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GIRiS

Eriskin ortodontisi, ortodonti pratiginde ol-
dukca hizli buytyen bir alandir. Antik ¢aglar-
dan itibaren caprasiklik, irregiler, protriize
disler ve ¢cene uyumsuzluklarini iceren diger
malokliizyonlar problem olarak insan hayati-
ni etkilemektedir. 1880 yilinda Kingsley dis
hareketi icin herhangi bir yas siniri olmadigi-
ni belirtmistir. Ancak daha sonra 1901 yilin-
da MacDowell (1), 16 ve Ustu yaslar orto-
dontik tedavi i¢in imkansiz yaslar olarak ta-
nimlamistir.1912 yilinda Lischer (2), sut den-
tisyondan daimi dentisiyona gecis donemini,
tedavinin altin yasi olarak tanimlamistir.
1921 yilinda Case (3) ise alt anterior bolge-
sinde gingivitis bulunan eriskin hastalarda bir
veya iki dis cekiminden sonra apareylerle yer
kapatmanin hasta igin yararl olacagini belirt
mistir (4).

Ortodontik tedavi, uzun sire ¢ocuk ve
adolesan hastalar icin distnualmis ve an-
cak son yillarda yetiskin hastalarin tedavi
talebi artmistir. 1997’de yapilan istatistik-
sel bir calismaya gore 1970’de eriskin or-
todonti hastalarinin orant %3 iken, 1990’1
yillarin basinda % 25’e kadar cikmistir.
1997’de bu oran %19 iken, son yillarda
giderek artmaktadir (5).

Erigkin Hastalar Cocuk ve Adolesan

Hastalardan Ayiran Farkhiliklar

1) Erigskin hastalarda biyiime olmadigi icin
iskeletsel adaptasyon minimaldir. Bu nedenle
iskeletsel cene uyumsuzlugu bulunan hasta-
larda kamuflaj tedavisi ya da cerrahi tedavi
yaptlmalidir (4,6).

2) Eriskin hastalarin ortodontik kuvvetlere
doku cevabi, geng hastalara gore daha yavas-
tir. Bunun; azalmis hiicresel aktiviteye, doku-
larin zamanla kollajenden zenginlesmesine
ve kemik kompozisyonunun degismesine
bagli oldugu dustntlmektedir. Periodontal
dokularda enflamasyon oldugu zaman, kuv-
vetlere karsi direng azalir, dolayisiyla orto-
dontik kuvvet travmasi artar. Bu yiizden, or-
todontik tedavi boyunca periodontal tedaviy-
le enflamasyon kontroliiniin saglanmasi ge-
reklidir. Plak olmadan ortodontik kuvvetler
ve dis hareketleri gingivitisi indikleyemez
(7,8).

3) Yasin ilerlemesiyle periodontal hastalik-
lara ve TME sorunlarina yatkinlik artar ve ba-
zen bu sorunlar tek basina ortodontik tedavi

Sar, Arman-Ozcirpici

INTRODUCTION

Adult orthodontics is a rapidly growing fi-
eld in the practice of orthodontics. Crowded,
irregular, protrusive teeth and other malocc-
lusions that include jaw discrepancies have
been a problem and affecting human life sin-
ce the ancient ages. In 1880, Kingsley indica-
ted an early awareness of the orthodontic po-
tential for adult patients. But later on, in
1901, Mac Dowell (1), described after the
age of 16 years as impossible ages. In 1912,
Lischer (2), summarized the change from the
temporary to the permanent dentition as "gol-
den age of treatment". In 1921, Case(3) sho-
wed an appliance that he had designed to
close extraction space after one or two tooth
extraction in the mandibular anterior region
with gingivitis (4).

Orthodontic treatment has been thought
for children and adolescants for a long peri-
od of time but demand for treatment of adult
patients has increased for the last years. Ac-
cording to the statistical study made in 1997,
the percentage of adult orthodontic patients
is 3% in 1970 while it has increased up to
25% in 1990. This percentage is 19% in
1997 and is increasing year by year (5).

The Differences Between Child and

Adolescant Patients

1) Adult patients have no growth potential
and minimal skeletal adaptation. For this re-
ason, camouflage or surgical treatment sho-
uld be done in patients with skeletal jaw disc-
repancies (4,6).

2) Tissue responses to orthodontic forces is
slower in adult patients when compared to
young patients. With increasing age, cellular
activity decreases, the tissue becomes richer
in collagen and bone composition changes.
In the presence of inflammation, resistance to
forces decrease, so trauma of orthodontic for-
ces increase. Hence, good oral hygiene at
home and professional maintenance visits
are important during and after active ortho-
dontic treatment in order to control inflam-
mation. Without plaque, orthodontic forces
and tooth movements do not induce gingivi-
tis (7,8).

3) With age, prevelance of periodontal di-
seases and TM) disorders increase. And these
problems can be the reason for orthodontic
treatment (6).
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sebebi olabilir (6).

4) Erigkin hastalar ortodontik tedaviye bas-
larken cocuk ve adolesanlara gore farkli mo-
tivasyonlar, farkli beklentiler ve farkh bir psi-
koloji icerisindedirler. Cocuk ve adolesanlar
ortodontik tedaviye genellikle ailelerinin iste-
gi Uzerine gelirken, eriskinler kendi istekleri
dogrultusunda tedaviye basvururlar.

Erigkin hastalar; estetik faktorler, psikolojik
faktorler, interdisipliner tedaviler (periodon-
toloji,protez), fonksiyonel problemler veya
temporomandibuler eklem rahatsizliklari gibi
nedenlerle ortodontik tedaviye ihtiyag du-
yarlar (9).

Eriskin ortodontik tedavisi; dis hekimligi-
nin diger bolimlerine yardimci olmasinin ya-
ninda bagh basina ortodontik tedavinin bir
bolimudur. Kisaca tanimlarsak; segmental
sabit apareylerin kullanildigi, 6 aydan kisa
stiren tedaviler yardimci ortodontik tedaviler-
dir; periodontal ve restoratif tedavilerle koor-
dine yapilmalidir. Kapsamli ortodontik teda-
viler ise sabit apareylerin kullanildigi ve 6 ay-
dan fazla surecek kadar kompleks tedaviler-
dir. Musich (10), 1370 hasta tizerinde yaptig
bir arastirma sonucunda eriskin ortodonti
hastalarinin ~ %25’inin  konvansiyonel,
%70’inin multidisipliner bir tedavi amaciyla
ortodontik tedaviye ihtiya¢ duydugunu, %
5’inin ise tedavi ihtiyacinin olmadigini bildir-
mistir .

Eriskinlerde Yardimc Ortodontik

Tedavinin Amaclan
¢ Digleri pozisyonlandirarak restoratif teda-

vi yapimini kolaylastirmak,

e Plak tutucu bolgeleri elimine ederek ve
komsu disler arasindaki alveolar kret kon-
turunu duzelterek periodontal saghga kat-
kida bulunmak,

e Uygun kron/kék oranini elde ederek oklu-
zal kuvvetin disin uzun eksenine gelmesi-
ni saglamak (6).

