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Teeth extractions are followed by a reduction of the bucco-lingual as well as the vertical dimension of the residual alveolar
ridge. Resorption of the alveolar ridges after tooth extraction cannot be prevented (Fig 1 & 2). Ridge defects develop as a
result of not only teeth extractions but also surgery, trauma, infection, or congenital malformations. It results in unsightly
defects and collapse of the lips, and cheeks. Therefore, alveolar ridge defects represents a challenge for dentistry. The
application of grafting procedure has been introduced into dentistry mostly to enhance peri-implant bone and place the

8 E longest/widest implants possible. Today, soft and hard tissue grafting are safer and more effective than ever before.
et 1 However, few practitioners are able to perform grafting procedures or regenerations in their daily practice.
—
—
—
%
N
-
(0
=
>
- | e | |
E Even for patients who are not considering an implant to replace a tooth that needs extraction, grafting now offers us the
O chance to preserve the shape and strength of the bony ridge long after the tooth is gone. This is important not only for the
nealth and strength of the teeth surrounding the extraction site, but also for the possibility of implant, repair broken bones,
oridge, denture, or partial placement in the future (Fig 3 & 4). Traditional dentures and partials always fit better when the
pony ridge Is thick and strong. Even bridges placed over extraction sites can be aesthetically compromised by resorption.
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The presence of healthy attached tissue at the tooth and implant soft tissue interface correlates with long-term success

and stabllity in function and esthetics. Also, the mucosal layer provide adequate resiliency to support the denture (Fig 5 &
6). Not only can a lack of keretinized tissue facilitate plaque aggregation around teeth and implants but it can also lead to
recession of free soft tissue margin in the esthetic zone.
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Fig 5 Fig 6
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Simply put, alveolar ridge defect or bone resorption makes every tooth replacement option more difficult, more expensive,

more time consuming, less comfortable, less aesthetic, less successful, and sometimes even impossible. These results
support the placement of graft over extraction areas under favourable conditions.

Keywords: implant, soft and hard tissue grafting, prosthodontic.
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INCREASING THE ATTACHED GINGIVA AROUND THE IMPLANT : CASE REPORT
Arife Sabanci?, Abubekir Eltas!, Mustafa Karaca'
Ynonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

INTRODUCTION

There may be a shallow vestibuler problem in patients with cleft lip and palate. For ideal implant
rehabilitation, an adequate stable and healthy soft tissue are required . Aim of this case report was
treatment of inadequate atached gingiva around the implant in patient with cleft lip and palate.

MATERIAL AND METHODS

A 36 year old male patient presented to our department with inadequate attached gingiva around the
implant at left posterior maxilla. He has cleft lip and palate. After the implant surgery, keratinized gingiva
was absent in the buccal of the implant and the vestibular groove was shallow. The free gingival graft(FGG)
technique was used to solve the vestibular groove and the absence of attached gingiva around the
implant. Periimplant recipient area was prepared. FGG was harvested from the palate and sutured.
Sutures were taken postopertaive tenth day and the patient examined 3 months after cemented fixed
partial denture.

-

Clinical view 10 days after the Clinical view 1 month after Clinical view 3 months

operation the operation after the cemented partial
denture
RESULTS

Implant loading and prosthetic restoration showed favorable outcome after operation. The amount of
keratinized tissue around the implant was sufficient.

DISCUSSION

Soft tissue defects, such as gingival and connective tissue, play crucial roles in long-term implant success.
There are many methods for treatment this defects. This case and current literature show that free
gingival graft can provide succesful results around implant.

KEY WORDS: Attached gingiva, cleft lip and palate, free gingival graft
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REGENERATIVE THERAPY OF PERIODONTAL INTRABONY DEFECTS IN
AGGRESSIVE PERIODONTITIS: A CASE REPORT

Mustafa Ozay Uslu,! Mehmet Kiziltoprak,®
Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

Introduction

Aggressive periodontitis is characterized by rapid attachment loss and bone resorption. Regenerative therapy
helps regenerate the periodontium. This case report presents a successful treatment of an intrabony defect in
the aesthetic zone of an aggressive periodontitis patient.

Materials and Methods

A 30-year-old systemically healthy man was referred to our clinic, with a chief complaint of bleeding gums and
mobility of the upper right central incisor. Clinical and radiographic evaluations were performed and the
patient was diagnosed with localized aggressive periodontitis. After initial periodontal therapy, intrabony
defects were planned to treat with flap operation with xenograft (Cerabone 0.5-1mm, Botis Dental GmbH,
Germany) and barrier membrane (OsteoBiol Evolution 20x20mm, Tecnoss, Italy) combination. There was
severe mobility in the right upper central incisor. Therefore, splinting was performed before operation. The
patient was prescribed antibiotics, anti-inflammatory drugs and chlorhexidine gluconate and sutures (4-0 Silk,
Dogsan, Turkey) were taken at postoperative 10t" day. Postoperative healing of patient was uneventful. Clinical
parameters such as average pocket depth, clinical attachment level, gingival recession and tooth mobility were
recorded and radiographs were taken at baseline, postoperative first ,third and eighth month. Bone filling of
defects was evaluated on standart periapical radiographs. For a more aesthetic appearance, a retainer was
made at postoperative 6t" month.

Radiographic view at  Postoperative 3 months Postoperative 8 months  Postoperative view at 8 months
initial visit.

Results
There was a reduction of pocket depth and teeth mobility and a significant increase in radiographic bone filling
at the postoperative 8" month follow-up.

Discussion

There are many studies in the literature about the treatment of intrabony defects in aggressive periodontitis.
Regenerative therapies using bone grafts and membrane combination are an important part of these studies
and show successful results.
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INCREASING THE AMOUNT OF KERATINIZED TISSUE AROUND THE IMPLANT
Arife Sabanci?, Abubekir Eltast, Semih Akgul*
1Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

INTRODUCTION

Scientific data and clinical observations appear to indicate that an adequate width of attached gingiva
may facilitate oral hygiene procedures thus preventing peri-implant inflammation and tissue
breakdown. in order to avoid biologic complications and improve long-term prognosis, soft tissue
conditions should be carefully evaluated when implant therapy is planned. in this case report
rehabilitation of soft tissue around of implants with free gingival graft was presented.

MATERIAL AND METHODS

A 35 year- old male patient who
was systemically healthy presented
to our clinic with inadequate
attached gingiva around the
implant  on left posterior
mandibula. After examination, free
gingival graft operation is planned.
Periimplant  recipient area was
prepared and FGG was harvested
from the palate and sutured.
Sutures were taken postoperative
tenth day. The patient examined at
first and third month.

Initial clinical view Clinical view 3 months after the
surgery

Surgery Clinical view 10 days Clinical view 1 month
after the surgery after the surgery

RESULTS
The amount of keratinized tissue around the implant and attached gingival level was increased by

opearation. Free gingival graft have succesful results for increasing amount of keratinized tissue around
the implant.

DISCUSSION
This is based on the data of this case and current scientific literature, free gingival graft can provide

succesful results for increasing the attached gingiva around the implant.

KEY WORDS: Keratinized tissue, free gingival graft, implant




o e
(1)
inént University

Faculty of Dentistry

TREATMENT OF PARESTHESIA CAUSED BY IMPLANT-RELATED: A CASE REPORT

IMehmet Kiziltoprak, !Seydanur Dengizek Eltas, , *Abubekir Eltas
Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

Introduction

Nervus alveolaris inferior is a branch of the mandibular nerve. It is most important landmark in
the dental implantology. Because, this nerve damage can cause paresthesia. In this case report,
treatment of long-term paresthesia due to nervus alveolaris inferior injury following dental
implantation at the right posterior mandibula is presented.

Materials and methods

A 63-year-old systemically healthy female was referred to our clinic for complaining of
paresthesia at the right mandibula. In the dental history of the patient, paresthesia due to the
implants was detected in the right mandibula. The implants were made in a private clinic three
years ago. Clinical and radiological evaluations were performed and the perforation of the
mandibular canal was detected at implant #46. In addition, periapical lesions were detected
between implant #41 and tooth #31. #41, #46 implants and tooth #31 was extracted. Implants
were extracted with trepan drill. The patient was prescribed antibiotic, analgesic, vitamin B12
and mouthwash.

Results

A 60% reduction in paresthesia was observed on postoperative 8t day. Paresthesia was not
observed on postoperative 22th day. Successful medical and surgical treatment of paresthesia
due to mandibular canal perforation was performed.

Discussion

According to current literatire
and this case report,
paresthesias due to
mandibular canal perforation
~ |lare frequently encountered.
~J|This  situation can be

Postoperative view at 8t"day  Postoperative view at 221" day |reversable when the agent
eliminated.
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TREATMENT OF BONE DEFECTS WITH AUTOGRAFT AND
BARRIER MEMBRANE COMBINATION

Mustafa Ozay Uslu?, Semih Akgiil%, Arife Cigek®

Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

+¢ Introduction: Various materials have been used in regenerative treatment of intrabony defects such as
bone replacement graft materials, barrier membranes, different growth factors and combination of
these. The available bone tissue replacement materials commonly used include autografts, allografts,
xenografts and alloplasts. In this case report, regeneration of the defect was presented using autograft

and membrane combination.

