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Rezumat

In cadrul studiului retro- si prospectiv
au fost inclusi 165 pacienti (58 barbati si 107
femei), cu varsta cuprinsd intre 19 si 74 ani
(varsta medie - 42,46 ani; ES+0,88 ani; DS
11,42), care s-au adresat in Clinica Stomatolo-
gicd SRL “Omni Dent” (Chisinau, Republica
Moldova), in perioada aprilie 2016 - decem-
brie 2017, pentru reabilitare implanto-prote-
ticd. Au fost inserate 443 implante dentare en-
doosoase AnyRidge (Megagen, Gyeongsang,
Korea), dintre care s-au studiat 235 implante,
dupa perioada de osteointegrare, care a con-
stituit 7,07 luni. S-a evaluat eficacitatea utili-
zdrii acestui tip de implante in functie de: tim-
pii de reabilitare, varietatea situatiilor clinice,
oferta osoasd calitativd/cantitativa si rezulta-
tele obtinute in dinamica.

Cuvinte cheie: reabilitare implanto-pro-
teticd, macro si micro design-ul implantelor,
implante nanostructurate, atrofia crestelor al-
veolare, resorbtie periimplantara.

Introducere

Reabilitarea implanto-protetici a pacientilor
cu edentatii partiale sau totale s-a dovedit a fi, de-a
lungul timpului, 0 metoda efectivéd, cu un pronostic
favorabil, toate datoritd ratei inalte de succes si de
supravietuire pe termen scurt, mediu si indelungat
[1,2]. Eficacitatea metodei este confirmati de me-
dicii specialisti, care mentioneazd o serie intreagi
de avantaje, dar si de pacienti. Deoarece reabilitarea
implanto-protetica inldturd neajunsurile protezarii
conventionale in cadrul edentatiilor extinse si totale,
oferd o stare de confort, iar ca rezultat creste calitatea
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Summary

In this retro and prospective study were
included 165 patients (58 men and 107 wom-
en), with ages between 19 and 74 years (av-
erage age - 42,46 years; ES+0,88 years; DS
11,42), patients who addressed for treatment
in SRL “Omni Dent” Dental Clinic (Chi-
sinau, Republic of Moldova) during April
2016 - December 2017. There were placed
443 AnyRidge (Megagen, Gyeongsang, Ko-
rea) implants. From this total number, by the
end of the osteointegration period, which
had an average of 7,07 months, 235 implants
were studied. We studied the efficiency of
this implant system according to: treatment
stages, the variability of clinical indications,
bone disponibility and the clinical results
over time.

Key words: implant-prosthetic rehabilita-
tion, the macro and micro design of the im-
plant, nanostructured implants, alveolar bone
atrophy, periimplant resorption.

Introduction

The implant-prosthetic rehabilitation of partially
or totally edentulous patients has proved to be an ef-
fective method with a favorable prognosis, all due to
the high rate of success and survival in short, medium
and long term [1, 2]. The effectiveness of the meth-
od is confirmed both by specialists, who mention a
wide range of benefits and patients. Since implant-
prosthetic rehabilitation removes the shortcomings
of conventional rehabilitation in both extensive and
total edentulous patients, provides a state of comfort
and as a result increases the quality of life and patient



vietii si speranta de viatd a pacientilor, apare o core-
latie directa: cu cat edentatia este mai extinsd, cu atit
gradul de satisfactie al pacientilor este mai mare [3].

Evolutia metodelor de implantare de la protoco-
lul standard de implantare (implantarea conventio-
nald aménatd) la protocolul de implantare imediata
postextractionald, la fel ca si de la protocolul de in-
cdrcare aménaté (dupa perioada de osteointegrare) la
cel de incarcare imediata postimplantara oferd o rea-
bilitare morfofunctionala si estetica cu avantajele do-
rite de pacienti, precum: timp mai scurt, costuri mai
mici, eficacitate inalta, pronostic favorabil in timp. Pe
langd avantajele mentionate, aceste noi directii ge-
nereaza in rdndul specialistilor si un sir de discutii,
atestate in diverse publicatii de specialitate [4,5]. Dis-
cutiile respective sunt determinate de lipsa rezultate-
lor in timp ale utilizdrii noilor metode, multitudinea
situatiilor clinice in care se atestd contraindicatii de
ordin local (prezenta inflamatiei, lipsa ofertei osoase
suficiente, etc.), neincrederea specialistilor, dar si a
pacientilor. Astfel, ludnd in consideratie multitudi-
nea factorilor de decizie, se demonstreazi necesitatea
continua a studiilor comparative retro- si prospective
cu scopul de a determina metodele cele mai optime
de reabilitare implanto-protetica.

Reabilitarea precoce a pacientilor prin inter-
mediul implantelor dentare este posibild datoritd
potentialului inalt regenerativ al organismului, ce
poate fi definit prin regenerarea buna a tesuturilor
dure (osteointegrarea efectiva) si a tesuturilor moi
periimplantare (manjeta gingivo-implantara), cit si
prin mentinerea lor in timp, cu remodelarea func-
tionald efectiva in conditiile unui organism sinitos,
fard actiunea factorilor nocivi endo- si exogeni. Pe
langa factorii de ordin general, factorii locali, care se
referd la disponibilitatea tesuturilor moi (fenotipul
gingival - volumul si calitatea tesuturilor moi acope-
ritoare) si a ofertei osoase (cantitatea si calitatea osu-
lui disponibil) sunt elemente cheie ale succesului in
osteointegrarea bund a implantelor. Deseori medicul
specialist se confruntd cu situatii clinice dificile, in
care se determind o deficienta de tesuturi moi si dure
care poate si compromitad rezultatele tratamentului
implantologic. Pentru a rezolva aceste situatii dificile,
deseori se recurge la interventii de crestere a ofer-
tei osoase. Interventiile de crestere a ofertei osoase
au propriul sir de neajunsuri: trauma suplimentars,
durata mare de reabilitare, cost ridicat, necesitatea
instrumentarului si aparatajului specific, etc., fiind
urmate fie de implantare simultana sau amanata. Din
aceste motive, elaborarea noilor metode de reabilita-
re implanto-proteticd, si mai efective, reprezinta su-
biectul cercetdrilor continui ale specialistilor in do-
meniu [4,6,7]. In acest context, in prezent intalnim
lucriri stiintifice in care se demonstreaza importanta
macro design-ului implantului (forma implantului, a
spirelor, a partii apicale si a celei crestale), a micro/
nano design-ului (prelucrarea chimici a suprafetei,
topografia reliefului), cat si a structurii chimice a
implantului (tipul titanului, prezenta impuritatilor,

life expectancy, there is a direct correlation: the more
extended the edentation, the greater the patient sat-
isfaction [3].

The evolution of implantation methods from the
standard implantation protocol (conventional de-
layed implantation) to the immediate post-extraction
implantation protocol, as well as from the delayed
loading protocol (after the osteointegration period)
to the immediate post implantation loading, pro-
vides a morpho-functional and aesthetic rehabilita-
tion with the benefits desired by the patients, such
as: shorter time, lower costs, high efficacy, favorable
prognosis over time. In addition to the advantages
mentioned, these new directions and protocols gen-
erate among specialists a series of discussions, which
can be found in various specialized publications
[4,5]. These discussions are due to the lack of records
regarding over time results of the usage of new meth-
ods, the multitude of clinical situations in which local
contraindications can be determined (presence of in-
flammation, lack of sufficient bone, etc.), lack of both
specialists’ and patients’ confidence. Thus, in order
to determine the most optimal implant-prosthetic
rehabilitation methods, taking into consideration the
multitude of decision-making factors, the need for
continuous comparative retrospective and prospec-
tive studies is demonstrated.

