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G<Rfi

Son yillarda yanhs tedavi ve hatali uygula-
malari konu alan hukuksal prosediirlerde dik-
kate deger bir artis oldugu gozlenmektedir. Hu-
kuk ve tip alanlarinin cok farkh sekilde bir ara-
ya getirilmesi ile dogal olmayana ancak cok
buyutk yaptinnmlari olan yeni kurallar olusturul-
mustur. Her yeni vaka, her yeni uygulama bu
kurallara-kanunlara bir yenisinin eklenmesine
sebep olabilmektedir ve doktorlar giin gectikce
bu tip davalarla daha sik karsilasmakta ve za-
man, para ve itibar kaybina ugramaktadir. Disg
hekimligi ile ilgili hatali uygulama davalan ul-
kemizde henliz ¢ok sik gorilmese de saglik
hizmetleri ile ilgili cesitli yasal uygulamalar ve
davalar giderek daha fazla giindeme gelmekte-
dir.

Ortodontide zarar verme riski daha invaziv
alanlar dikkate alindiginda oldukga distiktiir
ancak bu hatali uygulama davalarinin ortodon-
ti disiplinini az etkiledigi anlamina gelmemek-
tedir. Bu nedenle son yillarda bilimsel alanda
talihsiz durumlarin 6nlenmesine yonelik bir
rehber olusturma cabasi bas gostermistir.

Ele alinmasi gerekli ilk konu ortodontik te-
davi sirasinda gelisebilen ve risk olusturabile-
cek dental dokulara ait veya sistemik patoloji-
lerin belirlenmesi ve bunlarin standart uygula-
malardan elimine edilmesidir. ikinci konu ise
yasal sorunlarla karsilasmamak icin alinmasi
gerekli onlemlerdir.

A. ORTODONT<K TEDAV<N<N
<STENMEYEN YAN ETK<LER«

1. Dental Dokular

Minede meydana gelen renk dexifliklik-
leri:

Ortodontik tedavi sonrasinda mine yiizeyin-
de meydana gelen renk degisimlerinin sebebi
olarak rezin taglarinin mine dokusu icine geri
donisumsiiz olarak 50 mikronmetreye kadar
ilerlemesi gosterilmektedir (1). Sokim ve te-
mizleme sirasinda uzaklastirilamayan bu derin
rezin girintilerinin gida ve korozyon trinlerin-
deki renklendirici maddeleri direkt abzorpsiyo-
nu, minede renklenmelere sebep olmaktadir
(2). Bir diger sebep ise rezin temizleme islemi-
nin fazla derin yapilmasi ve buna bagh olarak
mine ylzey Ozelliklerinin bozulmasi olabilir
(3).

Braket sokiimi sonrasinda arta kalan rezin
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INTRODUCTION

Recently, marked increase in the litigati-
ons due to medical and dental malpractice is
noteworthy. Blending of the principles of law
and health sciences resulted in rules that are
artificial yet has important penal sanctions.
With each new malpractice claim and law-
suit, concerns regarding medicolegal invol-
vement rise. Today, these lawsuits cause sig-
nificant amounts of time, money and profes-
sional liability loss.  Although the risk of li-
tigation due to dental malpracitce is not a
common issue in our country, it is becoming
wide spread with new legal applications in
health service.

Although the risk of harm is considerably
limited in orthodontics compared to other
invasive medical therapies, as malpractice
lawsuits have become frequent, need to is-
sue guidelines to avoid unwanted incidences
has raised.

The first issue to be reviewed is the asso-
ciation between orthodontic treatment pro-
cedures and materials and several adverse
tissue or system reactions. Second issue is
the legal aspects of orthodontic practice and
avoiding malpractice claims.

A. UNDESIRABLE SIDE EFFECTS of
ORTHODONTIC TREATMENT

1. Dental Tissues

Enamel color alterations:

The cause of enamel color alterations is
probably the irreversible penetrations of re-
sin tags into the enamel structure at depths
reaching 50pm (1). Since these resin tags can
not be removed by debonding and cleaning
procedures, enamel discoloration may occur
by direct absorption of food colorants (2). Al-
so invasive procedures of resin grinding fol-
lowing debonding may adversely affect the
color variables of enamel by altering its sur-
face properties (3).

Resin tags that are left intact after debon-
ding can obstruct the movement of bleac-
hing agents in to the enamel. This obstructi-
on does not cause the failure of the bleac-
hing procedure but only results in a delayed
response (4). Probably bleaching protocols
for orthodontically bonded and debonded
teeth should be modified.
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taglari agartma ajanlarinin mine igine hareketi-
ne engel olabilmektedir. Bu durum agartma is-
leminin basarisizligina degil gec etkisini goster-
mesine sebep olmaktadir (4). Bu durum orto-
dontik tedavi gormis dislerde farkli agartma
proseddrlerinin uygulanabilecegi ihtimalini
giindeme getirmektedir.

Dekalsifikasyon ve ¢urik:

Mine ylizeyinin dekalsifikasyonu, ve curik
olusumu sabit tedavinin en sik goriilen ve en
onemli iatrojenik etkilerindendir (5-7). Orto-
dontik tedavi sirasinda curiik goriilme orani
%97 olarak bildirilmistir. Araligin bu kadar ge-
nis olmasinin sebebi muhtemelen ¢alisma mo-
dellerinin ¢ok farkli olmasidir (8,9). En cok et-
kilenen disler, 1.blytk azi disleri, st yan kesi-
ciler ve mandibular kiictik azi disleri olarak bil-
dirilmistir (10).