«» Material and Methods: A 37-year-old female patient was admitted to Department of Periodontology
with complaints of mobility and infection of maxillary right lateral tooth. The intrabony defect was treated
with autograft which was gained from tuber maxilla by trepan bur and barrier membrane (Osteobiol
Evolution 20X 20 mm, Tecnoss, Italy) combination after tooth splinting. Papilla preservation flap was
performed. Periodontal dressing was applied to the operation area (Coe-Pak). Clinical parameters were
recorded at baseline, first week and at 6t" months, including the probing depth, clinical attachment level
and gingival recession. Bone remodelling in the defect was evaluated on standard periapical radiographs.

Clinical appearence during surgery

v ol
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Postioperative Posttﬁperative initial periapical Postoperative Postoperative
6" month 18" month radiograph 6t month 18t month

+»* Results: Postoperative recovery was uneventful, and satisfactory reduction in the average probing
depth was observed at 6" month observation, with an increase in the rate of radiographic bone filling.
Due to the patient’s aesthetic expectation, composite filling was performed to the interproximal region
between maxillary right lateral tooth and maxillary right canine tooth.

+»+ Discussion: The autogenous graft is considered the gold standard for treatment of intrabony defects.
With this case selection; surgical technique, bone graft and membrane selection, and postoperative

management can be directed towards obtaining the best clinical results.




THE TREATMENT OF MANDIBULAR
BRONJ: A CASE REPORT
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INTRODUCTION

Bisphosphonate releated osteonecrosis (BRONJ) is
characterized by exposure of maxillar or mandibular bone
for at least 8 weeks (1). Important risk factors for BRONJ
development include any kind of dental surgery procedure
involving mucosa and underlying bone such as dental
implant applications or tooth extraction (2).

CASE

A 59-year-old female patient was referred to our clinic
with severe pain, with wounds in her mouth and flow of
purulent exudate. The oral examination revealed exposed
bone due to necrosis in the right lower mandibular region
(Figure 1). She had placed dental implants at the same
area 2 months ago. The flow of purulent exudate from
the related region were also evident. In the patiens’s
radiography, radiolucent areas were observed around the
implants (Figure 2). Patient's medical history revealed a
ceased oral bisphosphonate use for osteoporosis 2 years
ago. As a result of the consultation with the orthopedics
departmen, the patient was diagnosed with BRONJ. In the
first treatment, under local anesthesia (without
vasoconstrictor) the region is swabbed a cotton tip soaked
with 3% hydrogen peroxide (Figure 3). We prescribed
mixed usage of diluted 3% hydrogen peroxide (Farma Kon,
2x1) and antibiotics (RIF 125 mg) with water as
mouthwash. Sytemic antibiotics were not prescribed to
the patient because the patient indicated that he has
used 13 boxes of antibiotics within 2 months. In the
follow-up appointments, debridement was performed
with hydrogen peroxide in the necrosed area with
conservative approach to the region (Figure 4). After
complaints of pain diminished, periodontal initial
treatment was performed (Figure 5). In the follow-up
appointment after 6 weeks it was observed that intraoral
necrosis areas around the implants were healed to a great
extent (Figure 6). At the end of 3 months, no necrosis was
observed in the patient's mouth during the control
appointments, and the patient's complaints were
completely resolved (Figure 7). The patient is still being
followed-up for the prognosis of dental implants.

Figure 2

Figure 5

Figure 7

CONCLUSION

In patients using bisphosphonates, care must be taken in
dental approaches. Although not a definitive treatment of
BRONJ has gained admission, local administration of
hydrogen peroxide with antibiotics therapy and
debridement of necrosis bone can produce positive
results.

RESOURCES

1. Rugglero sL, Dodson T8, Assael LA, Landesberg R, Mar RE, Mehrotra B. American Association of Oral and
Maxillofacial Surgeons position paper on bi is of the jaw. Aust Endod J
2009;35(3):119-30

2. de-Freitas NR, Lima LB, de-Moura MB, Vel des CC, PC, d D.

treatment and dental implants: A systematic review. Med Oral Patol Oral Cir Bucal 2016; 21(5): 644-51.
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Titanium Mesh Complication and Treatment

Ustaoglu Giilbahar, Sengiin Mehmet Cihan
¥ Abant Izzet Baysal University, Faculty of Dentistry, Periodontology Department, BOLU
Bone Symposium 2017 - 5-8 Oct 2017

mcihansengun@gmail.com
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Objective: Bone augmentation with the titanium-mesh membrane (Ti-
mesh) technique is susceptible to a large rate of complications such as
morbidity of bone graft donor site and mesh exposure to the oral cavity.

o Patient, 35 Years Old
Systemic disease ¢ Medicine ¢
Smoke +

The patient was partially edentulous and
did not have any systemic diseases and
used to smoke.

Figure 4,5. In the first surgical operation a full-thickness flap was raised to expose the
bone. In the left anterior region there was a bone defect reaching palatinal aspect from
buccal cortex. Xenograft and Ti-mesh with screws were placed.

Figure 6,7. Xenograft and Ti-mesh with screws were placed.

Result: Healing was complicated because of exposure Ti-mesh and lost of
keratinized tissue in the first and second surgery. Last surgery was
succesful, exposed bone surface was covered prf and epithelization
completed. CT assessment showed bone gain with last surgery.

-

Figure 12. After mesh exposure, connective tissue graft was applied at the second
surgical operation. Exposure was recurrenced even after the second operation. Ti-mesh
and xenograft in the defect area were removed at last operation.

P
Figure 14. Platelet rich fibrin was applied.
Implants were placed after 10 months.

)

Figure 15. 3.days.

Figure 16. 1. week. Figure 17. 3.weeks.

\
Conclusion: The specialist should be more careful if the patient is smoking
due to deterioration of vascularity. The patient was talking too much.
Tissue stability is very important for healing. Ti-mesh exposure can be

 provoked significant bone loss. )
Q /
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INTRODUCTION

Titanium-Prepared Platelet Rich Fibrin Provides Advantages on Periodontal

Healing: A Randomized Split Mouth Clinical Study
Taner ARABACI, DDS PhD **
Mevlut ALBAYRAK, DDS PhD 2

Department of Periodontology, Faculty of Dentistry, Atattirk University, Erzurum, Turkey
2 Medical Laboratory Department, Health Services Vocational Training School, Ataturk University, Erzurum, Turkey

Conventional open flap debridement (OFD) is a technique which would be beneficial
for reduction of periodontal pocket depth in patients with horizontal bone loss due to
periodontitis, but don't contribute to periodontal regeneration.! The healing after
conventional treatment methods occurs generally as long junctional epithelium that is
vulnerable to the recurrence of periodontal pocket.? Recently, the use of titanium-
prepared platelet rich fibrin (T-PRF) has been considered to be a novel therapeutic
adjuvant in the management of periodontal soft and hard tissues.’ However, there is
no study in the current literature, analyzing the effects of T-PRF treatment combined
with OFD on the growth factor levels and RANKL/OPG ratio in gingival crevicular
fluid (GCF).

PURPOSE

The aim of this study was to test the hypothesis that the combination of OFD and
T-PRF can predictably enhance periodontal healing by determining periodontal
outcomes, and growth factor levels and biomarkers related with bone remodeling
in GCF.
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Figure 1: Removing of T-PRF from titanium tube, L
and adaptation of T-PRF to the teeth. n
©
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MATERIALS AND METHOD

Study Groups & Study Design

29 patients (58 sites) with chronic periodontitis were treated either with
autologous T-PRF with OFD or OFD alone. GCF growth factor levels and
relative RANKL/OPG ratio at baseline and 2, 4 and 6 weeks postoperatively
were analyzed, and clinical parameters such as probing depth (PD), relative
attachment level (RAL) and gingival margin level (GML) at baseline and 9
months after surgery were compromised.

Surgical Procedures

According the study protocol, one of the quadrants of the jaw of each patient
was selected as the control group (OFD) and treated with OFD alone, without
addition of any regenerative material; the other quadrant was selected as the test
group (OFD+T-PRF), in which T-PRF was used as a membrane both buccally
and lingually, combined with OFD. The mucoperiosteal flaps were repositioned
and secured in place using 5-0 monofilament polyamide sutures. CoePak® was
used as periodontal dressing in every case.

Biochemical Analyses

GCF samples were analyzed to determine the levels of RANKL, OPG and
growth factors, including FGF-2, PDGF-BB, and TGF-B1, by using specific
enzyme-linked immunosorbent assay (ELISA) kits" and a quantitative sandwich
enzyme immunoassay technique. Analyses were carried out according to the
manufacturer’s protocol. Test for each biomarker were carried out in duplicate.
Results of measurements were estimated using the standard curves included in
each assay kit.

o
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RESULTS

The mean PD reduction, RAL gain and GML change were significantly greater
in the OFD+T-PREF sites than in the OFD sites. Both groups demonstrated
increased growth factor levels at week 2 compared with baseline, followed by
reductions at weeks 4 and 6. GCF growth factor levels in test group were seen
at higher concentrations with respect to control group until 6 weeks post-
surgical period. During the 6 weeks period, relative RANKL/OPG ratio was
found significantly lower in OFD+T-PRF group compared to OFD group.