Early rehabilitation of patients through dental
implants is possible due to the high regenerative po-
tential of the body, which can be defined by the good
regeneration of hard tissues (effective osteointegra-
tion) and soft peri-implant tissues (gingival-implant
interface), as well as by their maintenance over time,
with effective functional remodeling under the con-
ditions of a healthy organism without the action of
endogenous and exogenous harmful factors. In ad-
dition to general factors, local factors, which refer to
the availability of soft tissues (gingival phenotype -
the volume and quality of soft tissue covering) and
bone supply (bone quantity and quality) are key ele-
ments of success in good implant osteointegration.
Often the specialist physician is confronted with dif-
ficult clinical situations in which soft and hard tissue
deficiency is determined, which can compromise the
results of the whole implant treatment. To solve these
difficult situations, there are often interventions to
increase bone supply. Bone supply interventions have
their own range of drawbacks: additional trauma,
high rehabilitation time, high cost, the need for spe-
cific instrumentation and equipment, etc., followed
either by simultaneous or postponed implantation.
For these reasons, the development of new implant-
prosthetic rehabilitation methods, more effective, is
the subject of continuous research of specialists in
the field [4,6,7]. In this context, we currently have
scientific papers demonstrating the importance of
the implants macro design (implant shape, spire
shape, the apical and crestal part’s shape), micro /
nano design (chemical surface treatment, topogra-
phy of the relief ) and the chemical structure of the
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acoperirea cu elemente chimice care favorizeaza os-
teointegrarea) in osteointegrarea primard, incircarea
functionala precoce si obtinerea rezultatele favorabile
in dinamica [8,9,10]. Dupd cum mentioneaza produ-
catorii, implantele Anyridge (Megagen, Gyeongsang,
Korea), avand la suprafati calciu incorporat si avind
un design specific al spirelor, Knifethread®, repre-
zentate schematic in figura 1, intrunesc cerintele sus
mentionate, parere care este sustinutd stiintific si de
catre unii cercetdtori [8]. Acest tip de implante sunt
indicate cu scopul de a obtine o reabilitare precoce,
miniinvaziva. Aceeasi cercetitori confirma afirmati-
ile producatorilor precum cé implantele Anyridge au
indicatii variate, fiind utilizate in orice situatie clini-
cd, indiferent de timpii de reabilitare si de disponibi-
litatea osoasa (implantare standarda sau alternativa)
[11,12,13,14].

implant (titanium type, presence of impurities, coat-
ing with chemical elements that favor osteointegra-
tion) in primary osteointegration, early functional
loading and obtaining favorable results in dynamics
[8,9,10]. As mentioned by the manufacturers, the
Anyridge (Megagen, Gyeongsang, Korea) implants
with built-in calcium surface and Knifethread® spi-
ral design, schematically represented in figure I,
meet the above mentioned requirements, which is
also scientifically supported by some researchers [8].
This type of implants are indicated in order to ob-
tain an early, miniinvasive rehabilitation. The same
researchers confirm manufacturers’ claims that Any-
ridge implants have varied indications, being used
in any clinical situation, regardless of rehabilitation
times and bone availability (standard or alternative
implantation) [11,12,13,14].

o

A B C

Fig. 1. Schema implantului AnyRidge (Megagen, Gyeongsang, Korea) cu macro-design-ul spirelor Knifethread®. A,B) Aspect al implantului
AnyRidge; C) Portiune evidentiatd a spirei, cu reprezentarea sa graficd; D) Nanostructura implantului, cu calciu incorporat pe suprafata sa.

Fig. 1. The AnyRidge (Megagen, Gyeongsang, Korea) implant scheme with the Knifethread® macro design. A, B) Appearance of the AnyRidge
implant; C) Outlined portion of the spiral, with its graphic representation; D) Implant nanostructure, with calcium incorporated on its surface.

Deoarece reabilitarea implanto-protetica se reali-
zeazd in conditii locale si generale diferite, individua-
le fiecdrui pacient, respectiv rezultatul si pronosticul
tratamentului ales va fi diferit ca evolutie in timp, dar
si ca satisfacere a asteptarilor pacientilor. Rezultatul
tratamentului implantar depinde si de o serie de alti
factori, cum ar fi: cunostintele si abilitatile profesio-
nale ale specialistului, inzestrarea tehnico-materiald,
sistemul implantar ales, alegerea variantei optimale
de tratament, timpii de reabilitare alesi optimal, etc.
[15].

Pe langd beneficiile tratamentului implantar, se
intalnesc si un sir de neajunsuri, numarul cirora
creste o datd cu sporirea numérului de implante in-
serate, unele din ele find nemijlocit incriminate ma-
cro si micro-design-ului implantului [8,10]. Apare o
serie de intrebdri: utilizarea implantelor Anyridge,
cu micro si macro-design-ul caracteristic, va redu-
ce oare numarul acestor neajunsuri?, va fi oare mai
micd resorbtia periimplantara?, se va reduce timpul
de reabilitare?, pronosticul va fi mai favorabil? Stu-
diul efectuat vizeaza aceste intrebdri, dar si altele, de
interes profesional.

Since implant-prosthetic rehabilitation is per-
formed under different local and general conditions,
individual for each patient, the outcome and progno-
sis of the chosen treatment will be different in terms
of evolution over time and also in terms of satisfac-
tion of patients’ expectations. The outcome of implant
treatment also depends on a number of other factors,
such as: the professional knowledge and skills of the
specialist, the technical and material endowment, the
chosen implant system, the optimal treatment choice,
optimal rehabilitation times, etc. [15].

In addition to the benefits of implant treatment,
there are also a series of drawbacks, their number
increasing directly proportionate to the increase in
the number of inserted implants, some of them being
even directly incriminated to the macro and micro-
design of the implant [8,10]. A series of questions
arise: will the use of Anyridge implants, with their
characteristic micro and macro-design reduce the
number of these drawbacks?, will the peri-implant
resorption become less noted?, will the rehabilitation
time be reduced?, will the prognosis be more favor-
able?. The present study analyzed these questions,
and also some others, of professional interest.



Scopul:

Evaluarea eficacitatii utilizdrii implantelor Any-
Ridge (Megagen, Gyeongsang, Korea) cu design-ul
spirelor Knifethread®, nanostructurate, cu calciu in-
corporat pe suprafatd, in reabilitarea implanto-prote-
ticd a pacientilor edentati, cu divers grad de atrofie a
crestelor alveolare.

Material si metoda

In cadrul studiului retro- si prospectiv au fost in-
clusi 165 pacienti (58 barbati si 107 femei), cu vérsta
cuprinsd intre 19 si 74 ani (varsta medie - 42,46 ani;
ES+0,88 ani; DS 11,42), care s-au adresat in Clinica
Stomatologica SRL “Omni Dent” (Chisinau, Republi-
ca Moldova), in perioada aprilie 2016 — decembrie
2017, pentru reabilitare implanto-protetica. Criterii-
le de includere in studiu au fost: prezenta la pacienti
a edentatiilor unidentare, partiale extinse si totale la
maxilarul superior si la mandibuld in creste alveola-
re edentate care au corespuns tipului B, C si D dupi
Misch, cu inserarea implantelor imediat postextrac-
tional, dar si aménat, cu cresterea ofertei osoase cu
implantare simultand, cu cresterea ofertei osoase cu
implantare amanati, cu incarcare functionald ulte-
rioard precoce sau amanatd, cu protezare temporara
sau definitivd; starea generala satisficatoare; igiena
orala satisfacitoare; varsta mai mare de 18 ani; oferi-
rea acordului informat de citre pacienti pentru exa-
minarile in dinamica si utilizarea datelor in studiu.
Criteriile de excludere din studiu au fost: contraindi-
catiile de ordin general si local cétre interventiile chi-
rurgicale planificate, la fel ca si dezacordul invocat de
cétre pacienti pentru utilizarea datelor in studiu. Toti
pacientii inclusi intr-un final in studiu au fost infor-
mati si au semnat acordul pentru inrolarea in acesta.

