DDILONAN

REVISTA STOMATOLOGJIKE | JOURNAL OF DENTISTRY

viti | year

22

dhjetor | december

2020
fage | pages
1-90
Tetove | Tetovo

nr. | no.



BETIMI | HIPOKRATIT

Me té hyre ne rradhét e anétaréve te profe
sionit mjekésor, betohem solemnisht

se jetén time do ta vé né shérbim te
humanitetit:

Pér mésuesit e mi do té kemé gjithmoné
miradi e respekt té merituar.

Detyren time do ta ushtrojé me ndérgjegje e
dinjitet.

Brengosja ime mé e madhe do te jeté
shéndeti i pacientit tim.

Do t’i ruaj me tére fuginé gé kam nderin dhe
traditén fisnike té profesionit mjekésor.
Kolegét e mi do ti kem véllezér.

Né punéen time me té semurét nuk do

te ndikoje kurrfaré paragjykimi mbi
perkatésiné fetare, kombétare, racore,
politike a klasore.

Jetén e njeriut do ta respektojé absolutisht,
gé nga zanafilla e saj.

Nuk do té lejojé as né rrethana kércenimi
gé dija ime jetésore té pérdoret ne
kundérshtim me ligjete humanitetit.

Keéte betim e jap solemnisht dhe me vullnet
duke u mbéshtetur né nderin tim.

HIPPOCRATIC OATH

At the time of being admitted as a Member
of the medical profession | solemnly pledge
my self to dedicate my life to the service of
humanity:

| will give to my teachers the respect and
gratitude which is their due;

| will practise my profession with
conscience and dignity;

The health and life of my patient will be my
first consideration;

| will respect the secrets which are confided
in me;

| will maintain by all means in my power,
the honour and the noble traditions of the
medical profession;

My colleagues will be my brothers:

| will not/permit considerations of religion,
nationality, race, politics or social standing
to intervene between my duty and my
patient;

| will maintain the utmost respect for
human life, from the time of its conception.
Even under threat,

| will not use my medical knowledge
contrary to the laws of humanity;

| make these promises solemnly, freely and
upon my honour.
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EDITORIAL

Té nderuar kolegé, bashkpunétor dhe lexues,

Té gjithé jemi déshmitar se kjo ka gené njé periudhé
e véshtiré dhe pérditshméria joné ka ndryshuar né
ményré drastike. Ky numeér i revistés Apolonia na gjen
duke punuar né kushte té jashtzakonshme.

Pandemia globale COVID-19 vazhdon té keté
efekte shkatérruese shéndetésore, ekonomike dhe
sociale dhe po ndikon thellésisht né ofrimin e
shérbimeve shéndetésore. Pér shkak té rrezigeve
té infeksionit, si profesion me rrezikshméri mé té
larté, shérbimet dentare né pjesén mé té madhe té
botés jané mbyllur gé nga fundi i Marsit, 2020.
Gjaté késaj periudhe jané ofruar shérbime vetém né
kujdesin urgjent dentar. Shérbimet dentare tani jané
rihapur, dhe gjaté késaj periudhe té rekomandimeve
pér distancim social, dentistét detyrohen té jené né
kontakt té aférm me pacienté. Friga nga mundésia e
transmetimit té sémundjes né anén tjetér ka reduktuar
né numér té madh pacientét né klinikat dentare.

Kéto fakte na detyrojné té béjmé ndryshim té
konsiderueshém protokolet e sigurisé shéndetsore
gé e véshtirson tej mase punén tone té pérditshme.
Momente té tilla na detyrojné té reflektojmé dhe té
mendojmé pér reformat & mundshme né shérbimet
dentare qé do té ishin mé se té nevojshme pér té
mbrojtur shéndetin toné dhe té pacientéve tané.

Té kemi siguriné si prioritet né punén toné dhe té
tejkalojmé sé bashku kété sfideé.

Me respekt,

Doc. Dr. Lindihana Emini
Kryeredaktor

EDITORIAL

Dear colleagues, collaborators and readers,

We are all advocates that this has been a tough
period and our daily lives have changed drastically.
Thus, this issue of Apolonia magazine finds us
working in extraordinary conditions.

Unfortunately, the global COVID-19 pandemic
continues to have devastating health, economic
and social effects; therefore, it is also affecting the
delivery of health services profoundly. Health and
social workers keep on working with total dedication
under extremely demanding circumstances. While
the risk of infection is fairly high for most workers,
it is particularly high for dental professionals. Due to
the risks of infection, dental services in most parts of
the world have been closed since the end of March
2020. During this period, only emergency dental care
services were provided. Despite the numerous social
distancing recommendations, dental services have
now reopened and dentists are compelled to be in
close contact with patients.

These facts force us to make significant changes
to health safety protocols, which make our day-to-
day work extremely difficult. Such moments force us
to reflect and think about possible reforms in dental
services that would be more than necessary to protect
our health and that of our patients.

Let us all consider safety as our top priority and
get through this together!

Thank you,

" Doc. Dr. Lindihana Emini
L0 Editor-in-chief
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NDIKIMI | DHEMBEVE TE KEQFORMUAR
NE PERIODONCIUM

Zumri Emurllai’, Marija Zuzelova?, Marija Nakova?,
Sabetim Cerkezi®
1. 0S DEA DENT-GOSTIVAR, drzumri@gmail.com

ABSTRAKT

Qéllimi: té tregohet lidhshméria e dhémbéve té
keqformuar me shéndetin parodontal.

Metoda: Nga total 350 pacienté té ekzaminuar,
nga té dy gjinité té moshés 17 deri né 45 vjecar, 105
pacienté u zgjodhén pér kété studim, me prezencé
dhémb/éve té keqformuar dhe problem parodontal.
Pér secilin pacient, sé pari kryhet kontroll vizuele pér
té pércaktuar llojin e dhémb/éve té keqformuar, dhe
menjéheré pas késaj béhet njé diagnozé parodontale,
duke e krahasuar me parametrat klinike né vijim:
gjakderdhje gjaté vendosjes sé sondés, humbje té
ndérlidhjes parondontale dhe thellésis gjaté vendosjes
sé sondés.

Pérté gjithé éshté béré analizé statistikore me shenja
numerike dhe éshté pérpunuar statistiké pérshkruese
(vlerat minimale, maksimale, devijim standard dhe
koeficient i variacionit). Pér analizén u pérdor edhe
Chi-Square testi, dhe kur kushtet pér pérdorimin e tij
nuk jané pérmbushur, éshté pérdorur testimi i sakté
Fisher. Niveli i réndésisé éshté vendosur né 5.0%.

REZULTATI

Anomalité mé té zakonshme té pranishme né kété
studim jané: rotacioni i dhémb/éve / me 76.9%,
dendésia me 48.9% dhe inklinacion mezial i molar/
it me 47.8%. Shpérndarjet e ndryshimeve patologjike
periodontale, treguan se pacientét me prezenc té
inklinacionit meziale té molarit/molareve dhe kané
100% gingivit kronik margjinal, né inklinacionin e
izoluar bukal té dhémbit me 71.8%, rritje té gingivés
né disa pjesé me dendési né pjesén frontale me 47.8%,
dhe me periodontitis kronik me 48.9%. Né té gjitha
llojet, vetém dhémbét e izoluar me prirje té dhémbit
dhe izolimi i tepért i incizorit maksilar u shogéruan
ndjeshém me recesionin e gingivés (p <0.05).
Pérfundimi: Nga shembulli i pérzgjedhur me
lloje té ndryshme té anomalive né pozicionin e

THE IMPACT OF MALFORMED TEETH
ON THE PERIODONTIUM

Zumri Emurllai’, Marija Zuzelova', Marija Nakova?,
Sabetim Cerkezi?
1.0S DEA DENT-GOSTIVAR, drzumri@gmail.com

ABSTRACT

Aim: to show the association of malformed teeth with
periodontal health.

Method: total of 350 patients were examined, of
both genders, aged 17 to 45 years, 105 patients were
selected for this study with the presence of a mapped
tooth and periodontal problem. For each patient, first
a visual inspection is performed to determine the type
of malignant tooth / teeth and immediately afterwards,
a periodontal diagnosis is made, compared to the
following clinical parameters: bleeding at diagnosis
during sowing, loss of paradental adaptation, and
depth at suturing.

To all was made a statistical analysis with
numerical marks, Descriptive statistics (minimum,
maximum values, standard deviation and coefficient
of variation). The Chi-square test was also used for
the analysis, and when the conditions for its use
were not met, the correct test fissure was used. The
significance level is set at 5.0%.

RESULTS

The most common anomalies present in this study
are: tooth/teeth rotations with 76.9%, 48.9%
compactness and mesial inclination of the molar
with 47.8%. Distribution of pathological periodontal
changes has been shown in patients with the presence
of mesial inclination of the molar /molars, and have
100% chronic marginal gingivitis, in isolated buccal
inclination of the tooth with 71.8%, increase in gingiva
in some areas with density in the frontal region with
47.8 %, and with chronic periodontitis with 48.9%.
In all of the types, only the isolated buccal inclined
teeth and the over-protrusion of the maxillary incisor
were significantly associated with gingival recession
(p <0.05).

Conclusion: From the selected sample with
different types of anomalies in the position of the tooth
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dhémbit/dhémbéve, u shogéruan ndjeshém me
ndryshimet né parodont, si¢ jané: gingiviti kronik
margjinal, zmadhimi i gingivés, recesioni i gingivés
dhe periodontiti kronik. Pacientéve u rekomandohet
trajtimi ortodontik, si dhe trajtimi parodontal bazik
dhe kirurgjik.

Fjalé kyce: dhémbé té keqformuar, shéndeti
parodontal, trajtim ortodontik.

HYRJE

Keqgformimi i dhémbéve pércaktohet si mungesé e
lidhjes ndérmjet hargeve té sipérme dhe té poshtme
té dhémbéve dhe pérshtatjes jo normale té dhémbéve.
Malokluzioni mund té rrisé rrezikun e traumés
stomatologjike, kariesit, problem me parodontin dhe
disfunksione orale si pér éshté frymémarrja, pértypja,
gélltitja dhe véshtirési né té folur.

Nga disa gjendje patologjike qé prekin zgavrén
e gojés, malokluzioni éshté problemi i treté mé i
réndésishém né popullatén botérore. Kjo ka ¢uar né
rritjen e interesit pér trajtimin ortodontik né shumé
vende.

Kur kemi prani té anomalisé ortodontike,
vecanérisht té llojit té njé ose mé shumé dhémbéve té
keqformuar, gasja diagnostikuese duhet té rishikohet
né ményré ekipore nga ana e ortodontit, pediatrit dhe
paradontologut.

Komponenti diagnostik i paradontologut dhe
ortodontit duhet té jeté njé praktiké e zakonshme
né klinikat dentare, vecanérisht nga specialistét.
Prandaj, diagnoza e hershme e ¢faré do lloji anomalie
té pozicionit té dhémbéve, jep informacion né lidhje
pér trajtim direkt, dhe sipas késaj té parandalohet
sémundja parodontale. Trajtimet ortodontike, jané
pjesé e rivendosjes sé ekuilibrit okluzal, dhe né kété
ményré pérmirésohet qasja ndaj higjenés orale, madje
edhe vendosja e duhur té buzéve.

Trajtimi ortodontik funksionon duke ripozicionuar
dhémbét dhe siguron njé lidhje té ngushté me indet
parodontale, si rezultat zvogélon mundésiné e
humbjes sé dhémbéve dhe infeksioneve té gingivés té
shkaktuara nga dhémbét e keqformuar.

Démtimi i dhémbéve individual mund té jeté i
pranishém gé nga laktacioni. Prandaj, pediatri dhe
ortodonti duhet té veprojné né ményré parandaluese
pér té siguruar pozicionimin e duhur té dhémbéve,
si dhe dentacionin e pérhershém té quméshtit
(1,2,3,4,5,6,7) (F1.1).

/ teeth, were significantly associated with changes
in the periodontium, such as: chronic marginal
gingivitis, increased gingivitis, gingival recession and
chronic periodontitis. Patients were recommended
orthodontic treatment as well as basic and surgical
periodontal treatment.

Keywords: malignant teeth, periodontal health,
orthodontic treatment.

INTRODUCTION

Dental malformation is defined as the absence of
a connection between the upper and lower dental
arches and the abnormal alignment of the teeth.
Malocclusion can increase the risk of dental trauma,
caries, periodontal problems, and oral dysfunctions
such as breathing, chewing, swallowing, and speech
difficulties.

From a few pathological conditions affecting the
oral cavity, malocclusion is the third most important
problem in the world population. This has led to
increased interest in orthodontic treatment in many
countries.

When we have the presence of an orthodontic
anomaly, especially the type of malformation of one
or more teeth, the diagnostic approach should be
team reviewed by the orthodontist, pediatrician and
periodontist.

The diagnostic component of the periodontist
and orthodontist should be a common practice in
dental clinics, especially specialists. Therefore, early
diagnosis of any type of tooth abnormality gives
information about direct treatment, and therefore, to
prevent periodontal disease. Orthodontic treatments
as a part of re-establishing occlusal balance,
thereby improving access to oral hygiene and even
proper lip placement. Orthodontic treatment works
by repositioning the teeth and provides a close
relationship with periodontal tissue, thereby reducing
the chance of tooth loss and gingival infections caused
by malformed teeth.

Malposition of individual teeth may be present
since lactation. Therefore, pediatricians and
orthodontists should act preventively to ensure proper
positioning of the teeth as well as milk permanent
dentition (1,2,3,4,5,6,7) (P1.1)
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F 1.1 Profili i majté dhe i djathté intraural i njé
pacienti me dhémbeé té kegformuar né té dy harget e
dhémbéve.

Pércaktimi i dhémbéve individual nuk sjell
gjithnjé sémundje parodontale. Si¢ treguan rezultatet,
shumé njeréz kané njé higjené té mangét né gojé dhe
akumulimi i mévonshém i pllakés bakteriale, e cila,
né disa raste mund té shkaktojé ndezje té gingivés, si
njé problem mé i zakonshém parodontal. (8,9,10)

Prandaj, né shumicén e studimeve tregohet
réndésia né udhézimin pér ruajtjen e higjenés orale
dhe referimit té hershém né trajtimin ortodontik si
masé parandaluese. (11, 12) (F1.2)

F 1.2 Profili i majté intraoral para dhe pas trajtimit
ortodontik né njé pacient me dhémbé frontale té
kegformuar.

Pérgjigja éshté ndryshe né até se sa i zéné éshté
periodontiumi. Megjithése, pérgjigjen fiziologjike
ndaj akumulimit té pllakés bakteriale, ndjeshméria
gjenetike e ¢do personi mund té ndikojé né shanset
pér té rritur ashpérsiséné e sémundjes, e cila éshté
gjithmoné pozitive. (13,14,15,16,17,18-21,22-25)

Té gjitha llojet e keq pozicionimi té dhémbéve,
si pér shembull diastema, kompresimi, rrotullimi i
dhémbéve, zgjatja e incizuesve dhe prirja e molarit
mandibular, mund té rezultojné né humbje té
hershme té dhémbit si rezultat i formimit té xhepave
periodontale nga sipérfagja meziale e dhémbit té
pérfshiré, sepse palca e eshtrave ka tendencé té ndjeké
kufirin e cimentos-smaltit. (30)

Kur diagnostifikohet ndonjé lloj i keqformimit
dentar, ortodonti duhet té shpérndajé dhémbét né
ményré té barabarté né harkun dentar pér té ridrejtuar
forcat okluzale qé veprojné né gjatésiné e dhémbit,
duke eliminuar késhtu mundésiné e traumés okluzale,
e cila mund té ndikojé né shéndetin e periodontiumit.
(30,23)

P1.1 Intraoral left and right profile of a patient with
malformed teeth in both dental arches.

Malposition of individual teeth does not always
result in periodontal disease. As the results showed,
many people have a deficient oral hygiene and
subsequent accumulation of bacterial plaque which, in
some cases can cause a gingivitis, as a most common
periodontal problem. (8,9,10)

Therefore, most studies indicate the importance
of the guidelines for maintaining oral hygiene and
early referral to orthodontic treatment as a preventive
measure. (11, 12 )(P1.2)

P1.2 Intraoral left profile before and after orthodontic
treatment in a patient with malformed front teeth.

The answer is different in how busy the
periodontium is. Despite the physiological response
to the accumulation of bacterial plaque, the genetic
susceptibility of any person can affect the chances of
increasing the severity of the disease, which is always
positive. (13,14,15,16,17,18-21,22-25)

All types of dental malpractice, such as diastema,
compression, rotation of the teeth, protrusion of
the incisors, and mandibular molar inclination, can
result in early tooth loss as a result of the formation
of periodontal pockets from the mesial surface of the
tooth involved, because bone marrow tends to follow
the cement-enamel boundary. (30)

When any type of dental malformation is diagnosed,
the orthodontist should distribute the teeth evenly in
the dental arch to redirect the occlusal forces acting
on the tooth’s length, thus eliminating the possibility
of occlusal trauma, which may affects the health of
the periodontium. (30,23)

By correcting the inclined mandibular second
molars, easier oral hygiene is provided in the mesial
region of the tooth, thus eliminating the pathological
periodontal environment, correcting the proximal
bone defect, improving the crown-root relationship,
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Népérmes korrigjimit té molarit té dyté mandibular
inklinues, mundésohet higjiené mé e lehté orale
né rajonin mezijal t¢ dhémbit, dhe me té njejtén
e eliminojmé mjedisin parodontal patologjik, e
korrigjon defektin proksimal té eshtrave, e pérmiréson
marrédhénien korone-rrénjé dhe parandalon trauma
okluzale (31). Prezenca e shprehur e proklinacioneve
te inciziveve mandibulare, éshté shpesh heré edhe
arsye pér recesion té gingivés (32) (51.3)

Kohéve té fundit, trajtimi ortodont pér
korrigjimin e anomalive né pozitén e dhémbéve, nuk
implementohet vetem ték fémijét dhe adoleshentét,
por edhe tek té rriturit. Pacientét e rritur kérkojné mé
tepér trajtim ortodontik para sé gjithash pér arsye dhe
bindje estetike, mirépo ortodontét duhet ti theksojné
rrezultatet funkcionale té kétij lloj trajtimi (12,16).

Pérvec késaj, pacientét me sémundje parodontale
ose me mjekim té vazhdueshém, duhet té ju
nénshtrohen intervenimeve ortodontike. Disa autoré
e theksuan rréndésiné e gasjes multidisciplinare ndaj
trajtimit, duke kombinuar stomatologjiné ortodontike,
periodontologjike dhe restauruese, stomatologji
protetike dhe implantologji, me géllim qé ti pérgjigjen
té gjitha nevojave té pacientit. (12,33,16,34,35,22)

QELLIMI

Qéllimi i kétij studimi éshté té identifikohen llojet e
ndryshme té anomalive né pozitén e dhémbéve, dhe
ndikimi i tyre né shéndetin e parodontit.

MATERIALI DHE METODA

Nga total 350 pacient té kontrolluar, té té dy gjinive, me
moshé prej 17 deri 45 vjet, qé kané ardhur né KSHP
“Dea-Dent” pér kontroll stomatologjik, pér kété hetim
u selekcionuan 105 pacient me prani té dhémb/éve
té keqformuar dhe problemeve parodontale. Pér ¢do
pacient sé pari éshté kryer evidencé vizuele pér llojin
e anomalisé, kurse menjéheré pas asaj éshté vendosur
diagnoza parodontale duke pérdorur rrezultatet nga
gjakosja gjaté vendosjes sé sondés (margjinale),
thellésia e depértimit, dhe népérmes kontrollit vizuel,
prezencén ose mungesén e pérkushtimit (recesionit
gingival). Té dhénat ishin té analizuara né menyré
statistikore pér té gjithé, me wvula numerike u
pérpunua statistika pérshkruese (vlerat minimale dhe
maksimale, vlerat e mesme, devijimi standard dhe
koeficientit té ndryshimit). Pér analizat pérdorej edhe
Chi-Square testi, dhe kur nuk plotésoheshin kushtet
pér pérdorimin e tij, pérdorej testi i sakté Fisher.
Niveli i rréndésisé éshté vendosur né 5.0%.

and preventing occlusal trauma. (31) The presence of
pronounced mandibular incidence is a common cause
of gingival recession. (32) (S1.3)

Lately, orthodontic treatment for correction of
anomalies in the position of the teeth, is not carried
out exclusively in children and adolescents, but also
in adults. Adult patients require orthodontic treatment
primarily because of aesthetic considerations, but
orthodontists should also emphasize the functional
results of this type of treatment. (12,16)

In addition, patients with periodontal disease or
subsequent treatment should undergo orthodontic
intervention. Several authors have highlighted
the importance of a multidisciplinary approach
to treatment, combining orthodontic, periodontal,
restorative  dentistry, prosthetic dentistry, and
implantology to meet the patient’s needs.
(12,33,16,34,35,22)

AIM

The aim of this study was to identify various types of
anomalies in the position of the teeth and their impact
on periodontal health.

MATERIAL AND METHOD

Out of a total of 350 patients examined, of both
sexes, aged from 17 to 45 years, who came to the PHI
“Dea-Dent”, 105 patients were selected for dental
examination with the presence of a malformed tooth
and periodontal problem. For each patient, first a
visual record is made for the type of anomaly, and
immediately afterwards, a periodontal diagnosis is
made, using the results of gingival bleeding (marginal),
penetration depth, and through visual inspection, the
presence or absence of loss of attachment (gingival
recession). The data were statistically analyzed in
all numerical features and a descriptive statistic
(minimum and maximum values, medium values,
standard deviation and variation coefficient) were
developed.

A chi-square test was also used for analysis, and
when the conditions for its use were not met, the
correct Fisher test was used. The significance level is
set at 5.0%.
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REZULTATET

Tabela 1 tregon rrezultatet e malokluzioneve
mvarésisht nga lloji i keqformimit té dhémbit, qe u
gjetén né kété grupé hetuese. Vérehet se anomalité mé
té shpeshta té pranishme jané: rrotacioni i dhémbit/
éve me 76.9%, dendési apo dhémbét e rrasté me
48.9% dhe inklinacioni mezijal i molarit me 47.8%.

RESULTS

Chart 1 shows the results of dental malocclusions
that are found in this study group. It is noted that the
most common present anomalies are: rotations of the
tooth/teeth with 76.9%, compactness with 48.9% and
mesial inclination of the molar/s with 47.8%.

Table 1. Distribution of dental anomalies in dental arches

Tabela 1. Shpérndarja e anomalive té dhémbéve né harget e Dental anomalies Yesn@®) | Non() Total n(%)
dhémbéve Median diastema 23064%) | 8273.6%) | 105 (100%)
Anomalité dentare Po n(%) Jon%) Totali n(%) Tooth/teeth rotation 75(76,9%) | 30(23,1%) | 105 (100%)
Diastgmélmeqiang 23(26,4%) | 82(73,6%) | 105 (100%) ﬂf,f;?l inclination of the LI4T8%) | 68(52.2%) | 105 (100%)
gﬁéﬁlggédhembn/ 75(76,9%) | 30(23,1%) | 105 (100%) Compression in dentalarch | 47(489%) |58 (51,1%) | 105 (100%)
Plerésia mezile e molarit_|47(47,8%) | 686522%) | 105 100% Macular nclnation ofthe | 3p23.196 | 7376.9%) | 105 (100%
ggﬁresm ne harkun 47(68,9%) |58 (51,1%) | 105 (100%) Maxillary incisal protrusion | 28(18.7%) | 77(81,3%) | 105 (100%)
Pjerrésia makulare e molarit | 32(23.1%) | 73(76,9%) | 105 (100%)
Zgjatia e incizorit maksilar | 28(187%) | 77(81.3%) | 105 (100%) Table 2 shows the distribution by periodontal

Tabela 2 tregon shpérndarjen sipas ndryshimeve
periodontale, né té cilat pacienti mund té keté njé
ose mé shumé ndryshime periodontale. Rezultatet
treguan se pacientét me praniné e pérfshirjes meziale
té molarit/molaréve kishin 100% gingivit kronik
margjinal té pércaktuar me gjakderdhje margjinale
gjaté vendosjes sé sondés. Pérgindja mé e larté e
ndryshimeve parodontale éshté vérejtur tek pacientét
me prirje té izoluar bukale t& dhémbit me 71.8%,
pér derisa vlera té ngjashme u treguan né zgjatjen e
incizivevr maksilar me 48.9% dhe densitet né pjesén
frontale me 47.8%.

Tabela 2 shpérndarja e ndryshimeve patologjike periodontale

Ndryshimet
periodontale
Pérfshirja
meziale e
mollarit

Prirje e izoluar
bukale e
dhémbit
Kompresion né
pjesén frontale
Zgjatje e incisivit
maksilar

Po n(%) Jon(%) Totali n(%)

105 (100%)

105 (100%)

69 (71,8%) 46(38,2%) 105 (100%)

47(467,8%) 68(52,2%) 105 (100%)

47(48,9%) 58 (51,1%)

105 (100%)

Tabela 3 tregon rezultatet e analizés sé dhémbéve
té keqformuar dhe lidhjen e tyre me dhémbét, me
ose pa recesion gingival. Nga té gjitha llojet, vetém
dhémbét e prirjes sé izoluar bukale dhe proinklinim
i rritur i inciziveve maksilar kishin njé lidhje té
konsiderueshme me recesionin gingival, me (p <0.05).

changes, in which one patient may have one or
more periodontal changes. The results showed that
in patients with the presence of mesial inclusion of
molar/s and had 100% chronic marginal gingivitis
defined by marginal bleeding during the breakthrough.
A higher percentage of periodontal changes was seen
in patients with isolated buccal inclination of the
tooth with 71.8%, while similar values were shown in
maxillary incisor protrusion with 48.9% and density
in the frontal region with 47.8%.

Table 2 the distribution of pathological periodontal changes

Periodontal
changes

Mezial inclusion
of moles

Isolated buccal
inclination of the
tooth

Congestion
in the frontal
region
Congestion
in the frontal
region

Yes n(%) No n(%) Total n(%)

105 (100%)

105 (100%)

69 (71,8%) 46(38,2%) 105 (100%)

47(47,8%) 68(52,2%) 105 (100%)

47(48,9%) 58 (51,1%) 105 (100%)

Table 3 shows the results of the analysis of
malignant teeth and their association with teeth, with
or without gingival recession. Of all the types, only the
isolated buccal inclinated teeth and the exaggerated
cursing of the maxillary incisions had a significant
association with gingival recession, with (p<0.05).
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Tabela 3 Paragitje e réndésishme statistikore e recesionit
gingival tek anomalité me malpozion té dhémbéve

gleng';j'a‘;” Pon®)  |Jon(®%)  |Totalin(%) |P
Inklinacioni

jreseen P(1)=0,0025*
Po 2017 |7683) 36(100)

Jo 329,1)  |27409)  |69(100)

Total 71678, 34622 | 105(100)

Zgjatje

mﬁghea fit P(1)=0,0125"
Po 15900)  |10.100) | 25(100)

Jo W3674)  |37326)  |80(100)

Total 58(67.8) | 47(322) | 105(100)

(*)= réndésia statistikore me 5.0%
(1)= chi-square test

Ndryshimet mé té meédhaja té pérgindjeve tek
pacientét me gingivitis kronik, u gjetén tek ato té cilét
kan patur inklinacion me zjarr té molarit, zgjatje té

incizivéve maksilar dhe mandibular. (tab.4).

Tabela 4 Paragitje e réndésisé statistikore té gingivit kronik

Chart 3 A demonstration of statistical significance of gingival
recession at anomalies with dental malposition.

