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GiRls

Ortodonti sadece diizgin dis dizilimi ve
stomatognatik sistemin fonksiyonu ile degil
dislerin icinde bulundugu kemik-yumusak
doku yapilarinin dogru iliskide olmasi ve
dengeli yiiz oranlari ile de yakindan ilgilenir
(dentofasiyal ortopedi). Bu amacla ortodonti
diger disiplinlerle yogun bir isbirligi icerisin-
de calisir (1).

Gizel bir yiiz kimilerine gore stibjektif bir
kavram olsa da, yizu olusturan parcalar
(ahin, zigomalar, burun, orbita, ceneler ve du-
daklar) arasindaki tic boyutlu denge ile ya-
kindan ilgilidir (2-4). Bu ti¢ boyutlu denge-
deki uyumsuzluk sadece dentoalveoler sevi-
yede ise, buytimenin bittigi donemde, orto-
dontik tedavi ile diizeltilebilir. Uyumsuzluk,
alt ve Ust cene kaidelerindeki sapmalara bag-
liysa ve ortodontik tedavi sinirlarini asiyorsa
ortognatik cerrahi tedavi (5-7) ve/veya yumu-
sak ve sert dokularda yapilan cerrahi girisim-
ler ile duzeltilebilir (profiloplasti) (8-14). Ri-
noplasti, dudak kalinlastirma, ytize uygula-
nan otolog kemik veya alloplastik implantlar
ile augmentasyon, yiiz oranlarini iyilestirme-
ye ve ylzi gizellestirmeye yonelik yapilabi-
lecek yumusak ve sert dokudaki uygulama-
lardan sadece birkacidir.

Ortognatik bir yiiz elde etmeye yonelik
uygulamalarin cogunda, ortodontist gerek te-
davi 6ncesi gerek tedavi sonrasi cerrah ile is
birligi icinde calismakla birlikte, vakanin tes-
hisinde, tedavi planlanmasinda ve tedavinin
uygulanmasinda kilit kisi ozelligini strekli
korur. Bu nedenle ortognatik 6l¢iim, tedavi
plani ve ortodontik tedavi disinda, secilecek
cerrahi tedavi yontemleri ve materyaller hak-
kinda bilgi sahibi olmasi 6nemlidir.

Yiiz konturunu dizeltmeye yonelik imp-
lantlar, kemik yapi tizerine (subperiostal)
yerlestirilen ve bu sayede yumusak doku
konturunu diizeltmeye yonelik olan alloplas-
tik materyallerdir. Silikon (15), “meshed poly-
mer (mersiline)” (15, 16), Gore-Tex (teflon
bazli materyal) (17), yiksek yogunluklu “go6-
zenekli polietilen” (MedPor) (18) ve sentetik
hidroksilapatit (19) en cok tercih edilen al-
loplastik materyallerdendir. Silikon implant-
larin, yerlestirildigi kemik ytzeyinde rezorb-
siyon olusturmasi ve ge¢ donemde dahi orta-
ya cikabilen enfeksiyonlari, cerrahlar diger
materyallere yoneltmistir (20-22). Bunlardan
en sik kullanilani “g6zenekli polietilen”dir
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INTRODUCTION

Orthodontics is interested not only in to-
oth alignment and function of stomatognat-
hic system but also in balanced facial propor-
tion and relationship between the teeth and
skeletal and soft tissues (dentofacial orthope-
dics) and cooperates very closely with the ot-
her disciplines (1).

Although, facial attractiveness is a subjec-
tive issue for some people, it is closely rela-
ted to three dimensional balance of the parts
of the face (forehead, zygomas, nose, orbitas,
jaws and lips) (2-4). The disharmony of this
three dimensional balance can be corrected
with orthodontic treatment if the problem
was in dentoalveolar level, however it can be
corrected with orthognathic surgery (5-7)
and/or with surgical procedures in soft and
hard tissues at the end of the growth period
(prophiloplasty) (8-14), if the problem was re-
lated with the upper/lower jaws and over the
orthodontic treatment limit. Rhinoplasty, lip
enhancement, augmentation with autolog
bone grafts or with alloplastic materials are
some of the procedures on soft and hard tis-
sues, to improve the facial proportions and to
enhance the beauty of the face.

In the many of the surgical procedures to
achieve the orthognathic face, orthodontist
works with the surgeon very closely before
and after the surgery. He/she keeps the role of
the key person in the diagnosis, treatment
plan and the orthognathic treatment, for this
reason, it is important to have the knowledge
about the surgical treatment methods, materi-
als besides the orthodontic measurement, tre-
atment plan and the orthodontic treatment.

Implants used for restoring facial contours
are alloplastic materials that are placed on
osseous structures (subperiosteally) and thus
they restore soft tissue contour. Silicone (15),
“meshed polymer” (mersilene) (15,16), Gore-
tex (Teflon-based material) (17), high density
porous polyethylene (MedPor) (18) and
synthetic hydroxylapetite (19) are the most
preferred ones of these materials. Infections
even seen in the late periods and formation of
bony surface resorption turned surgeon'’s at-
tention away to other materials than silicone
implants (20-22). Porous polyethylene is the
mostly used one of these (22-29). This mate-
rial allows fibrous tissue growth within its
microporous structure, thus a closer relati-
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(22-29). Bu materyal mikroporlu yapisi ile
fibroz doku gelisimine izin vererek implant
ile yerlestirildigi dokunun daha siki bir iliski
olusturmasini saglar. Diiz yiizeyli implantlar-
da gorilebilen fibroz doku kapsili olusumu
mikroporlarin icerisine ilerleyen fibrovaskii-
ler dokular nedeniyle engellenir.