Figure 3: Relative RANKL/OPG ratio.

Bacine 2 . 6

Figure 2: GCF levels of FGF-2, PDGF-BB and TGF-B1.

Table 1: Changes in PD, RAL and GML over 9 months.

OFD OFDSLPRE | valye
(MeanSD) (MeanzSD)
PD reduction (mm) 3.01+0.84 4.13+1.06 0.033*
RAL gain (mm) 231£0.73 3.65+1.09 0.029*
GML (mm) -033+0.12  0.54+023  0.026*
CONCLUSION

OFD is a procedure for horizontal bone loss due to periodontitis,
however, recurrence of the pathological pockets and post-surgical
gingival recession can be observed after surgery when used alone.
PRF is autogenic and very cheap biological material which the
literature is growing. Consequently, using T-PRF membrane combined
with OFD provided significantly higher concentrations of growth factors
and lower RANKL/OPG ratio in GCF for approximately four to six
weeks, and improved periodontal healing compared to conventional
flap sites.

REFERENCES
[1] Joseph VR, Sam VR, Amol NV. Clinical evaluation of autologous platelet rich
fibrin in horizontal alveolar bony defects. J Clin Diagn Res 2014; 8: 43-47.

[2] Hagi, TT, Laugisch O, Ivanovic A, Sculean A. Regenerative periodontal therapy.
Quintessence Int 2014; 45: 185-192.

[3] Tunali M, Ozdemir H, Kucukodaci Z, Akman S, Firatli E. In vivo evaluation of
titanium-prepared platelet-rich fibrin (T-PRF): a new platelet concentrate. Brit J Oral
Maxillofac Surg 2013; 51: 438-443.
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Introduction: Generalized form of
aggressive periodontitis is chiefly
diagnosed by rapid destruction of
periodontal tissue and alveolar bone in
young patients reporting no other
health-related complaints. Implant-
supported restorations are
documented as the treatment of
choice to replace missing teeth. When
there is vertical or horizontal bone
loss, some augmentation techniques
may be needed before place dental
implant.

Material and Methods: The patient
received full mouth supragingival
and subgingival debridement and
detailed oral hygiene instructions.
The patient’s plaque control was
evaluated frequently during the
treatment planning and consultation
phase, and he demonstrated
significant improvement. Mandibular
teeth were extracted except right
second molar and left first and
second molar. Radiographic
examination showed severe bone
loss and a combination of horizontal
and vertical bony defects.
Mandibular bone defects were
treated with using Allograft and
titanium-prepared platelet-rich
fibrin (T-PRF) membrane. After six

e months, implants were placed.

Discussion: The T-PRF method is
based on the hypothesis that titanium ‘
can be more effective in activating
platelets than the silica activators Results: Bone filling was obvious in
used with glass tube leukocyte and radiografic examination and
platelet-rich fibrin (L-PRF) method. adequate vertical bone height was

Among the newly introduced supplied to place dental implants.
approaches to tissue regeneration T-

PRF and allograft combination is
shown to have significant effect in
bone regeneration.
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ROOT COVARAGE WITH A CONNECTIVE TISSUE GRAFT: A CASE REPORT

Semih Akgiil!, Mustafa Ozay Uslu?, Omer Alperen Kirmizigiil!
1Inonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

O Introduction: Gingival recessions cause various problems such as dentin sensitivity, aesthetic problems
and root caries. In this case report, treatment of localized gingival recession with lateral sliding flap

associated with a connective tissue graft was presented.
 Material and Methods: A 33-year-old

female patient admitted to our clinic with

dentin sensitivity and aesthetic complaints.

Y / Dental Miller Class-1 gingival recession was
initial clinic view

Clinical appearence during surgery

‘—-——1‘ completed using 5-0 suture. The area was

detected in the intraoral examination
performed maxillary left lateral tooth. After
the connective tissue graft was obtained by

single incision technique, the graft was

fixed using 7-0 suture. Following the lateral

sliding flap procedure, the operation was

\ allowed to heal with Coe-Pak. After 6
o
- months, coronally advanced flap operation
r"“ T . f
! was performed.
| 4

Postoperative 6" month

U Results: Postoperative healing was good. After

the treatment, it was observed that the gingival

width was increased and localized gingival coverage

Second surgery

was satisfactory. This case report describes the

‘:' A (

treatment of gingival recession with the use of

connective tissue graft still showed a technique

- {
Postoperative second operation

used successfully.

O Discussion: Obtaining predictable and aesthetic root coverage is the goal of periodontal plastic surgery.
The connective tissue graft is considered the gold standard for root coverage procedures. Application of a
subepithelial connective tissue graft either in combination with a sliding flap or with the tunnel technique

has been reported to achieve successful results.
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IN AESTHETIC REGION: CASE REPORT

Semih Akgul?, Mustafa Karaca?, Abubekir Eltas?
lInonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

» Introduction: The careful management of soft tissue around implant is considered a key factor to
obtain aesthetic outcomes and long-term maintenance. In this case report, connective tissue graft and

implant operation is described to provide aesthetic of the upper anterior toothless zone.

L

» Material and Methods: We report the case

of a 43-year-old male with aesthetic and

$10° ¢
W,

initial clinic view

functional problem at maxillar anterior region.
The patient exhibited deficient thickness of the
alveolar edge and absence of gingival
architecture. After oral examination, implant
restoration was planned for #15, #12 and #22.
Region of #21 had a soft tissue deficit. #12 was
extracted and immediately implant was applied
in the region of #15, #12 and #22. Soft tissue
augmentation was done with palatal
connective tissue graft. The flap was sutured
using 5-0 suture. Implant healing abutments
placed under adequate local anesthesia at
post-operative third month and patient was

referred to the prosthetic department.

» Results: Postoperative healing was satisfied.
Implant osseointegration was uneventful.
Gingival architecture was improved by

connective tissue graft. Aesthetic and functional

problems were solved.

Healing abutment placement

» Discussion: Patients have high expectations at aesthetic operations of maxillar anterior area. Dental

implant applications with connective tissue grafts provide extremely successful results.
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INTRODUCTION

Peri-implantitis is an irreversible inflammatory disease that results in loss of supporting bone.
The goal of regenerative techniques is re-osseointegration of exposed implant surface. There are
a lot of biomaterials that can be used for this aim. However, there is limited data about the

regenerative potential of T-PRF releated with peri-implantitis bone defects.

Material and Methods

A 58-year old systemically healthy female patient was referred for bleeding and supuration
around her implant #36 with deep peri-implant pocket (27 mm.) and circumferantial bone loss.
Phase | therapy with adjunctive use of combined antibiotics was performed with proper oral
hygiene instructions. During surgical phase, after mechanical debridement and chemical
decontamination with 3% H202, the circumferantial bone defect was filled with T-PRF firmly, and

the defect area was covered with an additional T-PRF membrane. The flap was sutured and the

patient recalled 10 days later.

Results

The healing period was uneventful. The one year clinical results indicated the resolution of peri-
implantitis lesion. There were no pathologic probing depth, bleeding on probing and suppuration.

Additionally the radioopaque area that refered new bone formation at defect area was observed.

Baseline | year follow-up

Discussion
Several surgical approaches are used to treat peri-implantitis. T-PRF, as an autologous material,
has an encouraging regenerative potential for hard tissues. The efficacy of the described method

needs further investigations.
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v' Introduction: For the gingival recession,free gingival graft is a predictable technique for increasing the
amount of attached gingiva and root coverage. Maxillary frena may jeopardize the gingival health, due to
an interference in the plaque control or a muscle pull. In this case report, treatment with localized gingival

recession with free gingival graft and maxillary frenectomy prosedure was presented.

v Material and Methods : A 22-year-
old female patient admitted to our
clinic with dentin sensitivity and

aesthetic complaints. Dental Miller

Periapical

Class- Il gingival recession was

radiograph
detected in the intraoral examination
performed mandibular central teeth. |
No mobility was present and no

evidence of parafunctional oral habits

could be ascertained. Following
Clinical appearence during surgery
inspection, maxillary  frenectomy
planned. After the frenectomy free gingival graft was obtained by traditional technique, the graft was fixed
using 7-0 suture. Operation was completed using 5-0 suture. The operation area was allowed to heal with

periodontal dressing.