Ortodontik tedavi gorenlerde deminerali-
zasyona ve ¢lrik olusumuna sik rastlanmasi,
cesitli faktorlere baglanmaktadir. Ortodontik
tedavi genel olarak, curiik olusumunun yiiksek
oldugu cocukluk ve adolesan donemleri kap-
samaktadir ve sabit apareyler baslangic halin-
deki curiik lezyonlarinin klinik ve radyografik
olarak belirlenmesini giiglestirmektedir. Ayrica,
capragiklik ve malokliizyonlar dislerin temiz-
lenmesini gliclestirirken apareylerin eklenmesi
durumun daha da zorlasmasina sebep olmak-
tadir. Calismalar sabit ortodontik apareylerin
dental plak hacmini hizla artirdigini ve orto-
donti hastalarindaki plak PH inin normalden
daha dustik oldugunu gostermektedir (11). An-
cak, guncel calismalar, ortodontik tedavi ve
curik insidansindaki artis arasinda bir baglanti
oldugunun desteklememektedir (12,13).

Birkag hafta icinde gelisen baslangi¢ halin-
deki yumusak yiizeyli lezyonlar ve daha uzun
stirede olusan yiizey altindaki lezyonlar eger
plak etkeni ortadan kaldirilirsa remineralize
olabilmektedir (14). Ancak eger braketler so-
kildikten sonra lezyonlar ilerlemeye devam
ederse, konvansiyonel tedavi yontemlerine
bagvurulmalidir.

Koruyucu yontemler, oral hijyenin korun-
masini ve flortr proflaksisini igermektedir. Or-
todonti hastalarinda, tek basina flortrli dis ma-
cunlari cogunlukla yetersiz kalmaktadir (13) ve
florurlt bir agiz gargarasi ( %0.05 sodyum flo-
rirli gargara ile her giin veya %0.2 sodyum
flortirlti gargara ile haftada bir) destegi gerek-
mektedir (15). Ortodonti hastalarinin %15 in-
den azinin agiz gargaralarini 6nerildigi sekilde
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Enamel demineralization and caries:

Decalcifications of the enamel surface
and caries development are the most com-
mon and important side effects of orthodon-
tic therapy (5-7). Figures range from 2-97%
of orthodontic patients. This large range pro-
bably arises from the different study designs
(8,9). The most commonly affected teeth are
first molars, maxillary lateral incisors and
mandibular premolars (10).

High incidence of demineralization and
caries development may be due to several
factors. First of all, orthodontic treatment is
carried out during childhood and adolescen-
ce when caries incidence is relatively high
and because of the visual obstruction of the
appliances lesion development and progres-
sion in the proximal surfaces may be difficult
to diagnose. Secondly, individuals with ma-
locclusions often have many retention sites
as a result of irregularities in their teeth.
When orthodontic appliances are bonded
more retention sites are introduced. Fixed
orthodontic appliances are shown to incre-
ase the volume of dental plaque and lower
the resting PH of the plaque (11). However,
recent studies don’t confirm the correlation
between increased caries frequency and ort-
hodontic treatment (12,13).

Initial surface softened lesions those deve-
lop with in weeks and subsurface type lesi-
ons those develop over a long period can re-
mineralize if they are kept plaque free (14). If
lesions progress during treatment or after de-
bonding, conventional caries treatment met-
hods are recommended.

Preventive measures include maintenance
of oral hygiene and fluoride prophylaxis. In
orthodontic patients fluoride toothpaste alone
is often ineffective (13), and should be sup-
ported by a fluoride mouth rinse (0.05% sodi-
um fluoride daily or 0.2% sodium fluoride
weekly) (15). It has been shown that less than
15% of the orthodontic patients rinsed daily
with fluoride as instructed (10), so fluoride
supplements in the form of varnishes, soluti-
ons or gels which are independent of patient
cooperation are recommended (16-18).

Enamel trauma:

Debonding of the orthodontic attach-
ments and removing residual bonding mate-
rials represent risks as enamel cracks, fractu-
res or sometimes pulp damage. Prevalence




kullandigi bildirilmistir (10) bu nedenle vernik,
soltisyon veya jel gibi hasta kooperasyonu ge-
rektirmeyen bir flortir uygulamasi 6nerilmekte-
dir (16-18).

Mine zedelenmeleri:

Ortodontik atasmanlarin sokimii ve artik
yapistirma maddesinin temizlenmesi sirasinda,
mine catlaklari, kiriklari ve bazen de pulpa ha-
sarl olusmasi riski mevcuttur. Braket sokiim
asamasindan sonra minede catlak gortlme sik-
g1 %50 civarindadir (19).