Gingval —lyecn@)  [Non@) | Towln@s |P

recession

Buccal tooth P(1)=0,0025"
inclination

Yes 2991,7) 7(8,3) 36(100)

No 32(59,1) 27(40.9) 69(100)

total 71(67,8), 34(32.2) 105(100)

Maxillary

incisal P(1)=0,0125*
protrusions

Yes 15(90.0) 10.(10.0) 25(100)

No 43(67.4) 37(32.6) 80(100)

total 58(67.8) 47(32.2) 105(100)

(*)=statistical significance with 5.0%
(1)=chi-square test

The largest percentage differences in patients
with chronic gingivitis are found in those who have
had mesial inclination of the molar, protrusion of the
maxillary and mandibular incisors. (chart 4)

Chart 4 A demonstration of statistical significance of chronic

gingivitis in dental malformations

tek anomalité me kegpocizionim té dhémbéve SEF;C:;S Yesn®) | Non®) Totaln®%) | P
Gingiviti :

. Po n(%) Jon(%) Total n(%) P Mesial tooth i i
kronik inclination P(1)=0,0139
Inklinacioni
meziali P(1)=00139* yes 19(42,3) 27(57.7) 46(100)
dhémbit no 10(19,6) 39(80.4) 49(100)

Po 19(42,3) 27(57.7) 46(100) total 33(26,9), 72(73.1) 105(100)
Jo 10(19,6) 39(80.4) 49(100) Maxillary

- incisal . "
Tot.ah_ 33(26.9), 72(73.1) 105(100) orotrusion P(1)=0,0182
fngéit;ﬁare . yes 15(50.0) 15(50.0) 30(100)

. P()=00182" no 160239  |54761) | 75(100)
Po 15(50.0) 15(50.0) 30(100) total 34(26.9) 71(73.1) 105(100)
Jo 16(23.9) 54(76.1) 75(100) Mandibular

- incisal P(1)=0,022*
Totlalll 34(26.9) 71(73.1) 105(100) orotrusion
o P00z | VS 12605 1969.5 | 21100
e incizivés ' no 18(22,4) 56(77.6) 84(100)

Po 12(60,5) 9(39.5) 21(100) total 32(29,1) 73(70,9) 105(100)

Jo 18(22,4) 56(77.6) 84(100)

Totali 32(29.1) 73(70,9) 105(100)
APOLONIA 41-42 « fq. 7-18, Dhjetor 2020 12 APOLONIA 41-42 « pg. 7-18, December 2020



Zumri Emurllai, Marija Zuzelova, Marija Nakova, Sabetim Cerkezi
NDIKIMI | DHEMBEVE TE KEQFORMUAR NE PERIODONCIUM

Zumri Emurllai, Marija Zuzelova, Marija Nakova, Sabetim Cerkezi
THE IMPACT OF MALFORMED TEETH ON THE PERIODONTIUM

Gjithashtu né tabelén, ndryshimet mé té médhaja
té pérgindjeve te pacientét me gingivit kronik u gjetén
tek ato té cilét kishin dendési, zbutje té pérgjithshme
né harqet dhe diastema dentale.

Rezultatet ngatabela 4 dhe5 e konfirmojné lidhjen
signifikante ndérmjet dhémb/éve té keqformuar dhe
gingivitit kronik (p<0.05).

Tabela 5 Paragitje e réndésishme statistikore e gingivitit
kronik tek anomalité me kegpozionim té dhémbéve.

onabit o g Jon®)  |Totalin®) |P

Lirshméria P(1)=0,0139*
Po 20(67,0) 10(33,0) (100)

Jo 16(13,8) 59(86.2) (100)

Totali 36(29,1), 69(70.9) (105)

Diasterna P(1)=0,0049*
Po 15(50.0) 15(50.0) (100)

Jo 22(203) 53(79.7) (100)

Totali 37(28.9) 68(77.1) (105)

Dendésia P(1)=0,0004*
Po 15(90.0) 10.(10.0) 25(100)

Jo 43(67.4) 37(32.6) 80(100)

Totali 58(67.8) 47(32.2) 105(100)

()= Réndésia statitikore me 5.0%

(1)=chi-square test

DISKUTIM

Dhémbét e  keqformuar jané  faktoré  té

paradisponueshém té llojit té vecanté té sémundjes
parodontale, pér arsye se mirémbajtja e higjienés orale
béhet sa mé e véshtiré, mblidhet pllaké bakteriale
dhe grumbullohet, dhe sipas késaj shtohet dhe vin
deri te ndryshimet patologjike dhe parodontale, sig
éshté gingiviti margjinal kronik, recesioni i gingivés,
zmadhimi i gingivés dhe shkallé té ndryshme té
periodontitit kronik. Sidoqofté, ky predispozicion
gjithmoné na con deri te sémundja parodontale,
vecanérisht tek individét té cilét vazhdimisht vizitojné
stomatolog, i cili u jep udhézime pér mirémbajtje té
miré té higjienés orale dhe udhézim pér trajtim té
hershém ortodontik.(1,2,7,14,21-24,26). Shpesh herg,
gjaté praktikés rutinore né kliniké, shkujdeset zbulimi
i fazés sé hershme té dhémbeve té keqformuar, gé
mund té zgjas deri né pubertet, apo derisa vet pacientét
té kérkojné trajtim ortodontik.

Also in Table 5, the largest percentage differences
in patients with chronic gingivitis were found in those
who had congestion, generalized tenderness in the
dental arches, or diastemas.

The results in Tables 4 and 5 confirm the significant
association between malignant teeth and chronic
gingivitis. (p<0.05)

Chart 5 Demaonstration of statistical significance of chronic
gingivitis in dental malformations.

Chronic

gingivitis Yes (%) No (%) Total (%) p

Sharpness P(1)=0,0139*
yes 20(67,0) 10(33,0) (100)

no 16(13,8) 59(86.2) (100)

total 36(29.1), 69(70.9) (105)

feden P(1)=0,0049"
yes 15(50.0) 15(50.0) (100)

no 22(20.3) 53(79.7) (100)

total 37(28.9) 68(77.1) (105)

Compaction P(1)=0,0004*
yes 15(90.0) 10.(10.0) 25(100)

no 43(67.4) 37(32.6) 80(100)

total 58(67.8) 47(32.2) 105(100)

(*)= Statistical significance with 5.0%
(1)=chi-square test

DISCUSSION

Malignant teeth are a predisposing factor for
individual periodontal disease, therefore, maintaining
oral hygiene becomes more difficult, bacterial plaque
retains and accumulates, and therefore multiplies and
progresses to pathological periodontal changes, such
as chronic gingivitis, marginal gingivitis. increase
(thickening) of the gingiva and varying degrees of
severity of chronic periodontitis.

However, this predisposition does not always
lead to periodontal disease, especially in individuals
who visit the dentist regularly, who instructs them
to maintain good oral hygiene and refer to early
orthodontic treatment (1, 2, 7, 14, 21-24, 26). Very
often, in a routine clinical practice, the stage of early
detection of malignant teeth that can last until puberty
is neglected, or when patients themselves want
orthodontic treatment.

APOLONIA 41-42 « fq. 7-18, Dhjetor 2020

APOLONIA 41-42 « pg. 7-18, December 2020



Zumri Emurllai, Marija Zuzelova, Marija Nakova, Sabetim Cerkezi
NDIKIMI | DHEMBEVE TE KEQFORMUAR NE PERIODONCIUM

Zumri Emurllai, Marija Zuzelova, Marija Nakova, Sabetim Cerkezi
THE IMPACT OF MALFORMED TEETH ON THE PERIODONTIUM

Rezultatet nga ky studim vértetuan se lidhja e
ndérsjellté diagnostike dhe terapeutike ndérmjet
ortodontéve dhe parodontologéve éshté koncenzus
né literaturé (7,8,10,13). Shéndeti dentar i parodontit
éshté thelbésore pér suksesin e ¢farédo lloj trajtimi
ortodontik, megjithaté korrigjimi ortodontik nuk
duhet té rezultojé¢ me démtim té indit parodontal.
Prandaj te ky lloj i anomalive, nevojitet kurim i
hershém ortodontik pér ¢do pacient.

Analiza e nevojés pér trajtim ortodontik zbuloi se
61.6% e pacientéve kané nevojé pér levizje té vogél
té dhémbéve té keqformuara, kurse 38.4% duhet ti
nénshtrohet trajtimit total ortodontik, me cka edhe i
vértetuam kéto zbulime me zbulimet e (4,8,9,11,17
dhe 19). Né kété studim, tek njé numér i madh i
pacientéve ishte i pranishém recesioni gingival, gjé qé
pajtohet edhe me zbulimet e Fiedotin (14) dhe Vanzin
(29).

Analiza e nevojés pér trajtim parodontal vértetoi
se 100% e pacientéve duhet ti nénshtrohen shérimit
fillestar parodontal (udhézime pér higjiené orale
dhe largim i depozitéve té buta), pérderisa 33.5%
i pacientéve duhet ti nénshtrohen operacionit pas
kétyre procedurave.

Edhe pse gjaté kétij studimi kishim grupe té
ndryshme té moshave, me shkallé té ndryshme té
kegpozicionimit té dhémb/éve, u tregua se mund
té shkaktohet ndonjé sémundje parodontale ose té

The results of this study confirmed that the
diagnostic and therapeutic interconnection between
orthodontists and periodontists is a consensus in
literature (7, 8, 10, 13). The clinical health of the
periodontium is essential in the success of any type
of orthodontic treatment, but orthodontic correction
should not result in the damage of periodontal
tissue. Therefore, this type of anomaly requires early
orthodontic treatment of each patient.

The analysis for the need of orthodontic treatment
revealed that 61.6% of patients need a slight movement
of the malformed teeth, and 38.4% should undergo a
complete orthodontic treatment, by which we confirm
these findings with the findings of (4, 8, 9, 11, 17 and
19).

In this study, a gingival recession was present
in a large number of patients, corresponding to the
findings of Fiedotin (14) and Vanzin (29).

The analysis for the need of periodontal treatment
confirms that 100% of patients should undergo a
primary periodontal treatment (instructions for oral
hygiene and removal of soft deposits), while 33.5%
need to undergo a surgery after these procedures.

Although, in this study we had different age groups
with different degrees of tooth/teeth malposition,
it has been shown that they can cause some kind of
periodontal disease or change the intensity of the
previous disease.
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ndryshohet intenziteti i sémundjes paraprake.

Né literaturé, disa studime kané hetuar lidhjen
e ndérsjellté ndérmjet pozicionimit jo té duhur té
dhemb/éve me shéndetin e parodontit, tek njé grupé
pacientésh té rritur. Shumica fokusohen tek femijét
dhe adoleshentét. Studimi joné hetoi pacientét qé
kishin nevojé pér trajtim parodontal, dhe i vlerésonte
dhémbét e keqformuara dhe efektet e tyre té
mundshme tek indi parodontal. Té dhénat treguan se
ka pasur ndryshime parodontale lidhur me anomalité
ortodontike, qé i vértetojn edhe zbulimet e méparshme
(1,2,7,8,14).

Edhe pse faktori kryesor etimologjik i parodontit
éshté pllaka bakteriale, faktorét tjeré zakonisht jané
té lidhur, dhe kjo mund té sjellé deri te ndryshimet
né pérgjigjet e bartésit. Nga kéto faktoré, déémbét e
keq vendosur jané faktori i paradisponueshém se pse
higjiena orale éshté mé e véshtiré, pllaka bakteriale
mblidhet dhe grumbullohet, sipas késaj shumohet dhe
sjell deri te ndryshimet patologjike parodontale.

Trauma okluzale qé éshté rezultat i kegpozicionimit
té dhémbéve, né rraste si pér shembull, pjerrtésia
e tepruar e inciziveve mandibulare, éshté faktor
destruktiv pér indet qé e mbéshtesin parodontin. Né
kété studim, kjo ishte né ményré thelbésore e lidhur
me recesionin gingival, gjendje patologjike qé gjendet
tek njé numér i madh i pacientéve né ekzamplarin
toné, dhe si faktor bashké-shkatérues kur éshté i
lidhur me sémundje ekzistuese parodontale, gé sjell
deri te lévizshméria me e madhe e dhémbéve té
prekur, gjé qé ishte e vértetuar tek pacientét té cilét
kané pasur periodontitit kronik dhe ne pérputhshméri
me zbulimet e pérshkruara né (14,29).

PERFUNDIMI

Nga mostra e zgjedhur me anomali té llojeve
té ndryshme, né pozicionin e dhémb/éve, ishin
thelbésisht té lidhura me ndryshimet e parodontit,
si¢ jané: gingivit margjinal kronik, rritje té gingivés,
recesion gingival dhe periodontit kronik. Pacientét
u rekomanduan pér trajtim fillestar kirurgjik dhe
parodontal, si dhe rekomandim pér trajtim ortodontik.
Prandaj, roli i ortodontit dhe periodontologut éshté
né korrelacion me pozitén e dhémbéve gé sjell deri te
pérmirésimi i shéndetit oral.

Analysis of the need for periodontal treatment
confirmed that 100% of patients should undergo primary
periodontal treatment (instructions for oral hygiene and
removal of soft deposits), while 33.5% need to undergo
surgery after those procedures.

Although in this study we had different age groups with
different degrees of dental malposition, it was shown that
they can cause some kind of periodontal disease or change
the intensity of the previous disease.

Several studies in the literature have examined the
relationship between improper positioning of teeth and
periodontal health in a group of adult patients. Most
of them focus on children and adolescents. Our study
examined patients involved in periodontal treatment
and assessed malignant teeth and their possible effects
on periodontal tissue. The data showed that there were
periodontal changes associated with orthodontic anomalies
that confirm previous findings. (1,2,7,8,14)

Although the main etymological factor of the
periodontium is bacterial plaque, other factors are usually
related and may lead to changes in the host’s responses.
Of these factors, malformed teeth are predisposing factors
because oral hygiene becomes more difficult, bacterial
plaque retains and accumulates, and therefore multiplies
and leads to pathological periodontal changes.

Occlusal trauma resulting from incorrect dental
malpractice in cases such as excessive cupping of
mandibular incisions, is a destructive factor for periodontal-
supporting tissues.

In this study, this was significantly associated with
gingival recession, a pathological condition found in a large
percentage of patients in our sample, and as a co-destructive
factor when associated with existing periodontal disease,
leading to greater mobility of the affected teeth, which was
confirmed in patients who had chronic periodontitis and
according to this are described the findings. (14,29)

CONCLUSION

From the selected sample with different types of
abnormalities in tooth position, they were significantly
associated with periodontal changes such as: chronic
marginal gingivitis, gingival enlargement, gingival
recession, and chronic periodontitis. Patients were
given the recommendation for the necessary basic
and surgical periodontal treatment, as well as the
recommendation for orthodontic treatment. Therefore,
the role of the orthodontist and periodontist is
correlated with the position of the teeth, which leads
to improved oral health.
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ABCTPAKT

Cute afepruckyd peakUUM ce TIpe[u3BUKaHU Of
VMMYHHOT CHCTeM KOH OfipeieH afiepreH (aHTUTeH), Ha
KOj OPraHu3MOT OWJT TIPETXOJHO eKCIIOHWPaH W TIPOTHUB
K0j uMa ctBopeHo IgE aHTuTeNa.

JIoKa/HWTe aHeCTeTHI[M Ce eAHU Of] HajuecTuTe
JIEKOBH LLITO Ce KOPUCTAT BO CTOMATOJIOTHjaTa v OKOJy 6
MUTMOHH JTyTe THeBHO HU3 LIEJIMOT CBET Ce TIOJIOKeHH
Ha HMBHHUOT e(eKT BO IPOLe[lypUTe W3BPIIEHU Of
cmueH OpoOj CTOMAarTosio3W, KOM TMak OOWYHO He ce
CBeCHH 3a (aKTOT /ieKa Ce ajieprvHy Ha OBaa rpyria Ha
JIeKOBU. AJIeprUCKUTe PeaKL[i Ha JIOKaTHA aHeCTETULIH
Ce PeTKU W TOKpaj yectaTa yrmortpeba Ha uctute. Ce
cMeTa fieKa okomy 1% of cuTe peakUyH Ha JIOKaJTHUTe
AHeCTeTHILM UMaaT aJIepPrUCKH MeXaHH3aM.

Bujejki aHaMHeCTHUKM MHOTY 4YecTo JobuBame
MOJATOLM 32 HecakaHW peaklu (OKapaKTepH3HpaH!
KakO ajiepruyl) Ha pa3/MuyHU ajiepreHd, Mery HUWB U
JIOKaJTHATe aHeCTEeTHLIY, HalllaTa L{eJT e CO ajlepro/IoIK1
in vivo TecThpama UCTHTe Ja OMZaT TIOTBPAEHH WM
oTdpreHu.

Marepujanu u MeToan: 3a peas3aliyja Ha HalllaTa
LieJ1 BK/lyueHU ce 84 maryeHTa Kaj KOU Ce HallpaBeHU:
nBa TWMa Ha In vivo aneprosomku TectoBu prick u i.d
(unTpa gepmaien) Tect. OBue In vivo TeCTOBU T0 Mepar
MMYHHOT OATOBOP Ha CYIICTaHL|a HApeyeHa ajlepreH Koj
e OJroBOpeH 3a ajeprucka peakuuja. Of aHecTeTHLA
Kou Oea KOPHCTEHH 3a OBA UCTIUTYBambe 0ea KOPUCTeHH
nBa Buzia Ha a”ecretury: Lidocain ( Xylocain ) 2 i 3%,
1 Mepivacain ( Scandicain ) 21 3% .

Pesynraru: Criopes;  fio0MeHUTe pe3yaTaTd o
KAT (Koxuo Aneprosomku TecToBr) off TeCTUpaHUTe
WCMUTaHUIM Ha Mepivacain Bo fiBa cy4au JjoOueHu ce
(+) pesynratu mipu i.d. test. [Jofeka Kaj UCIUTaHULIUTeE
kou Gea Tectupanu co Lidocain kaj Tpu ciyuau
TecTHpameTo Oetiie co (+) PeKTUBHOCT.

3ak/mydok: lako ce cMeraaT 3a MHOIY peTKY,
a/leprucky peaklliM Ha JIOKaJHW aHeCTeTHL|M cerak
nocrojat. Bo ciiyyauTe Kajie aHaMHeCTUUKUTe TI0/|aToL
0J]aT BO NPWJIOT Ha CyCIeKTHA Bep0jaTHOCT 3a ajiepruja,
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ABSTRACT

All allergic reactions are caused by the immune
system to a particular allergen (antigen), to which
the body was previously exposed and has created IgE
antibodies.

Local anesthetics are one of the most commonly
used drugs in dentistry and around 6 million people
worldwide are exposed daily to their effect in
procedures performed by a similar number of dentists
who are usually unaware that they are allergic to this
group of drugs.

Allergic reactions to local anesthetics are rare
despite the common usage of these medications. The
assessment has shown that about 1% of all reactions
to local anesthetics have allergic mechanism. Since
we often get information for side reactions to different
allergens (local anesthetics as well) our aim is to
confirm or reject them with making allergologic in
vivo tests.

Materials and Methods: For the realization of
our goal we have included 84 patients in which two
types of in vivo allergological tests were made ( prick
and i.d. intra dermal test). These in vivo tests measure
the immune response to a substance called allergen
responsible for the allergic reaction. Two types of
anesthetics were used : Lidocain (Xylocain) 2 and 3
% and Mepivacain (Scandicain) 2 and 3%.

Results: According to the derived results from
CAT (dermal allergological tests), from the tested
participants to Mepivacain, positive (+) results were
received in two cases. In three cases of the participants
that were tested to Lidocain, positive (+) reactivity
was received.

Conclusion: Although these allergic reactions are
considered to be very rare they exist. Where anamnesis
data favors the probability of suspected allergy,
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TMaLMeHTH CO aTOMMCKa MPeAMCIIOHUPAHOCT 3a ajlepruy,
ce HaMmeTHyBa motpebata o7 in Vivo ajeprosomiko
TeCTHpame.

Knyunn 360poBu: anepruja KAT (Kokau
Aneprosomiku TecTOBM), JIOKaJHA aHeCTeTULM, WH
BUBO TeCTHpama, UMYHOJIOIIKY cucteM, VITE aHTUTea,
ajiepreHy.

BOBE[

NMyHOJIOIIKMOT CUCTEM M HAuMHOT Ha Herosara
peakiiija e C/I0)KeH M pa3HOBU/IEH TakKa IITO MOXe
Jla ce CriopeZii CO HEPBHUOT CUCTeM. AKTUBHPAaHETO
Ha MMYHOJIOIIIKaTa peakijyja e mocjieaulia Ha JOTUp
CO OpPraHU3MOT CO HeKoja Tyra marepuja (aHTHTeH).
Koneunnor ucxon Moxe ga Ouze noeH. Bo enen
cayyaj MoKe [ga Ouzle 3allTHUTeH, OuAejKu TH
OTCTpaHyBa IIaTOTHOMOHWUYHWUTE MHKPOOPraHU3MU
Y HUBHUTE TOKCHMHU Of OpraHM3MOT, a [ejCTByBa
W TpOTUB TymopuTe. Bo apyr ciayuaj moxe [a
rpe/iu3BUKa U OLITeTyBale Ha OPraHU3MOT M TOTalll
300pyBaMe 3a TPEOCeT/IMBOCT W/IM ajeprucka
peakuuja.

Criopesi WMyHOJIOIIKAaTa KjacubUKalja Ha
Geel i Coombs ox 1963 roguHa CeH3UOMIUTETOT/
a/IeprUCKUTe peakiiuy Ce eyiaT Ha paH CeH3UOWTUTeT
Bo ko0j cmaraar ox I, II u III Tum peakiuu u morjeH
(xacen) censubumurer -IV Ttun (1-7). Ako ce
MaHu(eCcTHpa BUCTHHCKA ajiepryja Taa e 0buuHO of
Tun IV — KkoHTaKTHa anepruja umu og, tvrm L.

Aneprucka  peakuuja  HacTaHyBa  3apagu
npozaykiyja Ha cieruduuan IgE aHTH Tesa TIPOTUB
enHa wid TioBeke cyoctanruu. CyOCTaHIMUTE KOU
rpev3BUKyBaaTr npoaykuuvja Ha IgE anTmTena ce
HapeKyBaaT ajiepreHH, a Hajuecto ce 0Oe30racHU.
Hajuecru aneprenu ce ciefHuBe:
- JlomarlHa rparivHa;
- Bnakna v nepaysy;
- Jlebapkuy;
- Tpesa u nosen;
- Mos;
- VHCeKTH of TMIIOT Ha MYesH,CTPLUIEHH,0CH U
MpaBKUY;

- IlenunynuH u cyndatHy Jpory;-
Y MOpCKa XpaHa;

- JlokanHU aHeCTeTULI;

- Ko3meTnuku npenaparu.

Jajua,meko

IMoBeke o IgE aHTHTesnaTa Kou ce TMPOAYLMPaHU
roc/le  KOHTAaKTOT Ha OfIpefleHUOT — ajiepreH  ce
TIpWJIeNlyBaaT Ha peLieNTOPCKUTe MecTa Ha K/leTOo4HaTta
MeMOpaHa Ha MacTOLIUTUTE BO TKMBaTa U Gasoduiure
BO Iulasmara. IIpoujeHeTo e Jeka cekoja KJIeTouHa

patients with atopic predisposition for allergies, there
is a need for in vivo allergological testing.

Key words: allergy, CAT (cutaneous allergologic
test), local anesthetics, in vivo testing, immunological
system, IgE antibodies, allergens.

INTRODUCTION

The immunological system and the way of its reaction
is complex and diverse so it can be compared with
the nervous system. Activation of immunological
reaction is a result of the body in contact with an
alien substance (antigen). The final outcome can be
double. In one instance it can be protected because
it eliminates the pathognomonic microorganisms
and their toxins and acts against tumors. Otherwise
it can cause damage of the body, allergical raction or
hypersensitivity.

According to the immunological classification of
Geel and Coombs since 1963, sensibility / allergic
reactions are divided into early sensibility which
includes I, II, and III reaction type and late sensibility
— IV type (1-7). If a real allergy is manifested it is
usually of type IV-contact allergy or type I .

Allergical reaction occurs due to production of
specific IgE antibodies against one or more substances.
Substances that cause production of IgE antibodies
are called allergens and are mostly harmless. Most
frequent allergens are :

- House dust;

- Hair and feathers;

- Cockroaches;

- Grass and pollen;

- Moss;

- Insects such as bees, hornets, wasps and ants;
- Penicillin and sulphate drugs;

- Eggs, milk and seafood;

- Local anesthetics;

- Cosmetic products.

Most of IgE antibodies that are produced after the
contact with a certain allergen, attach to receptor spot
on the cell membrane of the mast cells in tissues and
basophils in the plasma.

It has been estimated that each cell membrane
contains 40 000 100 000 receptor spots potentially
free to get in touch with IgE antibodies. More common
exposition of the sensitized host to same or chemically
similar antigen (medication) results with antigen
— antibody reaction which initiates degranulation
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MemOpana cozipxxu 40000-100000 perienTopcKy MecTa,
TIOTEHI[MjaTHO CJI0OO/IHM /la CTarat BO KOHTAKT co IgE
aHTuTesnaTa. [loyecTa ekcriosuiiyja Ha CeH3MOMIMPaHNOT
[IOMakMH Ha WCTHOT WM XEMHUCKH C/IMYHHOT aHTHUIeH
(/1eK) pe3yaTHpa CO aHTMI'eH — aHTUTeN0 peaklyja,
KOja MHMLMpa [JerpaHy/anyja Ha MacTOLMTUTE U
6a3odwmure. [lerpaHynaijjata e KapaKTepH3upaHa
CO eKCIIO3MBHO 0C000/yBakbe Ha COZpP)KUHATA
Ha MacTtoruTtuTe (Ba30aKTHBHUTE MaTepHH), a KakKo
KOCEKBEHTHOCT HAacTaHyBaaT OTOLM (efeMHu) Wad
LIpBeHWsIO (Ba3o/u/araiiyja), KOU IITO Ce OJ[TOBOPHH 3a
3HaLUTe U CUMITOMUTe Ha aHaduiakca. OBUe peakLuu
Ce TOjaByBaaT BeJHAIl W MOXKaT fja OMZaT [OBOJHU
3a T0jaBa Ha KOHCTPHKIMja Ha OpOHXWTe M IIOK.
TakoB CHCTEMCKHM OZFOBOp Ha anepreHOT e HapeyeH
aHauIaKTHUKa peakiiyja.

XUCTaMMHOT YeCcTo ce CMeTa Jieka e HajBakHaTa
MpUUMHA 3a aJeprucKuTe MaHHUdecTalvy, Hako
yJjorata Ha JIeyKOTpHEeHWTe Mo)Ke 7ia Ouje BaxKHa.
Tue moxar ga Ougar 3000-10000 maTv MOMOTEHTHH
BO TIpe/I3BUKYBambe OPOHXOKOHCTPYKIMjAa OTKOJIKY
XUCTaMUHOT.

Hecakanute peakijud Ha J.a. Off aJepruckKyd THII
MOXXe W Ja ce TIpeABUJAT CO 3eMame Ha HCLPIIHA
aHaMHe3a 3a eBeHTYa/lHO CyCIeKTHU KJIMHWUKM 3HalU
KakKo Ha TIpyMep: I'ylliele, MaYHHWHa, HeCBeCTHLIa, OCHII,
BHCOKAa TeMIlepaTypa, LIPBEHWIO WA DPerucTpyupaHo
ajiepruja Ha JJpyry CyTCTaHLIMU (JIOKaHA aHeCTeTULH,
a"tubunoruny) (8,4,9,10,11,12).

KnuHuukata c/ivKa 3a MoyKHaTa ajieprucka peakiiyja
KOoja Ce jaBW/a HAjuecTo € BO TIPEHOCHO CBOjCTBO
OuzIejK1 He cMe IMPeKTHO BKJTyueHHU (OricepBaToOpy) BO
30yJHyBar-aTa KoM Ce CITyUu/ie MKako ce MaHU(ecTrparie,
TYKY Ce MOTNHpaMe Ha peJlaTUBHU MCKas| Of MaljieHToT
WY TIPUAP’KHUKOT 3a BUCTHHCKAaTA CJIMKA Ha HAaCTaHOT.
3apajii Toa U Hallara LieJl e CO aJIeproJIOLIKUTe in vivo
TecTHpama ajepreHrTe KOU Ce OATOBOPHHU 3a ajlpervjara
(/ToKaHUTE aHecTeTUIM ) A Ouat uaeHTUGUIMPaHN/
MOTBp/leHy Wiu oTdpienu (13,14).

MATEPUJAJTU U METOOU

3a peanv3anja Ha OBa HWCTPaKyBame BKIIyUYMBMeE
MalMeHTH CO aHaMHeCTUYKW TOZATOLM 3a HeCaKaHa
peakildja BO Koja OWI WHBOJIBUDAH pa3/UueH areHc
(HajuecTO  AHTHOWMOTWK, AaHECTETHK, HYTPUTHBEH
areHc u jfp.) IlaipeHTuTe ce W30paHM IO CiTydaeH,
paHZOMM3MpaH U  KOHCeKyTHBeH u300p. Mefy
WCIIMTYBaHWTe TalieHTH Oea BKITyYeHU U 37paBCTBEHH
pabOTHUIM CO aHAMHECTUUKH TIOAATOLM 3a ajieprija Ha
Hekoj jiokaseH aHecteTuk. HanpaBenu ce KAT (Koxknu
AJieprosioniky TeCToBU) Kaj 84 maryeHTH (MCITUTAaHUIIN)
Kou Oea 1oiesieHy BO J1Be TPYTIH:

1. Tlpea rpyma (ucrnuTyBaHa) - 42 TalMeHTH CO
aHAMHECTHUKH IT0JIaTOLM 3a 61710 KaKBa HecakaHa

of mast cells and basophils. The degranulation is
characterized with explosive release of the contents of
mast cells (vasoactive materials), swelling (edema) or
redness (vasodilation) occur responsible for the signs
and symptoms of anaphylaxis.

These reactions occur immediately and may be
sufficient for the emergence of bronchi constriction
and shock. This systemic response to the allergen is
called an anaphylactic reaction.