Distributia pacientilor si a implantelor a fost studi-
atd prin analize statistice descriptive. Au fost calculate
valorile variabilelor cantitative si calitative (sex, varsta
pacientului, resorbtia periimplantari a osului), devia-
tiile standard, mediana, intervalul de incredere (IC),
precum si variabilele legate de implant (locul de inser-
tie, protocolul chirurgical, cantitatea si calitatea osului,
lungimea si diametrul implantului). Toate calculele
au fost efectuate cu ajutorul unei foi de calcul statistic
(Excel 2016°, Microsoft, Redmond, WA, SUA).

Examinarea preoperatorie clinicd si paracli-
nica. Pacientii au fost examinati clinic, subiectiv si
obiectiv, stabilindu-se astfel diagnosticul si planul
de tratament. La fel, au fost studiate fisele medicale
de ambulator si s-au efectuat investigatii radiologi-
ce (OPG) pentru obtinerea informatiei complete si
efectuarea calculelor necesare pentru studiu. Pen-
tru informatii mai detaliate s-au efectuat tomografii
computerizate (CBCT) cu evaluarea tridimensionald
a anatomiei radiologice a osului. Cele din urmd s-au
efectuat cu ajutorul aparatului SIRONA Ortophos
SL, cu dozd minima de radiatii. Datele CBCT au fost
analizate in programul Sidexis 4.0. Planificarea inse-
rarii implantelor s-a realizat in programul Galaxis/
Galileos Implant. Acest program ne-a oferit posibi-

Aim:

Evaluation of the effectiveness of using AnyRidge
(Megagen, Gyeongsang, Korea) Knifethread®, nano-
structured implants, with surface in-built calcium in
the implant-prosthetic rehabilitation of edentulous
patients with various degrees of atrophy of the alveo-
lar ridges.

Material and method:

In the retrospective and prospective study were
included 165 patients (58 men and 107 women) aged
19 to 74 years (average age - 42.46 years, ES + 0.88
years, DS 11.42), who addressed the “Omni Dent”
Dental Clinic (Chisinau, Republic of Moldova) be-
tween April 2016 and December 2017 for implant-
prosthetic rehabilitation. The inclusion criteria in
the present study were: the presence of unidental
partial edentations, extended and total edentations
in the upper and lower jaws, with the edentulous al-
veolar ridges corresponding to types B, C and D af-
ter Misch, with implant insertion immediately post-
extraction or postponed, with the increase in bone
supply with simultaneous implantation, with the
increase in bone supply with delayed implantation,
with early or delayed functional loading, with tem-
porary or definitive prosthetic rehabilitation; overall
good general health; good oral hygiene; over 18 years
of age; patients agreeing with the informed consent
for dynamic examinations and the use of study data.
Exclusion criteria from the study were: general and
local contraindications to planned surgery, as well
as patients’ disagreement on the use of study data.
All patients enrolled in the study were informed and
signed the agreement to enroll in it.

The distribution of patients and implants was
studied through descriptive statistical analyzes.
There were calculated the values of quantitative and
qualitative variables (sex, patient age, peri-implant
bone resorption), standard deviations, the median,
the interval of confidence (IC), and implant-relat-
ed variables (insertion site, surgical protocol, bone
quantity and quality, length and diameter of the
implant). All calculations were performed using a
statistical spreadsheet (Excel 2016°, Microsoft, Red-
mond, WA, USA).

Clinical and paraclinical preoperative exami-
nation. Patients were subjected to clinical, subjec-
tive and objective examinations, thus establishing
the diagnosis and treatment plan. Also, the patients’
medical records were studied and radiological in-
vestigations (OPGs) were conducted, in order to
obtain complete information and carry out the cal-
culations required for the study. For more detailed
information, computed tomography (CBCT) was
performed with the three-dimensional evaluation of
the radiological anatomy of the bone. The latter were
performed with the SIRONA Ortophos SL imaging
unit, with a minimum dose of radiation. CBCT data
was analyzed with the help of Sidexis 4.0 program.
Implant insertion planning was done in the Galaxis
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litatea de a planifica detaliat numaérul, angulatia, dia-
metrul si lungimea implantelor, ludnd in consideratie
cantitatea si calitatea osului disponibil, formatiunile
anatomice invecinate, dintii antagonisti, pozitia chi-
rurgicald versus ortopedica optimald de inserare a
implantelor. La unii dintre pacienti, planificarea a
fost completata de examinarea fotograficd, analiza
modelelor de studiu si/sau efectuarea sabloanelor
chirurgicale.

Implantele utilizate: La pacientii inclusi in stu-
diu au fost inserate 443 implante dentare endoosoase
AnyRidge (Megagen, Gyeongsang, Korea). In toate
cazurile s-a recurs la tehnica cu lambou (inserarea
in camp deschis, dupd incizie si decolare a lambou-
lui mucoperiostal). In cazurile de ofertd osoasa in-
suficientd, implantarea a fost insotitd de manopere
de crestere osoasd prin augmentdri cu implantare
imediatd, augmentdri cu implantare aménatd sau
implantare cu osteospliting asociat. Implantele Any-
Ridge au filet subtire si ascutit, cu un design special,
numit Knifethread®, care asigurd o infiletare osoasa
usoara si mai putin traumatica, o suprafatd mai mare
de contact cu osul i oferd o stabilitate primara inal-
td, in orice situatie clinica cu deficit osos cantitativ
de creastd alveolara (volum osos insuficient vertical,
orizontal sau mixt), dar si in cele cu deficit osos cali-
tativ, os de densitate micd (D4). Suprafata implante-
lor este sablata si acoperita cu ioni de calciu (Xpeed®,
Megagen), cu scopul de a accelera osteointegrarea
prin migrarea osteoblastelor. Conexiunea protetica a
abutmentului cu implantul este caracterizata printr-o
conexiune conica de 5° si 0 adidncime de 5 mm, con-
tinuand cu un sistem hexagon intern, care ofera o sta-
bilitate mecanica inalta. Aceste caracteristici, de rind
cu platforma ingustd (switching platform), oferind o
sigilare biologica optimald, au avantajul mentinerii
unui volum suficient al tesuturilor periimplantare.
Implantele au fost inserate in concordanta cu cerin-
tele implantarii, respectand atét raportul dintre lati-
mea osului si diametrul implantului cat si lungimea
implantului cu indltimea crestei osoase [11,18].

Protocolul chirurgical: Toti pacientii au fost
asanati preoperator (igienizarea profesionald, trata-
mentul cariilor si complicatiilor ei). Pentru profilaxia
complicatiilor infectioase, preoperator pacientilor li
s-au indicat bai bucale cu solutii antiseptice, dar si
administrarea de antibiotice. La toti pacientii, inter-
ventia de inserare a implantelor s-a efectuat sub an-
estezie locald, cu solutie pe bazi de articaina 4%, cu
adaos de epinefrina (1:100 000).

