	SORULAR ÜZERİNDE İNCELEMELERİMİZ DEVAM ETMEKTEDİR!!!


2017 DUS HATALI SORULAR
Protetik Diş Tedavisi
Klinik Bilimler 12. Soru: 


I.
Ah-hattı, hamular çentikler arasındaki vibrasyon çizgisidir. 
II.
Vibrasyon hattı, sert damakta yer alır.
III.
Maksiller tüberleri içine alır.

Maksiller tam protezin posterior sınırıyla ilgili yukarıdaki ifadelerden hangileri doğrudur?

A)
Yalnız I
B)
Yalnız II
C)
I ve II
D)
I ve III
E)
I, II ve III
Doğru cevap: D ve E

Soruda vibrasyon hattının lokalizasyonu sorgulanmak istenmiş, ancak sert damak üzerinde belirleme yapılırken klinik sert damak mı yoksa anatomik sert damak mı olduğu belirtilmemiştir. 

Ah hattı veya posterior kenar, klinik yumuşak damak üzerinde, hareketli- hareketsiz mukozanın birleşim yerinde hareketsiz mukoza üzerindedir. Her iki taraftaki hamular çentikleri birleştirir. Titreşim hattı sert ve yumuşak damak birleşiminin posteriorunda konumlanır. Hermetik kapama yumuşak damağın yastık etkisi sayesinde sağlanır. Vibrasyon hattı, hareketli ve hareketsiz dokular arasında sınır olarak görev yapar.
Bu durumda II. öncülde net bir belirleme yapılmadığı için, cevap hem D hem de E seçeneği olmaktadır.
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	Texbook of Complete Dentures  2009, 6. Edition Sayfa: 33 , 6. Baskı (elektronik baskı) (Arthur O.Rahn, John R. Ivanhoe, Kevin D. Plummer)



Protetik Diş Tedavisi
Klinik Bilimler 16. Soru: 


Swing-lock tasarımına sahip hareketli bölümlü protezlerde, hangi ana bağlayıcı tasarımın modifiye edilmiş şekli kullanılır?

A)
Lingual bar
B)
Lingual plak
C)
Sublingual bar
D)
Labial bar
E)
Kesintili lingual plak
Doğru cevap: B

Swing-lock protez dizaynlarında kullanılan temel ana bağlayıcı türü lingual plak olduğu için, bu tasarım lingual plağın modifikasyonu olarak görev yapar. Protez tasarımın içinde yer alan labial bar ise, kroşelerin yerleşmesi ve kilit mekanizması amacıyla kullanılmaktadır.

Swing –lock protezler, bir tarafta ana bağlayıcı olan lingual plağa menteşeyle bağlanan labial bar, diğer tarafta ise kilit ya da mandal sisteminden oluşan tasarımlardır. Protezin destekleme görevini ise, tırnaklar gerçekleştirmektedir.

Bu tasarımlar, mevcut dişlerin periodontal açıdan zayıf olduğu, yaygın mobilite ve şüpheli prognoza sahip olan vakalarda tercih edilir ki bu açıdan en fazla tercih edilen alt çene ana bağlayıcısı indirekt tutuculuğa katkısı sebebiyle,lingual plaktır. Sistemde yer alan labial bar ise, menteşe ve kilit parçası ile lingual plak üzerinde yer almaktadır. 

Bu durumda doğru cevap,  lingual plak olmalıdır.
	[image: image2.emf]

	McCracken's Removable Partial Prosthodontics 2016 Sayfa: 36, 13. Baskı 
(elektronik baskı) (Alan B. Carr, David T. Brown)
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	McCracken's Removable Partial Prosthodontics 2016 Sayfa: 37, 13. Baskı 
(elektronik baskı) (Alan B. Carr, David T. Brown)


Bu nedenle sorunun bildirilen cevabı hatalıdır. Yukarıdaki taramada ilgili kitap referansları belirtilmektedir.

Protetik Diş Tedavisi
Klinik Bilimler 19. Soru: 

I.
Mandibulanın horizontal eksendeki hareketi sagital düzlemde gerçekleşir.

II.
Mandibulanın horizontal düzlemdeki hareketi vertikal eksen etrafında gerçekleşir.

III.
Mandibula sağa laterale hareket ettiğinde, sol kondil ileri doğru hareket eder. 

IV.
Mandibulanın horizontal düzlemdeki hareketi sırasında, rotasyon merkezi çalışan taraf kondilinden geçer.

Mandibulanın hareketleriyle ilgili yukarıdaki ifadelerden hangileri doğrudur?

A)
I ve II
B)
III ve IV
C)
I, II ve III 
D)
II, III ve IV
E)
I, II, III ve IV
Doğru cevap: E

Soruda mandibuler hareket sırasında çalışan ve dengeleyen kondilin hareket paternleri sorgulanmak istenmiş, ancak cevap kısmında çalışan taraf kondilinin rotasyon yaptığı bilgisi gözden kaçmıştır.

Mandibulanın lateral hareketi sırasında çalışan taraf kondiline ‘dönen’ yani ‘rotating’ , karşı taraftaki dengeleme kondiline ise ‘dolaşan’ yani ‘orbiting kondil’ adı verilir. Be nedenle çalışan tarafta meydana gelen hareketin esasını rotasyon oluşturmakta olup, hareketin merkezi çalışan tarafta yer almaktadır. Çalışan taraftaki kondilin diğer adının ‘rotating kondil’ olduğunu bilen bir kişi, direkt olarak cevabın bu olduğunu düşünerek olumlama yoluna gidecektir ve mandibulanın hareket mantığı da açıkça bunu gerektirmektedir. Bu nedenle, sorunun doğru cevabı I, II, III ve IV şeklinde tüm öncülleri dahil edecek şekilde düzeltilmelidir.
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	Management of Temporomandibular Disorders and Occlusion 7Ed. 2013,Sayfa:68, 7.baskı(elektronik baskı)  (Jeffrey P. Okeson)


Bu nedenle sorunun bildirilen cevabı hatalıdır. Yukarıdaki taramada ilgili kitap referansı belirtilmektedir.

Klinik Bilimler 21. Soru: 

I.

Ameloblastik fibrom
II.
Miksom
III.
Skuamöz odontojenik tümör
IV.
Eozinofilik granülom

Yukarıdaki lezyonlardan hangilerinin marjinal veya parsiyel rezeksiyonla tedavi edilmesi önerilir?

A) 
I ve IV

B) 
II, III ve IV

C) 
II ve IV

D) 
I, III ve IV

E) 
II ve III
Doğru cevap: YOK

Soru mantığında lokal agresif biyolojik davranış sergilemesinden dolayı radikal cerrahi tedavi (marjinal yada segmental rezeksiyon) gerektiren çene lezyonlarının ayırt edilmesi hedeflenmekle birlikte; seçeneklerin yanlış oluşturulması, bu kadar güzel bir soruyu yanlış hale getirmiştir.
Rezeksiyon, tümörlerin cerrahi tedavisinde kullanılan ve tümörün etrafındaki etkilenmeyen doku sınırı ile çıkarılmasını tanımlayan tedavi metodudur. Marjinal (segmental) rezeksiyon ve parsiyel rezeksiyon, benign ancak lokal agresif tümörlerin cerrahi tedavisinde uygulanır.

Soruda lokal agresif biyolojik davranış göstermesi nedeniyle rezeksiyon ile tedavi edilmesi gereken lezyonlar sorgulanmıştır. Belirtilen lezyonlar içerisinde gerçekten lokal agresif biyolojik davranış sergileyen, dolayısıyla tedavi seçeneği olarak lezyonun radyografik sınırlarının ötesinde, marjinal ya da parsiyal rezeksiyonla tedavi edilmesi gereken tek lezyon odontojenik miksomadır.

Bu durumda doğru cevap olması gereken “Yalnız II” ise seçeneklerde yoktur.

ÖSYM’nin doğru cevapta olarak belirttiği skuamöz odontojenik tümör, güncel textbooklar (Oral Pathology Clinical Pathologic Correlations Seventh edition, Oral and Maxillofacial Pathology Third edition) ve Dünya Sağlık Örgütünün 2017 yılında yayınladığı odontojenik tümörlerin yeniden sınıflandırıldığı raporunda (WHO Classification of Head and Neck Tumors, IARC,  4th Edition , Lyon 2017, Page 219,220) nüks olasılığı düşük lezyon olarak tanımlanmakta ve tedavisinde konservatif lokal eksizyonlar ve küretaj önerilmektedir. Yani daha radikal bir yöntem olan rezeksiyona ihtiyaç yoktur.(Referans 1 ve 2).

Sorudaki diğer lezyonların tedavi seçeneklerini değerlendirecek olursak; 

Özellikle çocukluk döneminde saptanan küçük ve asemptomatik ameloblastik fibromalar konservatif cerrahi ile(küretaj/enükleasyon) ile tedavi edilir(Referans 3).

Langerhans hücre hastalıklarından çene kemiklerinde görülen eozinofilik granülomada başlıca tedavi seçeneği küretajdır. (Referans 4)

· Aşağıda referans verilen kitapların ekran görüntüleri verilmiştir.