Eriskin ortodonti hastalarinin muayenesin-
de ilk olarak hastanin ana sikayeti, medikal
durumu, psikolojik durumu ve yasam sekli,
daha sonra ise yiiz, oral kavite, periodonsi-
yum, disler ve malokluzyonu degerlendiril-
melidir (11). Eriskin hastalarin adolesan has-
talara gore sistemik rahatsizliklari olma ihti-
mali ¢cok daha yuksektir ve bu sistemik hasta-
liklarin ortodontik tedaviyle olan iligkilerinin
de bilinmesi 6nemlidir.
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4) Adult patients are in different motivati-
ons, different expectations and different
psychology for seeking orthodontic treatment
when compared with children and adoles-
cants. A major motivation for orthodontic tre-
atment of children and adolescents is the pa-
rents’desire for treatment. Adults, in contrast,
seek treatment because they themselves want
something.

Adult patients seek orthodontic treatment
for; esthetic factors, psychological factors, in-
terdisciplinary treatment (periodontology,
prosthetics) and functional problems or tem-
poromandibular joint dysfunction (9).

Adult orthodontic treatment is not only an
adjunctive treatment for the other depart-
ments of dentistry, but also a comprehensive
part of orthodontics. Treatments with partial
fixed appliances that can be completed in
less than 6 months are considered as adjunc-
tive treatment and should be done coordina-
ted with periodontal and restorative treat-
ment. Comprehensive orthodontic treatment
is a treatment that requires a complete fixed
appliance and that is complex enough to re-
quire more than 6 months for completion.
According to Musich (10), 25% of 1370 adult
orthodontic patients need comprehensive
orthodontic treatment while 70% of them ne-
ed multidisciplinary treatment. 5% of these
patients do not need any orthodontic treat-
ment.

The Goals of Adjunctive Treatment
in Adults
e Facilitate restorative treatment by positi-
oning the teeth
e Improve periodontal health by elimina-
ting plaque-harboring areas and impro-
ving the alveolar ridge contour adjacent
to the teeth

e Establish favorable crown-to-root ratios so
that occlusal forces are transmitted along

the long axes of the teeth (6).

In evaluating an adult patient, the initial
objective that should be assessed is the chief
complaint, medical evaluation, psychologi-
cal considerations and the lifestyle. The next
objectives are to progressively focus on the
face, oral cavity, periodontium, teeth, and
malocclusion (11). The probability of having
systemic diseases is greater in adult patients
than in adolescents, therefore the relations-
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Miyokard enfarktust, kalp kapagi protezi,
bobrek yetmezligi, kronik alkolizm ve uyus-
turucu bagimhhigi ortodontik tedaviye kont-
rendikasyon olusturan durumlardir. Kontrol
altina alinmis bazi hastaliklar ise tedaviye
kontrendikasyon olusturmazlar. Ornegin
kontol altina alinmis osteoporoz, osteopenia
ve diabet ortodontik tedaviye kontrendikas-
yon olusturmaz (11). Periodontal rahatsizliga
sahip kontrol altinda olmayan diabet hastala-
rinda ciddi kemik kayiplari gorilebilir. Hasta-
lara sabit tedaviler sirasinda olusabilecek gin-
gival enflamasyon sdylenmeli ve tedavi peri-
odontolog ile koordine yapilmahdir (12).

Erigskin ortodontisi; ciddi iskeletsel prob-
lemlerde, ilerlemis ve kontrol altinda olma-
yan sistemik hastaliklarda, asiri kemik kay-
binda, olumsuz ankraj potansiyelinde ve za-
yif motivasyonda kontrendikedir.

Eriskinlerde Estetik Amach Ortodonti

Uygulamalan

Eriskin ortodontisinin amaclarindan biri,
¢ogu hasta icin en 6nemli olan estetiktir.
Zachrisson (13), gulimsemenin estetik olup
olmadiginin belirlenmesi icin hastanin, istira-
hat konumunda, karsilikli konusma sirasinda
ve glilumsemede degerlendirilmesi gerektigi-
ni soylemistir. Estetik giilimsemeyi meydana
getiren faktorlerden biri dislerin birbirlerine
gore dogru dizilmis olmalari ise, digeri de bu
dizinin dudaklarla uyum icinde bulunmasi-
dir. Genglerde istirahat konumunda st kesi-
ci dislerin bir kismi gortintrken, eriskinlerde
alt kesici disler gorantr (14).

Guzel giilen kisilerdeki 6zelliklerden birisi
de dislerin dudak bileskelerine kadar gorini-
yor olmasidir. Gilme esnasinda dis kavsinin
yan bolgelerinde karanlik bolgenin, bir bagska
deyisle bukkal koridorlarin fazla olmasi, este-
tigi olumsuz yonde etkilemektedir (14-16).

Gulumseme arki, gilimseme sirasindaki
maksiller kesici ve kanin dislerin insizal ke-
nar kurvaturi ile alt dudagin kurvatiri ara-
sindaki iliskidir. ideal olarak bu kurvatiirler
birbirleri ile uyumlu olmalidir. Cogu ortodon-
tist ve dis hekiminin tercihi, dudagin, maksi-
mum gulimseme sirasinda maksiller kesicile-
rin gingival marjinlerine kadar kalkmasidir.
Disetinin 2-2,5 mm’ye kadar gériinmesi nor-
mal kabul edilir. Disetinin hepsinin gériinme-
si ise "gummy smile" olarak adlandirilir ve es-
tetik olmayan bir durum olarak degerlendiri-
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hip of these diseases and orthodontics is im-
portant for the treatment.

Myocardial infarction, valvular prosthe-
sis, severe renal compromise, chronic alco-
holism and drug addiction are contraindicati-
ons for the orthodontic treatment. Some dise-
ases that are under control like osteoporosis,
osteopenia and diabetes are not contraindi-
cations for the treatment (11). Periodontal di-
sease in patients with uncontrollable diabetes
can result in severe bone loss. Patients should
be informed about the gingival inflammation
that can be seen during treatment and treat-
ment should be carefully coordinated with a
periodontist (12).

Adult orthodontics is contraindicated in
severe skeletal problems, systemic diseases
that have far gone and not under control, ex-
cess bone loss, negative anchorage potential
and poor motivation.

Orthodontics for Esthetic Purposes

in Adults

One of the goals of adult orthodontics is
aesthetics for many patients. Zachrisson (13),
indicated that the patient should be evalu-
ated not only in the rest position, but also du-
ring full smile and normal conversation to de-
termine the smile as aesthetic. If the correct
alignment of dentition is one of the factors
that creates an aesthetic smile then the other
one is the harmony of this alignment with the
lips. In rest position young people show only
a part of maxillary incisors, whereas older pe-
ople show only mandibular incisors (14).

One of the features of the aesthetic smile
is the display extended till commissuras. Inc-
reased amount of buccal corridors, the spa-
ces between the facial surfaces of the posteri-
or teeth and the corners of the lips when the
patient is smiling, affects aesthetic negatively
(14-16).

The smile arc is defined as the relationship
of the curvature of the incisal edges of the
maxillary incisors and canines to the curvatu-
re of the lower lip in the posed smile. The
ideal smile arc has the maxillary incisal edge
curvature parallel to the curvature of the lo-
wer lip. Most orthodontists and dentists pre-
fer the elevation of the lip for the posed smi-
le stop at the gingival margins of the maxil-
lary incisors. 2-2,5 mm of gingival display is
certainly acceptable. Conversely, a complete

Tiirk Ortodonti Dergisi 2008;21:161-175



Eriskin Ortodontisi
Adult Orthodontics

lir. Bu bireylerde tedavi planlamasi esnasinda
sefalometrik film ve fotograflara cok guvenil-
memelidir. Kesin degerlendirme yalniz istira-
hat konumunda degil, klinikte dudaklar fonk-
siyon halindeyken de yapilmahdir (13,14).

