.001). In the same patient group, it was determined
that after local anesthesia, at the 5th minute, and postoperative peripheral oxygen saturation values were low (respectively
p =0.026, p=0.01, p < 0.001, p < 0.001, p = 0.005, p = 0.003) (Table 9).

When evaluating the behaviors of patients during separation from their families, it was found that the process of
separation from the family was more agitated in patients who were not calm, and the watcha scale was high after the
procedure compared to other patients (p< 0.001).

When evaluating the postoperative period of patients, it was found that in patients with high preoperative heart rate,
heart rate after local anesthesia, and heart rate at the 5th minute, the time to first oral intake was prolonged (respectively p
=0.011, p = 0.019, p = 0.002). Additionally, it was determined that patients with prolonged time to first oral intake also had
prolonged discharge time (p = 0.001).

When evaluating the procedures performed on patients, it was found that deciduous tooth extraction was more
common in the healthy patient group, while permanent tooth extraction was more common in the ASA Il patient group
(respectively p = 0.003, p = 0.003).

During the intraoperative period, SpO? values dropped below 95% in 20 patients, and in the postoperative period, 3
patients experienced hypoxia and 2 patients experienced vomiting.

4. Discussion

Dentists aim to develop a positive attitude towards dental practices in children, adolescents, and individuals with
special needs in order to protect oral and dental health. However, patients who are particularly anxious and fearful, especially
children under 6 years of age, and those with systemic diseases and/or disabilities, are difficult patients in terms of performing
dental procedures in a clinical setting. Although general anesthesia seems like an efficient treatment service as it allows for
the completion of all dental procedures in a single session without the need for patient cooperation, it carries risks for the
patient's vital functions. Therefore, conscious and deep sedation practices, which have fewer cardiac and respiratory
problems, where the patient's treatments can be performed, are often preferred. It is important to determine which
anesthesia technique is suitable for which age group. This way, it is possible to reduce complications and hospital stay by
administering fewer drugs to the patient. It can also contribute greatly to the healthcare system in terms of reducing costs.

Groups such as EAPD (The European Association of Paediatric Dentistry), AAPD (American Academy of Pediatric
Dentistry), and NICE (National Institute for Clinical Excellence), which provide guidance in dental practices and create
resources for dentists by preparing various guidelines, publish many studies on this subject (8-10). EAPD aims to raise
awareness among dentists, especially regarding the application of conscious sedation, the drugs used, and the complications.
In their review, Ashley et al. also examined the EAPD statement. They stated that the practitioners' training and methods
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vary between countries, conscious sedation practices by office dentists provide comfort to patients and reduce hospital visits.
They also noted that sedation is applied orally, intramuscularly, nasally, and intravenously, and that dexmedetomidine,
midazolam, ketamine, and propofol are used in different combinations. It was reported that sedation is mostly needed in the
age group under 6 years old, is also applied in patients aged 1-16 years old, and the average age is 5.6 years old (1). In another
study conducted in 2022, 448 patients who underwent dental treatment under sedation in a dental office were
retrospectively examined. They reported that 331 patients were between the ages of 1-5, 100 patients were between the
ages of 6-9, and 17 patients were between the ages of 10-12. They used sevoflurane inhalation with intravenous propofol
and remifentanil for sedation (11). In our country, dental treatments under sedation are only performed in hospitals and fully
equipped clinics, accompanied by an anesthesia specialist. Although similar agents are used as sedatives, our study found
that the combination of propofol, midazolam, and remifentanil was used in deep sedation procedures. When evaluating the
age group in our study, it was determined that the median age was also 6 years old, and dental extractions were performed
under sedation in children aged 1-12 years old. Conscious sedation was applied to 2 patients, while deep sedation was
preferred in the remaining 298 patients. In many studies, conscious sedation is recommended, and the respiratory and
cardiovascular depressant effects of deep sedation are emphasized. Davidovich et al. conducted a study in which they
contacted the parents of 54 patients aged 1-16 years old who underwent dental treatment under deep sedation by phone
24 hours after the procedure to inquire about side effects. They found that the most common complaints were drowsiness,
restlessness, pain in the oral area, and dizziness, and they reported that deep sedation is safe but has associated side effects
(12). In this study, early postoperative records of the patients were accessed. From the 2-hour postoperative nurse
observation records, it was determined that only 3 out of 300 patients experienced hypoxia and 2 patients experienced
vomiting. It was found that hypoxia occurred due to prolonged anesthesia effects and the patients' respiratory functions
improved.with painful stimuli, and no other complaints developed in the patients who vomited. When examining the
intraoperative complications of deep sedation, it was determined that in 20 patients, saturation dropped below 95% and the
patient's ventilation was supported and improved immediately.

In our study, it was determined that as the duration of surgery and anesthesia increased, heart rate increased and
Sp0? decreased in patients. Additionally, patients with systemic diseases showed increases in heart rate and mean arterial
pressure. Chen et al. found in their study that BIS (bispectral index) monitoring reduced the side effects (hypoxia, apnea,
cough) and shortened thedischarge time in dental treatments under deep sedation (3). In another study, patients were
provided with headphones to listen to music during the procedure, and it was reported that it did not have an effect on the
amount of medication used and hemodynamics, but longer discharge times were less frequent in this group (13). Deep
sedation, due to its possible side effects, is a rapidly growing method in dental practice that needs to be completed as soon
as possible. However, it is important to direct patients to deep sedation with the appropriate age group and correct
indications.

5. Conclusion

It was determined that almost all patients in this study were directed towards deep sedation. The age groups of the
patients and the drugs used were similar to the literature, and it was found that prolonged procedure duration had negative
effects on hemodynamics. It was observed that complications were mostly related to the respiratory system, and immediate
intervention and close monitoring of hemodynamics were important in deep sedation procedures.

In conclusion, deep sedation in dental practice is a safe method that can be used with close monitoring and monitoring
in the appropriate patient group.
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7. Tables
Table 1. Demographic characteristics of patients.

Median (min-max)
Age (yr) 6(1-12)
Processing time (min.) 5(2-25)
Anesthesia duration (min.) 9 (3-27)
The first oral intake time (min) 50 (40-60)
Discharge time (min) 60 (50-70)

n (%)
Gender (F/M) 143 (47,67)/157(52,33)
ASA (1/11) 260 (86.7)/40 (13.3)
Drug use (present/absent) 22 (7.3)/278 (92.7)

Data presented as median (minimum-maximum). F; female, M; male.

Table 2. Profiles of ASA Il patients.

n (%)

Neurological diseases 17 (5.7)

Genetic diseases 3(1.0)

Respiratory system diseases 10(3.3)

Allergic diseases 7(2.3)

Oncological diseases 2(0.7)

Immunodeficiency 3(1.0)

Cardiovascular system disorders 1(0.3)

Table 3. The medication usage profile of patients.
n (%)

Antihistamines[zespira] [Allerset] 6(2.0)
Antipsychotics (Aripiprazol [Abilify], Risperidon [Risperdal]) 6(2.0)
Immunosuppressives (Colchicine, chemotherapeutics) 3(1.0)
Bronchodilators (Ventolin) 3(1.0)
Central nervous system stimulants (methylphenidate hydrochloride [Concertal]) 2(0.7)
Antiepileptics (Depakin) 2 (0.6)

Table 4. Compliance of patients during vascular access insertion.

n (%)
Calm 106 (35,3)
Withdrew their hand 64 (21,3)
Cried anxiously 87 (29,0)
Shouting, not to be contained 43 (14,3)
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Table 5. Patients' separation from family.
n (%)
Calm 166 (55.3)
Not calm 134 (44.7)
Table 6. The procedures applied to patients.
n (%)
Deciduous tooth extraction 284 (84.7)
Permanent tooth extraction 20(6.7)
Supernumerary tooth extraction 8(2.7)
Cyst 4(1.3)
Tumour 2(0.7)
Table 7. Watcha Behaviour Scale of Patients.
N (%)
asleep 150 (50)
calm 126 (42)
crying but could be consoled 24 (8)
crying but could not be consoled 0
Stirred up and walking around 0
Table 8. Vital signs of patients.
Heart rate Mean arterial pressure | Arterial oxygen saturation
(beats/minute) (mmHg) (%)
Preoperative 98 (61-140) 72 (46-110) 99 (89-100)
After local anaesthesia 105 (60-146)? 75 (44-119) 99 (92-100)
5th minute 106 (68-150) 75 (50-110) 98 (91-100)
10th minute 111 (70-143)P 75 (51-94)¢ 99 (95-100)
15th minute 108 (74-120) 71 (60-90) 98 (96-100)
Postoperative 107 (68-150) 75 (50-109) 98 (94-100)

Data presented as median (minimum-maximum). a; Significantly higher in ASA Il patients (p = 0.035), b; Significantly higher

in ASA Il patients (p = 0.01), c; Significantly higher in ASA Il patients (p = 0.007)

Table 9. Correlation analysis.

Surgical Anesthesia heart rate at | After local | 5th minute | Postoperative
duration duration the 5th | anesthesia Sp0? Sp0?
minute Sp0?
Surgical - 0.803** 0.216** -0.129* -0.265** -0.162**
duration
Anesthesia - 0.529%* -0.184* -0.263** -0.173**
duration
heart rate at the - 0.267** -0.298** -0.262**
5th minute
After local - 0.416** 0.401%**
anesthesia Sp0?
5th minute - 0.893**
Sp0?
Postoperative -
Sp0?
SpO2: Peripheral oxygen saturation
*p < 0.05
**p <0.01
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Abstract

Grafting and graftless solutions have been reported in the rehabilitation of severely atrophic maxilla. Grafting treatments
have disadvantages as they are patient-dependent treatments such as peripheral and internal vascularization is diffucult in
large augmentation areas, systemic condition of the patient and gingival phenotype. Recently, the use of four zygomatic
implants has become an important treatment option in the rehabilitation of extremely atrophic maxilla. Quad zygoma
technique is a method applied in cases where conventional implants cannot be used in the anterior maxilla. However, the
technique has some difficulties and requires surgical experience. As an alternative to the use of quad zygomatic implants, is
the placement of transnasal implants with zygomatic implants and subperiosteal implants. The aim of this case report is to
present the treatment of a patient with severely atrophic maxilla with zygomatic, pterygoid and transnasal implants.

Keywords: Transnasal implant; pterygoid implant; zygomatic implant

1. Introduction
Dental implant placement is difficult in the severely resorbed maxilla for a variety of reasons. Bone volume decreases due to
advanced periodontal diseases, prolonged edentation and excessive pneumatization of the sinus, and there is usually not
enough bone to place conventional implants.?
Advanced surgical procedures such as sinus lifts and iliac grafting are required for the rehabilitation of severely atrophied
maxillae. However, these methods have disadvantages such as long treatment duration, major surgery, risk of morbidity in
the donor area and high treatment costs. In recent years, implants that are anchored from anatomical structures adjacent to
the maxilla have been used to prevent these disadvantages.!
In cases where there is insufficient bone volume in the premolar region and posterior maxilla, rehabilitation of the maxilla is
provided without the need for advanced augmentation with 1 zygoma and 1 conventional implant bilaterally.?2 However, in
cases without adequate anterior maxillary bone volume, 4 zygoma implants (Quad zygoma) are recommended to be used.
The concept of quad zygoma involves the insertion of four zygomatic implants, with adequate anteroposterior spread and
correct inclination for the distribution of forces, as a means of rehabilitating patients presenting with insufficient bone height
in the anterior and posterior maxilla.? The technique has been clinically tested, using protocols for immediate function, with
promising short- and long-term results.
Although this technique is predictable and well documented in the literature, it has some limitations. Zygomatic bone width
is reported to be at least 1.8-2 mm for the using of the technique. In cases with insufficient zygomatic bone volume, there is
an increased surgical risk due to the possibility of the anterior zygomatic implant penetrating the orbit. Too close placement
of the apices may result in implant fails. Gingival recession has been reported in patients with excessive concavity in the
maxillary bone, especially around zygoma implants placed in the anterior region.*
As an alternative to the use of quad zygomatic implants, is the placement of transnasal implants with zygomatic implants and
subperiosteal implants. The aim of this case report is to present the treatment of a patient with severely atrophic maxilla
using zygomatic, pterygoid and transnasal implants.

2. Clinical report
A 53-year-old female patient referred to our department for the rehabilitation of her previous failed implants. In the patient
history and clinical examination, eight implants had initially been placed, five of which were removed over the next 10 years
and three of which were still present.



CBCT was taken from the patient to better evaluate the current situation. (Fig. 1) Radiological examination revealed that the
patient had severe maxillary atrophy. A knife-edge crest was observed in the anterior region, vertically 3-4 mm bone height
in the anterior, premolar, and molar regions, while a flat crest was observed horizontally in the posterior region. The patient
was in the Class V group according to the Cawood Howell classification. The patient also had bilateral excessive sinus
pneumatization. Two treatment options were presented to the patient. The first was vertical and horizontal augmentation,
which included sinus lift and iliac grafting. The second treatment option was to rehabilitate the maxilla using extra-alveolar
implants. The patient preferred extra-alveolar implant treatment option. Virtual implant planning was performed on CBCT,
but it was observed that there was insufficient bone volume in the zygomatic bones of the patient for the placement of quad
zygoma implants. As an alternative to quad zygoma, 1 zygoma implant and 1 transnasal implant were planned bilaterally
along with 1 pterygoid implant to eliminate the need for cantilever. The surgical procedure was performed using nasal
intubation under general anesthesia. After intraoral infiltrative anesthesia was applied to the maxilla to facilitating
hemostatis, dental implants were removed with the via forceps. A full-thickness palatal incision was made on the alveolar
ridge between tuber area. In order to better visualize the anatomical regions to be implanted, vertical releasing incisions
were made from the midline and the first molar. The full-thickness flap was raised to expose the zygomatic bone, aperture
piriformis and infraorbital foramen. Before proceeding to transnasal implant osteotomy, nasal mucosa is elevated with sinus
curettes from the distal and inferior nasal walls. Osteotomy is performed after the determination of the inferior nasal concha
where the apex of the transnasal implant will be located. In the meantime, nasal mucosa is protected with periosteal elevator
or sinus curettes so that the drills do not tear the mucosa. The target of transnasal implant is inferior concha, which is dense
in the cortical bone between the nasal cavity and the maxillary sinus. Drilling starts from the canine or lateral teeth. After the
inferior nasal base is drilled, the drill pathway is directed to the inferior nasal concha. After drilling 3-4 mm in the inferior
nasal concha, a 4.0x24 mm JD nasal implant (J Dental Care, Italy) was placed bilaterally and 80 Ncm of torque was obtained
from the implants. (Fig. 2A,B) Grafting was not performed around the transnasal implant to avoid a possible oronasal fistula.
A PRF membrane was placed between the implant and the nasal mucosa. After transnasal implants were placed, it was
proceeded with the osteotomy of zygoma implants. In virtual planning on CBCT, the patient anatomy was ZAGA 3, and
zygomatic implants were placed extrasinusally (3.9x42.5 mm JD Zygoma, J Dental Care, Italy). The patient had her own teeth
in the lower jaw which extended to the posterior regions. Pterygoid implants were applied bilaterally to prevent long-term
biomechanical complications in the upper jaw. Pterygoid implants were performed by targeting the medial pterygoid process
of the sphenoid bone from the tuber region with 80 Ncm of torque taken (3.3x20 mm JD Pterygo, J Dental Care, Italy).
Although adequate torque was taken for immediate loading, the prosthodontist did not find it appropriate to make a
temporary prosthesis since the patient had her own teeth in the lower jaw. In post-op CBCT, all implants were observed to
be in the targeted anatomical regions (Fig 2D). The patient had post-operative nosebleeds at intervals for 2 days and was
taken under control with a nasal compress. Temporary paresthesia lasting up to 2 months occurred in the ala of nose and
cheek area.

3. Discussion
Which of the grafting and graftless treatment options should be used in the rehabilitation of severely atrophied maxillae has
been extensively discussed in the literature. In full arch augmentations, there are factors that will affect the success of the
treatment, such as donor site morbidity, resorption occurring until implantation, prolonged treatment duration and difficulty
in peripheral and internal vascularization in large augmentation areas.
A study by Davo et al.> compared patients who were rehabilitated with immediately loaded zygomatic implants and
conventional implants after augmentation. The results of the study, implant and prosthesis failures were statistically less
common in the zygomatic implant group. The time until prosthesis delivery was 1.3 days in the zygoma implant group and
444.3 days in the conventional implant group.
Quad zygoma is indicated in patients with severely atrophied maxilla (Cawood-Howell Class V-VI). Although it is a safe
technique and well-documented in the literature, it requires more experience in line with an increase in surgical risks. A
higher rate of complications and failure has been reported in the literature compared to single zygoma cases.® Due to patient-
related anatomical factors, orbital cavity penetration, infraorbital nerve damage, and soft tissue fenestrations constitute the
most frequently reported complications in anterior zygomatic implants. Transnasal implants should be applied as an
alternative to quad zygoma when indicated.”® Nasal cavity should be evaluated prior to deciding on transnasal implant
surgery. It should be avoided in patients with large nasal cavities as nasal mucosal elevation will be difficult and the implant
will not have distal nasal wall contact. In addition, this may affect the patient's airway functions. According to our research,
there are no complications reported with transnasal implants in the literature. Possible complications include nasolacrimal
duct obstruciton, oronasal fistula, change in patient's nasal airway functions, post-op nosebleed and paresthesia around the
nose. We recommend the using of pterygoid implants in addition to zygoma and transnasal implants to achieve long-term
success and prevent biomechanical complications in the rehabilitation of severely atrophied maxilla. Pterygoid implants
eliminate the need for distal cantilevers and increase the amount of composite torque value (CVT).
We think that the described technique is used in patients with severely atrophied maxilla who contrendication of quad
zygoma implant surgery. Increasing use of this technique will contribute to the literature about possible complications and
success rates.
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Figures

Figure 1: Pre-op CBCT imége of patient.
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Figure 2: (C) Post-op CBCT image of patient with placement of zygomatic, pterygoid and transnasal implants bilaterally.
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MANDIBULAR KORONOID HIiPERPLAZISINE BAGLI AGIZ AGIKLIGINDA KISITLILIK OLAN HASTALARDA KORONOIDEKTOMI iLE
KORONOIDOTOMIYi KARSILASTIRMA

COMPARISON OF CORONOIDOTOMY AND CORONOIDECTOMY IN PATIENTS WITH LIMITATION OF MOUTH-OPENING CAUSED
BY MANDIBULAR CORONOID HYPERPLASIA

TUNCER AKDOGAN?, MEHMET EMRE BENLIiDAYIb

A. Cukurova University Faculty of Dentistry - Department of Oral and Maxillofacial Surgery DDS, Resident,
tncrakdogan@gmail.com

B. Cukurova University Faculty of Dentistry - Department of Oral and Maxillofacial Surgery DDS, PhD, Professor,
emrebenlidayi@yahoo.com

Abstract

Introduction: Mandibular coronoid process hyperplasia (CPH) is a rare condition causing a slow, progressive reduction of
mouth opening. CPH is defined as an abnormal elongation of the mandibular coronoid process consisting of histologically
normal bone. The main aim of this study is to compare the methods of coronoidotomy and coronoidectomy used in the
surgical treatment of coronoid hyperplasia with two case report.

Case Report 1: A 67-year-old male patient applied to our clinic with a complaint of limitation in mouth opening for 40 years.
The patient had systemic hypertension and a history of trauma. As a result of clinical and radiological examinations performed
by us, the patient was diagnosed with mandibular coronoid hyperplasia. The patient was operated under general anesthesia.
Coronoidectomy was performed. While the preoperative maximum interincisal opening was 18 mm, it was measured as 40
mm postoperatively.

Case report 2: A 30-year-old male patient applied to our clinic with a complaint of limitation in mouth opening for 20 years.
The patient had no systemic disease and had no a history of trauma. As a result of clinical and radiological examinations
performed by us, the patient was diagnosed with mandibular coronoid hyperplasia. A bilateral coronoidotomy was performed
under general anesthesia. Preoperative MIO was 17 mm, immediately after surgery, the MIO had increased to 20 mm.
Aggressive physical therapy was started one weeks post-operatively and muscle relaxants were prescribed to relax the
masticatory muscle.

Conclusion: Despite the controversial etiologies of coronoid hyperplasia, this condition can be treated with coronoidectomy
or coronoidotomy, producing satisfactory results.

Key words: Coronoidectomy, Coronoidotomy, Coronoid hyperplasia, Trismus

OZET

Giris: Mandibular koronoid proges hiperplazisi, agiz acikhginin yavas ve ilerleyici bir sekilde azalmasina neden olan nadir
gorilen kojenital veya gelisimsel durumdur. Koronoid proges hiperplazisi, histolojik olarak normal kemikten olusan
mandibular koronoid progesin anormal uzamasi olarakda tanimlanir. Bu galismanin temel amaci koronoid hiperplazinin
cerrahi tedavisinde kullanilan koronoidotomi ve koronoidektomi yontemlerini iki olgu sunumu ile karsilastirmaktir.

Vaka sunumul: 67 yasindaki erkek hasta 40 yildir ilerleyici agiz agikhginda kisitlilk sikayetiyle klinigimize basvurdu. Hastanin
sistemik rahatsizlig olarak hipertansiyonu vardi. Travma 6ykisi vardi ve radyolojik muayenesi sonucu mandibular koronoid
hiperplazisi tanisi konulmustur. Genel anestezi altinda bilateral koronoidektomi uygulandi. Preoperatif maksimum interinsizal
aciklik 18 iken ameliyat sonrasi 43 mm 6lgtldi.

Vaka sunumu2: 30 yasindaki erkek hasta 20 yildir mevcut olan agiz agikhgi kisithhigi nedeniyle klinigimize basvurdu. Hastanin
herhangi bir sistemik rahatsizligl ve travma oykisi yoktu. Radyolojik muayenesi sonucu mandibular koronoid hiperplazisi
tanisi konulmustur. Genel anestezi altinda bilateral koronoidotomi yapildi. Preoperatif maksimum interinsizal aciklik 17 iken
ameliyat sonrasi 20 mm o6lglldi. Ameliyattan 1 hafta sonra agresif fiziksel tedavi hareketleri dnerildi ve islem sonrasi kas
gevsetici regete edildi.

Sonug: Koronoid hiperplazisinin etiyolojisi tartismali olmasina ragmen koronoidektomi ve koronoidotomiyle basarili bir
sekilde tedavi edilebilmektedir.

1. GiRis

Koronoid proges, temporalis kasin, buksinator kasin ve masseter kasinin anterior pargasinin yapistigi mandibula'nin
anatomik bir pargasidir. Klasik anatomide, mandibular ramusun 6n sinirinin uzantisi olarak keskin ticgen seklinde tanimlanir
ancak literatiirde lggen tip seklinin yani sira kanca tip veya yuvarlak tip morfolojik sekilleride bildirilmistir (1) Lalitha ve
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Sridevi'nin ¢calismasinda mandibulalarin cogunda (%73,9) her iki tarafta da ayni tip koronoid progese sahip oldugunu bildiriken
vakalarin %26,1'inde ise her iki tarafta farkl tipte koronoid progese sahip oldugunu bildirmislerdir (2).

Langenbeck, 1853'te koronoid hiperplazisini bildiren ilk kisiydi ve koronoid ¢ikintinin genislemesine bagh olarak agiz
acikliginin kisitlandigiilk vaka ise 1899'da Jacob tarafindan rapor edildi (3). O zamandan beri literatiirde ¢ok sayida vaka raporu
sunulmustur ve bu da koronoid hiperplazinin farkh formlarinin siniflandiriimasinda ¢ok fazla kafa karisikligi yaratmistir. Bu
kismen osteoma ve osteokondrom terimlerinin yanlis kullanilmasindan kaynaklanmaktadir. Bu patolojik durumlarin her ikisi
de koronoid genislemesine neden olur, ancak kdkenleri ve radyografik ve histolojik 6zellikleri bakimindan gergek koronoid
hiperplaziden farkhdirlar. Mandibular koronoid proges hiperplazisi, agiz acikliginin yavas ve ilerleyici bir sekilde azalmasina
neden olan nadir gorilen kojenital veya gelisimsel durumdur. Koronoid process hiperplazisi, histolojik olarak normal
kemikten olusan mandibular koronoid proges anormal uzamasi olarakda tanimlanir (4). Bu uzamaya bagli, agzin agiimasi
esnasinda koronoid proges zygomatik kemigin gévdesine veya kemerine garpar ve agiz hareketleri normal sinirlarda sonlamaz
ve kisitlilik gergeklesir (5). Tek tarafli koronoid proges hiperplazisi, cene etkilenen tarafa dogru deviye olur ylz asimetrisine
neden olmaktadir (4).

Koronoid proges hiperplazisinin(KPH) patogenezi hala belirsizligini korumaktadir. KPH’ nin gelisimi ile gesitli faktérler
iliskili olabilir. Travmaya bagh 6zellikle zygomatik ark travmasi, bliyime hormonun fazla salgilanmasi, koronoid progesin
kikirdak blyime merkezinin asiri fonksiyonu, agiz agikhginda kisitliliga sebep olan disk deplasmani ve ankiloz gibi
temporomandibular eklem rahatsikliklari sonrasi temporal kasin asiri hiperaktivitesi, genetik kalitim da KPH’nin patogenizinde
rol oynayabilmektedir (6). Ancak, en fazla destegi alan temporal kaslarin artan aktivitesini iceren hipotezler olmustur.
Mandibular hareketin kalici olarak TME disk deplasmani veya TME ankilozu nedeniyle sinirlanmasi durumunda temporal
kaslarda telafi edici hiperaktivitenin meydana geldigi ve koronoid proges hiperplazisine yol actig rapor edilmistir (7).

Kadinlara gore erkeklerde 5 kat fazla gérilmektedir (8). Progresiv agiz agikhgi kisithligina ek olarak, KPH'den stiphelenilen
hastalar agzini maksimum agtigi esnada alt ¢cene sert sonlanir ve devaminda agri hissederler (7).

Literatiirde KPH tanisi koymak icin panoramik radyografi (ortopantomogram [OPG]), konik 1sinh bilgisayarli tomografi
(KIBT), bilgisayarli tomografi (BT) ve kemik sintigrafisi kullaniimaktadir (9).

KPH'nin tedavisi literatlirde blyik dlgiide tanimlanmis ve arastirilmistir. KPH'li hastalar icin yaygin tedavi yéntemleri hem
cerrahi(intraoral/extraoral koronoidektomi, intraoral koronoidotomi) hem de cerrahi olmayan prosedirleri igmektedir.
Kisitlamanin temel sebebi mekanik olmasi nedeniyle bu durum genelde cerrahi olarak tedavi edilir. intraoral yaklasim
genellikle hiperplastik progesi almak icin yeterli ekspoziri saglar ve gorlinir bir yara izi birakmaz. En bliylik dezavantaiji
ameliyat sonrasi hematom ve fibrozis riskidir.

Koronoidektomi sirasinda temporal kas lifleri koronoid progcesten tamamen siyrilir ve ardindan koronoid proges tamamen
rezeke edilir. Koronoidotomide ise koronoid proges tabandan kesilir ve yerinde birakilir. Bazi durumlarda agiz agikhgini
artirmak icin ek olarak masseter kasida siyrilabilir ¢linkli kaslar 6nemli bir siire kullanilmadiginda fibrotik degisikliklere
ugrayabilir (10).

Bu c¢alismanin amaci koronoid hiperplazinin cerrahi tedavisinde kullanilan koronoidotomi ve koronoidektomi
yontemlerini bir olgu sunumui ile karsilastirmaktir.

2. VAKA SUNUMLARI

Vaka sunumu 1: 67 yasinda, travma oykiisu ve sistemik hastaligi olarak hipertansiyonu olan, genetik hastaligi olmayan
erkek hasta, Cukurova Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi Klinigi’ne 40 yildir mevcut olan agiz
acikhginda kisithlik nedeniyle bagvurmustur. Hastadan alinan anamnezde spontan olarak veya ¢igneme sirasinda herhangi bir
agrinin olmadigl ancak agiz agikhginin kisith oldugu goézlendi. Agzini agmak igin ¢enesini zorlandiginda yeteri kadar agzini
acamadigini ve etkili ¢cigneme yapamadigini bildirdi. Agri duyuncaya kadar agzini agmasi istenen hastanin interinsizal agiz
acikliginin 18 mm oldugu, lateral ve protriziv cene hareketlerinin kisitli oldugu goraldi.

Radyografik muayene amaciyla istenen OPG’de bilateral koronoid progesin normalden uzun ve genis oldugu gorildu.
Bilateral KPH 6n tanisi alan hastadan KIBT (Planmeca Promax® 3D Mid, Helsinki, Finland) cekildi ve bilateral zygomatik arkin
medioinferior ylizeyine heterotopik kemik uzantisi seklinde bilateral koronoid procesin zigomatik kemige yakinligi nedeniyle
agiz agma esnasinda acikligi kisitlandigi gézlendi. Klinik ve radyografik bulgulara dayanarak ve yavas progresiv agiz acikhgi
kisithhg oykisi goz oniline alinarak bilateral mandibular koronoid proges hiperplazisi klinik tanisi konuldu.

Hasta, nazal entlibasyon sonrasi genel anestezi altinda, intraoral yaklasimla opere edildi. Lokal anesteziklerin
vazokonstriksiyonundan yararlanilarak kanama kontrolli saglamak icin artikain 40 mg/1ml, adrenalin 0,01 mg/1 ml icerikli
lokal anestezik ile yilkselen ramusun medial ve lateral yizeyine lokal anestezi yapildi. Mandibulanin sagital split
osteotomisinde kullanilan insizyona benzer retromolar bélgenin lateralinden insizyon yapildi; koronoid progcese kadar,
yukselen ramusun lateral ve medial yizeyini agiga cikartacak sekilde tam kalinlik flep kaldirildi. Hiperplazik koronoid procesi
ortaya cikarmak icin temporal kasin tendonu sigmoid c¢entik seviyesine kadar siyrildi. Agiga cikartilan koronoid proges
lindeman frez kullanarak eksize edildi. Kaba klemp ile sabitlenen koronoid progesten kalan temporal kas tendonlari tamamen
siyrildi bilateral hiperplazik koronoid proges cikartildi. Koronoidektomi sonrasi maksimum interinsizal agiklik 43 mm 6l¢tdd.
Kanama kontroli saglandiktan sonra flap primer olarak 3/0 vicryl ile sttiire edildi. Cikartilan cerrahi 6rnek, Cukurova
Universitesi Patoloji Béliimiine gdnderilerek yapilan histopatolojik muayenesi sonucu normal kemik dokusu koronoid proges
hiperplazisini tanisini kesinlestirdi.
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Ameliyattan 1 hafta sonra agresif fiziksel tedavi hareketleri 6nerildi ve islem sonrasi kas gevsetici recete edildi. 6 aylik
takipte operasyon sonrasi arttirilan maksimum agiz acikhgi korunmustur takip randevusunda 43 mm olctlmstr.

Vaka sunumu 2: 30 yasinda herhangi bir travma 6ykisd, sistemik rahatsizligi, genetik hastaligi olmayan erkek hasta,
Cukurova Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi Klinigi’ne 20 yildir mevcut olan agiz agikhginda kisithhk
nedeniyle basvurmustur. Hastadan alinan anamnezde spontan olarak veya ¢igneme sirasinda herhangi bir agrinin olmadigi
ancak agiz agikliginin kisith oldugu gozlendi. Agzini agmak icin ¢cenesini zorlandiginda yeteri kadar agzini agamadigini ve etkili
cigneme yapamadigini bildirdi. Agri duyuncaya kadar agzini agmasi istenen hastanin interinsizal agiz agikliginin 17 mm oldugu,
lateral ve protriziv ¢ene hareketlerinin kisitl oldugu goruld.

Radyografik muayene amaciyla istenen OPG’de bilateral koronoid progesin normalden uzun ve genis oldugu gorildu.
Bilateral KPH 6n tanisi alan hastadan KIBT (Planmeca Promax® 3D Mid, Helsinki, Finland) ¢ekildi ve bilateral zygomatik arkin
medioinferior ylizeyine heterotopik kemik uzantisi seklinde bilateral koronoid progesin zigomatik kemige yakinligi nedeniyle
agiz agma esnasinda agikhgi kisitlandigi gézlendi. Klinik ve radyografik bulgulara dayanarak ve yavas progresiv agiz aciklig
kisithhg oykisii goz 6niine alinarak bilateral mandibular koronoid proges hiperplazisi klinik tanisi konuldu.

Hasta, nazal entlibasyon sonrasi genel anestezi altinda, intraoral yaklasimla opere edildi. Lokal anesteziklerin
vazokonstriksiyonundan yararlanilarak kanama kontrolu saglamak icin artikain 40 mg/1ml, adrenalin 0,01 mg/1 ml igerikli
lokal anestezik ile yilkselen ramusun medial ve lateral yizeyine lokal anestezi yapildi. Mandibulanin sagital split
osteotomisinde kullanilan insizyona benzer retromolar bélgenin lateralinden insizyon yapildi; koronoid progese kadar,
yukselen ramusun lateral ve medial ylzeyini agiga ¢ikartacak sekilde tam kalinlik flep kaldirildi. Hiperplazik koronoid progesi
ortaya cikarmak icin temporal kasin tendonu sigmoid g¢entik seviyesine kadar siyrildi. Agiga cikartilan koronoid proges
lindeman frez kullanarak osteotomi hatti olusturuldu edildi. Agiz acikhginin kisitli olmasi nedeniyle yeterli goris
saglanamamistir. Medial ve distal taraftaki yumusak dokulari korumak adina osteotomi hatti belirlendikten sonra kemik
kesisine Piezo cihazi ile devam edildi. Osteotomi hattinin tamamlandigindan emin olduktan sonra koronoid parga yerinde
birakilmistir. Hemen islem sonrasi istenilen agiz acikligi miktarina ulasilamamistir maksimum interinsizal agiklik 20 mm
Olculmistir. Koronoid hiperplazisine TME bozukluklarinin eslik ettiginden stiphelenilmistir. Kanama kontroll saglandiktan
sonra flep primer olarak 3/0 vicryl ile sttiire edildi. Postoperatif alinan KIBT ile osteotomi hattinin tamamlandigindan ve
koronoid progesin temporal kas tendonlarina yapisik sekilde serbest oldugundan emin olunmustur.

Ameliyattan 1 hafta sonra yetiskinler icin olan TheraBite Cene Hareketi Rehabilitasyon Sistemi (ATOS Medical, Horby,
isvec) ile agresif fiziksel tedavi hareketleri 6nerildi ve islem sonrasi kas gevsetici recete edildi. Hasta agiz acikligi miktari uzun
bir donem takibimizde olacaktir.