Yiizde kullanilabilen Medpor implantlar
frontal, temporal, malar, orbital, nazal, para-
nazal, mandibular ramus ve korpus ile cene
ucuna yonelik olmak tizere degisik boyutlar-
da ve sekillerdedir ve ihtiyac duyulursa tize-
rinde ek sekillendirmeler de yapilabilir.

Bu calismanin amaci yiz oranlarini “aug-
mentasyon” yaparak dizeltmek amaciyla al-
loplastik implant yerlestirerek tedavi ettigimiz
iki olgunun sonuclarini sunmaktir.

BIREYLER ve YONTEM

Bu calismada ytiz goruntisiinden hosnut
olmayan ve btiyiime donemini bitirmis iki ol-
guda yapilan uygulamalar sunuldu. Her bi-
reyden tedavi bagi ve sonu lateral sefalomet-
rik rontgen filmleri ve fotograflar alindi. Yapi-
lan yumusak ve sert doku sefalometrik 6l-
ctimleri sekilde gortilmektedir (Resim 1).

Her hastada ihtiyaci dogrultusunda degi-
sen lokalizasyonlarda farkh sekil ve boyutta
porous polietilen implantlar (Medpor Bioma-
terial; Porex Surgical, Newman, Ga, ABD)
kullanildi. Bir hastada implantlar ortognatik
cerrahiye ek olarak uygulanirken (paranazal

onship between the implant and the tissue on
which it is placed is provided. Fibrous tissue
capsule formations seen with smooth surfaced
implants are prevented because of fibrovascu-
lar tissues advancing into the micropores.

Facial implants are for frontal, temporal,
malar, orbital, nasal, paranasal, mandibular
ramus, corpus and mentum region in diffe-
rent sizes and shapes; and can be reshaped
considering their structural properties.

The aim of this study is to report two ca-
ses that we have applied alloplastic imp-
lants in order to restore facial proportions
by augmentation.

SUBJECTS and METHODS

In this study implant applications in two
adult cases who were not satisfied with their
appearance have been reported. Lateral cep-
halometric X-ray films and photographs have
been taken from each case at the beginning
and at the end of the treatment. Soft and hard
tissue cephalometric measurements are seen
in figure 1. Different shaped and sized poro-
us polyethylene implants (Medpor Biomateri-
al; Porex Surgical, Newman, Ga, USA) were
used according to the need of each patient in
different localizations. Implants (paranasal)
have been applied in addition to orthognat-
hic surgery in first patient, but a chin implant
was used alone in the other patient who did
not want orthognathic surgery.

o /
/ / \
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Sekil 1: Lateral sefalometrik
filmler tizerinde yapilan
iskeletsel ve yumusak doku
Slciimleri (43): 1.5NA, 2.
NPerp-A, 3. SNB, 4. NPerp-
Pog, 5. GoGnSN, 6. Fasiyal
kontur agis1 (G™-Sn/Sn-Pg),
7. Ust ve alt dudagin
Rickets’in E diizlemine
uzakliklari, 8. Nazal derinlik
(Ac-Pr: nasal alar kurvatiiriin
en konveks noktasi ile burun
ucu arasindaki dogrusal
uzaklik), 9. NLA, 10. Pg-Pg”
(gene ucu yumusak doku

kalinlig).

Figure 1: The skeletal and
soft tissue measurements
performed on lateral
cephalograms (43):

SNA, 2. NPerp-A, 3. SNB, 4.
NPerp-Pog, 5. GoGnSN 6.
Angle of facial convexity (G’-
Sn/Sn-Pg’), 7. Linear
distance of the upper and
lower lips to Ricketts E-line,
8. Nasal depth (Ac-Pr: Linear
measurement between nasal
alar curvature point and
paranasal, 9. NLA, 10. Pg-
Pg’;(The thickness of the soft

tissue chin).
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Sekil 2: Paranasal implantin

yerlestirilmesi: (A) implantin

yerlestirilmesi planlanan

subperiostal cep, (B)

paranasal (perialar) Medpor

implantin yerlestirilmeden

onceki goriintiisi.

Figure 2. The placement of

the implant: (A) shows the

subperiostal pocket to place

the implant, (B) shows the

paranasal (perialar) Medpor
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implants before the

placement.

implant), diger hastada sadece implant (cene
ucu implanti) kullanildi.