	[image: image5.jpg]Squamous Odontogenic Tumor

Because squamous odontogenic tumor involves the alveolar
process, the lesion is believed to be derived from neoplastic
transformation of the rests of Malassez. It occurs in the
mandible and the maxilla with equal frequency, favoring
the anterior region of the maxilla and the posterior region
of the mandible. Multiple lesions have been described in
about 20% of affected patients, as have familial multicen-
tric lesions.

The age range for this tumor extends from the second
through seventh decades, with a mean age of 40 years.
There is no gender predilection. Patients usually experience
no symptoms, although tenderness and tooth mobility have
been reported. Radiographically, this lesion typically is a
well circumscribed, often semilunar lesion associated with
the cervical region of roots of teeth. Microscopically, it has
some similarity to ameloblastoma, although it lacks the
columnar peripherally palisaded layer of epithelial cells
(Figure 11-30). Although proliferation is robust, some
similarity to proliferating odontogenic rests has been noted.

n





Referans 1: Regezi JA, Sciubba JJ, Jordan RCK. Oral Pathology: Clinical Pathologic Correlations 7th Ed. St. Luis 2017, Elsevier, Page: 279 
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Definition

‘Squamous odontogenic tumour (SOT) is
2 benign epithelial odontogenic tumour
in which the tumour cells show terminal
‘squamous differentiation.

1CD-0 code a31210

SOTs are rare neoplasms, with < 50 cas-
es published. They show a wide patient
age distrioution, with a mean age of
about 38 years. The male-to-female ratio
is 1.8:1 {119),

Localization
Most SOT present as single intraosseous
tumours. The maxila and mandible are
affected equally, and there is a predilec-
tion for the anterior maxill and posterior
mandible. Rarely, multfocal and extracs-
‘seous tumours have been reported {1024,
1624).

presence of bony expansion s a function
of the duration of the tumour. Affecied
teeth may become mobile.
Radiographically, most lesions present &5
unilocular radiolucencies, although mult-
locularity has been reporied. Mot lesions
show continuity with one or more tooth
foots. One of the more characieristic ra-
diographical presentations s a Wrianguiar
radiolucency between teeth showing foot
divergence. with the base of the triangle
towards the oot apices (1151). Lesions
may or may not show cortication in their
margins. Root resorption is rare. A single
‘case of squamous cel carcinoma in asso-
ciation with SOT has been reported (1079).

Macroscopy
Most lesions are curetted and show non-
descript fragments of soft tissue.

Histopathology
The tumour consists of islands of bland
terminally differentiated squamous epi-
thelium of varying shape and size. The

The peripheral layer of cells is charac-
teristically flattened. Centrally, there is a
tendency for microcystic degeneration,
individual cell keratinization, and calcifi-
cation. Mitoses are rarely encountered.
The tumour can be misdiagnosed as
ameloblastoma, acanthomatous or des-
moplastic variants, or squamous cell car-
cinoma, but it does not have peripheral
palisading with reverse nuclear polarity,
and the cytological features are bland.
Proliferations with microscopic features
similar to those of SOT have been re-
ported in the walls of odontogenic cysts,
but these proliferations do not develop
into SOTs, and have been called SOT-like
proliferations (2643).

Genetic profile

NOTCH receptors and their ligands may
play a role in the cytodifferentiation of
SOT {2172).

Genetic susceptibility
Genetic susceptibility is minimal. An iso-




Referans 2: WHO Classification of Head and Neck Tumors , IARC,  4th Edition, Lyon 2017, Page 219,220
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Referans 3: Regezi JA, Sciubba JJ, Jordan RCK. Oral Pathology: Clinical Pathologic Correlations 7th Ed. St. Luis 2017, Elsevier, Page: 286, 287
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Referans 4: Regezi JA, Sciubba JJ, Jordan RCK. Oral Pathology: Clinical Pathologic Correlations 7th Ed. St. Luis 2017, Elsevier, Page: 307, 308 
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Chopter 15 ODONTOGENIC CYSTS AND TIMORS

features. Small microcysts are sometimes observed
‘withinthe epithelal slands. Laminated calcfied bodies
and globular cosinophilc structures, which do not
stain for amylotd, are present within the epithelium in
some cases.The former probably represents dystrophic
calcfication, the nature of the ltte 1s unknown.
Islands of pithelum hat closely resemble thase of
the squamous odontogenic tumor have been observed
‘within the fibrous walls of dentigerous and radicular
cysts. These have been destgnated as spuamous odorto-
geric tmorlke profferattons i odontogenic cysts. These.
lands do not appear to have any signifcance relative
{othe behavior of the.cys. and evalation of the .
cal radiographic, and histopathologic features should
permt difleetaton rom a squamous odontogerc

e publshed reports some squamens odontogeric
tumors have been misdiagnosed iniially as ameloblas-
tomas,resultng in unnecessary radical surgery.

TREATMENT AND PROGNOSIS

structures. This may be because of the porous, spongy
nature of the maxillry bone. The mulficentric lesions
have typically exhibited a les aggressive, almost ham-
artomatous behavtor when compared with solitary
Tesions. A well.documented_example of apparent

problems in lassfcation. Some of these lesions show
varying degrees of Inductive effct by the epitheltum
onthe mesenchyme, eading othe formation of varying
‘amounts of enamel and dentin. Some of these lesions
(the common odontomas) are clearly nonneoplastic
developmental anomalie: ofhers appear to be true
‘neoplasms. The nature of others s uncertain.
Insomeistances,teisopatilog dings s

Araglar

Fig. 15:98  Ameloblastic broma. Reatve disrbution of
melobiastic broma inthe s

graphic features often are of consderable assistance In
‘making this distinction.

AMELOBLASTIC FIBROMA

‘The ameloblastc fibroma is considered (o be a true
‘mixed tumor inwhich the epithelial and mesenchymal
ssues are both neoplastc. It s an uncommon tumor,
but the data regarding tts frequency are diffcult to
evaluate because (particularly in earller reports) some
lestons that were ‘as ameloblastc fibroma
‘may actually have represented the early developing
stage of an odontoma.

CLINICAL AND RADIOGRAPHIC
FEATURES
Ameloblastic_fibromas tend to occur In_ younger
‘most lesions are diagnosed in the first two
decades of Iife. This lesion, however, is occasionally
encountered n middle-aged patiens. The tumor is
slightly more common tn males than tn females. Small
‘ameloblasic fbromasare asymptomaticlarger fumors
are assoctated with swellng of the Jaws. The posterior
‘mandible 1s the most common site; about 70% of all
cases are located in this area (Fg, 15-98). Convincing
‘examples of thistumor artsing within the gingiva soft
tssue have only recently been described, but this
‘appears o represent a rare phenomenon.
Radlographically,ether a unllocular o mutlocular
radiolucent lesion is seen, with the smaller lesions
tending to be unilocular. The radiographic margins
tend to be well defined, and they may be scleotic. An
‘umerupted tooth is assoctated with the leston tn about
75% of cases (Fig. 15-99). The ameloblastc fibroma
may grow to a large stze, and cases that imvolve @
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	Oral and Maxillofacial Pathology, Neville, Damm, Allen, Bouquot, Third edition, 
Sayfa: 719


Sorudaki lezyonlar arasında rezeksiyonla tedavi edilmesi gereken tek lezyon odontojenik miksomadır. Seçenekler arasında “Yalnız II” seçeneğinin bulunmaması nedeniyle soru hatalıdır. Yukarıdaki taramalarda ilgili kitap referansları belirtilmektedir.
Ortodonti
Klinik Bilimler 52. Soru

Mandibulanın prenatal dönemde büyüme ve gelişimiyle ilgili aşağıdaki ifadelerden hangisi yanlıştır?

A)
Mandibula, kendisine dayanak teşkil eden Meckel kıkırdağının yanında kemikleşmeye başlar.

B)
Mandibulanın embriyonik dönemde kemikleşmesi intramembranöz olarak gerçekleşir.

C)
Meckel kıkırdağının kalıntıları, orta kulak kemiklerine dönüşür.
D)
Meckel kıkırdağının perikondriyumu, sfenomandibular ligament olarak kalır.

E)
Kondil kıkırdağı doğumdan sonra 1. yılda mandibular ramus ile birleşir.

Doğru cevap: B ve E
Soruda büyüme ve gelişim ile igili temel embriyolojik özellikler sorgulanmış fakat B şıkkındaki önerme eksik kaldığı için hatalı olarak çift cevap ortaya çıkmıştır.
Mandibula prenatal dönemde birinci faringeal arkustan köken alan Meckel kartilajının etrafında intramembranöz kemik kondensasyonu ile kemikleşmeye başlamaktadır. Meckel karilajı mandibulaya sadece desteklik yaparak intrauterine dönemde büyümeye katkıda bulunmakta ve 24. Haftada degrade olarak perikondriyumu sfenomandibular ligament ve kendisi ise iki orta kulak kemiği olan malleus ve incusu oluşturarak kaybolmaktadır. Bu sırada mandibulanın dorsal bölgesinde sekonder kartilaj olarak intrauterin 10. cu haftada kondil kartilajı oluşmaktadır. Kondil kartilajı daha sonra intrauterin 4.ayda mandibular ile birlişerek büyüme ve gelişim faaliyetine devam etmektedir. 