3. TARTISMA

Progresiv maksimum agiz agikhginda ki kisithlik KPH'nin ayirt edici 6zelligidir. Agiz agikliginin kisith olmasi, agzi acarken
sert sonlanmasi, zygomatik kemik bdlgesinde agri veya hafif asimetri ve tekrarlanan konservatif tedaviye ragmen
semptomlarda herhangi bir iyilesme olmamasi KPH icin stpheli klinik belirtileridir (9). Agiz agikhginda kisithlik olan,
temporomandibular veya ¢igneme kas bozukluguna bagh semptomu olmayan hastalara ilk klinik ve radyografik muayene
sonrasinda daha dogru tani igin KIBT alinmahdir. KIBT taramasi, koronoid progesin ile zygomatik kemigin anatomik iliskisini
ayrintilh gérintiilenmesini saglayabilir. Maksimum agiz acikligl pozisyonunda gergeklestirilen bir tarama ile koronoid progesin
tam konumunu goérmek icin yararli olabilir.

Literatiirde ilk belirtilerin baslama yasi ile tani yasi arasinda 6nemli bir fark oldugu belirtilmektedir (7). Cogunlukla agrisiz
ve agiz acikligl zamanla kisitlandigi icin nadir bir durum olan KPH’nin tanisinda ya geg¢ kalinir ya da yanhs tani konulur (11).
Cunkl agiz acikhigl sinirli olan hastalarda tipik olarak ilk akla gelen temporomandibular bozukluklar olmaktadir. Bizim iki
vakamizda da uzun vyillarca hastalar ileryen agiz acikhigi kisithligi ile yasamislardir. Yemek yeme ve dis tedavilerinde zorluk
yasayinca klinigimize basvurmuslardir.

Izumi ve ark. (12) koronoid progesin ucunu zigomatik ark ile iliskili olarak radyolojik olarak degerlendirmisler ve KPH'yi
yiksek, orta, dusik seviye olmak lizere ¢ kategoriye ayirmiglardir. Normal anotomide koronoid/kondil orani <1.0 olarak ileri
surtlmastar (13).

Osteokondromlar veya osteomlar tek tarafli koronoid hiperplaziye neden olabilir ve benzer semptomlari gosterebilir,
ancak radyolojik ve histolojik 6zellikleriyle gercek KPH'den farklihk gosterir. Koronoid progesin bu neoplazmalari, KPH'de
neoplazinin histolojik 6zellikleri olmadan, anormal kemik uzamasi ile histolojik olarak normal kemik gosterirler (14).

KPH tedavisinin amaci agiz a¢ikliginin yeniden saglanmasi ve uzun sireli ve stabil bir sonucun elde edilmesidir. Yanlis KPH
tanisi nedeniyle etkili olmayan uzun siireli konservatif tedavi, hastalarin memnuniyetsizligine ve yasam kalitesinin kaybiyla
birlikte hastanin rahatsizigina yol agabilir (9). ilging olan nokta, temporomandibular bozukluk ile KPH'nin ayni hastada bir
arada bulunmasidir ki bizim ikinci vaka sunumumuz da KPH’ye temporomandibular bozukluk eslik etmektedir bu durum
tedavi slrecini uzatmistir. KPH’in tedavisi oncelikle cerrahidir, ¢linkii sorun agiz agilmasi esnasinda koronoid progesin,
zygomatik kemige interferansina bagli olarak mekaniktir (15).

KPH nedeniyle agiz acikliginin kisitl oldugu vakalar, daha 6nce koronoidotomi veya koronoidektomi ile tedavi edilmistir
(7). Koronoidotomi, koronoid progesin mandibular ramustan cerrahi olarak ayrilmasidir ve koronoid hiperplazi ile
temporomandibular eklem ankilozu dahil bircok vaka da kullanilmistir. Koronoidotomi daha az doku manipilasyonu
gerektirir, doku hasari ve yara izi birakmaz ve daha az invazif kabul edilmektedir (14,16). Koronoid progesin yeniden yapisma
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riski nedeniyle postoperatif donemde stabilitesi sipheli kabul edilmektedir (17). Ancak, koronoidotomi ile birlikte uzun sareli
postoperatif fizyoterapinin, agiz agikligini 6nemli derecede arttirdigini ve bu sonucun uzun vadede stabil kaldigini gosteren
calismalar mevcuttur (18,19). Diger bir dezavantaji ise histopatolojinin yapilamamasidir. Bu arastirma ozellikle
osteokondromdan ayirmada faydali olmaktadir (7). Koronoidektomi, koronoid procesin hiperplazisinin cerrahi eksizyonunda
en sik kullanilan cerrahi yontemdir (20). Koronoidotomi veya koronoidektomi intraoral ve ekstraoral yaklasimlar kullanilarak
gerceklestirilebilir. intraoral yaklasim en sik kullanilan cerrahi yéntemdir ve herhangi bir ekstraoral skar ve fasiyal sinire
morbidite olusturmadan yeterli erisim saglama avantajina sahiptir, ancak erisim kolayligi sinirlidir. Ancak intraoral yaklasim
hematom ve sonrasinda fibrozis gibi dezavantajlari mevcuttur. Acak endoskopik yardimli intraoral yaklasimda dogrudan
gorme, ekstraoral yaklagimin olmamasi, medial dokuya minimum hasar riski ile kolay ve gilivenli osteotomi gibi
avantajlarindan dolayi savunulmaktadir (20). Koronoidektomi sonrasi iyi bir sonug elde etmek i¢in ameliyat sonrasi fizik tedavi
¢ok 6nemlidir (9,21). Spatula, kama ve TheraBite Cene Hareketi Rehabilitasyon Sistemini iceren gesitli fizyoterapotik teknikler
ve stratejiler onerilmistir (4,9,21). Egzersiz programina ameliyattan kisa bir siire sonra baslanmali ve hastalara glinde birkag
kez maksimum agiz agma ve her yone translasyon hareketlerini iceren egzersizler yapmalari talimati verilmelidir.

4. SONUC

Cerrahi teknigin tirline ve yaklasima iliskin karar, cerrahi alanin gorunirligine, komplikasyon riskine ve hastanin
kozmetik taleplerine gore olmahdir. Sonug olarak, hiperplazik koronoid progesin eksizyonuna yonelik cerrahi yaklasim hastaya
Ozel olmalidir ve miimkiin oldugunca intraoral yaklasim tercih edilmelidir. Koronoid hiperplazisinin etiyolojisi tartigmal
olmasina ragmen koronoidektomi ve koronoidotomiyle basarili bir sekilde tedavi edilebilmektedir
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FIGURLER

Sekil 1. 1 nolu vakanin sag koronoid proges preoperatif ve postoperatif KIBT goriintiileri



Sekil 3. 1 nolu vakann intraoperatif goriintiileri
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Sekil 4. 1 nolu vakanin preoperatif ve postoperatif maksimum interinsizal agiklik miktart

Sekil 5. 2 nolu vakanin sag taraf preop. ve postop. 3 boyutlu goriintiileri

Sekil 6. 2 nolu vakanin preoperatif ve postoperatif sag koronoid proges KIBT goriintiileri



Sekil 7. 2 nolu vakanin sol taraf preop. ve postop. 3 boyutlu goriintiileri

Sekil 8. 2 nolu vakanin preoperatif ve postoperatif maksimum interinsizal agiklik miktari
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SUBKONDILER BOLGEDE BULUNAN TRAVMATIK KEMIK KiSTINiIN RETROMANDIBULER CERRAHI YAKLASIM iLE TEDAVISi:
OLGU SUNUMU

OZET

AMAC

Basit kemik kisti, kemik icinde epitelle désenmeyen bir bosluktur(1). Etiyolojisi ve patogenezi halen bilinmemektedir. En sik
One sirilen etiyoloji travmaya bagl kanamadir. Daha sonra pihtilasmanin basarisiz olmasi kemikte bir bosluk birakir.(2)
Mandibuler kondilin basit kemik kisti nadirdir. Bildigimiz kadariyla bizim olgumuz da dahil olmak Uzere 10’dan fazla olgu
bildirilmemistir.(3)

OLGU

19 yasindaki kadin hasta, agiz agma kapama hareketleri esnasinda sag TME bdlgesinde agri sikayeti ile Bolu Abant izzet Baysal
Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Cerrahisi Klinigine bagvurdu. Bu olguda, retromandibuler cerrahi yaklagim
ile ekstraoral olarak basaril bir sekilde tedavi edilen basit kemik kisti vakasi sunulmustur.

SONUGC

Travmatik kemik kisti mandibuler kondil bélgesinde nadir gorilen bir vakadir. Bu kistin tedavisinde cerrahi eksplorasyon ve
kiiretaj islemi sikhkla uygulanmaktadir. Retromandibuler yaklasimda diseksiyon dikkatli uygulandiginda komplikasyon
gorilme olasiligl azalacaktir.

Anahtar Kelimeler: Mandibula Subkondiler Bolge, Transmasseterik Yaklasim, Travmatik Kemik Kisti

GiRiS

Basit kemik kistini tanimlamak icin farkli terimler kullanilmistir. Bunlar travmatik kemik kisti(3), soliter kemik kisti(4),
hemorajik kemik kisti(5), ilerleyici kemik boslugu(6) ve tek kamaral kemik kistidir(7). Cenedeki basit kemik kistlerinin cogu
mandibula gévdesinde veya simfizinde bulunur(8). Sadece birkag vaka kondilde rapor edilmistir (9-16).

Basit kemik kistinin patogenezi bilinmemektedir, ancak ¢ogu kisi bunun daha 6nceki bir travmatik olayla iliskili olduguna
inanmaktadir. Kemigin intrameddller kisminda travma nedeniyle olugsan bir hematomun olustugu ve pihtinin organize
edilmesinden ziyade pargalanarak kemik iginde bir bosluk biraktigi varsayilmaktadir(16). Bu kistlerin yarisindan fazlasi
yasamin ikinci on yilindaki hastalarda goruliir.(6,17) Cinsiyet ayrimi yok veya hafif bir erkek GstunlUgi rapor edilmistir(6,17,18)
Basit kemik kisti genellikle asemptomatiktir. Yaygin olarak onerilen tedavi, kemik dokusunun cerrahi olarak eksplorasyonu ve
kuretajidir(16,19). Genellikle niiks meydana gelmez(16,19).

1. VAKA RAPORU
19 yasindaki kadin hasta, sag TME’sinde agiz agma kapama esnasinda agri sikayeti ile Bolu Abant izzet Baysal Universitesi Dis
Hekimligi Fakiltesi Agiz Dis ve Cene Cerrabhisi Klinigine basvurdu. Hastanin radyografik tetkiklerinde sag kondil boynunda
dizenli sklerotik sinirli 7.5 mmx5.7 mmx6 mm boyutlarinda radyollUsent lezyon teshis edildi(Resim 1). Daha sonra PET/CT
taramasi istendi ve herhangi bir maligniteye rastlanmadi. Lezyonun sinirlari 7 aylik takipte genisleme gosterdi. Alinan detayli
anamnez sonucu herhangi bir sistemik hastaligi olmadigi 6grenildi. Klinik muayenede hastanin sag eklem bolgesinde
palpasyonda agrisinin mevcut oldugu gorild.

Resim1: Panoramik radyograf



Resim2: Retromandibuler yaklasim Resim3: Subkondiler bolgedeki lezyonun eksplorasyonu

Resim 5: Postoperatif 2. Ay
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Genel anestezi altinda, hastanin sag subkondiler eklem bélgesine retromandibuler insizyon teknigi ile ulasildi (Resim 2).
Anteriora dogru kiint diseksiyon ile ilerlenerek transmasseterik yontem ile subkondiler bolgedeki kemik kortekse ulasildi.
Rond frez ve piyasemen kullanilarak lezyonun cerrahi eksplorasyonu saglandi(Resim 3). Lezyonun duvarlari kirete edildikten
sonra her doku katmani primer olarak siiturize edildi (Resim 4). Post-operatif herhangi bir komplikasyon goriilmedi ve hasta
operasyondan 2 giin sonra taburcu edildi. Hastanin postoperatif 2. ay kontroliinde basit kemik kisti lezyonunun kiictldiga
gozlendi (Resim 5).

2. TARTISMA
Basit kemik kisti, kemik icinde epitelle dosenmeyen bir bosluktur. Rushton(4), soliter kemik kisti teshisini koymak icin
asagidaki kriterleri benimsemistir: kist tek olmali, epitelyal astari olmamalidir ve akut veya uzun siireli enfeksiyona dair hicbir
kanit gostermemelidir; esas olarak sivi icermeli ve yumusak doku icermemelidir; duvarlari kemikli olmali, ancak kismen ince
olmalidir; ve patolojik veya kimyasal bulgular soliter kemik kisti tanisini dislamamalidir.
Hansen ve arkadaslari(8) mandibulada basit kemik kisti olan 61 hasta arasinda agrn sikayetiyle basvuran alti hastayi
tanimladilar.
Bununla birlikte, mandibular kondilde basit kemik kisti olan 10 hastanin bazilarinda agri, kiste degil TME disfonksiyonuna
atfedilebilir. Bir Hosseini(8) vakasi da sert yiyecekleri ¢ignerken baslayan agriyla basvurdu.
Cenedeki basit bir kemik kistinin MRG goriiniimi daha 6nce bildirilmemistir. Kist icerigi proton yogunluk agirlikli gériintilerde
orta diizeyde sinyal yogunlugu, T2 agirlikli goriintilerde ise yiiksek sinyal yogunlugu gosterdi. Bu biyik olasilikla kistin
iceriginde sivinin oldugunu gosteriyordu. Gaz olmasi muhtemel degildir ¢linki bu, her iki goriintiileme dizisinde de karanlik
olacaktir.
Muhtemelen cerrahiislem sirasinda icerik bosaltiimis ve bu nedenle boslugun bos oldugu gorilmustir. Suei ve arkadaslari(22)
basit kemik kistleri olan hastalarin panoramik radyografilerini ve BT taramalarini ve deneysel bir modeli incelediler. Basit
kemik kistlerinin boslugunda hava bulunmasinin, bosluga girildigi sirada sivinin bosaltiimasina dair olabilecegi sonucuna
vardilar.

3. SONUC
Basit kemik kisti cenelerde siklikla gérilmektedir. Tedavisinde ilgili bolgenin cerrahi olarak ekspoz edilmesi ve kiirete edilerek
kanlanmasinin saglanmasi yeterli olacaktir.
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Block Graft Application Using the Khoury Technique in Cases of Horizontal Bone Insufficiency Prior to Implant
Treatment

1. Introduction

To address defects in alveolar bone, techniques such as crest split, distraction osteogenesis, guided tissue
regenerations, onlay grafting (block, Khoury split box), inlay grafting (sinus lift, interpositional bone graft, nerve lateralization)
can be employed. Autogenous bone grafts are still considered the gold standard among bone augmentation techniques (1).
Autogenous bone grafts can be obtained intraorally and extraorally. Intraoral block autografts provide a safe surgical
operation and predictable surgical outcomes from the donor site. However, some challenges persist, such as graft exposure
to the oral environment due to soft tissue necrosis or graft resorption/loss due to inadequate vascularization (2-4).

In 2007, Fouad Khoury (5) introduced a novel technique for alveolar crest augmentation. In the application of this
technique, unlike block grafts, a thin block of bone and a combination of spongy and cortical bone particles is used (6). The
bone graft is placed in two stages. The first stage involves the placement of a thin cortical bone block that shapes and
determines the volume of the alveolar crest. The thin cortical bone ensures the stabilization of small bone fragments and
serves as a natural biological barrier. A void is left between this graft and the atrophic alveolar crest, thus defining the exact
shape and thickness of the new alveolar crest. The second stage involves filling this void with spongy and cortical bone
particles with a high potential for revascularization and regeneration (7).

1. Case Report

A 22-year-old systemically healthy female patient presented to our clinic for implant treatment. Clinical and
radiological examinations revealed the loss of teeth #34, #35, #36, and #37, as well as significant horizontal bone loss in the
affected area . Measurements from the alveolar crest showed a bone thickness of 3.55 mm anteriorly (Figure 1) and 4.01 mm
(Figure 2) posteriorly. Mucosal thickness was measured as 2mm using a periodontal probe. It was decided to perform
augmentation of the defective area using the Khoury technique (Figure 3).

The patient was taken into surgery under general anesthesia. Local infiltrative anesthesia with 4% articaine and
1:100,000 epinephrine was administered to the vestibular and lingual regions. An incision starting distal to tooth #33 and
covering the donor site was made. The mucoperiosteal flap was elevated to expose both the donor and recipient areas (Figure
4). Abone block measuring 30x10x3 mm was marked on the external oblique ridge. Bone cuts were made using a piezoelectric
surgical device (Figure 5), and the bone block was removed with osteotomes. Sharp edges of the bone, which remain in the
donor area, were collected for later use with a bone scraper (Figure 6). The obtained autogenous bone block was thinned to
a thickness of approximately 2 mm using the bone scraper. The piezo device divided the remaining cortical bone block into
two 1mm-thick plates (Figure 8). The cortical plates were fixed in the recipient area with three micro-screws each.
Autogenous particulate grafts obtained from both the mandibular ramus and the block graft were placed between the bone
blocks (Figure 9). After graft placement, the flap was stretched and primarily closed.

In the 5-month follow-up, a cone beam computed tomography (CBCT) scan showed an increase in bone thickness at
the alveolar crest. Anteriorly, the bone thickness had increased by 4.76 mm to reach 8.31 mm (Figure 10), and posteriorly, it
had increased by 4.94 mm to reach 8.95 mm (Figure 11). At the 6-month mark, three dental implants were placed in the
grafted area (Figure 12,Figure 13)

3. Discussion

With advancing technology, the diversity and applicability of dental implants have significantly increased. However,
alveolar ridge defects remain one of the major obstacles to implant applications.

Grafts used for bone augmentation can be obtained from different sources (autograft, allografts, xenograft and
alloplast). Autografts are described as the "gold standard" for bone augmentation procedures by some authors because of
their osteogenic, osteoconductive, and osteoinductive properties. However, they come with disadvantages such as the need
for a donor site, donor site morbidity, and limited bone quantity (8-10).
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Success in techniques using both allografts and xenografts, as well as the autograft technique known as the Khoury
technique, is highly dependent on surgical skills and requires a high level of training and clinical experience to achieve good
results (11).

The Khoury technique is noted for avoiding complications that may arise from the use of exogenous grafts that can
lead to allergic reactions, which could impact the outcomes of regenerative procedures. The mandibular ramus area is the
first choice for the Khoury technique due to its high durability and resistance to resorption (12,13). It should be considered
that there may be donor site or inferior alveolar nerve damage in this technique (14).

Cancellous bone exhibits high osteogenic and osteoinductive properties but lacks mechanical strength. In contrast,
cortical bone has excellent structural integrity. However, the dense and highly organized structure of cortical bone leads to
alow number of osteoprogenitor cells, osteoblasts, and osteocytes. The limited number of these cells restricts the osteogenic
and osteoinductive properties of cortical bone (15).

In the Khoury technique, thin bone blocks prepared provide the shape and vertical dimension of the graft and
prevent the resorption of particulate autogenous bone grafts. Particulate grafts also promote rapid angiogenesis (16) and
enhance osteogenicity with the bone-building cells they contain (osteoprogenitors, osteoblasts, and osteocytes) (17, 18).
Therefore, the Khoury technique was chosen for the presented case.

4. Conclusion

The Khoury technique primarily favors the ramus region due to its high durability and resistance to resorption. In
addition to not creating any antigenicity in the recipient area, the most significant advantage of this technique is related to
the resistance shown by the obtained blocks and collected autogenous particulate grafts in the grafted area during implant
placement. This resistance to normal bleeding and drilling during the implant procedure is believed to be associated with the
physiological proximity of the grafted area to normal bone, owing to the regeneration and vascularization provided by the
grafts.
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Figures

Figure 3: Pre- operative intraoral view
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Figure 7 : Obtaining autogenous bone particles with a bone scraper
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Figure 9:The final image of the grafted recipient site

Figure 10:Horizontal bone thickness (anterior) in a computer tomography
post operative 5 months later



Figure 11:Horizontal bone thickness (posterior) in a
computer tomography post operative 5 months later

Figure 12: Post operative 5 months, measurement of horizontal
bone thickness before implant placement
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Figure 13: Bone volume surrounding the dental implant after placement
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Abstract

Introduction: Custom-made subperiosteal implants are applied as a minimally invasive treatment approach in severely
atrophic jaws. Alveolar bone morphology is crucial for accurately reflecting the three-dimensional digital design on the
operating field, achieving maximum implant-bone adaptation, and preventing postoperative soft tissue complications. In this
case series, the significance of the osteotomy guide in custom-made subperiosteal implant operations will be evaluated by
comparing patients with and without an osteotomy guide planned.

Case Reports: After intraoral and radiological assessment, custom-made subperiosteal implant treatment was planned and
performed on four patients (3 females and 1 male) due to advanced maxillary atrophy. Osteotomy guides were incorporated
into the treatment plan for two patients after evaluation of the smile line, alveolar bone morphology, and soft tissue of the
patients.

Conclusion: The assessment of alveolar bone morphology and the design of the implants are as important as the surgical
technique for ensuring the long-term success of custom-made subperiosteal implants. The arrangement of an alveolar bone,
especially one with sharp contours, with an osteotomy guide will prevent soft tissue recession and achieve aesthetic and
functional outcomes.

Key Words: alveolar ridge morphology, custom-made subperiosteal implant, osteotomy guide

1. Introduction

Custom-made subperiosteal implants are used as an alternative to regenerative methods in cases of severe bone loss
where endosseous dental implants cannot be applied. It is a more minimally invasive approach compared to advanced
augmentation surgeries. Since it allows immediate loading, dental rehabilitation is provided faster, and thus the patient’s
quality of life increases by ensuring nutrition, phonation, function, and aesthetic improvement (1).

Today’s success rate of subperiosteal implants has increased considerably due to technological advances in the fields
of 3D imaging, design, and manufacture, as well as developments in materials (2). Radiological evaluation, case-specific
planning, and design are as important as surgical technique in order to achieve satisfactory treatment results, increase the
adaptation, stability, and soft tissue compatibility of the implant, and prevent possible complications.

In this report, the issues to be assessed in subperiosteal implant planning and the role of the osteotomy guide in
planning will be evaluated through different cases.

2. Case Reports

Four cases of subperiosteal implant treatment are presented in this case series. After clinical and radiological
examinations, custom-made subperiosteal implant treatment was planned in all cases due to advanced maxillary atrophy.
Prior to implant placement, the alveolar bone was reshaped using an osteotomy guide in two cases, according to alveolar
bone morphology, smile line, and soft tissue quality assessments. As a general treatment protocol, tomographic data were
obtained with a barium-added removable prosthesis to determine the mucosal thickness. Virtual models were created in STL
format using computed tomography scanning with a 1 mm section range. With the help of software, implants and, in
necessary cases, osteotomy guides were designed on virtual models. It was produced using the laser sintering technique.

The operations were performed under local anesthesia. Following crestal mucosa incision and vertical relaxing
incisions, the mucoperiosteal flap was elevated. Maxillary bone surfaces were exposed (Figure 1,2). The implants were placed
directly on the bone in cases where an osteotomy guide was not planned. In cases where an osteotomy guide was planned,
vertical and horizontal bone resections were performed with a polymer-based guide before implant placement (Figure 3,4).
The implants, designed as two separate pieces, were fixed to the apertura piriformis and zygomaticomaxillary buttress using
mini screws (Figure 5,6). The incision sites were sutured in accordance with surgical principles. Prosthetic rehabilitation was
performed after mucosal healing was completed. Follow-up of patients who did not encounter any complications during or
after the operations continues.
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3. Discussion

Soft tissue recession and the exposure of the implant skeleton are the most important complications that may be
encountered after the application of custom-made subperiosteal implants. It is very crucial to evaluate soft tissue thickness,
keratinized mucosa presence, and alveolar bone morphology with detailed intraoral and radiological examinations before
implant design in order to prevent these complications and improve postoperative clinical results (3). Subperiosteal implant
applications, especially in Cawood-Howell class IV bone types, will result in a sharp-edged implant design due to the knife-
edge shape of the bone. Additionally, a gap will form between the implant skeleton and the residual bone over time due to
the resorption of the alveolar bone. In both situations, mucosal recession and dehiscence may occur in the long term (4,5).
Soft tissue complications can be prevented when the bone surface is made suitable for the implant by using an osteotomy
guide before implant placement in Class IV-type atrophy. A vertical osteotomy guide can also be used to position prosthetic
attachment posts on a flat bone in the presence of knife-edge alveolar bone. In the literature, it is recommended to leave at
least 3 mm of bone on the osteotomy at the level of the sinus floors when planning vertical bone resection (6). The presence
of sharp bone edges is another important factor causing soft tissue dehiscence. It is possible to recontour the alveolar bone
using a horizontal osteotomy guide. Sharp edges should be rounded using horizontal guides following the vertical guide. Thus,
the connection posts can be positioned in the center of the reshaped alveolar bone, and the forces on the implant are
distributed equally.

One of the indications stated in the literature for using osteotomy guides in subperiosteal implant surgery planning is
terminal dentition. The alveolar bone that is expected to resorb following tooth extraction is resected using the osteotomy
guide. This eliminates the need to wait edentulously for the healing process to complete the operation. Rinaldi et al. (5)
stated that the guides reduce the edentulous process and increase implant-bone adaptation in their article on the use of
vertical and horizontal osteotomy guides in patients with terminal dentition. They added that the clinical condition that needs
to be evaluated at this point is the presence of infection (7), and that in cases where infected areas cannot be completely
removed with osteotomy guides, the natural resorption process should be waited. All of our patients were admitted due to
long-term total edentulism.

Custom-made subperiosteal implants can be preferred as an alternative treatment in cases treated with dental
endosseous and zygomatic implants and subsequent implant loss. Removal of failed osseointegrated implants can create
large bone defects. Especially if there is a defect in the zygomatic buttress, which is the main area for the fixation of
subperiosteal implants, bone healing should be waited before subperiosteal implant placement (6).

It has been stated in the literature that the use of titanium alloys in the production of osteotomy guides is more reliable
(5,6). To secure the guides in place and keep them from moving during the osteotomy, screw holes should also be included
in their design. In our cases, osteotomy guides were produced on a polymer base, but no adaptation problems were
encountered. In addition, the guides designed with screw holes were not fixed with screws because there was no loss of
stability during the osteotomy.

4. Conclusion
Preoperative evaluation is very important to achieve long-term successful treatment and satisfactory aesthetic results.
In Cawold-Harold class IV cases where alveolar bone resorption continues, adjustment of alveolar bone morphology using
vertical and horizontal osteotomy guides is a critical point in prosthetic success as well as improving implant adaptation.
Furthermore, horizontal osteotomy guides can help prevent postoperative soft tissue complications in class V-VI patients
with sharp bone edges.
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6. Figures

Figure 3: Osteotomy guides

Figure 4: Placement of osteotomy guides



Figure 5: Fixation of subperiosteal implants: a case example without the osteotomy guide

Figure 6: Fixation of subperiosteal implants: a case example with the osteotomy guide
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ABSTRACT

Objective: The aim of the study is to investigate the effects of mandibular anatomy on bad split formation in patients who
underwent bilateral sagittal split osteotomy due to dentofacial deformity.

Method: 56 patients preoperative CBCT scans were assesed with Planmeca Promax® 3D software, with an average age of
23.916.1 and who underwent sagittal split osteotomy between 2016-2022 years. The distance between the mandibular canal
and the border of the mandible, and the distance between some anatomical points of the ramus were measured, and the
surgery records were examined. Results were statistically evaluted.

Results: As a result of the examination of the preoperative CBCT images, it was observed that as the mandibular canal
progresses from the mandibular foramen to the interproximal region of the second molar and the first molar, it approaches
the inferior border in the superoinferior direction and moves away from the buccal outer cortical in the buccolingual
direction. It has been found that as it moves from the mesial of the mandibular second molar to the premolar region, it moves
away from the mandibular inferior border and approaches the buccal outer cortical. The M2inferior parameter was
significantly thicker in the bad split patient group. Age, gender, presence of 3rd molar and other parameters were not
significant between the groups.

Conclusions: In conclusion, reduction of bad split may be possible with preoperative examination of 3D images and
individualized SSO modifications. Preoperative three-dimensional evaluation is the most helpful tool for an experienced
surgeon to make individual modifications to the method.

KeyWords: Bad split, Sagittal Split Osteotomy, Cone Beam Computed Tomography

OZET

AMAG: inferior alveolar sinir (iAS) hasari ve kéti kirtk olusumu, SSO’nun, mandibulanin morfolojik yapisindan etkilenen iki
komplikasyonudur. Bu nedenle cerrah, prosedirle iliskili yaygin komplikasyonlarin genel insidansini bilmeli ve bu
komplikasyonlar igin olasi risk faktorlerinin farkinda olmalidir. Calismanin amaci mandibula anatomisinin, dentofasiyal
deformite nedeniyle bilateral sagittal split osteotomisi gegiren hastalarin koti kirik olusumu tzerine etkilerinin arastirmaktir.
YONTEM: Ortalama yaslari 23.946.1 yil olan 2016-2022 yillari arasinda sagittal split osteotomi islemi gegiren 56 hastanin
preoperatif KIBT gorintileri, Planmeca Promax® 3D yazilimi ile degerlendirilmistir. Mandibular kanal ile mandibula sinirlari
arasindaki uzakliklar ve ramusun bazi anatomik noktalari arasindaki uzaklklar 6l¢lilmis, ameliyat notlari incelenmistir.
Sonuglar istatistiksel olarak degerlendirilmistir.

BULGULAR: Preoperatif alinan KIBT gorintilerinin incelenmesi sonucunda mandibular kanalin, mandibular foramenden ikinci
molar dis ile birinci molar disin interproksimal bolgesine ilerledikce, superoinferior yonde inferior sinira yaklastigi,
bukkolingual yonde ise bukkal dis kortikalden uzaklastigi gorilmustir. Mandibular ikinci molar mesialinden premolar
bolgesine ilerledikge, mandibular inferior sinirdan uzaklasirken bukkal dis kortikale yaklastigi bulunmustur. Kétu kirik olan
hasta grubunda M2inferior parametresi anlamh olarak daha kalin ¢ikmistir. Yas, cinsiyet, 3. molar disin varligi ve diger
parametreler gruplar arasinda anlamh ¢cikmamistir

SONUC: Sonug olarak kot kirtk olusumu azaltilmasi preoperatif olarak 3B goriintilerin incelenmesi ve bireye 6zel SSO
modifikasyonlari ile mimkin olabilecektir. Preoperatif olarak ¢ boyutlu degerlendirme yapilmasi, tecribeli bir cerrahin
yontem Uzerinde yapacagi bireysel modifikasyonlar icin en blylk yardimci aractir.

Anahtar Sozclikler: Kotu kirik, Sagittal Split Osteotomisi, Konik Isinli Bilgisayarli Tomografi
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1. AMAC

Eriskin donemindeki alt ve Ust genelerin boyutsal ve konumsal uyumsuzluklari gibi iskeletsel deformitelerin tedavisi
ancak ortognatik cerrahi islemlerle mimkuin olmaktadir. Ortognatik cerrahi ameliyatlarinda g¢enelerin, cerrahi olarak yeniden
konumlandiriimasinin iki temel amaci vardir: Bunlar Ust ve alt ceneleri uygun okluzal iliskiye getirmek ve oransal olarak daha
uyumlu bir iskelet profili olusturmaktir. Ortognatik cerrahide, mandibulanin ramus ve korpusunun birbirinden sagital yonde
ayrilarak segmente edilmesi ve boylece distal segmentin yeniden konumlandiriimasi sagittal split osteotomisi (SSO) olarak
bilinmektedir

Mandibular splitte komplikasyonlarin azaltilmasi amaciyla ¢esitli yontemler tanimlanmistir ancak osteotomi
uygulama UstUnligu sebebiyle en yaygin kullanilan cerrahi teknik sagittal split osteotomisi(SSO)dir. Trauner ve Obwegeser
teknigi, Dal Pont ve Hun Suck modifikasyonu, Epker modifikasyonu; tizerinde en ¢ok durulan yaklasimlardir (1).

Buna ragmen SSO esnasinda sinir hasari, kanama, hava yolu tikanikhgi, kott kirik, enfeksiyonlar, kemik nekrozu,
temporomandibular eklem sorunlari, disfaji, cene acikhginda kisithlik ve psikolojik sorunlar gibi bircok teknik zorluk ve
komplikasyonla karsilasilabilmektedir (2). intraoperatif komplikasyonlar icerisinde karsimiza ¢ikan inferior alveolar sinir (iAS)
hasari ve koti kirik olusumu, SSO’nun, mandibulanin morfolojik yapisindan etkilenen iki komplikasyonudur (3)

Cerrahi islem o©ncesinde komplikasyonlarla iliskili olabilecek degerlendirmelerin detayli olarak yapilmasi ile
komplikasyon oranlari azaltilabilir. SSO sonrasinda gériilebilecek duyusal bozukluklar ramus icerisinde konumlanmis i1AS’nin
islem sirasindaki gerilmesine, split sirasinda veya vida delikleri agilirken olusabilecek hasara ve rijit fiksasyon sirasinda sinir
Gzerinde olusan basiya bagh olusabilir. SSO’'nun diger sik gorilen komplikasyonu kotl kirik, literatiirde sagittal split
osteotomisi esnasinda proksimal veya distal segmenti etkileyen, mandibulanin elverissiz veya diizensiz bir kirigi olarak
tanimlanmaktadir; ayrica ramus, kondil veya nadiren koronoid prosesin dikey veya yatay kiriklari olarak da gorilmektedir
(2,3,4,5).

Mandibular kemige ait yapilarin rutin muayenesinde panoramik rontgenler kullanilsa da Yang ve ark. (6), kemik
yuksekligi ve genisliginin 6lcimiinde veya mandibuladaki 6nemli yapilarin lokalize edilmesinde KIBT’lerin en glivenilir ydntem
oldugunu ifade etmislerdir. Bu nedenle li¢ boyutta osteotomi hatti igceren ortognatik cerrahiler gibi islemler 6ncesinde,
degerlendirme amaciyla panoramik rontgenler yerine KIBT’lerin alinmasi daha uygun olabilir.

Kotu kirk olusum prevalansini azaltmak ancak ge¢cmesi muhtemel sagittal split osteotomi hattin detayh olarak 3
boyutlu gorintileme yontemleriyle incelenebilmesiyle mimkiin olabilir. Bu nedenlerle ¢alismamizda, posterior mandibula
anatomisini t¢ boyutlu olarak inceleyip, 3B gorlntilerden elde edilen verilerle kot kirik arasinda bir iliski kurulmasi ve kot
kirtk olusum sikhginin azaltilabilmesine fayda saglanmasi hedeflenmistir.

2. GEREC VE YONTEM

2.1. Hasta Seg¢imi

Gerceklestirilen calisma retrospektif bir arastirma olarak dizayn edilmistir. Bu calisma Cukurova Universitesi Dis
Hekimligi Fakiltesi Agiz, Dis ve Cene Cerrahisi Anabilim Dali arsivinde bulunan 2016-2022 yillari arasinda sagittal split
osteotomi islemi gegiren hastalarin kayitlari incelenerek gerceklestirilmistir. Hastalarin tiimii Cukurova Universitesi Agiz, Dis
ve Cene Cerrahisi Klinigi’'nde tedavi gérmis ve tedavi planinin bir pargasi olarak rijit fiksasyon ile sagittal split osteotomi
cerrahisi gegirmislerdir.