Cerrahi Teknik

Ameliyat oncesi klinik ve sefalometrik de-
gerlendirmeler 1s13inda “augmente” edilmesi
gereken yiiz bolgesi, tedavi secenekleri, kul-
lanilabilecek implant alternatifleri ve bunla-
rin avantaj ve dezavantajlari her iki hasta ile
detayli olarak tartisildi. ilk hastada peri-alar
bolgenin, diger hastada ise mentumun goze-
nekli polietilen implant ile sekillendirilmesi-
nin vyararli olacagina karar verildi. Genel
anestezi altinda implantin vyerlestirilecegi
anatomik bolgeye lidokain ve adrenalin infil-
trasyonu yapildi. Peri-alar bolge implantlari
icin Ust gingivobukkal sulkusta her iki tarafta
5 cm’lik mukoza insizyonlari gerceklestirildi.
implantin yerlestirilmesi planlanan bolgede
periost altinda diseksiyon yapilarak subperi-
osteal cep hazirlandi (Resim 2 A,B).

implantlar en az 15 dakika boyunca anti-
biyotikli serum fizyolojik icerisinde bekletile-
rek hazirlanan ceplere yerlestirildikten sonra
implanta ve kemige yerlestirilen birer vida ile
alttaki maksiller kemige rijid olarak fikse edil-
diler. Mentum bolgesi icinde alt gingivobukal
sulkusdan yapilan yaklasik 8 cm’lik mukoza
insizyonunu takiben periost alti diseksiyon
yapildi ve benzer sekilde bolgeye yerlestiri-
len implant iki adet vida yardimi ile tespit
edildi. Mukoza insizyonlari iki tabaka olarak
4/0 abzorbe olabilen dikisler ile kapatildi.

Vaka 1

22 yasinda erkek hasta agik kapanis sikayeti
ile klinigimize basvurdu. Agiz disi klinik ve la-
teral sefalometrik film incelemesinde (Resim 3):
e Uzun bir alt yiiz ve konveks bir profil,
e Perialar bolgede cokuklik,
o Alt-tst dudak iliskisinde uyumsuzluk,

Surgical Technique

Before surgery, in the guidance of clinical
and cephalometric evaluations, facial parts
needing augmentation were decided. During
the preoperative evaluation, treatment alter-
natives, possible usable implant types, their
advantages and disadvantages were discus-
sed in detail with two patients. Perialar (peri-
nasal) augmentation in first patient and chin
augmentation in the second patient were
considered favorable. Under general anest-
hesia, lidocain and adrenaline mixtures were
infiltrated to the anatomic regions where
implants would have been placed. Bilateral 5
cm superior gingivobuccal sulcus mucosal
incisions were done for placing perialar imp-
lants. A subperiosteal pocket had been prepa-
red in the region where implant placement
were planned by dissection under the periost
(Figure 1 A, B). Implants were impregnated in
antibiotic containing serum physiologic at le-

ast for 15 minutes. After application of the
implants into the prepared pockets, they we-
re fixed to the underlying maxilla by screws.
For the mentum region with an approxime-
tely 8 cm mucosal incision in the lower gin-
givobuccal sulcus, subperiosteal dissection
was carried out and after placement of the
implants they were fixed with the help of two
resorbable screws. Mucosal incisions were
sutured with 4/0 absorbable sutures.

Case 1

Twenty-two year old male patient referred
to our clinic with the complaint of openbite.
Following the lateral cephalometric and cli-
nique evaluations, the problem list below
were determined:
¢ Increase in the lower face, and a convex face,
e Depressed perialar region,
e Lack of harmony between lower and up-

per lip,
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¢ Alt cenede frontal diizlemde sola deviasyon,

e Ust cene on-arka yon konumunda hafif
diizeyde gerilik (SNA: 80,5°, NPerp-A: 0),

e Alt cene 6n-arka yon konumunda ilerilik
(SNB: 82,5°, NPerp-Pg: 3,5),

o skeletsel Sinif Ill (ANB: -2°),

e Dissel (3 mm) ve iskeletsel acik kapanis
(GoGnSN: 40°),

¢ Fasiyal kontur acisinda normale gore dar-
lik (10°),

¢ Negatif overjet,

e Ust dudak- E diizlemi mesafesinde artis (-
9 mm),

e stirahatte ve giilimsemede normal dis-
dudak iliskisi (sirasiyla: istirahatte 2 mm
dis gorunurltgu, gilimsemede 1,5 mm
dis eti gortnarlugl) saptandi.

Teshis sonrasi olgunun tedavisi icin asagi-
da belirtilen islemler planlandi:

Turkish Journal of Orthodontics 2010;23:71-85

Deviation of mandibular teeth to the left
in the frontal plane,

Retrusive maxilla in the sagittal plane
(SNA: 80.5°, NPerp-A: 0),

Protrusive mandible in the anterior-poste-
rior direction (SNB: 82.5°, NPerp-Pg: 3.5),
Skeletal Class 11l (ANB: -2°),
Dental openbite (3 mm) and
openbite (GoGnSN: 40°),
Decrease in the facial contour angle (10°),
Negative overjet,

Increment in the distance of the upper lip
to E-plane (-9 mm),

Normal relationship among upper lip, up-
per incisor and gingiva (2 mm tooth show
and 1.5 mm gingival show in the rest of
lip position and in smile, respectively).

skeletal

In this case following the diagnosis;
Orthodontic tooth alignment (Figure 3C),

Sekil 3: Birinci vakaya ait
gortintiiler. (A, B, C) hastanin
ameliyat Oncesi cepheden,
profilden, sol ag1z ici
goruntiileri. (D; E; F)
hastanin ameliyat ve
ortodontik tedavi sonrasi
cepheden, profilden ve ag1 igi
soldan goriintiileri. Implant
sonrasi perialar bolgedeki
dolgunluk klinik olarak
izlenmektedir. (G) ameliyat
oncesi, (H) ameliyat ve
ortodontik tedavi sonrasi, (I)
2 yillik pekistirme sonrasi
lateral sefalometrik filmleri.
Kanin disler hizasinda
goriilen vidalar implantin
yerlestirilmesi icin kullanilan
titanyum vidalardir. Medpor
implant sefalometrik goriinti
vermemektedir. Sefalometrik
ol¢timlerde implanta bagh
olarak alar kurvatiir ve
burun ucu arasindaki mesafe
(burun derinligi) 2 mm

azaldig1 gorilmdstiir ().

