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Dear Colleagues, 

A year has passed, and there were better ones. In 5767, we licked our wounds from the Second Lebanon War. The kidnapped soldiers are still incarcerated as their captors violate every ethical and human standard. 

Many lessons relating to the various aspects of medicine on the battlefield and the home front have been learned from the war: the speed of evacuating wounded from the front, controlled dispatch of the wounded to hospitals, medical treatment in the community, fortification of hospitals and more. Alongside the criticism, medical personnel were praised for their acts of bravery, and many in the medical community showed professionalism, compassion and dedication. Will we know how to learn from this experience, repair what needs correcting and strengthen that which needs to be bolstered so we will be better prepared? 
The lack of equity in Israel's medical system is growing. From a system founded on mutual commitment, we are being dragged into a system of estrangement that disregards the weak and those in the country's periphery. If one looks at averages and means, there is reason to be proud. But focusing on what diverges from the norm arouses discomfort. Will we be wise enough to halt this unhealthy trend and intensify equity, working in the right direction to improve service and make it more accessible to the disadvantaged?
At Hadassah, we have built and developed new departments and services for the benefit of our patients. During the last year, we have hired leading professionals in the medical and management fields. We have purchased equipment that is on the leading edge of medical technology. We are continuing to promote excellence in the three tips of the triangle: service, teaching and research. 

The entry to the Ein Kerem campus is still not user friendly, but it's easier to live with when one realizes the target – a modern and rigorously planned hospitalization tower that is being constructed – looks closer than ever, and Hadassah management is toiling to make things easier for patients, their families, workers and students. At this opportunity of the New Year 5768, I wish you and your families a wonderful year, good health, creativity and contentment. 

Prof. Shmuel Shapira, 

Deputy director-general of the Hadassah Medical Organization

Dean of the Hebrew University-Hadassah Braun School for Public Health and Community Medicine
A New Era in the Understanding and Treatment of Age-Related Macular Degeneration – The Most Common Cause of Blindness
Dr. Itay Chowers, ophthalmology department, Hadassah University Medical Center, Ein Kerem

Age-related macular degeneration (AMD) is the most common cause of irreversible blindness in the Western world, including Israel. This disease is characterized by a "dry" (non-neovascular) stage in which the degenerative process in the macula in the center of the retina occurs and a "wet" (neovascular) stage, in which there is a proliferation ofblood vessels towards and under the retina. The dry stage occurs in 30% of the population aged 75 and and, in general, does not significantly harm vision. In between 10% and 15% of dry-stage AMD patients, the wet stage – characterized by a significant decline in vision – will develop. Age (the disease is rare before the age of 60), smoking and a family history of the disease are the main risk factors for AMD. 
Understanding of the genetic background of AMD
During the last two years, several changes in a few DNA bases (SNP-single nucleotide polymorphism) have been identified in a number of genes, including the gene coded for supplementary factor H that in several of the world's populations are closely connected to the risk of contracting AMD. In an examination of over 200 AMD patients and 100 healthy patients at Hadassah, we found a significant connection between changes in the sequence of the gene for Factor H and a number of additional genes, and the risk of contracting AMD. Thus the mutations in these genes constitute a significant risk factor for the disease in the Israeli population as well. The connection between inflammation and AMD, which was proven by demonstrating the connection between supplementary factor H and the disease, today constitutes a focus of studies aimed at reaching a more complete understanding of the disease mechanism and attempts to develop new treatments for AMD. It may be possible in the future to use these genetic tests to assess the risk of contracting the disease and maybe even to direct the treatment in a way that is still impossible today. 

Treatment during the dry phase of the disease
Boosting the rate of early AMD diagnosis and treatment in the dry stage with a mixture of vitamins (A, E and C) and zinc is likely to reduce the number of patients who progress into the wet stage and thus to significantly minimize vision loss connected to AMD. Nevertheless, research we recently conducted at Hadassah showed that most patients referred for treatment for wet-stage AMD in our clinic were not diagnosed at all for this during the dry stage. In addition, diagnosis in the dry stage did not bring about early diagnosis of the wet stage. These findings point to the need for improvement in screening tests to diagnose the disease among the at-risk population (over 60) and the necessity of improving follow-up to reduce vision loss resulting from AMD. 