Geriye donlik arama sonucunda hastalarin kayitlari incelenmis ve ¢alismaya, ameliyat 6ncesi ve ameliyat sonrasinda
konik 1sinli tomografileri bulunan 56 hasta dahil edilmistir. Cukurova Universitesi Tip Fakiiltesi Girisimsel Olmayan Klinik
Calismalar Etik Kurul onayi 125 toplanti sayili, 16 Eyliil 2022 tarihi ile alinmistir. Calismamiza katilmayi kabul eden 56 bireye,
arastirmalarin detaylari anlatildi ve bu hastalar tarafindan aydinlatiimis onam formu imzalandi.

Dahil edilme kriterleri;

e SSO operasyonu yaptirmis hastalar

e Ameliyat 6ncesi ve sonrasi konik i1sinh bilgisayarli tomografisi(KIBT) olan hastalar

Dahil edilmeme kriterleri;

e Olciim yapilacak bélgede patolojisi veya travmatik hasari olan hastalar

o iskeletsel gelisimi etkileyebilecek sendromu olan hastalar

e Tekrarlayan sagital split osteotomi 6ykisii olan hastalar

2.2. Cerrahi Prosediir

Calismamiza katilmayi kabul eden bireylerin sagittal split osteotomi operasyonu, Cukurova Universitesi Dis Hekimligi
Fakiltesi Agiz Dis ve Cene Cerrahisi Anabilim Dali bilinyesideki ¢ farkli cerrah tarafindan ayni cerrahi prosedir ile
gerceklestirilmistir. Tercih etmis olduklari yéntemin tim cerrahi asamalarinda iAS’In korunmasi icin dzen gdsterilmistir.
Cerrahi prosedire, agiz acikligini saglamak icin dental arklar arasina, kontralateral tarafa kauguk bir agiz agacagi takilarak
baslanmistir. Dudaklara postoperatif 6demin azaltilmasi ve c¢atlaklarin 6nlenmesi amaciyla vazelin veya kortizonlu krem
siirilmistir. insizyon dncesi kanama ve agri kontrolii icin molar, premolar ve ramusun mediyaline ve lateraline adrenalinli(80
mg/2 ml artikain hidrokloriir, 0.02/2 ml epinefrin bitartarat) infiltrasyon lokal anestezisi yapilmistir. Operasyon sonrasi suturu
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kolaylastirmak amaciyla ramusun yari yiksekliginden baslayip birinci molarin mesiyaline kadar uzatilacak insizyon, molarlarin
kole hizasindan ziyade daha vestibiil bolgede yapilmistir. Mukoperiosteal flep, korpusta birinci molar bolgesinde preanguler
girintiye, bazalda mandibdiler alt kenarda lingual bélgeye kadar kaldiriimistir: bu asamada mandibulayi desteklemek ve yanak
mukozasini korumak icin bir Obwegeser ekartéri yerlestirilmistir. Periost dekolmani ramusun yari yiksekligine kadar devam
ettirilip: koronoid gikintinin 6n kenarina yapisan kas demetleri ¢entikli bir ramus elevatori yardimi ile yerinden siyirip sonra
centikli ramus ekartori yerlestirilmistir. Lingual tarafta periost kaldirmaya retromolar tGiggenden baslanilmis olup, damar-sinir
paketinide korumaya 6zen gosterilerek lingula bolgesine kadar devam edilmistir. Bu asama da mandibuler kanalin girisi
belirlenip, sonra kiglk boyutlu, bikilebilir cairn yumusak ekartoérd, asiri glic uygulamaksizin mandibiler damar-sinir paketini
korumak icin lingulanin Gzerine yerlestirilmistir.

Osteotomi hatti, lic segmentten olusur: Ust-i¢, 6n-dis ve ikisi arasinda sagittal yonde uzanan intermediyer kismi.
Osteotomi hatti ile kondili iceren eksternal bir segment ile dis arkini igeren internal bir segment olusturarak mandibiilayi
sagittal olarak ayirmayi amaglanmistir. Osteotomiye, lingula mandibilarisin Ust kenarindan, lindeman frez veya ince, uzun
canavar frezle, okluzal diizleme paralel lingual osteotomi hatti ile baglanmistir.

Boylelikle damar-sinir paketi girisini cevreleyen kortikal halkanin kesilmesi veya zayiflatilmasi amaglanmistir.

Vertikal kesiyi kolaylastirmak amagh kontralateral taraftaki agiz acacagi cikartilip, vertikal kesiye gecilmistir. ikinci
molar ve birinci molar arasindan canavar rond frez veya piezo kullanilarak vestibiiler kortikal, bazis kenarina kadar kesilmistir.
Vertikal kesinin konumu segmentler arasinda arzu edilen kontakt ylizeyine gére modifiye edilmistir. Bazal kenarin kesimine
ayrica 6nem gosterilmistir. Mandibiler bazis boliminin kesisi yapilirken, bu bolgede bulunan fasiyal sinirin ¢gene ucu dalini
ve damarlarini korumak amaciyla ekartor dikkatli bir sekilde konumlandirilip kot kirtk olusumunu 6nlemek icin kesi tam
yapilmistir.

Uclincii osteotomi kesi hatti ramusun i¢ yiizeyi ile vestibiildeki vertikal kesi hatlarini retromolar {icgen ve eksternal

oblik cizgi boyunca birlestirecek sekilde yapilmistir. Kesi icin lindeman frez veya stryker testere ucu kullaniimistir.
Proksimal ve distal iki segmentin split islemi, uygun kalinlikta ve gittikce genisleyen osteotomlarla gerceklestirilmistir. Bu
asamada, asiri hareketler sonucu intraossedz trajesinde bulunan mandibdler sinirin zarar gorme ve kot kirik olusma riski
oldugu icin sabirli olunarak split islemi gerceklestirilmistir. Sonrasinda, ayrilmis iki fragman arasindaki tim kemik
interferanslar sinir korunarak elimine edilmistir. Splite edilmis her iki fragman kondilin dogru pozisyonuna ve intermaksiller
fiksasyona gore dogru konumda ve damar-sinir paketine baski olusturmayacak sekilde repoze edilmistir.
Osteosentez(fragmanlarin fiksasyonu) icin 2.0 mini plak ve monokortikal mini vidalar veya 2.7 ¢apinda Ugcer veya ikiser adet
bikortikal vidalar veya mini plak ve mini vidalarla kombine birer adet 2.7 ¢apinda bikortikal vida kullaniimistir. Osteosentez
islemi tamamlandiktan sonra intermaksiller fiksasyonu agip okliizyon kontrol edilmistir. Oklliizyon kabul edilebilir seviyede
goruldigunde kanama kontrolii sonrasi, yara kenarlari 3/0 rezorbe olabilen vicryl sutur ile primer kapatilmistir. Rutin olarak
antibiyotik(Sefazolin (sodyum) 1 gr/ 4ml IM/ IV) operasyon 6ncesi 1*1 ile baslanip ameliyat siresinin 4 saati gectigi
durumlarda ek doz uygulanmistir ve operasyon sonrasi ise 2*1 seklinde devam ettirilmistir. Penisiline alerjisi olan hastalarda
Klindamisin 600 mg IM/IV tercih edilmistir. Diger rutin uyguladigimiz ila¢ steroid grubu ilaglardir; operasyon esnasinda
prednol 1.5 mg/kg seklinde uygalanip opserasyon sonrasinda azaltici dozlar seklinde postoperatif 3. giine kadar devam
ettirilmistir.

2.3. KIBT Gériintilerinin Elde Edilmesi

Hastalarin tiiminiin KIBT kayitlari Cukurova Universitesi Dis Hekimligi Fakiiltesi Oral Diagnoz ve Radyoloji Anabilim
Dali'nda alinmistir. Kayitlarin alinmasinda konik 1sinh bilgisayarli tomografi (KIBT) (Planmeca Promax® 3D Mid, Helsinki,
Finlandiya) cihazi kullanilmistir. Tomografi cihazi 90 Kv ve 10 mA akimda ¢alismaktadir. Hasta etrafinda 360° rotasyon yaparak
450 mm x 450 mm x 436 mm alani (FOV) ortalama 27 saniyede taramaktadir. Veriler maksillofasiyal bolgeyi ve kafa kaidesini
icermektedir. Rutin tomografik kayitlar alinirken bas pozisyonunun stabilizasyonu amaciyla 6zel bir sabitleyici ve birbirine
dikey gecen iki lazer 1sin hiizmesi kullanilmaktadir. Horizontal hiizme, Frankfurt horizontal diizlemine paralel olacak sekilde,
vertikal hiizme ise, hastanin zahiri orta hattindan gececek sekilde bas pozisyonu ayarlanmaktadir. Hastalara yutkunmaksizin,
burundan yavas solunum yaparak ve disler maksimum interkispidasyonda tutularak 27 saniye sabit bir sekilde durmalari
soylenmistir. 0,5 mm aksiyel kesitler Gizerinden DICOM formatinda hastalara ait KIBT taramalari alinmistir.

ilk tomografik goriintiiler daha &nce de belirtildigi gibi ameliyat &ncesinde alinmistir. Alinan veriler DICOM verisi olarak
saklanmistir. Hastalarin DICOM verileri, Planmeca Promax® 3D Mid ( Helsinki, Finlandiya) yazilimina aktarilmistir. Tomografi
goruntlleri dogal bas pozisyonu ayarlanarak alinmasina ragmen bazi goriintiilerde bas pozisyonunda farkliliklar tespit
edilmesi sebebiyle tiim vakalarda goriintiiler, koronal, sagital ve aksiyal kesitlerde diizeltilmistir. Koronal goriintilerde ve
sagital goruntiilerde referans diizlem fonsiyonel okluzal diizlem olarak diisiinlilmistiir. Bas pozisyonunun degistirilmesiyle
referans diizlem (fonksiyonel okluzal dizlem) yer dizlemine paralel olacak sekilde ayarlanmistir. Aksiyal dizlemde ise
referans diizlem orta oksal diizlem olarak distinilmuUstir. Bas pozisyonu degistirilerek, orta oksal diizlem yer diizlemine dik
olacak sekilde yeni bas pozisyonu ayarlanmistir. Referans diizlemleri ve isaret noktalari belirlenerek aksiyal, koronal ve sagittal
kesitlerde 6lgimler yapiimistir.

2.4. KIBT Uzerinde Degerlendirilen Uzunluk Olgiimleri

2.4.1. Calismamizda Kullanilan isaret Noktalari ve Referans Diizlemleri

Calismamizda kullanilan isaret noktalari ve referans diizlemleri farkh kaynaklardan faydalanilarak olusturulmustur

(7,8).
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o X diizlemi: Goriintl Gzerinde var olan yere dik diizlemdir(Sekil 1.a).

e Y diizlemi: Goriinti tizerinde var olan yere paralel dizlemdir(Sekil 1.a).

e Mandibular foramen: Mandibular ramusun i¢ ylizeyinin merkezinin biraz lizerinde yer alan, mandibular kanalin
baslangicinda etrafi kemik ile gevrili anatomik yapidir(Sekil 1.b).

e Mandibular sigmoid notch: Mandibular kondil ve koronoid gikinti arasinda uzanan konkavitenin en derin
noktasi(Sekil 1.b).

e Lingula mandibula: Mandibula ramusunun medial tarafinda, foramen mandibula (zerinde yer alan kemik
cikintisi(Sekil 1.b).

sigmoid notch

lingula mandibula

mandibular foremen
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Sekil 1. a. X ve Y diizlemi b. Sigmoid notch, lingula mandibula ve mandibular foramenin 3d modeldeki goriintiisi.

2.4.2. Uzunluk Ol¢iimleri

e M2toFor: Mandibular ikinci bliylik azinin en distalinden mandibular foramene olan vertikal mesafe (Sekil 2).

Sekil 2. Tim kesitlerde mandibular foramenin isaretlenmesi ve mandibular ikinci molarin distaline vertikal uzakhginin KIBT
Gzerinde gosterimi.
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e LintoSig: Lingula mandibuladan sigmoid centige olan mesafe(Sekil 3).

Sekil 3. a. Koronal kesitte lingula mandibuladan sigmoid notch’a olan uzaklk gésterimi b. 3 boyutlu modelde ki gosterim.

e RanttoFor: Mandibular foramenden ramus 6n kenarina olan mesafe(Sekil 4).

Sekil 4. Mandibular foramenden ramusun 6n kenarina olan mesafenin aksiyel kesitte gérinimd.

e Rammedlat: Lingula mandibula seviyesinde, ramusun mediolateral yondeki kalinligi(Sekil 5).

Sekil 5. Lingula seviyesinde ramusun mediolateral genigliginin koronal kesitte gosterimi.



e RanttoPost: Mandibular foramen seviyesinde, ramusun anteroposterior uzunlugu(Sekil 6)

Sekil 6. Mandibular foramen seviyesinde, ramusun anteroposterior uzunlugunun aksiyel kesitte gosterimi.

e Mandibular birinci molarin(M1bukkal) ve mandibular ikinci molarin mesial(M2bukkal) bolgelerinde X dizlemine
dik olacak sekilde, mandibulanin dis bukkal kortikal siniri ile mandibular kanal arasindaki mesafe(Sekil 7.a).

e Mandibular birinci molarin(M1inferior) ve mandibular ikinci molarin(M2inferior) mesial bolgerinde ki Y dizlemine
dik olacak sekilde, mandibulanin dis inferior kortikal siniri ile mandibular kanal arasindaki mesafe(Sekil 7.b).

e Mandibular ikinci molarin(M3bukkal) distal bolgesinde X dizlemine dik olacak sekilde, mandibulanin dis bukkal
kortikal siniri ile mandibular kanal arasindaki mesafe(Sekil 7.a).

e Mandibular ikinci molarin(M3inferior) distal bélgesinde Y diizlemine dik olacak sekilde, mandibulanin dis inferior
kortikal siniriile mandibular kanal arasindaki mesafe(Sekil 7.b).

e Mandibular birinci molarin(M1bukkalkan) ve mandibular ikinci molarin(M2bukkalkan) mesial bolgerinde ki
mandibular kanalin bukkalindeki singerimsi kemik kalinhgi(Sekil 7.c).

e Mandibular birinci molarin(M1linferiorkan) ve mandibular ikinci molarin(M2inferiorkan) mesial bolgelerinde ki
mandibular kanalin inferiorundaki siingerimsi kemik kalinhgi(Sekil 7.d).

e Mandibular ikinci molar(M3bukkalkan) distal bélgesindeki mandibular kanalin bukkalindeki stingerimsi kemik
kahnhgi(Sekil 7.c).

e Mandibular ikinci molarin(M3inferiorkan) distal bélgesindeki mandibular kanalin inferiorundaki siingerimsi kemik
kahnhgi(Sekil 7.d).

e Mandibular birinci molarin(M1bukkalkor) ve mandibular ikinci molarin(M2bukkalkor) mesial bdlgerindeki
mandibular kanalin bukkalindeki kortikal kemik kalinhgi(Sekil 7.e).

e Mandibular birinci molarin(M1linferiorkor) ve mandibular ikinci molarin(M2inferiorkor) mesial bolgerinde ki
mandibular kanalin inferiorundaki kortikal kemik kalinhgi(Sekil 7.f).

e Mandibular ikinci molarin(M3bukkalkor) distal bolgesindeki mandibular kanalin bukkalindeki kortikal kemik
kahnhgi(Sekil 7.e).

e Mandibular ikinci molarin(M3inferiorkor) distal bolgesindeki mandibular kanalin inferiorundaki kortikal kemik
kahnhgi(Sekil 7.f).



Sekil 7. a. Mandibular kanal ile dis bukkal kortikal sinir arasindaki mesafe b. Mandibular kanal ile dis inferior kortikal sinir
arasindaki mesafe c. Mandibular kanalin bukkalindeki stingerimsi kemik kalinhgl d. Mandibular kanalin inferiorundaki
stingerimsi kemik kalinlig1 e. Mandibular kanalin bukkalindeki kortikal kemik kalinhigi f. Mandibular kanalin inferiorundaki
kortikal kemik kalinlig.

Hastanin sag ve sol tarafindan olgiilen her parametre(6lgim) ayri ayri degerlendirilmistir. Ayrica ameliyat notlari ve
postoperatif olarak alinmis KIBT gorintileri incelenerek kot kirik olup olmadigi kontol edilmis olup, kota kirik varligl hasta
verilerine kaydedilmistir (Sekil 8).

Sekil 8. Operasyon sonrasi alin KIBT goriintiisiide izlenen kotl ayrilma.
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istatistiksel analiz

Verilerin istatistiksel analizinde SPSS (Statistical Package for the Social Sciences) 25.0 paket programi (IBM Corp.
Released 2010. IBM SPSS Statistics for Windows, Version 25.0. Armonk, NY, ABD) kullanildi. Kategorik l¢timler sayi ve ylzde
olarak, slrekli olciimler ortalama ve standart sapma (gerekli yerlerde medyan (ortanca) ve minimum-maksimum) olarak
Ozetlendi. Kategorik ifadelerin karsilastirilmasinda ki-kare testine basvuruldu. Calismada yer alan parametrelerin normal
dagihm gosterip gostermedigini belirlemede Shapiro-Wilk testi kullanildi. Gruplar arasindaki farkliliklarin incelenmesinde
Mann Whitney U testine basvuruldu. Yapilan olgiimlerin giivenilirliginin degerlendirilmesi igin, rastgele secilen 15 hastanin
gorintuleri Gzerinde, ayni arastirmaci tarafindan 2 ay ara ile ikinci kez dlciimler yapilarak gézlemci-i¢i uyum degerlendirmesi
yapilmistir ve sinif ici korelasyon katsayisi (SKK) degerleri sunulmustur(Cizelge 2.1). Gozlemciler arasi uyum degerlendirmesi
icin bu rastgele secilen 15 hastanin gorintileri izerinde ikinci bir arastirmaci tarafindan ol¢timler yapiimistir ve sinif igi
korelasyon katsayisi (SKK) degerleri sunulmustur(Cizelge 2.2). SKK’nin yorumlanmasinda kappa katsayisina benzer sekilde
Landis ve Koch (9) tarafindan onerilen kritik degerler kullaniimistir. Uyum igin, SKK<0.20: kétl uyum, SKK=0.21-0.40: disiik
uyum, SKK=0.41-0.60: orta diizeyde uyum, SKK=0.61-0.80: iyi diizeyde uyum ve SKK=0.81-1.00: ylksek uyum olarak
belirlendi. Tim testlerde istatistiksel dnemlilik diizeyi 0,05 olarak alindi.

Cizelge 2.1. Gozlemci igi 6lglim glivenirliligi icin sinif ici korelasyon katsayisi degerleri (ortalamazstandart sapma)

ilk ikinci %95 Cl Giiven Araligi

degerlendirme degerlendirme SKK

Ort+Ss Ort+Ss En diisiik En yiiksek
M2toFor 10,8+0,6 10,6£0,7 0,953 0,912 0,978
LintoSig 18,0£0,5 17,5£0,5 0,970 0,937 0,987
RanttoFor 12,610,4 12,610,4 0,961 0,924 0,984
Rammedlat 5,0410,2 4,96+0,2 0,865 0,728 0,934
RanttoPost 29,610,5 29,940,5 0,958 0,875 0,988
M1 bukkal 4,95+0,2 4,79+0,2 0,844 0,675 0,932
M2 bukkal 5,6210,2 5,6210,2 0,909 0,853 0,951
M3 buccal 5,27+0,3 5,0110,3 0,934 0,883 0,967
M1 inferior 5,9810,3 5,8010,3 0,951 0,890 0,981
M2 inferior 5,5410,3 5,4210,3 0,938 0,863 0,977
M3 inferior 5,78%0,3 5,9410,3 0,932 0,880 0,966
M1 bukkalkan 2,5940,2 2,2340,2 0,826 0,684 0,921
M2 bukkalkan 3,15+0,2 2,72+0,3 0,871 0,773 0,933
M3 buccalkan 2,6910,3 2,0940,3 0,909 0,844 0,956
M1 inferiorkan 2,30+0,3 2,23+0,3 0,890 0,783 0,962
M2 inferiorkan 1,8710,3 1,92+40,2 0,824 0,622 0,935
M3 inferiorkan 2,49+0,3 2,71+0,3 0,926 0,880 0,965
M1 buccalkor 2,51+0,07 2,5410,6 0,866 0,748 0,909
M2 buccalkor 2,57+0,07 2,84+0,08 0,755 0,752 0,891
M3 buccalkor 2,67+0,07 2,91+0,09 0,777 0,765 0,881
M1 inferiorkor 3,3940,10 3,5910,1 0,821 0,583 0,918
M2 inferiorkor 3,3310,1 3,4810,1 0,793 0,600 0,912
M3 inferiorkor 3,2810,1 3,2410,1 0,757 0,469 0,916




£s :ey‘
v
%)
LA

Cizelge 2.2. G6zlemciler arasi 6lglim giivenirliligi icin sinif ici korelasyon katsayisi degerleri (ortalamatstandart sapma)

Birinci ikinci %95 Cl Giiven Araligi
arastirmacinin arastirmacinin
degerlendirmesi degerlendirmesi

Ort+Ss OrttSs En disiik En yiksek
M2toFor 10,60,7 11,3+0,7 0,905 0,827 0,954
LintoSig 17,5+0,5 18,1+0,5 0,947 0,891 0,982
RanttoFor 12,610,4 12,7+0,4 0,861 0,650 0,967
RammedIat 4,96+0,2 5,200,3 0,762 0,529 0,896
RanttoPost 29,9+0,5 29,7+0,5 0,975 0,939 0,989
M1 bukkal 4,79+0,2 4,87+0,2 0,792 0,503 0,942
M2 bukkal 5,62+0,2 5,45+0,2 0,932 0,889 0,963
M3 bukkal 5,01+0,3 4,9140,3 0,943 0,898 0,974
M1 inferior 5,80+0,3 5,68+0,3 0,966 0,935 0,984
M2 inferior 5,4210,3 5,25+0,3 0,937 0,884 0,968
M3 inferior 5,94+0,3 5,8610,3 0,960 0,912 0,980
M1 bukkalkan 2,23+0,2 2,60+0,2 0,696 0,315 0,916
M2 bukkalkan 2,72+0,2 2,98+0,2 0,892 0,788 0,952
M3 bukkalkan 2,09+0,3 2,35+0,3 0,937 0,878 0,972
M1 inferiorkan 2,23+0,3 2,47+0,3 0,957 0,910 0,987
M2 inferiorkan 1,92+0,2 2,08+0,3 0,929 0,891 0,963
M3 inferiorkan 2,71+0,3 2,9610,3 0,917 0,827 0,965
M1 bukkalkor 2,54+0,06 2,24+0,07 0,781 0,641 0,862
M2 bukkalkor 2,84+0,08 2,47+0,06 0,668 0,597 0,766
M3 bukkalkor 2,91+0,09 2,55+0,10 0,759 0,642 0,928
M1 inferiorkor 3,59+0,1 3,17+0,09 0,711 0,405 0,867
M2 inferiorkor 3,48+0,1 3,1610,1 0,811 0,607 0,935
M3 inferiorkor 3,23+0,1 2,89+0,1 0,742 0,543 0,836

3. BULGULAR

3.1. Parametrelerin incelenmesi

Calismaya Cukurova Universitesi Dis Hekimligi Fakiiltesi Agiz, Dis ve Cene Cerrahisi Anabilim Dali arsivinde bulunan
2016-2022 yillari arasinda sagittal split osteotomi islemi geciren 56 hastanin sag ve sol tarafi olmak tizere 112 SSO bdlgesi
dahil edildi. Hastalarin yas ortalamalari 23,9+6,1 yil iken; 36 (%64,3)’U kadin, 20 (%35,7)’i erkek idi.

Ameliyattan sonra gegen ortalama takip stireleri 33,9+19,2 ay oldugu gozlendi (Cizelge 3.1).

Cizelge 3.1. Hastalarin tanitici 6zellikleri

Sayi (n) Yiizde (%)
Cinsiyet
Kadin 36 64,3
Erkek 20 35,7
Ort+Ss Med (Min-Maks)
Yas 23,9+6,1 22,5 (17-46)
Takip siresi (ay) 33,9+19,2 40,5 (6-72)

Ort: Ortalama, Ss: Standart sapma, Med: Medyan, Min: Minimum, Maks: Maksimum

Cizelge 3.2’de konik i1sinh bilgisayarli tomografi (izerinde elde edilen veriler ve diger parametreler incelendi.

Hastalar sirasiyla, 10 (%17,9)’si iskeletsel sinif 2, 46 (%82,1)’l iskeletsel sinif 3'd{.

Hastalarin 112 tarafin, 85 (%75,9)'inde fiksasyon icin mini plak + mini vida, 24 (%21,4)'tinde bikortikal vida, 3
(%2,7)'inde ise mini plak + mini vida + bikortikal vida kullanildi.

Hastalarin 112’i tarafinin 12 (%10,7)’sinde operasyon dncesi Ug¢lincli molar disi mevcuttu.

incelenen 112 SSO bélgesinden 10 (%13,4)'unda postoperatif hemen alinan radyografiler ve amaliyat notlari
incelenerek kot kirik tespit edildi.
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(%45,2) taraf ise siddetli yaralanma derecesine sahipti.

Takip randevularinda taraflarin 7 (%6,3)’tinlin fiksasyon plak+vidalari ¢ikartilmistir (Cizelge 3.2).

Gizelge 3.2. incelenen diger parametreler
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Norosensoriyel bozukluk taraflarin 31 (%27,7)’inde gorilda; 12 (%38,7) taraf hafif derece, 5 (%16,1) taraf orta, 14

e

)

Sayi (n) Yizde (%)

Deformite

Sinif 1T 10 17,9

Sinif I 46 82,1
Sabitleme

mini plak + mini vida 85 75,9

bikortikal vida 24 21,4

mini plak + mini vida + bikortikal vida 3 2,7
GOomiili Yirmiyas Dis 12 10,7
Kotii Kink 10 8,9
Uyusukluk 31 27,7

Hafif 12 38,7

Orta 5 16,1

Siddetli 14 45,2
Fiksasyon plaklarinin sokiimii 7 6,3

Cizelge 3.3'de preoperatif konik 1sinh

degerlendirme bulgulari 6zetlendi.

Cizelge 3.3. Preoperatif konik i1sinli bilgisayarli tomografi lizerinde morfolojik parametrelerin degerlendirme bulgulari

bilgisayarli tomografi

Uzerinde ol¢lilen morfolojik parametrelerin

Ort+Ss Med (Min-Maks)
M2toFor 10,1+£3,9 10 (0-20,4)
LintoSig 16,5+2,7 16,7 (10,9-22,0)
RanttoFor 12,6%2,3 12,5 (8,4-20,1)
Rammedlat 5,05+1,3 4,82 (2,43-8,84)
RanttoPost 29,5+2,8 29,1(22,7-38,4)
M1 bukkal 4,57+1,2 4,47 (1,65-7,6)
M2 bukkal 5,23+1,3 5,2 (1,79-8,41)
M3 bukkal 4,71+1,4 4,4 (1,6-8,16)
M1 inferior 6,02+1,6 6(2,4-12,0)
M2 inferior 5,68+1,6 5,69 (2,4-10,47)
M3 inferior 6,20+1,7 6,07 (2,4-12)
M1 bukkalkan 2,02+1,1 2 (0-5,34)
M2 bukkalkan 2,49+1,2 2,43 (0-5,64)
M3 bukkalkan 1,92+1,4 2 (0-5,6)
M1 inferiorkan 2,53+1,4 2,52 (0-8,41)
M2 inferiorkan 2,28+1,5 2,15 (0-6,81)
M3 inferiorkan 3,01+1,8 3,04 (0-8,4)
M1 bukkalkor 2,59+0,5 2,43 (1,65-4,43)
M2 bukkalkor 2,71+0,5 2,8 (1,79-4,4)
M3 bukkalkor 2,80+0,5 2,8 (1,6-4,18)
M1 inferiorkor 3,52+0,6 3,6 (2,4-5,44)
M2 inferiorkor 3,42+0,6 3,36 (2,04-4,68)
M3 inferiorkor 3,17+0,5 3,2 (1,65-4,56)

Ort: Ortalama, Ss: Standart sapma, Med: Medyan, Min: Minimum, Maks: Maksimum
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3.2. Kotii Kirik Grubu ile Parametreler Arasindaki Farkhliklar
Calismada yer alan hastalarin kirik bulgulari ile parametreler arasindaki farkliliklar incelendi ve hastalarin cinsiyet,
yas ve taraf bulgulari ile kirik gruplari arasinda anlamli bir farklilk saptanmadi (p>0,05).

Cizelge 3.4. Hastalarin demografik 6zellikleri ile kot kirik gruplari arasindaki farkhiliklar

Kirik Yok Kink Var
(n=102) (n=10) P
n(%) n(%)
Cinsiyet
Kadin 67 (65,7) 5(50,0) 0,323%
Erkek 35 (34,3) 5(50,0)
Taraf
Sag 50 (49,0) 6 (60) 0,508"
Sol 52 (51,0) 4 (40)
Ort+Ss Ort+Ss p
Yas 23,815,8 25,7+8,3 0,430*

* p<0,05, 1: Ki-kare, ¥: Mann Whitney U

Hastalarin sinir yaralanma dereceleri ile kirik gruplari arasinda anlamli bir farklilik gézlenmedi (Cizelge 3.5).

Cizelge 3.5. Sinir muayenesine iliskin bulgular ile kirik gruplan arasindaki farkhliklar

Koéti kink Yok Kotii kirk Var
(n=102) (n=10) pt
n(%) n(%)
Yaralanma derecesi

Normal 74 (72,5) 7 (70) 0,802

Hafif 11 (10,8) 1(10)

Orta 5(4,9) -

Siddetli 12 (11,8) 2 (20)

* p<0,05, 1: Ki-kare

Hastalarin KIBT verileri ile kotl kirik gruplari arasinda anlamli bir farkliik gézlenmedi (p>0,05) (Cizelge 3.6).

Cizelge 3.6. KIBT verileri ve diger parametreler ile kot kirik gruplan arasindaki farkhliklar

Koétu kirik Yok Koétu kirik Var
(n=102) (n=10) pt
n(%) n(%)
Deformite
Sinif I 19 (18,6) 1(10) 0,497
Sinif I 83(81,4) 9 (90)
Sabitleme
mini plak+mini vida 76 (74,5) 9(90) 0,535
bikortikal vida 23 (22,5) 1(10)
mini plak+mini vida+bikortikal 3 (2,9) -
vida
Gomiili Yirmiyas Disi 11 (10,8) 1(10) 0,939
Uyusukluk 28 (27,5) 3 (30) 0,863
Fiksasyon plaklarinin s6kiimii 6 (5,9) 1(10) 0,767

* p<0,05, 1: Ki-kare
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Kot kirik tespit edilen SSO bolgelerinde, olmayan hastalara gore ikinci buyik azi disin mesial bolgesindeki inferior
alveoler sinir ile mandibulanin inferior kortikal sinir arasindaki mesafe anlamli derecede daha yiiksek saptandi(p=0,045).
Cizelge 3.7’da yer alan diger uzunluk parametreler ile gruplar arasinda ise anlamli bir farklilik gézlenmedi (p>0,05).

Cizelge 3.7. Preoperatif konik 1sinh bilgisayarli tomografi lizerinde morfolojik degerlendirme bulgulari ile kirik gruplan
arasindaki farkhiliklar

Koti kink Yok Kotii kirk Var

(n=102) (n=10) ¢}

Ort1Ss Ort1Ss
M2toFor 10,0+3,9 11,4+4,5 0,554
LintoSig 16,6+2,7 15,6+3,3 0,317
RanttoFor 12,7+2,3 11,7+1,7 0,247
Rammedlat 5,09+1,3 4,59+1,2 0,396
RanttPost 29,4+2,7 30,0+4,0 0,984
M1 bukkal 4,56+1,2 4,68+1,4 0,907
M2 bukkal 5,22+1,3 5,29+1,5 0,992
M3 bukkal 4,68+1,4 5,0+1,4 0,627
M1 inferior 5,96+1,6 6,49+1,1 0,227
M2 inferior 5,59+1,6 6,52+1,0 0,045*
M3 inferior 6,11+1,7 7,11+1,8 0,136
M1 bukkalkan 2,00+1,1 2,17+1,2 0,791
M2 bukkalkan 2,48+1,3 2,61+1,2 0,890
M3 bukkalkan 1,89+1,4 2,24+1,3 0,457
M1 inferiorkan 2,49+1,5 2,9610,8 0,191
M2 inferiorkan 2,23+1,5 2,790,7 0,112
M3 inferiorkan 2,95+1,8 3,62+1,8 0,364
M1 bukkalkor 2,59+0,4 2,52+0,4 0,785
M2 bukkalkor 2,72+0,5 2,67+0,4 0,647
M3 bukkalkor 2,80+0,5 2,76x0,4 0,881
M1 inferiorkor 3,52+0,6 3,53+0,4 0,931
M2 inferiorkor 3,39+0,6 3,72+0,5 0,090
M3 inferiorkor 3,1310,5 3,50+0,6 0,100

* p<0,05, **p<0,01, Mann Whitney U
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Sekil 3.1. Kirik gruplari ile M2 inferior bulgulari arasindaki farkhliklar
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4. TARTISMA

Mensink ve ark. (10) yapmis olduklari retrospektif kohort calismasinda split teknigi olarak SSO’nun Hunsuck
modifikasyonunu kullanarak 1994 ve 2011 vyillari arasinda 427 hastada gergeklestirmis olduklari 851 SSO bolgesinden
17(%2,0)’sinde koétl kirnk gorllmistir. Chrcanovic ve Freire-Maia (11) tarafindan 2012 yilinda yayinlanan SSO esnasinda
olusan kot kirik icin risk faktorlerini belirleme adli ¢calismasinda 21 calisma incelemislerdir ve kéti kirik insidasi incelenen
SSO bolgesi lizerinden % 0.21 and % 22.72 arasinda degistigini gdstermislerdir. Balaji ‘nin (12) retrospektif olarak yaptigi bir
calismada kullandigi modifikasyonu belirtmeden yapmis oldugu 416 SSO boélgesinden 27(% 6,5)'sinde kotu kirik
gerceklesmistir. Aarabi ve ark. (13) yapmis olduklari retropestif calismada split teknigi olarak Epker modifikasyonunu
kullanarak gergeklestirmis olduklari 96 SSO bdlgesinden 14(%14,6)'linde kotl kirik gorGlmistiir. Verweij ve ark. (14)
tarafindan 2016 yayinlanan SSO’da yaygin gorilen komplikasyonlar igin risk faktorlerini inceledikleri meta-analiz calismasina
koti kirigr inceleyen 18 retrospektif ve 3 prospektif calisma dahil etmislerdir. Calismalarinda toplam 16.359 SSO yapilan 8.225
hasta raporlamislar. Toplam 381 koti kirik rapor edilmistir. Kotl boliinmenin toplu insidansi yapilan SSO bélge basina %2,3
bulunmustur. Ancak dahil edilen ¢alismalarda bildirilen kétl kirik insidansi yapilan SSO bdlgesine basina %0,5 ila %14,6
arasinda degismekte olup, bu ¢alismada koti kirik insidasi %8,9 bulunmustur ve literatir ile uyumlu gdziikmektedir.