Kokich’e (17) gore ortodontik tedavi sira-
sinda 3 estetik olmayan durum karsimiza ¢i-
kabilir. Bunlar gingival marjin diizensizlikle-
ri, interdental papilla kaybi ve "gummy smi-
le"dr.

Gingival marjin dtzensizlikleri: Tedavi se-
cenegine karar verilirken bu dizensizligin
hasta guldiginde gorinip gorinmedigine
bakilir. Goriinmedigi taktirde bu durum teda-
vi gerektirmeyebilir. Tedavi gerektirdigi du-
rumlarda gingival sulkus derinligi degerlendi-
rilerek ya koronal uzatma ya da gingivektomi
yapilir (18).

Gummy smile: Asint diseti gortnirltga 3
nedene bagh olarak ortaya c¢ikar. Birincisi
maksillanin vertikal yonde agsiri gelisimidir.
Bu hastalarda diglerin ortodontik intruzyonu
ve periodontal plastik cerrahi kontrendikedir,
maksiller impaction yapilmalidir. Gummy
smile in ikinci nedeni gingival marjinin api-
kale migrasyonunun gecikmesidir. Bu hasta-
larda klinik olarak kisa kron boyu kalin gingi-
val doku gortlir. Tedavi olarak estetik gingi-
val cerrahi yapilir. Uciincii nedeni de (st an-
terior dislerin over ertipsiyonudur ve tedavisi
st anterior diglerin ortodontik intriizyonudur
(18).

interdental papilla kaybi: Genellikle siyah
bogluklar olarak bilinir. Keserler bolgesinde,
birbirine komsu keserler arasinda yeterli pa-
pilla dokusu olmamasi sonucu o bolgelerin
siyah ve estetik olmayan bir gérinim olus-
turmasidir  (18). Ortodonti literattriinde
"black triangles" olarak gecen bu bosluklarin
olusma nedenleri sunlardir:

e Tedavi sonrasinda insizale cok yakin
konumlanmis interdental kontakt noktalar

e Plak kaynakli lezyon sonucu periodontal
destek kaybi

e Triangular ya da diverjan kron sekli

e Koklerin uygun olmayan angulasyonlari

e Prostetik restorasyonlarin uygun

olmayan konturlari
e Travmatik oral hijyen

Eriskin ortodonti hastalarinda ortodontik te-
davi sonrasi siklikla gortlen bir bulgudur. 337
eriskin hasta tizerinde yapilan bir ¢calismaya
gore bu oran %38 olarak bulunmustur (19).
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display of gingival display is defined as
"gummy smile" and is an unaesthetic feature.
It shouldn’t be trusted to cephalometric films
and photographs for the treatment plan. Defi-
nite evaluation should be done not only in
rest position but also with the function of the
lips (13,14).

According to Kokich (17), three unaesthe-
tic situations may develop during orthodontic
treatment. These are; gingival margin discre-
pancies, "the missing papilla" and the
"summy smile".

Gingival margin discrepancies: While de-
ciding between the treatment options, it is
important to know if the discrepancy is
shown or not when the patient smiles. If not,
correction is unnecessary. If the patient wants
something done about it, depth of the gingi-
val sulci should be evaluated and according
to the depth, coronal-lengthening or gingi-
vectomy should be done (18).

Gummy smile: Excessive gingival display
on smiling is generally due to one of three ca-
uses. First of all, the patient’s maxilla may ha-
ve grown excessively in the vertical dimensi-
on. In these cases, orthodontic intrusion of
the teeth or periodontal plastic surgery is
contrendicated, maxiller impaction should
be done. The second reason of gummy smile
is the delayed apical migration of the gingival
margins. Shortened clinical crowns and gin-
gival tissue that is obviously thicker than nor-
mal in a labiolingual dimension is seen in
these cases. Aesthetic gingival surgery is indi-
cated as a treatment.The third reason is the
overeruption of the maxillary anterior teeth,
and an orthodontic treatment involving int-
rusion of the overerupted incisors in the tre-
atment of choice (18).

Missing papillae: Frequently referred to as
"black holes", the absence of adequate papil-
lary tissue between adjacent incisors, is an
unaesthetic feature of a smile (18). These ho-
les that named "black triangles" in the litera-
ture may be due to a number of factors:

e Posttreatment interdental contact points
that are located too far incisally

e Loss of periodontal support due to
plaque-associated lesions

e Triangular-shaped or divergent crown
shape

. improper root angulations

 Iimproper contours of prosthetic
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Sekil 1: Periodontal probleme
sahip eriskin hastanin 6n keser
digleri arasinda goriilen
interdental papilla kaybi (black
triangle) (a). Ortodontik tedavi
(b) ve restoratif tedavi sonrasi

(0).

Figure 1: A black triangle seen
between anterior incisors in an
adult patient with periodontal
disease (a). After orthodontic (b)

and restorative treatment (c).
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Papilla rekonstriiksiyonu stripping ile veya
kron angulasyonunun degistirilmesiyle ¢ozi-
ltr (20) (Sekil-1).

Strippingin ana prensibi, anormal sekilli dis-
leri daha ideal bir morfolojiye getirmek icin
konturlamaktir. Stripping ile dislerin kontakt
noktalari daha gingivale tasinir ve kontakt nok-
talari, kontakt alanlarina dontstigtinden daha
stabil bir sonu¢ dogurur. Bu nedenle, stripping,
maksiller kesiciler bolgesindeki siyah bosluk-
lari elimine etmek icin kullanilir (271).

Periodontal Problemli Eriskin Hastalarda

Yapilan Ortodontik Uygulamalar

Saghkli olmayan periodonsiyuma orto-
dontik tedavi uygulanirsa periodontal yikim
da gorilmektedir. Periodontal hastalik orto-
dontik tedavi icin kontrendikasyon olustur-
maz ancak ortodontik tedavi 6ncesi mutlaka
periodontal tedavi ile hastaligin kontrol altina
alinmasi gereklidir. Cesitli arastirmacilarin
yaptiklari ¢calismalar sonucunda azalmis ama
saglikli periodonsiyuma sahip erigkin hasta-
larda dis hareketi sonucu atagsman kaybi go-
rilmemistir (22,23). Erigkin hastalarin peri-
odontal saghgi, 3 gruba ayrilmaktadir:

1. Minimal Periodontal Rahatsizliklar: Te-
davi 6ncesinde yapilan periodontal degerlen-
dirme sonucu, ortodontik tedaviye baglama-
dan 6nce varsa gingival enflamasyonun eli-
minasyonu ve oral hijyen motivasyonuyla
periodontal saghgin saglanmasi ve mekano-
terapi boyunca kontrollerin yapilmasi basari-
Ii bir eriskin ortodontik tedavinin temelini
olusturur (4). Bu kontrollerde cep derinligi,
mobilite, sondlamadaki kanama, gingival ce-
kilme, kemik miktari gibi degiskenlere bakilir
(22). Ayrica yapisik disetinin seviyesi ve du-
rumuna da bakilmalidir. Bazi hastalarda labi-
al yondeki dis hareketini diseti cekilmesi ve
atagsman kaybi takip eder. Dental ark ekspan-
siyonu,diseti cekilmesinin en riskli oldugu te-
davidir (6). Ortodontik tedavi sirasinda zayif
ve gevsek diseti dokusu, normal ve kalin do-
kuya gore gekilmeye daha meyillidir. Bu tip
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restorations
e Traumatic oral hygiene

Missing papillae is a common posttreat-
ment finding in adult orthodontic patients.
According to a study on 337 adult patients,
the prevelance of posttreatment open gingi-
val embrasures is 38% (19). The contact po-
int can be relocated apically bye means of
stripping or altering crown angulation (20)
(Fig-1).