Histamine is often considered the most important
cause of allergic manifestations although the role
of leukotrienes can be important as well. They may
be 3000 to 10,000 times more potent in causing
bronchoconstriction than histamine.

Side reactions to L.A. allergic type may be
predicted by taking exhaustive anamnestic history of
any suspicious clinical signs such as breathlessness,
nausea, fatigue, rash, fever, redness or registered
allergy to other substances (local anesthetics,
antibiotics) (8,4,9,10,11,12) .

The clinical manifestation of a possible allergic
reaction that occurred mostly is in portable capacity.
We are not directly involved (observers) in the events
that have occurred and how to express themselves, so
the best is to rely on the relative statements from the
patient or a companion for a true picture of the event.

Therefore our aim is to identify of reject allergens
responsible for allergy (local anesthetics) with
allergologic in vivo testing (13,14).

MATERIAL AND METHODS

For realization of this research we have included
patients with anamnestic data about side reactions
in which a different agent was involved (mostly
antibiotic, anesthetic, nutrient agent etc.). Patients
were randomly and consecutively selected. The
examined patients included health professionals with
anamnestic data of allergy to a local anesthetic. CAT
(cutaneous allergenic tests) tests are performed in 84
patient that were divided in two groups:

1. First group — 42 patients with a history of any
side or allergic reaction to a local anesthetic
drug, etc.

2. Second group — 42 patients with a history of

atopy (nutritional causes, wasp sting, bee,
pollen, etc.
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WM alleprucka peaklivja Ha JIoKasieH aHeCTeTHK U
IPYT MeJJUKaMeHT.

Bropa rpyna (ucrmryBaHa) - 42 malUeHTH
CO aHaMHEeCTWYKH TIOZ@aTOIM  3a  aTomuja
(HyTPUTHBHM NPUUMHUTENH, YOO 0/ 0Ca, ITUeia,
TIOJIeHH U Ip.).

Bo metomute ¥ maHoT Ha paboTa Gea BKIyueHH
TIPUOPUTETHH [IMjarHOCTUYKH MeTO/I! Kou
TPETCTaByBaaT CYIITHHCKO 3Haeme 3a JO0KaKyBambe
WM UCK/IydyBarbe Ha aliepricka peaklfja Kako W 3a
TIOHAaTaMOILITHUOT TPETMaH.

Wako3aaujarHoCTULIMpabheTOHaXUITePCeH3UTHBHUTE
peakMy TOCTojaT i in vitro MeTou, 3a OBa Hallle
TecTHpamke HUe KOpUCTeBMe JiBa TWIa Ha in Vivo
TectoBute (prick u i.d TecT)-.

In vivo TecToBM ce TmoarpecMBHM O0f in Vitro
TECTOBUTE, HO 3a paslvKa Off HUB Ce WU3BeZyBaaT BO
TOKYC BPEMEHCKU WHTepBas, TTOEKOHOMHUUHU Ce, a Ce
CMeTa JleKa ¥ BepofloCTOjHOCTa UM e MHOT'Y TOoroJiemMa,
Ta Off TOj aCreKT r'M U3bpaBMe TOKMY HUB.

Co oBue fBa in vivo TecTa Ce TeCTUPaHU [BeTe
WCTIUTYBaHU IPYNH, TP IITO Ce BPLIEHU JiBe KOHTPOJIU
Ha TeCTOT: TIO3UTMBHA W HeraTWBHA. 3a TMO3WTHBHA
KOHTpO/Ia Oellle KOPUCTeH XUCTaMUHOT, a 3a HeraTWBHA
KoHTposa Oerie KopucTeH: Tmydep, /JeCTUIMpaHa
Bo/la WM (DU3MOMONMIKM PacTBOp. TecTUpameTo Kaj
CUTe TalMeHTH Ce TOYHyBa €O prick TecToT Kako
TIOHearpecuBeH TeCT U JIOKOJIKY e HeraTHBEeH 0BOj TeCT
ce MpOJI0/DKyBa MOHAaTaKa CO TeCTUPAKeTO CO U.J. TeCT
Kako roarpecuBeH test. HaunH Ha n3BenyBarme Ha prik
( prick ) TecToT ce Bpilelle Ha BojapHaTa CTpaHa Ha
T0/JIaKTHLIaTa Ha MaLeHTHTe, NIPH IUTO MPETXO/HO Ce
Opwile pakarta/mofjIaKTHL[aTa CO aJKOXOJ, a MOKACHO
Ce HaHeCyBaar Karlka [0 /jBe 0J] UCITUTYBaHHOT JI.a. U CO
VHCY/IMHCKA WI71a WM JIaHLleTa ce MUHYBa HU3 Kamkarta
u ce npobogyBa KoxkaTa. IIpy OBOj TeCT 3aBHUCHO Off
TIPOMEPOT Ha UrJ1aTa, 0f] alepreHoT BO KoyKaTa MpoAvpa
0,001 ml. Pe3ynraTuTe off TeCTOT ce uuTaart mocie 15-
20 muH. Ilpu wTO Ce Mepu: rojeMyHara Ha ypTHKara
Y Ha camMuoT eputeM. MepemaTa Oea mpaBeHH CIIOpef
TMO3UTHBHATA MP00a Ha TECTOT / XUCTAMUHOT.

ITocne nobuenuor (-) HeraTMBeH prick Tect ce
MPOJIO/DKYBA W.J. TeCT KOj MCTO Taka Ce M3Be/lyBa Ha
BOJIapHATa CTpaHa Ha TOJJIAKTHI[ATA CO TPETXOZHO

Preferred diagnostic methods were included in the
method and plan of work that are essential to prove or
exclude an allergic reaction as well as for subsequent
treatment.

Although for diagnosing hypersensitivity reactions
in vivo methods exist, for our testing we used two
types of tests (prick and i.d test).

In vivo tests are more aggressive than in vitro
tests, but unlike them are performed in a shorter time
interval, are more economical and are considered
that their reliability is much higher, so from that
perspective we chose them precisely. With these two
tests two groups were clinically tested, in which two
controls were performed on the test, positive and
negative controls. Histamine was used for positive and
for negative control was used buffer, distilled water or
saline. The testing in all patients begins with the prick
test as less aggressive test and if it is negative the test
goes further with i.d. testing as more aggressive. The
prick test is performed on the volar forearm of patients
arm previously cleared with alcohol. A drop or two is
applied of the tested L.A. with insulin needle in the
skin. In this test, depending on the dimension of the
needle, 0.001ml allergen solution penetrates into the
skin. Test results are read after 15-20 minutes so that
a measurement is made about the size, the width of
the urtica and the erythema. The measurements were
made by the positive sample test / histamine.

After the received negative prick test is continued
with i.d. test which is also performed on the volar
forearm with pre-wiping and making a positive and
a negative sample. The difference between these
two tests is that when an i.d test is performed, a
needle enters and 0.1. of the allergen L.A. is injected
intradermally. Also in this test results are read after 15
to 20 minutes and the test is evaluated as positive or
negative or double.
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npeOpHILlyBatbe U MPaBerhe Ha MO3UTUBHA U HeraTHBHA
nipo0a.

Pasnukata mefy oBue [Ba TecTa ce COCTOM BO Toa
LITO IIPY U.[. TECT CO UIJIa Ce B/IeryBa UHTPa/ilepMaiHO U
ce BOpu3rysa 0.1. mi1 o7 anepreHor / m.a. VIcTo Taka Kaj
OBOj TeCT pe3y/TaTUTe Cce uyuTaaT rnocie 15-20 MuH 1o
M3BPLLEHOTO TeCTHPatbe 1 TEeCTOT Ce OLieHyBa Kako ,, +
“’[I03UTUBEH ,, -; ’HETaTUBEH,, WU +/- *’ IBOEH,,.

Cnuka 6p. 1n.a. TecT

3a oBa TeCTHpame KOPUCTeBME [iBa aHECTETHKA Of
amuHa rpyna Ha aHectretuuy: Lidocain (Xylocain) 2 i
3%, u Mepivacain (Scandicain) 2 i 3%, a mobueHuTe
TIO/JATOLIM O] TECTUPAHETO Ce CTaTUCTUUKK 00paboTeHu.

PE3YJITATU

Mako 3a J/OKaJHWATEe aHeCTeTHLM Ce cMeTa JieKa
ce MHoOry 0e30e[lHM CpeTCTBAa W Ce aJiepreHd Kou
MOpPeTKO IpeAu3BUKyBaaT ajeprucka peakuiuja. Kako
aHaMHEeCTUUKUTEe TIOZlaTOLM Taka M ajeproTeCTOBUTE
TIOKayBaar JleKa ajiepruja Ha JJOKa/IHU aHeCTeTHLIM Cerak
TOCTOM.

KAT uako npumMeHeTH yliTe Mpef eljeH BeK ro
n3zpskase TectoT Ha BpemeTo (Solter, Blackey, Jadasson
W [Ip.) ¥ Ce ofjp>KaJie 110 JieH fieHelleH. OHa LITO T [1paBy
HesaMenyiBu KAT, e MOXHOCTa Ja Cce eBUJEHTHpA
T0/IMBa/leHTHaTa PeakKTUBHOCT Ha KOXXHUTE CTPYKTYpU
MpY IIpOBOKalldja CO ajepreH (CycrekTeH) Ha JLa.
Ba)kHuTe KOHCTPYKLMOHA/IHU (aKTOpU Ha MO3WUTHUBEH
KO)KeH TeCT I'M UMHAT: MHTerPUTeTOT Ha MacCTOLUTOT,
BacKy/IapHUOT U Heypa/HUOT OJTOBOP Ha OpPraHu3MOT.

Cnopen, HammTe aobuwenu pesyntatd mpu KAT
(Ko>kHO AJ1IeproJioliKo TeCTHpabe) Kora Oellie TeCTUpaH
MenuBakanH-0T, Bo 1,19% op ciyuaurte of BKynHo 84
TeCcTMpaHu TaryeHTy prick TectoT Gerie f00veHa +/-
[n1BojOeHa peakiyja, TIPU IITO Kaj TOj C/IyYaj TeCTUPAHkeTOo
BO TOj MOMEHT Ce CMeTa 3a 3aBpIIeHO (ce MpeKuHyBa) 3a
COO/IBETHHOT aHEeCTeTHK. AJIeprosiolKoTO TeCTHpame
Kaj OBMe MallMeHTH Ce MPOZOo/DKyBa CO JpYyr THUIl Ha
aHeCTeTUK I10 OJjpeJleH peJjoc/iell — IlieMa Ha TeCTUpambe.
Kaj ocraHaturte mnaiieHTH Kaze prick Tector Oerie

Image No. 1 i.d. test

We used two anesthetic of amide group of
anesthetics for this test: Lidocain (ylocain) 2 and 3
% and Mepivacain (Scandicain) 2 and 3 %. The test
results are elaborated statistically.

RESULTS

Although the local anesthetics are considered to
be safe and are allergens that rarely cause allergic
reaction, the anamnestic data shows that allergy to
local anesthetic does exist and its further reaction can
be seen.

Although CAT was implemented a century ago
it has withstood the test of time (Solter, Blackey,
Jadasson etc.) and remained in place until today.
What makes CAT irreplaceable is the ability to record
polyvalent reactivity of skin structures at provocation
with suspected allergen (L.A.).

The main constructional factors for positive dermal
tests are consisted of: integrity of mass cells, vascular
and neutral response of the body.

According to our results with the CAT, in 1,8%
of cases, in total 84 tested patients, positive reaction
to Mepivacaine was received with the prick test,
whereas in that case the testing for the corresponding
anesthetic is considered finished. These patients
are exposed to allergologic testing for other type of
anesthetic determined by testing scheme.

The prick test was negative in the remaining
examinees so we continued with the testing.

Two patients who were tested with i.d. test to
Mepivacain received positive allergologic result.
Table chart 1 and graft 1.
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HeraTuBeH, TeCTUPalkeTo Cce IIPOJOJ/DKM IOHaTaka,
NP IITO Kaj /1Bajiia MarueHTd Kou Oea TeCTUpaHW CO
Mepivacain, so6vBaMe MO3UTUBHU aliepPro TECTOBU CO
u.z1. Tectrpame. Tabena 1 u rpadr 1.

Table No. 1. Distribution of examinees according to in vivo i.d.
testing (CAT) to Mepivacain (+) reaction.

ANeemene | 1GROUP Il GROUP TOTAL
Tabena 1. uctpnbyumja Ha UCMTaHMUKTe cnopep in-vivo
' ) : negative 39(92,8%) 40(95.2%) 79
KOMKHO aneprosioLLKo Tectupatbe (KAT) Ha Mepivacain (+) Prick 00.0%) 00.0%) 0
pearumn. id 1(2.4%) 12.4%) 2
TECTUPAH Was not made 2(4.8%) 1(2.6%) 3
I TPYMA I TPYMA BKYMHO
AHECTETWH Total 42(100.0%) 42(100.0%) 84
HeratngHu 39 (92,8%) 40 (95.2%) 79
Prick 0(0.0%) 0(0.0%) Graph No.1 Distribution of examinees according to in vivo i.d.
m.A. 12.4%) 1(2.4%) testing (CAT) to Mepivacain (+) reaction.
He e NnpaBeHO 2 (6.8%) 1(2.4%) 3
BrynHo 42 (100.0%) 42 (100.0%) 84

lpaduKoH 1. [ucTprbyumja Ha MCNTaHULMTE cropef in-vivo
KOM{HO aneprosoLLKo TecTuparbe (KAT) na Mepivacain (+)
peaKkumu.

Il rpyma
Bprick

1Lrpyaa
Omrarnann Owx. L LIEd 118

Crniopeq;, obuenute pesyntatu o, KAT Bo mpBarta

WCTIUTYBaHa rpyma oZ, BKyIHo 40 TeCTUpaHU UCTIUTaHULIA

nobueH e efieH (+) TeCT off U.J1. TECT.

Bo Bropara rpyna on BKynmHO 41 TecTUpaHu
UCMIUTAHULIY I00MEH e UCTO Taka (+) pe3y/TaT npu u.j.
TecTUpame.

Mann-Whitney U Test mokaxa [eKa HerocTojaT
CTaTUCTUUKW CUTHU(MKAHTHU Pa3/MKW 1oMery rpBara
YW BTOpara rpyrna BO OAHOC Ha in-vivo Mepivacain
(+) peakumja (Z2=-0,192, p=0,8474). (Tabena 6p. 1 u
I'padukort 6p. 1).

Kaj marentuTe Kou Gea Tectupanu co KAT co
Lidocain fo6uBMe [Ba TMO3UTHBHM TecTa TPU H.J.
Tectrpame. Ha prick TecToT Kaj cute maiueHTH 00HMBMe
HeraTUBHU TecToBH Tabesna 2 v rpaduKoH 2.

1greup

Ourgathe oid vy nod mwle

According to the results from CAT, in the first
group of 40 examinees, 1 positive i.d. test result to
Mepivacain is registered. In the second group of 41
examinees, also 1 positive i.d. test result is registered.

Mann-Whitney U The test showed that there is
statistical, significant difference between the first and
the second group to in vivo Mepivacain reaction (Z
=-0,192 p = 0,8474). ( Table chart No. 1 and
Graph No. 1).

Two patients, who were tested (with CAT) with
Lidocain, recieved positive test result during i.d. The
rest showed negative test results. Table chart 2 and
Graph 2
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Tabena 2. [ncTprbyLmja Ha MCIUTAHMLMTE iN VIVO KOMHO
anepronoLuKo Tectvpatse (KAT) Ha Lidocain (+) no3uTtBHM

Table No. 1 Distribution of examinees according to in vivo i.d.
testing (CAT) to Lidocain (+) reaction.

peakLmm.
ATIEE(TJlTAI;TAVIHH I TPYNA [ TPYMA BKYMHO
HeratnsHu 33(78.6%) 35(83.3%) 68
Prick 0(0.0%) 0(0.0%) 0
n.a. 1(2.38%) 1(2.38%) 2
He e NpaBeHo 8(19.0%) 6(12.0%) 14
BrynHo 42(100.0%) 42(100.0%) 84

ANTEESSTTIEEDTIC | GROUP Il GROUP TOTAL
negative 33(78.6%) 35(83.3%) 68
Prick 0(0.0%) 0(0.0%) 0
i.d 1(2.38%) 1(2.38%) 2
Was not made 8(19.0%) 6(12.0%) 14
total 42(100.0%) 42(100.0%) 84

IpadwKoH bp. 2 AnctpmbyLmja Ha UCUTaHWLMTE criopes
in Vivo KOMKHO aneprosoLLKo TecTvpatse Ha Lidocain (+)
peaKkumn.

1 ipyua

11 rpyma

OnriaTemn Bprick D, One ¢ mpan.

Crniopes; Mann-Whitney U Test ce mokaka Jeka
HETIoCTOjaT 3HayajHHu CTAaTUCTHUKA CUTHUGUKAHTHU
pazmuky niomery I u Il ucrryBaHa rpyma Bo 0JJHOC Ha
in-vivo Lidocain (+) aneprorecToBu criopefi HAUMHOT Ha
Tectupame (2=-0,187, p=0,8509). Bo nBeTe ucnmryBaHu
rpynu ce nobHja TO efieH TIO3WTHBEH TeCT TMpu W.J.
TecTUpame.

OUCKYCUJIA

Hecakanute peakuuu LITO Ce CMeTaaT 3a aJepruuHu
MO)Ke [a OMJaT Mpefu3BUKAHW Off COCEMAa pPasiuuHU
(hakTopH, IITO MaK MOXEe Ja ZoBefie A0 TpeiBpeMeHa
JiMjarHo3a Ha ajiepryja camo Bp3 OCHOBa Ha Me/IMLIMHCKA
WCTOpYja, WM HarlpoTMB 3a 3aHeMapyBame Ha
TpeJu3BUKaHUTe CUMIITOMH CO ajieprucka peakiidja.
[ToeguHLM uuWja eBUEHLMja HA MeOULIMHCKA WCTOpHja
yKa)kyBaaT Ha TaKBU CHUMITOMU KakKO YypTHUKapuja,
aHTMoe/leM WM PUHUTHUC, TIOBP3aH CO aZlMUHMCTpaluja
Ha JIOKalleH aHecTeTHWK, Oapa JeTanHa AWjarHOCTHKA
BO IleHTap 3a aneprud. BakBuTe peakiuu MoKaT [a
OuzIaT AMPEKTHO TOBP3aHU CO aHECTETHKOT (peakiidja
Ha afiepruja) 1 Hej3MHO J03Upame (TOKCHMUYHA peakiyja
WM TIpefio3upame). Bo moBekeTo ciyuau, HecakaHaTa
peakiidja 1O aJMUHUCTpallija Ha aHeCTeTUK e
TpeJu3BUKaHa Off TICUXOJOIIKKA e(eKT Kako IITO ce
CTpaB ¥ BO3HEMHUPEHOCT MOBP3aHU CO CTOMATOJIONIKATa

Graph No. 2. Distribution of examinees according to in vivo i.d.
testing (KAT) to Lidocain(+) reaction.

I group 11 greup
Onrgutine Bprick oLd

Elwas nad e

According to Mann-Whitney U Test it has been
shown that there is a significant and statistical
difference between T and IT group in vivo allergologic
tests of Lidocain(+) (Z = - 0,187 p = 0,8509).
Positive i.d. test results were received in both groups.

DISSCUSSION

Adverse reactions that are considered allergic can
be caused by completely different factors, which in
turn can lead to an early diagnosis of allergy based
on medical history or, conversely, to neglect the
symptoms caused by an allergic reaction. Individuals
whose medical history indicates such symptoms as
urticaria, angioedema, or rhinitis associated with the
administration of a local anesthetic, require detailed
diagnosis at an allergy center. Such reactions may be
directly related to the anesthetic (allergic reaction) and
its dosage (toxic reaction or overdose). In most cases,
the adverse reaction after anesthetic administration
is caused by a psychological effect such as fear and
anxiety associated with the dental procedure (15,16).
The literature shows that allergies to local anesthetics
account for 1% of all adverse reactions (12). More
common is the occurrence of allergic manifestations
nowadays, possibly due to advanced industry, changed
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npoueaypa (15,16). JluTepaTypaTa IOKaxyBa Jeka
ajlepruMTe Ha JIOKAHW aHeCTeTHLM CounHyBaat 1% of
cuTe HecakaHW peakuun(12).

Ce cMmera Jieka npo6sieMOT CO ajieprvjata e MHOTY
KOH(Yy3eH, HepaspellleH W HeJOBOJMHO 00paboTeH,
ropai camara Tpupofia Ha 0OosiecTa W aToOMMCKaTa
KOHCTaTaija Ha camoto Jmile. OBoj mpobieM BO
MoC/IeJTHO BpeMe e MHOTY aKTyesieH, He CaMO TYKY
BOOIIIIITO 3eMEeHO U BO CBETOT.

WTHUTEe Cyyad BO CTOMATOJIOIIKaTa IMpakca
reHepaJlHO Ce CMeTaaT KakO peTKH, MefyToa Kora
TaKBa HecakaHa peakijfja Ke ce TojaBu Moxe fia Ouge
oracHa T0 »XKMBOT. Pe3yniTaturte ofj MpalliaJHUKOT KOj
Ou/l TIOMOJIHYBaH Off CTpaHa Ha 887 CTOMAToJ/103H,
(34% opn 7 obmact Bo AHI/Mja) YKaXKyBaaT [JeKa
2,6% ciyyar Ha HecakaHU peaklldd OTraraaT Ha CeKoj
JokTop/cToMatosior o, kou 1,9% ciydyard Ha CMHKOIa,
rymiee 0.09%, a 0.013 cinyuau Ha aHadwmiakca Girdler
- Smit(18).

Bo [feHeriHO Bpeme ce TOYeCcTO e Ti0jaBaTa Ha
pPErucTpyupaHy ajeprucku  MaHudecTaluu Kou ce
Jl0JDKAT HajBep0jaTHO Ha HarpeJoKOT BO MHAYCTpUjarTa,
KakKo U M3MeHeTUTe YC/I0BU 3a YKUBOT BO e[JHa Cpe/iHa,
MOKHOCTA 3a KODUCTeHe Ha TMOoCO(UCTULMPaHU
METO/IM U CPeTCTBa 3a UCIUTYBalke U J0KaKyBarbe Ha
aJIePrUCKUTe Peakiiyu.

Hammre pesynTaTd ro mOTBpAYyBaaT (akTOT Jeka
u Mepivacain-oT MoXxe Ja TNpeAy3BUKa ajeprucka
peakiivja Koj aKT ce MOTBPAYBa CO UCIUTYBAmbaTa of
crpana Ha Hein et all (23) kou BpiIesne ucnuTyBama
Kaj 26 mauueHTH TpUIITO Oune 00WeHW crefHHTe
pe3ynTatv: 4 WCMWTaHWLM pearupajie Ha OpajHa
cybkyraHa mpoBokanyja (3) Ha Penicillin u 1 nHa
Mepivacain.

Wcro Taka Fisher i Gracham (3) Bo emna cBoja
CTyZYja Npy TecTUpamwe Ha 27 IMalyeHTU CO JIOKajleH
aHeCTeTHK, Jo0wTe efleH CIyJaj Co BUCTUHCKA ajlepruja
Ha TeCTUPaHUOT aHeCTeTHK, Kako u Escolano et al(13)-
KOW KOpHMCTesle KOXXHH TeCTOBU CO TPU aHecTeTHKa
(Procain 2 %, Lidocain 2 % u Mepivacain 1%) Ha 35
MAlMeHTH MCTO Taka Jo0usie TIO3UTHBHA peakiyja
Kaj efleH MalLMeHT Kafle ce TMOTBpAW/IA ajeprujara Ha
aHEeCTeTUKOT NMPUYMHKTEN 33 HecakaHaTa peakiyja.

Bo Bpcka €O 4KMCTO MMOKaUHCKY TIperapaTtv Bo 33
roz. CSM Gesnexku 32 BUCTUHCKH a/IEPTUCKH OZITOBOPH O]
Kou 8 HecrieLUYHH a.p., 13 aHaUIAKTUUKY peakLun
BKIyuyBajku ¥ gBe daramHy, 10 aHadwiakrougHu
PeaKIM 1 eJjHa o7 TWT 1 XurepceH3uOMIHA peakIyja.
Of KoMOMHHMpPaHHUTe MPOYKTH KOU COZPrKerte JIIOKauH
CSM peructpupan BKynHO 41 peakuuja BO MCTHOT
nepuog ( 21).

living conditions in an environment and the possibility
of using more sophisticated methods and means for
testing allergic reactions. The problem with allergy is
very confusing, unresolved, undertreated due to the
nature of the disease and the atopic presumption of
the individual. This problem has been very responsive
recently not only here but in general.

Emergency cases in the dental practice are
considered to be very rare but when an unwanted
reaction occurs it may be lethal. The results from the
questionnaire filled out by 887 dentists (3,4 % from
7 dentistry fields in England) indicate that 2,6 %
of unwanted reaction cases belong to every doctor/
dentist in which 1,9 cases of syncope, 0.09% cases
of asphyxia and 0.013% cases of anaphylaxis Girdler
Smith (18).

Our results confirmed the fact that Mepivacain can
cause allergic reaction as evidenced by Hein et all (23)
examinations, where 26 patients were tested and \ the
following results were received : 4 examinees reacted
to oral and subcutaneous provocation (3 to Penicillin
and 1 to Mepivacain).

Fisher i Gracham (3) in one of their study during
examination of 27 patients, recieved case with real
allergy to tested anesthetic. Escolano et al(13)- also
used i.d. tests with three anesthetics (Procain 2 %,
Lidocain 2 % and Mepivacain 1%) on 35 patients.
A positive reaction was also registerd in one patient
which confirmed the allergy caused by the anesthetic.

Regarding to pure Lidocain solutions in period of
33 years, CSM notes 32 with real allergic responce, 8
nonspecific A.R., 13 anaphilactic reactions including
two fatal, 10 anaphilactoid reactions, 1 type I and
hypersensitive reaction.

41 reactions were registered from the combined
products containing Lidocain CSM in same period.
(21).

In one study by Dukes (6), 13 fatal cases were
registered. Causes are local anesthetics, 5 to Lidocain
and a perinatal death is registered in one serie of
885 cases in gynecology by epidural anesthesia with
Lidocain.

A. Ball (5) reports a case with allergic reaction to
Lidoacin with positive i.d. in vivo prick test results,
but with negative test results to Prilocain which is in
the same amino group as Lidocain.

Our in vivo tests indicate to the fact that allergic

reaction to L.A. do exist. We confirm the following
information with the received positive test results to
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Bo enna cryuja pabotena og Dukes (6) pecdepupanu
ce 13 cmyyan 3a CMPTHOCT KOM Ce [JOJDKAT Ha JIOKaTHH
aHEeCTeTMYKM CPEeTCTBa OJ] KOW TeT Ha JIMJOKaWH, a
nepUHaTaHa CMpPT Owsa 3abenie)kaHa Ha TPH TaTH
BO efHa cepuja of 885 ciyyau BO akyLIepCTBOTO CO
enu/ypaiHa aHecTe3uja off JIMJ0KauH.

Ball (5) u3BecTyBa 3a efileH Ciyuaj CO ajeprucka
peaxiivja Ha JIM/JOKauH Kajle U KOKHUTe “in vivo” prick
Y U.[I. TeCTOBU OW/Ie TO3UTHBHH, a MCTHUTE Ce HEeraTUBHU
Ha TIpWIOKaWH KOj crafa BO MCTaTa aMHUHOTpYyTa Ha
JIUJI0KaWHOT.

Haiiieto iv vivo TecTrpame yKa)kyBa Ha (haKkTOT JleKa
asleprucKy peakLvy cerlak ce CyuyBaar 4 Ha Ji.a., a Toa
T0 TOTBp/lyBaaT 00veHuTe (+) MO3UTUBHU TECTOBH Ha
HeKOj 0/] UCTIUTYBaHUTEe aHeCTeTUL[M. Bo KOHKPeTHUOT
CJTyuaj TIO3UTUBHY TECTOBH Ce A00MEeHH Kaj TIeT CTydyan
onHOCHO BO 4.8 % o rpymnata Ha MalMeHTUTe KOU
Oea TO//IOXKEHU Ha TecTHpameTo. VcTo Taka IITO Ce
0JIHeCyBa JIo MOYKHOCT 0/] BKPCTeHa peakijija Mel'y iBata
aHEeCTeTHKa, TaKBa peakiiyja He Oellie peruCcTprupaHa.

Bunejku cepumte Ha aHeCTETHUKWUTE CPETCTBA Ce
CO J1071aTOlM (KOH3ePBaHCH, CTAaOW/IM3aTOPH U CJ1.) BO
C/lyyaj ako TecToT OW/l TO3UTHBEH Ha TOA CPETCTBO
Haj00po /la He ce TIpUMeHYBa OM/ejK1 UCTOTO Ke faje
ajleprucKa peakiyja rpy C/iefiHaTa MprMeHa.