Literatirde bildirilen kot kirigi dngéren hasta faktorleri tartisma konusudur; Hastanin yasi ve cinsiyetinin, ameliyat
sirasinda goémll Gglincl azi dislerin varliginin, cerrahi teknigin, eksik alt sinir osteotomisinin, daha blylk osteotomlarin,
cerrahi deneyimin veya mandibular anatominin kotii boéliinme riskini etkileyip etkilemeyecegi ve nasil etkileyecegi
belirsizligini korumaktadir. Hastalarin ¢alismaya dahil edilme kriterleri belirlenirken iAS his kaybini ve kétii kirik insidansi
etkileyebilecek faktorlerin azaltilmasi amaglanmistir, ameliyat sirasinda gomilu Gglincli azi dislerinin varliginin kot kirik
insidansini etkilemedigine dair gesitli calismalar ve meta-analizler bulunmaktadir (15,16,17). Bu nedenle ¢alismamiza Uglinci
molar disi olan hastalarda dahil edilmistir ki galismamizda kota kirik varhgi ile Gglinci molar disin varligi arasinda anlamli bir
iliski bulunmamuistir.

Steenen ve ark. (15) risk faktorleriyle ilgili olarak, 2016'da yayinlanan sistematik bir inceleme ve meta-analiz
calismasinda, koti kirik sikhigi ile hastanin cinsiyeti veya ameliyat esnasinda Gglinci molar dislerinin varligi arasinda anlamli
bir iliski bulunmamistir. Hasta yasinin k6t kirik sikligini nasil etkiledigi ile ilgili olarak ise calismaya kot kirik insidansini
belirleyen 18 galisma dahil etmislerdir. Bu 18 calismada artan ortalama yas ile kot kirik artisi arasinda istatistiksel olarak
anlamh fakat zayif korelasyon bulmuslardir.

Kriwalsky ve ark. (16) yapmis olduklari calismada kéti kirik olan hastalarin ortalama yasi 35(21-60) iken kot kirik
olmayan hastalarin yas ortalamasini 25(17-45) belirterek koti kirik sikhgi ile artan ortalama yas arasinda istatistiksel olarak
anlamh fark bulmusladir. Kotd kirik sikligi ile hastanin cinsiyeti veya ameliyat esnasinda Uglincii molar dislerinin varhgi
arasinda anlamh bir iliski bulmamislardir. Galismamizda mandibular anatomik farkhhklarin kéti kirik Gzerine etkisini
degerlendirmeyi amagladigimiz igin yas faktoriini ekarte etmek igin calismaya benzer yas araligindaki bireyler dahil edilmistir
kotu kirik ile ortalama yag anlamli bir farklilik izlenmemistir.

Verweij ve ark. (18) yaptigi ¢alismada alt Gglincii molar dislerinin varligi, kotu kirik riskini 6nemli 6lglide artirir iken
hastanin yasi ve cinsiyetinin etkilemedigini bulmuslardir. Ayrica ¢alismalarinda kotu kirik insidasinin kalici nérosensériyel
bozuklukla iliskili olmadigini géstermislerdir. Yapilan galismayla uyumlu olarak kotu kirik insidansi sinir yaralanma riskini
arttirmadigi calismamizda gorilmastdr.

Kalabalik ve ark.(19) prognatik alt ¢cenelerin mediolateral olarak daha ince olma egiliminde oldugunu ve daha dusiik
siingerimsi kemik oranina sahip oldugunu, bunun da nérosensér bozukluk ve kétli bolinme oranlarini artirdigini
belirtmislerdir. Ancak istatistiksel kanit olmadan bu sonuca varilmistir. Verilerimiz ne Sinif Il maloklizyonun ne de Sinif 1l
maloklizyonun koétl kirik sikligini etkilemedigini gdstermistir. Mensink ve ark. (10) yapmis olduklari ¢alismada kota kirik ile
ileri hasta yasini ve cinsiyeti istatiksel olarak anlamli bulmamisladir ancak kadinlarda erkeklere gére daha fazla kota kirik
meydana geldigini belirtmislerdir. Bizim bulularimizla paralel olarak, ameliyat 6ncesi hastanin okluzyon sinifi(sinif II ve sinif
IM) ile kot kirik arasinda anlamli iliski bulmamuiglardir. 17 k6t boliinmenin 8’ inde Gglinci molar dis mevcut olup Gglinci
molar disin valigi ile koti kirik olugsmasini iliskilendirmislerdir.

Jiang ve ark. (17) 964 vaka Uzerinde retrospektif olarak yaptiklari calismada SSO sirasinda kotu kirik igin risk faktorlerini
incelemigledir ve hastanin yasi ve cinsiyeti, operasyon dncesi iskeletsel iligskiyle, alt Gglincii molar disin varligiyla kéti kirik
arasinda istatistiksel anlamli fark bulmamiglardir. Bizim galismamizda ise hastanin artan yas ortalamasiyla, cinsiyetiyle, tGglinci
molar disin varligiyla, ameliyat dncesi alt ve Ust ¢enenin iskeletsel iligkisiyle ile kotl kirik arasinda artan bir korelasyon
bulunmamistir, ancak kotl kirigr olan hastalarin yas ortalamasi istatistiksel olarak anlamli olmasada kotu kirigi olmayan
hastalara gore yiksek bulunmustur. Kéti kirigin sag ya da sol tarafta olmasi istatistiksel olarak anlamh bulunmamistir.

Genel olarak, kotu kirtk meydana gelirse, ayrilma modelini gorsellestirmek ve dikkatli bir inceleme igin ek bir diseksiyon
gerekmektedir. Periost diseksiyonuna bagh kirik segmentin vaskiilarizasyonu bozulabilir, kirik segmentlerin yeniden
konumlandiriimasi amaciyla intraoperatif asiri manipilasyona ve diseksiyona bagh olarak norovaskiiler demet zarar
gorebilmektedir (1). Lakin ¢alismamizda kot kirigin valigi ile néroduyusal bozuklugun artisi iliskilendirilmemistir kirik
modelini tanimlamak ve kurtarici tedavi modeli olusturmak icin yapilan ek diseksiyonlarin ve g¢ekistirmelerin nérovaskiler
demet Gzerinde arti yaralanmaya sebep olmadigi gosterilmistir.

Kotu kirk meydana gelen hasta grubunda ek periost diseksiyonu kirik segmentlerin vaskiilarizasyonu bozulabilmesi ve
basarisiz osteosentez oraninda artisa bagl olarakta nekrotik kemik alanlari olusmaktadir ve bu hasta grubunda tekrar
operasyon ihtiyaci dogabilmektedir. Ancak ¢alimamiza bakildiginda, SSO yapilan 112 bolgeden 6(%6,2)’s1 kotu kirik olmayan
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SSO bolgesinde 1(%6,1)’i koti kirik olan tarafta olmak lzere 7 SSO bélgesinden fiksasyon mini plaklari veya bikortikal vidalari
ameliyattan sonraki strecte cikartilmistir. Kota kirik ile fiksasyon plaklarinin s6kiimi arasinda anlamli iliski bulunmamistir.
Vermeij ve ark. (20) 2014 yilinda yayinladiklari 251 hasta lzerinde gerceklestikleri calismalarinda cikartilan osteosentez
materyallerinin %78,6 oranla intraoral fistlil olarak semptom veren enfeksiyon nedeniyle gikartildigini bildirmislerdir. Bu
verilere bakarak koti kirik olusmasi enfeksiyon riskini artirmadigi yorumunu yapabiliriz.

Mandibular anatomi, kot kirik olusumunda diger etiyolojik faktorlerle birlesince énemli etiyolojik faktor haline
gelmektedir (13). Bu nedenle, bu calismada SSO hatti boyunca farkli mandibular anatomik parametreler ile kot bélinme
olusumu arasindaki korelasyonlari bulmayl amacglandi. Bazi ¢calismalar, SSO prosediirii sirasinda kot kirik olan hastalar ile
kotu kirik olmayan hastalar arasindaki gesitli mandibular anatomik parametreleri analiz etmistir(8,13,21).

Aarabi ve ark. (13) 2014 yilinda yayinlanan galismalarina 23’0 kadin 25’i erkek olmak tzere 48 (96 SSO bdlgesi) dahil
etmiglerdir. 96 SSO bolgesinden 14’(inde koti kirik olusmustur. K6t kirik insidanslarinin %14,6 olarak belirtmislerdir. Cinsiyet
ile kotli arasinda istatistiksel olaral korelasyon gozlemlememislerdir ancak hastanin artan yas ortalamasiyla koti kirigin
istatistisel olarak anlamh oldugu bildirmislerdir. Calismalarinda, kot kirik olan hastalarda lingula seviyesindeki ramus
bukkolingual kalinlik anlamli olarak daha ince gikmistir. Alveolar krest ile mandibulanin inferior siniri arasindaki uzunluk ile
ramusun anteroposterior uzunluk kétl kirik olan ve olmayan gruplara arasinda anlamli gtkmamistir. Ramus boyunun daha
kisa ve bukkolingual olarak ince mandibulaya sahip hastalarin kot kirik olusma yoninden daha duyarli oldugunu
belirtmisledir. Bu ¢alismayla benzer baktigimiz anatomik parametreler bulunmaktadir. Bu ¢alismayla benzer olarak bizim
calismamizda da ramusun anteroposterior uzunlugu ile kota kirik uyumlu g¢ikmamistir. Calismada diger bakilan
parametrelerden lingula seviyesinde ki ramusun bukkolingual kalinliginin ince olmasi kotd kingini attirdigini savunmuslardir
bu calismadaki bulgularin tam tersi olarak calismamizda koti kirik olan grup ile olmayan grup arasinda anlamli bir farklilik
izlenmemektedir.

Wang ve ark. (21) 2016 yilinda yayinlanan galismalarina 2006-2014 yillari arasinda 625 hastada gerceklestirmis
olduklari SSO vakalarindan 8’inde kot kirik olusmustur ve kot kirik insidansi %1,28 olarak bildirmislerdir. Mandibulanin
retromolar bolgedeki kalinligin ince ve sigmoid ¢ektikten mandibulanin alt sinirina olan mesafenin kisa olmasiyla kota kirik
olusma riskini uyumlu bulmuslardir. Calimamizla da uyumlu olarak ramusun lingula seviyesindeki bukkolingual kalinlik ve ayni
seviyeden ramusun anteroposterior uzunlugu ile koti kirik arasinda herhangi iliski saptamamistir.

Telha ve ark. (8) 2022 yilinda yayinlanan ¢alismalarinda mandibular kanal ile bukkal kortikal sinir arasindaki mesafenin
ince olmasinin yani sira, hem mandibulanin alt siniri boyunca hem de bukkal slingerimsi kemik kalinhgindaki azalma,
intraoperatif kotl kirik olusumunu arttirdigini belirtmislerdir. Calismamizda bu calismadan farkli olarak, mandibular kanal ile
bukkal kortikal sinir arasindaki uzunlukla ve mandibular kanalin bukkalindeki kansell6z kemik kalinhgi ile kdtu kirik arasinda
anlamli bir iligki saptanmamustir.

Bu calismalardan farkl olarak calismamizda kot kirik olan grupta, ikinci bliylik azi disin mesial bolgesindeki inferior
alveoler sinir ile mandibulanin inferior kortikal sinir arasindaki mesafe anlamli derecede daha yuksek saptanmigtir.
Calismamizda bu parametrenin kot kirik olan grupta daha yiksek ¢ikmasinin sebebini arttan kalinliga bagli olarak SSO’nun
vertikal osteotomisini mandibulanin inferior sinirina tamamlanmamis bir sekilde uzanmasina sebep olarak kotu kirik insidasini
arttirmigtir.

Song ve Kim 2014 yapmis olduklari ¢alismada inferior border osteotomisi kaudal korteksten gegerek lingual kortekse dogru
uzanmadigi durumlarda kota kirik riskini arttirdigini bildirmislerdir (22).

5. SONUC

Mandibula anatomisinin sagittal split osteotomisine bagh koti kirik olusumu (izerine etkilerinin arastirildigl bu ¢calisma
sonucunda;

1. Mandibular kanal konumu, mandibuler foramenden ikinci molar dis ile birinci molar disin interproksimal bélgesine
ilerledikge, superoinferior yonde inferior sinira yaklasmakta, bukkolingual yonde ise bukkal dis kortikalden
uzaklasmaktadir. Mandibular ikinci molar mesialinden premolar bélgesine ilerlendikge, mandibular inferior sinirdan
uzaklasirken bukkal dis kortikale yaklasmaktadir.

2. Ameliyat esnasinda Uglinci molar disin varligi kota kirik riskini arttirmamistir.

3. Lateral vertikal osteotomi hattinin birinci molar dis ile ikinci molar dis arasinda gectigi diisiinilirse, bu bolgedeki
mandibular kanal ile dis inferior kortikal sinir arasindaki mesafenin artisi kot kirik olan grupta daha kalin
gorilmektedir. Kalinligin artisina bagl yetersiz inferior kortikal osteotomiye neden olmasindan mitevellit kotd kirik
olusumunu arttirdigi distinGlmustir.

4. Mandibular anatomiyle iliskili diger parametreler kot kirik olan grup ile olmayan grup arasinda anlamli gitkmamustir.

5. Preoperatif anatomik parametrelerin koti kirik olusumu Gzerindeki etkisi dogru olarak anlasilabilmesi icin genis ve
standardize edilmis prospektif calismalara ihtiyac vardir.
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Objective: During the extraction of lower wisdom teeth, the most frequently experienced complication is neurosensory
impairment resulting from injury to the inferior alveolar nerve (IAN). Panoramic radiography provides sufficient data for many
purposes but dental volumetric tomographies have been used to investigate the actual relationship between the roots of
wisdom teeth and the inferior alveolar canal (IAC) in cases where they superimposition. The aim of this research is to provide
insights to healthcare professionals based on this information.

Methods: Between January 1, 2023, and September 1, 2023, radiographs of a total of 1270 patients who applied to an
another center were examined. Among them, 159 patients (239 lower wisdom teeth, where the roots superimposition with
the IAC) who had both panoramic radiography and dental tomography performed on the same device were included in the
study.

Results: Of the patients included in the study, 54.1% were female, and 45.9% were male, with an average age of 26. It was
observed that 51.5% of the 239 lower wisdom teeth had roots that were directly related to the IAC. For the roots that did
not have a direct relationship, their positions relative to the IAC were evaluated.

Conclusions: Nowadays, dental tomographies have become much more accessible imaging methods. Given the widespread
prevalence of the concept of malpractice and its susceptibility to abuse, dental tomographies emerge as the most reliable
imaging method in ensuring both the protection of the healthcare provider and the delivery of the best possible treatment
for the patient.

Key words: dental tomography, inferior alveolar nerve, wisdom teeth

1. Introduction

Extraction of third molars is one of the most commonly performed procedures in the maxillofacial surgery field. (1) As with
any surgical procedure, preoperative and postoperative complications can be observed in this procedure as well.(2) The most
common complications observed following third molar surgeries are infection, nerve injuries, alveoler osteitis and
hemorrage. Less frequently trismus, injuies to adjacent hard and soft tissues and iatrogenic mandibular angulus fractures are
seen as complications.(3-6)

Among these complications, undoubtedly, the most serious one is the Inferior Alveolar Nerve (IAN) injury which cause to
neurosensory deficit in the lower lip and chinAfter this kind of injury, the patient’s life quality decreases and this condition
causes significat discomfort to the patient. (7,8)

Especially in cases where the roots of lower third molars superimposition with the Inferior Alveolar Canal (IAC), certain
indicators seen in panoramic radiographs, such as interruption of the radiopaque border of the IAC and the interruption of
the lamina dura with the formation of ‘dar spot’ on the apical of root, are often considered sufficient to determine the
relationship between lower third molars and the IAN. (9)

However, with the widespread use of modern methods such as cone beam computed tomography (CBCT), which provides
three-dimensional radiogarphic imagining with low radiation dose, in dentistry and especially in the surgical field, it has
become increasingly common in peroperative assessment. (10)

The studies presented, CBCT which is used in dentistry, has been shown to be significantly effective in reducing IAN injuries
during the operation period of wisdom tooth extraction when compared to panoramic radiographs. This is due to CBCT’s
ability to privide detailed three-dimensional recontructions and Show adjacent anatomical structures. (8, 11,12)

In Turkiye, dentists, like other healthcare providers, are obligated to avoid causing harm to patients during medical
procedures. Malparctice cases in our country are not framed to specific legislation or setting but are evaluated with the
framework of general legal principles. (13) In the study conducted by Balgik et al, it was reported that 83.3% of malpactice
cases filed against dentists in the Supreme Court were related to private clinics, dental offices, or similar private
establishments. Additionally, they noted that 93.7% of the verdicts rendered were related to compensation claims. (14)

The purpose of this study is to emphasize the importance of CBCT in avoiding IAN injuries that ocur as a result of the extraction
of lower thied molars, one of the most common dental procedures. It higlights the need tot ake advantage of readily
accessible technology like CBCT, even though on emay be proficient in interpreting panoramic radiographs, especially when
there is superimposition between the roots of lower third molars and the IAC.
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2. Materials And Methods

Between January 1, 2023, and September 1, 2023, radiographs of a total of 1270 patients who applied to an another center
were examined, and patients with both panoramic and CBCT (Cone Beam Computed Tomography) images taken on the same
device were included in the study. During the review of radiographic records, patient records with incomplete root formation
of lower third molars, no superimposition between the roots of lower third molars and the inferior alveolar canal (IAC),
unclear CBCT images, absence of the lower second molar, and an indistinct visualization of the radiopaque border of the IAC
were excluded from the study.

In records where there is a superimposed image between the roots of lower third molars and the IAC on the panoramic
radiograph:

- The patients’ age and gender informations were recorded.

- Ithas been evaluated the positions of the lower impacted third molars were determined based on the angle between
their long axis and the long axis of the second molar. Archer (1975) and Kruger (1984) classification.

- It has been evaluated the relationship with the occlusal plane were classified according to the Pell & Gregory (1933)
classification.

- It has been evaluated the distance between the ascending ramus and the distal aspect of the second molar was also
determined according to the Pell & Gregory (1933) classification (M3 distance).

- Whether there was contact between the root and the IAC (Disruption in the contiunity of the radiopaque border of
the IAC) was determined, and it was classified as either ‘present’ or ‘absent’

- In cases where there was no contact between the root and the IAC, it was recorded whether the root was buccal or
lingual to the IAC or whether interradicular.

Statistical analyses were performed using the NCSS (Number Cruncher Statistical System) 2007 programme, whichis based in
Kaysville, Utah, USA. Descriptive statistical methods such as men, standard deviation, median, frequency, ratio, minimum,
and maximum were used to evaluate the study data. Additionally, the distribution of the data was assessed using the Saphiro-
Wilk Test. The Mann-Whitney U Test was utilized for comparing two groups of quantitative data, and a Chi-square analysis
was used to determine relationships between qualitative data. Significance level were evaluated at p<0.01 and p<0.05.

3. Results

A total of 239 lower third molars from 159 patients were inclueded in the study. Of those inclueded in the study, 54.1% (86)
are female, 45.9% (73) are male. The avarage age is 30,08+11,34 years.

It was observed that 51.5% (123) of the 239 lower third molars had a relationship between their roots and the inferior alveolar
canal (IAC). It was observed that 116 roots were not direct relatationship to the inferior alveolar canal (IAC), and their
relationship with the IAC was either buccal, lingual, or interradicular. (Table 1).

According to Archer (1975) and Kruger's (1984) classification, it was observed that the most common position among the
teeth included in the study was position 2 (distoangular). (Table 2)

In the assessment of the teeth included in the study based on M3 distance, it was observed that 43.5% were Class |, 35.4%
were Class Il, and 21.1% were Class lll.

The evaluation of their positions according to the occlusal plane is provided in Table 3.

Tooth positions and their relationship with the IAC were evaluated, and a statistically significant relationship was observed.
(Table 4). In the Number 1 group, it was statistically significant that the presence of a relationship was higher than the absence
of a relationship (p=0.001; p<0.01). In the Number 2 group, it was statistically significant that the presence of a relationship
was lower than the absence of a relationship (p=0.001; p<0.01).

A statistically significant relationship was observed between M3 distance and the presence of a relationship between the
roots and the inferior alveolar canal (IAC). (Table 5). In the Class | group, it was statistically significant that the presence of a
relationship was lower than the absence of a relationship (p=0.001; p<0.01). In Class Il group, it was statistically significant
that the presence of a relationship was higher than the absence of a relationship (p=0.001; p<0.01). In the Class Il group, it
was statistically significant that the presence of a relationship was higher than the absence of a relationship (p=0.001;
p<0.01).

The examination of the teeth's occlusal planes and whether the roots had a relationship with the inferior alveolar canal (IAC)
revealed a statistically significant relationship between them.(Table 6). There was a statistically significant relationship
between the relationship status and the C level (p=0.001; p<0.05). In the A group, it was statistically significant that the
presence of a relationship was lower than the absence of a relationship (p=0.001; p<0.01). In the "C group, it was statistically
significant that the presence of a relationship was higher than the absence of a relationship (p=0.001; p<0.01).

4, Discussion

The proximity and position of roots to the inferior alveolar canal (IAC) in tooth extractions are the most important indicators
for determining the degree of procedural risk and forming a surgical plan. (15) Various researchers have suggested that
panoramic radiography, with markers such as the location of the canal, narrowing in the canal, and interruption of the
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radiopaque border of the canal, can help understand the relationship between roots and the canal. (16-18) However, it has
been proven that CBCT is the best method for determining the course of the IAC. (19)
Itis observed that more than half of the included third molars in the study have a direct relationship between their roots and
the IAC. In fact, this situation indicates how high the likelihood of encountering nerve damage is. It is also clear that even the
roots included in the study that do not have a direct relationship with the inferior alveolar canal (IAC) can still lead to nerve
damage if caution is not exercised during extractions. Studies have shown that the locations where the roots are buccal
position to the IAC are the highest risk factors for IAN injury. (15,19). In addition to these, having a clear understanding of the
position of the inferior alveolar nerve (IAN) in relation to the root will help prevent injuries during tooth elevation and
traction/ compression in the process of extraction. One significant advantage of CBCT images is the capability to ascertain
the direction for luxating and extracting the third molar, a task that is often impossible with only a panoramic radiograph. (8)
Among the teeth included in this study, it was observed that the most common position, according to the Archer (1975) and
Kruger (1984) classifications, was distoangular. In this regard, while it is similar to the study by Goksu et al, it also shows
differences compared to other studies. (20-24)
The most frequently observed M3 classification was Class I, which showed similarities with some studies and differences with
others. (20, 23, 25-27) Similarly, according to this parameter, in the study, it is an expected result that the relationship
between the roots and the IAC is statistically significantly high in Class Il and II.
When we looked at the classification based on the occlusal plane and the presence of a relationship with the IAC, it was
observed that in the C class, the relationship with the IAC was statistically significantly high, which was considered an
expected result in terms of position.
Just like other healthcare professionals, dentists are accountable for any errors and harm that may occur during their medical
practice. It is noted that the most frequent and severe mistakes in dental practice often take place within the realm of oral
and maxillofacial surgery. (28)
Accurate data regarding dental malpractice in Turkey is not available, and the available information is primarily based on
cases discussed within the High Health Council (HHC). An examination of 1548 decisions made by the HHC concerning medical
malpractice revealed a relatively small number of cases related to dentistry (n=14; 0.9%). Among these, five were associated
with oral surgery, and two resulted in fatalities. In eight out of these 14 cases, neglect and inadequate treatment were
identified, leading to findings of professional misconduct against the dentists involved.(13,28)
Nowadays, dental tomographies have become much more accessible imaging methods. Given the widespread prevalence of
the concept of malpractice and its susceptibility to abuse, dental tomographies emerge as the most reliable imaging method
in ensuring both the protection of the healthcare provider and the delivery of the best possible treatment for the patient.

5. Conclusion

The rapid evolution of patient rights and human rights has significantly contributed to the development of medical law,
particularly the concept of malpractice, which has been extensively debated in various aspects over the last 30 years,
especially in developed nations.

In Turkey, there has been a notable increase in the discussion of malpractice, particularly in the last 10-15 years following the
implementation of the Turkish Penal Code. However, malpractice in dentistry has received comparatively less attention and
investigation in Turkey compared to medical malpractice.

This study aims to highlight the importance of utilizing evolving technology efficiently within our field to protect our patients,
as well as emphasizing the need to protect ourselves and our profession from the increasingly prevalent medical malpractice
cases.
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7. Tables

Table 1: Distribution by the "No Relationship" Condition

No relationship N %
Buccal 24 20,7
Lingual 86 74,1
Interradicular 6 5,2
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Table 2: Distribution according to Archer (1975) and Kruger's (1984) classification
Position number N %
1 20 8,4
2 109 45,6
3 26 10,9
4 72 30,1
6 5 2,1
7 7 2,9

Table 3: The evaluation of positions according to the occlusal plane

According to occlusal plane N %

A 123 51,5
B 43 18,0
C 73 30,5

Table 4: Evaluation of position number and relationship status

Relationship Status p
Position number Present Absent
1 17a (85%) 3b (15%)
2 47a (43,1%) 62b (56,9%)
3 17a (65,4%) 9a (34,6%) 0,003**
4 34a (47.2%) 38a (52.8%)
6 2a (40%) 3a (60%)
7 6a (85,7%) la (14,3%)

Chi-Square Test **p<0.01

Table 5: Table showing the relationship between roots and the inferior alveolar canal (IAC) based on M3 distance.

M3 Distance Classification Relationship Status p
Present Absent

Class | 33a (%32) 70b (%68)

Class I 55a (%65,5) 29b (%34,5) 0,001**

Class I 35a (%70) 15b (%30)

Chi-Square Test **p<0.01

Table 6: Evaluation of the relationship between the occlusal plane and the roots' relationship with the IAC.

According to occlusal plane Relationship Status p
Present Absent

A 53a (%43,1) 70b (%56,9)

B 19a (%44,2) 24a (%55,8) 0,001**

C 51a (%69,9) 22b (%30,1)
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Ortognatik cerrahi maksillofasiyal bélgenin vaskilarizasyonu nedeniyle 6nemli derecede kan kaybina neden olabilen
bir operasyondur. Bu durumda damarlarin belirlenmesi baglanmasi zorlastigl icin kanamanin durdurulmasi bazen zor
olmaktadir. Sfenoplatin arter, pterigoid venoz pleksus, maksiller arter, masseterik arter, retromandibular ven ve nadirende
fasiyal arter hasarina bagli ciddi kanamalar meydana gelebilir. Maksillofasiyal bolgenin damarlanmasi, kan transflizyonunu
gerektiren biiyiik kanamalarin meydana gelebilecegi sekildedir. intraoperatif kanamayi azaltmak icin cesitli alternatifler, farkli
yontemler arastirilmistir. Kontrolll hipotansiyon da kanamayi azaltmak icin en sik kullanilan alternatif yontemlerden biridir.12

Kontrolli hipotansif anestezi arteriyel kan basincini distirerek, operasyon esnasinda kan kaybini ve transfiizyon
ihtiyacini azaltmakta ve operasyonu yapan ekip icin daha rahat gorilebilir cerrahi alan saglayarak operasyon siiresini
kisaltmaktadir.3 Hipotansif anestezi proseduirii olarak bilinen kontrolli hipotansiyon, sistolik kan basincinin 80-90mmHg’ye
disirilmesi, ortalama arter basincinin 50-65 mmHg’ye disurilmesi veya bazal ortalama arteriyel kan basincinin %30-40
seklinde bilingli ve geri doniisiimli olarak azaltilmasi olarak tanimlanir.4>

Maksillofasiyal cerrahi de gorus alaninin sinirli olmasi ve anatomik komsuluklar nedeniyle operasyon sahasinin
kanamasiz olmasi cerrahi ekip icin rahathk saglamakta ve kontrollii hipotansif anestezi sayesinde kanama kontrol altina
alinarak hastanin vital degerlerinin daha stabil seyretmesi saglanmaktadir.®

Hipotansif anestezinin uygulanip uygulanmayacagi cerrahi sahanin lokalizasyonu, operasyonun zorlugu ve hastanin
sistemik durumu g6z Oniline alinarak belirlenir. Hipotansif anestezinin spinal cerrahi, kalga veya diz artroplastisi,
kraniosinositoz cerrahisi, hepatik cerrahiler, robotik cerrahi ve maksillofasiyal cerrahi gegirecek hastalar icin uygun bir
anestezi teknigi oldugu distiniilmektedir. Bununla beraber kontrolli hipotansiyon basta beyin, bobrekler ve kalp olmak lizere
hayati organlarda doku iskemisine ve otonom sinir sisteminin inhibisyonuna neden olma riski tasimaktadir. Bu durum kalici
serebral hasar, gecikmis reanimasyon, serebral tromboz gibi komplikasyonlara yol agabilir>7-1! intraoperatif serebral iskemi
ve serebral oksijen desatilirasyonunun postoperatif kognitif disfonksiyon icin olasi mekanizmalar oldugu ileri stiriilmektedir.
Bu nedenle cerrahi goriindrlik ve organ perfiizyonunu dengelemek, zorluk olmaya devam etmektedir.

Near-Infrared Spektroskopi (NIRS) serebral ven6z (%75) ve arteryal (%25) kanin oksijenlenmesini noninvaziv olarak
izleyen bir teknolojidir. Oksihemoglobinin toplam hemoglobine oranini élger. Cerrahi prosediir gegiren hastalarda serebral
oksijenizasyon hakkinda gercek zamanli bilgi saglamada yaygin olarak kullaniimaktadir.1?

Bu calismanin amaci ortognatik cerrahi esnasinda uygulanan kontrolli hipotansif anestezinin serebral oksijen
satlrasyonu lzerindeki etkilerini NIRS kullanarak degerlendirmek ve hastalarin post-operatif kognitif fonksiyonlari Gzerindeki
etkisini arastirmaktir.

Materyal ve Metot

Bu prospektif calisma istanbul Medipol Universitesi Etik Kurulu Tarafindan (E- 10840098-772.02-6143) onayland.

Bu calismaya Istanbul Medipol Mega Universite Hastanesi’ne dentofasiyal deformite sikayeti ile basvurmus olan izole
Le Fort | cerrahisi veya Le Fort | cerrahisi ile beraber BSSRO uygulanan ASA I-l1l durumunda olan 27 geng eriskin hasta (15
erkek, 12 kadin) dahil edildi. Ortognatik cerrahi hikayesi olan hastalar, sendromlu ve dudak damak yarigi olan hastalar,
antikoagulan tedavisi olan, ¢alisma ilaglarindan herhangi birine asiri duyarhlik olan ve Mini Mental Durum Test (MMSE) skoru
23 veya altinda olan hastalar ve galisma protokollini onaylamayan hastalar ¢alisma disi birakildi.

Calisma hastalari standart protokolde ag¢ birakildi. Hastalara 2 mg intravendz midazolam ile premedikasyon
uygulandi. Genel anesteziye alinmadan hemen 6nce hastalarin frontal bélgelerine bilateral 2 adet NIRS probu yerlestirildi.
Hastalara supine pozisyon verilerek standart monitérizasyon uygulandi. Anestezi indiksiyonunda 2-2,5 mg kg-1 iv propofol,
1-1.5 mcg kg-1 iv fentanil, 0,6 mg kg-1 iv rokuronyum yapildiktan sonra entiibe edildi. Tipln yeri dogrulandiktan sonra 20
gauge kanl ile invaziv arter monitorizasyonu yapilarak anestezi idamesi %50 oksijen hava karisimi icinde %1-2 sevofluran ve
50 mcg/saat remifentanil ile saglandi. Mekanik ventilatér ayarlari akciger koruyucu ventilasyon modeli kullanilarak tidal volim
<6-7 ml/kg, maksimum havayolu basinci 30 cmH20, end tidal CO2 30-35mmHg olacak sekilde ayarlandi.

Hastalar operasyon esnasinda bilingli olarak kontrolli hipotansif anesteziye alinmis ve tim operasyon boyunca
hastalarin sistolik kan basinci, diastolik kan basinci ve NIRS (INVOS™ 5100C Regional Oximeter) cihazinda gézlemlenen beynin
sag ve sol hemisferlerinin serebral satiirasyonlari takip edildi ve kayit altina alindi.

27 vakanin tamaminda ortognatik cerrahi ayni cerrahi ve anestezi ekibi tarafindan gergeklestirildi. Hastalara
ameliyat Oncesi ve post-operatif 10.glin, 1.ay ve 3.ay olmak lzere kisa slreli takip periyodunda MMSE (mini-mental state
examination) testi uygulandi. Her hastaya ameliyat 6ncesi Amsterdam Pre-Operatif Anksiyete ve Bilgi Olcegi tatbik edildi.
Hastalarin boy, kilo, yas ve egitim bilgileri kayit altina alindi. MAP, kalp hizi, periferik oksijen satiirasyonu (SpO,), sag ve sol
serebral satlirasyon (rSO;) dlgimleri anestezi indiiksiyonunu takiben ve sonrasinda her 5dk’da bir kaydedildi.
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Istatistiksel Analiz

Calismada elde edilen bulgular degerlendirilirken, istatistiksel analizler icin IBM SPSS Statistics 29 (IBM Corp.,)
programi kullanildi. Parametrelerin normal dagihma uygunlugu Kolmogorov-Smirnov testi ile degerlendirilmistir. Calisma
verileri degerlendirilirken tanimlayici istatistiksel metodlarin (ortalama, standart sapma, frekans) yani sira niceliksel verilerin
karsilastiriimasinda normal dagilim gosteren parametreler icin preop-postop karsilastirmada Paired Samples t testi
(eslestirilmis orneklerde t testi) kullanildi. Normal dagilima uygunluk gostermeyen parametreler igcin Wilcoxon Rank testi
kullanildi. Anlamlilik p<0.05 diizeyinde degerlendirildi.

Bulgular

Calisma yaslar 17 ile 44 arasinda degismekte olan toplam 27 hasta ile yapildi. Hastalarin yag ortalamasi 26.3+7.35,
15’i (%56) erkek, 12’ si (%44) kadin ve operasyon siresi 180 dk 460 dk arasinda degismekte olup, ortalamasi 343,89+82.97
dakika olarak bulundu. Calismaya dahil edilen hastalarin 7’sine izole Le Fort | ,11’ine Le Fort | ile beraber BSSO ve 9’una Le
Fort I ile beraber BSSO ve genioplasti operasyonu uygulandi.