Postoperative clinic view Postoperative 6" month

v" Results: Postoperative healing both maxillar anterior and mandibular anterior area was nice. After the

treatment, it was observed that the gingival retraction was satisfactory.

v’ Discussion: Different surgical approaches have been reported to be successful in treating gingival
recession. Free gingival autograft has been utilized routinely in the past and has proven to be a predictable

mucogingival procedure for the treatment of several mucogingival problems.
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INCREASE OF ATTACHED GINGIVA WIDTH AROUND THE IMPLANT: A CASE REPORT

IMehmet Kiziltoprak ,!Seydanur Dengizek Eltas ,!Abubekir Eltas
1lnonu University, Faculty of Dentistry, Department of Periodontology, Malatya, Turkey

Introduction

Prevention of infection in implant surrounding tissues is essential for long-term success of
implant. This is achievable with adequate attached gingiva. In this case report, treatment of
mobile mucosa around the implants with apical positional flap was presented.

Initial clinical and radiographic view Clinical view during the surgery

Materials and Methods

A 50-year-old systemically healthy male was referred to our clinic with complaint for
edentulous at the left posterior maxilla. In clinical and radiological evaluations, it was
determined bone level was insufficient for implant surgery. Block graft application planned. Six
months after the block grafting, two implants were implanted in this region and waited three
months for osseointegration. In the course of fitting the healing caps, the full thickness flap was
removed with an incision made from the palatinal of the crest. After fitting the healing caps,
the flap was sutured to apical position on the buccal surface of the implants.

Results

The amount of attached gingiva
around  the implant ~ was
successfully increased. Performing
this procedure during the healing
cap application, increase the
patient comfort, because of a
second additional surgery is not
required.

Postoperative view at 8 months

Discussion
There are many methods in the literature to increase the attached gingiva. The apical positional
flap is one of these. This case , shows the success of this method.
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In the edentulous posterior maxilla, the presence of the maxillary sinus often
limits the available bone height for implant placement. Sinus floor elevation by
the lateral window technique is being used to overcome vertical deficiency of
atrophic posterior maxilla.

Even though the lateral window technique has been considered to be a
predictable method for sinus augmentation a ‘Golden Standart' is yet to be
determined.

Piezoelectric surgery might spare soft tissues and be helpful to avoid damage
to vascular components and tear of sinus membrane. Piezo-surgery also
enables ‘beveld osteotomies’ and makes it possible to replace bony window
back to it's original position. This repositioning reduces need of membrane and
provides additional osteinduction.

Fig. 1: Severly Atrophic Posterior
Maxilla

Surgical procedure was performed according to description of Prof. Dr. Dong
Seok Sohn (1). Surgery was performed under local anesthesia through
maxillary block anesthesia by using 2% articaine (ultracaine forte) that
included 0,012 mg/ml epinephrine.

The basic surgical procedure in all patients consisted of maxillary sinus floor
elevation via a lateral approach. The lateral wall of the maxillary sinus was
exposed after the elevation of a mucoperiosteal flap, Piezosurgery (Synthes)
with a thin blade saw (Synthes), was used with saline irrigation to create the
lateral window of the maxillary sinus. The anterior vertical osteotomy was
made 2 mm distal to the anterior vertical wall of the maxillary sinus, and the
distal osteotomy was made approximately 20 mm away from the anterior
vertical osteotomy. The height of the vertical osteotomy was approximately
10 mm. The bony window was detached carefully to expose the sinus
membrane after completion of the osteotomy in the lateral wall of the
maxillary sinus.

After elevation of the sinus membrane superiorly and placement of the graft
material, the bony window was repositioned over the graft material as a
barrier. This osteotomy design facilitated the precise repositioning of the bony
window as a barmier over the bone graft in the maxillary sinus.

2) Proussasés. 4
‘sudy. Int ) Orad Maccilofac implants 2004;1 9413420

Fig. 4: Enriched Bo
Graft and CGF Membi

Maxillary sinus membrane perforation is the most common complication of
sinus augmentations and has been shown to cause postoperative
complications and endanger the survival of endosseous implants.(2,3)
Very careful management while creating bony windows and dissecting
sinus membrane from the floor of the maxillary sinus are required to reduce
the incidence of membrane perforation. In the present case the effects of
piezoelectric saw for the creation of lateral windows might have reduced
the risk of perforation of the maxillary sinus membrane.

The piezoelectric saw insert has some advantages, such as precision,
minimal bone loss, and facilitation of precise replacement of the bony
window (1). In the this patient, the lateral bony window was repositioned
after bone grafting. The barrier membrane between graft materials and the
overlying soft tissue is necessary to prevent growth of fibrous connective
fissue in the augmented space.(4)

The repositioned bony window acts as a homologous barrier over the bone
graft. As a barrier, the homologous bony window is free from viral
crosscontamination of animal or human origin, and precise adaptation of
the lateral bony window completely prevents soft tissue ingrowth. The
lateral bony window made by the piezoelectric saw insert was repositioned
precisely, whether or not bone grafts were used in the sinus for sinus
augmentation, because of the tilted osteotomy into the sinus and minimal
bone loss during osteotomy.

The bony window also acts as an osteoinductive/osteoconductive substrate
in the maxillary sinus in the grafted/nongrafted sinus.(5) The use of the
piezoelectric device makes it possible to create a lateral bony window
without injury to the intraosseous artery because of its microvibrations and
selective cutting (1).

1)Daong- Seck Schn, DO, PRO1es-Won Moon, DOS2/ HyunWoo Les, DOSY ByunguJu Chol, DOS, PRO4/im- Hee Shin, PROS
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Autologue Fibrin Glue as a Stabilizator for
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Implant supported dental restorations have become a major option in the treatment of
edenhulous alveolar ridge for the past several decades. However extensive loss of alveolar bone
for ion prior to implant placement. Numerous
augmentabon tedmuques are cummuy in use to create sufficient bone volume for reliable
of rbed eds lous alveolar ridges. To correct

such deficiencies, a clinician has to utlzs ﬂdge augmentation techniques such as guided bone
regeneration, ridge splitting, distraction osteogenesis, block grafts, and sinus lift procedures.
Autogenous bone graft is presently regarded as being the golden standard, however allografts,

fts, and bone of human, bovine or synthetic origin are used alone orin
combinaﬁon with autogenous bone or blood. Bloc grafts are structurally stable however block
bone becomes necrotic after the grafting procedure and to survive it needs to regain its vascular
supply by means of ; grafts are suitable for packing into
defects. Compared to the cortical graftit regains its nomal biological properties faster. However
to avoid migration of graft material into the surgical site and to maintain space titanium meshes,
titanium screws, pins or titanium reinforced membranes are often needed.
A relatively new concept of ‘Autologous Conosntratod Growth Factors Emld'ned Bone Graft
Matrix’ enables dlinican to mold the graft I by means of biological poly and
stabilize to recipent bed without using complex hardware.

Fig. 3: Concentrated CGF

CGF membrane and autdogous fibrin glue (AFG) to make Enriched Bone Graft Matrix (also
known as sticky bone) is prepared at the same time. For an alveolar augmentation usually 20-
60 cc of patient's venous blood is taken from patient's vein in patient's forearm. The blood is
divided to one non-coated vacutainer (white cap) to obtain autologous fibrin glue (AFG), which
will make sticky bone and 2-7 glass coated test tubes (red cap) without anticoagulants to
obtain CGF layer.
All vacutaniers are centrifuged at 2400-2700 rpm using specific centrifuge (Msdi'uge Si-
fradent sd, Sofia, Italy) with a rotor turning at alt d and speed for 2
Than white cap vacutainers are removed b obtain AFG and remaining red cap vacutainers
are centrifuged for additional 10 minutes to obtain CGF.
The non-coated tube shows 2 different layers. The upper layer is autologous fibrin glue (AFG)
layer and red blood cell is collected in bottom layer which will be is discarded. The vacant slot
is filed with water filled test tube for weight balance and continued centrifugation to prepare
CGF. After centrifugation, silica coated tube shows three different layers. The most upper
layer is platelet poor plasma, and the middle layer is fibrin buffy coat layer represented by a
very large and dense polymerised fibrin block containing the concentrated growth factors. The
bottom layer is red blood cell layer (1).
CGF s taken in test tube and placed in the metal storage box and compress with metal cover
to convert to CGF membrane.The upper AFG is obtained with syringe and mixed with
particulate bone particulates and allows for 5-10 minutes for polymerization in order to
produce Enriched Bone Graft Matrix (sticky bone) which is yellow colored.
For of poh of AFG, exudate taken in the bottom of metal storage box
after compression of CGF layer is added when AFG and particulate bone graft is mixed. The
exudate contains growth factors and autologous thrombin in RBC layer, therefore auto-

wil be very rapidly. The sticky bone mixed with

Fig. 5: Withdrawal of Autologue
Fibrin Glue

Fig. 8: Sutured

Fig. 7: CGF Membrane Placed

Platelets are known to release high quantities of growth factors such as platelet-derived
growth factor (PDGF), transforming growth factor-b1 (TGF-b1) and b2 (TGF-b2), fibroblast
growth factor (FGF), vascular endothelial growth fac-tor (VEGF), and insulin-like growth factor
(IGF), which stimulate cell proliferation, matrix remodeling, and angiogenesis (2).