Soruda temel önermelerden birisi olan ‘’mandibula intrauterine dönemde intramembranöz kemikleşmektedir.’’ Ifadesi tam olarak doğru bir önerme değildir çünkü seconder kartilaj olan kondil kartilajı intrauterine ve postnatal dönemde endokondral gelişim göstermektedir (Contemporary Orthodontics 2012 Sayfa: 35  William R Proffit, Henry W. Fields, David M. Sarver). 

Bu bakınmdan bilimsel olarak soruda çift cevap söz konusudur. Mandibula intrauterine ve postnatal dönemde endokondral olarak da kemikleşebilmektedir. Korpusta intramembrabnöz kemikleşme mevcut iken kondiler gelişimde esas olarak endokondral kemikleşme rol oynamaktadır (Contemporary Orthodontics 2012 Sayfa:35 William R Proffit, Henry W. Fields, David M. Sarver). 
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Near the outer end of each epiphyseal plate is a zone of
actively dividing cartilagecells. Some of these, pushed toward.
the diaphysis by proliferative_activity bencath, undergo
hypertrophy, secrete an extracellular maix, and eventually
degenerate s the matrix begins to mineralize and then is
rapidly replaced by bone. As long a the rate at which carti-
lage cels proliferate i equal 1o o greater than the rate at
which they mature, growth will continue. Eventually,
however, toward the end of the normal growth period, the
rate of maturation exceeds the rat of prolifcation, the last
of the cartilage is eplaced by bone, and the epiphyseal pate:
disappears. At that point, the growth of the bone s complee,
except for surface changes in thickness, which can be pro-
duced by the periosteum.

Endochonral ossification also occurs a the mandibular
condyle, which superficially looks like half an epiphyseal
plate (Figare 2:20, B and ). As we will see, however, the
cartilage of the condyle does not behave like an epiphyscal
plate—and the difference is important in understanding
mandibular growih.

Not all bones of the adult skeleton were represented in
the embryonic cartilaginous model, and it is possibe for
bone to form by secretion of bone matrix dircetly within
connective tissucs, without any intermediate formation of
cartilage. Bone formation of this type i called ntramembra-
iion. This type of bone formation occurs n the
cranial vault and both jaws (Figure 2-21).

ITTTZZTI The bones ofthe sallof a 12-week-id s, drawn
tom  cleared azain-siained specimen. Redrawn from Satler W,
Langman J. Langman's Medical Embrydogy. th ed. Phiadephia:
Uppincat Willams & Wakin; 2003)

Chapter 2 Concepts of Growth and Development 35

Early in embryonic e, the mandible of higher animals
developsin the same area a the cartilage of the firs pharyn-
geal arch—Meckel's cartilage. 1t would seem that the man-
dible should be a bony replacement for this cartlage in the
same way that the sphenoid bone bencath the brain replaces
the cartlage in that area. In fact, development of the man-
dible begins 22 condensation of mesenchyme just lateral o
Meckels cartilage and proceads entircly by intramembra-
nous bone formation (Figure 2-22). Meckel’ artilage disin-
tegrates and largely disappears as the bony mandible
develops. Remnants of ths cartlage are transformed into a
portion of two of the small bones that form the conductive
ossicls of the middle car but not into a significant part of
the mandible. i perichondrium persists 5 the sphenoman-
dibular igament. The condylar carilage develops initially as
an independent secondary cartilage, which is separated by a
considerable gap from the body of the mandible (Figure
2.23) Early in fetl life,it fuses with the developing man-
dibular ramus.

“The maxilaforms initially from acenter of mesenchymal
‘condensation in the maxillry process. This area is located
o the latera surface of the nasal capsule, the most anterior
part of the chondrocranium, but endochondral ossfication

Mockels carage

Iferioraveolar norve.

e ste ol

Diagrammatc represetaton of e relation of il
bone formation in the mandie to Meckel' cartlage and the inferior
‘aeolar nerve. Bone fomation begins just lteral to Meckers carttage
‘and sreads posteioy along it without any dirct replacement of the
carttage by the newy foming bon o the mandie. Redrawn rom Ten
Cate AR, Oral Histology: Development, Stucure, and Function. S e

‘St. Louis: Mesby; 1998)
7 @
)
c

‘The condtar catlage (be) devologs il as a
separate rea of condensation fom tht of the badyofthe mandble and
ony laer i incorporated witin . A, Soparat areas of mesenchymal
condensatio at 8 weeks. B, Fusion of the cariage wit the mandbutar
body at 4 months. €, Stuation a it (educed to scale.

A





Contemporary Orthodontics 2012 Sayfa: 35
(William R Proffit, Henry W. Fields, David M. Sarver)




Soruda mandibulanın sadece intramembranöz kemikleştiği önermesi soruda bilimsel olarak hata oluşturduğundan soru hatalıdır. İlgili referans kitabın görüntüleri ise üst kısımda gözükmektedir. 
Ortodonti
Klinik Bilimler 57. Soru


Aşağıdakilerden hangisi Sınıf II maloklüzyonların tedavisinde kullanılan fonksiyonel apareylerin olası klinik etkilerinden biri değildir?

A)
Maksiller kesicilerin geriye doğru eğimlenmesi

B)
Maksillanın sagital yönde öne doğru gelişiminin sınırlanması

C)
Mandibular bukkal dişlerin mezial erüpsiyonu
D)
Mandibulanın sagital yönde öne doğru hareketi

E)
Alt ön yüz yüksekliğinin azalması
Doğru cevap: YOK
Soruda fonksiyonel apareylerin ‘’olası’’  etkileri sorgulanmıştır fakat aparey tipinin sabit yada hareketli olup olmadığı bilgisine yer verilmediği için soru netlikten uzaklaşmıştır. 
İskeletsel sınıf 2 maloklüzyonların erken dönemde tedavisinde fonksiyonel apareyler tercih edilmektedir, özellikle mandibular retrognatiye bağlı sınıf 2  maloklüzyonlarda fonksiyonel apareyler uygun gelişimin yakalanması ve diferansiyel büyüme ile maloklüzyonun tedavisinde sıklıkla kullanılan apareyler arasındadır. 

Soruda fonksiyonel apareyin olası etkisi olmayan sorgulanmıştır fakat bilindiği üzere fonksiyonel apareyler sabit ve hareketli olmak üzere iki ayrı sınıfta incelenmektedir. Sabit fonksiyonel apareyler (Contemporary Orthodontics 2012,Sayfa: 308, William R Proffit, Henry W. Fields, David M. Sarver) özellikle alt yüz yükseliği artış gösteren hastalarda kullanılabilirken alt yüz yüksekliği azalmış hastalarda posterior maksiller dişlerde intrüzyona sebep olduğu için uygun tedavi sonuçları elde edilmesini engellemektedir (Contemporary Orthodontics 2012,Sayfa: 517, William R Proffit, Henry W. Fields, David M. Sarver). 

Bu bakımdan soruda sadece fonksiyonel aparey olarak tedavi etkinliği sorgulandığı için ve sabit yada hareketli ayrımı yapılmadığı için bilimsel olarak hatalı sonuçlara varılması olası hale gelmiştir. Verilen önermelerin hepsi fonksyonel aparey kullanımı ile (sabit yada hareketli) elde edilebilecek değişikliklerdendir (Graber, Vanarsdal, Vig, Huang, Orthodontics Current Principles and Techniques, 6th edition, Chapter 16, Sayfa: 424). 
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problem, of course, is that a patient who had excessive face
height and mandibular prognathism would not be a good
candidate for this type of treatment—and two-thirds of the
prognathic patients of European descent have a long face as
well.

It is fair to say that controlling excessive mandibular
growth is an important unsolved problem in contemporary
orthodontics. At this point, we simply cannot restrain man-
dibular growth with anything like the effectiveness of similar
treatment for the maxilla.

Augmentation of Mandibular Growth

Onthe other hand, the condyle translates forward away from
the temporal bone during normal function, and the man-
dible can be pulled into a protruded position and held there
for long durations with moderate and entirely tolerable
force. If the current theory is correct, that should stimulate
growth. Arguments have raged for many years over whether
it really does. If growth stimulation is defined as an accelera-
tion of growth, so that the mandible grows faster while it is
being protruded, growth stimulation can be shown to occur
for many (but not all) patients (see Figure 7-13). If stimula-
tion is defined as producing a larger mandible at the end of
the total growth period than would have existed without
treatment, it is much harder to demonstrate a positive effect.
Many reports have found that the ultimate size of mandibles
in treated and untreated patients is remarkably similar.

It is possible that exactly how the mandible is held
forward out of the fossa is important in determining the
response. There are two mechanisms for protrusion. One is
passive, that is, the mandible is held forward by the orth-
odontic appliance. The other is active, that is, the patient
responds to the appliance by using his or her muscles, espe-
cially the lateral pterygoid, to hold the mandible forward.
Stimulating (activating) the muscles was thought to be
important from the beginning of functional appliance
therapy, hence both the generic functional name and the
specific term activator.