In cazul implantirii amanate in creasti alveolara
vindecata (tip IV), ilustratd in cazul clinic din figu-
ra 2, expunerea crestei alveolare s-a realizat printr-o
incizie largd pe mijlocul ei, fiind completata cu doua
incizii verticale, de degajare. In acest context, noi
preferam inciziile efectuate fard traversarea sulcusu-
lui gingival, astfel incat sa nu dereglim morfologia
elementelor structurale ale sulcusului gingival, la fel
ca si sd nu permitem diseminarea infectiei de la acest
nivel spre campul operator. Decolarea lamboului

/ Galileos Implant program. This program has given
us the opportunity to plan the number, angulation,
diameter and length of implants in detail, taking into
account the quantity and quality of available bone,
adjacent anatomical structures, antagonistic teeth,
the surgical position versus the optimal orthopedic
implant placement. In some patients, planning was
complemented by photographic examination, analy-
sis of stone casts and / or surgical templates build-
ups.

Implants: 443 endosseous AnyRidge (Megagen,
Gyeongsang, Korea) dental implants were inserted
into the patients enrolled in the study. In all cases was
used the flap technique (insertion in an open field,
after the incision and elevation of the mucosal and
periosteal flap). In cases of insufficient bone supply,
implantation was accompanied by bone augmenta-
tion, either by augmentation with immediate im-
plantation, augmentation with delayed implantation
or implantation with associated osteosplitting. Any-
Ridge implants have a thin and sharp thread with a
special design called Knifethread®, which provides a
light and less traumatic bone insertion, a larger bone
contact surface and offers a high primary stability
in any clinical situation with bone quantitative de-
ficiency of the alveolar ridge (insufficient vertical,
horizontal bone volume or both), and also in clini-
cal situations with bone qualitative deficiency, low
bone density (D4). The surface of the implants is
sandblasted and coated with calcium ions (Xpeed®,
Megagen) in order to accelerate osteointegration by
osteoblast migration. The prosthetic connection of
the abutment with the implant is characterized by a 5
° conical connection and a depth of 5 mm, continu-
ing with an internal hexagon system that offers high
mechanical stability. These features, along with the
switching platform, offering optimal biological seal-
ing, have the advantage of maintaining a sufficient
volume of the peri-implant tissues. The implants
were inserted in accordance with the implantation
requirements, respecting both the ratio of bone
width to implant diameter and the length of the im-
plant with the height of the bone crest [11,18].

Surgical protocol: All patients were dentally
treated (hygienization, treatment of caries and it’s
complications). For the prophylaxis of infectious
complications, preoperatively to the patients were
prescribed oral baths with antiseptic solutions and
also antibiotic administration. In all patients, the in-
sertion of implants was performed under local an-
esthesia with a 4% articaine solution supplemented
with epinephrine (1: 100,000).

In the case of postponed implantation in a healed
alveolar ridge (type IV), illustrated in the clinical
case of figure 2, the alveolar crest exposition was per-
formed by a wide incision in the middle of it, supple-
mented with two vertical incisions of clearance. In
this context, we prefer the incisions made without
traversing the gingival sulcus, so as not to disturb the
morphology of the structural elements of the gingival



mucoperiostal se efectueaza suficient pentru a oferi
un camp vizual optimal pentru indeplinirea mani-
pulatiilor chirurgicale ulterioare. Decolarea lambo-
ului mucoperiostal este mai extinsd in cazul unei
atrofii accentuate a crestei alveolare, deoarece aceste
cazuri se insotesc, de cele mai multe ori, de operatii
de creare a ofertei osoase care presupun o serie de
manopere chirurgicale suplimentare cu tesuturile
moi, in scop de acoperire a suprafetei osului marit
in volum. Crearea neoalveolelor se efectueazi initial
cu freza de 2,0 mm. Ulterior se utilizeaza freze cu
diametru crescdnd, conform indicatiilor producato-
rului sistemului de implante. Freza finald depinde de
situatia anatomica (cantitatea si calitatea osului dis-
ponibil), astfel neoalveola poate fi creatd cu subpre-
parare (densitate D4) sau suprapreparare (densitate
D1). Pentru evitarea supraincalzirii, la 500-600 t/
min se efectueaza irigarea cu solutie salina. Irigarea
este omisd in timpul utilizdrii ultimei freze, la 50 t/
min, dar si la extragerea frezei din neoalveola, pen-
tru a face posibila colectarea rumegusului osos de pe
suprafata acesteia.

In cazul implantarii imediate, postextractional
(tip I), reprezentat ilustrativ in figura 3, la prezenta
peretilor ososi alveolari nu s-au efectuat incizii pen-
tru crearea si decolarea lamboului mucoperiostal.
Dintii afectati au fost extrasi atraumatic. Alveolele
postextractionale au fost chiuretate minutios pen-
tru a indeparta in totalitate tesuturile patologice.
Dupi verificarea cu ajutorul sondei parodontale a
integritatii peretilor alveolelor, s-a recurs la formarea
neoalveolei. Crearea neoalveolei s-a efectuat cu pre-
ponderentd spre oral, astfel creAnd premize pentru
obtinerea unui regenerat osos mai voluminos din-
spre vestibular. S-au efectuat incizii pentru crearea
si decolarea lamboului mucoperiostal doar in cazul
defectelor care au necesitat operatii suplimentare de
crestere 0soasa.

In functie de situatia clinicd, pot fi utilizate diferi-
te lungimi si diametre ale implantului. In toate cazu-
rile inserarea implantelor s-a efectuat cu fiziodispen-
serul, care permite un control de precizie al fortei de
insertie (torque). In cazul obtinerii unui torque < 40
N/cm s-a aplicat operculul sau conformatorul, plaga
s-a suturat, iar incircarea s-a efectuat aménat. In ca-
zul obtinerii unui torque > 40 N/cm, optim pentru
incarcarea imediata a implantelor, fie s-au instalat
conformatoare gingivale, fie, in cazul pacientilor care
au solicitat reabilitare proteticd precoce din motive
estetice, s-au instalat bonturi protetice temporare.
Acestea s-au ales de un diametru mai mare, pentru
a proteja alveola, deseori suturarea nefiind necesara.
Pentru acesti din urma pacienti, in decurs de 1-2 zile
s-au confectionat coroane temporare pe implanti.
Atunci cind torque-ul de inserare este > 50 N/cm,
pentru preintdmpinarea compresiei osoase, dar si
blocarea implantului, se recomandi de efectuat tura-
tii inverse, utilizand cheia manuald. Ulterior, pentru
inserarea completd a implantului continuam utiliza-
rea cheii manuale, alternand directia (infiletare/des-

sulcus, as well as not to allow the dissemination of
the infection from this level to the operatory field.
The mucosal and periosteal flap decompression is
performed sufficiently to provide an optimal visual
field for further surgical manipulation. The mucosal
and periosteal flap decompression is more extensive
in the case of a severe alveolar crest atrophy, as these
clinical cases are often accompanied by bone graft-
ing, involving a series of additional soft tissue surgi-
cal maneuvers needed for the final coverage of the
increased in volume bone. The drilling of the implant
socket is initially done with a 2.0 mm cutter. There-
after, increased diameters are used, as indicated by
the manufacturer of the implant system. The final
cutter depends on the anatomical situation (quantity
and quality of bone available), in this way, the im-
plant socket can be created with less drilling (density
D4) or overdrilling (density D1). To avoid overheat-
ing, saline is irrigated at 500-600 t / min. Irrigation
is omitted during the use of the last cutter, at 50 t /
min, and also when getting the cutter out from the
implant socket, in order to make it possible to collect
the bone from its surface.