Treatment during the wet phase of the disease
Until about a year ago, most wet-stage AMD patients suffered from serious harm to their vision, despite the photodynamic therapy (PDT) that was traditionally given, but since then, there has been a real revolution in the field due to the use of vascular endothelial growth factor (VEGF). The treatment is given by injection into the eyeball, and a month later, the disease activity is assessed by an eye examination and optical coherence tomography (OCT), which measures the thickness of the retina. If the disease is still active, another injection is given, and this can be repeated several times so the patient may receive between five and six shots a year. These treatments bring about a major improvement of vision in up to 40% of patients, and in at least 90% of the cases, the vision is stabilized to the level measured at diagnosis. 
The main medications used today are bevacizumab (Avastin), which is an anti-VEGF antibody, and ranibuzumab (Lucentis), which is part of an anti-VEGF antibody. While Lucentis was specially developed for treating AMD and found effective in prospective multi-center studies, Avastin was developed to treat cancer, but accumulated experience (including over 750 intra-optical injections carried out at Hadassah) testify to its efficacy for treating wet-stage AMD. It is not yet clear if there is a difference in the efficacy of these drugs or their safety, but Lucentis is much more expensive compared to Avastin – a fact that is significant because neither of the medications is today included in the basket of health services supplied by the health funds. There is currently a study financed by the US National Institutes of Health comparing the two drugs, and the results are expected in about two years. Another question being examined today is the role of PDT treatment, if at all, combined with intra-optical injections. 
In summation, breakthroughs in the treatment of AMD and understanding of the disease make it possible to prevent blindness in many patients. This advancement stresses the need for increased awareness of the disease to improve the rate of early diagnosis and treatment and prevent blindness in as many patients as possible. 
For more information:

Dr. Itay Chowers

Ophthalmology Department

Hadassah University Medical Center in Ein Kerem

Tel: 050-8573361

Fax:  (02) 6428896 

***

The Neonatal Neurology Clinic
Dr. Itai Berger, the pediatric neurology unit, Hadassah University Medical Center

Mount Scopus

Neonatal neurology is a young and fast-developing field. Until recently, this field was not considered even a specialty on its own. During the last decade, there has been a dramatic increase in the birth of premature babies in the world, and especially in Israel. This increase results from the significant improvement in assisted-fertility technology and the rise in the age of the mothers.  

These changes join the development of imaging technologies and monitoring during and after pregnancy and lead to a significant improvement in the technologies used for early diagnosis of congenital defects and treatment of neonates even when they are very-low-birth-weight babies and/or suffer from serious defects. All these factors together lead to the identification during pregnancy of defects and brain damage in earlier stages than ever before and the birth and survival of very small premature babies and of neonates suffering from diseases and neurological defects who previously did not survive. 

These changes force us to cope with situations we did not face before and raise questions about which information is alarmingly meager. This situation causes much uneasiness among all those who work in the field – gynecologists and obstetricians, neonatologists, radiologists and pediatric neurologists. 

Neonatal neurology as defined by the founder of the specialty, Dr. J.J. Volpe, "has come of age." With the accumulation of information related to the wide range of medical experts, the need to coordinate the subject in one clinic was discussed. At Hadassah, as a leading Israeli medical center, a special clinic – the neonatal neurology clinic was opened.  The service is meant for three main groups:
Fetuses: which during pregnancy were diagnosed with a defect or brain damage. In these cases, mothers are referred for counseling in the neonatal neurology clinic. The counseling is given with the attending gynecologists, the radiologists and geneticists all present. In this group are fetuses whose brain was damaged by a variety of causes including intrauterine infections, a chronic disease of the mother or the placenta, a genetic defect and others. The most common referrals during the past year included fetuses with swollen lateral chambers of the brain and fetuses with a smaller head circumference than expected from the age of the pregnancy. Fetal RI is the most commonly auxiliary examination used for these fetuses, but there is a large variety of tests. 