[lpy camMOTO W3Be/lyBarbe Ha OBUE a/eproJIOLIKH
TECTOBM MOpa /la TO HarlOMeHeMe | CJIeJHOTO:

AJepruckure TeCTOBU MPU HUBHOTO U3BeJyBame Ce
Oe30racHH 3a ToroJIeM fieJl 07 JIyTeTo, HO BO Maj Opoj Ha
C/TyyauTe Cerak MOXKe 7la Ce O4YeKyBa Kaj cy0jeKkToT fja
Ce jaBaT ajlepruCKy peakUyy IpH in vivo TeCTUPambeTo.
[Topasy oBWe TPUYMHH, CYy0jeKTOT/MCITUTAHUKOT IPH
CaMOTO TeCTHpame Ce M3/I0KyBa Ha MUHUMA/HU 03U
Ha ajiepreHoT BO mpBaTta ()a3a Ha TeCTHUPameTo, CO Toa
LITO TIPY (JIE[IHUOT YeKOp BO TeCTUPameTO Taa /i03a ce
3ronemyga (23,24).

TTarueHTOT KOj OWJT TO/ITI0YKEH Ha KOXKHO TeCTHParhe
Tpeba Jja ce Hab/bYIyBa BO Bpeme Tpaewe o/ 30 MUHYTH
O7IKAKO Ke Ce W3BPIUM TeCTHPameTo, M TMOTpeOHO e
TIpaBU/IHO pearrpame MTpeTMaHaKo CerojaBaTaaeprucku
peakuuy. Kako v za e, mposoHrupaH aHa(uiakTUUKA
OZIrOBOP MOJKe /la /I0Befie 0 UTHA roTpeba 3a Hera Ha
MALMeHTOT, ¥ Ba)KHO e MalMeHToT Jla ce efyLppa Kako
[la TI03Hae TIPOJIOHTUPaH aHa(UIaKTUUKKU OATOBOD (23-
25). 'eHepanu3upaHo LPBEHWIO U OTOLM MOXKe Ja ce
jaBaT Ha MeCTOTO Ha KoykaTa KaZie TeCTOT e W3BpLIeH
IypH 1 10 JeH unu ABa(15,16). MHory nouectu peakLyu
Oapaar aHTUXMCTaMHHCKa Teparja.

VIHTpaZiepMaZHM  TeCTOBM HECOOZBETHO  MOXKe
a pe3yaTHpaaT CO WHjeKLMja Ha aJepreHoT BO
LUpPKyJlaLijata ¥ O Toa Ja Io 3rojemaT pU3MKOT 3a
T0jaBa Ha ajleprucka peakuyja.

few of the tested anesthetics, in this concrete case 5
patients or 4.8% of the examinees. Cross reaction was
not evidenced between the two anesthetics.

Since series of anesthetics are with supplements
(preservatives, stabilazers etc.), in case of positive test
result it is best not to use the same anesthetic, it will
lead to a allergic reaction.

When performing these allergologic tests, few
things have to be mentioned. Allergologic tests are
harmless for most of the examinees, even though they
may cause allergic reaction during in vivo testing. For
these reasons, the examinee is exposed to minimal
dose of allergen in the first phase of the testing. In
the next phase the dosage is increased(23,24). The
patient must be examined 30 min after the testing. If
an allergic reaction occurs it must be treated properly.
Prolonged anaphilactic responce can lead to urgent
need for care. The patient must be informed and
educated to recognize the prolonged anaphilactic
responce. Generalized rednees can occur after one
or two days on the spot of the skin where the test
was made (15,16). Reactions that occur, more often
request antihistaminic therapy. Intradermal test can
give inadequate result with injection of allergen in
circulation and increase the risk of allergic reaction.

CONCLUSION

1. Although they are considered very rare, allergic
reactions to local anesthetics do exist. Based
on our in vivo KAT allergologic testing to local
anestheticsthe percentage of their presence is
4.8%.

2. Where anamnesis data goes in favor of the
probability of suspected anaphylaxis, a high index
of anaphylaxis allergenic in vivo testing is needed.

3. The most used anesthetics in dentistry are Lidocain
with 87,5 % and Mepivacain with 7,1 % frequency
which cannot give absolute certainty about safety
because as their percentage increases, allergic
reactions to them can occur.

4. The results of in vivo testing KAT show that there
is no cross-reactivity between Mepivacain and
Lidocain. Analysis with Fisher exact test showed
no statistically significant correlation between
positive results of Mepivacain and Lidocain.

5. For accurate interpretation of KAT a strict
adherence is necessary to technical proposition for
performing the same.
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3AKJTy4ouu

1.

Mako ce cMeTaaT 3a MHOT'Y PETKH, alIePrUCKY peakLiiu
Ha JIOKa/IHU aHeCTeTULM Cellak rocrojar. Bp3 ocHoBa
Ha Hatmte KAT in vivo a/iepro/ionku TecTupama Ha
JIOKa/IHU aHeCTeTULH, TIPOLieHTya/IHaTa 3aCTareHoCT
Ha uctute ru3Hecysa 4.8 %.

Bo cyuante Kajie aHaMHECTMUKHUTE TO/[ATOLIM OZjaT
BO MPUJIOT Ha CYCIIEKTHA BEPOjaTHOCT 3a aHa(u/IaKca,
BUCOK MH/IEKC DH3HK 3a aHa(uIakca, ce HaMeTHyBa
notpebara o/ aJIeproJioLiKo TeCTUPAbE.

Of, MCnMTYBaweTO LITO IO CIPOBEJOBME, HajuecTo
MpUMeHYBaHUTE aHEeCTeTHULd BO CTOMAToJorHjaTa
ce Lidocain-ot co 87,5% i Mepivacain- ot co 97,1%
3aCTareHoCT 3a KoM HEMOXKe [ja ce [iafle ariconyTHa
CUTYDHOCT JleKa ce Hajbe30elHM aHeCTEeTHIH,
OM/iejK1 KaKo IITO HUBHUOT MPOLIEHT Ha 3aCTarieHOCT
Ce 3rojieMyBa Taka Y ajepriucky peakLyy Ha UCTHTe
MOXKe /la ce jaBar.

. Tobuenute pesyntatu of in vivo KAT Tectuparme

NOKaKa JleKa He II0CTOM BKPCTeHa pPeakTMBHOCT
riomel'y Mepivacain-ot u Lidocain-oT. AHanm3aTa co
Fisher exact test mokaxysa /ieka Hema CTaTUCTUUKU
cUrHU(UKaHTHa 3aBHUCHOCT (KOpesaijyja) IoMery
TIO3UTHBHHUTe pe3ynTaTi Ha Mepivacain u Lidocain.

3a TouHa uHTepnpetauyja Ha KAT HeornxonHo e
CTPOTO TPUJP>KyBake KOH TEXHUUKUTE TPOMO3ULIUN
3a U3Befi0a Ha UCTHUTe.
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ABSTRACT

Background: Oral lichen planus (OLP) is a chronic
inflammatory disease, the cause of which remains
unknown. In the last few years, significant advances
have been made in understanding the mechanisms
involved in the pathogenesis of the disease.

Objective: The purpose of this investigation
was to describe the clinical and epidemiological
characteristics of lichen planus.

Methods: A total of 147 charts of patients with
histologically confirmed OLP were collectedfrom
5 years from Private health Institution”preventiva
dental” Gostivar, Private health Institution “Apolon”,
Private health Institution “Viva DENT” Gostivar
and Private health Institution “Dentalcair”, Skopje.
Patients of either gender aged above 12 years, fulfilling
the diagnostic criteria for OLP were enrolled for study
History regarding the onset and duration,symptoms,
addictions was elicited followed by oral, cutaneous
and systemic examination. Biopsy was taken when the
diagnosis was doubtful or malignancy was suspected.
The data were analyzed using SPSS software version
11.0 for frequency and percentage.

Results: Of the 147 patients, 62.9 % were females
and 37,1% were males. The most common clinical
presentation was the reticular type from topographic
aspects which is localized bilaterally in the buccal
mucosa between retromolar region and masticator
line. Accompanying comorbidities are hypertension
58,5 % and Diabetes 21,77%.

Conclusion: From the results we can conclude
that lichen planus is a dermatology condition that can
present on the skin, oral cavity or in the combination
skin and oral mucosis.

Skin involvement of lichen planus was found in
40,17% .

Keywords: Oral lichen planus, hypertension,
diabetes, precipitating factors.

1. INTRODUCTION

Lichen planus is a chronic inflammatory mucocu-
taneous disease which frequently involves the oral
mucosa. Other mucous membranes (including the
genitalia, esophagus, and conjunctiva) and skin
appendages (e.g., scalp hair and nails) can also be
affected. Inmany patients, the onset of OLPisinsidious,
and patients are unaware of their oral condition. The
pathogenesis and etiology of lichen planus remains
unclear, and it appears to be an autoimmunedisease.
It is as-sociated with multiple disease processes
and agents, such as viral and bacterial infections,
autoimmune diseases, medications, vaccinations and
dental re-storative materials. Cutaneous lichen planus
is characterized by flattopped, violaceous papules.
The lesions may result in long-standing residual
hyperpigmentation, especially in dark-skinned
patients [1,6]. Oral lichen planus is characterized by
symmetric reticular lesions that resemble a white,
lacelike network, as well as by papules, plaques,
erythematous lesions, and erosions [7] The disease
affects 0,5-2% of the population. This disease has
most often been reported in middle-aged patients 30-
60 years of age and is more common in females than
in males [2] OLP is rare in children [3,4]. The clinical
evaluation of the OLP is based on the six clinical
forms described by Andreason [11] reticular, papular,
plaque, atrophic, erosive, and bul-lous. Localisation
on atrophic and erosive forms are on the gums and
manifest as a desquamative gingivitis, rarely on the
palate and floor of the mouth [9-12] Multiple mucosal
lesions have symmetrical distribution, particularly
on the mucosa of the cheeks, adjacent to molars, and
on the mucosa of the tongue. Erosive form of OLP
may mimike the gingival manifestation of many other
dis-eases such as cicatrical phemphigoid, pemphigus
vulgaris, epidermolysis bullosa acquisita, and linear
IgA disease [13,14] and is followed by burning sen-
sation and pain [15]. Reticular form is presented
with slender white lines (Wickham’s striae) radiating
from the papules without any symptoms. There is a
relationship between OLP and oral cancer. Therefore,
OLP should be considered a precancerous lesion,
there is 1% incidence of squamous-cell carcinoma has
been reported so this show the importance of periodic
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follow-ups in all the patients [5]. 20-29 2/1.36 5/3.40
When there is evidence of changes in clinical 30-39 11/7.48 20/13.61
appearance, the follow-up pe-riod should be 40-49 16/10.88 26/17.68
shortened and biopsy should be done [17,18]. Lichen 50-59 20/13.61 39/26.53
planus effects the quality of life of the patients and 60-69 5/3.40 2/136
psychological status [24] 70-79 1/0.68 0
Total 55/37.41 92/62.58
2. METHODOLOGY
The study was conducted at the Private health Table 2: Clinical characteristics of OLP.
Institution”preventiva dental” Gostivar, Private Location Number of patients/%
health Institution “Apolon”, Private health Institution Oral cavity 36/24 46
“Viva DENT”Gostivar and Private health Institution Oral cavity/skin 52/3537
“Dentalcair”, Skopje from 2014 to 2019. All Skin 59/40.17
consecutive patients of either gender aged above 12 Total 147 /1'00

years, fulfilling the diagnostic criteria for OLP were
enrolled for study. We used the diagnostic criteria
proposed by Meij et al.9 in 2003 based on the World
Health Organization definition [9].

All the patients have the clinical criteria describe
by Andreason [11] reticular, papular, plaque, atrophic,
erosive, and bul-lous and histopathology criteria that
include hypergranulosis, parakeratosis, acanthosis,
‘liquefaction degeneration’ of cells within basal
layer and presence of lymphohistiocyticinfiltrate in a
band-like pattern at the level of papillary dermis and
absence of epithelial dysplasia.

We used the specific questioner for data of
the patients that include (name, age, address, and
occupation), the age of onset, duration and evolution
oftheir disease, drug history and family history of
disease. The history of smoking was elicited from
patients. We notice the factors aggravating the disease
like stress; spicy foods or smoking was also noted.

The type and number of lesions with their locations
were noted. When more than one clinical types of
lesions were found in same patient such as reticular
and erosive; the most severe form of the disease (i.e.
erosive) was used to classify thelesions. The data
were analyzed for frequencies of clinical types, sites
affected and aggravating factors.

3. RESULTS

Of the 147 patients, 62,9 % were females and 37,1%
were males. Around three quarters of the patients were
in the age group 40 to 79 years, the most susceptible
period for oral lichen planus.

Table 1. Patients / percentages

It is not uncommon that OLP patients have LP
lesions elsewhere on skin or mucosa; in a recent study
by Ebrahimi et al. 50 % of the patients had both oral
and genital involvement and 29 % had both oral and
skin involvement [4].

Table 3: Clinical characteristics of OLP.

Female Male Total number/%
Reticular 65/ 4422 57/38,78 122 /82,99
Erosive 12/ 8.16 9/6.12 21/1429
Bullous L/2.72 3/2.04 7/476

Age ‘ Male ‘ Female ‘

The reticular clinical form of OLP has previously
been reported to be the more common than the other
forms. Reticular, erosive and bullous forms were
prevalent in the 40-59 year group, whereas the erosive
form occurred in those aged 60 years and above, with
the buccal mucosa being the most common site in
each clinical form.

Table4: Localization of LP

Site Total number/%
Buccal mucosa 63/71.59
Tongue 13/14.77
Vestibulum 3/ 3.41
Gingival 0/0
Vermilion 9/10.23
88/100

Buccal mucosa was the most commonly affected
site.
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Table 5. Systemic diseases and conditions with OLP

No systemic disease 9/6.12
Hypertension 86/58.5
Diabetes melitus 32/21.77
Gastrointestinal disease 3/2.04

Liver disease 4/2.72
Others 13/8.84

Considering systemic disease hypertenison is the
most common disease in OLP.

4. DISCUSSION

Our study confirmed previous findings by other
investigators. The higher prevalence of OLP in women
has been reported by most investigators[1,13,18],
which is compatible with the findings in this study.
Female predominance was also noted in many other
studies from Italy and the UK (13-16,23). The
finding in our study iscomparable to the report from
Souza et al.17 The reticular clinical form of OLP has
previously been reported to be the more common than
the other forms,as was observed in the present study.
This may do to the fact that the reticular form seldom
causes the patients to seek treatment. Around three
fourths of the patients were in the age group 40 to
79 years, the most susceptible period for oral lichen
planus ranged in between the age 40-50 years. This
finding is at par with those suggested by Ara et al.
[22]. Similarly, Souza et al.17 have reported their
association in the age range 40-50 years in a similar
set of patients. Therefore the finding in our study is
comparable to the studies mentioned. [17,22]. Began
et al. [24] have also reported a comparable age for a
similar series of patients.

In all forms of OLP the buccal mucosa was the
leading site of involvement, followed by the tongue,
a finding also observed in other studies with large
groups of patients [3,15,22]. Ara et al. [22] also
reported buccal mucosa to be involved with the highest
frequency i.e. 96%. Furthermore gingival mucosa was
involved in 12% of the patients in the study mentioned.
[22]. Therefore, our findings are comparable to the
said study [22]. In general, buccal mucosa is reported
to be the most common site for oral LP.2 Eisen et al.
[23] have also reported similar sites of involvement
for oral LP. Reticular, erosive and bullous forms were
prevalent in the 40-59 year group, whereas the erosive
form occurred in those aged 60 years and above, with
the buccal mucosa being the most common site in
each clinical form. There is association with OLP

and Hypertension and Diabetets mellitus as in the
other studies. The association of diabetes mellitus
and LP has also been studied the other way around.
Ara etal. [22] have observed that 10% of the patients
with oral LP turn out to be suffering from diabetes
mellitus. Thus studies conducted either way prove
the association and an autoimmune background of
diabetes mellitus as well as oral LP [22].

5. CONCLUSION

There are a number of oral mucosal diseases which
mimic OLP, making the differential diagnoses
important and difficult speacily if there is no sign of
skin involvment and when the patients are in dentistry
clinics. The correct diagnosis of OLP is always based
not only on the characteristic clinical appearance
and typical histology but also the course of the
disease. Differential diagnoses include oral lichenoid
reactions (OLR), graft versus host disease (GvHD)
and leukoplakia.
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ABSTRACT

We followed 60 patients with periodontal disease, 30
of them were as a risk factor with present traumatic
occlusion, conditioned by inadequate chargers, titan
prosthetic recoveries and extracted teeth and not
reimbursed and 30 patients without the presence of
this risk factor. Patients were followed clinicians and
with x-ray. The main attention was addressed to the
impact of occlusion traumatism on the destruction
of the alveolar bone, which values were express by
Miller-Pelzer-Hirschman index as decay through the
Wasserman index.

The results showed statistical important differences
between bone destruction of the alveolar bone in
patients with traumatic occlusion compared with
patients without traumatic occlusions (t-0000). Analog
bone destruction statistical important differences
between the studied groups and the index of decay
(a-0000). These results show the fact that traumatic
occlusion as risk factor that leads to progressive
disease.

Keywords: periodontitis, inflammatory deseases,
occlusion, decay.

1. INTRODUCTION

Occlusion and its relationship to periodontal disease
has been remains area of considerable controversy.
Over the years, there have been a number of human
and animal studies investigating this relationship. The
condition or clinical entity knows as occlusal trauma
is synonymous with occlusion trauma, traumatic
occlusion, traumatogenic occlusion, periodontal
traumatism, occlusal overload, among others.

As far back as 100 years ago, it was felt that
occlusion played a significant part in periodontal
disease (1), and the formation of vertical cleft (2, 3).

Glickman (4,5), proposed the theory of co
destruction to explain the relationship between
occlusion and periodontal disease. He described two
region in the periodontium: the zone of irritation
(marginal and interdentally gingival), and the zone of
co destruction (periodontal ligament, alveolar bone,
cementum, transeptal and crest fibres). He felt that
plaque induced gingival inflammation was confined
to the zone of irritation. Occlusal forces or occlusal
trauma effected to zone of codestruction, but did
not cause gingival inflammation. However occlusal
trauma with plaque induced inflammation acted as
co destructive forces resulting in an alteration of the
normal pathway of inflammation and the formation of
angular bony defects and infrabony pockets.

In the contrast to the co destructive theory,
Werhaug (6,7), belived there was no proof that
occlusal trauma caused or acted as a cofactor in
the formation of angular defects. He believed that
infrabony pockets were associated with the advancing
“plaque formation” or apical growth of sub gingival
plaque and the formation of either horizontal or
angular bone defects were dependent on the width of
the inter proximal bone.

The development of traumatogenic occlusion
requires the interaction of factors related in the
occlusal forces and the adaptation capacity of the
individual in such a way that pressure surpasses the
tolerance threshold of periodontal tissues (8), since
the periodontim attempts to accommodate forces
excreted to a tooth in the a tooth in an adaption
mechanisms that varies from persons to persons and
in the same person different time (9).

Occlusal traumatism may occur in an intact
periodontium that has been reduced by inflammatory
periodontal disease, in the presence of a reduced
periodontium, the effect of occlusal traumatism may
be magnified because the resistance to the forces has
changed. The presence and degree of tooth mobility
should be determined, and a functional evaluation
of the occlusion should be performed. Factors that
may turn forces into traumatogenic comprise the
magnitude, direction, duration and frequency of force
application.

APOLONIA 41-42 « fq. 35-38, Dhjetor 2020

APOLONIA 41-42 « pg. 35-38, December 2020



M. Nakova, J. Alimani -Jakupi, K. Ferati, N. Nedzipi, S. Cerkezi,
M. Zuzelova, A. Sredovska-Bozinov, Zana Jusufi Osmani
ROLE OF OKLUZAL TRAUMA IN PROGRESSION ON PERIODONTITIS

Direction
Frequency

SNyl tica Duration

Picture 1

Under the incidence of occlusal forces, the tooth
rotates around a rotational axis of fulcrum located
at the interface between the middle and apical
thirds of the root in single rooted teeth and in the
middle of interradicular bone of multi rooted teeth.
Under the incidence of non-axila forces, a rotational
movement is established round the fulcrum, resulting
in the establishment of two opposed pressure and
tension areas at cervical and apical region, resulting
in reorientation of stresses and strains within in
periodontium.

The effects of non-axial excessive forces at
pressure and tension side are dependent of force
intensity. Jiggling forces are results in widening of
the socket at the cervical area, developing a funnel-
shaped bone defect with no distinction between
pressure and tension sides. The response of alveolar
bone is also affected by the duration and frequency of
occlusal forces. Constant pressure on the bone is more
deleterious than intermittent forces. (10)

Traumatic occlusion can be classified as acute and
chronic. Acute trauma result from an abrupt occlusal
impact generated, f or instance, when a therapeutic
r prosthetic restoration interferes with or alters the
direction of occlusal forces. Usually, acute occlusal
trauma presents signs and symotoms. Trauma from
occlusion may be caused by alteration occlusal forces,
a reduced capacity of the periodontium to withstand
occlusal forces, or both.

It is know that dental plaque is a primary and
dominant etiological factor in ethiopatogenesis of
periodontal disease but important place take traumatic
occlusion, as a accessory etiological factor. For this
purpose were observed 60 patients (30 without
traumatic occlusion and periodontal disease and 30
with traumatic occlusion and periodontal disease).
The condition of the health of alveolar bone was

realized to clinical and x-ray analysis and interpretive
by Miller-Pelzers index and index for teeth mobility
(Wasserman). As a control group of these examination
where observed patients without traumatic occlusion
and contra lateral homologous teeth from patients
with traumatic occlusion.

2. MATERIALS AND METHODS

We followed 60 patients with periodontal disease, 30
of them were as a risk factor with present traumatic
occlusion, conditioned by inadequate chargers, titan
prosthetic recoveries and extracted teeth and not
reimbursed and 30 patients without the presence of
this risk factor. Patients were followed clinicians and
with x-ray. The main attention was addressed to the
impact of occlusion traumatism on the destruction
of the alveolar bone, which values were express by
Miller-Pelzer-Hirschman index as decay through the
Wasserman index.

3. RESULTS

Results obtained from clinical and x-ray patients
without traumatic occlusion, and aficare and
pathologically altered steam-tissue complex, as well
as those with traumatic occlusion by the traumatic
occlusion, and from the contra lateral side, shown
tabular and graphic in the following tables and graphs.

The results for the value of dental plaque sizes in
the examined groups of patients are expressed through
the index of dental plaque of Sillnes-Loe.

The condition of periodontal tissue-set is expressed
by the following indexes:

A. Index level preponial epithelial (NPE)
B. Index loosening of teeth (Wasserman)
C. Index of bone resorption (Miller-Pelzer)

Table 1 Intergroup differences / Scheffe Test

NPE 3{]5}9 3{,26}1 3{35}4

10 0,90 054
1) 0.90 030
112 3) 0,54 030

The index of bone resorption (Miller-Peltzer)

Table 1 shows the descriptive statistics of the index
of bone resorption. In the group of patients without
traumatic occlusion index of bone resorption (CRF 1)
varies in the interval 2.47 + 0.39; + 95.00% CI: 2.32
to 2.61; minimum value accounted for 1.70 and the
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maximum value is 3.10. In the group of patients with
traumatic occlusion index of bone resorption (CRF 1I
/ 1) varies in the interval 4.17 £+ 0.33; + 95.00% CI:
4.04 to 4.29; minimum value accounted for 3.50 and
the maximum value is 4.70. In the group of patients
with traumatic occlusion of contra lateral side index
of bone resorption (CRF II / 2) varies in the interval
3.05 + 0.45; + 95.00% CI: 2.88 to 3.22; minimum
value accounted for 2.00 and the maximum value is
4.10.

of contra lateral side (II / 2) p <0,001 (p = 0,000)
is significantly greater than the average value (x =
2.47) of index of bone resorption in patients without
traumatic occlusion (I). The average value (x = 4.17)
of the index of bone resorption in patients with
traumatic occlusion (II / 1) p <0,001 (p = 0,000) is
significantly greater than the average value (x =
3.05) of the index of bone resorption in patients with
traumatic occlusion of contra lateral side (II / 2).

Table 3.2 intergroup differences / Scheffe Test

Table 2 Descriptive statistics / index of bone resorption

- [ 5[5 | &

{1} 0,000 0,000
I1/1 {2} 0,000 0,000
1172 {3} 0,000 0,000

Index loosening of teeth (Wasserman)

Data concerning the index of loosening of the teeth
(Wasserman) in patients without traumatic occlusion
(CDI I) are shown in Table 4 and Chart 2. 9 of 30
patients or (30%) patients had physiological loosening
of teeth and 21 (70%) patients had a slight loosening of
the teeth, which is 0.75 mm. in vestibuloral direction.

Table 4 Index loosening of teeth (ILT I)

. Conf. Conf. .
parametar | Valid N | average ~95.00% | +95,00% min | max | SD
BRI 30 2,47 2,32 2,61 1,70 13,10 10,39
BRI/ 30 4,17 4,04 4,29 350 4,70 0,33
IBR1I/2 30 3,05 2,88 3,22 2,00 | 4,10 | 045
BN
50
i ‘T‘
. [ l|
an = " |
25 ‘ i) - | :
20 T
2 Lisan

: [Juisaniss0
i | imwhgt OG5S0

WRI KRN KRAZ

Table 3 IBN index

The results concerning the intergroup differences
of index of bone resorption are shown in Table 3.1.
For F = 142.59 and p <0,001 (p = 0,000) no significant
difference in the intergroup differences in the index of

T Number Cumulative Percentage cumulative
number percentage

1 9 9 30,00 30,00

2 21 30 70,00 100,00

Missing 0 30 0,00 100,00

T/ physiological loosening of teeth;

bone resorption.

Table 3.1 IBN index/ intergroup differences

Parameter SS df MS |SS df MS F
Effect | Effect | Effect | Effect | Effect | Effect | Effect |P
IBN L4 7L |2 22,37 | 13,65 |87 0,16 | 14259 | 0,000

2/ slight loosening of the teeth.

The results of the post hoc analysis pertaining to
the index of bone resorption are shown in Table 3.2.
The average value (x = 4.17) of the index of bone
resorption in patients with traumatic occlusion (II /
1) p <0,001 (p = 0,000) is significantly greater than
the average value (x = 2.47) of the index of bone
resorption in patients without traumatic occlusion (I).

The average value (x = 3.05) of the index of
bone resorption in patients with traumatic occlusion

Chart 2 ILT index

Data concerning the index of loosening of the teeth
(Wasserman) in patients with traumatic occlusion
(CDI 11/ 1) are shown in Table 6 and chart 3. 8 of 30
patients or (26.67%) patients had a slight loosening of
the teeth, which is 0.75 mm. in vestibuloral direction
and 22 (73.33%) patients had moderate loosening
of teeth with amplitude 2.00 mm. in vestibuloral
direction.
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Table 6 Index loosening of teeth (ILT 11/ 1)

cumulative cumulative
ILTI number percentage

number percentage
2 8 8 26,67 26,67
3 22 30 7333 100,00
Missing |0 30 0,00 100,00

2 / slight loosening of the teeth;
3/ moderate loosening of teeth.

22

e o ot o
(] 5 10 15 20 25
Chart 3 ILT |

Data concerning the index of loosening of the teeth
(Wasserman) in patients with traumatic occlusion
(CDIII/ 1) are shown in Table 6 and chart 3

Of 30 patients, 8 (26.67%) patients had a
slight loosening of the teeth, which is 0.75 mm. in
vestibuloral direction and 22 (73.33%) patients had
moderate loosening of teeth with amplitude 2.00 mm.
in vestibuloral direction.

Table 8 ILT/intergroup differences

ILT total
group 1 ) ]

number | 9 21 0 30
% 30,00% | 70,00% 0,00%

number 171 0 8 22 30
% 0,00% 26,67% | 73,33%

number 172 7 21 2 30
% 2333% | 70,00% 6,67%

number total 16 50 24 90

4. CONCLUSIONS

The results from conducted examinations in patients
with periodontal disease and patients with periodontal
disease lead to the following conclusion: Traumatic
occlusion have an impact in the progression of
periodontal disease, which confirmed the increased
bone destruction expressed by Miller-Elzer-
Hirschman index, as well as through the increased
mobility of teeth (Wasserman).

5. REFERENCES

1. The American Academy of Periodontology.
Glossary of Periodontal Terms,3 rd ed.Chikago.
The American Academy of Periodontology.1992.

2. Box HK.Experimental traumaogenic occlusion in
sheep.Oral Heath 1935;29:19-5.

3. Stonnes JJ.An experimerntal investigation into the
association of traumatic occlusion with periodontal
disease.Proc Royal Soc Med 1938;31:479-496.

4. Glickman J,Inflammation and trauma from
occlusion,co-destructive  factors in  chronic
periodontal disease.J Periodontol 1963 Nov.34(1);
5-10.