In the case of immediate, post-extraction implan-
tation (type I), illustrated in figure 3, in the presence
of alveolar bone walls, there were made no incisions
for the creation and elevation of the mucosal and
periosteal flap. The affected teeth were extracted
without trauma. Post-surgical alveoli were thorough-
ly cleansed to completely remove pathological tis-
sues. After checking the integrity of the alveolar walls
with the help of the periodontal probe, the implant
socket drilling was performed. The drilling of the
implant socket was predominantly performed orally,
thus creating premise for obtaining a more volumi-
nous bone regenerate from the vestibular. Incisions
for the creation and elevation of the mucosal and
periosteal flap were made only in the clinical cases
which required additional bone grafting surgery.

Depending on the clinical situation, implants of
different length and diameter can be used. In all cas-
es, the insertion of implants was performed using a
physiodispenser that allows precise control of inser-
tion torque. In the case of a torque <40 N/cm oper-
culum or a healing abutment was applied, the wound
was sutured and the loading was postponed. In case
of a torque > 40 N/cm, optimal for immediate im-
plant loading, we either installed healing abutments,
or, in patients asking for an early prosthetic rehabili-
tation for aesthetic reasons, we have installed tem-
porary prosthetic abutments. These were chosen to
have a larger diameter to protect the alveolus, often
without the need for suturing. For this latter group
of patients, temporary crowns were made within 1-2
days for their implants. When the insertion torque
is > 50 N/cm, in order to prevent bone compression
and implant blocking, it is recommended to perform
reverse rotations using a manual torque wrench. Sub-
sequently, for the complete insertion of the implant,
we continue to use the torque wrench, alternating the
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Fig. 2. Caz clinic pacienta D.T., 28 ani: Implantare standardd la mandibuld, cu implant AnyRidge (Megagen). A,B) Imagine intraoperatorie, dupd
incizie si decolarea lamboului mucoperiostal (se determina creastd alveolard in volum suficient, grosime suficientd a gingiei, apreciate subiectiv
vizual si obiectiv prin mdsurari) ; C) Dimensiunile implantului; D,E) Inserarea implantului; F) Cheia dinamometricd si torque-ul de insertie a
implantului; G) Implantul inserat subcrestal; H) Aplicarea conformatorului gingival; I) Colectarea rumegusului de os de pe freze; J) Augmentarea
din vestibular a crestei alveolare cu rumegusul osos colectat; K) Aspect al plagii suturate; L) Secventa din OPG imediat postoperator — implantul
cu conformatorul aplicat; M) Secventd din OPG 3 luni postoperator — implantul cu lucrarea protetica temporara; N) Secventa din OPG 4 luni
postoperator — implantul cu lucrarea proteticd definitivd; 0) Aspect intraoral al lucrarii protetice definitive.

Fig. 2. Clinical case patient D.T., 28 years: Standard mandibular implant with AnyRidge (Megagen) implant. A B) Intraoperative imaging, after
incision and mucoperiosteal flap retraction (sufficient alveolar ridge is determined, sufficient thickness of the gum, assessed subjectively visually
and objectively by measurements); C) Implant dimensions; D,E) Insertion of the implant; F) Torque wrench and implant insertion torque; G)
Subcrestal implant insertion; H) gingival abutment placement; I) Collecting bone remains from bur; J) Vestibular augmentation of the alveolar
ridge with collected bone parts; K) Appearance of the sutured wound; L) OPG image immediately after surgery - implant with the applied
abutment; M) OPG image 3 months after surgery - implant with temporary prosthetic piece; N) OPG image 4 months after surgery - implant
with final prosthetic piece; 0) Intraoral aspect of final prosthetic work.

filetare) sau chiar lirgim neolveola, utilizand o frezi direction (screwing in/unscrewing) or even widen-
cu diametru mai mare. In functie de planul de tra- ing the neoalveola, using a larger diameter bur. De-
tament predeterminat, la fiecare dintre pacienti s-au pending on predetermined treatment plan, one to

inserat de la unu pana la opt implante. eight implants were inserted in each of the patients.



Fig. 3. Caz clinic pacienta V.N., 44 ani: Implantare imediat postextractionald la maxilarul superior, sectorul frontal, cu implante AnyRidge
(Megagen). A) Imagine intraoperatorie — extractia dintilor compromisi; B) Ghidul protetic pozitionat pentru orientarea axului de insertie a
implantului; C) Aspectul neoalveolelor; D) Implantele inserate; E) Secventa din OPG preoperator; F) Secventd din OPG imediat postoperator
— implantele cu conformatoarele aplicate; G) Secventa din OPG 12 luni postoperator — implantele cu lucrarea proteticd definitivd; H) Aspect
intraoral al lucrarii protetice definitive.

Fig. 3. Clinical case patient V.N., 44 years: Inmediate post-surgical implantation on the upper jaw, frontal sector, with AnyRidge implants
(Megagen). A) Intraoperative image - compromised teeth extraction; B) Prosthetic guide positioning for orientation of the implant insertion
axis; C) Appearance of neoalveola; D) Implants inserted; E) Preoperative OPG image; F) 0PG image immediately after surgery - implants with

applied abutments; G) OPG image 12 months after surgery - implants with final prosthetic work; H) Intraoral aspect of the final prosthetic work.

Pentru implantarea simultand cu reconstruc-
tia defectelor osoase sau in cresterea ofertei osoa-
se cu implantare amanatd, pentru augmentare s-a
folosit osul autogen singular (obtinut in timpul
prepardrii) sau combinat cu diverse biomateriale:
A-PRF, xenogene, aloplastice, cu sau fara mem-
brane de protectie din colagen. In toate alveolele
postextractionale in care spatiile dintre implant si
peretii alveolari au fost mai mari de 2 mm, aces-

For simultaneous implantation with reconstruc-
tion of bone defects or to increase the bone supply
with delayed implant placement, we have used au-
togenous single bone for augmentation (obtained
during preparation) or combined it with various
biomaterials: A-PRE, xenogeneic, alloplastic, with
or without protective collagen membrane. In all
post-extraction sockets in which the spaces between
the implant and the alveolar walls were larger than
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tea au fost augmentate cu unul din amestecurile
mentionate.

La toti pacientii s-a prescris tratament antimicro-
bian (amoxicilina + acid clavulanic, cate 1 g de 2 ori/
zi, timp de 5 zile), tratament antimicotic (0,15 gla a
3-a zi), tratament analgezic (pe perioada de persis-
tentd a durerii) si medicatie vasoconstrictoare (spray
nazal, de 2-3 ori/zi, timp de 2-3 zile) in cazurile cu
abord sinusal. La fel, s-au recomandat bai bucale cu
solutii ce contin clorhexidinad 0,12%, de 2-3 ori/zi,
pentru intreaga perioadd de vindecare. Pentru exa-
minarea in dinamicéd s§i efectuarea pansamentului,
prima vizita de control a fost programata, pentru fi-
ecare dintre pacienti, la 24 de ore dupa interventia
chirurgicala. Pacientilor cu edentatii totale care de-
tineau proteze mobile, dupa implantare li s-a reco-
mandat sa nu poarte protezele.