Premature babies: and especially those of very low birth weight (less than 1,500 grams) constitute a group for high neuro-developmental risk, also because of the existence of diseases common to them such as PVL and IVH and the fact that they are at developmental risk even when there is no known brain damage or disease, only their premature birth and need to develop outside the womb. 

Neonates and babies: who suffered from neurological disease or defects diagnosed up to a year after birth. In this group, there is a wide variety of diseases, from epilepsy and metabolic diseases to infectious diseases that involve the central nervous system (meningitis and encephalitis). 

The aims of the clinic are to give immediate and available answers to families and children in which a defect was discovered during pregnancy and especially to follow up premature babies and neonates who need long-term neurological monitoring. Most of these children will remain under supervision for years, and we supply "early intervention" that has been proven in the medical literature to improve their prognosis.  It is accepted today that interventional programs must be offered to children and their families immediately upon their discharge from the hospital. The plasticity of the brain at a young age and the importance of "critical experience" in shaping the central nervous system with "intervention" services along the whole socio-economic spectrum can only help optimize the future development among premature and full-term babies. 

The neonatal neurology clinic bases itself on the broad base of auxiliary services offered at Hadassah that help diagnose and treat – imaging services, labs, metabolic and genetic diagnosis units, obstetrics and gynecology services, a variety of neonatology services, nursing and rehabilitation. 

A special effort is made to establish independent research infrastructure and to be involved in multi-center studies that deal with various aspects of neonatal neurology. 
For more information:

Dr. Itai Berger

Tel: (02) 5844751

Fax: (2) 5328963

Mobile: 050-8946740

e-mail: itberg@hadassah.org.il
***
Comprehensive Treatment of Malignant Melanoma
Dr. Michal Lotem, Hani Steinberg and the melanoma group at Hadassah

Cutaneous malignant melanoma is the most significant malignancy among those that affect the skin. Melanoma is a malignant skin tumor that originates in melanocytes found in the epidermis.

This tumor has become more common in recent years, the number of cases growing at a faster pace than all other cancers except lung cancer in women (due to their higher smoking rates). In the US, it is estimated that one out of every 75 Caucasians will contract this type of cancer during his or her lifetime. The extent of morbidity of melanoma in Israel is high and encompasses 1,200 new cases a year. 

The higher prevalence of melanoma focuses much attention on diagnosis of patients at an earlier stage of their disease. A basic physical examination by an experienced dermatologist at regular intervals – usually every six months – significantly increases the chances for diagnosis of any tumor. 

Early diagnosis of melanoma is highly important in determining the chances for recovery: The most important predictive index is surgical removal of the tumor while taking safety borders of healthy skin one to two centimeters wide depending on the thickness of the melanoma. After its removal, the growth is sent for a pathological examination, and depending on the anatomical depth of penetration, the continuation of treatment is decided. Today it is accepted that a sample of sentinel gland is performed when the growth is one millimeter or more in thickness. This is based on multicenter research published recent that confirms early diagnosis of lymph nodes affected microscopically by melanoma gives the patient an advantage in survival compared to late diagnosis, when the glands can be palpated. 

Despite efforts to diagnose melanoma early, when the disease becomes metastatic the chances for its reaction to various treatments are low and disappointing. For this reason, the team's efforts focus on developing experimental protocols and on cooperation with clinical research initiated by pharmaceutical companies to test new medications and treatment. 

Cancer vaccines – Are they a dead end?

