Maxillofacial orthopedics is one of the sections of orthopedic dentistry and includes the clinic, diagnosis and treatment of injuries to the maxillofacial area resulting from trauma, wounds, surgical interventions due to inflammatory processes, neoplasms. Orthopedic treatment can be independent or used in combination with surgical methods.
Maxillofacial orthopedics consists of two parts: maxillofacial traumatology and maxillofacial prosthetics. In recent years, maxillofacial traumatology has become predominantly a surgical discipline. Surgical methods for fixing jaw fragments: osteosynthesis for jaw fractures, extraoral methods of fixation of mandibular fragments, suspended craniofacial fixation for upper jaw fractures, fixation using alloy devices with “shape memory” - have replaced many orthopedic devices.
Advances in facial reconstructive surgery have also influenced the field of maxillofacial prosthetics. The emergence of new methods and improvement of existing methods of skin grafting, bone grafting of the lower jaw, plastic surgery of congenital clefts of the lip and palate have significantly changed the indications for cortopedic treatment methods.
Modern ideas about the indications for the use of orthopedic methods for treating injuries of the maxillofacial area are due to the following circumstances.
The development of surgical methods of treatment, especially for neoplasms of the maxillofacial region, required the widespread use of orthopedic interventions in the surgical and postoperative period. Radical treatment of malignant neoplasms of the maxillofacial region improves survival rates. After surgical interventions, serious consequences remain in the form of extensive defects of the jaws or face. Severe anatomical and functional disorders that disfigure the face cause painful psychological suffering to patients.
Very often, only one method of reconstructive surgery
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turns out to be ineffective. The tasks of restoring the patient’s face, chewing, swallowing functions and returning him to work, as well as to perform other important social functions, as a rule, require the use of orthopedic treatment methods. Therefore, in the complex of rehabilitation measures, the joint work of dentists - a surgeon and an orthopedist - comes to the fore.
There are certain contraindications to the use of surgical methods for treating jaw fractures and performing operations on the face. Usually this is the presence of severe diseases of the blood, cardiovascular system, open form of pulmonary tuberculosis, severe psycho-emotional disorders and other factors. In addition, there are injuries for which surgical treatment is impossible or ineffective. For example, in case of defects of the alveolar process or part of the palate, prosthetics are more effective than surgical restoration. In these cases, the use of orthopedic measures as the main and permanent method of treatment was shown.
The timing of reconstructive operations varies. Despite the tendency of surgeons to perform the operation as early as possible, it is necessary to allow a certain amount of time while the patient is left with an unrepaired defect or deformity while awaiting surgical treatment or plastic surgery. The duration of this period can be from several months to
1 year most. For example, reconstructive operations for facial defects after tuberculous lupus are recommended to be carried out after permanent elimination of the process, and this is approximately
1 year. In such a situation, orthopedic methods are indicated as the main treatment for a given period. During the surgical treatment of patients with injuries to the maxillofacial area, auxiliary tasks often arise: creating support for soft tissues, closing the postoperative wound surface, feeding patients, etc. In these cases, the use of the orthopedic method as one of the auxiliary - numerous measures in complex treatment.
Modern biomechanical studies of methods for fixing fragments of the lower jaw have made it possible to establish that dental splints, in comparison with known bone and intraosseous devices, are the fixators that most fully meet the conditions for the functional stability of bone fragments. Dental splints should be considered as a complex retainer, consisting of artificial (splint) and natural (tooth) retainers. Their high fixing abilities are explained by the maximum contact area of the fastener due to the surface of the roots of the teeth to which the splint is attached. These data are consistent with the successful results of the widespread use of dental splints by dentists in the treatment of
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jaw fractures. All this is another justification for the indications for the use of orthopedic devices for the treatment of injuries to the maxillofacial area.
The history of maxillofacial orthopedics goes back thousands of years. Artificial ears, noses and eyes have been discovered in Egyptian mummies. The ancient Chinese restored lost parts of the nose and ears using wax and various alloys. However, until the 16th century there is no scientific information about maxillofacial orthopedics.
For the first time, facial prostheses and an obturator for closing a palate defect were described by Ambroise Pare (1575).
Pierre Fauchard in 1728 recommended drilling the palate to strengthen dentures. Kingsley (1880) described prosthetic structures for replacing congenital and acquired defects of the palate, nose, and orbit. Claude Martin (1889), in his book on dentures, describes structures for replacing lost parts of the upper and lower jaws. He is the founder of direct prosthetics after resection of the upper jaw.
In our country, maxillofacial orthopedics received significant development in the 40s, 50s, and 60s. The works of A. I. Betelman, Ya. M. Zbarzh, A. L. Grozovsky, Z. Ya. Shur, I. M. Oksman, V. Yu. Kurlyandsky laid the foundation for modern maxillofacial prosthetics. These authors not only showed the need for orthopedic interventions in restoring the shape and function of the maxillofacial area, but also developed original methods of orthopedic treatment and prosthetics.