Figure 3: The preoperative
views of the first case: (A, B
and C) indicate of the frontal,
lateral and intraoral views of
the first case. (D, E, and F)
show the posttreatment
views of the frontal, lateral
and intraoral views of the
first case. The fullness of the
perialar area can be seen
clinically. (G, H and I)
indicate the pre-operation,
post operation and post-
orthodontic treatment, and
post-retention cephalograms.
The screws on the canine
apex area are the titanium
fixation screws used to fix
the implants. The nasal
depth decreased 2 mm due
to the implants (J).
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Ortodontik dis dizilimi (preoperatif orto-
dontik tedavi) (Resim 3C),

Perialar bolgedeki gerilik icin paranasal
implant yerlestirilmesi,

Acik kapanis, negatif overjet, ileri konum-
daki alt cene konumu ve sola deviasyon
problemlerini ¢cozmek icin sagital split os-
teotomisi,

Sagital split osteotomisi sonrasi saat yon-
niin tersine hareket eden alt cene ucu pro-
jeksiyonun duizeltilmesi ve alt yiiz uzunlu-

Paranasal augmentation with paranasal
implants in order to correct the insuffici-
ent projection in perialar regions and ma-
xilla,

Set-back of mandible by sagittal split os-
teotomy in order to overcome openbite,
negative overjet, potrusive mandible and
the deviation problems,

The movement of the chin backwardly
and upwardly with the genioplasty to re-
duce of long-face appearance and for-

Tiirk Ortodonti Dergisi 2010,23:71-85
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gunun azaltilmasi i¢in genioplasti ile cene
ucunun geriye ve yukari alinmasi.

Hasta ameliyat oncesi ve sonrasi yapilacak
ortodontik tedavi ve suresi ile ilgili olarak bil-
gilendirildi. Yapilmasi planlanan cerrahi is-
lemler konusunda, ilgili bilgilendirme ve
onam formlari okutuldu ve hasta ile tartisildi.

Olguya ait ameliyat 6ncesi resimler Resim
3 A-C ve 3D’de ortodontik ve ortognatik cer-
rahi, tedavi sonrasi resimler 3E-H’de goriil-
mektedir. Klinik olarak profil ve frontal go-
riinttlerinde paranazal bolgedeki dolgunluk-
taki artis, alt ve tst dudak uyumunda artis

Turkish Journal of Orthodontics 2010;23:71-85

ward movement of chin projection as a
result of the anti-clockwise rotation of
mandible with sagittal split osteotomy,
were planned.

The patient was informed about orthodon-
tic treatment and surgical procedures. All
procedures were discussed with patient. The
figures previous the surgery were seen in 3A-
C and 3D. The figures following the treat-
ment are presented in 3 E-H.. Increased full-
ness, balance between the lips and decrease
in nasal depth were achieved following treat-
ment (Figure 3E-G, and also decrease in na-
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Tablo 1: Olguya ait

sefalometrik Sl¢tim degerleri

Table 1: Cephalometric

measurements of the case 1.
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Cx . . Pekistirme

1. OLGU / CASE 1 Tedavi Oncesi/ Tedavi Sonrasi / sonrasi / Post-

Pre-treatment Post treatment .

retention

SNA (°) 80,5 80,5 80,5
NPerp-A (mm) 0,0 0,0 0,0
SNB (°) 82,5 79,5 79,5
NPerp-Pog (mm) 3,5 -3,0 -3,0
ANB (°) -2,0 0,5 0,5
GoGnSN (°) 40,0 38,0 38,0
Ust dudak-E diiz. /
Upper lip - E line (mm) 9.0 70 7.0
Alt dudak-E diiz.
Lower lip - E line (mm) 35 -3,0 -3.0
Nazal derinlik /
Nasal depth (mm) 34,0 32,0 32,0
Nazolabial a¢1 /
Nasolabial angle (°) 115,0 11,0 11,0
Fasiyal kontur acisi / 10,0 125 125

Facial contour angle (°)

(Resim 3 E-G), sefalometrik olarak burun de-
rinliginde 2 mm azalma, alt cene diizlem aci-
sinda azalma ve sinif lll iliskide diizelme ol-
dugu saptandi (Resim 3 H ve J, Tablo 1). iki
yil sonra yapilan sefalometrik ve klinik deger-
lendirme sonucunda sonuclarin stabil oldugu
goriildi. Implantlar ile ilgili herhangi bir
komplikasyona rastlanmadi (Resim 31).