Several techniques to collect platelet aggregate have been utilized to accelerate tissue
healing in dental and medical field (3-7). Choukron's PRF and Sacco's CGF are recently
developed platelet aggregation. Unlike PRF using constant centrifugation, CGF utilize altered
centrifugation speed from 2,400-2,700 rpm to isolate much larger, denser and richerin
growth factors enriched fibrin matrix.(8)

For successful GBR, stability of bone graft, space maintenance, angiogenesis, and tension
free primary suture are essential(9-10). Space maintenance with particulate bone graft should
be provided during healing period. However particulate bone graft is easily migrated when
grafted on the large horizontal/vertical bone defect. To reconstruct large one or two wall bony
defect or for the 3 ridge bone tack on the collagen membrane or
titanium mesh Is required to contain panlcﬂalo bone graﬂ during healing but these proce-
dures are surgically time . In addition, the early exposure
of titanium mesh eauaes bone loss and Infedion which causes failure of bone
augmentation(11-12). For solid space maintenance in the severely atrophic alveolar ridge,
block bone graftp is widely but this has several disadvantages
such as early exposure of bone graft, y disturbance, d patient's
postoperative discomfort and surgical cost, delayed surgical time and additional surgery from
donor site(13-14).

As alternative to titanium mesh or block bone procedure, sticky bone was introduced in 2010
by Donk-Seok Sohn. Enriched Bone Graft Matrix (sticky bone) is biologically solidified bone
graft which is entrapped in fibrin network. This sticky bone doesn't migrate even shaking it
thanks to strongly inter-linked fibrin network, so the bone loss on the defect during healing
period is minimized without use of bone tack or titanium mesh.
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Merhaba

Degerli Meslektaslarim,

Uzun yillardir Glkemizde temel ve ileri
implant egitimi programlari gerceklestirmis
olan Meffert implant Enstittisii bu kez yine
tlkemizde bir “ilk” e imza atmaya hazirlani-
yor. "Bone Symposium”. Herseyden &nce

Merhaba

Sayin Meslektaslarim,

Sizleri Meffert Enstitistinin 2017 Kemik
Sempozyumu'na davet ediyorum. Bu benzer-
siz program diinyadaki 8 usta klinisyenin sert
ve yumusak doku greftleme protokollerini en
uygun sekilde paylasmalarini icerecektir. Her

www.meffertimplant.com

konusmacinin sunumlari 2 saat olacak.

Meffert implant enstittistinti 20 yildir tavissiz \
Prof. Dr. Aslan Y. Gokbuget

Dr. Ali Arif Ozzeybek

ve amator bir hevesle bu egitim programlari- Bu sempozyum hem baslangic seviyesindeki

AR et - SEMPOZYUM BASKANI MEFFERT IMPLANT
ni gerceklestirdigi icin kutlamak istiyorum. MEFFERT IMPLANT ENSTITUSU hemde klinik olarak ilgili ve kanita dayali ENSTITUSU BASKANI
ikinci ; ; ONURSAL BASKANI - .
lkinci kutlamam ise uzun yillardan beri e bilgiler ile greft prosediirleri {zerindeki

implantolojiile ilgilenen ve kongrelerine gerek konusmaci gerekse dinleyi- bilgilerini gelistirmek isteyen ileri seviye hekimler icindir.
ci olarak katilmis bir meslektasiniz olarak enstitiniin bu kadar seckin L .
) ] . Bu sempozyum sert ve yumusak doku greft ile tim ¢eneden tek dise
konusmaciy! bir araya getirmesinden dolayidir. » i N
rehabilitasyonlari hem bilimsel hem de klinik yonlerinden ele alinacaktir.

Bunlarin disinda Ulkemizin en giizel beldelerinden bir tanesi olan

Bodrumun en seckin otellerinden birinde yaza veda etme sansi da yakala- = ..Qo.
® .
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1988’ de Beyrut'ta St. Joseph Universitesin-
den Dis Hekimligi diplomasini aldh.

1989 dan beri: St. Joseph Universitensin'de
Asistan ve Uzman Asistan Profesor,
1999dan beri Beyrut'ta German Centre of
implant Dentistry’nin direktord,

1996: Endodonti'de yiiksek 6grenim
diplomasi, Beyrut St. Joseph Universitesi,
1999: Prostodonti'de yiiksek 6grenim
diplomasi, Beyrut St. Joseph Universitesi,
2002: implant Dis Hekimligi University
diplomasi, Claude Bernard Universitesi
Lyon, Fransa,

2004'ten beri Dubai'de Dentine Kliniginde
Oral Cerrah: Kemik greftleri, dental
implantiar, dis transplantasyonu, komplike
gomuli disler,

2006'dan beri: Aimanya Muester
Universitesi'nde implant yiizey 6zellikleri
tizerine deneysel calismalar,

2008: Oral Tip ve implantoloji Uzman/gi,
Almanya Muester Universitesi,

Bir kac Uluslararasi Yayin,

Kemik greftleri, Implantoloji, Endodonti ve
Prostodont lizerine uluslararasi kurslar
vermektedir.

2004'ten beri IDEA - Advanced
Continuing Dental Education

Almanya Zahnarzt Olsberg,
Privatzahnklinik Schioss
Schellenstein www.implantologiekli-
nik.de/

Fransa, Ispanya, Giiney Kore,
Yunanistan, Turkiye, Misirda
egitimler vermistir.

Minimal invazivden Major
Alveoler Kemik Rekonstruk-
suyonuna Kadar Otojen
Greftlemenin Biyolojik
Konsepti

Otojenik, allojenik ve alloplastik veya
yonlendirilmis kemik rejenerasyonu gibi
farkli teknik ve materyaller alveolar
kretteki kemik defektlerinin rekonstruksu-
yonunda tavsiye edilmektedir. Fakat,
otojen kemigin Ustlinltigl biyolojik,
immunolojik, yasal sebepler ve hatta
tedavi suiresi g6z 6nline alindiginda
defalarca gosterilmistir. Patofizyolojik
olarak tum otojen kemik kaynaklari
benzer degildir. Daha iyi bir prognoz ve
tahmin edilebilir sonuclar icin kemigin
biyolojik olarak yeniden degisimi
konseptine dayanan bir teknik greftleme
esnasinda yeterli kanlanmayi saglamak
amaci ile kullanilarak greftin dogru
vaskulerizasyonu garanti altina
alinmalidir.

Ogrenilecekler

Bu sunumda mandibuler donor bélgelerin
farklihklan  gosterilip, ~ 6zel  cerrahi
enstrumanlar ile minimal invazivden daha
genis capli kemik elde edim teknikleri ile
otojen kemik greftlemesinin yeni “Biyolojik
Konsepti” tartisilacaktir.

Dr. Zadeh, Southern California (USC) Universitesi
Herman Ostrow Dis Hekimligi fakultesinde,
Associate Professor ve post-doctoral periodonto-
loji programi direktériidtir ve American Board of
Periodontoloji diplomat tiyesidir. Dr. Zadeh, dds
tinvanini USC Ostrow Dis Hekimligi Fakdiltesin-
den almistir. Ayni zamanda University
Connecticut Universitesi Dental Medicine and
Medicine Okullarinda Periyodontoloji ileri klinik
egitmini tamamiamis ve immunoloji alaninda
PhD derecesini aimaya hak kazanmistir. Dr.
Zadeh klinik ve bilimsel uzman olarak
uluslaraarasi olarak taninmaktadir. Klinik ilgi
alanlan estetikten, doku miihendisligi de dahil
olmak tizere mimimal invasive periyodontal ve
implant cerrahiye kadar uzanmaktadir. Dr.
Zadeh, USC'de Immunoregulation ve doku
miihendisligi Laboratuarini (LITE) yénetmektedir
ve dental implantlarin sonuglari olarak kfinik
vakalar da dahif omak lizere saglikli/hastaiikir
durumlar altinda kemik regulasyonu ve doku
rejenerasyonu/yikimi lizerine temel mekanizma-
lar tizerine ¢alismalar yapmaya kendini
adamistir. Kitap béliimleri de dahil olmak tizere
¢ok genis alanda bir cok yaymi vardir. Son alti
yildir etkinligi olan USC-Taiwan Comprehensive
Surgical and Restorative Implant Training
Program da dahil olmak tizere, suan 41 inci yiflik
toplantisini diizenleyen USC international
Periodontal and implant Symposium
direktériidiir.

American Academy of Periodontology (AAP),
Academy of Osseointegration (AO), American
Academy of Esthetic Dentistry (AAED) and
American Association for Dental Research (AADR)
‘de aktif tiyedir. Dr. Zadeh ayni zamanda gtiney
Kaliforniyada Periyodontolojiyle sinirli olmak
tizere part-time muayenehanecilik yapmaktadr.

Peri-Implant Yumusak Doku
Yonetimi Implant Cevresinde
Keratinize Sert Doku Gerekli
mi?