5. Glickman J.Smulow JB.Effect of exccesive
occlusal forces upon the patway of gingival
inflammation in humans.J Periodontol 1965,Mar-
Apr;36:141-7.

6. Werhaug J.The infrabony poket ands it relationship
to trauma from occlusion and subgingival plaque.J
Perriodontol 1979,Jul 50(7):355-65.

7. Werhauug J.The angular bone defect and its
relationship to trauma from occlusion and
downgrowth of subgingival plaque.J Cin
Periodontol 1979,Apr;6(2):62-82.

8. Gickam J,Weiss J.Role from trauma from
occlusion in initiation od pocket formation in
experimentalls.J Periodontol 1955;26:14-20.

9. Goldman HM,Cohen DV.Periodontal therapy.6 th
edition.Sant Louis; Mosby, 1980; 239-261.

10.Garranza FA.Periodontal response to external
forces.In Mewman Mg, Takei HH. Klokkevold PR,
Garanza FA (ed). Garanzas Clinical Periodontology.
12nd ed.St.St Louis:\elsevier,2015:300-308.

11. American Academy of Periodontology.Parameter
on occlusal traumatism in patients wit h chronic
periodontitis. J Periodontol 2000:71 (\Supp 5),
873-875.

APOLONIA 41-42 « fq. 35-38, Dhjetor 2020

APOLONIA 41-42 « pg. 35-38, December 2020



PUNIME PROFESIONALE
PROFESSIONAL PAPER






UDK: 616.716.1-089.843
PUNIME PROFESIONALE (PP)

UDK: 616.716.1-089.843
PROFESSIONAL PAPER (PP)

PERDORIMI | GRAFTIT AUTOLOG NGA
DENTINA(ADG) NE AUGMENTIMIN E
DEFEKTEVE KOCKORE TE NOFULLAVE

Bunjamin Xhaferi, Marija P. Peeva',

Gordana J. Atanasoski, Arber Xheladini',

Laurant Murtezai'

"Universiteti “Shén Kirili dhe Metodi”, Shkup-Reparti i Kirurgjisé Orale
dhe Implantologjisé

“Ordinanca stomatologjike “Em-Dent” Shkup
em.dent@yahoo.com 075-263-480

APSTRAKT

Grafti autolog nga dentina paraget material me
potencial té larté regjenerimi si reyultat i pérbérjes sé
ngjajshme té dentinés me indin kockor.

Qéllimi. Qéllimi i kétij studimi éshté paragitja e
njé procedure té re né pérgatitjen dhe fitimin e graftit
autolog té dentinés e cila do té shérbejé pér té mbushur
defektin kockoré né regjionin maksillar.

Metoda e punés. Pacienti i moshés 55 vjecare
me Dg. Cysta Residualis (dhémbi nr 22) klinikisht
vérehet qarté fenomeni Dipitren ndérsa radiografikisht
vérehet cisté residuale me diameter prej 18 mm.
Cista éshté nxjerr kompletin toto, dhe diagnoza éshté
vértetuar né menyré patohistologjike. Defekti kockor
éshté augmentuar me graft té dentinés e kombinuar
me a-PRF me ¢rast éshté fituar dentiné e ngjitéshme
(Sticky dentin). Aparati “Smart dentin grinder” éshté
pérdorur pér té fituar matriksin e mineralizuar té
dentinés me njé madhési te granulave nga 300-1200
mikron me njé sasi prej 1.3g.

Rezultati. 12 javé pas operacionit radiologjikisht
shihet rigjenerim kockor né zonén ku ndodhej cista
ndérsa pas operacionit periudha e pranimit te graftit
kaloi pa ndonjé reagim té ndjeshém klinik.

Konkluzioni. Grafti autolog i dentinés paraget
njé material shumé efektiv me efekte regjeneruese né
mbushjen e defekteve kockore té nofullave dhe si i
tillé bashké me materialet e tjera graftuese autologe
paraget “Standard té Art” né augmentim.

Fjalét kyce: grafti autolog i dentinés, CBCD scan,
PRF, cista residuale.

USE OF AUTOLOGOUS DENTIN (ADG)
GRAFT IN AUGMENTATION OF BONE
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APSTRACT

Introduction. Autologous dentin graft is a material
with great potential for bone defect regeneration in
jaw bones due to similar chemical and biological
composition of dentin with bone tissue.

Purpose. The purpose of this research is to present
a new procedure for preparing and obtaining the
autologous demineralized dentin matrix which will
serve to fill a bone defect in the maxillary region.

Method of work. A 55 year-old patient with Dg.
Cysta Residualis (dens no. 22) clinically with a clear
Dupuytren phenomenon and radiologically defined
diameter of 1.8 cm.

The cyst is completely enucleated and confirmed
pathohistologically. In the cystic space has been
augmented the dentin graft combined with a-PRF to
obtain the so-called ‘sticky dentin’.

A ‘Smart dentin grinder’ apparatus was used to
obtain a demineralized dentin matrix with a grain size
of 300-1200 microns per graft material and a quantity
of 1.3g.

Results. After 12 weeks, postoperative,
radiologically has been shown complete bone
regeneration of the cystic area while the postoperative
period of graft acceptance is without any significant
inflammatory response.

Conclusion. Autologous dentine graft is a very
effective regenerative material in filling bone defects
of the jaw bones and as such, together with other
autologous graft materials, can be considered the gold
standard in augmentation.

Key words: autologeus dentin graft, CBCD
imaging, bone substitutes, PRF.
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HYRJE

Grafti Autolog nga Dentina (ADG) paraget njé
matriks nga dentina e mineralizuar ose pjesérisht e
demineralizuar e fituar nga dhémbét e ekstraktuar
té pacientit. Eshté material me potencial té larté
rigjenerimi dhe riparimi té defekteve kockore. Kjo
rrjedh si pasojé e faktit gé dentina dhe indi kockoré
kané pérbérje té ngjajshme biokimike dhe kané
prejardhje té njéjté embriologjike.

Ngjajshmérité biokimike té dentinés dhe indit
kockor:

- PERBERJA E DENTINES %
Materie inorganike (HOA) 70
Materie organike: kolagjen tip I, factor rritje. 25
BMP’s, TGF, IGF, FGF.

Uje 5

PERBERJA E INDIT KOCKOR %
Materie inorganike 60
Materie organike 30
Uje 10

Provat e para té potencialit osteoinduktiv té
dentinés u paraqitén nga studimi i Yeomans dhe Urist
né vitin 1967 té cilét zbuluan se dentina posedon
BMP (bone morphogenic protein) dhe faktoré rritje -
IGF, TGF, PGF, etj.

Ky studim ishte harruar pér dekada té téra derisa
filloi té rritet interesi pér pérdorim mé masiv té
implantologjisé dhe augmentimit kockoré.

Rasti i paré klinik i zhvilluar né trupin e njeriut
paraget njé operacion pér ngritjen e sinusit maksilar
(sinus lifting) i kryer né vitin 2003 nga Masaru Murata.

Prej vitit 2008 kjo metodé ka filluar té pérdoret
kryesisht pér regjenerim kockor té drejtuar (GBR) né
osteointegrimin e implanteve dentare.

Bunjamin Xhaferi, Marija P. Peeva, Gordana J. Atanasoski,
Arber Xheladini, Laurant Murtezai

USE OF AUTOLOGOUS DENTIN (ADG) GRAFT IN
AUGMENTATION OF BONE DEFECTS IN JAW BONE

INTRODUCTION

The autologous dentin graft (ADG) is human
mineralized or partial demineralized dentin matrix
made from own human extracted teeth. It is a material
with high potential for regeneration and reparation of
bone defects.

- This is due to the fact that it has a similar
biochemical composition and sharing same
embryological origine of dentin and alveolar bone
tissue from the cells of the neural crest.

- SIMILARITY OF DENTIN & BONE
BIOCHEMICAL COMPOSITION

- Dentin composed of: %
Inorganic components. (HA) 70

Organic components: collagen tip I, growth factors. 25
BMP's, TGF, IGF, FGF

Water 9

Bone composed of: %
Inorganic components 60
Organic components 30
Water 10

The first documented evidence of regenerative-
osteoinductive potential of autologous dentin graft
was provided by the study of Yeomans and Urist
in 1967- discovered that dentin contains BMP’s and
growth factors.

This research was forgotten for nearly half a
century until the interest of implant dentistry for
optimal extraction site management.

-The first clinical case used in human body was
sinus lifting-described in 2003 from Masaru Murata.

-from 2008 it has been used mainly for guided
bone regeneration(GBR) in dental implants’
osteointegration.
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RAPORTIM RASTI (CISTA RESIDUALE)

Pacienti i moshés 55 vjecare paragitet me edem dhe
dhimbje ne regjionin maksilar té majté dhe ankohet
pér té njéjtén simptomatologji pér 5 vite me rradhé
(e cila perziston gé nga ekstraktimi i dhémbit 22) me
periudha té shpeshta egzacerbimi té cilat jané trajtuar
me antibiotiké dhe drenim té eksudatit pa mjekim
kauzativ (Enukleim total i cistés residuale).

Neé Klinikén tone realizuam intervenimin kirurgjik-
enukleim i ploté i cistés sipas metodés Partch II.

- Né CBCT-scan shihet njé ndricim né regjionin
maksilar té majté nén dyshemené e sinusit dhe
kavitetit nazal té majté, me njé formacion cistik me
dimenzione 18 mm né drejtimin kranio-kaudal dhe 14
mm ne drejtimin meziodistal.

CASE REPORT - RESIDUAL CYST:

55-years-old patient admitted with insignificant
swelling and pain in the left maxillary region
complained of the same symptomatology for 5 years
(persist after the removal of associated tooth no. 22)
with periodic exacerbations of the disease in which
the patient was treated many time symptomatically
with antibiotic therapy and drainage of swelling
without removing the cause - the residual cyst .It was
performed complete enucleation of the cyst and cystic
membrane-method according to Partch II.

Radiologically on CBCT-scan imaging shows
illumination in the left maxillary region below the
bottom of the maxillary sinus and the floor of the
nasal cavity with a cystic formation diameter of
18mm in the cranio-caudal direction and 14mm in the
mesiodistal direction.
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QELLIMI | PUNIMIT

Qéllimi i késaj procedure éshté pérgatitja dhe fitimi
i Graftit Autolog té Dentinés e cila éshté pérdorur pér
mbushjen e defektit kockoré-shkaktuar nga enukleimi
I formacionit cistik.

- MATERIALI I NEVOJSHEME-SDG-Smart
dentin Grinder.

- Reagensat kimike: Dentin Cleanser dhe PBS
Wash.

- Dhoma individuale sterile pér bluajtjen e dhémbit.

- Gota qelqi sterile pér grumbullimin e graftit té
bluajtur.

PROTOKOLLIPERFITIMIN E GRAFTIT AUTOLOG
TE DENTINES

Né disa faza mund té konvertojmé dhémbin e
ekstraktuar né partikula dentine té pastér nga bakteriet
dhe té gatshme pér augmentim né mé pak se 10 minuta.

1. Pastrim mekanik i dhémbéve te ekstrahuar
(21, 23) Pastrimi nga té gjithé materialet restaurative,
pastrami i pllakés dentare, indeve té buta, gingivés
dhe ligamentit periodontal. Kjo mund té béhet me
turbine dhe frezé karbidi ose manualisht me kireté.

2. Pérgatitja dhe tharja e dhémbéve (21, 23), me
gazé sterile dhe shiringé me ajér. Vetém dhémbét e
thaté jané gati pér pérpunim.

THE PURPOSE OF PAPER

The Purpose of this paper is to present the new
procedure for preparation and obtaining of Autologous
Dentin Graft (ADG) which was used to fill a bone
defect-cyst in the left maxillary region and its further
monitoring over a period of 12 months.

REQUIRED MATERIALS:

-SDG-Smart Dentin Grinder.

-Chemical reagents: Dentin Cleanser(red cap) and
PBS Wash(green cap).

-Individual sterile chamber.
-Sterile glass containers .

PROTOCOL FOR OBTAINING: AUTOLOGEUS
DENTIN GRAFT-MINERALIZED DENTIN
MATRIX(IN OUR CASE)

With just a few steps we convert extracted teeth into
a clean bacteria-free dentin particulate, ready for
grafting within less than 10 min .

1. Mechanical cleaning of the teeth (21, 23) -
removal of any restorative material, tartar, caries,
soft tissues - gingiva and periodontal ligaments. This
can be done with a low o high speed handpiece and a
carbide drill or manually with a curette.

2. Preparation and drying of extracted teeth
(21, 23), with sterile gauze and air syringe. Only dry
teeth are ready for processing.
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3. Vendosen dhémbét né dhomén sterile pér
bluajtje afér thikave. Dhoma éshté individuale pér
¢do pacient dhe ajo nuk i nénshtrohet asnjé forme té
sterilizimit.

4. Regullohet koha e bluarjes dhe klasifikimit
né SDG: gdhendje-3 sekonda dhe klasifikim 10-20
sekonda.

5. Grumbullimi i materialit té bluajtur béhet
né sirtarét e grumbullimit. Né rastin konkret kemi
grumbulluar 1.3 g graft té dentinés me madhési
partikulash 300-1200 mikron. Partikulat e fituara
rriten né véllim pér dy deri né tre heré kur bluhen.

6. Pastrimin e partikulave e béjmé me solucion
(Dentin Cleanser) e cila pérmban Natrium
hidroksid 20% me Etanol duke i 1éné partikulat té
zhytura pér 5 minuta né gota speciale té sterilizuara.
Kjo llojé tretje i shpérbén té gjitha mbetjet organike
dhe i eliminon té gjitha llojet e mikroorganizmeve.

7. Hidratimi dhe neutralizimi i vlerés sé ph=7.2
béhet me Phosphate Buffered Saline-PBS Wash (e
njéjta proceduré pérséritet 2 heré nga 1 min)

3. Placing the cleaned teeth in to the grinding
chamber near to the blades. The chamber is
individual for each patient (it does not undergo any
sterilization!).

4. Set the grinding & sorting time in SDG:
grinding-3 seconds and sorting 10-20 seconds.

5. Storage of the graft material in the
compartment drawers for sorting. In our case they
are obtained 1.5 g of granulated dentin graft with
particle size of 300-1200 mcr. Tooth particle materials
increase their volumes by up to 2 - 3 times when
grindet .

6. Cleaning the dentin particles with a solution
consisting of Sodium hydroxide and 20% Ethanol
(Basic Alcohol Cleanser) by leaving the particles for
5 minutes in a special sterilized glass container. This
solution dissolves all organic waste and eliminates all
types of bacteria, viruses ect.

7. Hydration and neutralization of pH value =
7.2 with Phosphate Buffered Saline —PBS Wash (the
same procedure is repeated twice for 1 min)
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8. Sticky Dentin = analog me Sticky Bone —
paraget komponent augmentimi e fituar nga pérzierja
e partikulave té dentinit me a-PRF (Fibrin i pasuruar
me trombocite). Kjo béhet pér té rritur potencialin
biologjik té graftit, pér njé manipulim mé té lehté dhe
stabilitet mé té madh té graftit.

9. Aplikimi i Sticky Dentin (Graft material
adhezivé) né hapsirén enukleuar cistike.

- Radiografikisht né periudhé pas 6 muajsh pas
operacionit vérehet njé formim kockor i ri né regjionin
e augmentuar dhe njé osteointegrim i shkélgyer i
graftit té dentinés.

Bunjamin Xhaferi, Marija P. Peeva, Gordana J. Atanasoski,
Arber Xheladini, Laurant Murtezai

USE OF AUTOLOGOUS DENTIN (ADG) GRAFT IN
AUGMENTATION OF BONE DEFECTS IN JAW BONE

8. Sticky Dentin (Sticky bone) - is a dentin graft
block obtained by mixing dentin particles with chopped
a-PRF membrane in a sterile metal container. This is
done in order to increase the biological potential of
the dentin graft for easy manipulation and better graft
stability.

9. Application of Sticky Dentin (adhesive-graft
material) in the enucleated cystic space.

- Radiologically, in the period of 6 months after
the surgery, shading is observed with the presence of
young bone beams in the augmented left maxillary
region and excellent osteointegration of ADG.
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PERFUNDIMI

Dhémbét e ekstrahuar tani mé nuk mund té
konsiderohen si mbetje mjeksore pér shkak se prej
tyre mund té fitohet graft i shkélgyer me njé siguri
shumé té larté dhe me réndési té konsiderueshme
biologjike.

Statistikisht éshté vlerésuar se 20 milion dhémbé
nxirren ¢do vité né Shtetet e Bashkuara té Amerikés.
30% e dhémbéve nxirren pér shkak té humbjes sé
mbéshtetjes parodontike-Paradontopatis ndérsa 10 %
prej tyre jané dhémbé té impaktuar.

Né té shumtén e rasteve kéto dhémbé i hedhim si
mbetje biologjike né vend qé té pérfitojmé nga vetité
fantastike qé ato posedojné.

Grafti Autolog i Dentinés paraget “STANDARD
I ARTE” né augmentim pér shkak té vetive
osteogjenetike,osteoinduktive dhe osteokonduktive
né regjenerimin e indit kockor.

Dhémbét e recikluar - *GREEN DENTISTRY*
pérbéjné graft materialin mé té miré me veti té
pérsosura ekonomike, klinike dhe biologjike.

VLERAT E MATERIALIT AUGMETUES

sémundjeve ngjitése.

Vlerat ekonomike Vlerat klinike Vlerat biologjike
Kosto mé té kapshém Nuk mun_désgn Resorbim i

. transmetim té .
ekonomik. ngadalshém.

Kérkon mé pak
instrumentrium.

Procedurg pa dhimbje.

Osteointegrim
i shkelgyer.
(oseoankilotik)

Reduktim té numrit té
vizitave.

Proces i thjeshté dhe i
lehté pér manipulim.

Osteoindukondukcion,
osteokondukcion.

Reciklim i dhémbéve.

Grafti i mbetur mund té
ruhet pér operacione té
métutjeshme.

Lirim i ngadalshém i
faktoréve té rritjes.

Zmadhim i véllimit

Nuk shkaktoné

Graft me konzistencé

pér2-3 heré. reaksion autoimunitar. | kortikale.
Lehté pér tua Osteointegrimmé t¢ | Stimulon gelizat
shpjeguar pacientéve. | shpéjté. progenitore.

CONCLUSION

Extracted teeth can no longer be considered as a
medical waste due to the possibility of a short period
of 10 minutes to obtain a bone graft with great safety
and a valuable importance .Statistically Its estimated
that 20 mil.teeth are extracted each year just in USA
30% of teeth are extracted because of periodontal
support and mobility 10 % of extracted teeth are
wisdom teeth/impacted/.In most instance we dispose
of these extracted teeth as biological waste instead to
take advantage of the fantastic properties they posses.

ADG is considered the “GOLD STANDARD” in
augmentation due to its osteogenetic, osteoinductive
and osteoconductive effects on bone tissue
regeneration.

Recycled teeth -*GREEN DENTISTRY*- can
make the best overall graft material with best
economical, clinical and biological value:

VALUE PROPOSITIONS

ECONOMIC VALUE

CLINICAL VALUE

BIOLOGICAL VALUE

low cost graft materia

no immune reaction

Low resorption

Reduce graft inventory

Painless procedure

Excellent osseo
ankyloses

Reduce no.of visits

Easy and simple
process

Osteogenic,
osteoinductive

Recycle teeth-Green
Dentistry

“doggy bag” graft for
future use

Slow release of GF
over a long time

Graft volume/3 x

bacteria free/no
desease transmision

Hard “cortical like'graft
quality

Easy to explain

Quichker prosthetic
restoration

Attract progenitor cells
and contains stem
cells
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Rr. Vodnjanska 17, 1000 Shkup, Republika e Magedonisé Veriore

ABSTRAKTI

Hyrje: Lipomi paraget njé tumor mezenhimal me
origjine nga gelizat adipose. Ne regjionin e kokés
dhe gafés, ky tumor nuk éshte i shpeshté. Paragitja
e lipomit ne gjéndrén parotide, éshté shumé e rallé,
midis 0,6 dhe 4%. Pareza e nervit facial zakonisht
nuk éshte pasojé e kéti tumori, pasi gé nuk e 1éndon
nervin facial megé zen pozicion sipérfagésor. Mjetet
diagnostike jané té njéjta si per tumorét tjeré té
gjéndrés parotide, duke pérfshiré ultrazérin, biopsiné
aspirative, CT dhe MRI.

Qéllimi i studimit: Né kété artikull, prezentojmé
rast klinik i lipomit ne lobin sipérfagésor té gjéndrés
parotide té majté, i shogéruar me njé parezé té lehté
té anés sé majté té fytyrés, ptozé té kapakut té syrit
dhe rjedhje e lotéve nga syri i majté, qé shkakton njé
dyshim se degét e sipérme té nervit facial mund té
jené afektuar si pasojé e kéti tumori.

Materialet, metodat dhe rezultatet: Analizat
pérfshing anamnezeén, egzaminimin klinik,
dokumentacionin  mjekésor té pacientit dhe
pérshkrimi i protokollit operativ. Studimi i rastit u
krahasua me literaturén bashkékohore. Né anestezion
té pérgjithshém, duke pérdorur qasje klasike sipas
Blair, lezioni i ndértuar nga indi adipoz u hoq me
trajtim kirurgjik njé ditor. Nuk pati komplikime
postoperative. Analiza pato-histologjike konfirmoi
dijagnozen e lipomit. Kontrollat ndjekése pas 2
muajsh dhe pas 1 viti treguan se nuk kishte recidiv,
por simptomat e pérmendur mbetén edhe mé tutje.

Diskusioni: Diagnostifikimi klinik i lipomit éshté
relativisht i lehté, pasi qé éshté asimptomatik dhe
paragitet si énjti e padhimbshme né gjéndrén parotide.
Imazhet tomografike jané shumé té sakta dhe té
dobishém né fazén e diagnostifikimit preoperativ.
Disa autoré nuk preferojné biopsi aspirative dhe e
tregojné até si té panevojshém né rastin e lipomit.

LIPOMA OF PAROTI GLAND:
A CASE REPORT AND LITERATURE
REVIEW

Nedim Kasami, Vladimir Popovski
University Clinic for Maxillofacial Surgery

Clinical Center “Mother Teresa“
Vodnjanska str. 17, 1000 Skopje, Republic of N. Macedonia

ABSTRACT

Introduction: Lipoma is abenign mesenchymal tumor
originating from adipose tissue cells. In the head and
neck, this tumor is not common. The occurrence of
lipomas in the parotid gland is extremely rare, ranging
between 0.6 and 4%. Facial nerve paresis usually is
not consequence of presence of this tumor while it
does not affect the facial nerve or it’s branches due to
the superficial placement of lipoma. Diagnostic tools
are the same as for other tumors of the parotid gland
including ultrasound, fine needle aspiration citology,
CT and MRI.

Aim of study: In this article, we present a clinical
case of lipoma of the superficial lobe of the left parotid
gland, associated with a slight paresis of the left side
of the face, ptosis and tears leaking from the left eye,
which aroused suspicion that the upper branches of
facial nerve may be involved as the consequence of
this tumor.

Material, methods and results: The analysis
covered anamnesis, clinical examination, medical
documentation of the patient and description
of operative protocol. The case study has been
complemented with the review of up-to-date literature.
Under general anesthesia using a classic Blair’s
incision, a lesion composed of fat tissue was removed
during one-day surgery. There were no post-surgery
complications. The wound healed correctly and the
sutures removed at day 7 after surgery. Histological
examination confirmed the diagnosis of lipoma. A
follow-up recall at 2 months and 1 years later showed
that no recurrence was seen but the symptoms like
paresis, ptosis and tears leaking further persisted.

Discussion: Clinical diagnosis of parotid
gland lipomas is ordinary, while usually, they are
asymptomatic and presented as a painless swelling of
the parotid gland. Tomographic imaging modalities are
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Ky entitet patologjik duhet maré parasysh gjaté
diagostifikimit diferencial té tumoréve té gjéndrés
parotide. Indikacioni mé i shpeshté pér ndérhyrje
kirurgjikale &shté arsyeja kozmetike. Operacion
minucioz duhet zbatuar pér shmangjen e pasojave té
padéshiruaua.

Konkluzioni: Lipomi i gjéndrés parotide, paraget
njé patologji beninje té rallé, qé duhet té konsiderohet
né diagnozén diferenciale té masave té gjéndrés
parotide. Egzaminimi klinik, anamneza e zgjéruar né
kombinim me investigimet pérkatésore, rezultojne
me diagnoze efikase. Ekscizion i pérpikté kirurgjikal
duhet performuar, pa néngmim, duke zbatuar parimet
kirurgjikale, pér té shmangur ngjarjet e démshme té
padéshiruara.

Fjalét kyce: Lipomi,
sipérfagésor, parotidektomia.

gjéndra parotide, lobi

HYRJE

Tumoret e gjéndrés parotide jané tumoret mé
te shpeshta té gjéndrave péshtymore. Analizat
histologjike té numrit mé té madh té kétyre tumoréve
tregojné sémundje beninje ( 80%), derisa vetém 20%
jané me natyre malinje (1). Lipomi paraget tumor
beninj mezenhimal me prejardhje nga gelizat adipoze.
Regjioni i kokés dhe gafés éshté mé pak i prekur
dhe pérfshihet me 15-20% (2). Lipomi i gjéndrés
parotide éshté edhe mé i rallé me pérfshirje prej
0,6 deri 4% (3). Klinikisht éshté asimptomatik dhe
paragitet si njé énjti pa dhimbje e gjéndrés parotide,
shumeé e buté né palpacion pér dallim nga konzistenca
e forté e adenomit pleomorf, tumorit mé té shpeshté té
gjéndrés parotide (4). Tumoret parotide malinje mund
té paragiten shumé té ngjajshém me njé proces beninj,
pasi gé mund té riten ngadalé dhe té duken té livizshém
né palpacion. Vetém reth nji e treta e tumoréve malinje
paragiten inicijalisht me parezé te fytyrés, infiltrim
té lékurés ose metastaza té qafés si shenja klinike
té malignitetit (5,6). Lobusi sipérfagésor i gjéndrés
parotide lehté vizualizohet me ultratingull me
frekuencé té larté —high frequency ultrasound- US (7).
Specificiteti i ultratingullit né vlerésimin histologjik
té tumorit éshté i ulét (8). Pastaj, ultratingulli mund té
pérdoret si udhérréfyes i gjilpérés gjaté aspiracionit
citologjik ( Fine Needle Aspiration Citology- FNAC
). Ky kombinim unik i ultratingullit dhe aspiracionit
citologjik, ka nivel té larté té saktésisé diagnostike
dhe siguri (9). Aspiracioni citologjik éshté béré
test standard diagnostik né vlerésimet fillestare té
masave parotide né shume vende. Metoda mésohet

very accurate in preoperative diagnosis. Some authors
do not advice FNAB and advocate it as helpless in
the case of lipoma. This pathological entity should
be considered in the differential diagnosis of parotid
gland’s mass lesions. The most frequent indication
for surgical intervention is cosmetic appearance.
Meticulous surgical excision should be performed to
avoid unintended consequences.

Conclusions: In conclusion, lipoma of the
parotid gland is a rare benign pathology, which
should be considered in the differential diagnosis of
parotid gland’s mass lesions. Clinicalexamination,
comprehensive  anamnesis  with  appropriate
imaging leads to efficient diagnosis. Meticulous
surgical excision should be performed without
underestimation, applying all the rules of the surgery,
to avoid disturbing adverse events.

Key words: Lipoma, Parotid gland, Superficial
lobe, Parotidectomy.

INTRODUCTION

Parotid tumors are the most frequent salivary gland
tumors. Histological examination of most parotid
tumors proves benign disease (80%), whereas
only 20% are malignant [1]. Lipoma is a benign
mesenchymal tumor originating from adipose tissue
cells. Head and neck area is less frequently affected,
and its involvement has ranged between 15 and
20% [2]. Parotid gland lipoma is, even more, rare
ranging between 0.6 and 4% [ 3]. Clinical diagnosis
is ordinary, they are asymptomatic and presented as a
painless swelling of the parotid gland, very soft during
palpation in contrast to a hard consistency of the
pleomorphic adenomas, the most usually encountered
tumors of the parotid gland [4]. Malignant parotid
tumors can appear very similar to a benign process as
they can grow slowly, displacing instead of infiltrating
neighboring structures and seem to be mobile. Only
about one third of the malignant tumors present
initially with a facial palsy, skin infiltration, or obvious
neck metastasis as clinical signs of malignancy [5,6 ].

The superficial lobe is readily visualized with high
frequency ultrasound (US) [7]. Like for any imaging
method the specificity of ultrasound in assessment of
the histology of a tumor is low [8]. Furthermore, US
can be used to guide fine-needle aspiration cytology
(FNAC). This unique combination of US and FNAC
has a high level of diagnostic accuracy and safety [9].