Hastalara operasyon éncesinde uygulanan MMSE test skoru en disik 23, en yiiksek 30; operasyon sonrasi 10.giin,
30.gilin ve 90. glinde uygulanan MMSE test skorlari en diisiik 25, en yiiksek 30 olarak tespit edildi. Operasyon 6ncesi ve sonrasi
MMSE skorlari karsilastirildiginda operasyon sonrasi skorlarin operasyon oncesi skorlardan yiksek oldugu tespit edildi
(p<0.001).

Operasyon oOncesi uygulanan MMSE test skorlari ile post-operatif 10.glin uygulanan MMSE test skorlari arasinda
anlamh fark oldugu ve post-operatif 10.glinde alinan MMSE test skorlarinin anlamli artis gosterdigi tespit edildi (p<0.001).
Operasyon oncesi uygulanan MMSE test skorlari ile post-operatif 30.glinde uygulanan MMSE test skorlari arasinda da fark
oldugu ve post-operatif 30.glinde alinan MMSE test skorlarinda anlamli artis oldugu saptandi (p<0.001). Post-operatif 10.glin
ve 30.glin MMSE skorlari aralarinda anlamli fark olmadigi tespit edildi (p=0.102). Operasyon oncesi uygulanan MMSE test
skorlari ile post-operatif 90.glinde uygulanan MMSE test skorlari arasinda da fark oldugu ve post-operatif 90.glinde alinan
MMSE test skorlarinda anlamli artis oldugu saptandi (p<0.001)

Hipotansif anestezi sirasinda 2 hastada serebral desatiirasyon gézlemlendi ve MMSE skorlari sirasiyla preoperatif 26,
30 postoperatif 27, 30 olarak tespit edildi.

Operasyon siresi, intraoperatif hipotansif siire ve serebral desatiirasyon siiresi ile MMSE test skorlari ve NIRS
skorlari arasinda korelasyon bulunmadi.

Tartisma

Bu prospektif caligmada ortognatik cerrahi gegiren hastalarda uygulanan kontrolli hipotansif anestezinin serebral
oksijen satlirasyonu etkilemedigi ve postoperatif kognitif fonksiyonlari olumlu etkiledigi (arttigi) tespit edilmistir.

Ortognatik cerrahide hipotansif anestezi kullanimi ve hipotansif anestezinin ortognatik cerrahi izerindeki olumlu
etkileriyle ilgili Chan ve ark.?3 tarafindan 1980 yilinda yayinlanan ¢alismada, maksilla anterior bolgede segmental osteotomi
yapilan hastalarda uygulanan hipotansif anestezinin cerrahi esnasindaki kanamayi azalttigi ve operasyon sahasinin
gorinarlGgind arttirdigi bildirilmistir.

Fromme ve ark.’in'* ¢alismasinda da ortognatik cerrahi esnasinda hipotansif anestezi uygulanarak ortalama arteriyel
kan basincinin (MAP) 55-60 mmHg civarina indirilebildigi ve arteriyel kan basincinin kontrolli bir sekilde indirilmesi ile
hastanin potansiyel kan kaybinin azalacagi bildirilmistir.

Serebral perflizyonunun otoregiilasyonu MAP 60 ila 160 mmHg arasinda gerceklesse de indiklenen hipotansiyon
serebral perflizyonu azaltarak serebral iskemi ve merkezi sinir sistemi disfonksiyonuna yol acabilecegi bildirilmistir.*> Shear
ve Tobias'®pediatrik hastalarda MAP 55-65mmHg araliginda induiklenen hipotansiyonun giivenli oldugunu bildirmis olsa da
bildigimiz kadariyla literatiirde ortognatik cerrahi esnasinda uygulanan kontrolli hipotansif anestezinin serebral oksijen
satlrasyonu ve kognitif faaliyetler Gzerine etkisini dogrudan ele alan bir calismaya rastlanmamistir. Yapilan diger
calismalardan farkli olarak, bu calismada kontrolli hipotansif anestezinin sinirlari ve postoperatif 3 aylik donemde geng
eriskinlerde kognitif fonksiyonlar tizerine etkisini incelemek amaclanmustir.

Ameliyat sonrasi degerlendirmelerin optimum zamanlamasi ile ilgili olarak bugiine kadar yapilan galismalarda,
bilissel islev ameliyattan 1 glin sonrasindan 5 yil sonrasina kadar 6l¢llmustir. Postoperatif kognitif disfonksiyon (POKD) genel
olarak akut, orta ve ge¢ veya uzun vadeli degisiklikler olarak siniflandirilmaktadir. Ameliyattan sonraki bir hafta iginde tespit
edilen bilissel gerileme akut, 3 ay icinde orta ve ameliyati takip eden 1-2 yil igindeki degisiklikler igin uzun siireli POKD
tanimlanmigtir.?’

Normotansif ve hipotansif anestezi altinda Endoskopik sinlis cerrahisi uygulanan 46 hastada yapilan bir ¢calismada
her iki hasta grubuna da operasyondan hemen 6nce ve operasyon sonrasindaki 2. saat ve 24. saatte MMSE testi uygulanmigtir
ve kisa donemde iki grup arasinda MMSE skorlari agisindan anlamli fark olmadigi tespit edilmistir.’® Mevcut ¢alismada ise
preoperatif ve postoperatif 10. glinde yapilan MMSE test skorlarinin arttig belirlenmistir.

Serebral oksijenizasyon (rSO,)invaziv veya non-invaziv yontemlerle 6lgtlebilir. NIRS ve invaziv yontemlerle izlenen
serebral oksijenizasyonun benzer etki gosterdigi yapilan galismalarda bildirilmistir.* Beyin ve doku oksijenizasyonunu,
dolayisiyla néronal aktiviteyi 6lcebilen bir yontemdir. Bu ¢alismada da serebral satlirasyon NIRS ile izlenmistir.

Mutlak rSO;’nun 40’in altinda olmasi ve baslangic degerinden %25’ten fazla diisme gostermesi norolojik islev
bozukluklariyla iliskilendirilmistir. Baslangictan %15-20'lik azalma veya 50’nin altindaki azalma kritik deger olarak
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bildirilmistir.1%2° Bu nedenle bu calismada rSO, degerinde baslangi¢c degerine gére %20 den fazla disus esik deger olarak
kabul edilmistir.

Choie ve ark.”in'®> ortognatik cerrahi gegiren hastalarda 2 farkl ajan kullanarak uygulanan kontrolll hipotansiyonun
rSO, ve postoperatif donemde bilissel fonksiyon (izerindeki etkilerini degerlendirdikleri calismalarinda MAP degerleri 60-
65mmHg’ya dustraldiginde, hastalarin hicbirinde serebral desaturasyon ve MMSE skorlarinda azalma gézlenmemistir.1®

Erdem ve ark.* tarafindan rhinoplasti uygulanan 50 hasta tzerinde yapilan bir diger ¢calismada ise hastalarin rSO;’si
operasyon siiresince NIRS takip edilmis ve serebral satlirasyon miktarina goére satire ve desatiire olmak Uizere
siniflandiriimistir. Tim hastalara operasyon dncesinde ve operasyon sonrasi 1.giinde MMSE testi uygulanmis ve pre-operatif
ve post-operatif skorlar karsilastirilmistir. Post-operatif donemde MMSE skorlarinin anlamli derecede azaldigi saptanmistir.*
Postoperatif bilissel fonksiyonlarin degerlendirildigi 235 yasl hastada yapilan bir diger ¢alismada MAP’In 45-55 veya 55-70
mmHg’ye dusirulerek uygulanan kontrolll hipotansiyon sonrasi 1. hafta ve 4. Ayda erken ve uzun vadeli biligsel, kardiyak ve
boébrek komplikasyonlari arasinda fark kaydedilmemistir.2! Yapilan diger ¢alismalarda da serebral desaturasyon olsun ya da
olmasin bilissel fonksiyonlarda azalma ya da MMSE skorlarinda diisme bildirilmemistir.1>

Mevcut ¢alismada da yalnizca 2 hastada serebral desatiirasyon gézlenmistir ve hem satlire hem de desatiire olan
hasta gruplarinda post-operatif 10.glin, 30.glin ve 90.glin MMSE test skorlarinda pre-operatif test sonuglarina gére anlamh
artis oldugu saptanmistir. Bu artisin dentofasiyal deformite sonrasi oksijenizasyonun artmasina bagh olabilecegi
disinilmustar.

Erdem ve ark.in* galismasindaki MMSE skorlarindaki azalmanin postoperatif donemde testlerin uygulanma
zamanindan kaynaklanabilecegi diisiinilmektedir. Ayrica mevcut ¢alisma ile operasyon siiresinin, tlirinlin ve operasyonun
hava yolu tzerine etkisinin farkl olmasinin sonuglarin farklihgi tGzerinde etkili oldugu disinilmektedir.

Mevcut ¢alismanin limitasyonlari kognitif fonksiyonlarin sadece MMSE ile degerlendirilmis olmasi ve uyku apnesinin
objektif olarak degerlendirilmemis olmasidir.

Sonug

Ortognatik cerrahi geciren hastalarda yaptigimiz arastirma, i) kontrolli hipotansif anestezinin serebral oksijen
satlrasyonunu etkilemedigini; ii)) MMSE ile degerlendirilen postoperatif kognitif fonksiyonu artirdigini; iii) Ameliyat siresi,
intraoperatif hipotansif anestezi siiresi ve serebral desatiirasyonun MMSE ve NIRS skorlariyla iliskili olmadigini ortaya
koymustur. Kontrollii hipotansif anestezi ortognatik cerrahi geciren hastalarda intraoperatif kan kaybini azaltmak icin gtivenli
bir yontem olarak kullanilabilir. Ancak gelecekte farkli nérolojik testlerle ve apne skorlarinin da degerlendirildigi daha buyik
orneklemli arastirmalar kognitif fonksiyon hakkinda daha degerli sonuglar ve bilgiler saglayabilir.
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Gardner Sendromu Oral Bolge Bulgularinin Degerlendirilmesi ve Tedavisi: Olgu Sunumu

Evaluation and Treatment of Oral Region Findings of Gardner Syndrome:

A Case Report

GiRiS

Gardner sendromu kolon polipleri, coklu osteomlar,
yumusak ve sert doku tlimorlerinden olusan bir
triad ile karakterize ailesel adenomatoz polipotizisin
(FAP) bir gesididir.

5.kromozomun uzun kolunda (5921-22) kiguk bir
bolgede lokalize olan otozomal dominant bir
hastaliktir.

Bagirsak polipleri agirlikli olarak maligniteye neden
olmaktadir. Bu nedenle erken teshis blyik onem
tasimaktadir.

Gardner sendromunun agiz dis ve ¢ene cerrahisi
rutin muayenesinde  kesfedilebilen birkag
semptomu vardir.

Bu vaka raporunda gardner sendromlu bir hasta
sunulmakta ve hastaligin  oral-maksillofasiyal
degerlendirme ve tedavilerini kisaca goézden
gecirmek amaglanmaktadir.

Dis anomalileri gardner sendromlu hastalarin %30-
70’inde ve ostomlar %68-82'sinde gorilmektedir.
Osteomlar genellikle paranazal sinlslerde ve
mandibulada bulunur. Yavas bilylime gosterir ve
hafif kalinlasmadan biyik bir kitleye degisen
boyutlarda gorilebilir.  Mandibulada merkezi
yerlesimli veya loblu olmak Uzere iki tip osteom
bulunur.

Merkezi yerlesimli osteomlar dislerin koklerine
yakindir, lobuler osteomlar ise korteksten koken alir
ve en stk mandibuler agida gordlirler.

OLGU SUNUMU

43 vyasinda kadin hasta gardner sendromu
kraniyofasiyal belirtilerinin degerlendirilmesi ve
tedavisi amaciyla Gazi Universitesi Agiz Dis ve Cene
Cerrahisi Anabilim Dalina sevk edildi.

Hastanin éncelikli sikayetinin sag mandibula kanin
bélgesinde agri oldugu 6grenildi. ilk klinik
muayenede 43 numaral disin vestibul mukoza
apikal bolgesinde sert nodiiler sislik goruldi.(Resim
1) Oral mukoza normaldi ve bélgesel lenf nodull
tespit edilmedi.

Resim 1. Lezyonun klinik muayenede agzigi
goruntusu

Temporomandibular eklem bdlgesinde iki tarafl
olarak agiz acikhginda kisitlanma, klik veya
krepitasyon gorilmedi. Trigeminal veya fasiyal
parastezi saptanmadi.

Yapilan radyolojik muayenede panoramik film
(Resim 2) ve maksiller, mandibular konik 1sinh
bilgisayarli tomografiler (Resim 3) incelendi.
o

Resim 2. Hastanin panoramik goriintiisu

Cok sayida radyoopak lezyon varligi, gomdli disler
ve degisen c¢aplarda (0.5-3cm) odontomalar
gorildi. Hastanin agri olan bolgesindeki osteomun
¢ikariimasina karar verildi.
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Resim 3. Maksilla mandibula konik 1sinli bilgisayarl
tomografi gorintisi

43 numarah dis sulkuler insizyonu takiben, kret
tepesinden horizontal insizyon ve 46 numaral dis
bolgesinden tek tarafli vertikal insizyon atilarak
mukoperiostal flap kaldirildi.

43 numarah disim distolateralindeki osteoma
ulasildi.(Resim 4)

Lezyon cerrahi drill ile saghkli kemikten uzaklastirildi
ve bolge internal kiretaji takiben 3.0 ipek situr ile
primer olarak kapatildi.

Resim 4. 43 numaral dis distolateralinde bulunan
osteom

Hastanin bir haftalik takipte agrilarinin azaldigi ve 3-
6 aylik takiplerde agr sikayetinin kalmadigi
ogrenildi.

Sonug¢ olarak hasta gardner sendromunun oral
maksillofasiyal bolge karakteristik  bulgularini
gostermektedir. Bu gibi sendromlu hastalarda agiz
dis ve ¢ene cerrahisi gardner sendromunun erken
teshisi agisindan duyarli olmali be hastalar her
zaman gastroenteroloji, onkoloji ve agiz dis ¢ene
cerrahisi tarafindan birlikte degerlendirilmeli ve
takip edilmelidir.
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ABSTRACT

Objective

Osteomata are slow-growing, benign osteogenic tumors that arise in the craniofacial bones. They are classified according
to their location as peripheral, central, or extraskeletal. Peripheral are rare in the jaws, but more common in the mandible
than the maxilla. In the mandible, they are most common at the inferior border of the angle, and lingual side of the body.
They are usually asymptomatic and are incidentally diagnosed as a well-defined radiopaque mass on routine radiographic
examination. Sometimes, they can grow to large sizes and cause symptoms such as facial asymmetry, pain, limited jaw
movement, deviation, or dysfunction.

The etiology of osteoma is not fully understood, but it is thought to be caused by a variety of factors, including genetics,
trauma, and infection. The true prevalence of osteoma is unknown, but it is reported to be more common in the second
and third decades of life and in women. The presence of multiple osteomas may be associated with Gardner syndrome. In
particular, those associated with the syndrome tend to have a higher growth rate. The general consensus is that the
treatment of osteoma is surgical excision of the entire lesion. The prognosis is good, and malignant transformation has not
been reported.

Case

This study included four separate cases diagnosed with peripheral osteoma in different regions of the jaws. All cases were
treated with surgical excision. The results of different surgical treatments and long-term prognoses in these cases were
evaluated with step-by-step images.

Conclusion

Surgical removal of osteomas is the most common and effective treatment option. The long-term prognosis after surgical
treatment is generally good, and the recurrence rate is very rare.

Keywords: osteoma, peripheral osteoma, excision

1. INTRODUCTION

Osteomas are slow-growing, benign osteogenic tumors in craniofacial bones. They are classified as peripheral,
central and extraskeletal type according to their localization (Kaplan et al., 1994). Although peripheral osteomas are rare in
the jaws, they are more common in the mandible than in the maxilla. In the mandible, they are most commonly seen on
the lower edge of the angulus and the lingual side of the corpus. It is usually asymptomatic and is diagnosed incidentally on
routine radiographic examination, usually as a round or oval, well-circumscribed radiopaque mass. Sometimes it can reach
large sizes and cause facial asymmetry, pain, restriction, deviation or dysfunction in jaw movements (Nayak et al., 2020;
Tilaveridis et al., 2022). Although the etiology of osteoma is not known exactly, it is suggested to be caused by various
factors such as genetics, trauma and infection. The true prevalence of osteoma is unknown, but it has been reported to
occur mostly in the second and third decade of life and usually in women (Edmond et al., 2011; Rocha et al., 2012). The
presence of multiple osteomas may be associated with Gardner Syndrome. Growth tendency is higher especially in those
associated with the syndrome (Mancini et al., 2005). The general opinion in the treatment of osteoma is to excise the entire
lesion. The prognosis is good and conversion to malignancy has not been reported (Kaplan et al., 1994).

2. CASE SERIES

Case 1

A 40-year-old female patient presented to Ege University Faculty of Dentistry, Department of Oral, Maxillofacial
and Maxillofacial Surgery with a painless swelling in the right mandibular posterior lingual region for about 3 years. The
patient had complaints about hygiene of the area and chewing. The patient's anamnesis revealed that he had no history of
any systemic disease and regular medication use. In the clinical examination of the patient, a hard, immobile mass with a
diameter of 25x20mm with clear borders and painless on palpation was detected on the lingual aspect of the left lower
molars (Figure 1). No discoloration or ulceration was observed on the mucosa over the mass. Extraoral examination
revealed no asymmetry. Panoramic radiography showed an oval shaped radiopaque mass with clear borders in the relevant
region (Figure 2).
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A pre-diagnosis of peripheral osteoma was made and surgical total excision was planned by intraoral approach. After local
anesthesia, the mass was accessed through sulcular incision (Figure 3). The entire mass was excised with the help of a
surgical saw and the wound was closed primerally (Figure 4,5,6). Antibiotics and analgesics were prescribed postoperatively.
No problems were found in the postoperative periodic controls. Histopathologic examination confirmed that the lesion was
a peripheral osteoma.

Case 2

A 35-year-old female patient presented to Ege University, Faculty of Dentistry, Oral Diagnosis and Radiology clinic
because of an asymptomatic swelling in the right mandibular corpus at the level of the molars on the buccal side, which
had been present for 6 years with a slow growth tendency. Anamnesis revealed that the patient had no complaints, was
systemically healthy and had not been exposed to any trauma affecting the maxillofacial region. Intraoral clinical
examination revealed a mild shallowing of the right posterior vestibular sulcus and a painless, firm, immobile mass
measuring 15x13 mm was detected on palpation(Figure 7). The mucosa was not adherent to the lesion and there was no
discoloration or ulceration. Lymph examination revealed no lymphodenopathy. Panoramic radiography showed a radio-
opaque mass with clear borders in the affected area (Figure 9). Due to the clinical and radiological features of the lesion, a
pre-diagnosis of peripheral osteoma was made and the area was opened under local anesthesia after informed consent
was obtained from the patient. Subperiosteal lambo was removed by paying attention to N.mentalis and the lesion was
seen to have a stalked character(Figure 10). The lesion was excised with the help of micro-saw (Figure 11,12,13). The wound
site was closed primarily and the patient was prescribed postoperative antibiotics and analgesics (Figure 14).

Case 3

A 50-year-old male patient was examined by a routine dentist and found to have a painless, firm, 15x17 mm mass
on palpation located on the lingual aspect of the left premolars(Figure 15). The lesion was well circumscribed and the
mucosa was adherent and healthy. In the anamnesis, it was learned that the mass had been present for about 5 years,
there was no complaint of pain and loss of function, and there was no history of trauma and infection in the region. The
patient was systemically healthy and had no history of regular medication use. A pre-diagnosis of peripheral osteoma was
made and total excision of the lesion was planned under local anesthesia. With the help of a straight handpiece and a rond
bur, the lesion was excised completely in accordance with its borders (Figure 16,17,19). After excision, the irregular bone
surfaces in the region were organized with a bur and bone file (Figure 18). The area was closed with primary closure and
the patient was prescribed postoperative antibiotics and analgesics.

Case 4

A 54-year-old male patient was admitted to our clinic with a mass in the right mandibular lingual region which had
been present for 2-3 years, increased in size and caused complaints during masticatory movements. In the anamnesis, it
was learned that he had no history of trauma and infection and was systemically healthy. Clinical and radiologic examination
revealed a 20x30 mm, palpation painless, firm, firm, stalked and well-defined mass located on the lingual aspect of the right
mandibular premolar and molar region (Figure 20,21). The mass, which was diagnosed as a peripheral osteoma, was
accessed through a sulcular incision under local anesthesia (Figure 22). The entire lesion was excised with the help of
pyesamen and round bur (Figure 23,24). The area was closed with primary closure and antibiotics and analgesics were
prescribed postoperatively. Histopathologic examination confirmed the preliminary diagnosis of peripheral osteoma.
Postoperative follow-up of the patient was uneventful.

3. DISCUSSION

Osteomas are benign osseous neoplasms composed of slow-growing, compact and spongy bone tissue. They are

usually observed in the membranous bones of the skull and face. They are classified as peripheral, central and extrasketal
according to their localization (Starch-Jensen, 2017). Peripheral osteomas originate from the periosteum and usually appear
as around or oval, sessile or broad-based, well-circumscribed, radiopaque bone mass (Giiler & iLyas, 2021). They are usually
asymptomatic, but rarely can reach a size that causes facial asymmetry and may cause pain, restriction of jaw opening,
deviation or dysfunction (Starch-Jensen, 2017). As stated in the literature, all of our patients did not have any symptoms
such as pain, loss of function and facial asymmetry except for intraoral swelling.
Peripheral osteomas are most commonly seen in the paranasal sinuses, orbit, temporal bone and pterygoid processes in
the craniofacial region. Although peripheral osteomas are rare in the jaws, they are mostly observed in the mandibular
angulus lower edge, lingual corpus and condyle region (Gediik et al., 2016). In our case series, 3 of the 4 cases were located
in the lingual corpus of the mandible and one case was observed in the buccal part of the mandibular corpus.
Although osteomas can be seen at any age, it has been reported that they are more common in the second and third decade
and more common in women (Cakarer et al., 2018). The cases in our study were between the ages of 30-50 years and
consisted of 2 female and 2 male patients. In this respect, it can be seen that the age group is higher, unlike the literature.
This may be related to the fact that even if osteomas occur at an earlier age, the patients consulted a physician years later.
The etiology of osteomas is not known exactly. They are associated with osteoblastomas and are suggested to be caused
by various factors such as genetics, trauma and infection (Starch-Jensen, 2017). Trauma, infection and family history were
not found in any of the cases in our study.
Multiple peripheral osteomas may be one of the symptoms of Gardner syndrome characterized by APC gene mutation
(Cakarer et al., 2018). This syndrome has a high tendency to transform into malignancy and especially osteomas associated
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with the syndrome can reach large sizes and cause aesthetic and functional problems. Therefore, patients diagnosed with
peripheral osteoma should be evaluated for gardner syndrome (Pogrel et al., 2011).

The general treatment approach for peripheral osteomas is surgical excision of the entire lesion, but there are also reports
of spontaneous regression (Cakarer et al., 2018). Prognosis after surgical treatment is favorable, recurrence is rare and
malignancy has not been reported (Starch-Jensen, 2017).

All of the cases in our study were surgically excised, two of them with a surgical saw, and no recurrence was found in the
long-term follow-up. The follow-up of the patients is continued annually.

4. CONCLUSION

Peripheral osteomas are rarely seen in the jaws and these lesions are usually asymptomatic and may require
surgical excision if they cause aesthetic and functional problems. The long-term prognosis after surgical treatment is
generally good and recurrence is very rare.
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6. FIGURES

Figure 1: Preoperative intraoral appearance of Case 1 Figure 2: Preoperative radiographic view of Case 1
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Figure 3: Appearance during the operation of Case 1 Figure 4: Appearance during the operation of Case 1

Figure 5: Image of the lesion in Case 1 Figure 6: Postoperative intraoral appearance of Case 1

Figdre 7: Preoperative intraoral appearance of Case 2 Figure 8: Preoperative radiographic view of Case 2
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Figure 9: Preoperative occlusal radiographic view of Case 2 Figur; 10: Appearance during the operation of Case

Figure 11: Excision of the lesion with operation in Case 2 Figure 12: Image of the operation area after
excision in Case 2

Figure 13: Image of the lesion in Case 2 Figure 14: Postoperative intraoral appearance of Case 2
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Figure 19: Image of the lesion in Case 3 Figure 20: Preoperative computed tomography (CT)
view of Case 4
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Figure 22: Appearance during the operation of Case 4

Figure 23: Appearance during the operation of Case 4 Figure 24: Imge of the lesion in Case 4
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OzET

GiRis:

Pediatrik yas grubunda yiz kiriklarina, 6zellikle de mandibula kiriklarina nadir rastlanmaktadir. Cocukluk caginda yiiz ve dis
gelisiminin devam etmesi nedeniyle mandibula kiriklarinin tedavisi eriskinlerden farkhdir. Ancak her iki yas grubunda gecerli
olan ana hedef kirik kemik segmentlerinin anatomik rediiksiyonunu ve stabilizasyonunu saglayarak oklizyonu ve
mandibulanin fonksiyonunu restore etmektir. Fiksasyon yontemleri arasinda, interdental telleme, arch barlarin
uygulanmasi ve intermaksillar fiksasyon gibi kapal rediksiyon teknikler ve acik rediiksiyon teknikler yer almaktadir.
VAKA RAPORU:

Klinigimize basvuran 5 yasindaki hastada disme sonucu mandibula anteriorda fraktir tespit edilmistir. Hastanin okliizyonu
bozuk olup kirigin rediiksiyon ihtiyaci vardi. Alt gene ve Ust ¢enelerden Olgliler alinip algi modeller elde edildi. Alt ¢cene
modeli kirik hattindan kesilip Ust ¢gene uygun okliizyona getirilerek model tekrar birlestirildi (model cerrahisi) ve alt cene
modeline telle baglamaya izin verecek luplar bulunan bir akrilik sine hazirlandi. Genel anestezi altinda akrilik sine hasta
agzina yerlestirilip rediiksiyon saglandi ve reverdin ignesi kullanilarak 3 noktadan sirkummandibular baglama yapildi. Uygun
okluzal iliski saglandigindan IMF uygulanmadi. 3 hafta sonra sedasyon altinda akrilik sine gikarildi. Kirik iyilegmesinin
radyografik takibi yapildi.

Anahtar Kelimeler: Pediatrik hasta, Mandibula, Fraktir

ABSTRACT

INTRADUCTION:

Facial fractures, especially mandibular fractures, are rare in the pediatric age group. The treatment of mandibular fractures
in pediatric patients differs from that in adults due to the ongoing facial and dental development. However, the main goal
in both age groups is to restore occlusion and function of the mandible by providing anatomical reduction and stabilization
of the fractured bone segments. Methods of fixation include closed reduction techniques such as interdental wiring,
application of arch bars and intermaxillarfixation, and open reduction techniques.

CASE PRESENTATION:

A 5-year-old patient was admitted to our clinic with a mandibular anterior fracture as a result of a fall. The patient had poor
occlusion and the fracture needed reduction. Measurements were taken from the mandible and maxillae and plaster
models were obtained. The lower jaw model was cut from the fracture line, the upper jaw was brought to the appropriate
occlusion, the model was reassembled (model surgery) and an acrylic chine with loops to allow wire attachment to the
lower jaw model was prepared. Under general anesthesia, the acrylic chine was placed in the patient's mouth, reduction
was achieved and circummandibular ligature was performed at 3 points using a reverdin needle. IMF was not applied since
a proper occlusal relationship was achieved. After 3 weeks, the acrylic shin was removed under sedation. Radiographic
follow-up of fracture healing was performed.

Keywords: Pediatric patient, Mandible, Fracture

GiRis:

Pediatrik yas grubunda yiiz kiriklarina, 6zellikle de mandibula kiriklarina nadir rastlanmaktadir.Cocukluk ¢aginda yiz ve dis
gelisiminin devam etmesi nedeniyle mandibula kiriklarinin tedavisi eriskinlerden farklidir.Plak, vida veya teller ile yapilan
acik tespitin, olusmakta olan dis germlerine zarar vermesi ve anatomik yapinin kiigiik olmasi nedeniyle insizyonun mental
sinirde hasar yaratmasi risklerinden dolayi bebeklerde alt cene kiriklarinin tedavisi olduga tartismalidir.23 Ancak her iki yas
grubunda gecerli olan ana hedef kirik kemik segmentlerinin anatomik rediksiyonunu ve stabilizasyonunu saglayarak
oklizyonu ve mandibulanin fonksiyonunu restore etmektir. Fiksasyon yontemleri arasinda, interdental telleme, arch
barlarin uygulanmasi ve intermaksillarfiksasyon gibi kapali rediiksiyon teknikler ve acik rediksiyon teknikler yer
almaktadir.*>

VAKA RAPORU:

Klinigimize basvuran 5 yasindaki hastada diisme sonucu mandibulaanteriordafraktiir tespit edilmistir. Hastanin okliizyonu
bozuk olup kirigin rediksiyon ihtiyaci vardi. Alt ¢cene ve (st ¢enelerden 6lcller alinip algi modeller elde edildi. Alt ¢cene
modeli kirik hattindan kesilip tst ¢ene uygunokliizyona getirilerek model tekrar birlestirildi (model cerrahisi) ve alt cene
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modeline telle baglamaya izin verecek luplar bulunan bir akrilik sine hazirlandi. Genel anestezi altinda akrilik sine hasta
agzina yerlestirilip rediiksiyon saglandi ve reverdin ignesi kullanilarak 3 noktadan sirkummandibular baglama yapildi. Uygun
okllzal iliski saglandigindanIMF uygulanmadi. 3 hafta sonra sedasyon altinda akrilik sine cikarildi. Kirik iyilesmesinin
radyografik takibi yapild.

SONUC:

Pediatrik mandibulanin belli anatomik 6zelliklerinden dolayi yanlis tani ve tedavi yliz ve mandibulada gelisim bozukluklarina
neden olur. Mimkiinse konservatif tedavi yontemleri tercih edilmelidir. Agik rediiksiyon teknigi uygulanacaksa mutlaka
pediatrik dis yapisi géz 6niinde bulundurulmalidir.
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Abstract

Objectives: Pleomorphic adenoma is the most common benign salivary gland neoplasm, the majority of these tumors arise
in the parotid gland and rarely in the minor salivary glands. The objective is to assess clinical and radiological results, leading
to a planned excisional biopsy under local anesthesia with a minimally invasive approach. The report aims to validate
diagnostic accuracy and discuss broader clinical implications, emphasizing the significance of accurate diagnosis and the
role of minimally invasive procedures in managing pleomorphic adenoma in minor salivary glands.

Case report: A 29-year-old ASA | male patient was referred to our clinic with a 5-year history of painless mass in the hard
palate. Based on the clinical and radiological examinations, an excisional biopsy was planned under local anesthesia. The
operation was performed with a minimally invasive approach. Histopathological examination identified a diagnosis of
pleomorphic adenoma, consistent with clinical and radiological evaluation.

Conclusion: Pleomorphic adenoma of the minor salivary gland is a relatively rare pathology. The complete excision of the
tumor is a definitive treatment protocol for these cases.

Key words: Benign mixed tumor, pleomorphic adenoma, salivary gland

1. Introduction

Salivary gland tumors constitute about %3 of all neoplasms (1). Pleomorphic adenoma (PA) is the most common
neoplasm of the large salivary glands and affects mostly the parotic gland, less frequently the accessory salivary glands (2).
Although the palate is the most common site of the minor salivary glands affected, the other locations are the upper lip,
buccal mucosa, tongue, and gingiva in the oral cavity (3). PA is mostly seen in women and is most prevalent in the fourth
through sixth decades of life. It usually appears as a solitary, painless mass on the oral mucosa (4,5).

Treatment options may vary depending on factors such as the size, location, and characteristics of the tumor.
Common treatment options for pleomorphic adenoma are removal of the tumor while preserving surrounding tissue,
removal of the gland, radiation therapy, radiosurgery (Gamma Knife or CyberKnife) and in some cases, especially if the
tumor is small and not causing symptoms, the doctor may choose to monitor the tumor over time without immediate
intervention (6).

The aim of this case report is to describe a therapeutic approach for pleomorphic adenoma of the minor salivary
gland.

2. Casereport

A 29-year-old male presented with a known 5-year history of swelling in his mouth, which was the same in size as
the last year. The patient's only complaint is that his tongue sometimes touches to the mass. There was no history of nasal
obstruction. Intraoral examination revealed a solitary, well-defined dome-shaped growth on the palate with a smooth
surface. The swelling extending from the first premolar teeth to the first molar teeth is localized to the right side of the
midline (Fig 1). On palpation, swelling was firm in consistency, nontender, and fixed to the underlying structures.

Panoramic radiography showed no abnormality, but a homogenous hyperdense, round, and well-defined mass
was identified in Computed Tomography (CT). The mass was measured approximately 1.5x1.5cm in size, and no nasal cavity
perforation was observed in the radiological examination (Fig 2).

After the intraoral and radiological examinations, the excisional biopsy was planned with a preliminary diagnosis
of pleomorphic adenoma. Under local anesthesia, the sulcular incision is made between the incisor teeth and the first
molar. A mucoperiosteal flap raised and reached the mass (Fig 3,4). The mass was enucleated with its capsule (Fig 5). The
curettage of the underlying bone was performed with a bur to avoid the recurrence of the pathology. There was no
perforation on the palatal mucosa. The incision site was sutured according to the surgical principles. The palatal acrylic
plate, which was produced preoperatively, was applied for seven days (Fig 6). The main purpose of the palatal plate is to
support recovery, increase mucosal adaptation to the underlying bone, and eliminate hematoma formation. The complete
healing was observed in the first-month control (Fig 7).



Histopathological examination also confirmed the preliminary diagnosis. There was no recurrence after six months
of follow-up.

3. Discussion

The prevalence of tumors in small salivary glands accounts for approximately 20-40% of all salivary gland
neoplasms. The hard and soft palate serve as the primary sites of occurrence for these tumors due to the higher
concentration of minor salivary glands in this area (7). It is essential to understand that pleomorphic adenoma has a unique
embryological origin that includes both epithelial and mesenchymal components. These tumors arise from intercalated and
myoepithelial cells within the salivary glands. The tumor is clearly demarcated from its surrounding tissues by a fibrous
capsule. This capsule forms as a result of fibrosis within the adjacent salivary parenchyma, which essentially constitutes the
tumor itself and is often referred to as the "false capsule." Typically, pleomorphic adenomas present as well-circumscribed
and encapsulated tumors, though it's worth noting that the completeness of the capsule can vary, with incomplete capsules
being more common in minor salivary gland tumors (8).

The diagnosis of pleomorphic adenoma relies on a comprehensive approach encompassing the patient's medical
history, a thorough physical examination, radiological investigations, and the crucial histopathological examination report.
Surgeons should consider a range of differential diagnoses, including palatal abscess, odontogenic or non-odontogenic
cysts, and soft tissue tumors such as neurofibroma, fibroma, or neurilemmoma (7).