In subsequent years, the pace of development of maxillofacial orthopedics decreased. This is explained by the fact that the efforts of specialists in orthopedic dentistry switched to developing issues of dental prosthetics and orthodontics, the population’s demand for which turned out to be very high.
In the 70s and 80s, due to the introduction of complex methods of restorative treatment, interest in the problems of maxillofacial orthopedics increased again. In the works of X. A. Kalamkarova, E. P. Eradze, Z. A. Oleinik, G. Yu. Pakalns, V. A. Minyaeva, V. A. Silina, M. A. Slepchenko, B. K. Kostur , M. 3. Shteyngart, M. M. Nartymova, M. N. Shchitova,
3. Ya. Shura reflected the issues of prosthetics after resection of the jaws, feeding patients, and the creation of new materials for maxillofacial orthopedics.
Modern maxillofacial orthopedics, based on the rehabilitation principles of general traumatology and orthopedics, based on the achievements of clinical dentistry, plays a huge role in the system of providing dental care to the population.
CLINICAL SIGNS OF DAMAGE TO THE MAXILLOFACIAL AREA
The clinical picture and diagnosis of injuries to the maxillofacial region are described in detail in textbooks on dental surgery.
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gii. Here we discuss clinical features that are important for the design of an orthopedic device and prosthesis.
. Thus, the presence or absence of teeth on jaw fragments, the condition of the hard tissues of the teeth, the shape, size, position of the teeth, the condition of the periodontium, the oral mucosa and soft tissues that interact with prosthetic devices are important.
Depending on these signs, the design of the orthopedic apparatus and prosthesis changes significantly. The reliability of fixation of fragments and the stability of maxillofacial prostheses, which are the main factors for the favorable outcome of orthopedic treatment, depend on them.
It is advisable to divide the signs of damage to the maxillofacial area into two groups: signs indicating favorable and unfavorable conditions for orthopedic treatment.
The first group includes the following signs: the presence of full-fledged periodontal teeth on the jaw fragments during fractures; the presence of teeth with complete periodontium on both sides of the jaw defect; absence of scar changes in the soft tissues of the mouth and perioral area; integrity of the TMJ.
The second group of signs consists of: the absence of teeth on jaw fragments or the presence of teeth with diseased periodontal disease; pronounced scar changes in the soft tissues of the mouth and oral area (microstomy), absence of the bone base of the prosthetic bed in case of extensive defects of the jaw; pronounced disturbances in the structure and function of the TMJ.
The predominance of signs of the second group narrows the indications for corthopedic treatment and indicates the need for complex interventions: surgical and orthopedic.
When assessing the clinical picture of damage, it is important to pay attention to signs that help establish the type of bite before the damage. This need arises due to the fact that displacement of fragments during jaw fractures can create relationships in the dentition similar to prognathic, open, and crossbite. For example, with a bilateral fracture of the lower jaw, the fragments are displaced along the length and cause shortening of the branches, which occurs

displacement of the lower jaw backwards and upwards with simultaneous lowering of the chin. In this case, the closure of the dentition will be similar to prognathism and open bite.
Knowing that each type of occlusion is characterized by its own signs of physiological wear of the teeth, it is possible to determine the type of bite of the victim before the injury. For example, in an orthognathic bite, wear facets will be on the cutting and vestibular surfaces of the lower incisors, as well as on the palate.
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on the surface of the upper incisors. With progeny, on the contrary, abrasion of the lingual surface of the lower incisors and the vestibular surface of the upper incisors is observed. A direct bite is characterized by flat wear facets only on the cutting surfaces of the upper and lower incisors, while in an open bite there will be no wear facets. In addition, anamnestic data can also help to correctly determine the type of bite before damage to the jaws.
ORTHOPEDIC DEVICES, THEIR CLASSIFICATION, MECHANISM OF ACTION
Treatment of injuries to the maxillofacial area is carried out using conservative, surgical and combined methods.
The main method of conservative treatment is orthopedic devices. With their help, problems of fixation, reposition of fragments, formation of soft tissues and replacement of defects in the maxillofacial region are solved. In accordance with these tasks (functions), devices are divided into fixing, reducing, forming, replacing and combined. In cases where one device performs several functions, they are called combined.
Based on the place of attachment, the devices are divided into intraoral (unimaxillary, bimaxillary and intermaxillary), extraoral, intra-extraoral (maxillary, mandibular).
[bookmark: _GoBack]Based on their design and manufacturing method, orthopedic devices can be divided into standard and individual (non-laboratory and laboratory manufacturing).