In an article that aroused much attention, Prof. Steven Rosenberg and colleagues at the US National Cancer Institute (NCI) – the leading and dominant group in the field of cancer immunotherapy – declare: "Despite the lack of a significant percentage of patients who achieve clinical responses to treatment with anti-cancer vaccines, many of the trials with these report optimistic findings because the goalposts they set for themselves are achievable rather than a significant regression of the tumor."  The authors also illustrate that in a summary of a large number of trials carried out at the NCI, the objective reaction rate to the vaccines was only 2.6%. The vaccines are mostly peptides or via viruses encoded for a cancer antigen (MART-1 and gp100, two common antigens in malignant melanoma). 
Are cancer vaccines a dead end? Should this approach be abandoned completely for what Rosenberg calls "more effective treatments such as adoptive cell transfer of peripheral blood cells with or without modifications that will boost their ability to kill their tumor?"

Cancer immunotherapy will never be an orchestra of one instrument. The great complexity of obtaining immunity against self-antigens involves repeated and effective presentation of cancerous antigens, the amplification of co-stimulatory stimulation, overcoming populations of regulatory T cells, support for cellular reaction that is aroused so it does not fade away and disappear. 

The expectation that a vaccine alone will bring regression of the tumor is not realistic, just as transfusions of growth-filtering lymphocytes  failed again and again until a chemotherapy stage that destroyed lymphocytes was put in to precede it. This stage made possible for the first time objective reactions, and even then the reactions were only temporary in most cases and in the end, the disease progresses. 

Adapting one's expectations from cancer vaccines is the first and mandatory stage. The data teach us a number of basic immunological facts about the processes that occur as a result of giving a vaccine: One can demonstrate in some of the patients an increase in the relative percentage of lymphocyte sub-populations that react to the peptides of cancerous antigens; one can identify the products of antibodies against cancerous antigens; there is a low occurrence of autoimmune phenomena; and there are reactions of tumor regression in only a low percentage of patients, especially when the disease is limited in scope and involves subcutaneous tissue and the lungs. 
Cancer vaccines must be integrated into the comprehensive treatment strategies due to their potential contribution:

1. to build specific resistance that will be effective against the disease at a low load in adjuvant protocols. 

2. to support the survival of effector cells by giving effective antigenic stimulation

3. to create primary effector cells from which the anti-cancer populations can be taken and expanded

4. to enhance a reaction to the cytokines, growth factors or monoclonal antibodies

The value of the various cancer vaccines as adjuvant treatments remains an open question. That is, can cancer vaccines prevent the return of metastatic disease in patients who are at high risk for this? Until now, only a few controlled studies have been published that compared a treatment group to any control group. Even when the results of controlled studies now being conducted are published, their implications will be limited. In the last few years, the basic immunological know-how has advanced, and the immunization techniques continually improve. The vaccines of the past included those based on whole cancer cells, cancer antigens and peptide vaccines. The vaccines of the present make use of antigen-presenting cells – most of them dentritic, cancer cells that underwent genetic modification to release molecular components of the immune system and combinations of cancer antigens with co-stimulatory molecules. 
The importance of continuous antigenic stimulation in preventing the disappearance of T-type lymphocyte populations that have specificity against suitable antigens is a well-based observation. Updated protocols of T-cell therapies also include an element of immunization that prevents the speedy disappearance of cells due to the lack of effective antigenic stimulation.

Other work, like our observation, illustrates the appearance in peripheral blood of cytotoxic cells against cancer as a result of a course of immunization treatments at a higher rate than what existed prior to the immunization. There is a correlation between the appearance of the first cellular reaction and survival, but only in a minority of cases is there also a regression of the disease due to a vaccine accompanied by the appearance of specific cytotoxic cells. These can serve as a promising basis for multiplication outside the body. And finally, our work and that of Sligluff of the University of Virginia demonstrate that the integration of vaccination and early immunity with systemic treatment with IL-2 has an additive and potent effect. 