Herhangi bir atasmanin sokiimi sirasinda
kullanilmasi gereken kuvvet, braketin tipine ve
retansiyon mekanizmasina, sokim teknigine,
yapistirici tipine ve mineye uygulanan madde-
lerin tipine baglidir. Braket sokmek igin kulla-
nilan kuvvet 13 MPa’in tizerine ¢iktiginda, mi-
ne de catlamalar ve kiriklar olusur (19). Metal
braketlerin Weingart pensi veya bant sokiici
ile sokiilmesi sirasinda uygulanan kuvvet ge-
nelde 13 MPa in Uzerine ¢itkmaz ancak mine
yuizeyine kimyasal olarak baglanan seramik
braketler s6z konusu ise konvansiyonel yon-
temleri kullanirken dikkat etmek gereklidir. Se-
ramik braketler icin alternatif yontemler (ultra-
sonik, elektrotermal, lazer) gtindeme gelmistir.
Bu yontemler pulpa hasari gibi potansiyel risk-
ler tagidiklar icin, klinik olarak onerilmeden
once daha cok gelistirilmeleri gerekmektedir
(19,20).

Ortodontik tedaviye baal> geliflen kok re-
zorpsiyonlan:

Kok rezorpsiyonu, ortodontik tedavi sirasin-
da en sik rastlanan sorunlardan biridir. Orto-
dontik kuvvet uygulanan maksiller keserler in-
celendiginde, %4 oraninda 3mm veya daha
fazla apikal kok rezorpsiyonu bildirilmistir
(21). Artmis boyutlardaki kok rezorpsiyonu dis-
lerde mobiliteye ve hatta dis kaybina sebep
olabileceginde, ortodontik tedaviye bagh olu-
san kok rezorpsiyonunu en aza indirgemek ge-
reklidir. Bir hastanin kok rezorpsiyonuna yat-
kinligini belirlemek icin ortodontik tedaviden
onceki klinik muayenede ve hastadan alinan
anamnezde asagidaki faktorler degerlendiril-
melidir:

-Genetik (22,23)

-Sistemik faktorler: kronik astim (24) ,alerji-
ler (25)

-Cinsiyet: Baumrind ve ark (26) erkeklerde,
kadinlara oranla daha fazla kok rezorpsiyonu
oldugunu bildirmistir. Diger yandan, bir baska
calismada, kizlarda kok rezorpsiyonu riskinin
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of enamel cracks after debonding has been
found to be as high as 50% (19).

The forces needed to remove an attach-
ment will depend on the bracket type and its
retention mechanism, debonding method,
adhesive type and enamel conditioning met-
hod. If the force exceeds 13 MPa, enamel
fractures can occur (19). Metal brackets can
usually be debonded using Weingart or band
removing pliers with forces below 13 MPa.
However, when conventional methods are
used with of ceramic brackets, which are
chemically retained to the enamel surface,
may result in forces above the safe limit. Al-
ternative methods (ultrasonic, electrother-
mal, laser debonding) other than mechanical
method for debonding ceramic brackets are
presented but more researches on these met-
hods are needed before they are clinically
recommended as they may have a potential
risk of pulp damage (19-20).

Orthodontically induced root resorption:

Root resorption is one of the most com-
mon problems associated with orthodontic
treatment. Apical root resorption of 3mm or
more is reported in 4% of investigated ortho-
dontically treated maxillary incisors (21). Be-
cause extensive root resorption may cause
tooth mobility and loss, a strategy to minimi-
ze resorption must be considered. To asses
the risk of root resorption of a patient follo-
wing issues should be evaluated in patients’
medical history and during clinical examina-
tion before orthodontic treatment:

-Hereditary factors (22,23)

-Systemic factors: chronic asthma (24), al-
lergies (25)

-Gender: Baumrind et al (26), found gre-
ater prevalence of external root resorption in
men than in women. In contrast, in another
study greater prevalence was found in girls
than in boys (27).

-Dentition: root morphology (dilacerated,
bottle shaped and pointed root forms) (28),
invagination and taurodontism (27), existing
root resorption (29) have been shown to be
risk factors, on the other hand small and peg
shaped laterals are not considered as risk
factors (30).

-Trauma (29)

-Oral habits: nail biting, tongue thrusting
(31)

-Ectopic eruption of canines (32)
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daha yiiksek oldugu rapor edilmistir (27).

-Dentisyon: kok morfolojisi (dilasere, sise
seklinde ve sivri kok formlar) (28), invajinas-
yon ve taurodontizim (27), ktictik ve kama sek-
lindeki lateraller (29), daha 6nceden var olan
rezorpsiyon

-Travma (30)

-Tirnak yeme, dil itme gibi aliskanlklar (31)

-Ektopik stiren kaninlerin varligi (32)

-Artmis ileri itim  (28,31,33), agik kapanig
(34), derin ortilt kapanis (28,35)

Hicbir hasta ortodontik tedaviye bagh kok
rezorpsiyonuna bagisik olarak kabul edilme-
melidir. Ortodontik tedavi sirasinda kok re-
zorpsiyonunu en aza indirgemek icin alinma-
si gereken onlemler sunlari igermektedir:

- Ortodontik tedavi basladiktan 6 ay sonra
alt ve ust keserlerden periapikal radyograflar
alinmalidir (36,37). Eger az miktarda kok re-
zorpsiyonu oldugu belirlenirse, pasif arklara
gecilerek tedaviye 2-3 ay ara verilmelidir (36).
Eger ilerleyici kok rezorpsiyonu varsa tedavi
hedefleri tekrar gbzden gecirilmeli ve alternatif
tedavi hedefleri belirlenmelidir.