Peri-Implant kemik uzun zamandir implant
saghginin idamesinde en 6nemli faktor olarak
dusunulmektedir. Peri-implant yumusak doku
ise cogunlukla implant destekli restorasyonla-
rin estetik yoniyle iliskilendiriliyordu. Fakat,
son caligmlar ideal kalite ve kalinliktaki
peri-implant mukozanin peri-implant
dokulardaki enflamasyon kontrolu ve kemik
stabilitesi ile uzun dénemdeki saghgi
lzerindeki etkisinin dnemini gostermektedir.
Bu sebeple implant tedavisi 6ncesinde 6zellikle
yumusak doku miktar ve kalitesinin detayh
olarak incelenmesi ve risk degerlendirilmesi
yapilmasi gerekmektedir. Yumusak doku
ogmentasyonu ihtiyacina karar verilmesine
yardimci bir tablo gésterilecektir.

Ogrenilecekler

Sunum sonunda katilimcilar bu konularda bilgi
sahibi olurlar

- Peri-implant yumusak doku biyotipinin
6nemi ve keratinize mukoza

- Yumusak doku ihtiyacina olup olmadigina
karar verme.

- Yumusak doku ogmentasyonunda farkli
teknik ve materyaller.

New York’s Stony Brook Univesitesi Dis
Hekimligi Fakiiltesi'nde Periodontoloji
Profeséru; Johann,

Wolfgang Goethe Universitesi'nde Oral
Cerrahi ve Implantoloji Profesord,
Periodontoloji, Prostodonti ve Oral Cerrahi
Uzerine Almanya ve New York'da egitim
gormiisttir;

Almanya'da Oral Cerrahi ve implantoloji
tizerine sertifikalidir. Roachester
Universitesinden Periodontoloji
sertifikahdir.

2012-2014 Stony Brook Universitesi Dis
Hekimligi Fakiiltesi Klinik Isler Dekan
Yardimcrsi,

2007-2012 Rochester Universitesi Klinik Dis
Hekimligi Profesérti,

2004-2007 NYUCD'de Lazer Bilimleri
profesor ve direktort,

New York ve Avrupa'da dis hekimligi
lisansii. Academy of Osseointegration, Int.
College of Dentists, ICOI, ITI Foundation,
American Society for Laser Medicine and
Surgery ve International Academy for
Dental Facial Esthetics toplulukiarinda
Fellowship sahibi.

Journal of Periodontology, Int. J Oral
Maxillofacial Implants, Clinical Implant
Dent Related Res, J Prosthodontics,
Odontology (Associate Editor),
Photomedicine Laser Surgery, Materials,
Quintessence Int, Compendium, int. J Dent
ve diger bircok dergide editéryef kurul
tiyeligi. 350den fazla yayin. 5 kitabin
yazari, 45'den fazla lilkede 800'(in Ustiinde
sunum ve bircok bilimsel kurulda tiyelik ve
yoneticilik.

Sert Doku Augmentasyon
Gelismeler ve
Dishekimligindeki
Komplikasyon Yonetimi

Kemik ogmentasyonlari kullanilan greft
materyaline ve yiiksek kalite membranla-
rin stabilitesine bagli olarak farkli basari
ve rezorpsiyon seviyelerine sahip olan
son teknoloji cerrahi prosediirlerdir. Bu
derste kemik stabilitesi ile yonlendirilmis
kemik rejenerasyonu tekniginin
uygulanisini ve greft uygulanmis
kemigin rezorpsiyonunu kontrol altina
almak icin protokol ve secenekler
tartigilacaktir. implant dis hekimliginde
krestal kemik kaybina bagli olarak
gelisen komplikasyonlar sunulacak ve
implant gevresinde kemik kaybinin
yonetimi ve uzun dénem implant
hayatta kalimi tizerine vurgu yapilacaktir.

Ogrenilecekler

Graft materyallerinin biyolojisini daha iyi
seviyede 6grenmek. Krestal kemik
stabilitesini saglamak icin teknikler,
Periimplantitis tedavi secenekleri.
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Dr.Diego Veldsquez, DDS, MSD,
Kolombiya Pontificia Universitesi
Javeriana Dis Hekimligi Fakiiitesi
mezunudur. Rotary Kurumu efgilik
bursu ile Indiana Universitesi Dis
Hekimligi Fakiiftesinde Prostodonti ve
Dental materyaller lizerine
postdoctoral egitimini tamamlamistir
ve ayni zaamnda Dis Hekimligi
biliminde master derecesini almistir.
San Antonio’ da Teksas Saglik Bilimleri
merkezi Universitesinde Periodontoloji
egitimini tamamlamsstir.

Dr. Velasquez Fenton, Michigan
Universitesi Dis Hekimligi fakiiltesinde
Profesor olarak gérev yapmaktadir.
American Board of Periodontology
dipfomat liyesidir ve halen Journal of
Periodontology, Clinical Advances in
Periodontics’ de heyet liyesidir ve The
International Journal of Periodontics
and Restorative Dentistry'de
danismandir. Yurtii ve yutdisinda bir
¢ok konferans vermistir ve
prostodonti, periyodontoloji ve dental
implantlarla ilgili konularda birgok
yayini vardir.

Dr. Velasquez, American Academy of
Periodontology Kurumunun, “Dr. and
Mrs. Gerald M. Kramer Scholarship for
Excellence” 6diiltini almustir. Bircok
farklr kapasitede liderlik konumunda
gérev yapan bir cok profesyonef
dernekte aktif olarak ¢calismaktadir.

Tahmin Edilebilir
Kollajen Temelli
Yumusak ve Sert Doku
Greft Alternatifleri:
Glincelleme

Gelecekteki implant tedavisine
hazirlik olarak ¢ekim sonrasi farkl
biyomateryallerin asimile olmasi
tetiklenerek kemik ve yumusak
dokunun iyilesmesinin gelistirilmesi.

Ogrenilecekler

1- Tum biyomateryaller ayni degildir.
Farkli materyaller farkli kosullar
altinda daha iyi sonuglar dogururlar.
Bu konseptlerin anlasiimasi ve
uygulamasi lizerine bir degerlendir-
me.

2- Defekt se¢imi, cerrahi teknik
rehberleri, tedaviyi destekleyen
sonug ve arastirmalar katiimcilarla
paylasilacaktir.
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Egitim

2006 D.M.D. Universidad Cuauhtemoc
(Mexico)

Mezuniyet sonrasi egitim ve gorevler:
2006 Universidad Cuauhtemoc
(Meksika) Prostodonti Felfowship
tyeligi,

2008 Loma Linda Universitesi Cerrahi
/Protez Implant Dis Hekimligi,

2009 ISSSTE Hospital (Meksika)
Maksillofasiyal Cerrahi,

2011 Rochester Universitesi Genel Dis
Hekimligi (AEGD) ileri egitim,

2013 Pensilvanya Universitesi Adrt
ybnetimi,

2014 Pensilvanya Universitesi
Periodontolji,

2014 Pensilvanya Universitesi Oral
Biyoloji Masters,

2014 J Morita, irvine, Ca Klinik Laser
Egitimi,

Facuity Appointments:

2011- 2014 Pensilvanya Universitesi
Periodontal 6gretim goreviisi,
2011-2014 Pensilvanya Universitesi
Predoktoral Klinik égretim gérevlisi,
2014- 2015 Pensilvanya Universitesi
Postdoktoral Klinik 6gretim géreviisi,
2015- Pensilvanya Universitesi
Postdoktoral Klinik Profesérti,

2016- ISSSTE Hastanesi Maxillofasyial
& Rekontruktif Cerrahi Anabilim Dali
Profesoriik,

Is Deneyimi :

2006-2010 Sarmiento Dental Private
Practice (Guadalajara),

2007-2010 Sarmiento Dental Private
Practice (Tijuana),

2014-2015 Dr. Stuart Froum, DDS, PC
Private Practice (New York New York),
2015- Pollack Periodontal Associates
Private Practice (New York New York).

Perimplantitisin
Anlasilmasi ve Siniflamasi

Peri-implant kemik seviyesi patolojik
ve patolojik olmayan kosullardan
etkilenir. Peri-implant hastaliklar son
yillarda daha iyi anlasilmistir. Bircok
yayin peri-implant hastalilari
siddetine gore siniflandirmistir,
etiyoloji mevcut siniflandirmalarda
dikkate alinmamistir. Bu sunumun
hedefi peri-imlantitise sebep
oabilecek bircok etiyolojiyi ve risk
faktoriini degerlendirmektir.
Tartismada temel olarak bakteriyel,
kalmis sement, komsu dokulardaki
patolojiler, iyatrojenik faktorler ve
keratinize gingivanin eksikliginden
kaynaklanan peri-implantitisi iceren
bes kategorili siniflandirma esas
alinacaktir.