Up to a certain point, posturing the mandible forward
does activate the mandibular musculature—both the eleva-
tors and the less powerful muscles involved in protrusion.
Some clinicians argue that it is important in taking the con-
struction bite for a functional appliance to advance the man-
dible only a few millimeters because this gives maximum
activation of the muscles. If the mandible is brought forward
a considerable distance, 1 cm or more, the muscles tend to
be electrically silenced rather than activated. But appliances
made with such extreme construction bites can be quite
effective clinically and may be just as potent in modifying
mandibular (and maxillary) growth as appliances made with
smaller advancements. Muscle activation, in short, is not
necessary to obtain growth modification. The argument is
about whether muscle activation makes these appliances
work better, not whether it is necessary to get them to
work at ali.

‘When the mandible is protruded (or restrained), changes
can occur on the temporal as well as the mandibular side of
the TM joint. Sometimes, growth of the mandible has much
less than the expected effect on a skeletal Class 11 malocclu-
sion because the articular fossa remodels posteriorly at the
same time the mandible is growing longer (sec Figure 4-9),
and occasionally, forward displacement of the joint contrib-
utes noticeably to Class II correction. There are no data to
suggest, however, that forward relocation of the temporo-
‘mandibular joint area is a major factor in the usual clinical
response to functional appliances.

Holding the mandible forward passively requires a force
of a few hundred grams. If the musculature relaxes, the reac-
tion force s distributed to the maxilla and, to the extent that
the appliance contacts them, to the maxillary and mandibu-
lar teeth. The restraint of forward maxillary growth that
often accompanies functional appliance treatment is another
indication that extremely heavy force is not required to affect
the maxilla. On the other hand, headgear usually produces a
greater effect on the maxilla than a functional appliance.
“This implies that the reactive forces from posturing the man-
dible forward are below the optimum level for altering max-
illary growth. When a functional appliance contacts the
teeth, as most do, a force system identical to Class Il elastics
is created, which would move the upper teeth backward and
the lower tecth forward. To maximize skeletal effects and
minimize dental effects, it is clear that the reactive forces
should be kept away from the teeth, in so far as possible.
From this perspective, whether the patient actively uses

‘musculature to posture the mandible forward or pas-
sively rests against the appliance may or may not affect the
amount of mandibular growth, but it definitely affects how
‘much tooth movement occurs and may determine the effect
on the maxilla. The difference between active and passive
protrusion shows up most clearly when the Herbst appli-
ance, a fixed functional appliance, is used (sce Figure 10-7).
With the Herbst appliance, the condyle is displaced anteri-
orly at ali times, but the amount of force against the teeth is
very much under the patient’s control. The patient can use
his or her own muscles to hold the mandible forward, with
the Herbst appliance serving only as a stimulus to do so; or
the appliance can passively hold the jaw forward, with no
contribution from the musculature. If the muscles hold the
jaw forward, there is little or no reactive force against the
teeth and minimal tooth movement; if the jaw repositioning
is entirely passive, force against the teeth can displace them
quite significantly.

Allof these possible outcomes can be seen in cephalomet-
ric tracings of patients treated with functional appliances.
The Herbst appliance is potentially the most effective of the
functional appliances in altering jaw growth because of its
full-time action, but it is also rather unpredictable in terms
of the amount of skeletal versus dental change likely to be
produced (Figure 8-34). Cooperation in terms of active
Versus passive posturing of the jaw probably explains much
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accomplish this, all vertical eruption is blocked while an
appliance with the mandible advanced is used, which will
create a posterior open bite when the appliance is not in
place. When the Class I1 i corrected, the posterior bite block
gradually is cut away while correct overbite is maintained
anteriorly, s that slow eruption of posterior tecth back into
occlusion can occur. This type of treatment places into sharp
focus the interaction between the anteroposterior and verti-
cal planes of space that must be addressed during growth
‘modification treatment. The priority is placed on the most
severe problem. It is remedicd, and then the accompanying
problems are addressed (Figure 13-52).

‘The fixed functional appliances tend not to be good
choices i the mixed dentition treatment of short-face prob-
lems. Certainly, the HeAbt,with its propensiy to intrude the
‘upper molars, i not an attractive option for younger patients
needing increased vertical dimensions, even though the
‘mandibular plane angle usually does not change very much
in Herbst treatment.*

Itis appropriate to remember that eruption occurs more
rapidly in some patients than others and probably i afected

age 12. A second sage of

il e neoded when the

by resting mandibular posture and freeway space,as well as
the amount of appliance wear. Some short-face children
show extremely rapid mandibular growth when the bite is
opened and incisor overlap is removed, even with so simple
an appliance as a biteplate. Unfortunately this happens only
occasionally,and except for the rare patients in whom there
isno mandibular defciency, postaring the mandible forward
to allow the construction of a functional appliance is the
better approach. Delivery and adjustment of a functional
appliance for a vertically deficient patient is similar to that
already discussed under mandibular deficiency.

Long Face/Open Bite

Fxcessive growth of the maxila in children with Class 11
malocclusion has more of a vertical than an anteropasterior
component (ic. there is more excessive growth downward
than forward), and if the maxilla moves downward, the
mandible rotates downward and backward. The effect is to
prevent mandibular growth from being expressed anteriorly.
The ideal treatment for these patients would be 1o control
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FIGURE 1641 The stainless steel crown Herbst appliance. A, Maxillary portion. Stainess steel
crowns are placed on the upper first molars, and a rapid maxillary expansion screw typically is
placed in the midpalatal region. B, Mandibular portion. Stainless steel crowns are placed on the
lower first premolars. A lower lingual wire made from 0.036-inch stainless steel extends from
first molar to first molar. Occlusal rests are bonded to the lower first molars bilaterally. There are
a variety of designs commercially availsble, with the clinician cautioned to match desired antero-

posterior and vertical effects with treatment goals.

FIGURE 16-42 The banded Herbst provides ease and accuracy
of fit, minimal increase in bite opening, and ease of removal.
‘The advancing arm is telescoping (providing for a smaller appli-
ance profile), and the anterior attachments of the lower mem-
er aliow for incressed lateral range of mandibular function. The
lingual wire is 0.051 inch, and rests are piaced either on the first
or second premolars. The “bands” are either occlusakremoved
crowns or heavier material bands with reinforcing wires on the
occlusal. Archwire tubes are incorporated to control intraarch
mechanics.

‘We have used many types of fixed Herbst appliances over the
years, with the current preferred version incorporating stainless
steel crowns on the maxillary first molars (Fig. 16-41) and man-
dibular first premolars (see Fig. 16-41). Our routine prescrip-
tion also includes an RME screw with lingual wires extending
anteriorly 10 the premolars. A removable acrylc splint design
Herbst appliance’ 2 also has been used successfully in our
practice for several decades (se¢ Fig. 16-40). The banded Herbst
design as described by Rogers®? (Fig. 16-42) has a number of
features that prove helpful. In particular, there is no interfer-
ence with the occlusion, it is easie to fit precisely, and removal
of the appliance i casier.

Clinical studies of the fixed and removable designs of
the appliance indicate that both skeletal and dentoalveolar

‘adaptations are produced 7% Generally speaking, about 50%
ofthe treatment effect is due to tooth movement, primarily the
backward and upward movement of the posterior maxillary
dentition. The primarily skeltal treatment effect produced is a
short-term increase in mandibular growth (i.c., 2.0 to 2.5 mm
greater than normal values). 79555

‘There is no question that a Class I molar relationship can be
achieved in most growing Class Il patients after Herbst appli-
ance treatment. It has been our experience, however, that a
Herbst appliance is not the appliance of choice in mixed den-
tition patients. After having followed patients originally treated
in the mixed dentition for several years after Herbst therapy was
completed but before the placement of fixed appliances was ini-
tiated, we have noted a significant tendency toward a relapse to
the original malocclusion. This finding also has been noted by
Pancherz,* among others.

‘This observation concerning Herbst patients treated in the
mixed dentition may be due, in part, to the lack of direct effect
on the orofacial musculature produced by the Herbst appliance
(in contrast to the FR-2 appliance) and also may be related to
the shape of the deciduous teeth. The posterior deciduous tecth
tend to be relatively flat or are lost and thus do not provide the
same type of occlusal interdigitation as occurs in the permanent
dentition.

Our lack of success using the Herbst appliance in the mixed
dentition does not eliminate this appliance from consideration.
As mentioned earlier, we initiate regimens in the carly mixed
dentition to address intraarch space discrepancy problems and
postpone functional appliance treatment until after all decid-
uous teeth are lost and the succeeding teeth are erupted. This
delayed intervention is particularly uscful in patients who have
excessive vertical facial development and steep mandibular
plane angles. We have found that by intervening in the carly
permanent dentition using the Herbst appliance, satisfactory
skeletal and dental adaptations have been noted overall. This
appliance is used most effectively in patients who do not have
‘profound neuromuscular imbalances.
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Soruda verilen önermelerin hepsi fonksiyonel aparey kullanımı ile elde edilebilecek sonuçlardan olduğu için soru hatalıdır. Yukarıdaki taramalarda ilgili kitap referansları belirtilmektedir.
Ortodonti
Klinik Bilimler 59. Soru

Ortodontik tedavinin retansiyonuyla ilgili aşağıdaki ifadelerden hangisi yanlıştır?