In the Sharett Institute of Oncology, 34 patients with metatastic melanoma were treated with a cancer vaccine made from autologic melanoma cells. Only two of them had spontaneous reactions of regression of the tumor; in two of them there was full and continuing regression (more than 36 months) of subdermal metastases. But adding Interleukin 2, in an ambulatory or high dose, caused objective reactions in 10 patients. It should be noted that 11 of the 12 reactive patients showed a strong local reaction to the subcutaneous injection of self melanoma cells that had been irradiated but had not undergone any additional modification. A correlation between objective reactions of tumor reaction between redness in the site of cell injection (called DTH) and autoimmune reactions in general is a repeated finding in most of the series dealing with cancer vaccines. The explanation for the additive effect of vaccine and giving IL-2 is in the ability of the second to activate more powerfully lines of lymphocytes that underwent pre-activation with an antigen before IL-2 was given. 

Self dendritic cells in melanoma peptides to enhance the reaction of Interleukin-2 treatment
Dentritic cells are antigen-presenting cells whose origin is monocytes from peripheral blood. Their special characteristic is carrying out the phagocytosis of proteins and fractions of cells, processing and presentation of the cell components on their surface in a way that makes possible the recognition and activation of cytotoxic T-type lymphocytes and helpers. A large number of dendritic cells can be cultured from the patient's blood, and they can be artificially integrated signed into protein segments (peptides of nine amino acids) that are known to mediate a regression of metastatic melanoma. There is no consensus what is the most effective form to return activated dendritic cells to the body, but it is known that the significant interaction between them and Type-T lymphocytes occurs in lymph nodes. In the treatment presented here, dendritic cells are injected directly into regional lymph nodes to endure a meeting of the cells. Until now, only low reaction rates from giving dendritic cells have been reported in metastatic melanoma patients. The aim of the current research is to see whether a combination of vaccine in dendritic cells together with high doses of Interleukin-2 will boost the general reaction. Interleukin-2 is today the accepted and registered immunological treatment for metastatic melanoma. Even though this treatment can bring about full recovery, its toxicity is significant and sometimes endangers life. 
Target population

The program is meant for people diagnosed with metastatic melanoma and aged 18 to 65 whose general condition allows treatment with high doses of Interleukin-2. 

The protocol includes three doses of dendritic cell vaccine every two weeks. One week after the third dose, a first treatment of Interleukin-2 is given. Four weeks later, the new treatment cycle of three vaccinations and Interleukin-2 is given. 

Systemic giving of monoclonal antibody Anti-CTLA4 against metastatic melanoma
Type-T lymphocytes are found in a balanced system comprised of activated signals and inhibitor signals; the CTLA4 surface molecule is an inhibitor molecule. The anti- CTLA4 antibody blocks the inhibiting receptor and allows wide and non-specific activation of Type-T lymphocytes. The antibody has been found effective against metastatic melanoma. 
Currently there is a study that examines the giving  of the antibody alone versus its combination with chemotherapy. 

The treatment involves autoimmune effects, especially inflammatory colitis, but impressive regression of the disease has been observed. 

In summary, prudent use of immunological technologies will become increasingly integral to successful application of treatments for metastatic melanoma. 

The melanoma group of Hadassah University Medical Center in Ein Kerem
The treatment of melanoma patients requires ongoing coordination among various doctors from a variety of fields. Thus Hadassah has a melanoma group that holds joint discussions of every new patient who starts treatment and build for each one an individual treatment protocol. 

For more information:

Hani Steinberg 

Tel: 050-7874292

e-mail: hanis@hadassah.org.il
Dr. Michal Lotem 

Tel: 050- 8573528

lotem@hadassah.org.il
***
Repairing Near Vision
Dr. Adel Barbara, medical director of Hadassah Optimal in Haifa, 

Hadassah Medical Center's center for Lasik surgery to replace eyeglasses
Reading glasses turn into a vital accessory for nearly everyone over the age of 45. Even someone who sees well from a distance will probably need reading glasses after trying to solve his problem with temporary measures such as moving his book as far as the end of his arm, increasing lighting and other unsatisfactory means. 