La etapa a 2-a, la pacientii cu incércare imediata,
schimbarea lucrérii temporare pe cea permanenta s-a
efectuat dupa perioada de osteointegrare, iar la pacien-
tii cu incarcare amanata, dupd perioada de osteointe-
grare s-a efectuat descoperirea implantelor, cu instala-
rea conformatorilor gingivali sau realizarea coroanelor
temporare pentru crearea profilului gingival, cu schim-
barea lor ulterioara cu lucréri protetice definitive.

Rezultatele studiului

In acest studiu sunt inclusi 165 de pacienti, reparti-
zati dupa sex: barbati 58 (35%), femei 107 (65%); dupa
varsta: cuprinsd intre 19 - 74 ani, cu varsta medie de
42,46 ani, (ES+0,88 ani; DS 11,42). Perioada de cerce-
tare este luna aprilie 2016 - luna decembrie 2017.

Repartizarea inserarii implantelor dupa localiza-
rea in functie de maxilare s-a realizat in proportie re-
lativ egala, de 208 (47%) implante la maxilarul supe-
rior §i 235 (53%) la mandibuld, cu un total de 443 de
implante. Aceste rezultate demonstreaza o reabilitare
implantard asemanatoare ale ambelor maxilare.

Din totalul de 443 implante AnyRidge, media de
implante inserate per pacient este in numar de 2,4 im-
plante. Exista o corelatie expusa de mai multi autori,
pe care am determinat-o si noi in urma mai multor
studii §i care prezintd raportul dintre variabilele: var-
sta, tipul de edentatie, oferta osoasi, numérul si di-
mensiunile implantelor necesare pentru reabilitarea
implanto-protetica. Astfel, la pacientii de varstd medie
prevaleazi edentatiile de intindere medie, cu o oferta
osoasd suficientd, care permite inserarea implantelor
de dimensiuni standard. Aceleasi relatii dintre aceste
variabile le-am stabilit si in acest studiu, dovada fiind
media de implante calculata per pacient. Asadar, si
media mérimilor de implante utilizate corespunde
cercetdrilor aseménitoare si este de 4,2 mm in diame-
tru si de 10,5 mm in lungime. Aceasta medie se inca-
dreazd in protocolul de implantare standarda propus
de citre C. Misch. Diapazonul mérimilor implantelor
si frecventa utilizarii lor sunt reprezentate in figura 4,
iar totalurile per lungime si diametru, dupd cum si
numarul utilizarii implantelor cu diametru mic/me-
diu/mare si lungime mica/medie/mare este redat mai

2 mm, they were augmented with one of the men-
tioned mixtures.

All patients were prescribed antimicrobial thera-
py (amoxicillin + clavulanic acid, 1g twice a day for 5
days) antimycotic therapy (0.15 g at day 3), analgesic
therapy (during persistent pain) and vasoconstric-
tive medication (nasal spray, 2-3 times a day for 2-3
days) in the case of access through the sinus. They
also were recommended to do mouth wash with so-
lutions that contain 0.12% chlorhexidine 2-3 times/
day for the entire healing period. For dynamic ex-
amination and wound toilet, the first control visit
was scheduled for each patient 24 hours after sur-
gery. Totally edentulous patients with mobile pros-
thesis were advised not to wear the dental prosthesis
after implantation.

At stage 2, in patients with immediate loading,
the replacement of the temporary piece with a per-
manent one was performed after the osteointegration
period; and in patients with delayed loading, after the
osteointegration period, the implant was uncovered,
gingival abutments placed or temporary crowns were
installed to create the gingival profile, with their
subsequent replacement with definitive prosthetic
pieces.

Study results

This study included 165 patients, divided by gen-
der: 58 men (35%), 107 women (65%); by age: aged
19-74, mean age 42.46 years, (SE + 0.88 years, SD
11.42). The study period was from April 2016 to De-
cember 2017.

The distribution of implant insertion based on
the jaw on which they were located was relatively
equal, with 208 (47%) implants in the upper jaw and
235 (53%) in the mandible with a total of 443 im-
plants. These results demonstrate a similar implant
rehabilitation of both jaws.

Out of 443 AnyRidge implants, the mean of im-
plants inserted per patient was 2.4 implants. There
is a correlation described by several authors, which
we have also observed in several studies, which
presents the correlation between the variables: age,
type of edentation, bone offer, number and size of
implants needed for prosthetic implant rehabilita-
tion. Thus, the mean age group of patients have pre-
dominantly medium extent edentations with suffi-
cient bone offer, which allows insertion of standard
sized implants. In this study, we have established
the same relationships between these variables,
proven by the average number of implants per pa-
tient. Therefore, the average sizes of implants used
corresponds to the results reported in similar stud-
ies - 4.2 mm diameter and 10.5 mm length. This
average value falls within the standard implanta-
tion protocol proposed by C. Misch. The implant
size range and the frequency of their use is shown
in Figure 4, and the totals per length and diameter,
as well as the number of used implants of a small/
medium/large diameter and short/medium/long



reprezentativ.  in
tabelul 1. Dimen-
siunile implante-
lor sunt variate,
insda in studiul
nostru am obtinut
urmatoarea distri-
butie a marimilor,
redate in tabelul
I: lungime - 7,0
mm (27; 6,1% 1I
95% [3,9-8,31); 8,5
mm (81; 18,1% II
95% [14,5-21,6]);
10,0 mm (146; 32,7% 11 95% [28,4-37,1]); 11,5 mm
(90; 20,1% 11 95% [16,4-23,8]); 13,0 mm (905 20,3% II
95% [16,6-24,1]); 15,0 mm (9; 2,0% II 95% [0,7-3,3])
si diametru - 3,5 mm (103; 23,3% 11 95% [19,3-27,2]);
4,0 mm (145; 32,7% 1195% [28,4-37,1]); 4,5 mm (121;
27,3% 11 95% [23,2-31,5]); 5,0 mm (50; 11,3% 1T 95%
(8,3-14,2]); 5,5 mm (24; 5,4% 11 95% [3,3-7,5]).

Figura 4 redi o reprezentare cantitativd a numa-
rului de implante inserate, in functie de lungime si
diametru si ne permite s analizim distributia im-
plantelor in functie de oferta osoasa disponibila. In
studiul nostru, cele mai frecvent utilizate marimi de
implante (diametru/lungime) au fost: 4,0 mm/10,0
mm; 4,5 mm/10 mm si 4 mm/11,5 mm. Cele mai pu-
tin frecvent utilizate mérimi (diametru/lungime) au
fost 4,5 mm/15 mm; 3,5 mm/15 mm §i 5 mm/7 mm.
Din diagrama reprezentata in figura 4 putem observa
cd implantele scurte, de 7,0 mm si cele lungi, de 15,0
mm sunt utilizate mai rar, dupa cum si cele cu diame-
trele de 3,5 mm si de 5,0 - 5,5 mm.

Tabelul 1
Corelatia dintre diametrul si lungimea implantelor

D DO
| IR
_28 51 46 13 8-
23 39 14 10 4 920
29 29 17 11 4 90

Total 103 [HBIEH o o+ s
Legenda: Culorile din tabel reprezintd urmatoarele date: rosu —
implante inguste si scurte; cafeniu — numarul total de implante
inguste; galben — numarul total de implante scurte; verde deschis
— cele mai des utilizate implante, de dimensiuni medii standarde,
verde inchis — totalul implantelor de dimensiuni medii standarde,
dupd diametru si lungime; @ — diametrul implantelor; | — lungimea
implantelor

Explicand rezultatele din tabelul 1, codificate
colorimetric, putem afirma cd in conditii de oferta
osoasa cu deficit orizontal au fost inserate 83 implan-

Fig. 4. Distributia implantelor dupa lungime si diametru.