The principle of stripping is to recontour
abnormally shaped teeth toward a more ideal
morphology. By stripping, the contact point
may be relocated gingivally and transformed
to a small contact area, in an attempt to imp-
rove the stability of the treatment result (21).

Orthodontic Applications in

Periodontally Involved Patients

Poorly executed orthodontic treatment in
periodontal patients can certainly contribute
to further periodontal tissue breakdown. Peri-
odontal disease is not a contrendication for
the orthodontic treatment but the disease has
beeen brought under control with the preort-
hodontic periodontal treatment. According to
several researchers, tooth movement in
adults with reduced, but healthy periodonti-
um did not result in significant further loss of
attachment (22,23). There are three risk gro-
ups according to the periodontal health of
adult patients:

1. Minimal Periodontal Involvement: Suc-
cessful adult orthodontic treatment for many
patients will depend on the periodontal pre-
paration (elimination of gingival inflamation
and oral hygiene motivation) before treat-
ment and the maintenance of periodontal he-
alth throughout all phases of mechanothe-
raphy (4). The re-examinations should inclu-
de recordings of probing depths, mobility,
bleeding on probing, gingival recessions and
bone levels. The level and condition of the
attached gingiva should also be evaluated
(22). Labial movement of incisors in some pa-
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bir durum varliginda ortodontik tedaviye bag
lamadan 6nce enflamasyon kontroli icin in-
ce diseti bolgesine serbest diseti grefti yerles-
tirilebilir .

2. Orta Dereceli Periodontal Rahatsizlik-
lar: Periodontal rahatsizhigi bulunan hastalar
ortodontik tedavi baglamadan 6nce mutlaka
kontrol altina alinmalidir. Aksi takdirde orto-
dontik tedavi periodontal yikimi hizlandira-
caktir. Periodontal rahatsizhigi bulunan hasta-
larda bant marjinlerinin temizlenme zorlu-
gundan dolayr bonded apareylerin kullanil-
masi, ayrica elastomerik ligatirlerin hijyeni
zor oldugu icin tel ligaturler veya self-ligating
braketlerin kullanilmasi 6nerilir. Bu hastala-
rin 2 ila 4 ayda bir periodontal kontrollerden
gecmesi gerekir (6).

3. Siddetli Periodontal Rahatsizliklar: Ge-
nel uygulamalar aynidir ancak iki yolla teda-
vi modifiye edilir. Bunlar; daha sik periodon-
tal kontrollerin yapilmasi (her 4 veya 6 hafta-
da bir) ve ortodontik tedavi amaclarinin ve
mekaniklerinin modifiye edilmesidir. Peri-
odontal ligament alani azaldigi icin normal
sinirlar igerisinde uygulanan ortodontik kuv-
vetler bu hastalara daha siddetli yansiyacak-
tir. Uygulanan kuvvetin azaltilmasi gereklidir
(6).

Tedavi oncesinde degerlendirilmesi gere-
ken bir baska durum da hastanin okluzyonu-
dur. Tedavi boyunca okluzal kuvvetlerin
kontrolii igin 3 yol vardir:

1) Disartiktlasyon: Hawley bite plane, se-
viyeleme sirasinda disleri okluzal kuvvetler-
den kurtarip asirt dis mobilitesini 6nlemek
icin kullandirilir.

2) Selektif molleme: Mezyale devrilen mo-
larlari diklestirdikten sonra primer kontaktla-
rin elimine edilmesi ve sentrik iliskide bilate-
ral olarak posterior temasin saglanmasi igin
molleme yapilir.

3) Mekanoterapinin modifikasyonu: Ante-
rior dislerin braketlerini, posterior dislerin di-
ziminden sonra yerlestirmek gibi okluzal
travmayi minimalize edecek modifikasyonlar
yapilabilir (4).

Periodontal probleme sahip eriskin hasta-
larda ortodontik tedavinin yararlari;

¢ Caprastk maksiller ve mandibuler anteri-
or disleri diizeltmek hastaya dislerinin bittin
yuzeylerini yeterli fircalayabilme olanagi ver-
mek,

e Disleri vertikal olarak pozisyonlandira-
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tients can be followed by gingival recession
and loss of attachment. The risk is greatest
when irregular teeth are aligned by expan-
ding the dental arch (6). The thin, friable tis-
sue is more prone to undergo recession du-
ring orthodontics than normal or thick tissue.
It is prudent to place free gingival grafts to
help control inflammation before orthodontic
treatment begins.

2. Moderate Periodontal Involvement:
Dental and periodontal disease must be bro-
ught under control before orthodontic treat-
ment. Otherwise orthodontic treatment can
accelerate periodontal destruction. Because
the margins of bands can make periodontal
maintenance more difficult, it usually is bet-
ter to use a fully bonded orthodontic applian-
ce for periodontally involved adults. Steel

ligatures or self-ligating brackets also are
preferred for periodontally involved patients.
Periodontal maintenance therapy at 2 to 4
month intervals is the usual plan (6).

3. Severe Periodontal Involvement: the ge-
neral approach to treatment is the same but
the treatment itself must be modified in two
ways. These are; doing more frequent inter-
vals for periodontal maintenance (every 4 to
6 weeks) and modifying orthodontic treat-
ment goals and mechanotherapy. Because of
the reduced area of the periodontal ligament,
the forces which are applied in normal limits,
can affect these patients more severely. The
strength of the force should be reduced (6).

Occlusion is another feature that should
be evaluated before orthodontic treatment.
There are three ways to control occlusal for-
ces during appliance therapy:

1) Disarticulation: The Hawley bite plane
is used to allow teeth to move free of occlu-
sal forces and to prevent excessive tooth mo-
bility.

2) Selective grinding: After uprighting the
mesially tipped molars , selective grinding is
used to eliminate primer contacts and to en-
sure simultaneous bilateral contact with the
posterior teeth when in centric relation.

3) Modification of mechanotherapy: Mo-
difications that minimalize the occlusal tra-
uma like bonding anterior teeth after aligning
posteior teeth can be made (4).

Benefits of orthodontics for a periodontal
patient;

e Aligning crowded or malposed maxil-
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rak bazi tip kemik defektlerini gelistirmek,

* Maksiller gingival marjinlerin estetik ilis-
kisini gelistirmek,

* Maksiller anterior disinde ciddi bir frak-
tire sahip hastada kokiin yeterli restorasyo-
nuna izin vermek icin disi ekstriize etmek,

o Ozellikle maksiller anterior bolgede go-
rilen acik gingival embrastrleri ortodontik
kok hareketi ve dis konturlamasiyla diizelt-
mek ve

e implant yapilacak disin bosluguna dev-
rilmis ve drift olmus komsu dislerin pozisyon-
larini dizelterek implant icin yer agmaktir
(24).

