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Direct bonded fibre reinforced bridges

One of the bhest things about denfistry is the uniqueness of cach

clinical situation.

While single tocth implants have
made a large impact within the
profession — they  are  lime
consuming, clinically demand-
ing and sadly, tend 1o be over
diagnased and prescribed.

Fart of the menu of options that
are available  for  clinical
situalions involving a missing
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tooth s the single tooth direct
resin bridps, The predictability of
these bridpes has been enhanced
substantially with the inclusion
ol various (ibres 1o improve theds
strength, particularly at the inter
face between the pontic and
abutment.

The fibres

High densily, plasma  etched
polyethylene, ceramic  and
carbon filres arg all means of
reinfarcing composite resin, The
resin adheres well oo all these
materials and unlike metals the
lihres dlex slightly  with  [he
composite resin and are less
likely o debond.

The retention of a pontic in the
fateral sepments of the mouth
can often be enhanced by the
removal of an existing restoration
fram the abutment tooth either
prosimal to or adjacent to the
pontic.

Removing a Class |1 restoration
situated adjacent 1o a ponlic
enables the placement of 3
reinforcing  fibre  that  will
substantially improve the strength
ol 1he bridge (Diagram 1.

Criagram 1

When an unrestored  proximal
surface on the abutment tooth
bulls up against the pontic, the
remienal of the restoration and
the placement of 2 small circular
hole  throggh  the  proximal
surface enables the fibres to pass
through the hole o enhance »



Conlinued from page 74

* Finally place a small amount
of enamel shade at the ncclusa
thirdd of the pontic fo creale a
natural APPETANCe

Siople footh bridges are bost

constructed as cantifevers as It
FINOhLEE

eliminates  torgue
hetwieen abutments,
space  fo move  w
acclusion and finall
flowss and keep clean.

* Place a small increment of
enamel shade in the space
between  the abutment  and
puntic, sculpting o creale an
anatomical contour and cure,

« At the adjacenl proximal
surface place a secticnal matrix,
wedpe  with 4 paper point.
Composite  resin - does  not
recuiiee solied woodoed  wodges
that make gingival tissues bleed
and interferes wath the place-
ment of the bitine ring, Place a
bitine ring with a pair of rubber

5 gasl o
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cdam clamp halders 1o create the
molding  for  the  proximal
contour ol the pontic (Fig. Gl

Fig.

» Apply a thin layer of KMGIC
into which an enamel shade
microfill resin is placed, Photo-
initiate 200 seconds, remove te
hitine ring, section matrix and
paperpoinl and cure Tacial and
lingual surfaces for a further 20
sEcinls.

» Add hybrid resin to the lingual
surfaces to create anatomical
contours and cure,

* The bridpe = now ready for
final contouring,

+ ‘Rough-in® the occlusal
surfaces with a course emery
disc and the facial and lingual
surfaces with a course high
speet] lapered diamaond bu

# Llse oa line lapered twelve
fluted carhide bur to complete
contouring of the proximal,
lakrial and '|||'||;§:~m| LI
. A speed  pointed
diamond is uselul or the fina
contouring of the pontic against
the gingival surfaces.

. Lenerate
caontouring  on
surfaces with a b
shapmed stone.

B

5lemay

anatomica
the occlusa
ph speed bl les

o |t is essenlial o conlieen 1hal
there are no occlusal inter
ferences on the pontic in normal
occlusion, lateral movements
and finally at the extremes of
manchbular  movement where
bruxing and clenching nocurs.
A pontic will fracture if there is
a heavy occlusal load in any of
these situations.
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Confinued from page 16

® Llse a fine Softlex disc o finish
contouring of the abulmen! and
pontic surfaces hefare finishing
with a rubber polisl

M CUp.

+ The bridge is completed by
placing a resin coating over the
surlace o prolecl any RMOGIC
exposed at the occlusal surfaces
(Figs. 7 and &

Fg. 7.

Fige. di.

While there are some denlisis
whao view this clinical approach
a5 A FmpOrary COmpromise o
‘real dentistry” the perception of
patients s quite  different,
Cerlainly, ahout 5 per cenl of
these bridges may fail and
patients must be warned aboul
thi possibility. However, clinical
records that follow  many ol
Ihese bricges for up o 25 v
suggest that they are not oa
||'|r'1[|c:r.1r1.' restoralion and they
certainly fulfill all the criteria for
minimum intercention adhesive
dentistey,

The Biclogical costs for the weth
]
are reduced as there is minimal
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removal  of
streclure.

healthy  tooth
The tiscal costs are reduced for
both patient and dentist, These
brielpes can be charged oul for
the same fee for a single tooth
coball-chrome denlure as they
are certainly a better alternative
than & removable prosthesis and
Ihe: dlenlisl doesnt have Lo deal
with laboratory costs

The emetional costs fo the dentist
is reduced as a practitioner is
achieving an excellent hourly
redurn and enjovs the oplion of
having to deal with an unsatis-
factory outcome (euphaemism for
railurel by simply removing the
hridpe and refunding the patient.
Dentisls can cxpand  their
practices in two ways, by doing
the same  things  lor more
patients or more things for the
same patients 1