Vaka 2
24 yasinda kiz hasta ¢ene ucunun silikligi
sikayeti ile klinigimize bagvurdu. Yapilan klinik
ve sefalometrik inceleme sonrasi (Resim 4):
e Konveks bir yiiz, genis nazolabial aci, si-
lik cene ucu profili,
o Ust cene ileriligi (SNA: 88,5°),
e Alt cene geriligi (SNB: 77,5°),
o iskeletsel Sinif Il anomali (ANB:11°)
e Alt c¢ene duzlem acisinin
(GoGnSN: 37°) oldugu saptand.

artmis

Yapilan klinik ve sefalometrik degerlendir-
me sonucunda ortodontik tedavi ve cift gcene
cerrahisi planlandi ve bu plan hasta ile veri-
len bilgiler dahilinde birkag kez tartisildi. Ge-
rek ortodontik gerekse cift cene cerrahi teda-
vi istemeyen hasta sadece alt cene gortinti-
stintin dizeltilmesinde 1srar etti. Bu nedenle
ikinci olgumuza 9 mm’lik ¢cene ucu implanti
verlestirilmesi planlandi. implant uygulamasi

sal depth, 2 mm), decrease in mandibular
plane angle, and correction of class II-
I relationship were determined cephalometri-
cally (Figure 3H, J; Table 1). Following the
cephalometric and clinical evaluation after
two years, the results were stabile (Table 1).
No complication about implants was seen
(Figure 31).

Case 2
Twenty-four year old female patient appli-
ed to our clinic with the complaint of indis-
tinction of her chin. After clinical and cepha-
lometric examination (Figures 4A, B):
e Convex face, large nasolabial angle, in-
distinctness of the chin,
e Protrusive maxilla (SNA: 88.5°),
e Retrusive mandible (SNB: 77.5°),
e Skeletal Class Il (ANB:11°)
¢ Increase in the mandibular plane angle
(GoGnSN: 37°) were determined.

Orthodontic treatment and bimaxillary
surgery were planned and this plan was dis-
cussed with the patient several times, but she
insisted on the correction of her chin without
orthodontic and jaw surgery. The placement
of the implant (9 mm) was planned.

Skeletal and dental Class Il anomaly was
found to have accompanied with maxillary

Tiirk Ortodonti Dergisi 2010,23:71-85



L

sonrasi degerlendirmede klinik ve sefalomet-
rik olarak yumusak doku profilinde ve fasiyal
kontur acisinda dizelme oldugu Resim 4 C-
G de izlenmektedir.

TARTISMA

Sert ve yumusak dokularda gerceklestiri-
len ytiz konturunu diizeltmeye yonelik uygu-
lamalar, yiiz harmonisini daha iyi hale getir-
mek amaci ile ortognatik islemlere ek olarak
yada tek basina ayri bir islem halinde uygula-
nabilir (30, 31). Bu iki olguda, ortognatik cer-
rahi ile birlikte gerceklestirilmis paranazal

Turkish Journal of Orthodontics 2010;23:71-85

protrusion and mandibular retrusion. As she
did not want any orthodontic and detailed
orthognathic surgery, we planned placement
of 9 mm chin implant to the mentum and mi-
nimal thinning of nasal tip. Clinically and
cephalometrically improvement in profile is
seen in Figures 4 C-G.

DISCUSSION

Procedures on hard and soft tissues in or-
der to correct facial contours (prophiloplasty:
can be carried out solely or with orthognathic
procedures and they can improve the facial

Sekil 4: Ikinci vakaya ait
goriintiiler. (A, B) ¢ene ucu
implant ameliyat: oncesi
cephe ve profil goriintiileri,
(C, D) ameliyat sonras1
cepheden ve profilden
goriintiileri. (E, F) hastanin
ameliyat Oncesi ve sonrasi
sefalometrik film goriintiileri.
Rezorbe olabilen vida
kullanimina ve medporun
goriintii vermemesine bagh
olarak ¢ene ucunda herhangi
bir yabanci cisim goriintiisii
olusmamustir. Yumusak ¢ene
ucu kalinligindaki artis yada
yumusak doku ¢ene ucu artis
projeksiyonunda
belirginlesme sefalometrik
olarak resim 4G’de

izlenmektedir.

Figure 4: The views of the
second case. (A, B) show the
frontal and profile views
before the chin implant
operation, (C, D) show the
frontal and profile views
after the chin implant
operation. (E, F) of the
cephalograms before and
after the operation. Any
images were not seen on the
chin due to the invisibility of
the resorbable screws and
implants radiographically.
Increment of the soft tissue
chin or prominent chin
projection can be seen in

Figure 4G.
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implant uygulamasi ile sadece ¢ene ucunu harmony (30, 31). In these two cases, parana-
belirginlestirmeye yonelik yapilmis ¢cene ucu sal implant application with orthognatic sur-
implanti uygulama sonugclart sunuldu. gery and chin implant application in order to

augment the chin have been reported.