Fine-needle aspiration cytology (FNAC) has
become a standard diagnostic test in the initial
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lehté, ka nivel té ulét té komplikimeve dhe mund té
zbatohet shpejt. Nuk ka evidencé pér shpérndarjen e
tumorit pas zbatimit t¢ FNAC. Disa meta analiza e
kané konfirmuar saktésiné e larté diagnostifikuese té
FNAC. Né njé té fundit, kjo metodé pati saktési té
pérgithshme diagnostifikuese né dallimin e tumoréve
parotide beninje nga ato malinje reth 96% (10).
Sidoqofté, disa kirurg dhe spitale ende e refuzojne
kété metodé. Sipas Furlong dhe bashképunétoréve
(11) dhe Ethunandan dhe bashkp.( 12), edhe pse
aspiracioni citologjik éshté wvalid pér hulumtimin
e masave té gjéndrés parotide, né rast té lipomit
nuk ndihmon. Arsyet sa duken nuk jané té natyrés
shkencore por pérséri té asaj strukturore. Kombinim
thelbésor i investigimeve klinike, sonografike
dhe citologjike qysh né vizitén e paré, mundéson
pérpunim té shpejté té pacientit. Kirurgu ka benefitin
e skenimeve reale né korelacion direkt me historiatin
dhe rezultatet e egzaminimeve fizike (13). N&é rast té
nji tumori parotid beninj, té konfirmuar me analize
citologjike dhe karakteristika beninje me ultratingull
pa ekstenzion né lobin e thellé, vetém ultratingulli
mundéson informacione té mjaftueshme pér kirurgun
para se té fillon me nji operacion parotid. Shumica
e rasteve té raportuara té lipoméve, jané té vendosur
né lobin sipérfagésor té gjéndrés parotide. Né rastin
toné, pérshkruajmé njé paciente me lipom té madh té
lobit sipérfagésor té gjéndrés parotide, me simptome
klinike: parezé e lehté e anés sé majté té fytyrés,
ptozé té kapakut té syrit si dhe rrjedhje e lotéve nga
syri i majté dhe sé fundmi me problem kozmetik.
Dimenzionet e tumorit edhe pse nuk jané kritike pér
ekscizion kirurgjikal, sa mé i madh té jeté dimenzioni
i tumorit mé té madhaja jané gjasat e involvimit té
nervit facial dhe pareza e pritur e tij.

PREZENTIM RASTI

Njé grua 67 vjecare paragitet ne kliniké me njé énjti
né regjionin parotid nga ana e majté. Ajo ka gené
e vetédishme pér énjtiné gé ritet ngadalé dhe pa
dhimbje gjaté 4 viteve té fundit. Egzaminimet klinike
konfirmuan njé masé mobile, té buté dhe té lehté me
dimension afér 6 cm. Tumori nuk ishte i ngjitur me
lékurén. Funksioni i nervit facial nuk ishte i qarté, pasi
gé pacientja kishte mbyllje inkomplete té kapakut té
syrit té majté, rjedhje té lotéve nga syri i majté dhe
refleks té redukuar té mbylljes sé syrit té majté. Duke
u bazuar né kéto té dhéna, dukej sikur béhej fjalé pér
parezé té nervit facial nga ana e majté té shkallés sé
treté sipas House Brackmann-it ( 14). Pacientja nuk

evaluation of a parotid mass in many places. The
method is easy to learn, has a low complication rate,
and can be performed quickly. There is no evidence
for tumor seeding after FNAC. Several meta-analyses
have confirmed the high overall diagnostic accuracy
of FNAC. In the latest one, FNAC had a 96% overall
diagnostic accuracy in distinguishing benign from
malignant parotid tumors [10]. Although the good
accuracy of FNAC has been proven in several trials
and meta-analyses, some otolaryngologists and
hospitals still refuse FNAC. According to Furlong et
al.( 11) and Ethunandan et al.(12), FNAC even though
is valuable to investigate parotid gland masses, in
the case of lipoma is not helpful. The reasons seem
not to be of scientific but again of structural nature.
The combination of a thorough clinical, sonographic
and cytologic evaluation at the initial visit enables
a rapid workup of the patient. The surgeon has the
benefit of real-time imaging and direct correlation
with history and physical exam findings [13]. In
case of a cytologically confirmed benign parotid
tumor and benign US features and no obvious deep
lobe extension, US alone provides enough imaging
information for the surgeon before parotid surgery.

Most of the reported cases of lipomas, are located
at superficial lobe of parotid gland. In our case, we
describe a patient with a large lipoma of the superficial
lobe of the parotid gland, with clinical symptoms: a
slight paresis of the left side of the face, ptosis and
tears leaking from the left eye and finally a cosmetic
problem. The dimensions of the tumor even though
are not critical for surgical excision, the bigger the
dimension of tumor, the greater the involvement of
the facial nerve and its expected weakness.

CASE STUDY

A 67-year-old female presented with a mass of the
left parotid region. She had been aware of a slow-
growing, painless swelling for 4 years. Clinical
examination confirmed a mobile, soft, non-tender
mass that measured about 6 cm . The tumor did not
adhere to the skin and was just below the skin. The
function of the facial nerve was unclear, while the
patient had an incomplete closure of the left eyelid,
tears leaking from the left eye and reduced eye blink
reflex of the left side. Based on these findings, it
looked like paresis of the left facial nerve and the
House Brackman (14) grade I. The patient did not
confirm any earlier disorder of the facial nerve. By
cross-examination, yet we found out that she had a

APOLONIA 41-42 « fq. 49-56, Dhjetor 2020

APOLONIA 41-42 « pg. 49-56, December 2020



Nedim Kasami, Vladimir Popovski
LIPOM | GJENDRES PAROTIDE: PREZENTIM RASTI DHE PASQYRIM
| LITERATURES

konfirmoi ndonji ¢regullim té méparshém té nervit
facial. Me pyetje té kryqézuara sidoqofté, zbuluam
se ajo kishte pasur insult cerebrospinal para 10 viteve
dhe sipas réfimit té saj nuk ka pasur pasoja.

Fig 1. Fotografi preoperative e pacientes 67 vjecare
me lipom té gjéndrés parotide. Véreni kapakun e syrit
té majté dhe rjedhjen e lotéve nga syri.

Ne menduam se nuk kishte nevojé pér investigime
té métejme dhe vendosém ta nxjerim tumorin.
Operacioni u kry me anestezion té pérgjithshém, duke
shfrytézuar incizionin klasik pér parotidektomi sipas
Blair-it. Masa u hoq, derisa gjéndra parotide mbeti
intakte, pasi lipomi ishte qarté i kufizuar dhe i lehté
pér disektim. Egzampleri ishte njé masé e buté, e
verdhé, mire e mbéshtjellur me dimenzion reth 6 cm.
Ishte lehté té dallohet lipomi nga indet pérreth si dhe
nga veté gjéndra parotide.

Fig. 2. Fotografi intraoperative gjaté hekjes sé tumorit
(Blair incision)

Véreni qarté kufirin mes tumorit dhe indeve péreth
dhe lehtésia e disektimit.

Nedim Kasami, Vladimir Popovski
LIPOMA OF PAROTI GLAND: A CASE REPORT AND LITERATURE
REVIEW

cerebrovascular insult 10 years ago, and according to
her testimony, no consequences were present.

Fig. 1. Preoperative picture of 67 years-old patient
with a lipoma of the parotid gland. Notice the left
eyelid and tears leaking from the eye.

We felt that there was no need for further
investigations and decided to remove the tumor.
Under general anesthesia using a classic Blair’s
incision, an operation was performed. The mass was
removed while the parotid gland remained intact,
because the lipoma was clearly limited and easy to
dissect. The specimen was a soft, yellowish, well-
circumscribed mass, measuring 6 cm. It was easy to
distinguish the lipoma from the surrounding tissue
and parotid gland itself.

Fig.2. Intraoperative picture removing the lipoma
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3 D . e,
Fig. 3. Pamje intraoperative (gati se né térési i nxjeré
tumori)

Fig 4. Shtrati operativ pas nxjerjes se lipomit. Gjéndra
parotide éshté intakte poashtu edhe nervi i madh
aurikular ( Greater Auricular Nerve - GAN).

Prerjet histologjike treguan lobuluse te indit adipoz
té ndara me njé zone té hollé té stromés sé indit lidhor.
Egzaminimet pato-histologjike konfirmuan dijagnoze
té lipomit. Nuk u vérejt recidiv i tumorit 12 muaj pas
ndérhyrjes kirurgjikale.

R 5 g s = § \_%
Fig. 5. Prerje histologjike e lipomit té gjéndrés
parotide (Hematoxylin—Eosin)

Fig 4. Operative bed after the removal of the lipoma.
The parotid gland is intact as well as greater
auricular nerve.

Histological sections showed lobules of adipose
tissue separated by a thin core of connective tissue
stroma. Histological examination confirmed the
diagnosis of lipoma. No recurrence was seen 12
months after surgery.

¥ e -~ ¥ A -_.:\_ E,-
Fig. 5. Histological section of parotid gland lipoma
(Hematoxylin—Eosin)
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DISKUSION

Lipoma e regjionit té kokés dhe qafés paraget tumor
beninj mezenhimal, me paraqitje prej 15-20% té krejt
lipomave té trupit ku llogariten prej 0.1-5% nga krejt
tumoret beninje (2). Sipas nji studimi té madh té
lipomave qé e pérfshiné regjionin maxilofacial (12),
distribuimiilipomave éshté gjetur té lokalizojné zonén
parotide dhe bukale me gati se pérgindje té ngjajshme
23%, pastaj viné buzét, area submandibulare, gjuha
dhe qiellza.

Né njé studim tjetér, autorét zbuluan vetém teté
raste (1,3 %) té jené lezione lipomatoze (12). Termini
lezion lipomatoz éshté nji pérshkrim i lezioneve qé
kryesisht pérfshiné dy lloje histologjike, lipomi fokal
dhe lipomatozé infiltrative difuze. Né rastin e lipomit
fokal, investigimet histologjike tregojné ind adipoz
té pjekur té ndaré nga parenhimi i gjéndrés parotide
me njé kapsulé fibroze, derisa te lipomatoza difuze
gelizat e indit adipoz duket té infiltrojné parenhimin
e gjéndrés parotide (12). Né rastin toné béhej fjalé
pér njé lezion lipomatoz fokal. Lipomat e gjéndrés
parotide kané pedileksion te meshkujt. Distribuimi
sipas moshés éshté i gjéré, edhe pse lipomét jané
gjetur né dekadén e pesté dhe té gjashté. Disa raste
jané pérshkruar te fémijét (15).

Dijagnostikimi klinik i lipomit té parotidés nuk
éshté i véshtiré. Ato té vendosur né lobin supreficijal
zakonisht paragiten si njé énjti pa dhimbje,
asipmtomatike dhe qé ritet ngadalé. Koha mesatare
e paraqitjes sé lipomit para ekscizionit éshté 3,2 vjet
(11). Né rastin toné koha e paragitjes sé lipomit para
hekjes ishte reth 4 vjet. Sipas literaturés, lipomat
mund té shkaktohen nga trashégimi, obesiteti,
diabeti, rezatimi, ¢cregullimet endokrine, injekcionet e
insulinés, terapia kortikosteroide dhe trauma (16). Né
rastin toné, obesiteti, diabeti dhe injeksionet e insulinés
konsiderohen si faktoré té mudshém etiologjik.

Hulumtimet preoperative luajné rol kyc¢ né
dijagnostikimin e sakté té natyrés dhe vendit té
lezioneve. Rezonanca magnetike dhe Tomografija e
kompjuterizuar mund té jené té dobishém né dhénien
e informatave reth karakteristikave patologjike,
ta vlerésojné lokacionin si dhe marédhenien me
strukturat anatomike té réndésishme.

Mirépo, CT nuk ndihmon shumé né diferencimin e
lipomit nga indet adipoze péreth. Kjo informaté mund
té meret mé qarté nga rezonanca magnetike (17). Te
rasti joné investigimet preoperative me US dhe FNAC
raportuan ind lipomatoz pa pérfshirje té gjéndrés
parotide dhe pérkundér géndrimeve té Furlongut (11)

DISCUSSION

Lipoma of the head and neck region is benign
mesenchymal tumor, accounting for 15-20% of total
lipoma of the body, where they account for 0.1-5%
of all benign tumors [2]. According to a large study
of lipomas affecting the oral and maxillofacial area
[12] in a total of 125 cases, the distribution of lipoma
has been found to locate in the parotid and buccal
area with almost similar percentages 23%, followed
by the lips, submandibular area, tongue and palate.
In another study of 638 parotidectomies, the authors
found only eight cases (1.3%) to be lipomatous
lesions [12]. The term lipomatous lesion is an
extensive description of these kinds of lesions mainly
including two histological types, focal lipoma and
diffuse infiltrating lipomatosis. In the case of focal
lipoma, histopathologic investigation reveals mature
adipose tissue to be separated from parotid gland
parenchyma with a fibrous capsule while in diffuse
lipomatosis adipose tissue cells found to infiltrate
parotid gland parenchyma [12]. In our case it was
focal lipomatous lesion. Lipomas of the parotid gland
have a predilection to males. The age distribution is
wide even though lipomas of the parotid gland are
found in the fifth and sixth decade. Those in deep lobe
have been reported to be highest in the fourth decade.
Few cases have been described in pediatric patients
[15].

Clinical diagnosis of the parotid gland lipoma
is not difficult. Those situated at superficial parotid
lobe usually appear as a painless, asymptomatic and
slowgrowing swelling. Mean time of lipoma presence
before its excision is 3.2 years [11]. In our case, the
presence of lipoma before its surgical excision was 4
years.

According to the literature, lipomas can be caused
by heredity, obesity, diabetes, radiation, endocrine
disorders, insulin injection, corticosteroid therapy
and trauma [16]. In our case, obesity, diabetes and
insulin injection are considered as possible etiological
factors.

The preoperative imaging has a crucial role to
correctly diagnose the nature and the location of
lesions. CT scan and MRI can be helpful in giving
information about pathological features of the tumors,
to evaluate its location and its relation to important
anatomic structures.

However, CT scan help does not much in
differentiation of lipoma from surrounding adipose
tissue. This information can be clearly collected from
the MRI scan [17]. In our case preoperative US and
FNAC revealed lipomatous tissue without interfering
the parotid gland, and despite the attitude of Furlong
et al.( 11) and Ethunandan et al.(12) who advocate
that
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dhe Ethunandanit (12) té cilét pohojné se FNAC te
gjéndra parotide ka vleré té vogél dijagnostike, ne
mendojmé se US dhe FNAC jané té mjaftueshém dhe
vendosém té operojmé pa invesitigime té métejme.

Lipomét e gjéndrés parotide superficiale mund té
zhvillohen lirshém dhe té marin pérmasa té médhaja
para se té operohen. Deformimi i fytyrés ishte shkaku
kryesor i pacientit pér kérkese tretmani. Né studimin
toné ajo ¢far na brengoste ishin shenjat e parezés sé
nervit facial, por sa duket sipas krejt gjasave, kéta
simptoma jané pasojé e insultit cerebrospinal té
méhershém dhe pérfshirjes sé sistemit trigeminal, me
pasoja té lehta ndaj nervit facijal.

KONKLUZION

Lipomi i gjéndrés parotide paraget tumor té rallé
beninj, i cili duhet té konsiderohet gjaté dijagnostikimit
diferencijal té lezioneve té masave té gjédrés parotide.
Egzaminimi klinik, anamneza e gjéré dhe incitimet
adekuate, cojné deri te diagnoza e sakté. Operacion
minucioz duhet kryer me qéllim té shmangjes sé
ngjarjeve té padéshiruara shqetésuese.
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FNAC in parotid gland is of little diagnostic
value, we think that US and FNAC are sufficient and
decided to perform surgery without further imaging
investigations ( CT and MRI ).

Lipomas of the superficial parotid gland could
develop freely and take long dimensions before its
excision. Facial disfigurement was the main incentive
for the patient to seek treatment. In our study, what
worries us are the signs of paresis of facial nerve,
but in all likelihood, it seems that the symptoms are
consequence of previous cerebrovascular insult and
affection of the trigeminal system, with slight sequels
to the facial nerve.

CONCLUSION

In conclusion, lipoma of the parotid gland is a rare
benign pathology, which should be considered in the
differential diagnosis of parotid gland’s mass lesions.
Clinical examination, comprehensive anamnesis
and appropriate imaging leads to efficient diagnosis.
Meticulous surgical excision should be performed to
avoid disturbing adverse events.
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KORONEKTOMIA E MOLARIT TE TRETE
MANDIBULAR TE IMPAKTUAR

Seha Mustafai*, Kaltrina Beqiri, Amet Demiri
*Klinika Dentare “Vivadent”, Tetové

ABSTRAKT

Démtimi i nervit alveolaris inferior pér shkak té
nxjerrjes sé dhémbéve té pjekurisé mandibulare
éshté pasojé e lidhjes sé ngushté midis nervit
dhe rrénjés sé dhémbit, i cili shpesh zbulohet
radiografikisht, vecanérisht nga imazhet panoramike
té nofullés (ortopantomogram, OPG). Tomografia e
kompjuterizuar (computed tomography, CT) éshté
e dobishme kur duhet konstatuar raporti i rrénjés
dhe nervit né dimensionin e treté (dentaskaner).
Kombinimi i kétyre teknikave té imazhit mund té
pércaktojé qarté se cili dhémb rrezikon té démtojé
nervin alveolaris inferior pas alveotomisé. Mé shpesh
éshté molari i treté, por ndonjéheré molari i dyté dhe
madje edhe molari i paré mund té tregojé njé lidhje
té ngushté me nervin alveolaris inferior. Prandaj,
diagnostikimi i miré para operacionit ka njé réndési mé
té madhe pér té parashikuar dhe eliminuar problemin
né kohén e duhur. Koronektomia ose odontoektomia
e pjesshme éshté heqgja kirurgjikale e njé pjese té
dhémbit, zakonisht kurorés, dhe njékohésisht largimi
nga rrénja e dhémbit, i cili éshté né kontakt té ngushté
me nervin, paprekur né kocké, pér té zvogéluar
mundésiné e démtimit té nervit.

Fjalé kyce: Molari treté mandibular (dhémbi i
pjrekurisé), nxjerrja e molaréve té treté té impaktuar,
(alveotomia), koronektomia, n. alveolaris inferior.

HYRJE

Evolucioni i trupit té njeriut ka imponuar shumé
ndryshime né biologji. Ndér té tjera, frekuenca e
dhémbéve té impaktuar éshté rritur. Dhémbét mé té
prekur né nofull jané molarét e treté t& mandibulés.
Molarét e prekur shpesh lidhin me vete disa gjendje
patologjike gqé jané tashmé té njohura miré pér ne,
si¢ jané Kkistet, tumoret, kariesi dhe perikoroniti,
té cilat jané mé té zakonshmet midis tyre. Pér kété
arsye, nxjerrja e dhémbéve té pjekurisé té impaktuar
(alveotomia) éshté e justifikuar né shumicén e rasteve.
Sidoqofté, alveotomia gjithashtu mbart me vete

CORNECTOMY OF THE IMPACTED
THIRD MANDIBULAR MOLAR

Seha Mustafai*, Kaltrina Beqiri, Amet Demiri
*Dental Clinic “Vivadent”, Tetova

Abstract

Damage to the nervus alveolaris inferior due
to extraction of wisdom mandibular molar is a
consequence of the close connection between the
nerve and the tooth root, which is often detected
radiographically, especially by panoramic images
of the jaw (orthopantomogram, OPG). Computed
tomography (CT) is useful when determining the root-
nerve ratio in the third dimension (dentaskaner). The
combination of these imaging techniques can clearly
determine which tooth is at risk of damaging the
nervus alveolaris inferior after alveotomy. Most often
it is the third molar, but sometimes the second molar
and even the first molar may show a close connection
to the nervus alveolaris inferior. Therefore, good
preoperative diagnosis is of greater importance to
predict and eliminate the problem in a timely manner.
Coronectomy or partial odontoectomy is the surgical
removal of a part of the tooth, usually the crown, and
at the same time removal from the tooth root, which is
in close contact with the nerve, intact in the bone, to
reduce the possibility of nerve damage.

Keywords: Third mandibular molar (wisdom
tooth), extraction of impacted third molars,
(alveotomy), coronectomy, nervus alveolaris inferior.

INTRODUCTION

The evolution of the human body has imposed many
changes in biology. Among other things, the frequency
of impacted teeth has increased. The most affected
teeth in the jaw are the third molars of the mandible.
Affected molars often associate with themselves
some pathological conditions that are already well
known to us, such as cysts, tumors, caries, and
pericoronitis, which are the most common among
them. For this reason, extraction of impacted maturity
teeth (alveotomy) is justified in most cases. However,
alveotomy also carries the risk of some complications
including nerve damage, pain, infection and alveolitis
(dolor post extractionem, dry nest)1.
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rrezikun e disa ndérlikimeve duke pérfshiré démtimin
nervor, dhimbjen, infeksionin dhe alveolitin (dolor
post extractionem, fole e thaté) 1.

Démtimi i nervit alveolaris inferior mandibular
pér shkak té nxjerrjes sé dhémbéve té pjekurisé
mandibular éshté rezultat i njé lidhjeje té ngushté
midis nervit dhe rrénjés sé dhémbit, e cila shpesh
zbulohet radiografikisht, vecanérisht nga njé imazh
panoramik i nofullés (ortopantomogram, OPG).
Tomografia e kompjuterizuar (CT) éshté e dobishme
kur déshirojmé té shohim marrédhénien rrénjés —
me nervin né dimensionin e treté. Duke kombinuar
kéto teknika imazherie, mund té pércaktohet qgarté
se cili dhémb paraget rrezik té démtimit té nervit
alveolar inferior pas alveotomisél. Ka shumé
teknika alternative té pérshkruara né literaturé pér té
minimizuar rrezikun e démtimit nervor. Midis tyre
éshté koronektomia, e pérshkruar pér heré té paré
nga Ecuyer dhe Debien né 1984 2. Koronektomia ose
odontoektomia e pjesshme éshté hegja kirurgjikale
e njé pjese té dhémbit, zakonisht kurorés, dhe
njékohésisht largimi nga rrénja e dhémbit, i cili éshté
né kontakt té ngushté me nervin, paprekur né kocké,
pér té zvogéluar mundésiné e démtimit té nervit3. Ky
artikull synon té paragesé njéprezentim rastit klinik
té koronektomisé, té pérshkruajé indikacionet precize
dhe kundér indikacionet e teknikés dhe té diskutojé
shkurtimisht literaturén mbi kété temé.

Koronektomia éshté njé tekniké relativisht e re qé
éshté akoma né fazat e hulumtimit dhe pércjelljes, por
pér njé operacion té suksesshém éshté e nevojshme
té pércaktohen indikacionet dhe kundérindikimet gé
nga fillimi.

INDIKACIONET PER KORONEKTOMINE

Tek pacientét me shenja rendgenologjike me rrezik
té larté té démtimit té nervit alveolaris inferior.
Né rast té planifikimit té heqgjes sé dhémbit té
pjekurisé, te personat humbja e ndjesisé né zonén
e buzés sé poshtme do té ishte njé problem i vecanté
né kuptimin profesional (sidomos pér muzikantét
gé fryejné instrumente, kéngétaré, aktoré, etj.).
Rekomandohet njé alternativé pér hegjen e dhémbit
—me koronektomi4.

Koronektomia mund té béhet né dhémbét e
impaktuar té pozicionuar vertikalisht, té inklinuar
distalisht ose  meziale ndérsa pér pozicionin
horizontal té dhémbit té pjekurisé diskutohet nga
autoré té ndryshém 5.

Damage to the mandibular nervus alveolaris
inferior due to extraction of mandibular wisdom
teeth is the result of a close connection between the
nerve and the tooth root, which is often detected
radiographically, especially by a panoramic image
of the jaw (orthopantomogram, OPG). Computed
tomography (CT) is useful when we want to see the
root-to-nerve relationship in the third dimension. By
combining these imaging techniques, it can be clearly
determined which tooth poses a risk of damage of
nervusl alveolaris inferior after alveotomy1.

There are many alternative techniques described
in the literature to minimize the risk of nerve damage.
Among them is the coronectomy, first described by
Ecuyer and Debien in 19842. Partial coronectomy or
partial odontoectomy is the surgical removal of a part
of the tooth, usually the crown, and at the same time
the removal of the tooth root, which is in contact with
close to the nerve, intact to the bone, to reduce the
possibility of nerve damage3.

This article aims to present:
- a clinical case presentation of coronectomy,

- describe the precise indications and
contraindications of the technique, and

- briefly discuss the literature on the subject.

Coronectomy is a relatively new technique that is
still in the research and follow-up stages, but for a
successful operation it is necessary to determine the
indications and contraindications from the beginning.

INDICATIONS FOR CORONECTOMY

In patients with radiological signs with a high risk of
damage of nervus alveolaris inferior. In the case of
planning the removal of the maturity tooth, in persons
the loss of sensation in the area of the lower lip
would be a special problem in the professional sense
(especially for musicians who blow instruments,
singers, actors, etc.). An alternative to tooth extraction
is recommended - with coronectomy4. Coronectomy
can be performed on impacted teeth positioned
vertically, inclined distally or mesial while the
horizontal position of the maturity tooth is discussed
by various authors5.

CONTRAINDICATIONS TO CORONECTOMY

The success of a coronectomy depends on the survival
of the impacted tooth root fragments and the ability
to form new cement and bone around those roots. In
cases where there is active tooth caries or a per apical
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Kundérindikimet pér koronektominé: Suksesi i
njé koronektomie varet nga mbijetesa e fragmenteve
té rrénjés sé dhémbit té impaktuar dhe aftésia pér té
formuar cement dhe kockeé té re rreth atyre rrénjéve.
Neé rastet kur ka karies aktiv té dhémbit ose njé proces
inflamator periapikal rreth dhémbit, koronektomia
éshté kundérindikacion. Kundérindikohet gjithashtu
né dhémbét e pjekurisé me inklinim horizontal dhe
dhémbét rreth té ciléve jané vendosur formacionet e
tumorit ose zgavrat kistike5.

PREZENTIM | RASTIT

Paciente femér, 30 vjec, me molar té treté mandibular
té impaktuar kockor, histori té parestezisé dhe
ndjenjés sé ngjeshur té anés sé djathtéerikoronaritit
dhe xhepit paradontal distal té molarit té dyté.
Radiografia panoramike tregoi njé imazh té molarit
té treté té poshtém té majté me impaksion kockor né
njé degé ngjitje, pozicionim vertikal sipas klasifikimit
Winter-i né vitin 1926 dhe té klasés II té Pell &
Gregory (1933), pozicioni A. limazhi gjithashtu
tregon zgjérim té mandibular dhe errésim té majés sé
rrénjés, vecanérisht até distal, ku vérehet depértimi I
rrénjés né téré lumenin e kanalit (Figurat 1 ).

Nevoja pér ekstraktim u vértetua nga historia e rastit
dhe me insistim té pacientit. Procedura kirurgjikale
éshté kryer nén anestezi lokale dhe me mirémbajtje
rigoroze té zinxhirit aseptik. Hyrja kirurgjikale
ishte pérmes sipérfages bukale, pérmes njé lamboje
gingivale me shtrirje distale dhe osteotomi, deri né
ekspozimin koronar té molarit té treté, deri né kufirin
e qafés sé dhémbit Pastaj, duke pérdorur njé frezé
fisuré , kurora e dhémbit pritet me aférsisht 45 ° fig. 2.
Pjesa e frezés pérdoret derisa kurora té jeté plotésisht
e ndaré prej rrénjés dhe mé pas kurora higet me njé
instrument té pérshtatshém fig.3,4. Pas separimit té
kurorés sé dhémbit, freza fisure pérdoret gjithashtu
pér té hequr njé pjesé té rrénjés sé dhémbit. Rrénjét
duhet té jené sé paku 3 mm nén nivelin e kockave (té
dyja bucale dhe linguale) pér té lejuar shérimin e duhur
té plagés dhe kockave. Mé né fund, plaga shpérlahet
me solucion fiziologjik (steril) dhe, pa pasur nevojé
pér trajtim endodontik, plaga mbyllet népérmjet
suturave. Njé fenomen interesant né koronektominé
éshté migrimi i rrénjés sé mbetur né drejtimin koronar
né té cilén bazohet vet intervenimi . Migrimi ndodh
vecanérisht né 12 muajt e paré dhe duket se éshté i
ploté pas 18 muajve si qé shifet né rtg toné fig 5. Pér
kété arsye, nése kérkohet nxjerrja e rrénjés, rreziku
i mundshém i démtimit té nervit alveolaris inferior
zvoggélohet ndjeshém.

inflammatory process around the tooth, coronectomy
is a contraindication. It is also contraindicated in
mature teeth with horizontal inclination and teeth
around which tumor formations or cystic cavities are
located>.