Figure 4. Implants distribution by their length and diameter. the

length is present-
ed in Table 1.
Figure 4 gives
a quantitative
representation
of the number of
implants inserted,
depending on
their length and
diameter, and al-
lows us to analyze
distribution
of implants ac-
cording to the
available bone offer. In our study, the most com-
monly used implant sizes (diameter/length) were: 4.0
mm/10.0 mm; 4.5 mm/10 mm and 4 mm/11.5 mm.
The least commonly used sizes (diameter/length)
were 4.5 mm/15 mm; 3.5 mm/15 mm and 5 mm/7
mm. The diagram presented in Figure 4 shows that
the short implants of 7.0 mm and long ones of 15.0
mm are used less frequently, as well as those with the
3.5 mm and 5.0-5.5 mm diameters.

Table 1
The correlation between implant diameter and length

i - P
- 13 36 13 4 81
46 13 8 -
14 10 4 90
17 11 4 90
2 9
50 24 443

Legend: The colors in the table are the following: red - thin and
short implants; brown - total number of thin implants; yellow - total
number of short implants; light green - the most commonly used
implants of standard average size; dark green - total number of
implants of average standard sizes, by diameter and length.

Explaining the color-coded results from Table
1, we can state that in case of bone offer horizontal
deficit we have inserted 83 implants with a small di-
ameter (3.5 mm) and different length (10-15 mm); in
case of vertical bone deficit we have inserted 88 im-
plants with various diameters (4-5.5 mm) and small
length (7-8.5 mm); in case of significant atrophy with
mixed bone deficiency, both vertical and horizontal,
we have inserted 20 implants with a small diameter
(3.5 mm) and a small length (7-8.5 mm). The total
number of short and thin implants was equal to 191
(43.11%), which implies a high frequency of inser-
tion of implants under difficult conditions. By com-
paring this total of short and thin implants with that
of long (13 and 15 mm) and thick (5 and 5.5 mm) im-
plants, inserted under rich bone supply conditions,
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te cu diametru mic (3,5 mm) si lungimi diverse (10-
15 mm); in deficit osos vertical au fost inserate 88
implante cu diametru divers (4-5,5 mm) si lungimi
mici (7-8,5 mm); in atrofie pronuntaté cu deficienta
osoasd mixtd, atat verticald cét si orizontald au fost
inserate 20 implante atat cu diametre mici (3,5 mm),
cat si cu lungimi mici (7-8,5 mm). Totalul implante-
lor scurte si inguste au constituit un numdr de 191
(43,11 %), ceea ce demonstreaza frecventd inaltd a
inserdrii implantelor in conditii dificile. Comparand
acest total de implante scurte si inguste cu cel al im-
plantelor lungi (13 si 15 mm) si cu diametru mare
(5 si 5,5 mm), care sunt inserate in conditii de oferta
osoasa bogatd, observam cé aceste situatii clinice sunt
rare, fiind in numar de numai 15 (3,38%). Celalalt to-
tal, de 237 (53,51%) implante de dimensiuni medii,
standard au fost inserate in conditii de ofertd osoasa
suficientd. Aceste date confirmd din nou, obiectiv,
afirmatiile relatate anterior, precum cé in acest stu-
diu deoarece prevaleazd in mediu pacienti de varsta
tandra, reabilitatarea lor s-a efectuat preponderent
prin implantare conventional, utilizand implante de
dimensiuni medii, standard, in oferta osoasi sufici-
entd, fard necesitatea cresterii osoase.

In cazurile clinice care s-au prezentat cu creste
alveolare in conditii de deficit osos si de tesuturi moi
s-au efectuat interventii suplimentare, precum: sinus
lifting prin abord transcrestal sau lateral, osteoplas-
tie, expansiune osoasd dirijata, regenerare tisulara
ghidatd, lateralizarea fasciculului neurovascular al-
veolar inferior (FNVAI), vestibuloplastie, transplant
liber avascular deepitelizat din regiunea palatind sau
tuberozitate maxilara, lambouri pediculate vasculare
din apropiere, etc..

Distributia implantelor dupi localizarea la maxila
si mandibula, in functie de pozitia dintelui unde este
inserat, de la 1 la 7 este reprezentata in figura 5. Din
totalitatea celor 443 de implante inserate la ambele
maxilare, cele mai multe (in ordine descrescinda)
au fost inserate la nivelul dintilor 5 (47 implante; 11
95% [7,7-13,5]), 6 (46 implante; 11 95% [7,5-13,2]),
4 (44 implante; 1T 95% [7,1-12,7]) pentru maxilarul
superior si la nivelul dintilor 6 (111 implante; II 95%
[21,0-29,1]), 7 (63 implante; 11 95% [10,8-17,2]), 5
(42 implante; 1T 95% [6,8-12,2]) pentru mandibula.
Cele mai putine implante inserate la maxilarul su-
perior au fost la

nivelul dintelui 3 120
(7 implante), iar i
la mandibuli la %
60 44 47 46

nivelul  dintelui
40 24

2 (2 implante; 1I 2 16 7 I I i
95% [02-11]), , B N L]
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we notice that these clinical situations are rare, ac-
counting for only 15 (3.38%). The other total of 237
(53.51%) medium-sized implants were standardly
inserted under sufficient bone supply. This data re-
peatedly and objectively support the aforementioned
statement that in this study, given the prevalence of
younger patients, their rehabilitation was performed
mainly by conventional implantation using standard,
medium size implants in sufficient bone supply with-
out the necessity of bone augmentation.

In clinical cases which presented with alveo-
lar ridges with bone deficit and soft tissue, we have
performed additional interventions, such as: sinus
lifting with transcrestal or lateral approach, osteo-
plasty, directed bone expansion, guided tissue regen-
eration, lateral displacement of the inferior alveolar
neurovascular bundle (IANVB), vestibular plasty,
free avascular deepithelized transplant graft from
the palatine region or maxillary tuberosity, proximal
vascular pedunculated flaps, etc.

The distribution of the implants by their localiza-
tion to the maxilla or mandible, depending on the
position of the tooth where it is inserted, from 1 to 7
is shown in Figure 5. Of the total of the 443 implants
inserted in both jaws, most (in decreasing order)
were inserted in the place of teeth 5 (47 implants,
95% CI [7,7-13,5]), 6 (46 implants; 95% [7.5-13.2]),
4 (44 implants, 95% [7.1-12.7]) for maxilla and in
place of teeth 6 (111 implants, 95% CI 21.0 -29.1]), 7
(63 implants, 95% [10.8-17.2]), 5 (42 implants, 95%
[6.8-12.2]) for the mandible. The fewest number of
implants inserted in the maxilla were located at the
level of tooth 3 (7 implants), and in the mandible at
the level of tooth 2 (2 implants, 95% [-0,2-1,1]) fol-
lowed by teeth 1 and 3, with 3 implants (95% [-0.1-
1.4]) inserted at this level. The insertion of the im-
plants in the lateral sectors of both jaws is carried out
more frequently, this being determined by the higher
prevalence of edentations at this level. The functional
demand in the lateral sectors is greater, causing pre-
mature tooth loss, so there is a cause/effect logical
correlation between the frequency of edentations and
a larger number of implants inserted at this level.