Ekstriizyon (forced eruption):

Ortodontik ekstriizyon, diger adiyla "for-
ced eruption"; ilk olarak 1974 yilinda Ingber
(25) tarafindan, yalnizca konvansiyonel yon-
temle ulasilamayan bir duvarli ve iki duvarh
kemik ici ceplerin tedavisi i¢in tanimlanmig-
tir. Ekstriiziv dis hareketiyle saglam konnektif
bag dokusu disin koronal bolgesine taginir-
ken, kemik ici defekt siglasir (25). Kemik ici
defektleri ortaya ¢ikarmak, tek disin klinik
kron boyunu uzatmak icin endike oldugu gi-
bi kok kiriklarinda da uygulanmaktadir. Disin
cekilmesi veya ekstriize edilmesi karari icin
altt kriter goz oninde bulundurulmahdir.
Bunlar; kok uzunlugu, kok formu, kingin se-
viyesi, disin konumsal 6nemi ve estetik ve
endodonti-periodontoloji  progronuzudur
(24).

Ekstriizyonla birlikte dis supraokluzyonda
olacagindan, bazi durumlarda endodontik te-
daviyle beraber disin kron boyunun kisaltil-
masi gerekir. Bu ekstriizyon sirasinda kemik
ve destek dokulari, disi takip eder. Bu ylizden
ekstriizyon, cekilmesi ve implant yerlestiril-
mesi gereken tek bir dis icin mikemmel bir
yoldur. Ekstriizyon ile birlikte implant icin ke-
mik olusturularak marjinal kemik seviyesi art-
tirthr. Arastirmacilara gore, serbest diseti ekst
rize edilen mesafenin %901 , yapisik diseti
ise %80 i kadar gelir. Haftada 1 mm ekstriiz-
yonun, periodontal ligamente zarar vermedi-
gi bulunmustur (6,26,27).

Ortodontik olarak disi  kontrollti olarak
ekstriize etmek gereklidir. T-loop ile ekstriize
edilebildigi gibi dise baglanan elastik ip veya
celik ligatur telinin kalin celik arka baglan-
masi veya arka cesitli bikimler yaparak da
ekstriize edilebilir (6). implant icin ekstriiz-
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lary or mandibular anterior teeth permits the
adult patient better access to adequately cle-
an all surfaces of their teeth,

e Vertical orthodontic tooth repositioning
can improve certain types of osseous defects,

¢ Orthodontic treatment can improve the
esthetic relationship of the maxillary gingival
margin levels before restorative dentistry,

* Tooth can be extruded to permit adequ-
ate restoration of the root in a patient who
has suffered a severe fracture of a maxillary
anterior tooth,

¢ Open gingival embrasures that are loca-
ted in the maxillary anterior region can be
corrected with a combination of orthodontic
root movement and tooth reshaping,

¢ Improve adjacent tooth position that has
tipped and drifted the extraction site before
implant placement (24).

Extrusion (forced eruption):

Orthodontic extrusion of teeth, or so-cal-
led "forced eruption", was first described by
Ingber in 1974 (25), for treatment of one-wall
and two-wall bony pockets that were difficult
to handle by conventional theraphy alone.
The extrusive tooth movement leads to a co-
ronal positioning of intact connective tissue
attachment, and the bony defect is shallowed
out (25). Forced eruption may be indicated
for shallowing out intraosseous defects and
for increasing clinical crown length of single
teeth as well as root fractures. Six criteria de-
termine whether the tooth should be forcibly
erupted or extracted. These are; root length,
root form, level of the fracture, relative im-
portance of the tooth, esthetics and endo/pe-
rio prognosis (24).

Because of the orthodontic extrusion, the
tooth will be in supraocclusion. Hence, the
crown of the tooth will need to be shortened,
in some cases followed by endodontic treat-
ment. Not only the bone, but also the suppor-
ting tissues will move vertically with the teeth
during extrusion. For this reason, orthodontic
extrusion of a single tooth that needs to be
extracted is an excellent method for improve-
ment of the marginal bone level before the
surgical placement of single implants. The re-
sults indicated that the free gingiva moved
about 90% and the attached gingiva about
80% of the extruded distance. T mm extrusi-
on per week doesn’t damage the periodontal
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yonla kemik olusturulmasi gereken durumlar-
da, hasta, enflamasyon kontrolu ve disin kron
boyunun kisaltilmasi i¢in 2 hafta araliklarla
gorilmelidir. 8 haftalik bir ekstriizyondan
sonra braketin daha apikale tekrar yapistiril-
masi gerekir. Ortodontik ekstriizyon tamam-
landiktan sonra, 12 haftalik bir stabilizasyon
periodu gerekir. Daha sonra implant yerlesti-
rilmesine gecilebilinir (27).

Translasyon:

Kemik olusturma yontemlerinden digeri
ise disin translasyon hareketidir. Eger azalmis
bukkolingual kemik kalinhgi, implant yerles-
tirilmesine engel ise premolari ¢ekim boslu-
guna dogru paralel olarak hareket ettirerek
implanti premolarin hareket ettirilmesiyle
olusturulan alana yerlestirmek bir secenektir
(28). Direkt translasyon hareketi elde etmek
icin, kuvveti disin diren¢g merkezinden uygu-
lamak gerekir. Bunun icin de braket sistemle-
riyle birlikte kaldirag gorevi goren kollarla di-
rekt olarak diren¢ merkezine kuvvet uygula-
nabilir (29). Bu tedavi secenegi, cerrahi peri-
dodontal tedaviye bir alternatif olup daha
konservatiftir (Sekil-2).

intruzyon:

Horizontal kemik kaybi ya da kemik ici
cebe sahip hastalarda ya da tek bir disin kli-
nik kron boyunu kisaltmak igin ortodontik
intruzyon onerilir. Oral hijyenin yetersiz ol-
dugu durumlarda tipping ve intruzyon hare-
ketleri supragingival plagi subgingival pozis-

ligament (6,26,27).

There are various techniques for control-
led extrusion of teeth. It is possible to use a T-
loop appliance as well as an elastic thread or
a steel ligature wire which is tied to the main
arch wire and also with some bendings done
on the main arch wire (6). In those cases
where there is a need of bone augmentation
by extrusion for a dental implant placement,
the patients have to be seen every 2 weeks to
reduce the incisal surface of tooth being ext-
ruded and control inflammation. After 8 we-
eks of orthodontic extrusion, brackets need to
be re-bonded farther apically. A stabilization
period of 12 weeks needs to be completed af-
ter orthodontic extrusion. Later on an implant
can be placed (27).

Translation:

Translation is the other method of bone re-
generation. If an implant can not be placed
because of reduced buccolingual ridge thick-
ness after a previous extraction, one option is
to move a premolar into the edentulous spa-
ce and to place the implant in the position
previously occupied by the premolar (28). To
produce direct translation, a single force di-
rected at the center of resistance is needed.
To apply a force at the center of resistance, le-
ver arms can be used with any bracket system
(29). This treatment is an alternative to surgi-
cal periodontal treatment and is more conser-
vative (Fig-2).
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Sekil 2: Translasyon hareketi
ile kemik olusturma (a,b,c,d).

Figure 2: Bone regeneration

with translation (a,b,c,d).
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Sekil 3: Erigkin ortodontisinde
multidisipliner bir yaklagim.
Tedavi Oncesi (a), ortodontik

tedavi sonrasi (b) ve restoratif

tedavi sonrasi (c).

Figure 3: A multidisciplinary
approach in adult orthodontics.
Before treatment (a), after
orthodontic (b) and restorative

treatment (c).
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yona kaydirarak periodontal yikima sebep
olabilirler. Gingival marjin uyumsuzlugu
olan dislerde intruzyonla gingival marjinler
istenen yikseklige getirilir ve daha sonra por-
selen laminat veneer veya kronla disin kisa-
lan klinik kron boyu uzatilir. Dis 80-100 gr lik
sabit bir kuvvet ile intruzyona ugradiginda,
gingiva disin hareket ettigi miktarin %601 ka-
dar hareket eder (26).