Radiographically, the use of a computerized tomography (CT) scan proves to be valuable in assessing the extent of
the lesion, identifying bony erosion, and evaluating invasion. Magnetic resonance imaging (MRI) is particularly useful for
delineating the spread of the tumor within soft tissues (9).

The most recommended treatment approach for pleomorphic adenoma entails a meticulous procedure known as
wide local excision. This surgical technique may also involve the removal of the periosteum or affected bone structures, if
necessary (10).

In cases where large palatal defects result from surgical excision, palatal reconstruction may be considered,
particularly in instances of very aggressive tumors. Tumor recurrences are not observed when thorough surgical excision is
undertaken. However, the risk of recurrence is associated with enucleation procedures, where the potential for leaving
microscopic extensions resembling pseudopods exists due to the absence of a genuine capsule in such cases. Spiro, in his
study involving 1342 patients with benign minor salivary gland neoplasms, reported a recurrence rate of 6% (11).

In the present case, a conservative surgical approach was preferred after clinical and radiological evaluation. The
tumor was enucleated as a whole with its capsule, and the underlying bone was curetted to prevent recurrence. Palatal
mucosa perforation and fistula formation were avoided by performing the excision without creating a palatal defect.
Therefore, there was no requirement for reconstruction surgery at the end of the operation. It was found that using a
postoperative palatal plate increased healing process and enhanced mucosal adaptability. Long-term follow-up with the
patient continues, as stated in the literature.

4. Conclusion
The treatment protocol for minor salivary glands’ pleomorphic adenoma is the complete excision of the lesion.
Also, a palatal acrylic plate should be applied postoperatively to accelerate the healing process and prevent dead space
formation and hematoma. Long-term follow-up is recommended due to the risk of recurrence.
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6. Figures
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Figure 3: intraoperative clinical picture showing the mass being separated from surrounding tissues.




Figure 4: Post-operatory view of the hard palate. Figure 5: The mass was enucleated with its capsule.

Figure 7: The complete healing was observed in the first seven days.
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OZET:
GiRis:

Temporomandibular eklem (TME) dislokasyonu ¢ene hareketleri sirasinda kondilin asiri derecede ileri yonde hareketi
nedeniyle artikiiler eminensin 6niinde konumlanarak bu konumda sabit kalmasi ve eklem yiizeylerinin timdiyle
birbirinden ayrilmasidir. Kondilin asiri ileri hareketini sinirlandirmak igin sklerozan ajanlarin eklem ici enjeksiyonu, eklem
icerisine otolog kan enjeksiyonu, lateral pterigoid kasa botulinum toksin enjeksiyonu, lateral pterigoid myotomi,
temporalis tendonun skarifikasyonu, proloterapi, artikiiler eminens yilksekliginin arttirilmasi, zigomatik arkin osteotomi ile
ayrilarak eminensin medialine fikse edilmesi, titanyum plaklar ile eminenste engel olusturma ve artikller eminensin
rediksiyonu (eminektomi) ile kondilin serbest hareketlerine izin verilmesi tedavileri uygulanmaktadir.

VAKA RAPORU:

Genel anestezi altinda preaurikular yaklasim ile eklem kapsili ve zigomatik ark agiga ¢ikarildi. Zigomatik ark izerinde
periost elevatori ile dokular kaldirilarak artikiiler eminens agiga cikarildi. Piezo cerrahi estriimanlar ile artikiler eminenste
osteotomi yapilarak eminens uzaklastirildi. Cilt alti dokular rezorbe olabilen siitur ile kapatilirken cilt prolen situr ile
primer olarak kapatildi. 1 aylik kontroliinde hasta dislokasyon olmadigini belirtti.

Anahtar Kelimeler: Dislokasyon, TME, Eminektomi
ABSTRACT

INTRODUCTION: Temporomandibular joint (TMJ) dislocation is a condition in which the condyle is positioned in front of
the articular eminence due to excessive forward movement of the condyle during jaw movements and remains fixed in
this position and the articular surfaces are completely separated from each other. Intra-articular injection of sclerosing
agents, intra-articular injection of autologous blood, botulinum toxin injection into the lateral pterygoid muscle, lateral
pterygoid myotomy, scarification of the temporalis tendon, prolotherapy to limit excessive forward movement of the
condyle, Increasing the height of the articular eminence, separating the zygomatic arch by osteotomy and fixing it medial
to the eminence, creating an obstacle in the eminence with titanium plates and allowing free movements of the condyle
by reduction of the articular eminence (eminectomy) are the treatments applied.

CASE PRESENTATION

Under general anesthesia, the joint capsule and zygomatic arch were exposed by preauricular approach. The articular
eminence was exposed by lifting the tissues on the zygomatic arch with a periosteal elevator. The articular eminence was
osteotomized with piezo surgical estruments and the eminence was removed. The subcutaneous tissues were closed with
resorbable suture and the skin was closed with prolene suture. At the 1-month follow-up, the patient reported no
dislocation.

Keywords: Dislocation, TMJ, Eminectomy

GiRis:

Temporomandibular eklem (TME) dislokasyonu ¢ene hareketleri sirasinda kondilin asiri derecede ileri yonde hareketi
nedeniyle artikller eminensin 6niinde konumlanarak bu konumda sabit kalmasi ve eklem yiizeylerinin tiimiyle
birbirinden ayrilmasidir.: Temporomandibular eklem dislokasyonu genellikle artikller fossanin gelisim eksikligi, travma,
TME internal diizensizlikleri, artikiler ligamentlerin ve eklem kapsiliinin gevsek olmalari, bag doku hastaliklari, norolojik
bozukluklar, lateral pterigoid kas veya infrahyoid kaslarin asiri aktivitesi nedeniyle meydana gelmektedir2-3.Kondilin asiri
ileri hareketini sinirlandirmak icin sklerozan ajanlarin eklem ici enjeksiyonu, eklem igerisine otolog kan enjeksiyonu, lateral
pterigoid kasa botulinum toksin enjeksiyonu, lateral pterigoid myotomi, temporalis tendonun skarifikasyonu, proloterapi,
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artikliler eminens ylksekliginin arttirillmasi, zigomatik arkin osteotomi ile ayrilarak eminensin medialine fikse edilmesi,
titanyum plaklar ile eminenste engel olusturma ve artikiiler eminensin rediiksiyonu (eminektomi) ile kondilin serbest
hareketlerine izin verilmesi tedavileri uygulanmaktadir.3-#

VAKA RAPORU:

Genel anestezi altinda preaurikular yaklasim ile eklem kapsull ve zigomatik ark agiga gikarildi. Zigomatik ark tizerinde
periost elevatori ile dokular kaldirilarak artikiiler eminens agiga cikarildi. Piezo cerrahi estriimanlar ile artikiler eminenste
osteotomi yapilarak eminens uzaklastirildi. Cilt alti dokular rezorbe olabilen siitur ile kapatilirken cilt prolen siitur ile
primer olarak kapatildi. 1 aylik kontroliinde hasta dislokasyon olmadigini belirtti.

SONUGC:

Konservatif tedavilerin basarisiz oldugu durumlarda TME dislokasyonlarinin tedavisi icin eminektomi glvenilir ve etkili bir
tedavi yontemidir. Uygulanmasi kolay bir cerrahi prosedirdiir, komplikasyon ve rekiirrens olasiligi oldukga azdir.
KAYNAKLAR:
1.Martins WD, Ribas Mde O, Bisinelli J, Franca BH, Martins G. Recurrent dislocation of the temporomandibular joint: a
literature review and two case reports treated with eminectomy. Cranio. 2014;32(2):110-7.

2. Hale RH. Treatment of recurrent dislocation of the mandible: review of literature and report of cases. J Oral Surg.
1972;30(7):527-30.

3. Refai H, Altahhan O, Elsharkawy R. The efficacy of dextrose prolotherapy for temporomandibular joint hypermobility: a
preliminary prospective, randomized, double-blind, placebo-controlled clinical trial. J Oral Maxillofac Surg.
2011;69(12):2962-70.

4. Miller GA, Murphy EJ. External pterygoid myotomy for recurrent mandibular dislocation. Review of the literature and
report of a case. Oral Surg Oral Med Oral Pathol. 1976;42(6):705-16.

RESIMLER:

Resim 1: Preoperatif OPG - Resim 4: Eminektomi sonrasi goriinti

Resim 5: Postoperatif CBCT kesiti

Resim 3: Intraop. Endural yaklasim
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Mandibulada Kondil ve Simfiz Kirigi: Vaka Raporu
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OZET

GiRis:

Kondil kiriklari, gene-yiiz kiriklarinin %20-40"in1, tim mandibula kiriklarinin ise %29-60"in1 olusturmaktadir. Kadinlara kiyasla
erkeklerde daha sik gorilen bu kiriklar daha ¢ok 21-30 yas araligindaki popilasyonda gozlenir. Kabul géren tedavi hedefi
maksillofasiyal simetrinin, okluzyonun ve kirik segmentler arasindaki iliskinin yeniden saglanmasi ile travma 6ncesindeki
fonksiyonun yeniden saglanmasidir. Diger kiriklardan farkli olarak kirik segmentlerin anatomik rediiksiyonunun saglanmasi
sart degildir. Kondil kiriklarinin tedavi yontemleri genel olarak kapali rediiksiyon ve agik rediiksiyon olmak Gzere iki baslik
altinda degerlendirilmektedir.
VAKA RAPORU:

Fakulte klinigimizde kaza sonucu basvuran 39 yasindaki erkek hastada alinan CBCT incelemesinde sol mandibular kondilde
subkondiler kirik ve mandibula simfiz bolgesinde deplase kirik tespit edildi. Genel anestezi atinda subkondiler kirik hattina
risdon yaklasimi ile ulasildi ve 2 adet miniplak ve vidalar ile fiske edildi. IMF saglandiktan sonra mandibula anteriordaki kirik
hattina intraoral olarak ulasildi ve 2 miniplak ve vidalarla fiske edildi. Takip stirecinde IMF uygulanmadi. 1 aylik kontroliinde
okluzyon iyi ve agiz acikhigi yeterli idi.

Anahtar Kelimeler: Mandibular kondil, Simfiz, Fraktir, Agik Rediiksiyon

ABSTRACT

INTRADUCTION:

Condyle fractures account for 20-40% of maxillofacial fractures and 29-60% of all mandibular fractures. These fractures are
more common in males than females and are mostly observed in the population between 21-30 years of age. The accepted
treatment goal is to restore pre-traumatic function by restoring maxillofacial symmetry, occlusion and the relationship
between the fractured segments. Unlike other fractures, anatomical reduction of the fractured segments is not necessary.
Treatment methods of condyle fractures are generally evaluated under two headings: closed reduction and open reduction.
CASE PRESENTATION:

A 39-year-old male patient presented to our faculty clinic as a result of an accident. CBCT examination revealed a
subchondylar fracture of the left mandibular condyle and a displaced fracture in the symphysis region of the mandible.
Under general anesthesia, the subcondylar fracture line was accessed with a risdon approach and fused with 2 miniplates
and screws. After IMF was achieved, the mandibular anterior fracture line was reached intraorally and fused with 2
miniplates and screws. IMF was not performed during the follow-up period. At 1-month follow-up, occlusion was good and
mouth opening was adequate.

Keywords: Mandibular condyle, Symphysis, Fracture, Open reduction

GiRis:

Kondil kiriklari, gene-yliz kiriklarinin %20-40’in1, tim mandibula kiriklarinin ise %29-60’in1 olusturmaktadir . Kadinlara
kiyasla erkeklerde daha sik gortlen bu kiriklar daha ¢ok 21-30 yas araligindaki popuilasyonda gozlenir. 2Kabul géren tedavi
hedefi maksillofasiyal simetrinin, okluzyonun ve kirik segmentler arasindaki iliskinin yeniden saglanmasi ile travma
oncesindeki fonksiyonun yeniden saglanmasidir. Diger kiriklardan farkli olarak kirik segmentlerin anatomik rediiksiyonunun
saglanmasi sart degildir.? Kondil kiriklarinin tedavi yontemleri genel olarak kapali rediiksiyon ve agik rediksiyon olmak lizere
iki baslik altinda degerlendirilmektedir. Agik rediksiyon sonrasi olusan komplikasyonlarin orani kapali rediiksiyona kiyasla
daha fazladir.* Agik rediiksiyonun avantajlari; travma 6ncesindeki anatomik iliskinin saglanmasi, kirigin uygun bir sekilde
stabilize edilmesi, uzun donem IMFye ihtiya¢ duyulmamasi, kirik iyilesmesinin daha hizli bir sekilde gerceklesmesi ve
hastaya daha erken asamada fonksiyon kazandirilmasi, olarak 6zetlenebilir.>
VAKA RAPORU:

Fakulte klinigimizde kaza sonucu basvuran 39 yasindaki erkek hastada alinan CBCT incelemesinde sol mandibular kondilde
subkondiler kirik ve mandibula simfiz bolgesinde deplase kirik tespit edildi. Genel anestezi atinda subkondiler kirik hattina
risdon yaklasimi ile ulasildi ve 2 adet miniplak ve vidalar ile fiske edildi. IMF saglandiktan sonra mandibula anteriordaki kirik
hattina intraoral olarak ulasildi ve 2 miniplak ve vidalarla fiske edildi. Takip strecinde IMF uygulanmadi. 1 aylik kontroliinde
okluzyon iyi ve agiz agikligi yeterli idi.
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SONUG:

Travma ya da patolojilere bagh olusan cene kiriklarinin tedavilerindeki temel hedef kirik parcalarin fiksasyonudur. Kirik
parcalarin fiksasyonunu saglamak igin bircok yontem gelistirilmistir. Acik ve kapali rediksiyon yontemleri olmak Gzere,
temel iki alt baslikta toplanan bu yéntemlerden agik rediksiyon yontemi arastirmalar sonucu daha fazla kabul gérdiigii ve
endikasyon alaninin daha genis oldugu sonucuna varilmistir. Tedavi sirasinda segilen teknik ne olursa olsun minumum
travma ile kirik pargalarinin en saglam sekilde fikse edilmesi ve olusabilecek anatomik, fonksiyonel bozukluklarin gelisiminin
onlenmesi hedeflenmelidir.

KAYNAKLAR:

1. Buchbinder D. Treatment of fractures of the edentulous mandible, 1943 to 1993: a review of the literature. J Oral
Maxillofac Surg. 1993;51:1174-80.

2. Omezli MM, Dayi E, Ayranci F, Kaya FS. Mandibula kondil kiriklari ve tedavi yaklasimlari. Cumhuriyet Dental
Journal.2011;15:63-70.

3. FonsecaR, Walker R, Betts N, Barber H, Powers M. Oral and Maxillofacial Trauma Volume 1, 3rd Ed. China, Elsevier
Saunders, 2005.

4. Vesnaver A, Ahcan U, Rozman J.Evaluation of surgical treatment in mandibular condyle fractures. J Cranio-
Maxillofacial Surg.2012;40:647-53.

5. Kozakiewicz M, Swiniarski J. “A” shape plate for open rigid internal fixation of mandible condyle neck fracture. J
Craniomaxillofac Surg. 2013;51010-5182(13)00302-8.

RESIMLER:

Resim 1: Preoperatif CBCT

Resim 6: Postoperatif 3D Goriintii

Resim 3: intraoneratif kondil fiksasvonu
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Excision Of Inmunosuppressant-Induced Gingival Overgrowth With Electrocautery: A Case Report
Abstract

Objectives: Tacrolimus is an immunosuppressive pharmaceutical agent employed in the context of organ transplantation
and the management of select autoimmune disorders. It is associated with significant effects on gingival health, which
include gingival hyperplasia, gingival inflammation, and oral ulcers.

Case report: A 27-year-old female patient presented at our clinic with complaints of gingival swelling and erythema.
Following a thorough intraoral examination, excision of the gingival hyperplastic areas was determined to be performed
using electrocautery. A significant improvement was observed during the patient’s 6-month follow-up.

Conclusion: The administration of tacrolimus has been associated with the occurrence of gingival hyperplasia. This
condition, characterized by excessive growth of gingival tissue, has a significant impact on oral health. Routine dental check-
ups and maintenance of adequate oral hygiene are essential for reducing and preventing potential oral health complications
in individuals undergoing tacrolimus therapy.

Key words: Gingival hyperplasia, immunosuppressives, tacrolimus
Ozet

Girig: Takrolimus, organ nakli ve belirli otoimmdiin hastaliklarin tedavisi baglaminda kullanilan bir immunsapresif farmasotik
ajan olarak kullanihir. Takrolimus, dis eti saghgi Gizerinde belirgin etkilere sahiptir ve bunlar arasinda dis eti blylimesi, dis eti
iltihabi ve agiz lserleri bulunur.

Vaka sunumu: 27 yasinda kadin hasta, dis etlerinde sislik ve kizarikhk sikayetiyle klinigimize basvurdu. Yapilan intraoral
muayeneyi takiben dis etlerindeki hiperplazik bolgelerin eksizyonunun elektrokoter ile gergeklestiriimesine karar verildi.
Hasta 6 aylik takip slirecinde belirgin bir iyilesme gosterdi.

Sonug: Takrolimus, dis eti hiperplazisine sebebiyet verebilen bir maddedir. Bu durum, dis eti dokusunun asiri biyimesi ile
karakterizedir ve agiz saghg tzerinde 6nemli sonuglara yol agabilir. Takrolimus tedavisi géren hastalarda potansiyel oral
saglk komplikasyonlarini azaltmak ve 6nleyebilmek icin rutin dis hekimi kontrolleri ve hastanin iyi bir oral hijyene sahip
olmasi esastir.

Anahtar kelimeler: Dis eti hiperplazisi, immiinsipresifler, takrolimus
1. Giris
ilaca bagh dis eti biyimeleri, farkli farmakolojik etkilere sahip antikonviilsan, kalsiyum kanal blokerleri ve
imminsupresif gibi ilaglarin yaygin bir yan etkisi olarak ortaya ¢ikabilmektedir. Bu ilag tiirlerinden takrolimus ve siklosporin

gibi immiinsipresifler, otoimmin hastaliga sahip olan veya organ nakli ge¢misi bulanan kisilere siklikla uygulanmaktadir.
Farkli molekiiler etkilesimlere sahip ¢esitliimminsupresif ilaglar, oral mukoza lezyonlarina, dis veya dis eti hastaliklarina yol
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acabilmektedir. Bu etkiler, biyofilm olusumu tarafindan tetiklenen dis eti hastaliklarindan ayirt edilmelidir. Bu tiir lezyonlarin
yayginligi, siddeti ve ilerlemesi hem lokal hem de sistemik faktoérler tarafindan etkilenebilir (1).

ilaca bagh dis eti biiylimelerinin klinik acidan karakteristik 6zelligi, ilag tiirine baglh olmaksizin interdental
papilladan baglamasidir. Bu tiir dis eti bliylimeleri yapisik dis etine dogru ilerleyerek fonetik, estetik ve fonksiyonel sorunlara
neden agabilir. Histolojik olarak asiri blyumus dis eti; fibrozis, enflamasyon, bazal membran butiinliguniin kaybi, epitelde
kalinlasma, rete-peg’lerde uzama ve kollajen liflerinin birikimi gibi 6zellikler sergileyebilir (2).

ilaca bagl diseti biiylimelerinin tedavisi ila¢ degisiminden cerrahi miidahaleye kadar gesitlilik gdsterir. Cerrahi
yontem olarak hiperplazik dis etinin geleneksel eksizyonu kullanilabildigi gibi elektrokoter veya diode lazer destekli
eksizyonu gibi yeni tedavi yaklasimlari da tercih edilebilir. Dis eti bliylimelerinin eksizyonunda lazer ve elektrokoter
uygulamalari, kan damarlari agisindan zengin olan bélgelerde pihtilasma elde etmek icin iyi bir alternatif sunar. Ancak
tedavinin basarili olabilmesi ve rekiirrensi 6nlemek icin hastanin iyi bir oral hijyene sahip olmasi gereklidir (3).

2. VakaSunumu

27 vyasinda kadin hasta, dis etlerinde sislik, kizarikhk ve yemek yemede zorlanma sikayetiyle klinigimize
basvurmustur. Hastadan alinan anamnezde 13 yil 6nce renal transplantasyon gecirdigi ve buna bagli olarak takrolimus
(Prograf 1 mg kapsiil), prednizolon (Deltacortril 5 mg tablet), mikofenolat mofetil (Mofecept 500 mg tablet), famotidin
(Famodin 40 mg), amplodipin besilat (Norvasc 10 mg) ve kolekalsiferol (DEVIT-3 20.000 I.U. yumusak kapsdl) kullandig
ogrenilmistir. Yapilan klinik muayenede dis eti blylimesinin, lokalize bir sekilde sag maksilla bukkal ve palatinal bolgede
(Resim 1) ve sag mandibulada bukkal ve lingual bolgede (Resim 2) oldugu gozlenmistir. Tedavi planlamasi dncesinde
nefroloji uzmani ile yapilan konsiiltasyon sonucunda ilag regiilasyonu uygun gérilmemistir. Bu nedenle hastaya baslangic
periodontal tedavi, cerrahi eksizyon ve uzun dénem takip planlanmistir. Yetersiz oral hijyene sahip olan hastaya agiz ve dis
saghg egitimi verilip uygulanacak tedavi hakkinda bilgi verilmistir. Hastanin hiperplaziye bagh olarak yemek yemede
zorlanmasi ve agri sikayetleri nedeniyle baslangi¢ periodontal tedaviden dnce cerrahi miidahaleye karar verilmistir. Kanama
kontrolliinii saglamak ve postoperatif konforu artirmak amaciyla hiperplazik dis etinin elektrokoter ile eksizyonu
planlanmistir.

Sag posterior mandibula ve sag posterior maksilla bélgesine infiltratif anestezi uygulanmistir. Dis eti blylimesi
gosteren bolgeler elektrokoter ile eksize edilmistir (Resim 3). Cerrahi alan sitiire edilmemistir. Hastaya amoksisilin/
klavulanik asit (Augmentin BID 1000 mg tablet), NSAIll ve %0,2’lik klorheksidin diglukonat (Klorhex Gargara) recete edilmistir.

Postoperatif birinci hafta kontrolii sonrasinda sikayetlerinde belirgin bir iyilesme gézlenen hastanin oral hijyeni
yetersiz bulunmustur. Periodontal dis tasi temizligi ve kok ylzeyi diizlestirilmesi yapilan hasta aylik kontrollere gagrilmistir.
Hasta 6 aylik takip slrecinde belirgin bir iyilesme gostermis ve rekirrense rastlanmamistir (Resim 4,5).

3. Tartisma

Transplantasyon imminsipresyonu, oncelikle siklosporin ve takrolimus iceren kalsindrin inhibitorleri (CNI's)
tarafindan saglanmaktadir. Son yillarda yapilan klinik deneyler, takrolimusun daha etkili bir tiirevi ve siklosporin yerine ideal
bir alternatif olarak kabul edildigini ortaya koymustur. Ancak takrolimus da ayni ilag sinifina ait oldugu icin benzer sekilde
ilaca bagl dis eti biylimesi gibi yan etkilerle iliskilendirilmistir. Takrolimusun dis eti blylmesi etkisi ile ilgili yapilan ¢calismalar
bu etkinin nasil olustuguna dair net olmayan sonuglar vermis ve olasi mekanizmayi agiklamamistir (4).

ilaca bagl dis eti biiylimeleri, bircok faktériin etkiledigi klinik bir olgudur. Bu faktdrler arasinda plak kontroliiniin
kalitesi, var olan dis eti enfeksiyonlari, genetik yatkinlk, yas, cinsiyet, immiinsipresif ila¢ dozlari, imminstpresif ilaglarin
kan serum konsantrasyonlari, 6nceki siklosporin ve takrolimus tedavilerinin kalsiyum kanal blokerleriile ayni anda kullanimi,
transplantasyon sonrasi slire, azatiyoprin, prednizolon ve mikofenolat mofetil gibi diger ilaglarin tedaviye eklenmesi gibi
faktorler sayilabilir. Bu faktorlerin yani sira, dis eti blylimesinin siddeti ve yayginligi lzerinde etkisi olan diger
imminstpresiflerin ve genel olarak immunsipresif ilaglara maruz kalma siiresi de dikkate alinmalidir (2).

Prabhu ve Mehta, Sprague Dawley sicanlarinda ikinci haftadan itibaren gorilen dis eti buyimesini, ¢alismada
kullanilan yiksek doz takrolimus ve hayvanlarin ilaca duyarhligi ile iliskilendirmislerdir (5). Baska bir calismada ise Nassar ve
ark., sicanlarda tedavinin 240 giinlinden sonra dis eti bliylimesini gostererek takrolimusun dis eti dokulari tizerindeki yan
etkilerinin zamanla iliskili olabilecegi sonucuna varmislardir (6).
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ilaca bagl dis eti biiylimelerinde rekiirrens riskinin cerrahi sonrasi 3-6 aydan itibaren arttigi ve kétii agiz hijyeni ile
iliskili oldugu gorlinmektedir. Bu nedenle, mevcut periodontal hastaliklarin kontrol altina alinmasi, agiz hijyeninin
iyilestirilmesi ve kontrol randevularina uyulmasi dis eti bliylimesinin tekrarlama riskini azaltmada biyik rol oynamaktadir

(3).
4, Sonug

Takrolimus, organ nakli veya otoimmiin hastaliklar gibi durumlarda kullanilan imminstpresif bir ilagtir. Ancak bazi
hastalarda takrolimus kullanimi dis eti bilyiimesine neden olabilir. ilaca bagli dis eti biiylimesi gériilen hastalarda tedavi
mimkinse ilacin degistirilmesi, bakteri plagi ve dis tasi gibi lokal enflamatuar faktérlerin uzaklastiriimasi ile gergeklestirilir.
Bu tedavi secenekleri basarisiz oldugu veya ilag regiilasyonu yapilamayan durumlarda cerrahi yaklasim tavsiye edilir.
Elektrokoter veya diode lazer ile kanama kontrolii saglanarak eksizyon yapmak mimkindir. Ancak cerrahi tedavi sonrasi
rekiirrens riski devam etmektedir. Bu nedenle tedavinin yani sira oral hijyenin iyilestiriimesi, interdisipliner yaklasim ve
dizenli dis hekimi kontrolleri bliylik 6nem arz eder.
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6. Resimler

Resim 1: Sag maksilla palatinal ve vestibiil mukozada gézlenen dis eti bliyliimesi




Resim 2: Sag mandibula lingual ve vestibiil mukozada goézlenen dis eti biylimesi

Resim 3: Eksizyon sonrasi ¢ikarilan fibrotik doku pargalari



Resim 4: 6 ay sonra sag maksilla kontrol gérintisi

Resim 5: 6 ay sonra sag mandibula kontrol goriintlsu
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1. OzeT

Girig: Postmenopozal osteoporozun gorilme sikhgl yasam siresinin uzamasiyla birlikte artmaktadir. Menopoz
sonrasl osteoporoz teshisi konmus kadinlarda hayat kalitesi fiziksel ve psikolojik olarak olumsuz yonde etkilenmektedir.
Kemik mineral yogunlugunun azalmasiyla birlikte kirik riski artar. Tedavi amaciyla antirezorptif ilaglar recete edilebilir. Bu
ilaclar cenelerde ilaca bagl osteonekroz olusumuna sebebiyet verebilir.

Olgu Sunumu: Bu calismada, mandibulada agn sikayeti ile klinigimize basvuran 75 yasinda kadin hastanin
postmenopozal osteoporoz, Ailesel Akdeniz Atesi, kronik bdbrek yetmezligi sorunlari mevcuttu. Hastamiz postmenopozal
osteoporoz igin sekiz yildir antirezorptif ilag tedavisi altinda oldugunu bildirdi. Panoramik radyografisinde ve ¢ boyutlu
goriintiilemesinde mandibula posterior alanlarda genislemis trabekiiller ve vestibiil kortekste litik alanlar gézlendi. ilaca
bagli osteonekroz siiphesini degerlendirmek amaciyla kemik doku biyopsisi yapildi. Patoloji raporuna goére osteonekroza
rastlanmadi. Mevcut digler restore edilemeyecek harabiyete maruz kaldigi igin ¢ekim planlandi. Osteoporozun gene
kemiklerinde yarattigi etkiyi degerlendirmek amaciyla hastanin panoramik radyografi goriintilerinde fraktal analiz yontemi
kullanilarak 8lgiim yapildi. islemler sonrasi hasta takibe alindi.

Sonug: Literatlirde Ailesel Akdeniz Atesi hastaliginin kemik mineral yogunlugunda azalmaya sebep olduguna dair
bilgiler yer almaktadir. Bu olgu sunumunda kemik dokuyu etkileyebilecek sistemik saglik sorunlarinin, antirezorptif ilag
kullanimlarinin varliginda ayirici tani ve tedavi slirecinde hasta degerlendirmesi ve takibine literatir bilgileri esliginde dikkat
cekmek istedik.

1. ABSTRACT

Introduction: The incidence of postmenopausal osteoporosis increases with increasing life expectancy. The quality
of life of women diagnosed with postmenopausal osteoporosis is negatively affected physically and psychologically. The
risk of fracture increases as bone mineral density decreases. Antiresorptive drugs may be prescribed for treatment. These
medications may cause drug-induced osteonecrosis in the jaws.

Case Report: In this study, a 75-year-old female patient who applied to our clinic with the complaint of pain in the
mandible had postmenopausal osteoporosis, Familial Mediterranean Fever, and chronic renal failure. Our patient reported
that she had been under antiresorptive drug treatment for postmenopausal osteoporosis for eight years. Panoramic
radiography and three-dimensional imaging revealed enlarged trabeculae in the posterior areas of the mandible and lytic
areas in the vestibule cortex. A bone tissue biopsy was performed to evaluate the suspicion of drug-induced osteonecrosis.
According to the pathology report, osteonecrosis was not found. Extraction was planned because the existing teeth were
subject to damage that could not be restored. In order to evaluate the effect of osteoporosis on the jaw bones,
measurements were made using the fractal analysis method on the patient's panoramic radiography images. The patient
was followed up after the procedures.

Conclusion: There is information in the literature that Familial Mediterranean Fever disease causes a decrease in
bone mineral density. In this case report, we wanted to draw attention to the patient evaluation and follow-up during the
differential diagnosis and treatment process in the presence of systemic health problems that may affect bone tissue and
antiresorptive drug use, in the light of literature information.

2. GIRIS

Osteoporoz, kemik kitlesinde azalma, kemik dokusunun mikromimari yapisinin bozulmasi sonucu kemik
kirllganhginda artma ile karakterize kas iskelet sistemi hastaligl seklinde tanimlanir (1). Etyolojisine gére primer kaynakli
osteoporoz ve sekonder kaynakli osteoporoz olarak iki ana grup altinda degerlendirilir. Primer kaynakl osteoporozda altta
yatan herhangi bir hastalik, cerrahi operasyon gecmisi, ilag kullanimi bulunmazken; sekonder kaynakli osteoporoza kronik
bobrek yetmezligi, hiperparatioridizm, hipertiroidizm, Cushing hastaligi gibi hormonal dengesizlikler sebep olabilir. Uzun
sure glukokortikoid, antiepileptik, tiroid hormon preparatlarinin kullanimi, beslenme bozukluklari, sigara ve alkol tiketimi
de sekonder osteoporoz gelisiminde etkili olmaktadir (2). Osteoporozun farmakolojik tedavisinde bifosfonatlar, kalsitonin,
selektif 6strojen reseptér moduilatorleri (SERM) ve RANK ligand inhibitori monoklonal antikorlar gibi antirezorptif ilaglardan
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yararlanilir. Antirezorptif ilaglar kemik dokuda biriktigi icin cene kemiklerinde ilaca baglh osteonekroz olusma ihtimalini
artirir ve intravenoz yol ile uygulandiginda nefrotoksisite riski yaratir (3).

Primer kaynakli osteoporoz siniflamasina dahil olan postmenopozal osteoporozda, 6strojen hormonunun azalmasi
nedeniyle kemigin paratiroid hormona duyarlilig artar, osteoblast aktivitesi azalir ve kemik matriks sentezi yavaslar (2).
Kemik mineral yogunlugundaki azalmanin etkileri ilk ¢gene kemiklerinde goézlenir. Alveoler kret yiksekligindeki azalma,
postmenopozal osteoporozun erken belirtilerindendir (4). Azalan kemik yogunlugunu degerlendirmek icin dual-energy x-
ray absorbsiyometri (DXA), kantitatif bilgisayarli tomografi (QCT), kantitatif ultrason (QUS), fraktal analiz (FD) yéntemleri
kullanilabilir. Fraktal analiz yontemi karmasik sekilleri ve yapilari tanimlamak igin kullanilan istatistiksel bir doku analizidir
ve sonugcta sayisal bir deger elde edilir (5). Kemik trabekulleri karmasik bir geometriye sahip oldugundan, trabekiler
mimariyi degerlendirmek i¢in bu yontemden yararlanilabilinir.

