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        Summary


        Finding the optimal solution for total numbness, which would satisfy all the principles of the modern dental profession, and thus the patient itself, is still a matter of the skills of a surgeon and prosthetist, but also a compromise with the patient, which should in no way compromise with the postulates of dental implantology. This is a presentation of the care of a 65-year-old patient who appeared in a private dental clinic for the solution of total heartlessness, among which the implant-prosthetic therapy, which she accepted, was also proposed.
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        Introduction


        Dental patients have the need and desire that, in conditions where there is no other solution than mobile prostheses, they are such that they allow normal nutrition, while not stretching from their failure in function, which is particularly pronounced in the lower jaw with pronounced a reduced residual alveolar ridge. Also, many of them express their desire, especially when it comes to the upper total prosthesis, that the taste of foods is maximal, which from a dental aspect means reduction of the prosthesis in the palate area. Some patients and the profession they deal with tend to special requests (singers, actors, wine and food tasting), since the prostheses also lead to phonetic changes, except for the already mentioned inability to feel the taste of food and drink completely. Therefore, the fulfillment of these demands, which, if they do not strike with the indication, are quite acceptable, moreover and preferably [1].


        Reduction of the denture in the upper jaw causes a decrease in the total dentition retention, but therefore the implanted implants do so contribute to its stabilization [2-4]. Several studies have shown that a minimum of four implants in the upper jaw should be recommended in order to reduce the denture plate, without affecting its stability [4-8]. The region of the eyebrows is crucial in the positioning of the implants, but the posterior site is questionable, since in the region of molars it is also the largest chewing force [9]. In addition, the molar region has a lower resorption rate compared to the premolar region [10]. However, the premolar region can be used to implant implants in order to avoid the replacement of the residual alveolar ridge (augmentation) and lift the maxillary sinus floor-sinus lift [1,11].


        For the positioning of the implants in the lower jaw, the same principle applies as in the above and there is a good static positioning [12], and the same localization as in the upper jaw is preferable. Examination of the design of the dental implants for total dentures and their impact on stability have been the subject of numerous studies [13-15], but the positioning of implants and their impact on denture retention was not as much of a research topic. Thus, total dentition retention has a direct connection with the patient's requirements and satisfaction [16].


        The aim of this presentation was to point out another possibility in the prosthetic care of in opic patients, in conditions where there are no necessary possibilities for making satisfying classic total dentures.


        Patient View


        A patient at the age of 65 had a private health facility with a total dentures she was wearing for several years and she was not satisfied; due to the pronounced resorption of the alveolar ridge, the prostheses were completely unstable and dysfunctional in speech and mastication. The patient was a good general health condition, which she confirmed with her signature in a medical record, and denied any illness. After a clinical examination and analysis of X-rays, the patients presented possible prosthetic solutions with all their advantages and disadvantages. Regardless of the proposed augmentation and the time needed for the jaws to be ready for the optimal number of implants, the patient nevertheless decided, in agreement with us, to make a compromise solution-the installation of a small number of implants that, thanks to the built-in bar connecting their suprastructures, could Successfully carry new total dentures.


        Three implants were inserted in the upper jaw, and two implants in the lower jaw. Two implants of dimensions (3.8 × 9 mm) were embedded in the lateral upper incisor and second premolar position on the right, as well as in the position of the central incisor from the left side. In the lower jaw, for the same reasons (pronounced atrophy of the residual alveolar ridge) implants (3.8 × 9 mm) were implanted in the lateral incisor region on the right and the implant size (3.8 × 10 mm) in the left side of the eyelid region (Figure 1).


        
          [image: ] Figure 1: Three implants were inserted in the upper jaw, and two implants in the lower jaw. View Figure 1

        


        After the completion of the period of osseointegration, about three months later, the patient appeared and on the implants the gingiva-formers were worn for four weeks. After a complete successful surgical preparation, a prosthetic part followed, where in the technique Dolder's cross was made, intended for both jaws (Figure 2).


        
          [image: ] Figure 2: Dolder's cross was made after the period of osseointegration, intended for both jaws. View Figure 2

        


        After the trial was satisfactory, the definitive dentures were made and the Dolder's bar inserted onto the implants and their screws (Figure 3). In the last visit to the patient, a definitive work was completed, which was fulfilled by our patient, and, most importantly, her expectations (Figure 4).


        
          [image: ] Figure 3: Dolder's bar inserted onto the implants and their screws, after the trial was satisfactory. View Figure 3

        

        

        
          [image: ] Figure 4: Last visit of patient to the hospital. View Figure 4

        


        Discussion


        Plate total prostheses, many authors agree, should be light, comfortable, to provide perception of taste and food temperature, as well as to improve phonation, chewing and swallowing [17-22]. Reduction of the prosthesis causes a reduction in its retention [1,8,23,24]. In order to reduce the denture plate, and not to reduce the desirable characteristics of total protease, it is preferable to install at least four implants in each jaw [4-8,23].


        With the patient shown, in agreement with the prosthetist and prosthetics technician, respecting static principles, we made a compromise, while preserving the stability of the stroke, where the patient could normally chew and speak, without fear that the prosthesis would fall out. We are also pleased with the exceptional aesthetic achievement, because the dental liners in both jaws compensated the spongy ridge in the horizontal projection, and, on the patient's satisfaction, we managed to roughly achieve the physiognomy that it had before the loss of the teeth.


        The rate of success of this form of therapy depends on the correct choice of the patient, the sufficient number of implants, their satisfying diameter and length, and the favorable distribution of occlusal load [8]. All patients want reduced palate coverage due to the mentioned advantages in phonation, chewing and swallowing, with which other authors agree [8,25]. In addition, the implant site localization plays an important role in the retention and stabilization of the prosthesis [12,26,27]. Retinal implant prostheses represent treatment choices for people who do not have anatomical conditions for retention and stability of classic total prostheses, but also for those who have the profession and the quality of daily life on the list of priorities.
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