- Stiper elastik koseli teller baslangic telleri
olarak dikkatli kullanilmalidir. Bu teller seviye-
leme asamasindaki gel-git hareketlerini artira-
bilmektedir (38). Ayrica rezorpsiyon lakiinala-
rinin derinliklerini artirdiklart bildirilmistir (39).

- Sik aktivasyon yapilmamasi onerilmekte-
dir (40).

- Eger bitis radyograflarinda kok rezorpsiyo-
nu oldugu belirlenirse hasta veya hasta sahip-
leri bu konuda bilgilendirilmeli ve radyografik
olarak takibe devam edilmelidir. Eger retansi-
yon amaci ile sabit lingual retansiyon apareyi
tercih edilecekse okliizal travma olmamasi icin
prematir kontaklar elimine edilmelidir.

Ortodontik tedaviye bagli olusan kok re-
zorpsiyonlari genellikle kuvvetler kesilip orto-
dontik tedavi sona erdiginde duraklamaktadir
ve histolojik calismalar cesitli derecelerde ta-
mir dokusu olustugunu gostermektedir (41-44).
Cesitli calismalarda, ortodontik kuvvetlere
bagli olarak agir derecede kok rezorpsiyonu
bulunan dislerin fonksiyonel olarak bir sorun
olusturmadigi bildirilmistir (43,45). Levander
ve Malmgren’in (37) galismasinda, toplam kok
uzunlugu 9 mm den az olan veya kron/kok
orani 1:1 den fazla olan dislerde mobilitenin
artigi bildirilmisgtir.
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Excessive overjet (28,31,33) open bite
(34), deep overbite ,(28,35)

No patient should be considered as im-
mune to orthodontically induced root re-
sorption so, preventive measures during ort-
hodontic treatment include;

-Periapical radiographs of all maxillary
and mandibular incisors should be obtained
after 6 months of treatment (36,37). If mini-
mal root resorption is detected, treatment
should be halted for 2-3 months with passi-
ve arch wires (36). If progressive resorption is
detected, treatment should be evaluated.

-Super elastic rectangular arch wires sho-
uld be used as initial wires with caution.
They may increase the jiggling movements
during the leveling stage (38) and they are
shown to increase the depth of the resorpti-
on lacunae (39).

-Longer intervals between activations are
recommended (40).

-If root resorption is present in the final ra-
diographs, patient or parents should be infor-
med and follow up radiographic examinati-
on is recommended. If lingual retainer is pre-
ferred, premature contacts should be avo-
ided to minimize occlusal trauma.

Orthodontically induced root resorption
usually ceases after orthodontic treatment
when forces are discontinued and histologi-
cal studies have shown various degrees of re-
pair of the resorption cavities (41-44). In va-
rious studies, teeth with severe orthodonti-
cally induced root resorption have been re-
ported to function reasonably well (43-45).
In a study by Levander and Malmgren, incre-
ased mobility was found in incisors with a
total root length of less than 9 mm or with a
crown/root ratio grater than 1:1 (37).

2. Periodontal Tissues

Gingival inflammation: Significantly high
number of Streptococcus mutans and lacto-
bacilli found in patients with fixed orthodon-
tic appliances is the initiating and most sig-
nificant factor in gingival inflammation
(46,47). Further more, orthodontic treatment
can aggravate a pre-existing plaque-induced
gingival lesion and this may result in alveolar
bone and periodontal attachment loss. Tip-
ping and intrusion movements can shift sup-
ra gingival plaque to subgingival position re-
sulting in the formation of infra bony pockets




2. Peridontal Dokular

Diseti iltihaplanmalari: Ortodontik tedavi
gormekte olan hastalarda gingival inflamasyo-
nun en 6nemli ve belirgin sebepleri, bu hasta-
larda streptokokus mutans ve laktobasil sayisi-
nin yiksek olmasidir (46,47). Bunun yani sira,
ortodontik tedavi daha énceden var olan plaga
bagh diseti lezyonlarini daha agir hale getire-
bilmekte ve alveol kemigi ve periodontal atas-
man kaybi meydana gelebilmektedir. Ortodon-
tik devrilme ve intriizyon hareketlerinin supra-
gingival plagi subgingival hale getirerek kemik
ici ceplerin olusmasina neden olabildigi goste-
rilmistir (48). Bu nedenle plak birikimini, gingi-
vitis ve cep formasyonunu 6nlemek icin tim
ortodontik tedavi stiresince agiz hijyeninin iyi
olmasi gerekmektedir. Periodontal sorunu olan
hastalarda, ortodontik tedavi 6ncesinde cerra-
hi olarak cep eliminasyonu yapilmalidir (49).

Fenestrasyon, marjinal kemik kaybi ve dise-
ti cekilmesi: Koklerin kortikal kemige dogru yer
degistirdigi dis hareketleri, kok ucunda yer
alan kemik fenestrasyonlari ve labial veya buk-
kal yuzeylerdeki marjinal kemik kaybi ile ka-
rakterize dehisenslerle sebep olabilmektedir
(49). Thilander ve arkadaglarinin (49) bir calis-
masinda, disler tekrar eski konumlarina hare-
ket ettirildiklerinde dehisens bolgelerinde tam
bir iyilesme oldugu gosterilmistir.