Ortodontik tedavi sirasinda uygulanan

minor cerrahi islemler:

1) Fiberotomi: Ortodontik tedavi oncesin-
de rotasyon olan dislerin tedavi sonrasindaki
nukstind engellemek icin retansiyon yontem-
lerinden biri de fiberotomidir. Suprakrestal fi-
berotomi teknigi, gingival sulkusa girilerek
disi gevreleyen epitelial atasmanin disle olan
baglantisinin kesilmesidir. Klinik iyilesme ge-
nellikle 7-10 giin sirer (26).

2) Frenektomi / Frenotomi: Hiperplastik ve
asagida konumlanmis maksiller labial frenu-
lumlar maksiller santraller arasinda diastema-
ya ve ortodontik tedavi sonrasinda diastema-
nin tekrar olusmasina neden olurlar. O ytiz-
den bu durumlarda frenulumun cerrahi ola-
rak relokasyonu gereklidir (26).

3) Gingivektomi: Gingival marjin dizen-
sizliklerinde ya da gummy smile’t olan hasta-
larda uygulanan bir cerrahi islemdir (26).

Restoratif Tedavi ihtiyact Olan Erigkin

Hastalarda Yapilan Ortodontik

Uygulamalar

Eriskin hastalarda oldukca sik karsilastigi-
miz bir durum da eksik dislerdir. Bu nedenle
bu hastalarin stabil bir okluzyon elde etmek
icin restoratif rehabilitasyonlari gereklidir.
Ortodonti de, restorasyonlar uygulanmadan
once yardimci tedavi amaciyla uygulanir (Se-
kil-3). Boylece interdisipliner bir tedavi yak-
lagimiyla hastaya vyitirdigi fonksiyonu iade
edilir. Preprotetik olarak yapilan yardimci or-
todontik tedaviler sunlardir:
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Intrusion:

The orthodontic intrusion of teeth has be-
en recommended for teeth with horizontal
bone loss or infrabony pockets and for decre-
asing the clinical crown length of single te-
eth. When oral hygiene is inadequate, tip-
ping and intrusion of the teeth may shift sup-
ragingivally located plaque into a subgingival
position, resulting in periodontal destruction.
When orthodontic intrusion is used for leve-
ling of the gingival margins to desired he-
ights, such teeth must then be provided with
porcelain laminate veneers or crowns to inc-
rease clinical crown length. The gingiva mo-
ves about 60% of the distance when the teeth
are intruded with a continuous force of 80-
100 gr (26).

Minor surgery associated with

orthodontic therapy:

1) Fiberotomy: One of the retention proce-
dures for reducing the relapse of the rotated
teeth before orthodontic treatment is fibero-
tomy. The supracrestal fiberotomy technique
consists of inserting a scalpel into the gingival
sulcus and severing the epithelial attachment
surrounding the involved teeth. Clinical he-
aling is usually complete in 7-10 days (26).

2) Frenectomy / Frenotomy: Hyperplastic
and inferiorly located maxillary labial frenum
contributes to a midline diastema, and to re-
opening of diastemas after orthodontic closu-
re. Therefore, surgical relocation of frenum is
needed (26).

3) Gingivectomy: The gingivectomy is a
surgical technique which is indicated in gin-
gival margin discrepancies or gummy smile
(26).

Orthodontic Applications for Adult

Patients Who Require Restorative

Treatment

Missing teeth is a frequently seen state in
adult patients. These patients need to be res-
toratively rehabilitated to gain a stable occlu-
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Posterior dislerin diklestirilmesi: Posterior
dis kayiplarinda komsu dislerin tipping ya da
rotasyonla ¢ekim bosluguna egilmesi en sik
karsilasilan durumlardandir. Komsu dislerin
egilmesiyle hastanin temizleyemeyecegi ya-
lanci gingival cepler olusur. Dislerin uprigh-
tingini planlarken cevaplanmasi gereken bazi
sorular vardir:

1) 3.molar mevcutsa ikinci ve t¢iinci mo-
lar birlikte mi upright edilmeli,

2) 2. molar disin kronunun distale egilme-
siyle protetik restorasyon igin yer mi agiimali
yoksa kokiin mesiale driftiyle yer mi kapatil-
mali,

3) Egilmis molar dis dizeltilirken bir mik-
tar extriizyonuna izin verilebilir mi yoksa var
olan vertikal ytikseklik korunmali mi sorulari
onemlidir.

Molar diklestirilmesi icin; uprighting
spring, T-Loop veya coil spring kullanilabilir
(6).

Kopri  ayaklarinin  paralellestirilmesi:
Abutment disler, cok nitli restorasyonlarin
veya anterior ve posterior disleri beraber ice-
ren restorasyonlarin yerlestirilmesine izin
vermek icin paralel olarak konumlandiriima-
hidir (4).

Yer kapama-agma: Dis eksiklikleri sonucu
olusan bosluklarin protetik amacla hazirlan-
masi veya dogal dislerin kaydirilarak orto-
dontik olarak kapatilmasi, eriskin hastalarin
ortodontik tedavi endikasyonlarindan biridir.
Endikasyona karar verirken; malokluzyonun
tipi, bolgedeki alveol kemik kalitesi ve kalin-
lig1, estetik faktorler, oral hijyen ve tedavi si-
resi degerlendirilmelidir.

Eriskin Ortodontisindeki Biyomekanik

Farkliliklar

Kapsamli ortodontik tedavinin amaclari ve
evreleri adolesanlarda uygulanan tedavini
ayni olsa da ortodonti mekanigi modifiye
edilmelidir. Periodontal destegini kaybetmis
hastalarda ¢ekim boslugunu kapatirken hafif
kuvvetler uygulamak gerekir. Surtinmesiz
sistemler  bosluk kapama sirasinda daha
kontrollti dis hareketleri saglarlar. Periodontal
doku kaybina sahip eriskin hastalarda ytksek
M/F oranina ulasmak gerekir. Periodontal do-
ku kaybina sahip eriskin hastalarin ¢ekim
bosluklarini kapatmak icin segmental ark tek-
nigi ve TMA T-loop lar 6nerilmistir (30). Seg-
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sion. Orthodontics is applied as an adjuncti-
ve treatment before restorations (Fig-3). Thus,
the lost function is given back to the patient
with the help of interdisciplinary treatment
approach. Preprosthetic adjunctive ortho-
dontic treatments are;

Uprighting posterior teeth: When a poste-
rior tooth is lost, the adjacent teeth usually tip
and rotate to the extraction space. As the te-
eth move, there forms pseudopocket that
may be impossible for the patient to clean.
When planning molar uprighting, a number
of questions must be answered:

1) If the third molar is avaliable, should the
second and the third molar be uprighted to-
gether.

2) Opening of space for prosthetic restora-
tion by tipping the second molar crown or
closing the space by mesial drift of the root.

3) The question if molar extrusion may be
permitted while uprighting the molars or if
the vertical height should be preserved is im-
portant.

Uprighting springs, T-loops or coil springs
can be used for molar uprighting (6).

Parallelism of abutment teeth: The abut-
ment teeth must be placed parallel with the
other teeth to permit insertion of multiple unit
replacements and allow for restorations that
involve both the anterior and posterior teeth
(4).