CASE PRESENTATION

Female patient, 30 years old, with impacted third
mandibular bony molar, history of paresthesia
and congestive sensation of the right side and the
periodontal distal pocket of the second molar.
Panoramic radiographs showed an image of the lower
left third molar with bone impact on an ascending
branch, vertical positioning according to the Winter
classification in 1926 and of Pell & Gregory class II
(1933), position A. The image also shows mandibular
dilation and darkening of the root tip, especially
the distal one, where root penetration is observed
throughout the canal lumen (Figure 1).

The need for extraction was confirmed by the case
history and at the patient’s insistence. The surgical
procedure was performed under local anesthesia and
with rigorous aseptic chain maintenance. The surgical
entry was through the buccal surface, through a
distal gingival bulb and osteotomy, to the coronary
exposure of the third molar, to the border of the cervix
Then, using a fissure cutter, the crown of the tooth is
cut at approximately 45 ° (fig. 2). The cutter part is
used until the crown is completely separated from the
root and then the crown is removed with a suitable
instrument (fig.3,4). After separating the crown of the
tooth, the fissure milling cutter is also used to remove
part of the tooth root. The roots should be at least 3
mm below the bone level (both buccal and lingual)
to allow proper wound and bone healing. Finally, the
wound is rinsed with solution and, without the need
for endodontic treatment, the wound is closed through
sutures. An interesting phenomenon in coronectomy
is the migration of the remaining root in the coronary
direction on which the intervention itself is based.
Migration occurs especially in the first 12 months and
appears to be complete after 18 months as seen in our
rtg (fig. 5). Therefore, if root extraction is required,
the potential risk of damage of nervus alveolaris
inferior is significantly reduced.
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DISKUTIMI

Njé nga problemet mé té réndésishme né kirurgjiné
orale pérbéjné dhémbét e impaktuar dhe vecangrisht
molarét e treté mandibular. Né varési té késaj, nxjerrja-
ekstraksioni i dhémbéve té impaktuar éshté metoda
mé shpesh e praktikuar. Pér kété arsye, nxjerrja e
dhémbéve té pjekurisé té impaktuar (alveotomia)
éshté e justifikuar né shumicén e rasteve. Sidoqofté,
alveotomia gjithashtu mbart me vete rrezikun e
disa ndérlikimeve duke pérfshiré démtimin nervor,
dhimbjen, infeksionin dhe alveolitin (dolor post
extractionem, fole e thaté). Pér kété arsye, nxjerrja
e dhémbéve té pjekurisé té impaktuar (alveotomia)
éshté e justifikuar né shumicén e rasteve. Sidoqofté,
alveotomia gjithashtu mbart me vete rrezikun e
disa ndérlikimeve duke pérfshiré démtimin nervor,
dhimbjen, infeksionin dhe alveolitin (dolor post
extractionem, fole e thaté). Incidenca e raportuar
e parestezisé pas ekstraktimit té molarét e treté té
impaktuar variojné midis 0.4% 6 dhe 7% 7 pér
nervus alveolaris inferior. Kéto variacione mund
té shpjegohen me ndryshime né procedurat dhe
teknikén, vecanérisht né lidhje me te vlerésimi
klinik dhe kriteret diagnostike, si dhe ndryshimet né
pérvojén e kirurgut. Rreziku i parestezisé varet nga
situata klinike. Mund té jeté pothuajse inekzistente né
kushtet mé té mira (pacienti i ri, rrénjét e formuara
né meényré jo té ploté, kanali mandibular jo afér) por
mund té kalojé 50% né rrethana té tjera (pacienti i
moshuar, pozicioni i pafavorshém i dhémbit, aférsia té
kanalit mandibular). Njé vlerésim i miré klinik mund
té pérdoret pér té informuar pacientin pér rreziget
e mundshme té operacionit. Pogrel et al8, né 2004,
paragesin njé studim né 41 pacienté me té dhéna
radiologjike té démtimit t¢ mundshém té NDI gjaté
nxjerrjes sé molaréve té treté té tyre. 50 koronektomi u
kryen me njé ndjekje prej té paktén 6 muajsh. Ata nuk
kishin lezione té n. alveolaris inferior né asnjé rast.
Renton et al9. né 2005 prezantuan njé studim mbi 128
pacienté me prova radiologjike té njé marrédhénie
midis dhémbéve té tyre té pjekurisé dhe n.a.i.. Nga
mostra, 102 dhémbé mengurie u hogén plotésisht
dhe 94 iu nénshtruan koronektomive. Pas 25 muajsh
ndjekje, ata morén té dhénat e méposhtme: 19 raste té
lezionit n.a.i né rastet e ekstraktimit té ploté, asnjé né
rastet e koronektomive té suksesshme

Neé rastin toné klinik, pas njé ndjekje 18-mujore,
nuk u vuné re ndonjé komplikacion infektiv ose
kompromis né cilésiné e jetés sé pacien.

DISCUSION

One of the most important problem in oral surgery
is impacted teeth and especially the third mandibular
molars. Depending on this, extraction of impacted
teeth is the most commonly practiced method. For
this reason, extraction of impacted maturity teeth
(alveotomy) is justified in most cases. However,
alveotomy also carries with it the risk of several
complications including nerve damage, pain,
infection, and alveolitis (dolor post extractionem, dry
nest). For this reason, extraction of impacted maturity
teeth (alveotomy) is justified in most cases. However,
alveotomy also carries with it the risk of several
complications including nerve damage, pain, infection,
and alveolitis (dolor post extractionem, dry nest). The
reported incidence of paresthesia after extraction of
impacted third molars varies between 0.4%6 and 7%7
for nervus alveolaris inferior. These variations can be
explained by changes in procedures and technique,
especially in relation to clinical evaluation and
diagnostic criteria, as well as changes in the surgeon’s
experience. The risk of paresthesia depends on the
clinical situation. It may be almost non-existent in the
best conditions (young patients, incompletely formed
roots, mandibular canal not close) but may pass 50%
in other circumstances (elderly patients, unfavorable
tooth position, proximity to the mandibular canal).

A good clinical evaluation can be used to inform the
patient of the potential risks of surgery. Pogrel et al8, in
2004, present a study in 41 patients with radiological
data of possible NDI damage during extraction of
their third molars. 50 coronectomies were performed
with a follow-up of at least 6 months. They had no
lesions of nervus alveolaris inferior in no case. Renton
et al9, in 2005 presented a study on 128 patients with
radiological evidence of a relationship between their
maturity teeth and nervus alveolaris inferior. From the
sample, 102 wisdom teeth were completely removed
and 94 underwent coronectomies. After 25 months
of follow-up, they obtained the following data: 19
cases of nervus alveolaris inferior lesion in cases
of complete extraction, none in cases of successful
coronectomies

In our clinical case, after an 18-month follow-

up, no infectious complication or compromise in the
patient’s quality of life was observed.
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PERFUNDIMI

Koronektomia ende nuk éshté pranuar gjerésisht nga
kirurgét oral, por ¢do dité gjithnjé e mé shumé studime
po dalin pér té na ndihmuar té kuptojmé ato tipare té
mira té koronekctomisé. Njé nga pérfundimet mé té
réndésishme té kétij studimit éshté se koronektomia
e zvogélon komplikimin e démtimit té nervit alveolar
inferior pa rritur komplikime té tjera krahasuar me
alveotominé klasike.
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CONCLUSION

Coronectomy is not yet widely accepted by oral
surgeons, but every day more and more studies
are coming out to help us understand those good
features of coronectomy. One of the most important
findings of this study is that coronectomy reduces
the complication of inferior alveolar nerve damage
without increasing other complications compared to
classical alveotomy.
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NDIKIMI NE SEMUNDJET ORALE |
DIABETIT TE TIPIT 2

Fatbardh Ramadani
Spitali i Pérgjithshém Ferizaj - Kosové

ABSTRAKT

Hiperglicemia né diabet éshté treguar se éshté njé faktor
i réndésishém rreziku pér shfagjen e komplikimeve
vaskulare. Pesé ndérlikimet klasike té shogéruara me
DM pérfshijné retinopating, neuropatiné, nefropating,
komplikimet kardiovaskulare (sémundje arterie
koronare, goditje né tru dhe sémundje vaskulare
periferike) dhe shérim té vonuar té plagéve. Sémundja
periodontale éshté njohur kohét e fundit si “ndérlikimi
i gjashté” i DM (1).

Diabeti éshté njé crregullim i zakonshém me
manifestim shogérues oral qé ndikon né kujdesin
e dhémbéve dhe ekziston shgetésimi pér aftésiné
e manifestimeve orale pér té ndikuar thellésisht né
kontrollin metabolik té gjendjes sé njeréyve me
diabet. Mjekét gé punojné pér té optimizuar kontrollin
metabolik té kétyre pacientéve duhet té njohin ndikimin
e kontrollit té pérparimit té kétyre komplikimeve
orale. Ky garanton njé plan gjithépérfshirés qé
pérfshin bashképunim té ngushté midis mjekéve dhe
ofruesve té kujdesit shéndetésor oral, i cili shpresojmé
se do té ¢ojé né njé kontroll mé té miré té glicemisé né
mesin e késaj popullate té pacientéve, dhe gjithashtu
do té ulé ndikimin e barrés personale dhe shogérore,
té kétij grupacioni shoqgéror. Komplikimet orale té
diabetit mund té jené shkatérruese pér pacientin.
Kéto mund té pérfshijné, por nuk jané té kufizuara
né kandiazén, kariesin e dhémbéve, humbjen e
dhémbéve, gingivitin, crregullimet e sindromés sé
djegies sé gojés, periodontitin, mosfunksionimin e
péshtymés dhe xerostomia, dhe démtimin e shijes.

PERSHKRIMI | SEMUNDJEVE ORALE QE KANE
TE BEJNE ME NDIKIMIN E DIABETIT

Sémundja periododontale

Sémundja kronike periodontale rezulton né shkatérrim
progresiv té indeve mbéshtetése té dhémbéve, si dhe
né formimin enjé ose dy xhepave , recesionin , té cilat
mund té ¢ojné né humbjen e dhémbit pér shkak té

THE IMPACT OF TYPE 2 DIABETES ON
ORAL DISEASES

Fatbardh Ramadani
General Hospital Ferizaj - Kosova

ABSTRACT

Hyperglycemia in diabetes has been proved to be an
important risk factor for the occurrence of vascular
complications. The five classic complications
associated with DM include retinopathy, neuropathy,
nephropathy, cardiovascular complications (coronary
artery disease, stroke, and peripheral vascular disease).
Periodontal disease has recently been recognized as
the “sixth complication” of DM (1).

Diabetes is a common disorder with oral
manifestations that affects dental care and there is
concern about the ability of oral manifestations to
profoundly affect the metabolic control of people
with diabetes. Physicians working to optimize the
metabolic control of these patients need to recognize
the impact of control over the progression of these oral
complications. This guarantees a comprehensive plan
involving close collaboration between physicians and
oral health care providers, which we hope will lead to
better glycemic control among this group of patients,
and will also reduce the impact of the personal and
social barrier of this social group. Oral complications
of diabetes can be devastating for the patient. These
may include, but are not limited to, candidiasis,
tooth decay, tooth loss, gingivitis, burnout syndrome,
periodontitis, dysfunction of saliva and taste, and
xerostomia.

Keywords: type 2 diabetes, oral manifestations, oral
health

DESCRIPTION OF DIABETES-RELATED ORAL
DISEASES

Periodontal disease

Chronic periodontal disease results in the progressive
destruction of the supporting tissues of the teeth, as
well as the formation of one or two pockets, recessions,
which canleadtotoothloss due to extensive destruction
of the teeth. It is well documented that periodontal
disease is considered to be one of the leading causes of
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shkatérrimit té gjeré té kockave alveolare. Eshté mire e
dokumentuar qé sémundja parodontale konsiderohet
té jeté njé nga arsyet kryesore pér humbjen e dhémbéve
tek individét me diabet (2-5). Njé meta-analizé e katér
studimeve me gjithsej 3.524 té rritur (> 18 vjec) tregoi
se ata me diabet kané njé rrezik dyfish mé té larté té
zhvillimit té sémundjes parodontale né krahasim me
ato pa diabet (6). Pér mé tepér, ekzistojné pabarazi
raciale té konsiderueshme né lidhje me shkallén e
sémundjes parodontale tek pacientét me diabet dhe
sémundje parodontale. Vlerésimet e mbizotérimit
kombétar té sémundjes parodontale pér afrikano-
amerikanét me T2DM jané raportuar né 59.7% (7);
ndérsa, Fernandes et al. (8) raportuan norma dukshém
mé té larta pér afrikano-amerikanét e prejardhjes sé
Gullah me T2DM (70.6%).

Disa mekanizma jané propozuar pér té shpjeguar
ndjeshmériné e rritur ndaj sémundjeve parodontale né
mesin e pacientéve me DM té pakontrolluar, pérfshiré
ndryshimet né pérgjigjen e hostit, metabolizmin e
kolagjenit dhe vaskularitetin. Individét me T2DM
té kontrolluar dobét paragesin njé pérgjigje té
ekzagjeruar inflamatore ndaj sfidés bakteriale té
periodontitit. Njé reagim hiperinflamator i shogéruar
me démtimin e shérimit dhe riparimit té plagés mund
té pérmirésojé reaksionin inflamator dhe shkatérrimin
e indeve periodontale pér kéta pacienté (9, 10). Disa
studime klinike té kontrolluara kané konfirmuar
gé subjektet e diagnostikuar me diabet kané njé
prevalencé mé té madhe té sémundjeve parodontale
né krahasim me individé té shéndetshém (8, 11,
12). Pérvec késaj, periodontiti i réndé mund té rrisé
rrezikun e kontrollit t& dobét té glicemisé (13, 14).
Pérgjigja inflamatore e hostit duket se éshté pércaktori
kritik pér ndjeshmériné dhe ashpérsiné e periodontitit
né individé té kompromentuar sistematikisht (15, 16),
si¢ jané pacientét me T2DM. Ekzistojné gjithashtu
prova gé sugjerojné se bakteremia e shkaktuar nga
periodontiti do té shkaktojé ngritje né citokinat
proinflamatore né serum, dhe speciet reaktive té
oksigjenit gé ¢ojné né etiopatogjenezén e sindromés
metabolike dhe rritjen e rezistencés ndaj insulinés.

Gjendja inflamatore kronike e shkaktuar nga
periodontiti i patrajtuar mund té kontribuojé né
rezistencén ndaj insulinés, duke pérkeqgésuar
kontrollin e glicemisé (17). Njé raport i fundit
nga Bandyopadhyay et al. (18), duke pérdorur njé
popullaté studimore té Gullah Afrikano-Amerikanéve
me T2DM dhe asnjé histori klinike té kohéve té
fundit té terapisé periodontale, arriti né pérfundimin
se ekzistojné shoqgata té réndésishme midis pérparimit

tooth loss in individuals with diabetes (2-5). A meta-
analysis of four studies with a total of 3,524 adults (>
18 years old) showed that those with diabetes had a
twice as high risk of developing periodontal disease
as those with diabetes (6). Furthermore, there are
considerable rational inequalities regarding the degree
of periodontal disease in patients with diabetes and
periodontal disease. Estimates of national prevalence
of periodontal disease for African-Americans
with T2DM were reported at 59.7% (7); whereas,
Fernandes et al. (8) reported significantly higher rates
for African-Americans of Gullah descent with T2DM
(70.6%).

Several mechanisms have been proposed to explain
the increased susceptibility to periodontal disease
among patients with uncontrolled DM, including
changes in host response, collagen metabolism,
and vascularity. Individuals with poorly controlled
T2DM present an exaggerated inflammatory
response to the bacterial challenge of periodontitis.
A hyperinflammatory reaction associated with
impaired wound healing and repair may improve the
inflammatory response and destruction of periodontal
tissue for these patients (9, 10).

Some controlled clinical researches have
confirmed that subjects diagnosed with diabetes have
a higher prevalence of periodontal disease compared
to healthy individuals (8, 11, 12). In addition, severe
periodontitis may increase the risk of poor glycemic
control (13, 14). The inflammatory response of
the host seems to be the critical determinant of
the susceptibility and severity of periodontitis in
systematically compromised individuals (15, 16),
such as patients with T2DM. There is also evidence
suggesting that bacteremia induced by periodontitis
may cause an increase in serum proinflammatory
cytokines, and reactive oxygen species leading to the
metabolic syndrome etiopathogenesis and increased
insulin resistance.

Chronic inflammatory conditions caused by
untreated periodontitis may contribute to insulin
resistance, worsening glycemic control (17). A
recent report by Bandyopadhyay et al. (18), using a
study population of African American-Americans
with T2DM and no recent clinical history of
periodontal therapy, concluded that there are
significant comorbidities between the disease and the
development of diphtheria. Untreated periodontitis
presents an inflammatory challenge for the patient,
and reducing periodontal inflammation has potential
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té sémundjes periodontale dhe statusit té kontrollit
té diabetit. Perodontiti i patrajtuar paraget njé
sfidé inflamatore pér pacientin, dhe zvogélimi i
inflamacionit parodontal ka pérfitime t& mundshme
pozitive pér pacientin si né nivel lokal, ashtu edhe
né sistem (19). Grossi et al. (20) raportuan se té
rriturit me DM té cilét morén shkallézim ultrasonik
dhe kthesa né kombinim me terapiné e administruar
sistemik doxycycline demonstruan, né tre muaj, ulje
té ndjeshme né mesataren HbAlc, duke arritur afro
10% nga vlerat e para-trajtimit. Studimet sistematike
té rishikimit kané konkluduar gjithashtu se terapia
periodontale jokirurgjikale me ose pa antibiotiké
coi né njé ulje mesatare t&¢ HbAlc prej 0.4% pas 3
deri né 4 muaj né lidhje me asnjé trajtim (21, 22).
Komplikimet mikrovaskulare té lidhura me diabetin
vlerésohet té ulen me 35% pér ¢do ulje té pikés 1% né
nivelet e HbA1c; mé tej, ulja absolute e 1% né nivelin
e HbA1c mund té ulé rrezikun e vdekjes sé lidhur me
diabetin me 21% (23).

PARAQITJA E KARIESIT DENTAR

Kariesi dentar éshté gjendje e zakonshme e sémundjes
kronike qé shkakton dhimbje dhe paaftési né té gjitha
grupmoshat. Nése nuk trajtohet, kariesi dentar mund
té cojé né dhimbje, infeksion, humbje té dhémbit
dhe, pérfundimisht, edentulizém. Prania e kétyre
manifestimeve me gojé mund té pengojé cilésiné
e jetés, ushgimin dhe kontrollin potencialisht té
glicemisé. Shté e réndésishme té dini se pacientét me
DM jané té ndjeshém ndaj kushteve té tjera me gojé,
sic jané c¢rregullimet periodontale dhe péshtymés
(goja e thaté), té cilat mund té rrisin rrezikun e tyre
pér zhvillimin e kariesit té ri dhe té pérséritur té
dhémbéve. Njé pérmbledhje e literaturés tregon se nuk
ka njé lidhje té garté midis DM dhe kariesit dentar,
por disa studime kané raportuar njé histori mé té
madhe té kariesit dentar tek njerézit me DM (24, 25).
Ulur sekretimin e péshtymeés, rritje té karbohidrateve
né péshtymén e gjéndrés parotide, rritje té majave
me gojé, rritje llogaritjet e streptokokeve Mutans
dhe lactobacilli jané disa nga faktorét e implikuar té
jené pérgjegjés pér predispozimin e diabetikéve pér
incidencé mé té larté té kariesit dentar (26).

SEMUNDJET E MUKOZES ORALE

Diabeti gjithashtu shoqgérohet me zhvillimin e
lezioneve té caktuara té indeve té buta té indeve,
megjithése kéto shoqata nuk raportohen vazhdimisht
né té gjithé popullsité e ndryshme diabetike (27).

positive benefits for the patient both locally and
systemically (19).

Grossi et al. (20) reported that adults with DM
who received ultrasonic scaling and returned in
combination with systemically administered systemic
doxycycline therapy demonstrated, at three months, a
significant reduction in mean HbArc by 10%, ranging
above 10%. Systematic review studies have also
concluded that non-surgical periodontal therapy with
or without antibiotics resulted in a mean reduction of
HbA1c of 0.4% after 3 to 4 months (21, 22). Diabetes-
related microvascular complications are estimated to
decrease by 35% for each 1% decrease in HbAlc
levels; further, an absolute decrease of 1% in the level
of HbAlc may reduce the risk of diabetes-related
deaths by 21% (23).

PRESENTATION OF DENTAL CARIES

Dental caries is a common condition of chronic
disease that causes pain and disability in all age
groups. If left untreated, dental caries can lead to pain,
infection, tooth loss and, ultimately, edentulousness.
The occurrence of these oral manifestations may
impair the quality of life, nutrition, and potentially
glycemic control. It is important to know that patients
with DM are susceptible to other oral conditions, such
as periodontal and salivary disorders, which may
increase their risk of developing new and recurrent
dental caries.

A review of the references shows that there is no
clear link between DM and dental caries, and some
studies have reported a longer history of dental caries
in people with DM (24, 25). Mutans and lactobacilli
calculations of streptococci are some of the factors
implicated in predisposing diabetics to a higher
incidence of dental caries (26).

DISEASES OF THE ORAL MUCOSA

Diabetes is also associated with the development of
certain soft tissue lesions, although these occurrences
are not consistently reported throughout the various
diabetic populations (27). There are reports of major
prevalence of the fractured tongue, fibroids, traumatic
ulcers (27), lichen planus (28), recurrent stomatitis
aphthous (29), and fungal infections such as fungal
infections. These shocks can come from chronic
immunosuppression, delayed healing and / or salivary
hypofunction (31). They also provide an opportunity
to coordinate diabetes care among physicians and oral
health care providers.
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Ekzistojné raporte pér pérhapje mé té madhe té
gjuhés sé thyer, fibromé acarimi, ulgera traumatike
(27), lichen planus (28), stomatiti pérsérités aphthous
(29), si dhe infeksione té kérpudhave me gojé, sic
éshté kandidimi oral (30). Kéto shogata mund té vijné
nga imunosupresioni kronik, shérimi i vonuar dhe /
ose hipofunksioni i péshtymés (31). Ata gjithashtu
paragesin njé mundési pér té koordinuar kujdesin
pér diabetin midis mjekéve dhe ofruesve té kujdesit
shéndetésor oral.

PARAQITJA EMOSFUNCIONIMIT TE SALIVARIT

Funksioni i péshtymés &shté thelbésor pér
mirémbajtjen e shéndetit oral dhe sistemik (32, 33).
Eshté e réndésishme pér tretjen, mastikimin, shijen,
fjalimin, degustimin si dhe ruajtjen dhe mbrojtjen
e indeve té mineralizuara dhe mukozale (32).
Xerostomia éshté njé ndjesi subjektive e thatésisé sé
gojés, késhtu qé duhet té pérdoret njé gasje sistematike
pér té pércaktuar etiologjiné e késaj gjendje, me
dallimin e béré midis ankesave subjektive vetém dhe
atyre me mosfunksionim té matshém té gjéndrave té
péshtymés. Ankesat Xerostomike mund té vijné si
pasojé e etjes (njé manifestim i zakonshém i DM),
mosfunksionime shgisore me gojé, dehidrim, ulje
e rrjedhés sé péshtymés (hyposalivation) dhe / ose
pérbérje e ndryshuar e péshtymés. Chavez et al. (34)
gjetén tendencat drejt uljes sé prurjeve té péshtymés
pasi vlerat e HbAlc u rritén, ndérsa studime té tjera
kané raportuar se pérdorimi i njé ose mé shumeé ilaceve
xerostomic rezultoi né nivele dukshém mé té uléta té
rrjedhés (33, 35). Ndérsa shumé ilace dhe modalitete
té trajtimit rendisin xerostominé si njé efekt anésor
té mundshém, shumé pak jané testuar pér ndryshime
objektive né rrjedhén e péshtymés (36).

Menaxhimi i xerostomia duhet té drejtohet né
lehtésimin e simptomave, kontrollin e sémundjeve
orale dhe pérmirésimin e funksionit té péshtymés.
Nése xerostomia éshté njé efekt anésor i pérdorimit té
ilaceve, duhet té hulumtohen mundésité e modifikimit
té planifikimit té ilaceve, rregullimit té dozés ose
ndryshimit té ilaceve, ndérsa disa lehtésime mund
té arrihen edhe pérmes pértypjes / konsumimit té
camcakézave / karamelave pa sheqer. Pacientét duhet
té késhillohen gé té shmangin ushgime té thata / té
médha, ushqime pikante ose acid, pije alkoolike
dhe té gazuara dhe pérdorimin e duhanit, ndérsa
duhet té inkurajohet njé dieté me konsum té larté té
léngjeve. Pérdorimi i larjeve té gojés qé jané specifike
pér trajtimin e gojés sé thaté dhe pa alkool mund té

SALIVARY GLANDS DISORDER

Salivary function is essential for maintaining oral
and systemic health (32, 33). It is important for
digestion, mastication, taste, speech, tasting as well as
preservation and protection of mineralized and mucosal
tissues (32). Xerostomia is a subjective sensation of
dry mouth, so a systematic approach should be used to
determine the etiology of this condition, distinguishing
between subjective complaints and those with
defective dysfunction. Xerostomic complaints may be
due to thirst (a common manifestation of DM), oral
sensory dysfunction, dehydration, decreased salivary
flow (hyposalivation), and / or a change in saliva.

Chavez et al. (34) found tendencies to decrease
salivary inflows as HbAlc values increased, while
other studies reported that the use of one or more
xerostomic drugs resulted in significantly lower flow
rates (33, 35). While many medications and treatment
modalities list xerostomia as a possible side effect,
many have been tested for objective changes in saliva
flow (36).

Management of xerostomia should be aimed at
relieving the symptoms, controlling oral disease,
and improving salivary function. If xerostomia is
a side effect of medication use, the possibilities of
modifying medication planning, dose adjustment,
or medication modification should be explored, and
some relief may be achieved by chewing/consuming
sugar-free chewing gum / caramels. Patients should be
advised to avoid dry/big foods, spicy or acidic foods,
alcoholic and carbonated beverages, and tobacco use,
and a high-fluid diet should be encouraged.

The use of mouthwashes that are specific to the
treatment of dry mouth and alcohol-free may alleviate
the oral discomfort of xerostomia. Immunologically
active saliva replacement therapy has been shown to be
beneficial in reducing bacterial plaque, gingivitis, and
positive oral numbers (37). Patients with xerostomic
complaints should consult a dentist for strict
maintenance of their oral health. Since xerostomia
has a significant effect on a person’s quality of life, all
health care workers should be sensitive to those who
complain about it and treat or refer to it in accordance
with their surroundings.
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lehtésojé shqetésimin oral té xerostomia. Terapia me
zévendésues aktivé té péshtymés imunologjikisht ka
treguar se éshté e dobishme pér zvogélimin e pllakés
bakteriale, gingivitit dhe numrave pozitiv té majave
me gojé (37). Pacientét me ankesa xerostomike duhet
té drejtohen te njé dentist pér njé mirémbajtje té rrepté
té shéndetit té tyre oral. Pasi qé xerostomia ka njé
efekt domethénés né cilésiné e jetés sé njé personi,
té gjithé punonjésit e kujdesit shéndetésor duhet té
jené té ndjeshém ndaj atyre qé ankohen pér gojé té
thaté dhe t’i trajtojné ose referojné ato né pérputhje
me rrethanat.

PASOJAT NEUROPATIKE NE KAVITETET ORALE

Njé ankesé e zakonshme né mesin e pacientéve me
DM éshté sindromi i djegies sé gojés, njé ¢rregullim
neurofensional orofacial i njé shkaku té panjohur,
i karakterizuar nga njé ndjesi djegése bilaterale
e mukozés me gojé zakonisht né mungesé té
gjetjeve klinike dhe laboratorike (38). Menaxhimi i
sindromés sé djegies sé gojés duhet té keté njé gasje
ndérprofesionale pér té pérmirésuar mirégenien e
pacientit dhe cilésiné e jetés. Protokolli i trajtimit pér
xerostomia pérdoret shpesh pér trajtimin e sindromés
sé djegur té gojés, duke lejuar kujdesin paliativ té
simptomave.

Zbulimi i shijes pércaktohet né ményré hereditare,
por mund té ndikohet edhe nga shfagja e neuropatisé
(39). Ky mosfunksionim shqgisor mund té pengojé
aftésiné pér té mbajtur njé dieté té duhur dhe mund
té cojé né njé kontroll té dobét té glicemisé. Rénia
e shijes gjithashtu éshté shogéruar me zhvillimin e
mbipeshes (39), dhe éshté raportuar gjaté rrjedhés sé
diabeteve (40). Pérdorimi i pajisjeve té higjienés orale
mund té démtohet nga neuropatité periferike dhe
nga retinopatia diabetike, té cilat mund té démtojné
higjenén e pérditshme té gojés. Pérdorimi i njé furcé
dhémbésh elektriké, si dhe metodat e tjera alternative
té higjienés dhe njé orar i rrepté i mirémbajtjes sé
dhémbéve jané té réndésishme né shéndetin afatgjaté
oral té kétyre pacientéve.