Diseti cekilmesi, diger bir deyisle diseti ke-
narinin kok yiizeyini acikta birakacak sekilde
mine sement sinirinin altina hareket etmesi
plaga bagh inflamatuar lezyonlarla birlikte go-
rilebilir. Marjinal diseti gekilmesinin meydana
gelebilmesi icin 6nce dehisens olusmasi gerek-
lidir. Ayrica keratinize disetinin yetersiz oldu-
gu bolgelerin diseti cekilmesine daha yatkin ol-
dugu onerilmistir (50).

En iyisi, ortodontik apareyler yerlestirilme-
den 6nce hastanin periodontal olarak stabil ol-
masi ve eger periodontal sorunlari varsa, bazi
opsiyonel prosediirlerin diistinilmesidir. Yeter-
siz kalinlikta keratinize diseti ve ince kemik
bulunan hastalarda, ortodontik tedaviden énce
diseti grafti onerilebilir. Eger kemik ici cep
mevcutsa, yonlendirilmis doku rejenerasyonu
onerilebilir.

3. Ortodontide Kullmlan — Alafbmlarn
Korozyon ve Afbnma Uriinlerinin Olumsuz
Etkileri

Ortodontide kullanilan alagimlarin koroz-
yon urtinleri demir, krom ve nikeldir. Her ne
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(48). Thus, a proper oral hygiene regimen
during the total treatment period is required
to prevent plaque accumulation and the risk
of gingivitis, attachment loss and pocket for-
mation. Surgical pocket elimination should
be accomplished before the start of ortho-
dontic treatment in periodontally compromi-
sed patients (48).

Fenestration, marginal bone loss and gin-
gival recession: Tooth movements, which
displace roots towards the cortical plates,
can result in bone fenestration that is locali-
zed at the apical part of the roots or dehis-
cence which is characterized as marginal
bone loss at the labial or buccal aspect of the
root (49). In a study by Thilander et al (49), it
was shown that complete regeneration in the
area of dehiscence took place when the teeth
were moved back to their original position.

Gingival recession, ie, displacement of
the soft tissue margin apical to the cemento-
enamel junction resulting in the exposure of
the root surface may be associated with pla-
que induced inflammatory lesions. Presence
of bone dehiscence is a prerequisite for the
development of marginal recession. It has al-
so been suggested that recessions may occur
in areas with inadequate keratinized gingival
tissue (50).

The best suggestion can be that the patient
be periodontally stable and prepared before
orthodontic appliances are placed and some
optional procedures should be considered if
the patient is periodontally susceptible. Gin-
gival grafting may be indicated prior to ort-
hodontic therapy in patients with thin kerati-
nized gingival tissue and thin bone. If there
is an infrabony defect, guided tissue regene-
ration can be performed.

3. Side Effects of the Corrosion Products
of Orthdontic Alloys

The major corrosion products of ortho-
dontic materials are iron, chromium and nic-
kel. Chromium and nickel are reported to
have allergic (hypersensitivitiy, dermatitis,
asthma), toxic, carsinogenic and mutating ef-
fects (51,52). Most studies have confirmed
that salivary trace metal concentrations of
orthodontic patients are with in normal le-
vels (53,54). A recent study, which focused
on the cytotoxicity and genotoxic effects of
metal ions on oral mucosa cells corrobora-
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kadar bu (¢ elementin yan etki potansiyelleri
varsa da, alerjik toksik ve karsinojenik etkileri
bildirilmis olan nikel ve krom tzerinde durul-
maktadir (51,52). Calismalarin ¢ogunda, orto-
dontik tedavi gérmekte olan hastalarin tikarik-
lerindeki metal konsantrasyonlarinin normal
seviyede oldugu bildirilmistir (53,54). Metal
iyonlarinin oral mukoza hiicreleri sitotoksik ve
genotoksik etkilerini inceleyen bir calismada,
ortodontik apareylerden agiga c¢ikan nikel ve
kobaltin mukoza hiicrelerinin DNA yapisina
zarar verdigi sonucuna ulagilmistir (55).

Calismalarin sonuclarinda gorilen fark, has-
talardaki bantlarin ve braketlerin sayilarindaki,
tukariuk miktarindaki, drnekleme ve metal be-
lirleme yontemlerindeki farkliliklara baghdir.
Ortodontik materyallerden aciga ¢ikan metal-
lerin klinik 6nemi hentiz agiklik kazanmamig-
tir ancak, nikel hassasiyeti hikayesi olan hasta-
larda kullanilmak tizere nikel icermeyen alter-
natif materyaller mevcuttur.

4. Temporomandibuler Eklem Bozukluklars

"Temporomandibular eklem bozukluklar"
terimi, cigneme kaslarini, tempromandibular
eklemi veya her ikisini birden iceren bir grup
klinik sorunu ifade etmektedir. Son 20 yilda ya-
pilan kapsamli ¢alismalar sonucunda ulagilan
bilimsel ortak kani TME bozukluklarinin, ¢ig-
neme sistemindeki birbiri ile baglantili ve ortak
ozelliklere sahip hastaliklar grubu oldugu sek-
lindedir (56,57).

TME bozukluklarinin etiyolojisinde gesitli
maloklizyon tiplerinin veya oklizyonun roli
tarismahdir. Givenilir kriterlerin veya hetero-
jen gruplarin bulunmamasi okliizal faktorler ve
TME bozukluklari arasindaki iliskinin incelen-
digi calismalar celiskili hale getirmektedir.
TME bozukluklarinin cok faktorlt yapisinda
oklizyon primer faktor olarak dustinilmese
de, okluzal bozukluklarin predispozan veya
baglatici sebepler olarak dustinildugi durum-
lar olabilmektedir (57).

