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The 1998 sandwich restoration

The sandwich technigue was first described by John Mclean in the
early 805 and became popular as a restorative lechnigque becavse it
overcame the dual problems of adhesion of composite resins to dentine

and the poor occlusal w

There were twi major drawhacks:

the bechnigue required bvo
visits, asking patients to return after
the glass ionemer cement base had
matured sufliciently te be elches
prior to placing the composite resin
overlay, and

* Secondly, the very process of
clehing the glass ionomer o Creals
adhesion to the composite resin,
wiake the: glass ionormer surface
to the extent that the
disinteprated  when minor loads
were applied

honed

However, the concept remains a
sound one, particularly with the

car resislance of glass ionomer cements,

emerging
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evidenre  that  glass
have  therapestic

renetits well as  restarative
capahi A fount's state-
mont thal glass onomer cement
should he used to replace dentine,

arcd Com
U
1
A paper in the Aprl 19598 i
the  Avstralian Oental fou
ke at bancl strengths bety
COMVEntio

=it resin used o replace
mel, continees to be a sound
oach o restars dentistry

s janomers and

The authors found bond strengths of
less than 25 MPa between GICs ancd
Compasite resins w
abile to record bond  stre
eplable tor achesive restor:
of almost i #Pa between RMOICS
and cormpsiles,

As RMGICs contain both resin and
glass ionomer cement, it stands to
reason that placing RMGIC as an
intermediary between uncured glass
ionomer cement and composite
resin, the three maberials would
hond together when polymerization
occurred.

b

It teest this hypothesis three samples
were prepared by placing
innomer cement inta a semi-circular
plastic mould (curved  instrumoent
halder on an instrument ray), ap
ing RMCIC at one end and pudd
compsibte resin up against it

glass

The RMCIC and composile resin
were phota initiated for 20 secancds
and the specimens were left under a
plastic tilm, 1o prevent delwydration
nf the satting plass innomer cement,

for four minutes. The specimens
woere  then coated  with  resin
mongamer, light cured for 10 secands
and placed in water fi }
allon the GIC o mature. Fig,

Fig. 1.

Fracture testing was carried ot
uzing two mouth miror handles o
supporl the specimen and a third o
apply force from above until the
sarmple fractured.

In cach case the samples failed
cobesively, Twice in the resin and
o in the CIC. A= festing was
carricd cul during breaks bebween
patients’  appaintments, it was
considered an expensive lux
conlinue Lo verily the results

The improved properties of glass
ionomer cements make them suit-
abie for the restoralion of sma
oeclusal and initial proximal lesions
thurinel restorations) where associated
cusps co nol Feuire support,

The fallowing technique describes
the manapement |

of an acelusal
lesion where Lhe associated Cusps
are unsupported  aned require an
overlay with composite resin to
pratect them tram possible fraciure

s After the removal of caries and
itions, the remaining
cpared 1o jusl over the

occluso-buccal  and

existing re:
CLISPS e [
rim ot the
oceluso-ling

Bins.

* Covo surfaces are air abraded 1o
remave micio-fractures in enamel
and dentine and to provide an
enhanced  surface
Niagram 1
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LCriagram 1.

Dagram 3.
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= The preparation is efched with 37
e cent phosphonc acid for ten
seconds o remove the smear laver
on the dentine and o eteh the
enamel. The preparation is washed
with wealer and dried with oil free
air. Piagram 2.
* Glass ionomer cement s placed
into the lower two thirds of the
cavity, Lhagram 3, and whilst still
malleable a layers of resin modified
slass ionormer bond s broshed owver
& alass ionomer and the remaining
engposedd cavo surfaces, Diagram 4. »
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Continved from page 15

= An increment of a condensable
composite resin is puddled into the
preparation to  just averfill - the
cavity.

+ A three centimetre square of
plastic film is placed over the
preparation and  dental floss s
passedd through the contact points
and tied at the cervical margin. The
plastic film acts as a mini rubber
tam ancl prevents the air inhibited
layer from forming on the composite
strface,

* The patient is azked to masicale
lightly upui the restaration with the
tangue upon the soft palale o
achieve centric - occlusion, After
lateral and protrusive movemnents

the patient is asked 1o remain closed
whilst the resloration s spob co-
eurexl fresm Lhe buccal aspect far five
seconds. Diagram 5,

= [he galienl is then asked to open
and the reslosation is co-cured for &
furter 20 secands and lefr for four
minutes while initial setting of the
GIC acours.

¢ pdinor accluzal corrections ane
carried out and after a small amount
of anatomical  conlouring  the
restoration may be polished and
cuvered with 2 light cured resin to
enbance wear resistance on the
compasite and proect any exposcd
maluring glass innomer cement.
This wariation of the sandwich
techninue has wide applications in
peneral restorative denlistee, After
four months ere has bean finle
evidenoe of peslonerative sensifiviry
or breakdown of the compreitedlass
ionomer fonel.

The use of & plastic film for the i
ferm  lechpigue  prevents  owver-
contouring of the overlaid cusps,
produces & funcion occlusion table
ancl saves about 10 minutes of
chairzide time.

A clinical video showing a range
of restorative procedures, from
small wcclusal and pmmmai
reparations ta full * coronal
restorations, incorpoiating the
| plastic film bite form technique
bonded glass jonomer, is
avafable for .‘iﬁ?&u fincluding
postage and insurancel from the
Dﬂlut Health Foundation -
; PO Box 679, glahe

%x:mi Fax: 02 9351 4734,
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