KONKLUDIMI

Disa studime (41-45) kané treguar mangési né
ndérgjegjésimin e pérgjithshém té shéndetit oral
né mesin e pacientéve me diabet. Pér mé tepér,
shumica e kétyre studimeve (41, 42, 44) treguan se
njé numér shumé i ulét i pacientéve té diagnostikuar
me diabet vizitojné dentistin rregullisht pér kontrolle
periodontale, dhe shumé pacienté nuk ishin té

NEUROPATHIC CONSEQUENCES IN ORAL
CAVITY

A common complaint among patients with DM is
mouth burning syndrome, a neurofunctional oralo-
facial disorder of an unknown cause, characterized
by a bilateral burning sensation of the oral mucosa
usually in the absence of clinical and laboratory
findings (38). The management of mouth burning
syndrome should have an interprofessional approach
to improve patient well-being and quality of life. The
xerostomia treatment protocol is often used to treat
burning mouth syndrome, allowing palliative care of
symptoms.

The taste is hereditary, but may also be affected by
the onset of neuropathy (39). This sensory dysfunction
can impair the ability to maintain a proper diet and
can lead to poor glycemic control. Decreased taste has
also been associated with the development of obesity
(39), and has been reported during the course of
diabetes (40). The use of oral hygiene equipment may
be impaired by peripheral neuropathies and diabetic
retinopathies, which may impair daily oral hygiene.
The use of electric toothbrush, as well as other
alternative methods of hygiene and a strict schedule
of dental maintenance are important in the long-term
oral health of these patients.

CONCLUSION

Several studies (41-45) have shown deficiencies in
general oral health awareness among diabetic patients.
Moreover, most of these studies (41, 42, 44) showed
that a very low number of patients diagnosed with
diabetes visit the dentist regularly for periodontal
check-ups, and many patients were unaware of the
effect of diabetes on oral health. Allen et al. (43)
reported that awareness of periodontal disease among
patients with diabetes is very low compared to their
reported knowledge of increased risks of heart disease,
eye disease, kidney disease and blood circulation
problems.

Periodontal diseases and diabetes mellitus are
closely related and are quite chronic conditions.
Inflammation is a critical issue in society, and its
importance now comes to light. It is clear that diabetes
increases the risk of periodontal disease as shown by
some reliable mechanism. Less clearer is the impact
of periodontal disease on glycemic control and the
mechanisms by which it occurs. Trial-based care
emphasizes the importance of clinical preventive and
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vetédijshém pér efektin e diabetit né shéndetin oral.
Allen et al. (43) raportuan se vetédija pér sémundjet
parodontale né mesin e pacientéve me diabet éshté
shumé e ulét né krahasim me njohurité e tyre té
raportuara pér rreziqe té rritura pér sémundje té
zemrés, sémundje té syve, sémundje té veshkave dhe
probleme té qarkullimit té gjakut.

Sémundjet periodontale dhe diabeti mellitus jané
té lidhura ngushté dhe jané kushte mjaft té pérhapura
kronike. Inflamacioni éshté njé lojtar kritik né shoqgatg,
dhe réndésia e tij tani po del né drité. Diabeti qarté
rrit rrezikun e sémundjeve parodontale si¢ tregohet
nga disa mekanizma té besueshém. Mé pak e qarté
éshté ndikimi i sémundjes parodontale né kontrollin
e glicemisé dhe mekanizmave pérmes té cilave ndodh
kjo. Kujdesi i bazuar né prova thekson réndésiné e
masave klinike parandaluese dhe parandaluese pér
administrimin e DM dhe sémundjeve parodontale.
Pérfshirja e profesionistéve té kujdesit shéndetésor
oral né strategjité pér té identifikuar individét né
rrezik nga diabeti do té zgjasé pérpjekjet parandaluese
dhe kontrolluese té nevojshme pér té ngadalésuar
zhvillimin e kétyre sémundjeve dhe, vecanérisht, té
sigurojé njé portal pér individét qé nuk shohin njé mjek
rregullisht pér té té hyjé né sistemin e pérgjithshém té
kujdesit shéndetésor.
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ABSTRACT

A central future in periodontitis is the remodeling
of connective tissue that leads to a net losse of local
soft tissues, bone and the periodontal attachment
apparatus. The fundamental events in the transition
from gingivitis to periodontits is the losse of the soft
tissue attachment to the tooth and the subsequent loss
of alveolar bone. Bacterial induced tissue destruction
indirectly by activating host defense cells,which,in
turn produced and release mediators that stimulated
the effectors of connetive tissue breakdown.
Components of dental plaque have the capacity to
induce the initial infiltrate of inflammatory cells
including lymphocytes, macrophages and PMNs.
Mediators produced as a part of the host response that
contribute to tissue destruction including protease,
cyrocines, chemocunes and prostaglandins.

INTRODUCTION

The common periodontal diseases found in humans are
gingivitis and periodontitis. These are inflammatory
responses in the periodontal tissues inducedgy
microorganisms in dental plaque, which contribute to
tissue detruction, bone loos and eventualy tooth losse.
Today it is quite clear that periodontal diseases are
of an infection nature and that the microorganisms
present in the subgingival denal plaque are the
primary etilogicl agents, Ellison, Socransky, Page,
Craig, Corea. Despite a remarkable diversity of
bacteria found in the periodontal microbiota,only a
few species have been associated with periodontitis.
These include anaerobic bacteria lokalised in the
subgingival region, as Porphoromonas gingivalis
(Pg), Prevotela intermedia (Pi) Actinobacillus

actonomycetascomitans (Aa), and Bacteroides
forshytas ((Bi). One periodontal pocket can contain
more than 700 microorganisms. Research of virulence
factor has focused in the properties of bacteria related
to the destruction of host tissues. These bacterial
properties can be broadly categorized as those
resulting directly in degradation of host tissues and
thous causing the release of biologic mediators from
host tissue cells that lead to host tissue destruction.
Some bacterial products inhibit yhe growth or alter
the metabolism of host tissue cells; these include
anumber of metabolic byproducts such ammonia,
volatile sulfur componds,and faty acids, peptides
and indoles, Sjostrom, Socransky. An important class
of molecukes in tissue destruction is the variety of
enzymes produced by periodontalmicroorganisms.
These enzymes appear to be capable of degradating
essentially all host tissue and intercellular matrix
molecules, Garanz, Curamitsy.

There microorganisms are considered to play
significant role in the pathogenesis of periodontal
diseases and the formation of the periodontal
pocket,destruction of connectic tisues and resorption
of alveolar bone. Oral patogens are necessary to
initiated periodntitis,but they are not sufficient to
insure progression of disease ,unless it paralleles an
inflammatory responses,in a susceptible host.There
are ,however,specific host defense mechanism to the
bacterial challenge in the adaptive response of the
immune system Corea 5, Bascone 10.Innate immunity
is the first line of host defense and include a number
of relatively non-specific m- chanisms, including the
barrier effect of a intact epithelium.

The host immune response may be conveniently
divided into innate and adaptive immunity. Both
innate and adaptive immunity operate together and
not in isolation, complementing each other to maintain
health and prevent disease.

Oral mucosae bathed in saliva, which contains a
number protective factors Bacteria can be recognize
by non-clonal receptors, otherwise known as pattern
recognition receptors. These receptors recognize
substances such as lypopolisa-charide (LPS) from
gram - negativ bacteria and peptidoglucan from gram
positive bacteria. Innate ressponses are relative non-
specific and there is therefore greater potential for
bystander demage of tissues.

Neutrophils appeartobe crucial for the maintenance

of periodontal health, as disease severity is increased
the neutropenia, agranulocytosis and where cellular
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function in impaired, such as leukocyte adhesion
deficiency, lazy leucocyte disease and Papillon-
Lefever-hiagash and Downs syndromes, as well as
diabetes mellitus.

The adaptive immune response is characterisef by
specificity, memory and the capacity to distinguish
self from non-self. One recognition of microbial
agents has taken place by the appropriate receptor
on macrophages or dendritic cells, then cytocines as
released which activate T and B cells,thereby engaging
cell-medated and humoral immune responses. The
two arms of immunity therefore function together:
the erlier responses being predominantly innate,
subsequently helping to focus adative immune
responses. In humoral or cell-mediated immunity,
specificity of the responses is thought to limit by
standard damage by focusing the adaptive or specific
immune system.

A network of secreted cytocokines leds to
activation of lymphocyres, but the progression of
peroiodontal lesions is caused by disregulation of
molecules released by specific cell popullations.
Many of this secreted factors are involvedin bone
regulation and maintance, and their inbalance leads to
altered periodontal bonne remodeling. Thus enhanced
osteoblast activity without increase in bonne formation
occurs and drives the alveolar bone loss, Bascones.

Inflamatory process give rise to macrophage
activation as well as leucocyte infiltration.The
activated immune competented cells produce and
secreted cytocines which may induce the synthesis
arachidonate metabolites (especialy PGE2.) and to
stimulated macrophage and osteoclasts to releases
hydrolases and collagenases, which are responsible
for loss of collagen and bone. Brikedal, Williams.

Mediators produced as a part of the host response that
contribute to tissue destruction include proteinase,
cytokines and prostaglandins.

PROTEINASES

Matrix metaloproteinases (MMPs) are considered to
be primary proteinases involved in periodontal tissue
destruction by degradation of extracellular matrix
molecules. MMPs are a family of proteolytic enzymes
found in neutrophils, macrophages, fibroblasts,
epithelial cells, osteoblasts and osteoclasts, Ryan 13
that degraded extracellularmatrix molecules, duch as
collagen, gelatin, and elastin. MMP-8 and MMP-1
are both collagebases; MMP is release by infiltrating
neutron-phillis, whereas MMP-1 is expressed by

resident celss, including fibroblasts, monocytes,
macrophages and the epithelial cells. MMPs are
alsoproduced by the periodontal patogens P. gingivalis
abd A Actinomycetmcomitans, althought, these is
not considered a major factor in disease progression,
Nagle 14.

Other proteinases associated with periodontitis
include neutrophil serine proteinases,elastase and
catepsin G. Elastase is capable of degradeiting a wide
range of molecules,including elastin,collagen and
fibrinonectin. Catepsin G is a bactericidal proteinases,
that also may function in the activation od MMP-8.
Elvated levels of elastase and GCF are associated with
activeperiodontal attachment loss 15and elastase may
provide a convenient clinicalmarkerof periodontal
disease progression.

CYTOKINES

Three proinflamatory cytokines, Interleukin 1 (IL-
1), (IL-6) and tumor necrosis factor(TNF), appear to
have a central role in periodontal tissue destruction,
Hasebl 16, Salvi 17.

Cytocines, are substance that are secreted by
specific cells of immune system which carry signals
locally between cells,and thus have an effect an
other cells.The biological effects of cytocines and
chemockines and extremely diverseas they influence
not only the immune response but also inflammatory
processes and hematopoiesis.

Cytockines can be classified into following
catagories: Proinflamatory-cytokines; cytokines with
redominant immunoregulatoru functions; cytokines
that regulate lymphocyte growth, activation and
differentiation; cytoookinesthathelpinhaematopoesis;
Hemokines; Proinflamatory cytokines;

There are cytokine that mediate natural immunity.
In this group there are soluble factors that influence
inflammatory reaction. These include: interleukin-
1(IL-1), Tumor necrosing factor alfa (TNF-alfa),
interleukin 6 (IL-6), interleukin 8 (IL-8), Macrophage
inhibitor factor (MIF).

INTERLEUKIN 1(IL-1)

This cytocine exist two molecular form IL-1 alfa (IL-1
alfa) and IL-beta (IL-1 beta), encoded by two separate
genes and displaying only 20% homology to one
another. Cells of the monocytemacrophage lineage
are the main cellular source of IL-1, while IL-1 beta,
syntethized as inactive precursors, is released from

APOLONIA 41-42 « fq. 77-82, Dhjetor 2020

APOLONIA 41-42 « pg. 77-82, December 2020



Marija Nakova, Jetmire Alimani Jakupi,

Kenan Ferati, Sabetim Cerkezi, A. Bozinovsk-Sredovska,

Natasa Teovska-Mitrevska, Marija Kostadinova, Zana Jusufi Osmani
PERIODONTITIS AND CONNECTIV TISSUE ALTERATIONS

the cells after being processed post translationally
by a cysteine-asparagin protease. IL-1 beta is a
proinflamatory cytokine exressed by monocytes
macrophages and dendritic cells. It signals through
two receptors, IL-IRI and IL-IRII., both bof wich are
shared with IL-1 alfa. It I multifunctional molecule
that effects ranging from inflammation, immunity and
haematopoesis. IL-1 has diverse activities and roles
in immunity, inflammation, tissue breakdown, and
tissue homeostasis. Tatakis. Prostak.

Interleuki 1 (IL-1), is a proinflamatory
multifunctional cytokine, which among its many
logical activities enables ingress of inflammatory
cells into sites of infection, promotes bone resorption,
stimulates eicosanoid (specifically, PGE-2) release
by monocytes and fibroblasts. Stimulates relaese of
matrix metalloproteinases that degrade proteins of the
extracellular matrix and participates in many aspects
of the immune response. Jandinski, Smith.

Interleukin-1 levels in general are elevated in
both tissues and GCF from diseased, Jandinski. The
predominant form in the periodontal tissues is IL-1
alfa, which is produced primarly by macrophages.
Malsuki

Release of interleukin-1 beta by epithelial cells,
monocytes macrophages and resident fibroblasts, with
accompanied increased production of prostaglandin
E-2, induce osseous resorption by osteoclasts. IL-1
and TNF-alfa increase the production of PGE-2 by
epithelial cells, monocytes and fibroblasts. These
products can subsequently trigger degradative
patways such as a matrix metaloproteinases
(MMPS), plasminogen—depended, and phagocytic
polimorphonuclear serin proteinase pathways. The
examination of Armitage and Ofenbucher show thath
MMPS are highly expressed in gingival cervical fluid
Armitage Orenbucher. MMPS are released in an
attempt to kill bacterija: nonetheless, these enzymes
end up destroying collagen fibres of the periodontal
ligament and gingiva, leading to an apical migration
of the junctional epithelium. Hence, pocket formatom
the root surface, as the coronal portion of the
gingiva separates from the root surface due to these
inflammatory events.

TNF-ALFA

TNF exists in two forms: TNF-alfa and TNF-beta.

Tumor necrosing factor (TNF-alfa), is involved in
normal inflammatory and immune response. In oth
autocrine and paracrine inducer of other cytocynes

like IL-1, IL-6, IL-8, platelet derived growth
factor-B, eicosanoids platelet activating factors and
granulocyte monocyte colony stimulating factor. TNF
is secreted by macrophages, monocytes, neutrophils,
T-cells, Natural-Killer -cells (NK-cells) following
there stimulation by bacterial lipo-polisacharides.
Cell expressing CD-4 secretTNF-alfa, while CD-
8+ve secrete little or no TNF-alfa. Besides the direct
effect on the pathogenesis of periodontal diseases,
TNF=alfa upregulates the production of other classic
proinflamatory innate immune cytocines, such as IL-
1B and IL-6.

TNF-alfa can synergized with RANK-L in promoting
osteoclastogenesis. Further studies show that TNF-
alfa activates C-Jun, NF-kB and calcium signaling
leading to NFAT-cLactivation and thus osteoclast
differentiation independent of RANKL in human
macrophages. TNF-alfa plays a central role in
inflammatory reaction, alveolar bone resorption,and
loos of connective tissue attachment. It is know to
be associated in local and systemic inflammation
involving bone loose. It is present at high levels in
diseased periodontal tissues, where it is positively
correlated with RANKL expression, Adrian, Gemell.

Expperimental models of periodontitis in primates
demonstratesthatlocalinjection of TNF-alfaantagonist
reduce the appearance of inflammatory cells alveola
bone and the formation of bone resorbing osteoclasts
ther studies show spontaneous osteoclast formation
and increased bone resorption fron circulating
PBMC:s of periodontitis patients correlating with high
levels of TNF-alfa and RANK-L Yaralina, Garlet.
As a result of the innate immunity response, TNF-
alfa is locally produced by neutrophils, which exibit
increased chemotaxis production of proinflammatory,
Hemandez.Macrophages represent an important
source of TNF-alfa, that, under disregulatione
contribute to host tissue destruction. After antigenic
stimulation, naive CD-4+T-cells activate, proliferate,
and differentiate into distinct effector cell subset
characterized by their specific cytokine. This Th-1
lymphocytes subset is characterized by the secretion
of TNF-alfa. TNF-alfa contributes to periodontal
damage by its direct effect on osteoclastogenesis and
by amplification of inflammatory immune reactions.
Furthmore, in itro data demonstrate and effect of TNF-
alfa not only on osteoclasts,but also on osteoblasts by
inhibiting differentiation and bone nodule formation,
Hemandez.
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TNF-beta is commonly know as a lymphotoksin. TNF
and IL-1 have effects at three different levels:metabolic
effects;vascular effect and endocrynes pyrogens.

.Metabolic effects

IL-1 and TNF-alfa induces the synthesis of the
acute phase reactants. Thes include many proteins such
as 1-antitripsyn, fibrinogen and C-reactive protein
liver. These are increased in situations associated with
inflammatory reactionns.

Vascular effects:

IL-1 profoundly ffects the function of vessel wall
elemebts,in particular,that endothelial cells. IL-1
activates endothelial cells in a proinflammatory,
protrombotic sense.-1 induced the production of tissue
factor and platelet-activating factor.Il-1 alfa and TNF-
alfa promotes the adherence of inflammatory cells,
which eventually egress to the extravascular space,
where they form tissue inflammatory infiltrates. The
promote the expresssin particulary of P-selectin and
E-selectin in vascular endothelial cells.

.Endogenous pyrogen:

Although IL-1 ot crosses the blood brain barrier,but
in acts on periventricular organs where the blood-
brain barrier is interrupted. It interreacts with a group
of nuclei in the anterior hypothalamus, causing fever.

Interleukin 6 (IL-6):

Interleukin 6 (IL-6) is a cytokine that stimulates
plasma cells rolliferation and therefore antibody
production and is a produced by Ilymphocytes,
monocytes and fibroblasts. Level in IL-6 have been
shown to be elevated in inflamed tissues, higher
in periodontitis, and high in GCF from refractory
periodontitis patients (24.25). IL-6 has also been
stimulate osteoclast formation. Thus, this cytocine
may in large part account for both predominance of
plam cells in periodontitis lesions as well as bone
resorption.

IL-6 along with IL-1 and TNF-alfa is a majo
immune inflammatory mediator. It is a pleiotropic
cytocine influencing immune responses. One action
of 11-6 and B-cells is the increased secretion of Ig M.
It also induced T-cell prolifferation.

PROSTAGLANDINS

Prostaglandins are arachidonicacid metabolites
generated by cyclooxigena-aza (COX-1, COX-2).
Arachidonic acid is found in plasma membrane of
most cells. COX-2 isupraregulated ba IL-1B, TNF-
alfa and bacterial LSP and appears to be re- sponsible
for generating theprostaglandins (PREZ2). That is
associated with inflammation.

The primary cells responsible for PGE2 production
in the periodontium are macrophages and fibroblasts.
PGE?2, is increased in periodontal sites demonstrating
inflammation and attachment loos, Salvi, Lein.

PGE2 to be partly responsible for the bone
loss associated by periodntitis. PGE2 is elevated
in gingivitis and periodontitis, pariculaty in active
disease. Studies in vitro demonstrated than bone loss
associated wth several periodontal pathogens was
inhibited in bay inhibitors of prostaglandis synthesis,
Wagner.

Use of a nonsteroidal antiinflamatory drugs
(NSAID) as an inhibitor of pro- staglandin synthesis
result in significantly less bone loss compared with
placebo, Salvi 1.PGE2 release from monocytes of
patients with severeor aggressive periodontitis is grate
than the frompatients with little to no periodontal
destruction, Hajishengalis.

SUMMARY

The production of proteinases andmediators as well
as their inhibitors by host tissue cells are influenced
by bacteria and regulatoy molecules produced by
host cells that are resident within or recruited to, the
periodontal tissue. In normal tissue turnover,a balance
exist such that no net los of tissue occurs. In disease,
tissue loss, occurs suggesting that this balance is
disrupted. Loss of bone in perio- dontal disease
appears to accur in part trough the action of regulatory
molecules, including IL-1, IL-6, TNF-alfa, and PGE2.
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written in full, along with the name of the institution
where they work.

If authors send the paper in electronical form
and use cyrilic letter, they must use TTF fonts (for
example M_times.ttf; Mac C Times.ttf; Macedonian
Times etc) and to avoid using fonts which in system
make change from latin to cyrilic letter.

Title page should contain: The title of the paper,
names of authors, their affiliations (institutions) and
address for corespodence.

The title of the paper should be as short as
posssible. The authors are writed with their full name
and surname. Than is writed the exacte name of the
institution where is realised the paper. Institutions
should follow the sequence of the respective authors.
In the same page should be write the address for
correspodence. Is necessary that the authors should
added a running title of not more than 25 characters.

Abstract should be writen on a separate pa- per
and should not exceed 160 words. It should consist
all substantial facts about presentation in the paper:
brief and precise account of the problem, aim of the
study, methods used, significant results (with specific
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shkurté dhe té sakté té problemit, qéllimin e punimit,
metodén e punés, rezultatet (me té dhénat specifike
dhe numerike) dhe konkluzionet themelore. Abstrakti
né gjuhén angleze shkruhet gjithashtu né letér té
vecanté, ai e pérmban edhe titullin e punimit. Né
abstrakt nuk duhet té keté shkurtesa dhe akronime.
Abstrakti né fund té tekstit duhet té keté 3-5 fjalé
kyce té cilat jané me réndési pér klasifikimin dhe
identifikim té punimit dhe do té na ndihmojé né
hartimin e deskriptorit.

Hyrja: Paraget prezentim té qarté dhe té shkurté
té problemit dhe té géllimit té punimit. Né formé té
shkurté ceken punimet té cilét jané né ményré direkte
té lidhur me problemin té cilin e shkoqit artikulli né
fjalé. Né fillim té fages ku éshté hyrja edhe njé heré
shkruhet titulli i punimit, por pa emrat e autoréve dhe
té institucioneve.

Materialet dhe metodat té cilat jané pérdorur né
punim prezentohen shkurt por mjaftueshém gé lexuesit
t’i mundésohet pérséritja e hulumtmit té pérshkruar.
Metodat paraqiten sipas rrénditjes sé pérdorimit té
tyre. Barérat theksohen sipas emrit té tyre gjenerik.
Metodat e njohura nga literatura nuk pérshkruhen, por
vetém ceket e dhéna burimore né literaturé.

Rezultatet: duhet té jené té sakté dhe qarté té
paraqitur. Vlerat e rezultateve duhet statistikisht dhe
né ményreé profesionale té pérpunohen.

Diskutimi dhe pérfundimi: prezentohen ndaras.
Qéllimi i diskutimit éshté qé té béjé interpretimin
e rezultateve dhe krahasimin e tyre me njohurité
ekzistuese me vleré né até 1émi, prej nga dhe rrjedhin
pérfundimisht.

TABELAT DHE FOTOGRAFITE

Punimi mund té shogérohet me fotografi dhe tabela

Tabelat: Cdo tabelé shkruhet ose vizatohet né
fleté té vecanté dhe jo né tekst, duhet té keté titull dhe
numér rendoré i cili ndérlidhet me tekstin.

MNustrimet: Cdo ilustrim duhet té keté pérshkrimin
dhe numrin rendor me té cilin paraqitet né tekst.
Pérshkrimi i fotografive - legjenda shkruhet né fleté
té vecanté sipas numrit rendor. Fotografité mund té
jené kolor ose bardh e zi. Né shpinén e fotografive
duhet té shkruhen inicalet e autorit té paré si dhe titulli
i shkurtuar. Me ané té shigjetés duhet té tregohet pjesa
e epérme e fotografisé.

Porositet qé pjesét me réndési né fotografi té
shénohen me shigjeté ose me shenja té pérshtatshme.

and numerical data) and main conclusions. Abstract
in English should be writhen on a separate paper
and contain the title of the paper. In abstract text,
abbreviations and acronyms should be avoided.

Abstract should be followed by 3-5 key words,
most important for identification and clasification
of the paper contents and helpful in identifying
descriptors.

Introduction should provide a brief and concise
account of the problem and aim of the study.
Previouns articles directly related to the study should
be briefly mentioned. The introduction section should
be preceded by the title of the paper writen on the top
of the page (withaut the authors and institutions).

Materials and Methods used in the study should
be described briefly but clearly enough as to allow
the readers to repeat the study if they wish to. The
methods should be presented chronologically as they
were used. Drugs should be cited by their generic
names. Methods known from literature should not be
described but the original literature data listed.

Results should be presented clearly and accurately.
Significance of the results should be statistically
obtained.

Discussion and Conclusions should be written
separately. The purpose of the Discussion is to give
an interpretation of the results and compare them to
the existing important knowledge in the field, from
which the Conclusions should naturally follow

TABLES AND FIGURES

The paper can be supplemented with figures and
tables.

Tables: Each table should bi written or drawn on
separate paper and not in the body of the text numbered
according to their appearence in the text and titled.

Ilustrations: Each illustration should be
numbered accurding to their appearance in the text,
and carry a description. Legend to figures should
be typed on a separat paper according to the ordinal
number. Photographs could be black-white or color.
Each photograph shoulds have on the back the initials
of the first author, and running title of the paper. Top
of the figure should be indicated by an arrow.

Is recomandet that the substantional details on the
figures should also be indicated by arrow or suitable
markers. The identity of each patients in a photo
should be covered.
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Té sémuréve né fotografi duhet t'u mbnulohet
identiteti.

Vizatimet: Punohen né letér té bardhé, né disketé
ose né CD dhe dérgohen né origjinal. Germat dhe
shenjat doemos té jené té qarta, té kené madhési té
njéjté, pérmasat té jené té tilla qé ¢do e dhéné me
zvogélim té ngel e qarté. Shfrytézimi i fotografive dhe
tabelave nga burime té ndryshme duhet té pércillet me
té dhéna se nga jané marré.

Sipas rregullés, tabelat shénohen si “Tabelé”,
ndérsa i téré fotodokumentacioni tjetér shénohet si
“Foto”. Tabelat dhe fotografité nuk duhet té jené mé
shum se 12 né numeér.

Pérshkrimi i literaturés: Literatura shkru- het
né fleté té vecanté. Sipas Stilit Vankuver. Revistat
duhet té pérshkruhen me shkurtesa té cilat pérdoren
né Index Medicus.

KLASIFIKIMI | PUNIMEVE

Punimet té cilét botohen né revisté klasi- fikohen né:
Punime burimore shkencore, kumtesa pararendése,
punime profesionale, ekspoze nga tubimet shkencore,
véshtrime, prezentime rastesh.

VEREJTJE

Pér profesionalizém té punimeve pérgjegjési mbajné
vet autorét dhe recenzuesit. Té gjitha hulumtimet
duhet té jené né pajtueshméri té ploté me parimet
themelore té deklaratés sé Helsinkut (World, Health
Authority - 1975).

Punimet té cilét nuk jan shkruar sipas udhé- zimeve
té lartpérmendura nuk mund té pranohen pér botim.

Punimet né revisté publikohen sipas rra- dhitjes sé
caktuar nga redaksia dhe jo sipas arritjes sé tyre.

Doréshkrimet, fotografité dhe dokumenta- cioni
tjetér nuk kthehen, ndérsa té gjitha shtojcat e botuara
dhe botimet e vecanta jané né pronési té botuesit.
Autoréve u takojné nga 10 ekzemplaré té revistés.

Drawings should be made on white paper, on
disket or in CD and submitted as original.Letters and
sings should be clear, equal size, allowing possible
reduction in size. When using figures and tables from
other sources, are not should be provided stating the
source where they have been taken from.

Only tables should be designated “Table”, and
any other documentation should be desig nated as
“figure”. The number of tables and figures together
should net exceed 12.

References: References should bi writen on a
separate sheet of paper according to the Vancouver
style, using journal title abbreviations according to
Index Medicus.

CLASIFICATION OF PAPERS

Papers to be published in Journal of dentistry Apolonia
are classified as follows: Original scientific papers,
preliminary communications, profesional papers,
conference papers, reviews, case reports.

ATTENTION:

Authors and reviewers are responsible for the
professional level of the paper. All studies should
be consistent with the basic principles of Helsinki
Declaration (World Heath Authority 1975).

Paper that do not comply with these Instructions
will not be taken into consideration for publication.

The Editorial Staff keep the right to publish
papers regardless of the sequence of their receipt.
Manuscripts, photographs and other dokumentation
will not be returned to authors, and all printed
separates and special editions become the property of
the Editor. Each author will recive 10 exemplars of
Journal.
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