A)
Ortodontik tedavi bitiminde ideal oklüzyon sağlanırsa, geç mandibular büyüme olsa bile relaps görülmez.

B)
Dişlerdeki rotasyon, dişlere ters yönde normalden daha fazla rotasyon yapılarak düzeltilmelidir.

C)
Mandibular interkanin mesafe genişletilmemelidir.
D)
Rotasyonel hareketlerin retansiyonunda fiberotomi etkili bir yöntemdir.

E)
Ortodontik tedavi bitiminde, alt keser dişler bazal kemik üzerinde dik konumlandırılmalıdır.

Doğru cevap: A ve C
Soruda ortodontik tedavi sonrası alınan retansiyon önlemleri sorgulanmıştır fakat şıklar hazırlanırken ortodontik tedavi mekaniklerine aykırı bir şık eklenerek sorunun ölçücülüğü yok edilmiştir.   
Ortodontik tedavilerden sonar görülen relapse önlemek amacıyla çeşitli retansiyon prosedürleri uygulanmaktadır. Bunlar çeşitli başlıklar altında ve düzeltilen maloklüzyona göre seçilmektedir. Tedavi sırasında alınan bazı önlemler ise yine bu başlık altında değerlendirilebilir. 

Ortodontik tedavi ile dişler fasiyal, lingual/palatinal veya superior-inferior yönde hareket ettirilebilir, bunların  bilinen en geniş örneği ise mandibulaya yapılan genişletmelerdir. Her ortodontik prosedürün relaps oranı duruma göre değişirken özellikle transvers yönde mandibulaya yapılan genişletmelerde relaps oranları da fazladır fakat buna benzer şekilde rotasyon en fazla relaps gösteren diş hareketi iken, anterior yada posterior grup dişlerde rotasyon mevcudiyeti düzeltilmesi gereken maloklüzyon arasındadır. 

Buna göre orjinal soruda relaps oranının fazla olmasına bağlı interkanin mesafenin mandibulada çok değiştirilmemesi gerekliliği sorgulanmak istenmiştir, fakat soruda keskin bir ifade ile ‘’mandibular interkanin mesafe genişletilmemelidir’’ önerisinin yer verilmesi soruyu çift cevaplı hale getirmektedir çünkü transvers olarak dental mandibular darlıklar tedavi edilmesi gereken durumlar arasındadır ki alt çenedeki darlığın fonksiyonel olarak çene hareketlerine de izin vermeyeceği düşünülürse sorudan ‘’kesinlikle alt çenede ekspansiyon yapılmaz aksi takdirde relaps gözlenir’’ ifadesi çıkarılmaktadır. Ekteki (Textbook of Orthodontics, Samir E. Bishara, Sayfa: 438) dosyada ilişiği bulunan kitapta da anlatıldığı üzere gerekli görülen olgularda alt çenede ekspansiyon yapılıp interkanin mesafe değiştirilebilmektedir. 

Aynı zamanda D şıkkındaki soru önermesinde bu genişletmenin nasıl yada ne şekilde yapılacağı da söylenmediği için sonuç olarak bilimsel olarak yanlış sonuçlara ulaşmaktadır. Örneğin dental genişletmelerde relaps oranı fazla iken cerrahi olarak yapılan mandibular interkanin mesafe artışları daha stabil sonuçlar vermektedir (Contemporary Orthodontics 2012 Sayfa: William R Proffit, Henry W. Fields, David M. Sarver)
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vessels to the tooth pulp are cut, less than 2% of the involved
teeth require endodontic treatment. Even if the apex of a
tooth is inadvertently cut off, pulp vitality is likely to be
maintained by blood flow through auxilary foramina.

Distraction Osteogenesis

Distraction osteogenesis is based on manipulation of a
healing bone, stretching an osteotomized area before calcfi-
cation has occurred in order to generate the formation of
additional bone and investing soft tissue (scc Chapter 8)."
For correction of facial deformities, this has two significant
advantages and one equally significant disadvantage.

“The advantages of distraction are that (1) larger distances
of movement are possible than with conventional orthogna-
thic surgery and (2) deficient jaws can be increased in size at
an earlier age. The great disadvantage is that precise move-
ments are not possible. With distraction, the mandible or
maxilla can be moved forward, but there is no way to posi-
tion the jaw or teeth in exactly a preplanned place, as can be
done routinely with orthognathic procedures. This means
that patients with craniofacial syndromes, who are likely to
need intervention at early ages and large distances of move-
ment and for whom precision in establishing the postireat-
ment jaw relationship is not so critical, are the prime
candidates for distraction of the jaws.

Moderately severe hemi microsomia, in which a
rudimentary ramus is present on the affected side,is a major
indication for distraction (Figure 19-17). Distraction is not
needed in the milder forms of this syndrome in which

‘mandibular asymmetry exists but the mandible s reasonably
complete (for these patients, growth modification s pos
ble), and it cannot be used as the initia stage of treatment
in patients so severely affccted that the entire distal portion
of the mandible is absent. For them, a bone graft s necessary,
and distraction at a later time can be one way to lengthen
the graft. The timing of treatment for the moderately severe
hemifacial patients remains controversial, but social accept-
ability becomes a factor in the decision. To improve the
child’ facial appearance, intervention to advance the man-
dible on the affected often is considered at ages 6 to 8,
and at that time both of its advantages make distraction a
frequent choice. Early treatment, however, is unlikely to be
followed by normal growth of the distracted area, and later
orthognathic surgery or a second round of distraction prob-
ably will be required.

Patients with facial syndromes that include severe maxil-
lary deficiency (.. Crouzon, Apert; see Figure 5-12) also
are candidates for carly distraction. In these patients, appro-
priate bone cuts in the posterior and superior areas of the
maxilla can allow advancement of the entire midface, similar
to what can be achieved with LeFort 111 surgery but without
the need for extensive bone grafts. For patients with prob-
lems of ths type, the precision with which the tecth can be
placed in proper occlusion simply becomes a secondary con-
sideration. The fact that later orthodontic and surgical treat-
ment will be required reinforces this attitude toward the
initial treatment.

For less severe maxillary or mandibular deficiency,
however, distraction offers no advantage over a sagittal split
or LeFort 1 osteotomy. The orthognathic procedures allow
the teeth and jaws to b precisely positioned, and an excellent
ical result can be anticipated in the great majority of the
patients. For these patients, distraction is a more diffcult
way to accomplish a surgical resultthat requires more exten-
sive postsurgical orthodontics.

One of the things that cannot be done with orthognathic
surgery is widening the mandibular symphysis because there
is not enough soft tissue to cover a bone graft i that area.

ion makes this quite possible (Figure 19-18) and
provides additional space in the incisor area. Does that make
it an acceptable method for nonextraction treatment of
ower incisor crowding? When crowded incisors are aligned
with orthodontic expansion, this is accomplished at the
expense of incisor protrusion and doubiful stability, espe-
cially if mandibular canines are expanded without also
retracting them. The important clinical questions thercfore
are whether symphysis distraction provides a more stable
and less protrusive result than nonextraction orthodontics
and whether either approach to expanding the mandibular
dental arch gives a better result than premolar extraction to
provide space for alignment.

‘With distraction at the symphysis, not only osteogenesis
(formation of new bone) but also histogenesis (formation of
new soft tissue) occurs. The formation of new periosteum
over the distracted area is what makes widening the
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symphysis possible. To elieve lip and cheek pressure against
expanded mandibular canines, however, soft tissue changes
would have (0 extend to the muscls of facial expression at
the corners of the mouth. To date, there is no evidence that
expansion with distraction is more stable than conventional
distraction, and given the distance from the ostcotomy site
othe soft issucsat the corner of the mouth, it seems unlikely.
that this would be the case.

Adjunctive Facial Procedures

A variety of adjunctive facial procedures can be used as
adjuncts to orthognathic surgery to improve the soft tissue
contours beyond what is available from repositioning the

jaws. " Conceptually,this can be viewed as. form of camou-
fage,done surgicaly raher than orthodonticaly

These procedures can be put into five groups: chin
augmentation or reduction, rhinoplasty, facial soft tisue
contouring with implants, lip procedures, and submental
procedures, Considering them briefly,in trn:

Chin Augmentation or Reduction

There are two approaches to repasitioning the chin reltive
1o the rest of the mandible: a lower border osteotomy o
side it o its new location or placement of an alloplastic
implant.