Dependence on reading glasses grows with the years. The mildly shortsighted can forgo their reading glasses and use only glasses for distances. The rest will have to get reading glasses and use them regularly or find a surgical solution (including radio waves and laser treatments) that will replace their spectacles and enable them to read and work with small objects. 
Most of the existing solutions grant independence during reading, such as the ability to read a newspaper without glasses, but long periods of reading that require the use of both eyes or work that needs focusing on small objects will nevertheless require eyeglasses. 

Technologies to repair near vision that are not multifocal glasses or contact lenses
There are several techniques that can replace eyeglasses and contact lenses. Most are based on identifying the dominant eye (the eye that the potential patient uses for distance vision) and then to repair the other eye for near vision. A change of vision focus will of course come at the expense of distance vision with this eye, but most people will not notice the change when both eyes are open. The decline in the quality of distance vision in the non-dominant eye varies from one technique to another, and our experience shows that multifocal laser treatment and the implant of a lens in the cornea (details to follow) offer the best results. 
In this article, we will explain the five leading techniques:

1. Conductive Keratoplasty (CK) 
This technique is widely accepted for repairing mild distance vision problems or nearsightedness using radio waves. It is performed in one eye. Using a delicate needle 90 microns thick, radio waves penetrate the cornea and change its shape, thus improving near vision. This technique is approved by the US Food and Drug Administration. 


It is carried out under local anesthesia using eye drops and takes about five minutes. When the treatment is completed, the patient is sent home, without pain, except for mild irritation that continues for a day or two. The technique's advantages are that it is easy for the patient and improves his near vision. The disadvantages include that it lightly reduces the quality of distance vision in the treated eye. Over the years, there may be a reversal from the achieved results and a need to repeat the treatment or to resume wearing glasses. In some of the patients, astigmatism develops that requires a simple repair a month later. 
      (For more information, see www.refractec.com)

2. Monovision

In this technique, laser treatment is performed on one or two eyes, depending     on the patient's condition. An over-repair or under-repair is carried out (depending on the patient's eye refraction) to the non-dominant eye; this comes at the expense of distance vision. This operation too liberates the patient from glasses. The advantage is that it is very safe, like Lasik surgery to eliminate the need for                                glasses. The disadvantage is that not everyone is suited to this technique.

3. Multifocal laser treatment
In this unique technique, there are only a handful of laser devices that can be used to perform it. One of them is the VISX S4, which is at our Haifa center. Multifocal laser treatment is performed on the non-dominant eye, thus allowing reading without glasses.  The advantage is that it is very safe, like Lasik surgery to eliminate the need for glasses. The disadvantage is that some of the patients complain about glare at night. In addition, the technique requires more exactitude than ordinary treatment. A deviation of only a few microns may hurt the results, and the operation is irreversible. 
      (For more information on laser repair of vision, see www.visx.com)

4. Implanting a lens into the cornea (of the InVue type)

     This minor operation is carried out under local anesthesia in the form of eye drops. 
     The surgeon opens a small pocket in the center of the cornea of the non-dominant            

     eye and implants a small and very thin lens in it. This lens improves close vision 
     and does not significantly handicap distance vision in the eye that is operated on.    

     The lens makes the cornea multifocal to a certain extent. The operation takes about   

     five minutes. The advantages of the technique are that it is very safe and easy to   

     perform. It is reversible; if the patient is not satisfied, the lens can be removed and 

     the cornea returns to its previous condition. The lens can also be replaced if the 

     number that the patient needs rises or changes over the years. The disadvantage is 

     that there is a mild reduction in distance vision in the non-dominant eye. 
(For more information, see www.biovisionag.com; the information appears under "Switzerland.")
5. Removal of the lens from the eye (as in cataract surgery) and the implantation of a multifocal lens
This is an operation that requires the surgical opening of the eyeball, removing the lens and implanting a multifocal or accommodating lens. The operation is recommended for those who already have a cataract. In any other case, different treatments are recommended. 

In summary, as in any medical procedures, it is very important to suit the right technique to each patient.  The advantages and disadvantages of each technique must be discussed to allow the patient to decide among them. We at Hadassah will suit the technique to the patient. 

