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Disintegrating mouths of ageing ‘baby boomers’ present
ongoing challenges to the dental profession. As failing teeth
require extraction and the surrounding dentition is often
compromised by restorations with an uncertain prognosis.

Every clinical situation presents with a unique set of circumstances.
However, there are often situations where a careful analysis of the
dentition provides an opportunity to create sufficient retention for
an indirect bridge with minimal further preparation of the teeth.

CASE STUDY

The following case shows a patient who was referred for implants
to replace two upper bicuspids but was not prepared to undergo
the necessary sinus lift required for their placement.

Examination of her surrounding dentition showed a large proximal
amalgam restoration extending over the mesial and distal of the : e
first molar and composite restorations on the mesial and distal Fig 2. Canine abutment has good retention form and resistance
surfaces of the canine. to lateral and rotational forces.

Fig 1. After removal of existing restorations extent of further Fig 3. Preparation extensions onto mesial, distal and lingual
cavity preparations are outlined in yellow. surfaces of molar provide tripod retention form. &>
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Fig 4. Clinical view of preparations prior to cementation.

It was apparent that removing the restorations in the canine and
preparing a slot between the two cavities would provide a mesial

abutment for the bridge (Fig 1).

Furthermore, removing the existing amalgam restoration and
preparing slight occlusal extensions as well as extending the
mesial cavity slightly to the buccal provided sufficient retention
for the distal abutment of the bridge (Fig 1).

The laboratory was provided with upper and lower impressions,
wax bite and shade selection to fabricate the bridge. Temporary
dressings (Riva Protect, SDI; Fuji VII, GC Corp) were placed to
avoid sensitivity and stabilize the occlusion until the insertion

of the bridge. The glass ionomer cement also infuses fluoride
ions into the surrounding tooth structure improving resistance
to future caries under the abutments. The red colour of these
restorations facilitates the removal of the temporary restorations

at the insertion visit.

Inspection of the bridge prior to insertion showed the ‘U’ shape
profile of the canine abutment showed good retention form
and resistance to lateral and rotational movements. The onlay
restoration on the molar that extended onto the mesial, distal
and lingual surfaces also provided good retention form and
lateral and rotational resistance (Fig 2, 3).

At the insertion visit the temporary glass ionomer cement
dressings were removed. The preparations were etched for five
seconds with 35 per cent phosphoric acid washed and cleaned
with oil free air (Fig 4).

The bridge was inserted into the preparation prior to
cementation to confirm there was good adaption to the cavity
preparation. A resin modified glass ionomer cement (Fuji Il LC,
GC Corp; Riva LC, SDI; Vitremer, 3M ESPE) was used to cement
the prosthesis in place. Should an abutment ‘debond’, the
RMGIC will fail cohesively leaving a thin layer of cement on

the cavo surface to protect the tooth from recurrent caries. A
composite resin overlay was placed on the lingual surface of the
canine as an aid to retention and complete the lingual profile of
the canine (Fig 5).

The completed bridge in Figure 6 demonstrates a functional and
aesthetic prosthesis similar to that of the two implants.

JUIBY: 2.0i1

D)

Fig 5. Inserted prosthesis, note composite resin overlay extending
over the lingual and incisal surfaces of the canine.

Fig 6. Completed restoration showing similar aesthetic and
functional characteristics as two implants.

CONCLUSION

One of the challenges of dentistry is that each patient presents
with a unique set of clinical circumstances with multiple
treatment options. As a rule of thumb, if a dentist treats that
person as they would a member of their family or close friend, it
reflects the dentist’s belief that the patient is receiving the best
care available to them in those particular clinical circumstances.
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