“The lower border osteotomy 10 advance the chin has the
advantages of well-documented predictability and stabilty.
and (because it advances the genial tubercles) it ightens the
suprahyoid musculature and produces desirable changes in
chin-neck contour (Figure 19-19). The postsurgical hard
and soft tissue changes are remarkably stable over time.
Advancements of more than 5 mm can produce “notching”
i the lateral border of the mandible. This may require cither
spltting the chin so the posterior margins can be moved.
medially to climinate the notch or augmentation of the
Tower border to fill in the notch.

A chin implant has two advantages: the possibilty of
removal if the patint i unhappy with the result and essrisk
of los of sensation from trauma to the nerve that emerges
from the mental foramen to innervate the lower lip. The
major disadvantage, particularly with silicone implants,
erosion of the implant into the surface of the bone or migra-
tion into the neck. Newer implant materials placed into a
soft tissue pocket rather than directly against the bone
providemuch beter stablityand have almost totally replaced.

one. Removal of one of these implants, however, s di
ficult, and undesirable soft tissue changes may result if this
s necessary”

Reduction of the chin requires moving it back, s0 an
osteotomy isthe only possibilty. Unlike the predictable chin
augmentation procedures, the effect on facial appearance of

ing the chin back is not easily predicted. The soft tissue
chin tends o look vaguely like an underinflated ball because
of the'los ofskeltal volume. This isan even greater problem
if bone s removed from the surface of the chin. Chin reduc-
tion in an attempt to camouflage a skeleal Class Il problem
rarely is a good idea.

is framed by the chin below and the nose abore.
It may be necessary to change both to achieve optimal
changes in facial appearance. Mandibular surgery reposi:
tions the chin relative to the ret of the face, and as we have
seen, repositioning the chin relative to the jaw also may be
needed. Maxillary surgery via LeFort I osteotomy rarcly has
a positive ffect on the appearance of the nose and may
compromise it. Moving the maxilla up and/or forward can
have two major deleterious effects on the nose: otation of
the nasal tp upward, esulting in decpening of the supratip
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Soruda mandibular ekspansiyon yapılmamalıdır şeklinde ortodontik mekaniklere aykırı bir sonuca varıldığından soru hatalıdır. Yukarıdaki taramalarda ilgili kitap referansları belirtilmektedir.
	[image: image16.png]438 Socton IV Treatment and Treatment Considerations

Figure 23-16 A, Early permanent dention with maxilary canines exluded from th arch buccaly B, Maxilay expan-
son and comprehensive ohodontic reatment 0 aign the maxlay arch with algnment of the malay canines.

Figure 23-17 Anteror view of Brodie bite with the maxilary arc i a biateral posterior crossbis tslescoping the
mandbular arch. B, Lateraloccusal view o how compiete buceal crossbie.

Figure 23-18 Sohwariz type of lower expansion device with midine
Pyrax screw and posteir i bocks

bite may occur when the maxillary dentition telescopes
the lower dental arch to produce a Brodie bite (Figure
23-17). Correction of this type of malocclusion requires
opening the bite to allow expansion of the mandibular
arch, which may be achieved with a Sehwartz type of

active appliance (Figure 23-18), a functional appliance,
or a surgical intervention. Expansion of the lower arch
i difficult to achieve in many cases, and the need for
prolonged retention to stabilize the lower expansion
‘will be necessary.

Another physiologic association that has been ob-
served to impact the transverse dimension is the pres-
ence of a posterior crossbite attributed to a mouth-
breathing habit as a result of upper respiratory
obstruction.12 The rationale assumes that the open
‘mouth posture allows an oral airway to be maintained,
‘which results in the tongue being lower in the inter-
‘maxillary space and simultancously increasing the rel-
ative influence of the buccal musculature on the un-
‘supported maxillary posterior teeth.

SUMMARY

The objectives of this chapter have been to systemati-
cally consider the cause and treatment of discrepancies
in the transverse dimension as a function of the age and





	Textbook of Orthodontics, Samir E. Bishara, Sayfa: 438


Ortodonti
Klinik Bilimler 60. Soru


Aşağıdaki ortognatik cerrahi uygulamalardan hangisinin stabilitesi en azdır?

A)
Maksilla asimetrisini düzeltm

B)
Maksillayı yukarıya alma

C)
Maksillayı ilerletme

D)
Mandibulayı geriye alma
E)
Genioplasti

Doğru cevap: YOK 
Soruda stabilite olarak en az stabil olan ortognatik cerrahi prosedür sorgulanmıştır fakat soru tersten okunduğunda bilimsel olarak hatalı bir sonuç oluşturmaktadır.  
Ortognatik cerrahi prosedürleri özellikle iskeletsel deformitelerin düzeltilmesinde uygulanan girişimlerdir. Planlama olarak en fazla ve en az relaps gösteren prosedürler maloklüzyon ve problem bağlı olarak seçilmelidir. 
Ortognatik cerrahi girişimler içerisinde stabilite olarak en az stabilite gösteren prosedür Proffit Contemporary Orthodontics 7. Baskıda ‘’cerrahi olarak maksillanın genişletilmesi’’ olarak ifade etmektedir. Bundan sonra ise stabilite oranının en az olduğu durumu maksillanın aşağı alınması olarak tanımlamaktadır.

Fakat orjinal soruda stabilite olarak en az prosedürün D şıkkında yer alan mandibulayı geri alma olarak verildiği görülmektedir. Bu bakımdan soru bilimsel olarak hatalı veriler oluşmasına neden olmaktadır.
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Surgical widening of the maxill s the least stabl of the
orthognathic surgical procedures. Widening the maxila
sretches the palatal mucosa, and it clastic rebound is the
major cause of the relapse tendency. Strategis to control
relapse include overcorretion nitlly and carefl retenion
afterward, with either a heavy orthodoniic archvire or a
paltal bar doring the compltion of orthodonic ratment
and then  paate-covering reainer for at east the irs post-
surgicalyear SARPE i prefered over a three-segment max-
ry oseotomy if only expansion is requied, but SARPE.
is not advantageous when vertcal and/or anteroposterior
changeis needed because then it would be the first phas of
2 unnecessary two-stage procedure.

Influences on Stability
Three principlesthat influence postsurgical stabilty help to
put this in perspective:

1. Stability is greatest when softtssuesare relaxed during,
the surgery and least when they are stetched. Moving
the maxila up relaxes tissues. Moving the mandible
forward sretches tissues, but rotating it up at the
gonial angle and down at the chin decreases the
amount of stetch. It is not surprising that the most
stable mandibular advancements rotae the mandible
in this way (Figure 19-23), while the least stable
advancements are those that rotae it in the opposite
diretion, engthening the ramus and rotating the chin
up. The least sable orthognathic surgical procedure,
widening the maxill, stretches the heavy, inclastic
palatal mucosa.

2. Neuromuscular adaptation is esential for stabilty:
Fortunately, most orthognathic procedures lead to
‘g00d neuromuscular adapation. When the maxilla s
moved up,the postural positon of the mandible aliers
i concert with the new maxilaey positon, and occlu-
sal forces tend to increase rather than decrease, This
controls any tendency for the maxill o immediately
relapse downward, and contributes to the excellent
stability of this surgical movemen. Repositioning of
the tongue to maintain airway dimensions (ic. 3
change in tongue posture) occurs as an adaptation to
changes produced by mandibular osteotomy, o surgi-
al reduction of the tongue is not needed when the
mandibl i st back (Figure 19-24). In conirast, neu-
romuscular adaptation does not occur when thepiery-
gomandibular sling is stretched during mandibular
osteotomy,as whe the mandibl i otated 0 close an
pen bite as it s advanced or et back—so movement
of the mandible that stetches the clevator musces
must be avoided.

3. Neuromuscular adaptation affects the length of the
‘mastcatory muscls, but not their orientation, and
adaptation (o a new orientation cannol be expectd.
“This concept i best llustrated by the effct o chang.
ing the inclination of the mandibular ramus when
the mandible i set back or advanced. Successful

mandibular advancemen requires keeping the ramus
in an upright position rather than lettng it incine
forward as the mandibular body s brought forward.
The same strue,in everse, when the mandible s st
back: 2 major cause of instability appears t0 be the
tendency at surgery to push the ramus posteriorly
‘when the chin is moved back.

SPECIAL CONSIDERATIONS IN
PLANNING SURGICAL TREATMENT

Timing of Surgery

s general rule early jaw surgery has lte inhibitory effect
on further growth. For this reason, orthognathic surgery
should be delayed until growth is essentially compicted in
patients who have problems of excessive growth, especilly
‘mandibular prognathism. For patients with growth deficien-
cies, surgery can be considered earlir but rarely before the
adolescent growth spurt.

Growth Excess
Actvel growing patents with mandibular prognathism can
be expected o outgronw carly orthodontic o surgical corec-
tion and require retreatment (se Figure 17-2), s the timing
of this surgery ofien is a critcal consideration. Indirect
methods of assessing growth status, such as hand-wrist
radiographs or vertebral stages to determine bone age, are
ot accurate enough for planning the time of surgery. The
best method i serial cephalometric radiographs, with
surgery delayed until good superimposition documents that
the adult deceleration of growth has occurred. Ofien the
correction of excessive mandibular growth must be delayed
unil thelate teens, unless a second later surgical correction
can be justifed because of psychosocial considerations.