For more information:

Tel: 1-800-399-388

e-mail: adelbarbara@yahoo.com
***

Innovation in Orthodontics: Teeth Straightening in a Short Time
Dr. Idith Barkana and Dr. Avigdor Klinger, 

Hebrew University-Hadassah School of Dental Medicine

Straightening teeth is usually a long process accompanied by temporary discomfort in the patients. Many, especially adults, resist the treatment and remain with esthetic blemishes and sometimes medical defects. 

How long should the orthodontic treatment take? That is the most common question that every patient asks when he begins the process. The answer is usually two or three years, depending on how complicated the case. But recently, a speedy procedure called periodontally assisted accelerated orthodontics (PAAO) has grown in popularity in the US. In this technique, the length of the treatment can be cut to a third or even a quarter of the conventional treatment. That is, in most cases it can be completed in six to 10 months. 

Principles of the technique
The reason for the relatively long time that conventional orthodontic treatment takes is the resistance to movement of the teeth by the jaw bone. Using a local surgical procedure on the gums, the turnover of the bone can be speeded up over several months, thereby increasing the pace of teeth movement to three or four times faster than that in the regular treatment. At the end of the treatment, the bone calcifies around the teeth in their new location and prevents them from moving back to their former place prior to the beginning of treatment. 

This technique, first described in 1959 by an Austrian dentist, underwent modification during the 1990s. The surgical procedure on the gums includes local anesthesia with or without sedation. After raising a flap, a delicate groove is cut in the cortical envelope (corticotomy) of the alveolar bone. This action creates two fundamental effects: The first is the boosting of the turnover of the alveolar bone, in which the roots of teeth targeted for movement are anchored; this is expressed by the increased uptake of the osteoclasts that reaches its highest point three weeks after the procedure is performed. The second is the creation of bleeding foci in the cortical envelope of the alveolar bone, which constitute the source for enlisting pleuripotent cells from the bone marrow spaces in the spongy bone. When this action is combined with laying down bone replacement implanted in these regions, the alveolar ridge is thickened. 

The advantages of the technique are: 1) a shortening of the time needed for treatment by 25% to 30% of the time orthodontic treatment has taken until now 2) reduced side effects on the roots of the moved teeth. The reason for this is that the speed of movement is achieved without using stronger orthodontic forces and the effect of the temporary reduction of the alveolar bone's resistance to teeth movement. 3) Research points to the treatment being more stable over time with less danger of relapse. This is apparently due to the cancellation of the alveolar bone's "memory" of the teeth's original location, thanks to the action of corticotomy. 4) In cases when the cortical plate of the alveolar ridge is very thin or even absent (dehiscence ), one can thicken this bone using artificial bone that is implanted under the gums during the preliminary periodontal procedures. This thickening is also apparently connected with more stable treatment results over time. 5) Increased range of teeth movement. The temporary reduction in jaw bone resistance in combination with the increase of its volume with a bone implant makes possible the expansion of the maximum orthodontic movement envelope to three times that which results from conventional treatment. 
The indications for treatment using this technique are determined after an orthodontic examination is performed. At its conclusion, it will be decided if the existing problem can be solved with the short treatment. If so, a periodontal exam will be performed to determine whether there is any active gum disease. If the case is suitable and the gums are healthy, the treatment can be started. At the end of the suitability examination and the decision on performing speedy orthodontic treatment, metallic squares to hold the retention wires are glued to the teeth. After five to seven days, the preliminary procedure is performed on the gums. Two weeks later, the teeth movement begins. The adjustment of the orthodontic devices is carried out every two weeks (instead of every six weeks, according to the regular protocol), without a change in the number of sessions. In this way, the length of the treatment is shortened. 

For more information:

Clinic for speedy orthodontic treatment:

Dr. Idit Barkana

Orthodontics department

Tel: (02) 6777982

e-mail: iditbarkana@yahoo.com
Dr. Avigdor Klinger

Periodontics department

Tel: (02)6776183