Tiirk Ortodonti Dergisi 2010,23:71-85
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2. OLGU / CASE 2

Cerrahi 6ncesi
/ Pre-surgery

Cerrahi sonrasi /
Post surgery

SNA (9)
SNB ()

ANB (°)

GoGnSN (°)

Ust dudak-E diiz. /

Upper lip - E line (mm)

Alt dudak-E diiz.
Lower lip - E line (mm)

Fasiyal kontur agisi /
Facial contour angle (°)

Pg-Pg’ (mm)

88,5 88,5
77,5 7.5
11,0 11,0
37,0 37,0
1,5 -1,0

-1,5

-29,0 21,0
12,0 21,0

Alloplastik implant Secimi

Birinci olguda otolog kemik grefti yerine,
uygulamasi daha kolay olan ve donér saha
morbiditesini ortadan kaldiran alloplastik
implantlar tercih edildi. istenilen sekil ve bo-
yutta olmalari ve kemik greftinde olabilen re-
zorbsiyon ihtimalinin olmamasi da bu allop-
lastik implantlarin kemik greftlerine gore ter-
cih sebepleridir (32).ikinci olguda ise kemik
osteotomisi ile yapilan genioplasti yerine al-
loplastik implant uygulamasi secildi. Cene
ucu sekillendirmelerinde hastanin kendi ke-
miginde yapilan kesiler sonucu elde edilen
ilerletme miktari simfiz kalinhigina bagl ola-
rak sinirli kalabilir ve yeterli ilerletme sagla-
namayabilir. Ikinci olguda planlanan 9
mm’lik ilerletme hastanin mevcut simfiz ka-
linhgindan daha az bir miktar olsa da kesilen
ve yeniden konumlandirilarak st tste getiri-
len kemik parcalarinin beslenmesi icin yeter-
li kemik yizeyi olusturmayabilirdi (33, 34).
Bu nedenle implant kullanimi tercih edildi.

Alloplastik implantlarin hangisinin kulla-
nilacaginin seciminde ise iki faktor dnemlidir.
Birincisi materyalin kendi 6zellikleri (mater-
yal yogunlugu, uygulama kolayhgi, doku re-
aksiyonu, ekstriizyon orani ve ¢ikma kolayli-
g1, Uzerine vyerlestigi kemikte rezorbsiyon
olusturup olusturmamasi), ikincisi implante
edilecek bolgenin ozellikleridir (6rnegin,
implantin yerlesecegi bolgenin enfeksiyona
yatkinhg varsa alloplastik materyaller tercih
edilmez). Her iki olguda da implant se¢imin-
de son yillarda en sik kullanilan alloplastik
materyaller olup komplikasyon oraninin di-

Turkish Journal of Orthodontics 2010;23:71-85

Preference of Alloplastic Implant

In first case, alloplastic implants were pre-
ferred by reasons of their easier application
than otologous bone grafts without bone graft
requirement and donor site morbidity. The
reasons for selecting alloplastic implants we-
re of their various shapes and sizes and of
lack of resorption possibility compared to
otologous bone grafts (32). In second case,
implant was preferred instead of osteotomi-
sed genioplasty. The amount of advancement
of chin with osteotomy may be limited due to
the symfisial thickness and it cannot be eno-
ugh. In second case, the symphisial thickness
were larger than the planned amount of ad-
vancement (9 mm), but it might be not enough
for the maintenance of the bone segments
which had separated and repositioned (33,
34), and the implants were decided to use.

Two factors are important in alloplastic
implant choice. The first one is the own-pro-
perties of the material (density of the materi-
als, ease of application, tissue reaction, extru-
sion rate and ease of removal), and the se-
cond one is the properties of the site where
the implant would be placed. For example, if
there is predisposition of the implant region
to infection alloplastic materials are not pre-
ferred. Porous polyethylene implants were
preferred in our cases. These implants are the
most frequently applied alloplastic materials
and complication rates are reported to be
low. But when they are infected or when the
patients want them to be removed because of
dissatisfaction of their new appearance, its

Tablo 2: Olguya ait

sefalometrik 6l¢im degerleri

Table 2: Cephalometric

measurements of the case 2.
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stk oldugu bildirilen gozenekli polietilen
implantlar secilmistir. Ancak enfeksiyon veya
goruntl hosnutsuzlugu nedeniyle implantin
¢tkmasinin gerekli oldugu durumlarda goze-
nekli polietilen implantlarin delikli yapisinin
fibroz doku ile birlesmesi sonucu zor oldugu
bildirilmistir (35). Yaremchuk (28), 162 hasta-
da yerlestirdigi 307 implantla yaptigi 11 yillik
tecrlibesinde %1 enfeksiyon, %4 aciga ¢cikma
komplikasyonu bildirmistir. Bu calismada yer
olan birinci olgunun klinik ve sefalometrik
olarak iki yillik takibinde herhangi bir komp-
likasyon goriilmemis, ikinci olgu da herhangi
bir sikayet ile klinigimize bagvurmamistir.

implantlarin sekil ve boyut secimlerinde
dikkat edilmesi gereken nokta ise hastanin ih-
tiyac duydugu miktari iyi tanimlamaktir (26).
Sefalogramlar ve klinik 6lctimler ile en uygun
boyut ve genislikte olani secilmelidir. Bu se-
¢imde hastanin yiiz yapisi 6nem tasir; rne-
gin uzun ve dar ylzl olan bir hastada genis
bir implant kullanilmasi koseli ve erkeksi bir
cene ucu gortintistine neden olur ve bu 6zel-
likle daha yuvarlak ve kiictik ¢cene ucuna sa-
hip kadinlarda istenmeyen bir durumdur. Bu-
na karsilik cene ucu normal veya yumusak
hatli olan erkeklerde uygulama daha ‘erkeksi’
hatlara yol acabilir. ikinci vakamizda kullani-
lan uygun boyutlu implant ile dengeli ve es-
tetik bir gortnti icin gerekli yiiz konturlari
olusturulmustur.