“The situation is ot s cear cut for patients with thelong-
fac (skeltal open bite) pattern that can be charactcrized as
vertcal maxillary excess. There appears to be a reasonable
chance for stable surgical correction of his problem before
growth i totally completed, bu the difference in clinical
tabilty between treatment at, for example, ages 14 and 18
remains incompltely understood. Should patients with a
long face have carly surgica treatment? Probably not, unless
they are willng to have a second later surgery if additional
srowth occurs.

Growth Deficiency
Surgery in infancy and early childhood is required for
some congenital problems that imvolve defcient growth.
Craniosynostosis and severe hemifacial microsomia are two
examples. The major n for orthognathic surgery
before puberty, however, i a progressive deformity caused
fon of growth. A common cause i ankylosi of

injury or severe infection (sce Chaper 5).
Textcontnued on page 714
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(William R Proffit, Henry W. Fields, David M. Sarver)


Bu nedenle soru hatalıdır. Yukarıdaki taramalarda ilgili kitap referansları belirtilmektedir.
Endodonti
Klinik Bilimler 68. Soru


İleri derecede böbrek yetmezliği olan ve gün aşırı hemodiyalize giren 50 yaşındaki bir hastaya akut apikal periodontitis tanısı konuluyor. 
Bu hastaya uygulanması gereken tedavi yaklaşımıyla ilgili aşağıdaki ifadelerden hangisi yanlıştır?

A)
Kanal tedavisi yapılmalıdır.

B)
En uygun müdahale zamanı hastanın diyalize girmediği günlerdir.

C)
Non-steroid antiinflamatuvar ilaçlar verilebilir.
D)
Antibiyotik profilaksisi çoğunlukla gereklidir.

E)
Ağrı kesici olarak parasetamol kullanılabilir.

Doğru cevap:  C ve E

Doğru cevap:  YOK

Sistemik hastalıklarda endodontik yaklaşımda dikkat edilmesi gereken yaklaşımlar gibi oldukça güzel bir konu üzerine kurgulanmış bir sorudur. Ancak ileri derecede böbrek hastası olan bu hastada bahsedilen ilaçların kullanımı konusunda çelişkiler olması soruyu hatalı hale getirmiştir. 

Soru ileri böbrek hastalıklarındaki yaklaşımı sorgulamaktadır. İleri böbrek hastalıklarında Pathways of the Pulp sayfa 77 de böbrek hastalarında “aspirin ve asetaminofenin diyaliz ile uzaklaştırıldığı ve bu hastalarda doz kontrolü gerektiği” bildirilmiştir. Bu bilgiden, kontrollü de olsa asetaminofen olan parasetamolün kullanılabileceği sonucu çıktığı gibi bir NSAİİ olan aspirinin de kullanılabileceği sonucu çıkar. Dolayısıyla bu bilgi dikkate alındığında E seçeneğindeki bilgi kadar C seçeneğindeki bilgi de doğru olur. 

      Bunun yanında, Ingle’s of Endodontics’in 765. sayfasında bu hastalarda nefrotoksik etkilerinden dolayı  NSAII’lerden kaçınılması gerektiği bildirilmiş ancak son dönemdeki yani diyalize giren hastalarda bundan kaçınmanın artık gerekli olmadığı da bildirilir. Dolayısıyla hasta diyalize giriyor ise verilen ilaç diyaliz yolu ile atılacağı için artık bu ilaçlardan sakınmanın da bir anlamı kalmaz. Bu bilgi göz önünde bulundurulduğunda ise hem NSAİİ hem de Parasetamolden kaçınılması gerekmez ve bu durumda şıklarda yer alan tüm bilgiler doğru olmuş olur ve sorunun cevabı olmaz.

    İlaveten, farmakolojide önemli bir tekstbook olan Katzung 634. sayfalarda (asetaminofenlerin) parasetamolün de renal toksisiteye sebep olduğu, düşük dozlarda bile renal tübüler nekroza sebep olabileceği bildirilmiştir. Bu bilgi dahilinde de yine soruda E ve C de verilen bilgilerin ikisi de yanlış olacağı içinyine iki doğru cevap ortaya çıkmaktadır.

    Özetle bu soru üzerinde; perasetamol verilebiliyor ise NSAİİ de verilebilir, her ikisi de nefrototkisk olduğu için ikisi de verilmez veya hasta artık diyalize girdiği için her ikisinden de kaçınmanın anlamı yoktur gibi üç farklı yorum yapılması mümkündür. Klinik koşullarda böyle bir hasta tablosu detaylıca ele alınıp nefroloğu ile konsultasyon yapılarak gerekli medikasyonla düzenlenmelidir. Dolayısıyla mevcut olan bu çelişkilerin soruyu oldukça yoruma açık bir hale getirmesinden dolayı soru hatalıdır.  

Konu ile ilgili tekstbook bilgileri aşağıda gösterilmiştir:
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Pedodonti
Klinik Bilimler 74. Soru


Aşağıdakilerden hangisi konvansiyonel cam iyonomer simanlarda bulunmaz?
A)
Maleik asit
B)
İtakonik asit
C)
Sitrik asit

D)
Trikarboksilik asit
E)
Tartarik asit
Doğru cevap: YOK

Soru hazırlanırken konvansiyonel (geleneksel) cam iyonomer simanlarda bulunmayan asit sorulmasına rağmen, cevap olarak bu materyalde kullanılan bir asit verilmiştir.
Konvansiyonel cam iyonomer simanlar toz ve likit kısmın karışmasıyla oluşur ve şıklarda sayılan asitlerin hepsi çeşitli amaçlar için bu simana eklenmiştir. Şelasyon amacıyla eklenen asit ise sitrik asittir. Tartarik asidin şelasyonda daha etkili olduğu söylense de akselator amacıyla da kullanılmıştır. Özetle konvansiyonel cam iyonomer simanlarda sitrik asit var olan bir materyaldir.

Güncel textbooklarda ve literatürde de sitrik asit ilavesinin bu simanda olduğu belirtilmiştir. 2016 yılında basılmış Diş Hekimliği’nde Cam İyonomerler (Glass-Ionomers in Dentistry) adlı textbook’un 10. 14. ve 15. sayfalarında, Craig's Restorative Dental Materials’ın (2012) 341. Sayfasında ve Tooth-colored Restoratives: Principles and Techniques adlı textbook’un 47. Sayfada ve 2016 yılında Journal of Functional Biomaterials dergisinde A Review of Glass-Ionomer Cements for Clinical Dentistry adlı makalede de sitrik asit içeriğinin olduğu görülmüştür.  

Bu durumda doğru cevap seçeneklerinin hepsi doğrudur.
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was reduced, more powder was needed to pro-
duce a cement of equivalent consistency. This did
make results difficult to interpret. However, there
were useful findings specifically that as polymer
concentrations were lowered, the strengths of the
resulting cements were reduced. Selected results
from this study are shown in Table 1.9.

Another feature of the polymer which is impor-
tant in controlling the properties of glass-ionomer
cements is the molar mass (molecular weight)
(Wilson etal. 1977a). This was first shown in a study
which reported the properties of cements prepared
S commercial poly(acrylic acid) samples of
widely difering molar masses. The polymers were
all used at a concentration in water of 25 % by mass,

and cements were prepared from them at several dif.
ent powderfiquid atos. Some highlghis from
the data obtained are shown i

Ras,

1.6.3 Tartaric Acid and Its Role
Jati s that available fluorig,
An carlyn‘::f;;:;:;:,: caonsidcrablc influence 2:
king time Of glass-1onOMET Cemenyy
(Crisp et al. 1974),-This was allnbul.cd 10 the
ready formation /of aluminium ﬂuOfldc com.
plexes, with the argument bgmg that LOmPlexed
aluminium fluoride complex ions Were not imme.
diately available for interacting w.uh polyanion
chains in the cement and cross-linking them. As 5
result, the working time was pr olor.\ged.

This led to the search for chelating agents that
could be added to the cement anﬁi extend the
working time by combining with 1or.\s leached
from the glass, preventing them from interacting
with the polyanion chains. In this way, premature
gelation would be avoided and the working time
extended. It was recognised that acidic chelating
agents would be advantageous, as they could aid
the removal of the cations from the glass and also
suppress the ionisation and uncoiling of the poly-
mer chains, thus further prolonging working time
(Wilson et al. 1976).

The initial search for a successful chelating
additive included a wide range of substances (see
Table 1.11). These included hydroxyacids, such
as tartaric acid and citric acid, hydroxybenzoic
acids, diketones, ethanolamine and urea. The
study involved the use of the oscillating rheome-
ter to monitor setting profiles, from which the
‘{VOfking time could be determined. Working
tll.nes were also confirmed using a modified
Gillmore needle, where resistance to indentation

by a weighted needle is taken as the criterion of
workfability. Two methods were used because
working time is not an exact property. Defining it
by laboratory tests is not straightforward, though

present i
the wor
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The liquid of most glass ionomers is a 35 t0
65% aqueous solution conaining copolymers of
polyacrylic acid. The carly liquids were made solely
of 2 50% aqueous solution of polyacrylic acid.
These solutions were unsatisfactory because they
gelled in 10 o 30 minutes. Scientists thought the
liquid formed hydrogen bonds between the poly-
acid chains.