TME bozukluklart ile iliskilendirilen okliizal
faktorler acik kapanis (58), tek tarafli capraz
kapanis , 6-7 mm den fazla ileri itim, 5-6 dan
fazla dis eksikligi, retriize kontak konumu-in-
terkaspal pozisyon arasinda 4 mm den fazla
fark olarak rapor edilmistir (58,59).

Herhangi bir malokltizyona uzun stire ma-
ruz kalan bireylerde, malokliizyonu olmayan
bireylere oranla daha fazla TME bozuklugu
semptomu oldugu ve disfonksiyon indeksleri-
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ted that nickel and cobalt released from fixed
orthodontic appliances could induce DNA
damage in oral mucosa cells (55).

Variations in the results of different studi-
es may result form several factors like the
number of brackets and bands of each pati-
ent, saliva secretion rates, saliva sampling
and trace metal investigating methods. The
clinical significance of metal release of ort-
hodontic appliances is yet unclear, but beca-
use of the potential side effects, Ni-free subs-
titutes can be preferred when possible in nic-
kel sensitive patients.

4. Temporomandibular Joint Disorders

"Temporomandibular joint disorders" is a
collective term for a number of clinical prob-
lems involving the masticatory muscles, tem-
poromandibular joint or both. Extensive re-
search during the last 20 years and relevant
scientific consensus support the view that
TMD (temporomandibular joint disorders) is
a cluster of related disorders in the mastica-
tory system that share many common featu-
res (56,57).

A significant debate concerning etiologic
factors of TMD involves the contribution of
various types of malocclusions or occlusal
factors. Mostly lack of reliable measures or
heterogonous samples are responsible from
the weakness of studies which correlate occ-
lusal factors with TMD. Although occlusion
is no longer considered a primary factor in
multi factorial nature of TMD, there are ins-
tances where occlusal abnormalities can be
considered as predisposing or initiating fac-
tors to the occurrence of TMD (57).

Some occlusal factors which are related to
TMD are anterior open bite (58), unilateral
cross bite , over jet >6-7 mm, more than 5-6
missing posterior teeth, retruded contact po-
sition- intercuspal position slides greater
than 4 mm (58,59).

Subjects who had a malocclusion over a
long period of time are reported to have mo-
re symptoms of TMD and show a higher
dysfunction index than those who did not
have a malocclusion (59).

McNamara et al (60) estimated the contri-
bution of occlusal factors to TMD as about
10% to 20% and concluded "Although a
stable occlusion is a reasonable orthodontic
treatment goal, not achieving a specific gnat-




nin daha yiksek oldugu bildirilmistir (59).

Mc Namara ve arkadaglari (60) okltizal fak-
torlerin TME bozukluklart tzerindeki etkisini
%10-%20 olarak tahmin etmis ve stabil bir ok-
[izyonun ulasiimasi gereken makul bir tedavi
hedefi oldugunu ancak belirli bir gnatolojik
ideale ulagilmamasinin TME bozuklugu ile so-
nuclanmadigini bildirmislerdir.

Ortodontik tedavinin TME bozukluklari
tzerindeki etkisi

Bir ¢cok calisma cocukluk veya genc eriskin-
lik doneminde gorilen ortodontik tedavinin,
daha ileri yaslarda TME bozuklugu riskini artir-
madig1 goristnt desteklemektedir (57,59,61).
Hatta, cocukluk doneminde ortodontik tedavi
goren bireylerde, yetiskin donemdeki klinik
disfonksiyon indeksi belirgin sekilde daha du-
stk bulunmustur (59,61).

Kim ve Graber’in (57) oldukga ayrintili bir
calismasinda, 960 makale gozden gecirilerek
ortodontik tedavi ve TME bozukluklari arasin-
da bir iliski bulunup bulunmadigi degerlendi-
rilmistir. Aragtirmacilar, metodolojik yetersiz-
liklere ve genel olarak kabul edilmis bir sinif-
landirma sisteminin bulunmamasina bagl ola-
rak kesin bir sonuca ulasilamayacagini bildir-
misler ve ortodontik tedavinin TME bozukluk-
larinin gorilme sikhgini artirmadigr sonucuna
ulasmuglardir.

B. HATALI UYGULAMA SUCLAMALARINI
ENGELLEME YOLLARI

Bireylerin birbirlerini suglamasina ve dava
etmesine sebep olan sartlar, kisisel iligkilerin
bir cok boyutunu iceren oldukca karmasik du-
rumlardir. Hasta-doktor iliskisi s6z konusu ol-
dugunda tedavinin goreceli olarak basarisi ve-
ya basarisizhigi, iletisim veya iletisimsizlik ve
tedavi Ucreti gibi konular da dahil olmakta ve
durum daha da karigik hale gelmektedir.