Space closure-disclosure: One of the indi-
cations of adult orthodontics is the prepara-
tion of the extraction spaces for either prost-
hetic treatment or closing them by moving
the teeth orthodontically. While deciding the
treatment type; type of the malocclusion, qu-
ality and thickness of the alveolar bone, aest-
hetic factors, oral hygiene and duration of the
treatment should be assessed.

Biomechanical Differences in Adult

Orthodontics

Both the goals and the stages of compre-
hensive orthodontic treatment for adults are
the same as those in the treatment of adoles-
cants. The orthodontic mechanotherapy, ho-
wever, often must be modified. If the patient
has lost some periodontal support , it is espe-
cially important to apply light forces during
space closure. An appliance system without
friction allows greater control of tooth move-
ment during space closure. In adult patients
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mental ark teknigi kullaniminin amaci bir
grup disi rijid bir sekilde birbirine baglayarak
ankraj tnitesi olusturmak ve bu ankraji hare-
ket etmesi istenen dise karsi kullanmaktir. T-
loop larda M/F oranini arttirmak igin loop un
gingival sulkustaki derinligi ya da gingival
bolgedeki horizontal genisligi arttirilabilinir
(6,31).

Eriskinlerde keser intruzyonu istendigi du-
rumlarda segmental ark teknigi kullanilmasi,
devamli ark teknigine gore daha uygundur.
Her ne kadar plak ve enflamasyon varliginda
intruzyon hareketi periodontal doku yikimini
arttirict bir faktor olsa da, ortodontik tedavi
oncesinde gingival enflamasyon kontrol alti-
na alinirsa intruzyon endikedir (32).

Alveoler kemik kaybri olan dislerde direng
merkezi apikale kayar. Choy ve ark.'nin (31)
yaptiklari bir calismaya gore 2 mm’lik bir al-
veoler kemik kaybinda dire¢ merkezi 1,1 mm
apikale, 14 mm lik bir kemik kaybinda ise 8,1
mm apikale kaymaktadir. Boylece braket ile
diren¢ merkezi arasindaki uzaklik artacagin-
dan moment siddeti de artacaktir. Bu ytizden
bu hastalarda dise uygulanan kuvvetler hafif
olmalidir. Ayni nedenlerden dolayi eriskin
hastalarda intermaksiller elastik kullaniminda
da dikkat edilmeli, daha hafif kuvvetler uygu-
lanmalidir. Vertikal kuvveti mimkin oldu-
gunca azaltmak icin elastik, 2. molarlardan
verilebilir.

Marjinal kemik kaybi ve derin kapanisi
olan eriskin hastalarda keser intrtizyonu sira-
sinda kok rezorpsiyonu riski vardir. Bu yiiz-
den bu tip hastalarda intriizyon sirasinda 5-
15 gr arasinda degisen hafif kuvvetler uygu-
lanmalidir. Endodontik olarak tedavi edilmis
dislerin ortodontik hareketi mimkindur ¢tin-
ki hareketi saglayan pulpa degil, periodontal
ligamenttir. Fakat endodontik tedavi gormis
dislere hafif, aralikli kuvvetler uygulanmalidir
¢tinkd bu digler normal vitaliteye sahip digle-
re gore kok rezorpsiyonuna daha meyillidir
(6,7).

Eriskin hastalar, genellikle cesitli sebepler-
den dolayi braketlerinin gériinmesini ¢ok is-
temezler. Bu ytizden eriskin hastalar icin ge-
sitli estetik tedavi alternatifleri vardir. Bunlar;
seramik braketler, plastik braketler, invisa-
lign, lingual ortodontik tedavi gibi yaklagim-
lardir.
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with periodontal loss, higher M/F values must
be attained. The segmented arch technique
and TMA T-loops are recommended for spa-
ce closure in periodontally compromised
adult patients (30). The basic idea in segmen-
ted arch treatment is to create a stable anchor
unit, consisting of several teeth ridigly con-
nected to provide precisely controlled force
against the teeth whose movement is desired.
To obtain higher M/F ratios, T-loop can be
made as long as possible in an apical directi-
on or the gingival horizontal length can be
increased (6,31).

In adult patients, the segmented arch tech-
nique can be considered as being superior to
a conventional continuous arch wire techni-
que if arch leveling by incisor intrusion is in-
dicated. However intrusion of teeth may agg-
ravate the periodontal breakdown in the pre-
sence of plaque and inflammation, it is indi-
cated if it can be get under control with pre-
orthodontic periodontal treatment (32).

In periodontally compromised dentitions,
the loss of alveolar bone results in the center
of resistance of the involved teeth moving
apically. According to Choy et al (31), the
center of resistance moves 1,1 mm apically
when 2 mm of alveolar bone is lost. And the
loss of 14 mm of alveolar bone would cause
the center of resistance to move apically 8,1
mm. Thus, moment increases while the dis-
tance between bracket and the center of re-
sistance increases. Therefore light forces sho-
uld be applied to these patients. Usage of in-
termaxillary elastics in adult patients is also
important for the same reason. Light forces
should be applied with elastics. To decrease
the vertical force , elastics can be applied
between second molar and canines.

Root resorption has been associated with
intrusion of incisors in adult patients showing
marginal bone loss and deep overbite. There-
fore light forces ( 5-15 gr per tooth ) have be-
en recommended when the periodontium is
healty in adults. Orthodontic movement of
endodontically treated teeth is also possible
because the response of the PDL, not the
pulp, is the key elementin such movement.
Light interrupted forces should be used beca-
use such teeth are slightly more prone to ro-
ot resorption during orthodontic treatment
than are teeth with normal vitality (6,7).

Adult orthodontic patients do not want
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Eriskin Ortodonti Hastalarinda

Retansiyon

Erigkin hastalarda retansiyon tedavisini
planlarken, debondingden 6nce su kontroller
yaptimalidir:

o Koklerin paralelligi radyografik olarak
kontrol edilmelidir.

¢ Sentrik okluzyon ile sentrik iliskinin ca-
kismasi klinik olarak kontrol edilmelidir.

¢ Keser rehberligi, klinik olarak ve model
tzerinde degerlendirilmelidir.

¢ Eklem semptomlari degerlendirilmelidir.

e Hastalar tedaviyle ilgili merak ettikleri
konulari sormahdir.

¢ Retansiyon ve restoratif tedavi zamanla-
masi koordineli yapiimahdir.

¢ Periodontal kontrol klinik ve radyolojik
olarak yapilmahdir.

® Retansiyondan oénce orjinal malokluz-
yon tekrar degerlendirilmelidir (33).

Retansiyon mekanikleri tedavi planlamasi-
nin bir parcasi olmalidir. Retansiyonun stire-
si; orjinal anomali, tedavinin sekli ve stiresi,
tedavi sonucu, periodontal durum, interdisip-
liner tedavi plani ve bir cok etiyolojik faktore
gore cesitlilik gosterir.

Tedavinin sekline gore retansiyon planla-
masi Gge ayrilir: yari sabit ya da sabit retansi-
yon, sinirli zamanda yapilan retansiyon ve
retansiyona gerek olmayan durumlardir. Re-
tansiyonun sekline karar verirken dental du-
rum, marjinal periodonsiyumun seviyesi ve
orjinal malokluzyon 6nemli faktorlerdir. Re-
tansiyon; hareketli tedaviler, operatif prose-
dirler ve sabit retansiyon seklinde olabilir
(33).

Retansiyon apareyleri; essix retainer, haw-
ley retainer, positioner, sabit retansiyon apa-
reyleri (lingual retainer) ve fiber retainer dir
(33).