It was lter discovered that using copolymers

d itaconic acids improved
ity and shelf lfe. Copolymers contain-
ing acrylic, fumaric, and malcic acid have also
been used. Many of these polyacid chains have a
molecular weight of about 56,000 ire 3-1)."%

Because conventional glass ionomers use the
polyacid in liquid form, they are hydrous. These
large molecular weight liquids can form complexcs
and thicken in the borele, which reduces their shelf
life. Later materials used freeze- or vacuum-dried

exchange n the collagen and inorganic components
of the oth structure, parcicularly to calcium, car-
boxylate, and phosphate; they chemically bond to
the restorative materil and the tooth structure.” The
hypothesized mechanism is illustrated in Figure
32,7751 Unlike most resin bonding systems, chese
polyacid-bascd systems are hydrophilic and can
‘maintain their bond in the presence of moisture.

Mono-acid accelerators

One of the problems with the carly glass ionomers
was their slow set. Some smaller molecular weight
organic acids (eg, salicyclic acid, citric acid, and
artaric acid) were found to act as accelerators. Of
these, the stereo isomer D-tartaric acid (the opti-
ally active, naturally occurring form) was the most
effective (Figure 3-3). Used alone, none of these:
acids forms a cement.
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i acid s also effective because Fe>* jons depos.
ited on the dentin surface increase the inte
with the cement. Bond strength of glass fonomer
to dentin and enamel varies according to commer-
cial product tested, but when loaded in shear it is
around 2 to 5 MPa. Glass fonomer cements bond
well to stainless stec, noble, and nonnoble alloys
and titanium, but not o high-strength core ce

Tts mechanical propertics are superior to other
acid-base coments and increases significantly over
long periods. Compressive strength s between 100
and 150 MP; therefore, it far beyond the minimurm
f 70 MPa specifed in the 150 9917 standard. These
cements are much weaker n tension because o their
britle mature, with diametral tensle strengths of
about 6 MPa. Flastic modulus s around 15 GPa. Film
thicknessis below the maximum alowed by the 150
standard (25 ym) and should not prevent the correct

lass particlessimilar in composition to those found
in conventional glass fonomers. Catalysts for the

self<cure (redox) polymerization are added to the
powder. The liquid may contain poly(acrylic acids)
modified with pendant methacrylate groups replac
ing 3 small part of the carborylic radicals, HEMA
@ and tartaric
14 HENEA eplaces prt o e water and sl
molecule (molecular weight: 130 &/amol) soluble in
water due to the presence of 3 hydroxyl group i its
structure. Another liquid formulation contains simi-
cound 25%-30% cach) of a copo-
Iymer of poly(acrylic acid), HEMA, and water, and
<maller amounts of low-viscosiy dimethacrylateres-
ins (such as urethane or triethyleneglycol dimethac-
rylate). nitators for the light-cured polymerization,
if present,are found in the iquid.
Formulations of paste-paste materials are brand-
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Sitrik asit’in konvansiyonel cam iyonomerlerde kullanılmış olduğu textbooklar tarafından kanıtlanmıştır. 74. Sorudaki soru kökünün cevabına istinaden verilen 5 asit türevi de çeşitli zamanlarda konvansiyonel cam iyonomer simanlarda birlikte veya ayrı ayrı kullanılmıştır ve bu nedenle sorunun bir cevabı yoktur.
Pedodonti
Klinik Bilimler 76. Soru

I.
Sınıf I molar ve kanin interdigitasyonu

II.
2 mm anterior ve posterior overjet

III.
2 mm anterior overbite

IV.
Orta hatların uyumu

7 yaşındaki bir çocuk, ideal dental oklüzyon kriterlerini taşımak için yukarıdakilerden hangilerine sahip olmalıdır?
A)
I ve IV
B)
II ve III
C)
III ve IV
D)
II, III ve IV
E)
I, II, III ve IV

Doğru cevap: YOK

Soru hazırlanırken klinik tecrübelerden yararlanarak hazırlanmış ve soru kökünde de hatalar yapılarak, soru yanlış hale getirmiştir. Ayrıca formatlı soruda, cevabın “hepsi” olması da sınavın ölçme değerlendirme mantığına aykırıdır.
Soru kökünde iki cümle birleştirilmeye çalışılmışsa da textbooklarda o yaş grubuna ait bir ideal oklüzyondan bahsedilmemektedir. 7 yaşındaki çocukta, anterior ve posterior grupta sürme devam ettiği için de 2mm’lik overbite ya da overjet de kitaplarda ideal oklüzyon olarak yer almamaktadır. 

Proffit Contemporary Orthodontics Fifth Edition, 2013 textbookunda sayfa 82 tablo 3-2’de diş sürme zamanlarına göre, Dişsel bir sınıflama olan Angle’a göre, sınıf I ideal okluzyon, daimi birinci molarlar ve daimi kaninler baz alınarak yapılır. Sürme tamamlanması maksiller daimi kanin diş için 11,5, mandibular daimi kanin için 10,5 yaş olarak verilmiştir. 7 yaşındaki ideal okluzyona sahip bir hastada, diş sürme yaşından dolayı kanin diş için interdigitasyondan bahsedilemez.

Erken Ortodontik Tedavi Klinik Başarı (Antonio Patti, Guy Perrier)(Çeviri:Tükin Taner, 2008) sayfa 27 Angle Sınıflaması Karışık Dişlenme kısmında:

Bu aşamada iki normal tipte Sınıf I okluzyona rastlandığı ifade edilmiştir. Bunlardan biri flush terminal düzlemin olduğu başa baş tip ve daha az sıklıkla rastlanmakla beraber erişkin tip. Yani sınıf II’ye eğilimli başa baş kapanış da bu yaşta normal kabul edilmiştir.

Ayrıca aynı kitap sayfa 24’te Karma Dişlenmenin Oluşumu kısmında:

Süt dişlenmenin bu son döneminde gelecekteki daimi dişlenmenin tam yerleşimini ve Angle sınıflamasını tahmin etmek zordur denmiştir. Sadece dişlerin durumuna değil, çocuğun iskeletsel büyüme özelliklerine de bağlı olarak bir seri farklı olasılık ortaya çıkabileceği belirtilmiştir.

Bu nedenle soru kökünün ilk maddesi net değildir.
Proffit Contemporary Orthodontics Fifth Edition, 2013 textbookunda 1. Bölümde anterior overbite tanımlanmış ve bu mesafe normal olarak 1mm’den 2 mm’ye kadar verilmiştir. Bu sonuçları da 8 yaş itibariyle vermiştir. Daha önceki yaş grubuna göre verememe nedeni sürmenin devam etmesidir. Yaş grubu dikkate alınmadığında ise yine 2mm’ye kadar tanımı vardır ki soru kökündeki gibi 2mm (3. Madde) daha farklı bir ölçümdür ve ağızdaki her mesafe önemlidir.
Diğer soru kökü maddeleri ise, normal sürme paterninde klinikte beklenebilecek durumlardır bu nedenle doğru kabul edilebilirler. Cevap II ve IV’tür.
	[image: image29.png]first stage of exuptin of the permanent teeth, at age , is characterized by the near-simultaneous eruption of the mandibuiar
ncisors, the mandibular irst molars, and the maxillary first molars. A, Drawing of right side. B, Panoramic radiograph.

TABLE

Chronology of Tooth Development, Permanent Dentition

CALCIFICATION BEGINS 'CROWN COMPLETED ERUPTION ROOT COMPLETED
Tooth Maxillry _Mandibular__ Maxillary _ Mandibular Mandibular _Maxillary _Mandibular
Central 3mo 30 oy My s 0%yr 9%yt
Lateral Nmo 3meo Sy ayr 8% yr 7% yr yr 10yr
Canine 4mo  4mo 6yr Ay 120
Firstpremolar  20mo  22mo Tyr 6% yr 10% s
4 Aye 104 yr 13% 13% yr
Second premolar 7m0 28mo Th T T “};; B
First molar 2wkin  2wkin % AT g
ot gl o PO7 Sy 6y O 10,
Secondmolar 7m0 27mo 7% T -
& y i
e R L T RS v, 1t
By 9yr 14yr 14 2
e 4 20yr 2yr 2y
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birinci molar Gst genedeki antagonistinin éniinde
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flush terminal dizlem veya daha az siklikla
meveuttur. Sinif 1l okliizyonda, terminal
onda, terminal diizlemde belirgin bir mezial

 flush terminal diizlemin oldu-
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rtaya ¢ikabilir (Resim 2-3).
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Soru kökü anlaşılması zor olan bu sorunun, hasta 7 yaşında olduğu için textbooklarda tam bir karşılığı bulunmamaktadır. Cevabı “hepsi” olarak verilmiş sorunun doğru yanıtı da diğer şıklarda olmadığı için sorunun iptali gerekmektedir.
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