Suclamalari engellemek veya en aza indir-
gemek icin bilinmesi gereken en temel kural
ortodontistin hastasina karsi gérevlerinin ne ol-
dugunu bilmektir. Ortodontistin sorumluluklari
asagida bildirilen 8 madde ile 6zetlenebilir
(62):

1. Ortodontist yeterli egitini almis olmal,
egitimli personelle calismali

2. Doktor hastaya deneysel prosediirler uy-
gulamamali ve uzmanhk alani disina ¢ikma-
mahdir.

Yeni Turk Ceza Kanununun 90. maddesine
gore insanlar Gizerinde uygulanan bilimsel de-

Kale

hological ideal does not result in TMD
symptoms and signs"

Role of Orthodontic Treatment on TMD

Many studies support that orthodontic tre-
atment performed during childhood or ado-
lescence does not increase the risk of TMD
development at a later age (57,59,61). On
the contrary, individuals who had orthodon-
tic treatment during childhood had signifi-
cantly lower clinical dysfunction index du-
ring adulthood (59,61).

In a very detailed study, Kim and Graber
(57), reviewed 960 articles and investigated
any relationship between traditional ortho-
dontic treatment and prevalence of TMD.
The authors reported that a definitive conc-
lusion could not be drawn because of met-
hodological shortcomings, lack of a widely
accepted classification system. They conclu-
ded that the reviewed studies did not indica-
te that traditional orthodontic treatment inc-
reased the prevalence of TMD.

B. AVOIDING MALPRACTICE CLAIMS

The circumstances that evolve to make
one person to accuse or sue an other is a
very individual issue that involves multiple
aspects of interpersonal relationship. When
it comes to doctor-patient relation ship, the
situation gets more complicated with the in-
volvement of issues like relative success or
failure of the treatment, communication or
communication break down and professi-
onal service (treatment) fees.

The basic information needed to minimi-
ze or avoid new claims is to determine what
an orthodontist owes to his/her patients.
Responsibilities of an orthodontist can be
summarized in 8 articles as follows (62):

1. Orthodontist should be proficient, use
competent personnel and supervise them
appropriately.

2. Orthodontist should not use experi-
mental procedures on patients and shouldn’t
undertake procedures that she/he is unquali-
fied to perform.

According to the 90th article of the new
Turkish Penal Code, experiments and trials
performed on human subjects have penal
provisions. The term ‘"experiment" means
first stages of a scientific study while using
the results of a scientific experiment which
has not yet reached to a final conclusion but
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ney ve denemeler cezalandirilacaktir. Deney
terimi deneysel ¢alismanin ilk asamalarini, de-
neme ise bilimsel amagli deney sonuglarinin
hentiz bir kesinlige varmasa da ulastigi bazi so-
mut faydalardan yola cikarak uygulanmasini
ifade etmektedir.

18 yasindan biiyiik insanlar izerinde deney
asagidaki kosullar altinda yapilmasi halinde
cezalandirilmayacaktir:

-Yetkili kurul veya makamlardan izin alin-

masi

-Deneyin 6ncelikle insan disi deney or-

taminda veya yeterli sayida hayvan
lizerinde yapilmis olmasi,

-Insan disi deney ortaminda veya hayvanlar

lizerinde yapilan deneyler sonucunda
ulasilan bilimsel verilerin varilmasi istenen
hedefe ulasmak agisindan bunlarin insan
tizerinde de yapilmasini gerekli kilmasi.

-Deneyin insan sagligi tzerinde on-

gortlebilir zararli ve kalici bir etki birak-
mamasl

-Deney sirasinda agiri aci verici yontem-

lerin uygulanmamasi

-Deneyle varilmak istenen amacin bunun

kisive yiikledigi kiilfete ve kisinin saghgi
tzerindeki tehlikeye gore daha agir bas-
masi

-Kisinin deneyin niteligi ve sonuclari hak-

kinda yeterli sekilde bilgilendirilmesi

-ilgili kisinin ilgilendirmeden sonra yazili

rizasinin alinmasi

-llgilinin rizasinin herhangi bir menfaat

teminine bagli bulunmamasi

Yagi 18 den kiiciik olan bireyler icin

yukaridakilere ek olarak asagidaki 3
kosulun da yerine getirilmesi zorunludur:

-Yapilan deneyler sonucunda ulasilan

bilimsel verilerin varilmak istenen hedefe
ulagsmak acisindan bunlarin  ¢ocuklar
tizerinde de yapilmasini gerekli kilmasi

-Riza aciklama yetenegine sahip cocugun

kendi rizasinin yani sira ana ve babasinin
veya vasisinin yazili muvaffakatinin da
alinmis olmasi

-Deneyle ilgili izin verecek yetkili kurullar-

da cocuk saghgi ve hastaliklari uzmaninin
bulunmasi
Asagidaki  kosullar halinde denemeler
cezalandirlmamaktadir:
-Deneme yapilacak kisinin hasta olmasi
-Bilinen tibbi midahale yontemlerinin uy-
gulanmasinin sonu¢ vermeyeceginin an-
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proven to have some concrete benefits is cal-
led trial.

Only under following conditions, experi-
ments are allowed for adult (over 18) pati-
ents:

- Permission of an authorized commission
or institution.

- Experiment should be performed on ani-
mals or in an extra-human experimental
environment in priority.

- The scientific data obtained from animal
or extra-human experiments should make
it obligatory to perform the same experi-
ment on humans in order to reach the de-
sired target.

- Experiment should not have any predic-
table permanent harmful effect on human
health.