3. OLGU SUNUMU

75 yasinda kadin hasta, alt ¢enesinde agri ve sislik sikayeti ile istanbul Universitesi Dis Hekimligi Fakiiltesi Agiz Dis
Cene Hastaliklari ve Cerrahisi Ana Bilim Dali Klinigi’ne basvurdu. Yapilan klinik ve radyolojik muayene sonucunda hastamizin
agiz hijyeninin yetersizligi gdzlendi. Ust cenesi dissiz olan hastamizin alt cenesinde 32, 33, 35, 43, 46 numarali dislerinin
mevcut oldugu, 35, 43 ve 46 numarali dislere endodontik tedavi yapilmis oldugu, geri kalan tim dislerin restore
edilemeyecek derinlikte ¢liriik kaynakli harabiyete maruz kaldigi saptandi. Hastadan alinan anamnezde agiz icindeki tim
dislerden agn hissettigi ve 35 numaral dis bolgesinde ge¢miste vestibiilde sislik sikayeti oldugu, bu konuda herhangi bir
tedavi gormedigi, sisligin U¢ ginde kendiliginden geriledigi 6grenildi. Dislerde dikey ve yatay perkiisyonda hassasiyet
saptandi. intraoral muayenesinde enfeksiyon bulgusu olarak yorumlanacak ekspansiyona ve lenfadenopatiye rastlanmadi.
Radyolojik muayenesinde mandibula interforaminal alanda dis koklerinin apekslerinden ¢ene basisine dogru yayilan
genislemis trabekdiller ve multiple radyolusent alanlar goriildi, detayli inceleme igin hastadan konik isinli bilgisayarh
tomografi (CBCT) alindi (Resim 1). Panoramik radyografide mandibula anterior bélgede gozlenen radyolusent alanin, CBCT
gorintuleme sonucu cift tarafta mandibula corpusundan ramusa dogru yayilmis oldugu, litik alanlari cevreleyen mandibular
vestibil korteksin incelmis oldugu saptandi (Resim 2,3,4). Hastanin 2018, 2021, 2023 yillarindaki panoramik radyografi
goriintlilerinde yapilan fraktal analizde kemik yogunlugunun kademeli olarak azaldigi saptandi (Resim 5, Tablo 1).
Mandibular foramenin énlindeki trabekiler kemik bolgesi referans alinarak, hastanin 2023 yilindaki CBCT gorintileri ile
saghkh oldugu dusiliniilen hastanin CBCT gorintileri karsilastirildi. Hastamizin fraktal analiz degerlerinin, kontrol
gorlntudeki degerlere gore disiik oldugu saptandi. Hastanin tibbi gegmisinde postmenopozal osteoporoz, Ailesel Akdeniz
Atesi (AAA), kronik bobrek yetmezligi sorunlari oldugu 6grenildi. Hastamiza postmenopozal osteoporoz tanisi sekiz yil 6nce
konmus olup menopozdan 28 yil sonra, yiriime gigcligi sikayeti sonrasi teshis edilmis olup Fizik Tedavi ve Rehabilitasyon
Klinigi tarafindan takip edilmekteydi. Osteoporoz tedavisi amaciyla sekiz yil 6nce oral yoldan bir kiir selektif 6strojen
reseptor modulatort (SERM) ve bes yil 6nce yine oral yoldan bir kiir alendronik asit ve kolekalsiferol kullandigi, son bes
yildir oral yoldan D vitamini takviyesi almakta oldugu, son iki yildir alti ayda bir subkutan denosumab kullanmakta oldugu
hasta tarafindan bildirildi. Tedavi stirecinde alti yil dnce ylikselen paratiroid hormon seviyesini kontrol altina almak igin bir
buguk yil sentetik tiroid hormon ilaci kullandigi, stabil duruma gelince ilag kullaniminin doktor tarafindan sonlandirildigi
hasta tarafindan ifade edildi. Osteoporoz tedavisi sirdirilirken, ataklar halinde karin agrisi ve ates sikayetiile dort yil 6nce
basvurdugu Acil Tip servisinde hastanin iki kizinin AAA tanili oldugunun 6grenilmesi (izerine yapilan konsiltasyonlar ve
tetkikler sonucu hastaya AAA tanisi konmus olup tedavi icin hasta son dort yildir diizenli olarak oral yoldan 0.5 mg kolsisin
kullanmaktadir. AAA tanisi sirasinda alinan kan tahlillerinde kreatinin ve kan (ire azotu (BUN) degerlerinde artis saptanmis
ve hastaya diyaliz gerektirmeyen siddette bobrek yetmezligi tanisi konmus ve nefrotoksik ajanlardan sakinmasi tavsiye
edilmistir. Biitin bu degerlendirmeler sonucunda hastanin mevcut dislerinin restorasyonu miimkiin olmadigi icin cekimleri
planlandi. Antirezorptif ila¢ kullanimi oldugu icin osteonekroz siiphesini degerlendirmek amaciyla, hastanin subjektif olarak
en c¢ok agri sikayeti bulunan 35 numarali disin ¢cekimi sonrasi kemik ici biyopsi planlandi. Hastaya amoksisilin trihidrat 1000
mg 2x1 regete edilerek 3 glin sonrasina randevu verildi. Randevusuna geldiginde hastadan aydinlatiimis onam formu alindi.
Hastaya artikain kullanilarak mandibular anestezi uygulandi, 35 numaral dis cekildi. Biyopsi materyali elde etmek amaciyla
¢ekim soketinden kemik dokulari kiirete edildi. Soket ¢evresindeki kemik dokularin konturi dizeltildi ve yumusak dokular
3.0 ipek dikis materyali kullanilarak kapatildi. Hastaya antibiyotige devam etmesi sdylendi. Biyopsi materyali incelenmesi
icin istanbul Universitesi Dis Hekimligi Fakiiltesi Oral Patoloji Anabilim Dal’na génderildi. Yapilan histopatolojik inceleme
sonucunda nekrotik kemik dokusunun gorilmedigi bildirildi. Cekim yarasinin komplikasyonsuz iyilestiginin gézlenmesi
lizerine hastanin restorasyonu miimkiin olmayan diger dislerinin ¢ekilmesine ayni yéntem ile devam edilmesi karari alindi
ve uygulandi. Hasta takibe alindi.

4. TARTISMA

Osteoporoz dnemli morbidite ve mortalite ile sonuclanabilen kas-iskelet sistemi hastaligidir. Toplumda bireylerin
yasam siiresi uzadik¢a goriilme sikligi artmaktadir. Hastaligin tedavisinde kullanilan antirezorptif ilaglar kemik dokuyu
kapsayan cerrahi girisimlerde osteonekroz riski olusturmaktadir. Osteoporozda kemik mineral yogunlugu azaldig icin
panoramik radyografilerde, bilgisayarli tomografilerde dizensiz radyolusent alanlarla karsilasilir. Osteoporozun ilk
belirtilerine ¢ene kemiklerinde rastladigimiz icin hastaligin tani ve tedavi siirecine hakim olmak dis hekimleri agisindan
onemlidir.

Paratiroid hormon kemik kalsiyum dengesinde dnemli bir rol oynar. Dolasimdaki parathormon seviyesi arttikca
kemikten kalsiyum salinimi artar ve kemik mineral yogunlugu azalir. Kronik bobrek yetmezliginde D vitamini, plazma
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kalsiyum, fosfat retansiyon seviyeleri azalir. Bu diss paratiroid hormon salinimini tetikler ve kemik dokuda mineral kaybi
gerceklesir (6).
5. SONUC
Bu vakada osteoporoz sebebi olabilecek ve sik karsilasilan kronik bobrek yetmezligi, parathormon degerlerinin
diizensizliginin yanisira Ailesel Akdeniz Atesi’ne de dikkat cekmek istedik.

REFERANSLAR

1- WHO Scientific Group on the Prevention and Management of Osteoporosis. 2000: Geneva, Switzerland.

2- Alpaslan, C. Agiz, Dis ve Cene Cerrahisi Kanita Dayali Tani ve Tedavi Yaklasimlari. Quintessence Yayincilik; 2018.

3- Chen, J., Sambrook, P. Antiresorptive therapies for osteoporosis: a clinical overview. Nat Rev Endocrinol. 2012: 8:
81-91

4- Wactawski-Wende, J., Hausmann, E., Hovey, K., Trevisan, M., Grossi, S. and Genco, R.J. The Association Between
Osteoporosis and Alveolar Crestal Height in Postmenopausal Women. Journal of Periodontology. 2005: 76: 2116-
2124,

5- Mostafa, R.A., Arnout E.A.,, Abo el- Fotouh, M.M. Feasibility of cone beam computed tomography
radiomorphometric analysis and fractal dimension in assessment of postmenopausal osteoporosis in correlation
with dual X-ray absorptiometry, Dentomaxillofacial Radiology. 2016: 45:7.

6- Evenepoel, P., Bover, J., Torres, U.P. Parathyroid hormone metabolism and signaling in health and chronic kidney
disease. Kidney International. 2016: 90:6: 1184-1190.

7- Lancieri, M., Bustaffa, M., Palmeri, S., Prigione, I., Penco, F., Papa, R., Volpi, S., Caorsi, R., Gattorno, M. An Update
on Familial Mediterranean Fever. Int. J. Mol. Sci. 2023: 24:9584.

8- Slobodnick, A., Shah, B., Krasnokutsky, S., Pillinger, M.H. Rheumatology. 2018: 57:1:4-11.

9- Dudkiewicz, I., Brosh, T., Parelman, M., Salai, M., Colchicine inhibits fracture union and reduces bone strength: in
vivo study. J Orthop Res. 2005: 23:4:877-881.

10- Suyani, E., Ozturk, M.A., Deger, S.M., Demirag, M.D., Goker, B., Haznedaroglu, S. Decreased bone mineral density
in adult familial Mediterranean fever patients: a pilot study. Clin Rheumatol. 2008: 27:9:1171-1175.

Resim 1: Hastanin panoramik radyografi goriintiisiinde mandibular interforaminal alanda dis kdklerinin apeksinden basise
dogru uzanan genislemis trabekdiller ve litik alanlar izleniyor.
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Resim 2: Bilateral mandibular foramen ve mandibula orta hatta denk gelen panoramik rekonstriiksiyon (Ustte) ve
crossectional gorintilerinde (altta) trabekiler kemik yapisi izleniyor.

Resim 3: Bilateral mandibular ramuslarda referans gizgilere denk gelen alanin panoramik rekonstriiksiyon (lstte) ve cross
sectional gorlntilerinde (altta) kemik mineral yogunlugunun azaldigi, kortikal laminalarin inceldigi goériluyor.



Resim 4: Bilateral mandibular corpuslarda referans gizgilere denk gelen alanin crossectional goriintiisiinde (altta) kemik
mineral yogunlugunun azaldig, kortikal laminalarin inceldigi gorullyor.

Resim 5: ROI 1: Mental foramenin inferiorunda trabekiiler kemik bélgesi, ROI 2: ikinci molar dis hizasinda mandibular kanalin
altindaki trabekiiler kemik bolgesi, ROl 3: Mandibular foramenin éniindeki trabekiler kemik boélgesi

Sag Sol

ROI-1 ROI-2 ROI-3 ROI-1 ROI-2 ROI-3
2018 1,12 1,058 1,211 1,188 1,18 1,188
2021 1,079 1,13 1,037 1,117 0,998 1,114
2023 0,988 1,107 0,988 1,147 0,984 1,107
CBCT 1,17
CBCT-KONTROL 1,278

Tablo 1: Sag tarafta ROI-1, sol tarafta ROI-2 ve ROI-3’lin fraktal degerlerinde zaman icerisinde azalma oldugu goéraliyor. ROI-
3’te CBCT Ulizerinde yapilan fraktal analizde kontrol grubuna gére distik degerdedir.
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Abstract

Objectives: Bone augmentation may be necessary to achieve the required width for proper placement of implants. Despite
the fact that autogenous bone has long been considered the ideal grafting material for bone augmentation procedures,
several methods and materials may use for treatment of alveolar ridge defects.

Case Report: A 43 years-old female patient was admitted to our clinic with a request for upper jaw implant treatment. After
radiological and intraoral examinations, due to long-term partial edentulism horizontal bone defects at various levels and
grades were identified on both the right and left alveolar ridge of the maxilla. Regenerative bone surgery is scheduled
before implant placement. After evaluating the defect type, guided bone regeneration (GBR) was planned for edentulous
area of right maxilla and an autogenous bone graft for the edentulous area of the left maxilla. It was aimed at minimally
invasive treatment, considering the complications of operations. Following the radiological evaluation, the implant
operation was performed in the sixth postoperative month. Dental rehabilitation was achieved with a fixed prosthesis after
4 months.

Conclusion: There are different regenerative approaches for endosseous dental implant application in cases of bone
atrophy. Although autogenous bone grafts are the gold standard for bone regeneration, treatment planning should be
specific to the patient. The type of the defect, the amount of bone present, and any potential procedural complications
should all be considered for an effective treatment plan.

Key words: Bone augmentation, guided bone regeneration, ramus graft

TEK HASTADA iKi FARKLI TEDAVI YAKLASIMI: BiR OLGU SUNUMU

Ozet
Giris: implantlarin uygun sekilde yerlestirilmesi icin gerekli genisligi elde etmek amaciyla kemik ogmentasyonu gerekli
olabilir. Otojen greftler uzun siiredir kemik ogmentasyon prosedirleri icin ideal greft materyali olarak kabul edilmesine
ragmen, alveolar sirt defektlerinin tedavisi icin cesitli yontemler ve materyaller kullanilabilir.
Vaka sunumu: 43 yasinda kadin hasta st ¢cene implant tedavisi talebiyle klinigimize basvurdu. Radyolojik ve intraoral
muayeneler sonrasinda uzun sireli parsiyel dissizlik nedeniyle maksillanin hem sag hem de sol alveolar sirti tizerinde gesitli
seviyelerde ve derecede horizontal kemik defektleri tespit edildi. Defekt tipi degerlendirildikten sonra sag maksillanin dissiz
bolgesine yonlendirilmis kemik rejenerasyonu (YKR), sol maksillanin dissiz bolgesine ise otojen kemik grefti planlandi.
Operasyonlarin  komplikasyonlari g6z ©Onilinde bulundurularak minimal invaziv tedavi amaclandi. Radyolojik
degerlendirmenin ardindan implant operasyonu ogmentasyon sonrasi altinci ayda gergeklestirildi. Dental rehabilitasyon 4
ay sonra sabit protezler ile gergeklestirildi.
Sonug: Kemik atrofisi vakalarinda endossedz dental implant uygulamasi igin farkli rejeneratif yaklasimlar vardir. Otojen
kemik greftleri kemik rejenerasyonu igin altin standart olsa da tedavi planlamasi hastaya 6zgi olmalidir. Etkili bir tedavi
planiicin defektin tiirli, mevcut kemik miktari ve olasi prosediir komplikasyonlarinin timu dikkate alinmalidir.
Anahtar kelimeler: Kemik ogmentasyonu, yonlendirilmis kemik rejenerasyonu, ramus grefti

1. Introduction

Insufficient bone volume can hinder the ideal placement of implants and negatively impact long-term prognosis.
Horizontal bone defects are characterized by reduced crest width, which affects the primary stability of the implant in the
correct prosthetic position. In such cases, a gradual approach for bone regeneration and implant placement may be
preferred (1).

Over the years, various biological or synthetic biomaterials have been applied for bone reconstruction, including
autogenous grafts, allografts, xenografts, and alloplasts. Autogenous bone grafts have long been considered ideal grafting
material due to their potential osteogenic, osteoinductive, and osteoconductive properties. They can be obtained
intraorally or extraorally, with considerations for the required amount of bone and complication risks during grafting.
Postoperative complications may include pain, dehiscence formation, pulp necrosis in teeth, and temporary or permanent
neurosensory disorders (2). Risks and limitations highlight the need for alternative approaches (3). Guided Bone
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Regeneration (GBR) is a treatment option involving the application of resorbable or non-resorbable membranes to
mechanically isolate non-osteogenic cell populations from surrounding soft tissues. GBR has become a successful treatment
method for increasing the height and width of atrophic bone before implant treatment, surpassing the efficacy of bone
grafting alone (4, 5).

2. Case Report

A 43-year-old female patient applied to our clinic with complaint of partial edentulism in the upper jaw. Intraoral
and radiological examinations revealed varying degrees of horizontal bone insufficiency in long-term edentulous areas
(Fig.1-2). Different augmentation approaches were planned for both regions before the implant operation. The type of
defect and the risk of morbidity during harvesting of autogenous graft were evaluated during this planning. GBR technique
using tent screws and resorbed membrane was planned especially in the region with bowl| defect, and autogenous ramus
block graft was planned in the region with more severe and flat defect.

Under the local anesthesia, autogenous block grafts harvested from left ascending ramus (Fig.3). The autogenous
block graft with two mini screws were applied on the left side (Fig.4). On the relatively less severe and concave right side
defect (Fig. 6), a GBR operation with three tent screws (Fig.7), approximately 3 cc xenograft (Fig.8), and collagen membrane
was performed (Fig.9). Tent screws contributed to the prevention of membrane collapse and stabilization of the graft. The
membrane was stabilized with resorbable sutures. No complications were encountered in the postoperative period except
for transient numbness. Anti-inflammatory drugs and steroids were administered for the management of paresthesia.
Postoperative 6-month examinations showed that the amount of horizontal bone was sufficient for implant placement with
both techniques. The implant operation was performed under local anesthesia. Softer bone was encountered on the GBR
side during implant surgery, necessitating additional bone grafting. Healing caps were placed after four months, and the
patient was rehabilitated with a fixed prosthesis. Follow-up with the patient continues.

3. Discussion

Modern dentistry faces increasing demands and challenges in implant applications. Bone resorption and reshaping
of the alveolar ridge after tooth loss due to periodontal disease, caries, trauma, or tumoral processes complicate implant
placement. In atrophic maxilla or mandible cases, the use of autogenous grafts is widely accepted as the gold standard for
bone regeneration.

According to Reininger transient sensory changes in the anterior teeth (33.87%) and sensory changes in the skin
and mucosa (18.57%) were the most frequent complications when the mandibular symphysis was used as the intraoral
autogenous graft site. Transient sensory changes in the mucosa (8.19%) and minor postoperative bleeding (6.55%) were
the most frequent complications in the mandibular body and ramus donor sites (6). In a randomized controlled trial, 42
patients with horizontal bone atrophy sites in the maxilla or mandible were randomly assigned to two groups. One group
received a combination of autogen bone graft (ABG) with particulate xenograft covered with collagen membrane, while the
other received particulate xenograft alone covered with collagen membrane. At 6 and 18-month follow-up, there was no
statistically significant difference in the horizontal bone width gain achieved in the GBR group compared to the ABG group.
However, there was a statistically significant higher incidence of sensory disturbances (P = 0.02) and hematomas (P = 0.002)
in the ABG group compared to the GBR group (7). In our case, transient sensory loss was also observed postoperatively.
Anti-inflammatory drugs and steroids were prescribed for the treatment of paresthesia. Additionally, various treatment
options enable implant placement, such as guided bone regeneration, split-crest technique, sinus lift, osteogenic
distraction, or block grafting. In another study, it was stated that additional graft reinforcement was needed during implant
placement (8). This is supported by the fact that in our case, additional graft was required when the implant was placed in
the region where the GBR operation was carried out using xenograft. In a prospective study with an average observation
period of 12.5 years, simultaneous implant placement or placement into natural bone with guided bone regeneration
showed survival rates of 93% and 95%, respectively (9).

It is not clear which procedure has a definitive indication for each individual case that provides satisfactory bone
amount increase, long-term implant survival, and prosthetic rehabilitation that is favorable for the patient. When the
remaining crest is 2.9 mm or wider, Milinkovic et al. (10) advocate the use of staged GBR for horizontal augmentation prior
to implant insertion. In this case, six months of healing was planned for the placement of the implants.

4. Conclusion

With advancing technology and materials, various treatment options are available. Patient-focused treatment
planning, determining the treatment goals, and evaluating relevant risks are crucial in selecting the techniques and
appropriate materials for treatment. Creating a patient-specific therapy plan is necessary to determine the best treatment
and achieve satisfactory outcomes.
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6. Figures

Figure 1: Preoperative panoramic
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Figure 2: Preoperative intraoral photograbh - left maxilla




Figure 3: Ramus graft

Figure 4: Intraoperative photograph of ramus augmentation

Figure 5: Before implant placement

Figure 6: Preoperative intraoral photograph - right maxilla  Figure 7: GBR operation photograph — tent screws
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Figure 8: GBR peration photograph - xenograft placement Figure 9: GBR 6peration phbfograph - membrane stabilization

Figure 10: Before implant placement — right side

Figure 11: Panoramic radiography 6 months after Figure 12: Panoramic radiography after implant placement
augmentation
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Abstract

Objectives: Osteomyelitis of the jaws is characterized by an inflammatory reaction of bone tissue. It is a disease that usually
occurs in the lower jaw. The etiology and pathogenesis of the disease are not fully understood. Treatment of osteomyelitis
is highly variable and ranges from conservative treatment with antibiotics alone or extraction/root canal treatment of the
involved teeth with antibiotics to aggressive surgical procedures such as segmental resection of the mandible.

Case Report: An 86-year-old female patient applied to our clinic with complaints of extraoral abscess and fistula in the left
mandibular region. The patient received inpatient treatment in the Infectious Diseases Department for 22 days and was
later discharged and referred to us, considering that the infection might be of dental origin. After the patient applied to our
clinic, tooth number 34, which was the focus of focal infection, was extracted for treatment, and antibiotics were
administered for 3 months. Additionally, the patient was taken under control with 30 sessions of hyperbaric oxygen therapy.
Conclusion: Osteomyelitis treatment includes both medical and surgical approaches. The use of antibiotics and hyperbaric
oxygen therapy are critical in the treatment of osteomyelitis.

Key Words: chronic osteomyelitis, suppurative, antibiotics, hyperbaric oxygen

1. Introduction

Osteomyelitis is an inflammatory condition of bone and bone marrow that may progress with suppuration, abscess
and fistula formation, and subsequent sequestration (1). Osteomyelitis develops as a result of odontogenic infection of
bacteria, from anatomical neighborhoods (otitis media, tonsillitis, suppurative sialodenitis), or, although it is rare in the
jaws, by hematogenous spread. Some systemic diseases such as diabetes mellitus, immunodeficiency, decreased
vascularization due to alcoholism or radiation, and diseases such as Paget's disease and osteopetrosis increase the risk of
osteomyelitis (2). The primary causes of chronic osteomyelitis are odontogenic infections arising from pulpal and
periodontal tissues, post-extraction complications, leaving necrotic bone, mistakes in the antibiotic selection, not using
antibiotics for an appropriate period of time, errors in diagnosis, trauma and inadequate treatment of trauma, and radiation
to the jaw bones (3-5).

Chronic osteomyelitis usually progresses with pain, swelling, purulent fluid flow, non-healing bone structure, and
radiographic changes (6). The radiographic appearance of osteomyelitis usually appears after a few weeks. In the
radiographic image of chronic osteomyelitis, there are radiolucent areas, bone destruction, and sequester formation that
give a radiopaque appearance (4,7).

Chronic osteomyelitis treatment requires a multidisciplinary approach. Many researchers report that intravenous
(IV) antimicrobial therapy and surgical treatment including sequestrotomy and decortication (8,9) and additionally
hyperbaric oxygen should be applied (8,10).

2. Case Report

An 86-year-old female patient applied to our clinic with complaints of extraoral abscess and fistula in the left
mandibular region (Figure 1). The patient received inpatient treatment in the Infectious Diseases Department for 22 days
and was later discharged and referred to us, considering that the infection might be of dental origin. It was learned that the
patient had no systemic disease other than hypertension. When the patient presented to our clinic, the suppurative abscess
pattern continued persistently. This case, which showed destruction in the left mandibular lingual cortex on CBCT images,
was diagnosed as chronic suppurative osteomyelitis (Figure 2). Tooth 34, which was thought to be the patient's potential
focus of infection, was extracted. Since the patient was allergic to penicillin, clindamycin 600mg (4x1) was administered for
3 months. Additionally, the patient underwent 30 sessions of hyperbaric oxygen therapy. After 4 months of clinical follow-
up and treatment of the acute infection, the fistula tract was de-epithelialized, primary surgical closure was performed, and
the follow-up of the patient is still continuing (Figures 3 and 4).
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3. Discussion

While the results of antibiotic treatment of osteomyelitis of infectious origin are positive in many cases, in some
cases there is no response to the treatment and the course of the disease is considerably prolonged as a result of recurrent
attacks (11). The disease may last for months due to reasons such as weakness of the immune system, chronic systemic
diseases, alcohol and tobacco use, diabetes mellitus, and malnutrition (2). In 2003, Baltensperger reported that chronic
osteomyelitis in the lower jaw recurred even 10 years after the end of treatment (12). For this reason, even if the symptoms
of osteomyelitis patients disappear after receiving the most appropriate treatment, routine check-ups should be performed
at regular intervals in the long term.

Kim et al. evaluated the successful treatment of osteomyelitis as the regression of symptoms spontaneously or
after eight weeks of antibiotic administration and surgical treatment. Treatment failure was defined as the need for a
second surgical operation and an additional eight weeks of antibiotic administration by the authors (4). Bartkowski et al.
recommended that intravenous antibiotic administration should be for a period of 10-24 days (13).

Hyperbaric oxygen therapy is an effective treatment method, especially in chronic osteomyelitis (14). Hyperbaric
oxygenation acts in four main ways: 1. increase in fibroblastic activity, 2. increase in collagen matrix accumulation, 3.
stimulation of vascular proliferation, 4. increase in osteogenesis. While the bactericidal effect of leukocytes and antibiotics
increases with hyperbaric oxygenation, fibroblastic proliferation, and neovascularization are achieved on a suitable basis.
As aresult of increased osteoclastic and osteoblastic activity, new bone formation occurs along with natural sequestration.
Dead space is filled with healthy new bone (15).

In this case report, although the patient did not have any systemic disease that lowered his immune resistance,
osteomyelitis persistently developed, resulting in abscess formation. The patient received inpatient treatment in the
Infectious Diseases Department for 22 days before. After the patient applied to our clinic, tooth number 34, which was the
focus of focal infection, was extracted for treatment, and antibiotics were administered for 3 months. In addition, the
patient was taken under control with 30 sessions of hyperbaric oxygen therapy, and extraoral abscess drainage was
monitored. When the extraoral purulent abscess discharge completely ended, the fistula tract was de-epithelialized. The
patient was given oral hygiene training and was monitored. The patient is still under follow-up.

4. Conclusion

Early diagnosis is very important in osteomyelitis. Delaying the diagnosis of osteomyelitis complicates treatment
planning and prolongs treatment. For this reason, patients with complaints such as long-lasting fever, lymphadenopathy,
pain, swelling, and purulent discharge should be especially suspicious of osteomyelitis; Clinical, radiological, and laboratory
findings of patients should be evaluated carefully. Treatment of osteomyelitis includes both medical and surgical
approaches. The use of antibiotics and hyperbaric oxygen therapy are critical in the treatment of osteomyelitis.
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6. Figures

Figure 1: Presence of extraoral abscess and fistula in the left
mandibular region when the patient first applied to our clinic

Figure 2: CBCT images show destruction of the left mandibular lingual cortex




Figure 3: Image of fistula tract being de-epithelialized and
primary surgical closure

Figure 4: Image 2 weeks after fistula tract being de-epithelialized
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Abstract

Objectives: Orthokeratinized odontogenic cyst (OOC) is a type of odontogenic cyst characterized by orthocheratinine
epithelium. Although it was previously classified as a sub-class of odontogenic keratocyst, it is now classified as a different
type of cyst. Unlike odontogenic keratocyst, it is mostly seen in the cystic structure but rarely seen as multiple. Enucleation
and curettage in OOCs are the usual forms of treatment.

Case Report: A 17-year-old systemically healthy male patient applied to our clinic due to the presence of a lesion detected
in the right mandibular lingual during a routine examination in the outer center. Excisional biopsy was performed under
local anesthesia and the result of histopathological examination was found to be OOC.

Conclusion: Although OOCs are likely to relapse, they are cysts that are likely to be malignant transformations when they
recur. Therefore, it is important that this cyst is clinical, radiological, and histopathologically distinguished. Postoperative
regular follow-up of treated OOC patients is mandatory.

Keywords: Orthokeratinized odontogenic cyst, mandible, neoplasm

1. Introduction

00Cs, which were considered an orthokeratinizing variant of odontogenic keratocytes in previous classifications,
have been reported as a completely separate pathology with the latest update. In histopathological examinations,
orthocheratinized multi-story flat epithelium and furnished cysts were called 00C (1,2). The etiopathogenesis of these cysts
is uncertain and is probably thought to have originated from dental lamina residues (3).

These cysts, whose actual prevalences due to the amendment to the classification are uncertain, make up
approximately 10 %of cases in most case series, including keratinizing odontogenic cysts. It is stated that OOCs, which affect
a wide age range but have increased incidence in three and fourth decades, are more frequently monitored in men (4).
Nearly 90 %of the cases are monitored in the lower jaw and 75 %of all lesions are positioned in the posterior region.

They are clinically painful in the form of painless swelling and are generally noticed in radiographs taken for other
reasons. Radiologically, their boundaries are prominent and regular, unilocular. Sometimes radiographic multiloculation
can be monitored. There are no specific clinical and radiographic properties that distinguish OOC from other inflammatory
and developmental odontogenic cysts. Approximately two-thirds of OOC are similar to clinically and radiographically
dentigerous cysts and are usually associated with the embedded mandibular third molar teeth. Treatment in OOC is the
enucleation. The recurrence rate is low and has been reported to be less than 2 %(5). In this case presentation, the diagnosis
and treatment of a patient with OOC will be presented.

2. Case Report

A 17-year-old systemically healthy male patient applied to our clinic due to the presence of a lesion detected in
the panoramic X-ray during a routine examination in the outer center. In the clinical and radiological examination, a 1.8 x
1.5 x 1.3 cm sized, unilocular, radiolucent lesion was detected around teeth 46 and 47, with expansion in the lingual cortex
(Figures 1 and 2). It was found that the relevant teeth were vital in the evaluation made with a vitalometer device. Under
local anesthesia, the relevant region was opened with a sulcular incision. The entire lesion was removed with the help of a
window opened in the lingual cortex and the area was closed primarily. The example of an excisional biopsy received was
sent for histopathological examination. As a result of histopathological examination, it was found that it was OOC (Figure
3). The patient was informed about the pathology. The patient recovered without any problems during the postoperative
recovery period and no recurrence was found in the controls performed after 6 months (Figure 4).

3. Discussion
The most important elements that distinguish OOC from odontogenic keratocysts are histopathological differences
and recurrence rates. Histopathologically, OOCs have an epithelial structure of the basal layer, which is not observed, unlike
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odontogenic keratocysts, orthocheratinization of varying thicknesses. In many studies where the histopathological
properties of these two lesions were compared, it was reported that orthocheratiotic cysts had lower proliferative activity
than odontogenic keratocysts (6). It is thought that these histopathological features play an important role in low
recurrence rates of OOCs. In 1981, Wright reported that only 1 patient was observed in the postoperative follow-up of 18
patients. In the following years, reports had been published confirming low recurrence rates (7). In the case report
presented here, there was no recurrence finding in the 6-month follow-up in accordance with the literature.

In the literature, it was reported that OOCs are often localized in the mandibula posterior with up to 98 %(8).
Approximately two-thirds of OOCs are similar to clinically and radiographically dentigerous cysts and are usually associated
with the embedded mandibular third molar teeth (8). In the case report, we have presented, the lesion is in the mandibula
posterior compatible with the literature, but the lesion settlement was monitored as a lesion independent of the mandibula
posterior lingual region and independent of the embedded tooth.

4. Conclusion

Orthokeratinized odontogenic cysts can be located in different regions than in the literature. Routine examinations
must be carefully evaluated. In addition, although it is less likely to relapse, they are cysts that are likely to be malignant
transformation when relapse. Therefore, it is important that this cyst is clinical, radiological, and histopathologically
distinguished. Postoperative regular follow-up of patients is mandatory.
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6. Figures

Figure 1: Panoramic X -ray image before the operation




Figure 3: Significant granulosa layer in creating epithelium and
orthokeratosis on the surface (H&E X 400)
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Figure 4: CBCT X-ray image in the 6th month after the operation
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Ozet

Giris: Sialolithiasis, tiklrik bezlerinde veya kanallarinda olusan taslarin neden oldugu bir durumdur. Taglar, tikurik icindeki
mineral ve diger maddelerin birikmesiyle meydana gelir. Bu durum bezin veya kanalin tikanmasina neden olarak agri, sislik
ve enfeksiyona yol agabilir. Tedavi genellikle cerrahi miidahaleyle tasin gikarilmasini igerir. Bazi durumlarda ise tukirik
akisini artirmak icin masaj veya ilaglar kullanilabilir.

Vaka: Hasta, sol alt ¢ene altinda yemekle artan agri, sertlik ve sislik sikayetiyle basvurdu. Radyografide, 16.6x8.3x9.5 mm
boyutlarinda sublingual bdlgede sinirlari diizglin radyoopak lezyon tespit edildi. Operasyonla lezyon basarili bir sekilde
cikarildi ve tedavi edildi.

Tartigma: Sialolith, genellikle submandibular bezde olusan tikiriik taslaridir. Nadiren diger bezlerde goriilir ve genellikle
orta yasta ortaya ¢ikar. Bu taslarin boyutlari degiskenlik gosterir; literatiirde 1 cm'den kiiglikten 3.5 cm'ye kadar olan vakalar
bildirilmistir. Tedavi yéntemi, tasin boyutuna, enfeksiyon varligina ve konservatif tedavinin etkisine bagli olarak belirlenir.
Sonug olarak, sialolithiasis vakalarinda dogru tani ve uygun tedavi, hastalarin rahatsizliklarini etkili bir sekilde yonetmeye
yardimci olabilir.

Anahtar kelimeler: Sialolith, tiikiiriik bezi hastaliklari, sublingual bez, sialolith tedavisi.

LARGE SUBLINGUAL SIALOLITH AND ITS SURGICAL REMOVAL: A CASE REPORT
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Abstract

Objective: Sialolithiasis is a condition caused by the formation of stones in salivary glands or ducts due to the accumulation
of minerals and other substances in saliva. This condition can lead to pain, swelling, and infection by blocking the gland or
duct. Treatment usually involves surgical removal of the stone. In some cases, massage or medications can be used to
increase saliva flow.

Case: A patient presented with increased pain, hardness, and swelling in the lower left jaw after eating. Radiographic
examination revealed a well-defined radiopaque lesion measuring 16.6x8.3x9.5 mm in the sublingual region. The lesion was
successfully removed through surgery, and the patient was treated accordingly.

Discussion: Sialoliths commonly form in the submandibular gland and occasionally in other glands, typically emerging in
middle age. The size of these stones varies, with reported cases ranging from less than 1 cm to 3.5 cm. Treatment approach
depends on the stone's size, presence of infection, and effectiveness of conservative methods. Accurate diagnosis and
appropriate treatment in cases of sialolithiasis can effectively manage patient’s discomfort.

Keywords: Sialolith, salivary gland diseases, sublingual gland, sialolith treatment.
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1. Giris

Tiklrik bezinin veya kanalinin tikanmasina sebep olan sialolithiasis, hastalarda ilgili tikiirik bezinde agri, sislik ve
enfeksiyona sebep olan oldukg¢a yaygin bir hastaliktir. Major tiikiiriik bezlerinde goziiken en yaygin hastalik-durumdur. Bazi
vakalarda tabloya eksraoral fistiilasyon da eklendigi raporlanmistir. (1,2) Hastalarin ¢ogunda yemek yerken agri ve sislik
olusuncaya kadar klinige basvuracak semptomlar gelismez. Sialolithiasisin fizyopatolojisi 6li epitel hiicreleri, bakteri
hicreleri tGzerine mineral ¢okelmesi ve tas olusumudur. Tikirik akisinda azalma, dehidrasyon ve tikarik pH'indaki
degisiklik, bozulmus kristal ¢6zlinme dengesi, ve artan kalsiyum igerigi ve tikirik kanal veya bezinde fiziksel travma gibi
aktorler dis tasi olusumuna zemin hazirlayabilir. Bunun sonucunda olusan tas bez veya kanalda obstraksiyon, enfeksiyon ve
travma goriilar.(3)

2. Olgu

Hasta 28.02.2023 tarihinde istanbul Universitesi Dis Hekimligi Fakiiltesi Agiz Dis ve Cene Hastaliklari ve Cerrahisi
Klinigine son bir yildir yemek yerken agri ve sol alt cene altinda sisme, sertlik hissi sikayeti ile tarafimiza basvurdu. Hastanin
alinan anamnezinde hipertansiyon ve hipotiroidi oldugu, aktif antihipertansif-tiroksin kullanimi oldugu goériildi. Hastanin
baska herhangi bir ciddi rahatsizligi bulunmamaktaydi. Hastanin yapilan ekstraoral-intraoral muayenesinde sol alt
submandibular bolgede palpasyonda hareketli sertlik hissedildi. Hastanin sol alt sublingual ekspansiyon varliginin ve
ozellikle yemek yemede agrinin son 6 ay iginde gittikge arttigi not alindi. Hastadan panaromik, okliizal ve CBCT goruntileri
istendi. Alinan radyografik goriintilerde sublingualde yer alan 33-36 nolu disler bélgesinde anterioposterior uzanim
gosteren radyolusent odagi bulunan radyolusent diizgiin sinirll 16.6x8.3x9.5 mm radyoopak lezyon goérildi. Hasta gerekli
konsiltasyonlar ve kan tahlilleri uygun bulunarak 07.03.2023 tarihinde lokal anestezi ile uyusturularak intraoral yaklasimla
sialolithin alinmasina karar verildi. Hasta gerekli anestezi ile sublingualden infiltrasyon ile uyusturuldu. Tukurik tasi bezi
palpasyon ile sinirlari hissedildi. Sialolith posteriorundan basalinden gegen stopper situr atildi. Takdrik tasi anteriora
palpasyon ile itilerek mukozaya yakin kismindan kesi atildi ve disseksiyon ile sialolithin Usti acildi. Sialolith pargalar halinde
cikarildi ve kesi primere getirilerek kapatildi. Alinan parcalar patolojiye gonderildi.