Birinci Olgu (Paranasal implantlar

Kullanimi)

Birinci olgumuzda, hafif diizeyde (st cene
geriligi, alt cene ileriligi ve acik kapanis mev-
cuttu. Ust cenenin geri oldugu Sinif II-
I acik kapanis olgularinda klasik tedavi st ce-
nenin Le Fort | osteotomisi ile ilerletilmesi, go-
mulmesidir (36,37,38). Fakat lst cenenin go-
miilmesi sonucu alt ¢ene otorotasyona ugrar
ve alt cenenin 6n-arka yon konumu belirginle-
sir. Bu belirginlesme alt ¢enenin geri oldugu
vakalarda avantaj iken, alt ¢enenin konumu-
nun normal ya da ileri oldugu olgularda deza-
vantaj olusturur. Bu nedenle ve alt ve st dis-
lerin okluzyonunun saglanmasi icin ilave ola-
rak alt cene cerrahisi de gerekebilir. Birinci ol-
guda her iki ceneyi ideal konuma getirmeyi
saglayan cift cene cerrahisi yerine komplikas-
yon riskinin daha az olmasi, kisa ameliyat su-
resi ve uygulama kolayligi nedenleriyle tek ce-
ne cerrahisine karar verildi ve ileri konumdaki

Gulsen, Findikcioglu, Yavuzer

removal is difficult owing to their union with
fibrous tissue because of their porous structu-
re (35). Yaremchuk (28) have reported 1% in-
fection and 4% exposure from skin or muco-
sa complications in his 11 years experience
with 307 implant applications in 162 pati-
ents. The resorbable plates disappear by re-
sorbing from the region. In this study, any
complication was not seen two years cepha-
lometric and clinical follow-up of case one.
Second case did not apply for any complian-
ce about implant to our clinic.

The Choice of the Size and Amount of

Implants

One of the most important things to be ca-
reful about is to define the amount that the pa-
tient needs (26). The most adequate one of the
chin implants having different width and di-
mension should be selected. Patients’ facial
structure is important in this selection; for
example, using a wide implant in a patient
with a narrow and long face causes an angled
and masculine chin appearance and this is
not preferable in women with small chins. On
the other hand, application of wide implants
to men with normal or smooth chin contours
leads to a masculine appearance. Nine mm
advancement was used for a balanced and
esthetic image in our second case and more
balanced facial contours were achieved.

First Case (The Use of Paranasal Implant)

In first case, slight maxillary retrusion,
slight mandibular protrusion and openbite
were present. The conventional treatment in
Class lll malocclusion with openbite and with
maxillary retrusion is Le Fort | maxillary im-
paction with maxillary advancement (36, 37,
38). But due to the maxillary impaction, lower
jaw move in the anti-clock wise rotation and
the antero-posterior position of lower jaw be-
comes more prominent. This prominent posi-
tion may be an advantage in cases with man-
dibular retrusion, while it is disadvantage in
the cases with normal or protrusive mandible.
That's why additional mandibular surgery can
add to the maxillary surgery to be able to ha-
ve good occlusion. In first case one-jaw sur-
gery was preferred due to the short operation
time, easier application and lower risk of
complication instead of bimaxillary surgery to
be able to obtain ideal position, and protrusi-

Tiirk Ortodonti Dergisi 2010,23:71-85
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alt cene geriye alindi. Ust cenenin hafif diizey-
deki geriligine bagli olarak olusan perialar bol-
gedeki yetersizligin ise implantlar ile duzeltil-
mesi tercih edildi. Boylelikle ideal bir diizelt-
me icin gerekli olan st ¢cene ilerletme ihtiya-
ci ortadan kaldirilmis oldu.

Paranazal implantlar maksiller hipoplazisi
olan orta yiz konkaviteli hastalarda, okluz-
yonu normal yada ortodontik tedavinin yapil-
dig1 fakat orta ytiz konkavitesinin devam etti-
gi hastalarda kullanilabildigi gibi, normal ok-
luzyonu olan travmaya bagli gelisen “dish fa-
ce” deformitesinde ve dudak damak yarigi ol-
gularinda kullanilabilmektedir (25, 31, 32).

Perialar bolgedeki ilerletme sefalometrik
olarak sayisal dizeyde olciilememis sadece
burun alar kurvatiir cizgisinin burun ucu ile
olan mesafesi degerlendirilebilmis ve bu mesa-
fenin azaldigi bulunmustur. Sonug olarak bu
olguda daha dengeli bir profil olusmustur. Has-
tanin iki yilhk takibinde gerek stabilite gerekse
implant ile ilgili bir komplikasyona rastlanma-
mistir. Buna ragmen daha uzun streli takibi so-
nuclarin giivenirliligi icin daha yararlidir.

ikinci Olgu (Cene Ucu implanti

Uygulamasi)