- Experiment shouldn’t cause excessive pa-
in.

- The anticipated aim of the experiment
should predominate the trouble and he-
alth risk it causes.

- Subject of the experiment should be infor-
med about the quality of the experiment
and kept apprised of the progress and re-
sults of the experiment.

- Subject of the experiment should sign in-
formed consent about the experiment.

- The consent of the subject should not de-
pend on any promise or assurance of pro-
fit.

For patients under 18 following three con-
ditions are also mandatory;

- Scientific data obtained from the ex-
periments should make it essential that
the experiments should be performed on
children in order to reach the targeted
aim.

- Both the child’s and parents’ or custodial
parents’ consent is needed.

- A pediatrician should be present in the
authorized commission or institution,
which will decide about the permit.

According to the new Turkish Penal Code,
trials are exempt from penalty under fol-
lowing conditions,

- If the subject of the trial is ill.

-Conventional medical interventions are
proven to be ineffective.

- A written informed consent of the patient
should be obtained.

-Patient should be informed about the




lagtimasi
-Hastanin rizasinin yazili olarak alinmasi
-Hastanin denemenin niteligi ve sonuclari
hakkinda yeterli oranda bilgilendirilmesi
-Denemenin bilimsel yontemlere uygun
yapilmasi
-Denemenin tedavi amacli yapilmasi
-Tedavinin uzman hekim tarafindan yapil-
masi
-Tedavinin bir hastane ortaminda yapil-
masi

3. Doktor ve tim ekibi alanlarindaki tek-
nolojik ve bilimsel ilerlemeleri takip et-
melidir.

4. Doktor tedaviye baglamadan hastadan
aydinlatilmis onam almali, klinik iler-
lemelerden hastayr haberdar etmeli ve
tedaviyi uygun bir siirede sonlandirmahdir.

5. Acil durumlarda erisilebilir olmali ve
hastay1 zor durumda birakmamalidir.

6. Tedaviye uygun tcret talep etmelidir.

7. Doktor gerektigi zaman diger doktor-
lara danismali ve kendi yetki alani digsina
citkmamalidir.

8. Tedavi ile ilgili yeterli kayit tutmali ve
hasta gizliligine saygili olmalidir.

Hastaya karsi sorumluluklari bilmenin
yani sira, detayli hasta kayitlarinin tutulmasi
ve hastanin kendisinden istenenleri yap-
madig1, doktoru ile isbirligi icinde olmadig:
(koopere olmadigl), randevularini iptal et-
tigi veya kacirdigi veya finansal yikim-
[Gluklerini yerine getirmedigi durumlarin
strekli ve dogru sekilde belgelenmesi de
onem tagimaktadir. Bu tip kayitlat hasta
tedavisi sirasinda yarar sagladigi gibi, ayni
zamanda doktoru sikayetlerden ve sug-
lamalardan da korumaktadir. Hasta kayit-
larinin  tedavi notlarini, radyograflari,
modelleri, randevularla ilgili bilgileri, has-
tanin ailesine herhangi bir konuda gon-
derilen notlari ve onlardan alinan cevaplari,
anamnez ve hastanin tibbi gecmisine ait
formlari
formlarini, finansal anlagsmayi, konsiiltas-

imzalanmis aydinlatilmis onam

yon notlarini ve fotograflari icermesi dneril-
mektedir.

SONUC

Hatali uygulama suglamasina karsi en iyi
korunma yontemleri hasta ile iyi iletisim
kurmak, hastaya tedavi yontemleri ve
tedavinin ilerleyisi ile ilgili yeterli bilgi ver-
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quality and results of the trial.

- Trial should be performed in accordan-
ce to scientific methods.

- The object of the trial should be therapy.

- A specialist should perform therapy.

- Therapy should be performed in a hos-
pital.

3. Orthodontist should keep current
with scientific and technologic advances
within his/her field.

4. Orthodontist should obtain patient’s
informed consent before treatment, inform
the patient about the progress and should
complete treatment in a timely manner.

5. He/she should be available for emer-
gencies.

6. He/she should charge a reasonable
fee.

7. He/she should consult other
specialists if necessary and should not pass
beyond his/her provinces.

8. Orthodontist should maintain app-
ropriate and accurate records of the treat-
ment and should maintain the confiden-
tiality of the patient.

Besides knowing her/his responsibilities
to her/his patients, keeping detailed
patient records and continuous and proper
documentation of the instances of the
patient not following instructions or
cooperating in her/his care, canceling or
missing appointments, fail to meet her/his
financial obligations is very important.
These records not only facilitate the
patient care but also protect the doctor
against complaints and claims. It is ad-
visable that patient records should contain
treatment progress notes, radiographs,
casts, information from the appointment
book, correspondences to and from the
patient’s parents, medical history forms,
signed informed consent, financial cont-
ract, consultation notes and all necessary
photographs.

CONCLUSION

Most effective protections against any
threat of a malpractice claim are obviously
communicating with the patient, providing
the patient with enough information about
the treatment modalities and treatment
progress, obtaining a comprehensive
medical and dental history, getting an in-
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mek, hastanin tibbi ve dental ge¢misi ile il-
gili kapsamli bilgi edinmek, aydinlatiimis
onam almak ve detayli hasta kaydi tutmak-
tir.

formed consent from the patient and
keeping detailed patient records.
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