3. Tartisma

Sialolith en sik submandibular bezde goriilmekte olup sirasiyla parotis ve sublingual bezlerde de goriliir. Minor
tikaruk bezlerinde gorilmesi nadirdir. Submandibular bezde daha fazla gériinme sebebi ise ¢gogunlukla mikéz yapili miks
bir bez olmasi ve kalsiyum-fosfat gibi iyonlarca zengin alkali salgi Gretmesidir. Buna ek olarak submandibular bez kanalinin
anatomik olarak uzun ve yergekimine karsi ilerlemesi de katki saglamaktadir.(3,4) Genellikle orta yasta gorilmekte olup
¢ocuklarda nadir olarak gorulir. Erkeklerde kadinlara gére daha sik gorilmektedir. (5)

Literatiirde tukiruk bezi taglari boyutlari cok degisken olup birkag milimetre ile birkag cm arasinda degismektedir.
Genellikle 1 cm’den kiigiik boyutlarda olmakla beraber literatiirde 4 cm’e varan vakalar bulunmaktadir. (6,7,8,9)

Tedavisinde 6ncelikle olarak konservatif yaklasimlar dnerilmis olup bunlar ductus masaji, NSAii ve pityalogog ilag
kullanimi eger enfeksiyon tablosu varsa antibiyotik kullanimi eklenmistir.(10) Cerrahi tedavinin gerekliligi ve yaklasim tipi;
sialolithin  boyutu, anatomik olusumlarla iliskisi ya da konservatif tedavinin basarili olup olmamasina gore
degismektedir. (10,11)

4. Sonug

Tukurik bezi veya kanalinin tikanmasina neden olan siyalolitiazis, s6z konusu tukirik bezinde agri, sislik ve
iltihaplanmaya neden olan ¢ok yaygin bir durumdur. En sik submandibuler bezde goriliir. TUklrik bezi taslarinin
boyutlari oldukga farklidir ve birka¢ milimetreden birkag santimetreye kadar degisiklik gosterir. Literatiirde 10 mm’den
buyuk 6lgekli sialolithlere rastlanmaktadir. Tedavide esas olarak konservatif yaklasim onerilir ancak cerrahi yaklagimlar
da mumkiindir. Tedavi hastanin sistemik durumu, tasin konumu agisi ve bulylikligu gibi bircok faktor ele alinarak
cerrahi prosediirler diizenlenmektedir.

5. Referanslar

1. Singh AK, Yeola M, Raghuvanshi P, Singh N. Giant Wharton's duct sialolithiasis causing sialo-oral fistula: a rare case
report with literature review. J Family Med Prim Care. 2020, 30;9(11):5793-5795.

2. Kusunoki T, Homma H, Kidokoro Y, Yanai A, Hara S, Kobayashi Y, To M, Wada R, Ikeda K. Cervical fistula caused by
submandibular sialolithiasis. Clin Pract. 2017; 9;7(4):985.

3. Arifa SP, Christopher PJ, Kumar S, Kengasubbiah S, Shenoy V. Sialolithiasis of the Submandibular Gland: Report of
Cases. Cureus. 2019, 6;11(3):e4180.

4. Araljo RV, Milani BA, Martins IS, Vilela Dias EM, Bernaola-Paredes WE. An Extraoral Surgical Approach to Treat
Chronic Submandibular Sialolithiasis-A Case Series. Ann Maxillofac Surg. 2020;10(2):537-542.

5. Mohsin SF, Riyaz MA, Algazlan AA. Detection and Management of Giant Submandibular Gland Sialolith. Pak J Med
Sci. 2022 Sep-Oct;38(7):2030-2033.

6. Rodrigues GHC, Carvalho VIJG, Alves FA, Domaneschi C. Giant submandibular sialolith conservatively treated.
Autops Case Rep. 2017, 30;7(1):9-11.



7. Liu C-W, Lo W-C. Enormous Asymptomatic Intraoral Sialolithiasis: A Case Report. Ear, Nose & Throat Journal.
2023;0(0).

8. Kumar ND, Sherubin JE, Bagavathy K. Sialolithiasis: An Unusually Large Salivary Stone. J Maxillofac Oral Surg.
2021;20(2):227-229.

9. Ungari C, Cicconetti A, Cerbelli E, Sulpasso A, Filiaci F. Giant submandibular sialolith: a case report. Clin Ter. 2022,
25;173(3):217-221.

10. Koch M, Mantsopoulos K, Miiller S, Sievert M, Iro H. Treatment of Sialolithiasis: What Has Changed? An Update of
the Treatment Algorithms and a Review of the Literature. J Clin Med. 2021, 31;11(1):231

11. Aiyekomogbon JO, Babatunde LB, Salam AJ. Submandibular sialolithiasis: The roles of radiology in its diagnosis and
treatment. Ann Afr Med. 2018;17(4):221-224.

6. Resimler

A

Resim 2: Lezyonun ¢esitli eksenlerdeki BT goriintileri.



X2
X

202300000039

W L (

Resim 3: Lezyonun axial goriintisi ve ol¢timleri.

Resim 4: Hastanin ekstraoral goriintlsu.




Resim 7: Pargalar halinde gikarilan sialolith.
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AMELOBLASTiK-FIBROODONTOMA: VAKA RAPORU
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Ozet

Giris: Ameloblastik fibro-odondoma (AFO), dis dokularinin epitelyal ve ektomezensimal dokularindan kaynaklanan, nadir, iyi
huylu, noninvaziv, kompleks odontojenik neoplazm olarak tanimlanmasina ragmen, 2017 yilinda yapilan Diinya Saglk Orgiitii
(DSO) toplantisinda gelisimsel bir odontoma olarak degerlendirilmistir. 2022 yilinda yapilan toplanti sonucunda bu
siniflandirma gincelligini korumaktadir. AFO genellikle ikinci dekatta ve mandibula posteriorda gorilir. Bu vaka raporunda 12
yasinda kadin hastanin, mandibula premolar boélgesinde goriilen AFO vakasi sunulmaktadir.

Vaka Raporu: 12 yasinda kadin hasta sol alt cenesinde mevcut sislik ve agri sikdyeti ile klinigimize basvurmustur. Yapilan
radyografik degerlendirme sonucunda sol alt premolar bolgede iyi sinirli, radyolusent gorinti ile cevrili radyoopak dis ve dise
benzer olusumlarin varlig tespit edilmistir. insizyonel biyopsi yapilmis, histopatolojik inceleme sonucu “ameloblastik fibro-
odontoma” tanisi konmustur. Covid 19 pandemisi sebebiyle iletisim saglanamayan hasta yaklasik iki yil sonra tekrar takibe
alinabilmistir. Lezyonun anterio-posterior yonde bir miktar daha buyudigi ve sol alt birinci premolar diste neden oldugu
devrilmenin arttig tespit edilmistir. Hasta genel anestezi altinda opere edilmis ve yaklasik 2x3 cm buyukliglindeki lezyon
enukleasyon yontemi ile gikartiimis, lezyona komsu 34 numarali mobil dis gekilmistir.

Sonuglar: 2017 yilinda DSO tarafindan “gelisimsel odontoma” olarak tanimlanan AFO, 2022 yilinda DSO tarafindan yeniden
yapilan siniflandirmaya gore giincel pozisyonunu korumaktadir. AFO odontomanin olgunlagsmamis bir versiyonu olarak
tanimlanmistir. Literatlirde AFO olgularinin ¢cogu sadece eniikleasyon ve kiiretaj ile basarih bir sekilde tedavi edilmistir. Bu vaka
raporunda pandemi nedeniyle takibe alinamayan AFO lezyonunda iki buguk yillik stregteki degisim ve uygulanan tedavi
sunulmaktadir.

Odontomanin olgunlasmamis bir versiyonu olarak tanimlanan AFO olgularinin ¢ogunun sadece enikleasyon ve kiiretaj ile
basaril bir sekilde tedavi edildigi bildirilmektedir. Bu vaka raporunda pandemi nedeniyle takibe alinamayan AFO lezyonunda
iki buguk yillik stirecteki degisim ve uygulanan tedavi sunulmaktadir.

Anahtar Kelimeler: Ameloblastik fiborom, Ameloblastik Fibroodontoma, Odontojenik Timor, Cene.

Abstract

Introduction: Although ameloblastic fibro-odontoma (AFO) is defined as a rare, benign, noninvasive, complex odontogenic
neoplasm arising from the epithelial and ectomesenchymal tissues of dental tissues, it was evaluated as a developmental
odontoma at the World Health Organization (WHO) meeting held in 2017. As a result of the meeting held in 2022, this
classification remains current. AFO is usually seen in the second decade and in the posterior mandible. In this case report, a
12-year-old female patient with AFO in the mandibular premolar region is presented.

Case Report: A 12-year-old female patient applied to our clinic with complaints of swelling and pain in her left lower jaw. As a
result of the radiographic evaluation, the presence of well-circumscribed, radiopaque teeth and tooth-like formations
surrounded by a radiolucent image was detected in the lower left premolar region. An incisional biopsy was performed and a
diagnosis of "ameloblastic fibro-odontoma" was made as a result of histopathological examination. The patient, who could not
be contacted due to the Covid 19 pandemic, could be followed up again approximately two years later. It was determined that
the lesion grew a little more in the anterio-posterior direction and the tipping it caused in the lower left first premolar tooth
increased. The patient was operated under general anesthesia and the lesion, approximately 2x3 cm in size, was removed by
enucleation method, and the mobile tooth number 34 adjacent to the lesion was extracted.

Results: AFO, defined as "developmental odontoma" by WHO in 2017, maintains its current position according to the
reclassification by WHO in 2022. AFO has been described as an immature version of odontoma. In the literature, most AFO
cases have been treated successfully with only enucleation and curettage. In this case report, the change over a two and a half
year period and the treatment applied in the AFO lesion, which could not be followed up due to the pandemic, are presented.
It is reported that most cases of AFO, defined as an immature version of odontoma, are treated successfully with only
enucleation and curettage. In this case report, the change over a two and a half year period and the treatment applied in the
AFO lesion, which could not be followed up due to the pandemic, are presented.

Keywords: Ameloblastic fibroma, Ameloblastic fibro-odontoma, Odontogenic tumor, Jaw.
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Ameloblastik fiboroma (AF), hem odontojenik epitel hem de mezensimin bir proliferasyonu olarak tanimlanan, nadir gérilen
benign odontojenik neoplazmdir (1). Ameloblastik fibro-odontoma (AFO), dentin ve mine gibi dis yapilariniiceren bir AF'nin bir
varyanti olarak tanimlanmasina ragmen 2017 Diinya Saglk Orgiitii (DSO) siniflandirmasinda bu olusumun gelismekte olan bir
odontomaiile ilgili oldugu vurgulanmistir (2). 2022 yilinda yapilan DSO siniflamasinda ise giincel pozisyonunu korumaktadir (3).
AFO agirlikh olarak ¢ocuklarda ve geng yetiskinlerde cinsiyet farki gézetmeksizin gorilir. Cenelerde herhangi bir yerde
gorilebilecegi gibi en sik mandibula ramus bolgesinde ortaya ¢ikmaktadir. Radyografik olarak iyi ve sklerotik bir sinirla
cevrilirdir. Unilokuler veya multilokuler olarak gorilebilir. AFO'da igerisinde radyoopak odontomalar gorilmektedir (4).
Klinik olarak AFO, agrisiz, yavas biyliyen, asemptomatik bir sislik olarak ortaya ¢ikar ve siklikla gomli dis ile iligkilidir (5). Non-
invazivdir, niksi nadir gorilir (5, 6). Tedavisi genellikle entkleasyon ve kiretaj olup konservatiftir (6). Bu vaka raporunun
amaci literatlrd yeniden gozden gecirmek ve nadir gorilen bu olguyu sunmaktir.

Vaka Raporu

12 yasinda kadin hasta sol alt ¢cenesinde belirgin bir sislik ve agri sikdyeti ile klinige basvurdu. Hastadan alinan anamnezde
herhangi bir sistemik rahatsizhgi bulunmadigi 6grenildi. Agiz ici muayenesinde sol alt ikinci kiglk azi disinin olmadigl, yerinde
persiste sit disinin varhgi gorildi. Belirgin kortikal genislemeye neden olan, 6ne dogru 34 numaranin distal ylizeyinden arkaya
sol molar tarafa dogru uzanan yaklasik 2,5x1,5 cm boyutunda, sinirlari belirli oval sekilli sislik gorildi (Resim 1). Lezyona komsu
mukozanin rengi normaldi ve palpasyonda bukkolingual kortekslerin belirgin sekilde genisledigi gérulda; bu kortekslerin kivami
sertti ve palpasyonda hafif hassastl. Hastada ekstraoral belirgin bir sislik mevcut olup bdlgenin hem lingualden hem de
bukkalden sis oldugu gozlendi. Sisligin Gizerindeki cilt normaldi, palpasyonda hafif hassasiyet, kemiksi yapida sert bir sislik
algilandi. Tomografik degerlendirmede sol mandibula premolar bolgesinde belirgin ekspansiyon, sklerotik ve iyi sinirh
radyolusensi, birinci premolar disin lezyon tarafindan yer degistirdigi, ikinci premolar disin olusmadigi, radyolusent yapinin
icinde radyoopak diizensiz yapilarin oldugu gorildi (Resim 2). Ayni zamanda lingual korteksin ¢cok ince ve yer yer perfore oldugu
gorildi. Ayni seans hastanin sit disi ¢ekildi ve insizyonel biyopsi alindi. Biyopsi sonucunda AFO tanisi geldi (Resim 3). Covid-19
pandemisi dolayisiyla hasta ancak iki buguk sene sonra hasta tekrar takibe alinabildi. Yeniden alinan tomografisinde birinci
kiigik azi disinin daha ¢ok devrildigi ve lezyonun alt birinci molar disin lingualine kadar ilerledigi, odontomalarin ise lezyon
icerisinde yukari yonde hareket ettigi gorildi (Resim 4), (Resim 5). Vitalite testinde alt birinci molar disin vital oldugu goéralda.
Genel anestezi altinda ilgili bolgeye lokal anestezi uygulamasini takiben bélgede tam kalinlik flep agildi. Vestibul kemikten
lezyona ulasilincaya kadar kemik kaldirildi ve yaklasik 2x3 cm'lik lezyon eksize edildi ve kiiretaj yapildi (Resim 6), (Resim 7).
Bolge situr ile kapatildi ve lezyon kesin tani icin patolojiye gonderildi. Hastanin alti aylik takibi sonrasi agrisinin kalmadigi ve
ekstraoral asimetrinin azaldigi, bolgenin iyilesmeye basladigi gorilmustir (Resim8), (Resim 9).

Tartisma

DSO'niin bas ve boyun tiimérleri siniflandirmasinin yeni dérdiincii baskisinda odontojenik tiimérleri iyi huylu (epitelyal,
mezenkimal ve karisik) ve koti huylu odontojenik tiimérlere ayirir (7). DSO'niin tiglincii ve dérdiincii baskisinda AFO'lar iyi huylu
mikst odontojenik neoplazmlar olarak siniflandirilmis ve ayri bir timor olarak degerlendirilmistir. Ancak 2017 yilinda yapilan
siniflamada ameloblastik fibrodentinoma (AFD) ile birlikte gelisen bir odontoma olarak kabul edilmistir (8). Bu son
siniflandirmada 'dentin' ve 'mine' gibi sert doku olusumunun genellikle olgunlasmanin ilk asamasi oldugunu ve gelismekte olan
bir odontoma ile daha uyumlu oldugu vurgulanmistir. Ancak bu tir lezyonlar oral patoloji bélimlerinin rutininde oldukga nadir
olup patogenezlerini anlamlandirmak karmasiktir (9). Etiyolojileri bilinmemektedir (2).

Odontomalar, dental sert ve yumusak dokulardan olusan mikst epitelyal ve ektomezenksmal tiimorlerdir. Genellikle
neoplazmlardan ziyade tiimor benzeri malformasyonlar veya hemartomlar olarak kabul edilirler. Odontomalar en sik gérilen
odontojenik tiimérlerdir. iki tip odontoma mevcut olup kompleks odontomada gelisigiizel diizenlenmis yumusak ve sert dis
yapilarindan olusan tek bit kitle mevcutken birlesik odontomada dis ve benzeri yapilar gézlenmektedir (2). Gelisen
odontomalar belirgin epitelyal ipliklere sahip dental papillaya ¢ok benzer yumusak dokudan olusabilir ve dental sert doku
indiksiyonunun varliginin kaniti yoktur. Bu 6zellikler AF ile uyumludur ve bazen aralarinda ayrim yapmak gligtlir. Daha 6nce
AFO ve AFD olarak teghis edilen lezyonlar AF'ye benzeyen bir yumusak doku bilesenine sahiptir ancak odontomadan daha
organize olan daha az dis sert doku matriks bilesenine sahiptir (3). Literattirde niiks gorilen, biyik boyutta neoplazma uyan az
sayida AFD/AFO vakasi bulunmaktadir. AFD ve AFO'nun ayri varliklar mi, odontoma mi olarak siniflandirilacaginin kesin olarak
belirlenmesi icin daha fazla molekiiler ¢alisma yapilmasi gerekmektedir (3).

Yakin tarihli yapilan bir sistematik derlemede lezyonun erkeklerde daha fazla meydana geldigi sonucuna varilmistir (1). AFO
yasamin ilk yirmili yillarinda mandibula posterior alanda gorilme egilimindedir (1). Agrisiz, yavas biylyen bir sislik seklinde
gorularler (10). Yaygin olarak gorulen AF/AFO 'da kok rezorpsiyonu, dislerde yer degistirme, dis mobilitesi ve kortikal kemik
perforasyonu gorilebilir ancak nadirdir (10, 11).

AFO radyolojik agidan iyi sinirlanmis mikst, icerisinde radyoopak kitlelerin olusturdugu bir gériiniime sahiptir. Bununla beraber
dental papillaya benzer sekilde hiicreden zengin ektomezensim icine gomili odontojenik epitel adaciklarini gosteren
mikroskobik gorinim kesin taniyi koydurur (12).

AFO'nun tedavisinde eniikleasyon ve kiretaj altin standarttir (5, 13, 14). Nuks nadirdir, cerrahi olarak yetersiz ¢ikariimasi ve
kahntilarinin kiiretaj sahasinda kalmasi nedeniyle, 6zellikli blyiik hacimli vakalarda olabilir (3, 13). Bazi yazarlar eslik eden



sirmemis disleri ¢ikartmadan konservatif tedavi metodlarini desteklerken, digerleri niksi 6nlemek igin gomulu dis
tomurcuklarinin gikariimasini tercih etmektedirler (5).

Sonug¢

Geng bir hastanin arka bolgelerinde siirmemis dise bagli olarak goriilen sislik olusumu olan klinik tabloda ayirici tanida AFO g6z
onlinde bulundurulmahdir. AFO klinik ve radyografik olarak kompleks odontomanin olgunlasmamis bir ¢esididir. Eniikleasyon;
timor nedeniyle yiz deformitesi olan hastalarda kozmetik bitlinlGgi koruyan, umut veren bir tedavi yontemi olabilir. Mevcut
vakada konservatif cerrahi yaklasimi olarak eniikleasyon Ustiin sonuglar vererek literatiir incelemesini daha da gliglendirdi.
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Resim 2: Hastanin klinige ilk basvurdugundaki dislerinin ve lezyonun panaromik goriintlsu
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Resim 4: iki buguk yil sonra hasta operasyon edilmeden 6nceki panoromik gériintiis

~ v a

Resim 6: Lezyonun cikartildiktan sonraki ameliyat‘ fooérafl
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Resim 9: Hastanin operasyon sonrasi altinci ay kontrol panoramik filmi
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Abstract

Objectives: Benign, non-epithelialized bone cavities in the jaws with clear borders and hollow interior are called traumatic
bone cysts (TBC). The lesions are uncommon and generally seen in young individuals. They occur frequently in the mandible
posterior region. TBCs are often accidentally discovered on routine radiological examination. The cystic cavity is usually
empty and there is limited material for histologic examination. Treatment is by surgical curettage and recurrence is rare.
Odontomas are benign, non-aggressive lesions, which are the most common odontogenic tumor of the jaws. Composed of
dental tissues, odontomas can be classified as compound or complex depending on their radiological and histological
features. Among them, complex odontomas are less common and usually presented as a small/asymptomatic radiopaque
mass surrounded by a radiolucent halo routinely found on radiographic examinations.

Case report: This case report aimed to present the surgical treatment of a traumatic bone cyst associated with odontoma
in the right ramus region of the mandible in a 19-year-old female patient in the light of current literature.

Conclusion: In conclusion, traumatic bone cysts (TBCs) and odontomas are rare lesions in the jaws, often discovered
incidentally during routine examinations. TBCs, lacking epithelial lining, present as asymptomatic, slow-growing radiolucent
lesions with unclear etiology. Odontomas, hamartomatous lesions, commonly cause symptoms related to adjacent teeth.
The presented case, involving an odontoma associated with a TBC, is unique and contributes to the literature, highlighting
the importance of surgical intervention for both conditions with low recurrence rates.

Key words: Complex Odontoma, Traumatic Bone Cyst, mandible

1. Introduction

Traumatic bone cysts (TBCs) are uncommon, nonneoplastic lesions occurring more commonly in the metaphysis
of the long bones and contribute to only 1% of the cysts occurring in the jaws. Seen more commonly in the mandible
between the canine and third molar, their occurrence in the ramus-condyle region is very rare. The radiographic appearance
of this lesion is like odontogenic keratocyst (OKC) or ameloblastoma and, therefore, extremely challenging to diagnose.
Misdiagnosis often results in aggressive treatment for an otherwise innocuous entity (1-2).
Odontomas are hamartomas composed of various dental tissues like enamel, dentin, cementum, and sometimes pulp. They
are slow growing benign tumors showing nonaggressive behavior. The purpose of this article is to encourage the surgeon
to consider the possibility of a TBC when encountering asymptomatic large lytic lesions with complex odontoma in the
ramus of the mandible especially in younger individuals to avert an extensive radical surgery (3-4).
However, there is no report in the literature of the simultaneous occurrence of these two lesions and hence this case is
very rare. It is unclear whether the two lesions were just coincidental or were actually related to each other.
We report a traumatic bone cyst associated with complex odontoma in mandible ramus, in a 19 year-old female. This is the
first case report of TBC of mandible ramus associated with odontoma reported in the literature.

2. Case Report

We report the case of a 19 year-old female, without any remarkable medical history, refer to our department. By
the intraoral inspection, the mucosa aspect was absolutely normal (Fig 1).
A well-defined unilocular radiolucent area extending to the ramus mandible region, with radiopaque mass, was observed
in the OPG and cone beam tomography (Fig 2a, 2b, 2c). With these findings, surgical resection was recommended. A
Curetage of the cyst and complex odontoma and enclused third molar tooth was completely removed under the general
anesthetic (Fig 3). There is a complex odontoma associated to the traumatic bone cyst, that is comprised of a mixture of
dental hard tissues with no resemblance to a tooth, dentina the predominant tissue, enamel matrix, cementun, and
connective tissue (Fig 4, Fig 5). The empty cavity in the ramus was filled with PRF obtained from the patient's blood and
sutured primerally (Fig 6). The histopathologic diagnosis was traumatic bone cyst associated with complex odontoma (Fig
7, 8).
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3. Discussion

The non-epithelial, lined and empty cavity of the jaw is often where a traumatic bone cyst (TBC) is found. The
lesions are uncommon and generally seen in young individuals. They occur frequently in the mandible posterior area. TBCs
are often accidentally discovered on routine radiological examination. The cystic cavity is usually empty and there is a very
little material for histological examination. Surgical curettage is done to treat the condition, and recurrence is rare (1,2,5).
Odontomas are benign, non-aggressive lesions, which are the most common odontogenic tumor of the jaws. Composed of
dental tissues, odontomas can be classified as compound or complex depending on their radiological and histological
features. Among them, complex odontomas are less common and usually presented as a small/asymptomatic radiopaque
mass surrounded by a radiolucent halo routinely found on radiographic examination. Although benign tumors, odontomas
can reach large sizes leading to facial asymmetry and decreasing bone strength, which predisposes fractures/infection. This
case report, it is aimed to present the surgical treatment of odontoma in the right ramus region of the mandible in a 19-
aged female patient in the light of current literatire (3,4,6).
Odontomas, which are defined as hamartomatous lesions originating from both epithelial and mesenchymal cells, rarely
lead to the development of pathologies such as calcified odontogenic cyst and dentigerous cyst . It has been reported that
75.3% of odontomas are detected during routine dental examinations . Odontoma-related pain and inflammation findings
have been reported in only 4% of cases . In general, it is observed that it causes symptoms such as impacted adjacent teeth,
malposition, aplasia, malformation and devitalization of adjacent teeth in 70% of cases . According to their histologic and
morphologic features, odontomas are classified in two categories as complex and compound. Studies have generally
reported that compaund odontomas are observed in the anterior maxillary area and complex odontomas in the posterior
mandible. Although there is controversy about gender, it has been reported that compound odontomas are observed more
frequently in males and complex odontomas in females . The case we presented supports these findings (4,6,7).
A traumatic bone cyst (TBC) is a pathological bone cavity which occurs without significant odontogenic epithelial. They
were firstly described in 1929 which are rare in the jaws. In literature, they also named as solitary bone cyst; haemorrhagic
bone cyst; extravasation cyst; progressive bone cavity; simple bone cyst or idiopathic bone cavity. Today, the term
"traumatic bone cyst" is the most used. In the classification of the World Health Organization (WHO), TBCs are non-
neoplastic lesions of the bones and are included in the group of bone-related lesions, together with the aneurysmal bone
cyst, ossifying fibroma, fibrous dysplasia, osseus dysplasia, central giant cell granuloma and cherubism. These lesions are
asymptomatic and have slow growing pattern. TBCs are generally diagnosed during routine radiographic examination. The
etiology and pathogenesis is stil unclear. Different causal factors have been proposed including bone tumor degeneration,
altered calcium metabolism, infection, venous obstruction, increased osteolysis, intramedullary bleeding, local ischemia
and trauma occurs more often. Radiographically, TBCs are variably sized radiolucent lesions with well-defined or poorly
defined borders. Moreover they may have multilocular presentation and association with impacted teeth. Histologically,
the lesion is lack of tissue. However, it may consist of scant fragments of fibrovascular connective tissue, extravasated red
blood cells and pieces of reactive vital bone. No cystic epithelium is identified. Diagnosis can be difficult but during surgery
empty or fluid filled cavity is supportive for TBC (2,7).

4, Conclusion
In the literature, calcified odontogenic cyst and odontogenic cyst associated with odontoma have been reported,
but no case of odontoma associated with traumatic bone cyst has been reported. For this reason, our case is original and
will contribute to the literature.
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6. Figures

Figure 1: Intraoral view of patient
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Figure 2: Radiographic view of patient a:OPG b-c:CBCT



Figure 3: Intraoperative view of patient with odontoma and third molar tooth

Figure 4: The view of extracte materials of lesion Figure 5: Empty cavity of ramus mandible
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Figure 6: View of ramus cavity filled by PRF of—patient
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Figure 7: The histopatological section of traumatic bone cyst: Surrounding bone tissue with a membranous structure
containing thin trabeculae and reactive new bone formation and thin fibrous connective tissue (inset) are seen on the inner
surface. HEX100 and inset HEX200.
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Figure 8: The histopatological section of complex odontoma: It contains interlocking, irregularly continuous cementum-
dentin and enamel-like components in the form of gaps. Among these areas, there are also immature odontogenic epithelial
lines. HEX100.
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Abstract

Objective: A calcified epithelial odontogenic tumor (CEOT) is a benign, rare tumor that accounts for 1% of odontogenic
tumors. The treatment is surgical removal of the lesion, and there is a 14% recurrence rate. The aim of this case report is
to contribute to the literature by presenting the radiological and histopathological findings and surgical treatment of CEOT
detected in a rare location in a female patient under 20 years of age.

Case Presentation: An 18-year-old female patient was referred to our clinic for a lesion discovered incidentally between
her left maxillary premolar teeth. A late positive response was obtained in the cold vitality test performed on asymptomatic
and caries-free premolar teeth. In the cone beam computed tomography taken, a radiolucent lesion was observed between
the premolar teeth, pushing the root of tooth 24 to the buccal, causing expansion in the palatal cortex, and containing
radiopacity in the middle.Under local anesthesia, a palatal mucoperiosteal flap was raised. A window was opened in the
palatal cortex with the help of a surgical bur, and the lesion was enucleated with the help of a curette. The flap was closed
to the primer by suturing. In histopathological examination, polyhedral-shaped tumor cells were observed among large and
small calcification islands, and the diagnosis was reported as CEOT.

Conclusion: Although there are different treatment options depending on the location and size of the CEOT, the most
commonly used treatment method is enucleation. Since the recurrence rate is high, long-term follow-up with patients is
recommended. Our patient is followed up every 6 months, and no recurrence has been observed.

Keywords: Calcified epithelial odontogenic tumor, liesegang rings, maxilla, pindborg tumor

1. Introduction

A calcified epithelial odontogenic tumor (CEOT) is a benign, rare tumor that accounts for approximately 1% of
odontogenic tumors (1). It is known as the “Pindborg tumor” because it was described by Pindborg in 1955 (2). CEOT is
generally seen in individuals between the 2nd and 6th decades, and the number of cases reported under the age of 20 is
quite low. The tumor is most commonly seen in the mandibular premolar and molar regions and is rarely seen in the maxilla.
These tumors are generally seen to be associated with unerupted teeth (2, 3).

The aim of this case report is to contribute to the literature by presenting the radiological and histopathological
findings and surgical treatment of CEOT, which was detected in the maxilla premolar region with a rare localization in a
female patient under 20 years of age.

2. Case Report

An 18-year-old female patient was sent from the Department of Oral and Maxillofacial Radiology to our clinic due to
a radiolucent lesion noted between the roots of teeth 24 and 25 in the orthopantomography. Both premolar teeth were
symptom-free and appeared to be free of cavities. However, a delayed positive response was obtained in the cold sensitivity
test (Figure 1). In cone beam computed tomography (CBCT), a lesion resembling an inverted water drop was identified
between teeth 24-25. It appeared well-circumscribed, pushing the root of tooth 24 towards the buccal side, causing an
expansion in the palatal cortex, and containing radiopacities in its internal structure (Figure 2).

The patient underwent surgery under local anesthesia in appropriate conditions. A mucoperiosteal flap was raised
through a palatal sulcular incision (Figure 3). The enucleation of the lesion was performed with a curette through a window
opened in the palatal cortex using a handpiece and a round bur. No luxation was observed in the teeth after enucleation.
Peripheral bone curettage was carried out, and the operation area was cleaned by irrigation with isotonic saline solutions
(Figure 3). The flap was primarily closed by vertical matrix suturing with 3/0 silk (Figure 4). The radiopacity observed on
CBCT was confirmed to be calcifications in the lesion. Therefore, the lesion’s preliminary diagnosis was suggested by CEOT.
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The tissue sample was examined histopathologically. In the histopathological examination, polyhedral tumor cells were
identified among large and small calcification islands. The diagnosis was confirmed as CEOT (Pinborg tumor) (Figure 5).

At the follow-up visit one week later, it was observed that the wound had healed without any problems and the
sutures had been removed. The patient is followed up every 6 months, and no recurrence has been observed.

3. Discussion

The World Health Organization (WHO) classified CEOT as a benign, epithelial odontogenic tumor in 2017 (1). Itis a
rare neoplasm, accounting for 1% of all odontogenic tumors (4). 90% of CEOT cases are intraosseous and are often seen in
the mandible. It has been reported that there is no significant difference between men and women in gender distribution
(5).

These tumors are generally slow-growing, painless lesions and have been associated with an impacted tooth in 58%
of cases (6, 7). Our current case was discovered incidentally and is not related to an impacted tooth. It displaced tooth roots
24 and 25 in the lesion area. According to the literature, the radiographic features of these tumors are defined as regularly
circumscribed, unilocular or multilocular lesions, and radiopacities characteristically seen in the internal structure (4). In
the radiological images in this case, radiopacities were observed in the internal structure of the lesion and are compatible
with the literature. CEOT was considered a preliminary diagnosis.

Histopathologically, CEOT is characterized by the presence of varying-sized calcifications, forming concentric
laminations known as Liesegang rings (6). Liesegang rings were observed in the histopathological examination of our case.
Although the treatment of CEOT varies depending on its location and size, the generally preferred method is enucleation
(8,9). There are also cases where the impacted tooth was maintained after enucleation (10). In cases of CEOT, the prognosis
is generally good, but recurrence may occur in 14%. Therefore, it is very important to keep such cases under regular follow-
up (11). The patient is followed up every 6 months, and no recurrence has been observed.

4. Conclusion
Although there are different treatment options depending on the location and size of the CEOT, the most commonly
used treatment method is enucleation. Since the relapse rate is high, long-term follow-up with patients at short intervals is
recommended. Our patient is followed up every 6 months, and no recurrence has been observed.
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6.

Figures

Figure 1: Preoperative intraoral image
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Figure 2: CBCT images A) Expansion of the palatal cortex without disturbing the cortical border in the axial section.
B) Inverted water drop shape with regular borders in the sagittal section. C) Radiopaque foci seen in the internal
structure in the coronal section.

Figure 3: Images during the operation A) Mucoperiosteal flap removal with sulcular incision in the palatal region.
B) Enucleation of the lesion with the help of a curette through the window opened in the palatal cortex. C) After
peripheral bone curettage.
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Figure 5: CEOT exhibiting sheets of polyhedral epithelial cells with evidence of calcification areas. (Hematoxylin-
eosin stain; original magnification x100)
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