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ABSTRACT  

The aim of this study is to analyze the role of training in the therapeutic algorithm of pro-prosthetic of partial 

large edentulous, the interventions correlate with the peculiarity of the clinical case, providing the necessary 

conditions for modern approach for therapeutic solutions.We studied a group consisting of 60 patients aged 

between 35 and 75 years old, who were present in Clinic Base for Education of the Faculty of Dental Medicine 

and in private practice surgery, they signed a consent form with information about their participation in this 

study. The patients of the  analyzed lot are diagnosed with large partial edentulous of  varied ethiology and 

complications due to different prosthesis, incorrect prothesis or not having prothesis, with complete prosthetics, 

incomplete or lacking prothesis. The need for sinus lifting pro-prosthetic procedure is required in 40% of cases 

with a marked resorption at the posterior jaw for clinical cases in which the therapeutic solution chosen is the 

rehabilitation of the prosthetic implants, in 60% of cases the rehabilitation can be performed without sinus lift. 

The pro implant vs. pro-prosthetic implantation have a role in therapeutic success, providing optimization of the  

type of the support characterized by negative indices. 
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INTRODUCTION: 

 The pro-prosthetic or pro-implant 

therapy include a wide variety of 

interventions on the prosthetic field to create 

optimum conditions of muco-bone and 

dento-periodontal support, caracterized by 

negative clinical-biological indices to 

optimize it, having as a final target a 

successful prosthetic rehabilitation[1,2]. 

The aim of this study is to analyze the 

role of training in the therapeutic algorithm 

of pro-prosthetic of partial large edentulous, 

the interventions correlate with the 

peculiarity of the clinical case, providing the 

necessary conditions for modern approach 

for therapeutic solutions[3,4]. 

 

MATERIALS AND METHODS 

 We studied a group consisting of 60 

patients aged between 35 and 75 years old, 

who were present in Clinic Base for 

Education of the Faculty of Dental Medicine 

and in private practice surgery, they signed a 

consent form with information about their 

participation in this study. 

The patients of the  analyzed lot are 

diagnosed with large partial edentulous of  

varied ethiology and complications due to 

different prosthesis, incorrect prothesis or 

not having prothesis, with complete 

prosthetics, incomplete or lacking prothesis. 
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Fig.1 Sample`s structure on gender 

We found a prevalence of females in 

proportion of 60% compared to 40% of male 

patients, aspect that influences the 

predominance, in general aesthetic 

characteristics of the future prosthetic 

restorations, given data that interfere with 

the defining characteristics of morpho-

functional prosthetic field, key issues 

underlying the choice of therapeutic 

solutions and plan treatment of choice in 

accordance with the type of edentulous and 

installed complications, and general 

condition(Fig.1). 
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Fig. 2.Clinical and radiological evaluation of mucosaland bone support-mazillary and 

mandibulary level 

Clinical and radiological muco-bone 

support reveals a 60% to 70% in the 

mandible and maxilla characterized by 

negative parameters, issues that underscore 

the need to optimize specific training 

techniques. The percents characterizing the 

positive muco-bone support are 40% for the 

maxilla and 30% for the mandible(Fig.2). 

 

Fig. 3 Necessity of sinus lift –fixed prosthesis implanto-prosthetic 

The need for sinus lifting pro-prosthetic 

procedure is required in 40% of cases with a 

marked resorption at the posterior jaw for 

clinical cases in which the therapeutic 

solution chosen is the rehabilitation of the 

prosthetic implants, in 60% of cases the 

rehabilitation can be performed without 

sinus lift(Fig.3). 

Sinus lifting surgery is a more complex 

technique that is performed in the operating 

room observing the rules of septic and 

antiseptic. 

The indications for  surgery: 

1. When the height of the vertical bone  is 

lower than10mm. 

2. In an horizontal plane, when the bone 

thickness is less than 3 mm and a height not 

exceeding 8mm.  

3.The floor of the maxillary sinus must 

be at least between 3 and 5mm to conduct 
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these operations[5,6]. 

Contraindications: 

1 Haemophilic persons; 

2.Persons suffering of decompensated 

diabetes; 

3. Persons with a certain bone structure, a 

low bone density and bone thickness of less 

than 3mm; 

4. During menstruation in females[7.8] 

Normal sinus has various sizes in many 

cases extending from the second premolar to 

the second molar. In some cases it is less or 

more than the already described 

situation[9,10]. 

The sinus can be anatomically bigger or, 

subsequent to some difficult  extractions, the 

floor of the sinus can descend  and therefore 

the sinus lifting indicator is obvious. 

The sinus lifting aims at increasing  

vertically and horizontally levels on the floor 

sinus starting from 3 - 5mm, 12 – 16mm 

could be reached at times and a thickness of 

2-3 mm to 4 - 6 mm. This bone is left for 4 

months under the sinusal hirt until the sinus 

bone is formed. 

 

46.0%

54.0%

Clinical and radiological 
evaluation of dental and 

periodontal support

negative

positive

MD

 

Fig. 4 .Clinical and radiological evaluation of dental and periodontal support 

The clinical and radiological evaluation 

of the dento periodontal support reveals a 

58% to 46% in the jaw and mandible 

parameters characterized by negative aspects 

underscore the need to optimize specific 

training techniques that characterize the 
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dento periodontal support. The percents are 

positive in 42% of the maxilla and 54% 

mandible(Fig.4). 