Uygun secimli hastalarda (6rnegin okluz-
yonun iyi oldugu fakat ¢ene ucunun silik ol-
dugu olgularda) cene ucu implanti uygula-
masi ile alt cene osteotomisine yada kemik
kesilerinin yapildigi genioplastiye gerek du-
yulmadan daha basit bir cerrahi yontemle ile
ameliyata bagli daha az sikayet ve tatmin edi-
ci yumusak doku yiiz gorinttsu yaratilabilir.
Ayrica ilerletme ihtiyacinin fazla oldugu fakat
simfiz kalinhginin kemik genioplasti icin ye-
terli olmadigi bireylerde implantlar, istenilen
sekil ve boyutlari sunmalari ile iyi bir sece-
nektir. ikinci olgumuz icin ideal tedavi yonte-
mi ortodontik tedavi ve cift cene cerrahisi
kombinasyonu olmasina ragmen hastamiz
cift cene cerrahisi ve ortodontik tedavi sece-
negini ya da sadece ortodontik tedavi ile bir-
likte uygulanabilecek cene ucu ilerletme te-
davi secenegini (39) istemedi. Ortodontistin
gorevi bireyin estetik kaygisi daha belirgin ol-
sa da mevcut dentofasiyal ve okluzal anoma-
liyi en dogru sekilde tedavi etmektir (40) ve
iyi bir okluzyon ve fonksiyon iyi bir fasiyal
harmoni dahilinde birincil hedeftir (41). Fa-
kat bazi hastalar icin ortodontik tedavi stireci
oldukca uzun ve zahmetli bir yol olarak algi-
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ve mandible was retruded. Perialar insuffici-
ency due to the maxillary retrusion was selec-
ted for augmentation via implants. So the re-
quirement of maxillary advancement for ideal
correction was eliminated.

Paranasal implants can be used in mid-fa-
ce concave patients having maxillary hypop-
lasia, mid-face concave patients having nor-
mal occlusion or in the case of mid-face con-
cavity is still present after orthodontic treat-
ment, in trauma-induced “dish-face” defor-
mity having people with normal occlusion
and in cleft lip nose cases (25, 31, 32).

The augmentation of the perialar region
was not measured quantitatively, the distance
between the alar curvature and nasal tip was
evaluated was obtained and this distance dec-
reased. As a result, in this case more balanced
face occurred. Two vyears follow-up, any
complication about stability and implant was
not found. However long term follow-up is re-
quired to have more valuable information

Second Case (The Use of Chin Implant)

In an appropriate patient (for example, in
a patient with indistinctive chin but a good
occlusion), it is possible to achieve a good
soft tissue facial appearance results with an
easier surgery without need of lower jaw os-
teotomy/osteotomized genioplasty by using
adequately selected alloplastic implants. Ad-
ditionally, genioplasty with osteotomy is not
enough when we are in need of a high amo-
unt of advancement due to the symphisial
thickness was not enough for advancement;
but alloplastic materials allow advancement
with the desired sizes and shapes. Although
the ideal treatment was the combination of
bimaxillary surgery and orthodontic treat-
ment in case two, the patient did not want
the bimaxillary surgery and the orthodontic
treatment which was the required for an ide-
al dentofacial outcomes or the combination
of the orthodontic treatment and chin imp-
lant (39). The task of the orthodontist is to tre-
at to the individual in the basis of ideal func-
tion and aesthetic proportion who has the
dentofacial anomaly, occlusion problem and
prominent aesthetic concerns (40). A good
occlusion and function with the good facial
harmonic outcomes are the primary goal of
the orthodontist (41). However, some patients
find orthodontic treatment periods long and
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lanir. Tyi bir hasta hekim iliskisi ve diyalog bu
streci ve ortodontik tedaviyi basarili kilmasi-
na ragmen (42) dentofasiyal anomaliye sahip
her hasta ideal tedavi yontemi igin ikna edi-
lemeyebilir. Ozellikle ortognatik cerrahi ge-
rektiren bireyler icin bu stire¢ cok korkutucu

ve

riskli olarak algilanabilmektedir. Bu ne-

denle ortodontistler bazen ideal tedavi istegi
ile hastanin istegi arasinda kalabilmektedir.
Boyle bir olgu olan ikinci hastamizda kazan-
dirabilecegimiz daha iyi bir yiz dengesi
amaciyla cene ucunun ilerletilmesine karar
verildi. Bu amacla implant kullanimi secildi.

SONUC
Sonug olarak, yliz implantlar uygun vaka-

larda kullanildiginda uygulamasi kolay ve so-
nuclar ¢ok tatminkar bir yontemdir ve orto-
dontik tedaviyi dentofasiyal estetige yaptigi
katki nedeniyle ilgilendirebilir. Her iki vaka-
nin iki yillik takibinde herhangi bir kompli-
kasyona rastlanmamistir.

Gulsen, Findikcioglu, Yavuzer

perceive orthognathic surgery as a terrifying
procedure. A good relationship and dialog
between the patient and orthodontist make
easier and successful the orthodontic treat-
ment period (42), however, every patient
with dentofacial anomaly cannot be convin-
ced for an ideal treatment. Especially when
the patients required orthognathic surgery,
this period seems difficult and too risky. For
this reason, sometimes orthodontists could
not decide what to do: the ideal treatment or
to do the patients” wishes.

CONCLUSION
In conclusion, facial implants, if used in

proper cases, are easy to apply and have low
complication rates with satisfactory results
and facial implants can relate to the ortho-
dontic treatment with its aspect of the contri-
bution to the dentofacial aesthetic. Any
complications haven’t been observed in the
two years follow-up of our patients.
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