Ogrenilecekler
Peri-implantitisin etiyolojisini ve
tedavi sonuclarini anlama,
hastaliklarin ana sebeplerini ayirt
etmek igin bes kategorili siniflandir-
manin sunulmasi.
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italya Milan Universitesinden 1984'de
dis hekimi ve 1986 yilinda Ortodonti
uzmani tnvanini almistir. Loma Linda
CA Loma Linda Universitesi, 1991'de, Dis
Hekimligi Fakdiltesi Oral ve Maksillo-Fa-
siyal Cerrahi Anabilim Dali , Fellowship
tyeligi, Miami FL Miami Universitesi Tip
Fakiiltesi 2000de Oral ve Maksillo-Fasi-
yal Cerrahi B6/imii (Head: Robert E.
Marx, DDS), Fellowship lyeligi almistir.
Halen, italya Milanda Milan
Universitesi, IRCCS, Galeazzi
Enstitiistinde, Biomedikal, Cerrahi ve Dis
Hekimligi Bilimleri Anabilim Dal
Baskani, Implant Dis Hekiml/igi ve Oral
Rehabilitasyon Bélim Baskant. ltalya
Milan'da Mitan Universitesi Dis
Hekimligi Fakiltesin de Profesor olarak
gorev yapmaktadir.

Oral Cerrahi ve implantoloji (SICOI)
italyan Toplulugu eski baskan: (2007 —
2008) CE programiart icin ltalyan Sagihik
Bakanligi Komitesinde Oral Cerrahi and
Implant Dis Hekimligi alaninda
hakemlik, Oral Health Grubunda,
elestirmen, European Board of Oral
Surgery (EFOSS) aktif tiyelik bircok
dergide ve kitapta editérlik yapmistir.
2007 International Journal of Oral and
Maxillofacial implants (LOMI)’ da
yayinlanan en iyi makale Wifliam R.
Laney Odiilii sahibi . PubMed indeksden
101 uzerin de atif da bulunuimustur.
2017-2018yilin da ftalyan Academy of
Osseintegration Toplulugunun Baskani
olacak(lAO).

Cagdas Sinus Cerrahisi ve
Tedavideki Alternatifler
Posterior

Maksilla Atrofisinin
Cagdas Tedavisi

Bu sunumda dental implantlarla
birlikte uygulanan sintis ogmantas-
yonlarinin klinik basarisi ve sonuglari
tartisilacaktir. Ayni zamanda piezo
cerrahi ve geleneksel yontemlerde
yapilan cerrahi kiyaslanacaktir. Sints
agmantasyonlarinda degisik greft
materyalleri, membranlar ve greftleme
teknikleri de vakalar lizerinde
irdelenecektir. Siniis ogmantasyonla-
rinda greflemeyle birlikte implantlarin
ayni seansta nasil yerlestirildigi kanita
dayali olarak degerlendirilecektir.
Yontemin basarisi bakimindan klinik,
radyografik ve histolojik bulgular ve
alternatif tedavi yontemleride ayrintili
olarak tartisilacaktir.

Ogrenilecekler

» Komplikasyonlar 6nlemek ve en iyi
sonuglari elde etmek icin gerekli
cerrahi anatomi.

+ Dogru cerrahi 6ncesi planlama.

+ Adim adim cerrahi teknik.

« Greft materyali secimi.

» Adim adim protetik teknikler.

Sempozyumu Bilimsel Program 6 - 7 Ekim 2017

PROF. DR.
JOSE CARLOS ROSA

[~ 7EKIM2017
(U 13:30-15:30

- Dishekimligi Fakuitesi - Federal
University of Santa Maria -BRAZIL -
1988,

- Periodontoloji Uzerine Uzmanlik
Kursu, Sdo Paulo Association of
Dental Surgeons — Brazil, 1991,

- Prostodonti Uzerine Uzmanlik
Kursu, Center of Dental Research Sdo
Leopoldo MandicBrazil, 2003,

- Prostodonti Mastiri, Center of
Dental Research Sédo Leopoldo
Mandic --Brazil, 2005,

- Oral iImplantoloji Doktorasi, Center
of Dental Research Sao Leopoldo
Mandic - Brazil, 2013,

- "Immediate Dentoalveolar
Restoration - Immediately loaded
implants in compromised sockets"
kitabinin yazari.

- Caxias do Sul/RS Brezilya'da ozel
muayenehane sahibi.

Immediat Detoalveolar
Restorastyon (IDR) -
Defektli Alveolar
Soketlerde (Immediate)
Yiiklenen Implantlar -
Adim Adim Teknik ve
Kemik Biyolojisi

Estetik bolgede tek disin
degistirilmesi dental implantlarin
yerlestirilmesi endikasyonlarindan
en sik rastlaninlardandir. Kemik
kaybi ve dis eti cekilmesi gibi
defektli durumlar farkli klinik
secimleri ortaya ¢ikabilir. Immediat
Dentoalveoalar Restorasyon (IDR)
tek tek digleri immediate
yukleyebilme endikasyonlarini
genisletmek icin olusturulmus bir
tekniktir. Bu sekilde farkli doku
eksiklikleri implant yerlestirilmesi
ile ayni cerrahide ve gegici kron
yerlestirilmesi sirasinda giderilerek
randevu sayisi azaltilir ve estetik
tahmin edilebilirlik arttirilir. Ders
sirasinda bilimsel altyapi, adim
adim uygulama, endikasyon ve
kemik morfolojisi Uzerinde
duracagiz. Koruyucu cerrahi
teknikleri, flepsiz proseddrler ile
IDR teknigi tekrarlanabilir ve
gegerli bir alternatif olusturmakta-
dir. Ayrica, ilgili diste alveolar
kortikal kemik defektleri olan ve
diseti cekilmesi ile veya diseti
cekilmesi olmadan seyreden
bazilari 10 yil takip streleri olan
vakalari réntgen ve tomogrofi
goriintuleri ile sunacagiz.

Ogrenilecekler

1. Bu kurs ¢ekim soketine
yaklasimlarini iyilestirmek isteyen
klinisyenler icin tasarlanmistir.

2. IDR tekniginin temellerini, teknik
ve endikasyonlarini anlamak.

3. Kortiko - kanseloz - greflerin
kullanimi, alveolar - defektin
tamamen dizeltilmesi ve uclu greft
kullanimi.

4. Ideal Kuron cikis profili.

5. Implant destekli restorasyonlar-
da modern konsteptler.
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o Michigan Universitesi Periodontolji Anabilim Dalin da ®
Boston Universitesi, Oral and Maksillofasiyal cerrahi bolumun
de, Pensilvanya Universitesi Endodonti Anabilimdaln da
Profesor olarak gorev yapmaktadir ® Bucharest Universitesi
“Carol Davila “onur profesorii, ® Szeged Dis Hekimligi
fakiiftesi davetli profesér ® Temeschburg. Implantoloji
bélimu davetli professor olarak da gorev yapmaktadir ®
Dr.Steigmann ¢ok genis sayida konferanslar vermekte ve
yayinlar yapmaktadir Bircok farkli kurum ve kurufusa tyeligi
vardir (DGOJ, FIZ veBDIZ ). diger Avrupa toplulukiarinda
diplomat tiyeligi vardir, DGOI iiyeligi vardir Dr. Steigmann
ayni zamanda Budapeste Universitesi oral and maksillofasiyal
cerrahi bélimiinden “Semmelweiss” nisani almistir. ® Dr.
Steigmann 2005 yilinda Neumarkt Universitesinden Phd
derecesini almistir. ® 2002-2012 “Update Implantoloji
Heidelberg” Kurucu ve bilimsef baskan; ® “Steigmann
Institute” kurucu ve direktérii ® Dr. Steigmann halen Aimanya
Neckargemiind'de muaynehanecilik yapmaya devam
etmektedir.

implant Cerrahisinde Riski Azaltip
Estetigi Gelistirme ve Dis ve implantla-
rin Cevresindeki Yumusak Dokunun
Estetik Tedavisi

Klinik olarak immediat veya gecikmeli implant yerlestiriimesi
sonrasinda dogal gingival estetik saglamak ¢ok zor bir
gdrevdir. Implant cerrahisi sirasinda yumusak dokunun
stabilitesi implant bolgesi ve komsu disler icin 6zellikle greft
uygulamas gerekli ise cok 6nemliidir. Estetik bolgede,
karmastk vakalarda biiyiik yumusak doku manipulasyon/ari
gerektiginde yeni insizyon metodlari, farkh flep tasarimlari ve
dikisler gerekli olmaktadir. Bu derste yumusak dokunun
biyotipine gére implantiar icin tahmin edilebilir yumusak
doku maniptlasyon metodlar; agiklanacaktir. Yumusak doku
maniptlasyonudaki kiinik tecriibelerimize dayanarak
yumusak doku cerrahisini degistirebiliriz.

lyilesme sonrasi yapilan gegikmis implant yerlestiriimesinde
ise papillerin ve midfasyal yumusak dokularin rekostruksuyo-
nunu saglamak daha da zordur. Béyle durumlarda cerrahi
/protetik algoritma gerekli hale gelmektedir. Estetik b6lgeye
yerlestirilen immediat veya gecikmis implantiarin sayisindaki
artisla beraber karsimiza papil kaybi ve yumusak doku
cekilmesi gibi komplikasyonlaria karsiiastyoruz. Bu derste
papil yiiksekligini arttirma ve implant cevresindeki yumusak
dokularin cekilmesini diizeltmek icin 6ngortilebilir bir metod
yoktur. Bu ytizden de bu gibi vakalarda daha ¢ok tedavi
secenegine ihtiyag vardir. Yumusak doku kompleksi yéntinden
istenen sonuclar planiama asamasinda elde etmek icin greft
uygulamas: ve prostetik uygulamalar kesinlikle gereklidir.