Cerrahi Retansiyon Prosediirleri:

 Fiberotomi: Supra-alveoler fibriller, orto-
dontik olarak tedavi edilmis, 6zellikle de ro-
tasyona ugramis dislerin nikstine yardim
ederler. Bu amacgla, aktif tedavinin sonunda
intrasulkuler insizyon yapilir. Edwards’a (34)
gore sirkumferensiyal suprakrestal fiberoto-
mi, relapsi %30 azaltir.

e Gingivoplasti: Cekim alanlarinda tedavi
sirasinda rezorbe olmayan gingival dokular,
tedavi sonrasinda kuvvet ortadan kalkinca re-
lapsa neden olabilmektedir. Bu nedenle Ed-
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their braces to be seen because of various re-
asons. For this reason there are severeal aest-
hetic treatment choices for adult patients like
ceramic or plastic brackets, invisalign appli-
ances and lingual orthodontic treatment.

Retention in Adult Orthodontic Patients
When planning retention in adult patients,
special precautions should be made:

¢ Root paralellism must be verified radiog-
raphically before appliance removal.

¢ Coincidence of centric relation and ha-
bitual occlusion should be evaluated clini-
cally.

¢ Incisal guidance should be controlled
clinically or with mounted models.

e Joint symptoms should be assessed.

¢ Patients should voice their concerns.

* Timing of retention and restorative treat-
ment should be coordinated.

¢ Periodontal control should be done cli-
nically and radiologically.

e Original malocclusion should be evalu-
ated before retention (33).

Retention mechanics should be part of the
treatment plan. Duration of retention period
varies according to the original anomaly,
amount and type of treatment, treatment re-
sult, periodontal condition, interdisciplinary
treatment plan, and several etiologic factors.

Retention planning is divided into three
categories depending on the type of treat-
ment: semipermanent or permanent retenti-
on, limited retention in terms of type and ti-
me, and no retention. The dental status and
the level of the marginal periodontium are
important factors in determining the type of
retention. Removable retainers, operative
procedures, or fixed retention can be prefer-
red (33).

Retention appliances are; essix retainers,
hawley retainers, positioners, fixed retention
appliances (lingual retainer) and fiber reta-
iners (33).

Surgical Retention Procedures:

¢ Fiberotomy: The supra-alveolar soft tis-
sues contribute to the relapse of orthodonti-
cally treated teeth, specifically, rotated teeth.
For this reason, intrasulcular incision is done
at the end of the active treatment. According
to Edwards (34), circumferential supracrestal
fiberotomy reduces relaps by 30%.
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wards (34), aktif tedavinin sonunda bu gingi-
val invajinasyonlarin cerrahi olarak eksizyo-
nunu 6nermektedir.

Eriskinlerde Ortodontik Tedavinin
Komplikasyonlan

1) Medikal problemler

2) Zayif kooperasyon

3) Teknik problemler

4) Periodontitis ve caries

5) TME bozukluklari

6) Kok rezorpsiyonlari

Eriskin Hastada Dikkat Edilmesi Gereken

Noktalar

e Klinigin dekorasyonuna dikkat edilmeli-
dir. Eriskin ortodontisiyle 6zel olarak ilgile-
nen bazi ortodontistler, kliniklerini de hasta
motivasyonunu ve beklentisini goze alarak
diizenlemislerdir.

e Eriskin hastalar ¢cocuklara gére daha bi-
lincli ve hassas olduklarindan agri korkulari
daha yuksektir. Tedavi sirasinda bu faktor de
g6z oniinde bulundurulmali ve eriskin hasta-
lara karsi daha nazik ve toleransl yaklasiima-
lidir. Ayrica eriskin hastalarda, rahatsizlik ver-
memesi icin mimkiin oldugunca basit ve az
hacimli mekanikler kullaniimahdir.

e Hastalarin estetik beklentileri ¢ok yuk-
sek oldugundan tedavi 6ncesinde mutlaka
hastaya gerekli bilgiler verilmeli, hastalarin
tedaviden fonksiyon ve estetik acisindan bek-
lentileri ¢ok iyi bir sekilde degerlendirilmeli-
dir. Tedavi 6ncesinde gorisme iyi yapilmazsa
tedavi sirasindaki estetik olmayan aparey, lo-
op vb. mekanikler hastanin motivasyonunu
olumsuz bir sekilde etkileyebilir.

e Eriskin hastalarda dokularin kuvvetlere
karsi cevabi cocuklara gore daha yavastir. Bu
yuzden tedavi stiresi de daha uzundur. Has-
taya bu bilgi de tedaviye baslamada 6nce ve-
rilmeli ve gercekci beklentileri olmasi saglan-
malidir.

e Tedavi Ucreti de diger faktorler gibi eris-
kin hastayi trkiten bir faktordiir.

SONUC

Erigkin hastalarin ytizdesi ortodonti prati-
ginde son yillarda giderek artmaktadir. Cogu
eriskin hasta multidisipliner bir tedaviye ihti-
ya¢ duymaktadir. Bu hastalarin tedavisinden
cekinilmemeli, hastanin tedaviden beklentisi
cok iyi degerlendirilmeli ve iyi bir kooperas-

Sar, Arman-Ozcirpici

¢ Gingivoplasty: Gingival tissues that has
not resorbed during treatment may cause re-
lapse when the force is gone after treatment.
For this reason, Edwards (34), suggests surgi-
cal excision of these gingival invaginations at
the end of the active treatment.

Complications of Orthodontic
Treatment in Adults

1) Medical problems

2) Poor cooperation

3) Technical problems

4) Periodontitis and caries

5) TMJ disorders

6) Root resorptions

Factors to be Considered in Adult Patients

¢ The decoration of the clinic is an impor-
tant point. Some orthodontists whose are spe-
cially interested in adult orthodontics, arran-
ge their clinic by taking the motivation and
expectation of the patient into consideration.

¢ Adult patients are more aware and sen-
sitive than children. Therefore their fear of
pain is greater. This point should be remem-
bered while behaving adult patients during
treatment. Also, simple and less bulky mec-
hanics should be used.

¢ Because of the patients esthetical expec-
tations is too high, prior to the treatment of
each individual patient the required informa-
tion has to be given. Moreover, patients’
functional and aesthetical expectations of the
treatment have to be evaluated carefully. If
the adequate information is not given to the
patient before treatment, the mechanics like
appliances and loops, that are unaesthetic af-
fects the motivation of the patient.

¢ Tissue responses to forces are slower in
adult patients, for this reason treatment time
is longer than children. This information sho-
uld be provided to the patient prior to the tre-
atment and a reasonable outcome expectati-
on should be visualised by the patient.

CONCLUSION

The percentage of adult patients seeking
orthodontic treatment has been increasing in
recent years. Most adult patients need a mul-
tidisciplinary approach. The orthodontist
should not hesitate to treat adult patients,
should well evaluate the patients’ expectati
ons and should co-operate. Thus, both th
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Eriskin Ortodontisi
Adult Orthodontics

yon saglanmalidir. Multidisipliner tedavinin
bir pargasi olmak ve eriskin hastalara kaybet-
tikleri estetik ve fonksiyonu iade etmek hem
hekimi hem de hastayi oldukca tatmin
edecektir.
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15.
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17.

18.

19.

orthodontist and the patient would be satisfi-
ed from the outcome of the aesthetic and
functional rehabilitation by being a part of
this multidisciplinary treatment approach.
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