 

Fig. 5. Necessity of interventions for pro-prosthetic preparation at the mucous level 

  Regarding the need for pro-prosthetic 

training interventions at the mucosa level 

were obtained the following percentages for 

each type of training for optimizing this type 

of support: 

Fren inserted labial near the frontal ridge, 

20%, side stirrups also inserted near the edge 

ridges15%, hypertrophy and hyperplasia of 

the existing slopes, ridges, bottom bag or 

palate, 40%,plastic labyrinth grooves 

25%(Fig.5). 

 

Fig. 6. Necessity of surgical interventions over the bone 

Surgery on bone:bone irregularities -

25%, retentive ridges in different regions, 

especially the front, 20%, large jaw torus, -

10%,Overretentive tuberosities -15%,  

marked ridge atrophy -30% 

Atrophies of alveolar ridge prevent both 

limited or total classical prosthesis, fixed 

and mobile, and the application of dental 

osteointegrated implant, too(Fig.6). 

Methods for raising the foregoing ridge 

can solve most situations but there are bone 

atrophy clinical risk of secondary septic 

complication, but requiring a long period to 

stabilize the rezults. 

Starting with methods of elongation of 

the massive facial bone defects used for  
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simethry or face alignment, the same 

principles were used in order to ascent the 

alveolar maxillary ridge. It's possible to 

perform only one ascension relief of a single 

alveola, usually in interspersed toothless or 

more relief alveola in case of final extended 

edentulous interleaved. The most commonly 

practiced intervention is in the mandible; in 

the maxillary posterior area it is preferred 

that ascension sinus floor be made by the 

techniques of "sinus lifting"[11,12]. 

 

Fig.7 Necessity of interventions for pro-prosthetic preparation at odontal-periodontal level 

 Pro-prosthetic interventions needed at 

odonto periodontal level records the 

following percents: 

gingivectomy 35%, gingivoplasty flap of 

the gingivomucosis15%, Gingivoplasty 

flapwith a  pedicle slid laterally 

oriented10%, gingivoplasty graft in the free 

mucosa12%, coronary reshaping 

28%(Fig.7). 

Gingivectomy consists of excision of 

gingiva of periodontal pockets, removing the 

elements of the pathological bags, the bone 

and the tooth roots, in order to achieve a 

physiological gum structure. Gingivectomy 

consists of shaping the gum tissue, restoring 

its specific appearance, in perfect harmony 

with the teeth shape and the pockets of 

process[13,14]. All procedures of 

gingivectomy include gingivoplasty; the 

latter does not include gingivectomy. 

Gingivectomy is  to restore the thinning 

tissue contour of the external surface of the 

gums, without removal or reduction of its 

height. 

Proprotetic treatment is done in the 

following sequence: 

Surgery on mucosal it is necessary in the 

following cases: 

- Labial fren inserted near the front edge 

of the ridge, which prevents expansion and 

favours injuries and sores of the saddle. It 

includes frenotomia, frenectomy and rarely 

frenoplastia. 

 

- The side stirrups are also inserted near 

the edge ridges, and prevent the extension of 

saddles decreasing the  mucous-bony 

support surface. These clamps’ incision are 

made, and the result can be maintained with 

a temporary prosthesis or an old prosthesis if 

any, duly completed with thermoplastic 

(stents) in the incision region. 

- Hypertrophy and hyperplasia of the 

existing slopes, ridges, bottom bag or palate, 

which is hindering muco-bone support or 

correct saddle denture base will be removed 

by excision. Buttom bags hyperplasia, due to 

poor old prosthesis hinder expansion and 

functional modeling saddles edge 

- Plastic labyrinth grooves is rarely 
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performed in partial edentulous. It can be 

achieved in the case of high ridges in 

edentation atrophy terminals, especially in 

the mandible. To extend the edges of the 

saddle and to enhance the horizontal stability 

of the prosthesis, it is necessary to move the 

inserts from the wound and mucosal muscle, 

such as following surgery to achieve a crest 

height of 5 mm. The results after these 

interventions are best only if the ridge is not 

completely resorbed. 

 Surgery on bone it is necessary for:bone 

irregularities, painful on palpation, which 

make most often impossible the wearing of 

the prosthesis, will be removed by resection 

of localized increases or adjustments of the 

ridges, retentive ridges in different regions, 

especially in the front, interfering with 

saddles edges preventing the insertion of the 

prosthesis may benefit from shaping 

resections, torus jaw size excessively high, 

which prevents the application of key 

connectors, require resection,marked ridge 

atrophies for plastic reconstructions that can 

be made with different types of 

transplants[15]. 

Conclusions 

1.The pro implant vs. pro-prosthetic 

implantation have a role in therapeutic 

success, providing optimization of the  type 

of the support characterized by negative 

indices. 

 

2.The statistical data provide notable 

percent of the muco-bone and periodontal 

support, negative, that requires preparation 

pro-implant or pro-prosthetic according to 

the therapeutic option chosen. 
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