Ogrenilecekler

1. Estetik bolgede cikis profilinin &nemini anlamak ve dogal
yumusak doku icin gereklilikler

2. Implant ve kron arasindaki gegis bolgesini diizeltmek icin
cerrahi secenekleri anlamak

3. implant estetigi icin dogru iyilesme abutmenti veya
gecici kronu segmek

4. Cok sayidaki implant cerrahisi ve prostetik teknigin tedavi
akisina asina olmak

5. Klinisyenler farkh durumlara goére farkli tedavi planlari
olusturmayi 6grenecekler

6. Guincel prostetik teknoloji ile implantlar icin yumusak
doku rekonstuksiyonunu 6grenecekler

7. Katilimcilar prostetik ve estetik olarak implant konumunu
planlayacaklar.
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POSTER BILDIRI OZETI GENEL KURALLARI

Bildirilerin ingilizce olarak yazilmasi ve yazim kurallarina
uyulmasi zorunludur. Poster bildirilerde tiim yazarlarin ad,
soyad ve adres detaylari acik olarak yer almak zorundadir.
Bildiriler giris, gerecler ve yontem, sonuglar ve tartisma olarak
diizenlenmelidir. Kisaltmalar ilk yer alista agiklamali olarak yer
almalidir. Kaynaklar genel olarak yer almazlar, ancak zorunlu
kosullarda birkag adet yer alabilir. insanlar Gizerinde yapilan
arastirmalar ile ilgili olarak bildirilerin etik kurul onaylar
kanunlarina uygun olmasi kosulu aranacaktir. Ozetin tamam,

KONAKLAMA
RI XO 8

PREMIUM BODRUM

Rixos Premium Bodrum, 187 bin metrekare alana sahip olup
kalite ile mikemmelligi birlestirerek liiksii ve konforu
beraberinde sunuyor. Mavi bayrakli denizi , Ozel plaji ,
havuzlari, st diizey konforla donatiimis oda, siit ve villalari,
A'la Carte restoranlari, barlari ve muhtesem SPA'si ile

GALA YEMEGI BODRUM TRAFO

baslik ve yazar adi dahil 250 kelimeyi. Baslik ise en fazla 10
sozclk icermelidir. Yazi karakteri olarak Calibri kullaniimali ve
punto buytkligu 10 olmali ve 6zetlerin icerisinde tablo, grafik,
sekil olmamalidir.

“Kabul edilen posterlerin bilimsel programda yer almasi icin
sorumlu yazarin 15 Agustos 2017 tarihine kadar sempozyum
kayit yaptirmis olmasi gereklidir. Symposium kayit yaptirmayan
sorumlu vyazarlara ait poster bilimsel programinda yer
almiyacaktir. 250 kelimeyi asan 6zetler komite tarafindan kabul
edilmeyecektir

Poster Konulan

hayallerinizin 6tesinde bir tatil sunuyor.

Lokasyon

« Rixos Premium Bodrum; sahip oldugu benzersiz konumla
herkes icin harika bir tatil olanagi sunuyor.

+ Bodrum merkeze 10 km mesafe.

+ Milas - Bodrum Havalimani'na 25 km mesafe.

« Tarihi, kilturel , dogal glzellikler ve eglence diinyasina
yakinlik.

Konaklama

Ege Denizi'nin huzurlu atmosferinde; glinesin, denizin,

Bodrum trafo da yapilacaktir. Gala yemegin-
de Gizem Berk bizlerle olacaktir. En gtizel
sarkilarini grubu ile beraber seslendirecek.

2. solo alblimii
“Elimi Birakma"y1
Nisan 2015'de Ada

Yumusak ve sert doku graft uygulamalarin da riskler ve Gddiller eglencenin, yeme icmenin tadina varacaginiz; hafizanizda Miizik etiketiyle
Bildirilerin Gonderilmesi ) L ) ) yer edecek bir tatil Rixos Premium Bodrum'da sizi bekliyor. yayinlanan Gizem
meffert@meffertimplant.com adresine email génderilecektir. [ = BERK'in, Oguz

Degerlendirme internet (izerinden arastirmacilarin ad / soyad
ve kurumlar gizli tutularak, bildiri degerlendirme kurulunca
yapilacaktir. Bildirilerin degerlendirmeye alinabilmesi igin sunu
yapacak yazarin kongre kayit isleminin tamamlanmis olmasi
gerekmektedir. Degerlendirme sonucu tim bildiri sahiplerine
sonug yazisi olarak gonderilecektir. Bu konuda kongre diizenle-
me kurulu tam yetkilidir.

“Poster Sunu” olarak kabul edilen bildiriler, Kongre merkezinde
olusturulacak olan Poster Alani’nda sergilenecek olup;
belirtilen tarih ve saatte, oturum baskanlari nezaretinde
sunulacak ve tartisilacaktir.

Dereceye giren posterler segilecektir.

Sirmali ve Cem
Adrian ile duetleri
de bulunmaktadir.

DIPLOMAT-FELLOW
SERTIFIKA TORENI

Gala yemeginde Fellow ve Diplomat uyelige
yukselen doktorlara toren ile sertifikalari
verilecektir. Fellow ve Diplomatlik sinav icin
Adem Sahin ile litfen temasa gegin.

GENEL BILGILER ANASPONSOR

% Sempozyum Dili BODRUM
Sempozyum dili ingilizce ve Tiirkge 'dir. e = ©
o Senen e  ORTOPLAST mnd“]gn li \
Yy Ekim ayinda beklenen sicaklik 28-33°C ™ .
A
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sempozyum merkezi arasindaki mesafe 25 km 4 -
uzakliktadir. Havaalanina arasindaki ulasim igin Dental Implant D Denital 'rc’ " GEIS I ICh
bodrum tur ile temasa gecebilirsiniz. r r r Bimatenals
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Kredi kart: tek cekim ve I — 3
taksitlendirmede EURO HESAP BILGILERI TL HESAP BILGILERI %
komisyon ilave edilir. AKBANK Sube Kodu - Adi: 0116 - KAVAKLIDERE/ANKARA AKBANK Sube Kodu : 0116 KAVAKLIDERE/ANKARA S
HESAP ADI MEFFERT IMPLANT ENSTITUSU DERNEGI HESAP ADI MEFFERT IMPLANT ENSTITUSU DERNEGI g
Hesap No 0101075 Hesap No 0100769 o
IBAN TR 5000 0460 0116 0360 0010 1075 IBAN TR420004600116888000100769 3
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ILK 80 kisi icin ?q?eZo?l;I]:mer ﬁl—ﬁUw 7122a24§7a§ 450 euro 275 euro
ILK 80 kisi icin géce/konakla ea il-SINGLE 6dada kisi ba! 550 euro 300 euro N § .
ILK  80-160 kisiicin 3 gece konaklama her sey dahil DUBLE odada kisi basi 550 euro 325 euro PROGRAM UCRETINE DAHIL OLANLAR
ILK _ 80160 kisilgin _3 gece konaklama her sey dahil SINGLE odadakisibasi 650euro _ 350euro |3 Gecehersey dahil KONAKLAMA |8 Ekim 12:00 Otel Ciki
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160 kisi sonrasi 3 gece konaklama her sey dahil SINGLE odada kisi basi 750 euro 450 euro | 7 Ekim saat 19.00 de GALA YEMEGI

SDEME BILGISI Refakatgiler hersey dahil sistemi ile konaklayacaktir.
FAXLAYINIZ: 0312 427 36 31
Yukaridaki bilgilerin dogru oldugunu kabul ediyorum.

Egitim programinin yapilmasi icin MEFFERT IMPLANT ENSTITUSU DERNEGI tarafindan yukarida belirtilen bilgiler dogrultusunda bagis kaydedilmesini beyan ederim. Formun aslinin faxlanmasi
veya elden teslim edilmis olmasi gerekmektedir. Enstiti Programlarda gereklilik durumunda degisiklik yapma hakkina sahiptir. Evrak imzalandidi tarihten itibaren isleme girer iade ve iptaller
su sekildedir.

1 Mayis 2016 — 1 Haziran 2016 tarihlerinde iptallerde katiim tcretinin %10 iade edilmez.

1 Haziran 2016-1 Temmuz 2016 tarihlerinde iptallerde %20 iade edilmez.

1 Temmuz 2016 dan sonraki kayitlarda iade ve iptal yapilmaz. Uyumsuzluk halinde Ankara Mahkemeleri selayetindedir.
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