By analyzing the data from Figure 5, we deter-
mined that the insertion of the largest number of im-
plants was carried out at the level of the teeth 5 and

6 for the maxilla
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sectoarele laterale ale ambelor maxilare se efectueazi
mai frecvent, acest fapt fiind determinat de prevalen-
ta mai mare a edentatiilor la acest nivel. Solicitarea
functionala in sectoarele laterale fiind mai mare, de-
termind o pierdere prematurd a dintilor, astfel apare
corelatia logica cauza/efect intre frecventa edentatiei
si un numdr mai mare de implante inserate la acest
nivel.

Conform rezultatelor deduse din analiza figurii 5
am determinat cd inserarea celui mai mare numar de
implante am realizat-o la nivelul dintilor 5 si 6 pen-
tru maxilarul superior si la nivelul dintilor 6 pentru
mandibuld.Continuind analiza rezultatelor cu referi-
re la implantele inserate la nivelul dintelui 6 la maxild
si mandibula, putem argumenta numarul mai mare
de implante inserate la nivel mandibular printr-o
presupunere, si anume cd dintii 6 mandibulari sunt
pierduti mai frecvent decit omonimii superiori, din
cauze diverse, astfel necesitand a fi reabilitati intr-un
numar mai mare.

In acest studiu au fost inserate 75 de implante
(17%) conform protocolului de implantare imediata
postextractionala si 368 implante (83%) dupa proto-
colul de implantare amanata. Conformatori gingivali
imediat postimplantar au fost aplicati la 118 implanti
(27%), iar aplicarea amanati a lor, dupa perioada de
osteointegrare, s-a efectuat la 324 implanti (73%).
Incircarea imediatd a implantelor s-a efectuat in 32
cazuri (7%), iar aménatd in 411 cazuri (93%). Din
rezultatele obtinute, referindu-ne la timpul de reabi-
litare a pacientilor cu implante AnyRidge, putem sta-
bili ca comparativ cu reabilitarea implanto-protetica
conventionald se atesta o micsorare a acestei perioa-
de. Este necesar de mentionat cd perioada de reabi-
litare nu s-a micsorat semnificativ. Ludnd in consi-
deratie totalitatea implantelor inserate, micsorarea
perioadei de reabilitare este mai evidenta la pacien-
tii cu ofertd osoasa suficienta si calitatea osului D2,
atunci cand obtinem un torque > 40 N/cm, iar la cei
cu ofertd osoasa insuficienta timpii de reabilitare au
fost standard. Timpii de reabilitare mai depind si de
abordarea individuala a specialistilor, in cazul nostru
predominénd cea traditionala.

La etapa de osteointegrare, din 443 de implante in-
serate, noi am studiat resorbtia la 235 dintre ele (Fig.
6), la pacientii care
s-au adresat pentru
etapele ulterioare
de lucru. Media
perioadei de adre-
sabilitate la cea de a
2-a etapa (perioada
de osteointegrare)
a constituit 7,07
luni. Pentru deter-
minarea resorbtiei
periimplantare,
utilizand  instru-
mentarul de masu-
rare al programului

A) Res. Meziala
totald (235 implanti) totala (235 implanti)

A) Res. Distala

Fig. 6. A) Resorbtia periimplantara dupd perioada de osteointegrare, determinata din mezial
si distal, la 235 de implanti studiati; B) Resorbtia periimplantara din mezial, la 13 implanti i
din distal, la 19 implanti.

Figure 6. A) Peri-implant resorption after the osteointegration period, determined from
mesial to distal, in 235 studied implants; B) Peri-implant resorption from mesial in 13
implants and from distal in 19 implants.

of implants is inserted in the mandible, namely that
the mandibular teeth 6 are lost more often than the
superior peers for various reasons, thus requiring re-
habilitation to a higher extent.

In this study, 75 (17%) implants were inserted ac-
cording to the protocol of immediate post-extraction
implantation and 368 (83%) implants were inserted
based on a delayed implantation protocol. Gingival
abutments were applied immediately post-implan-
tation in 118 implants (27%), while in 324 implants
(73%) they were applied with a delay, after a period of
osseointegration. Immediate loading of the implants
was performed in 32 cases (7%), and postponed in
411 cases (93%). Based on the obtained results, with
reference to the rehabilitation time in patients with
AnyRidge implants, we can state a shorter period
of rehabilitation compared to conventional implant
prosthetic rehabilitation. One should note that the
rehabilitation period did not decrease significantly.
Taking into account the total number of implants in-
serted, the reduction of the rehabilitation period is
more evident in patients with sufficient bone supply
and bone quality D2, when we obtain a torque > 40
N/cm, while in those with insufficient bone supply
the period of rehabilitation was standard. The reha-
bilitation time also depends on the individual ap-
proach of the specialists, in our case the traditional
one prevailing.

At the osteointegration stage, out of 443 inserted
implants, we have studied the resorption in 235, in
patients who addressed to the clinic for following
stages of therapy. The average of the addressability
period for the second stage (the osteointegration pe-
riod) was 7.07 months. To determine the peri-im-
plant resorption using the measuring instruments of
the Sidexis 4.0 software, we measured the mesial and
distal resorption, from each implant’s platform to the
latch point of the radiotransparent area, visible on
the panoramic radiographic image (OPG). As shown
in Figure 6, out of 235 implants, mesial resorption
was determined in 13 implants with an average depth
of 0.711 mm, and distal resorption in 19 implants,
with an average depth of 0.696 mm. If we report this
resorption to the total number of studied implants
(235), we obtain an average total mesial resorption
with a depth
of 0.055 mm,
and distal one
of 0.065 mm.
During the
study period,
there were no
implant loss or
other mechani-
cal or biological
complications.
Moreover, the
minimal  re-
sorption  ob-
served in this
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B) Res. Distala
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\‘“\Implantologie orala



44

Sidexis 4.0, am mdsurat resorbtia din mezial si distal,
de la platforma fiecarui implant spre cel mai decliv
punct al zonei radiotransparente, evidentd radiolo-
gic pe radiografia panoramica (OPG). Precum este
redat in diagrama din figura 6, din 235 de implante,
resorbtie din mezial am depistat la 13 implante, cu o
profunzime medie de 0,711 mm, iar din distal, la 19
implante, cu o profunzime medie de 0,696 mm. Daca
raportdm aceastd resorbtie la totalitatea de implante
studiate (235), atunci din medial obtinem o resorbtie
medie totald cu o profunzime de 0,055 mm, iar din
distal de 0,065 mm. Pe perioada studiatd nu au exis-
tat pierderi de implante sau alte complicatii mecanice
si biologice. Mai mult decat atat, resorbtia minimala
atestata in acest studiu ne permite si presupunem o
osteointegrare bund a implantelor studiate, cu un pro-
nostic favorabil si in timp.

Concluzie

Ca urmare a studiului efectuat, mentionim ci
implantele AnyRidge (Megagen, Gyeongsang, Korea)
cu design-ul spirelor Knifethread®, nanostructurate,
cu calciu incorporat pe suprafata, au demonstrat o
eficacitate inalta. Sustinem ca aceste implante au in-
dicatii variate, pot fi utilizate in orice situatie clinics,
indiferent de timpii de reabilitare si de disponibili-

study allows us to assume a good osteointegration of
the studied implants with a positive long-term prog-
nosis.

Conclusion

Based on the conducted study results we can
state that AnyRidge (Megagen, Gyeongsang, Korea)
implants with a Knifethread® thread design, nano-
structured, with calcium coated surface, have shown
high efficacy. We affirm that these implants have dif-
ferent indications, and can be used in any clinical
situation, regardless of rehabilitation time and bone
availability (standard or alternative implantation).

tatea osoasd (implantare standarda
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