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- Abstracts -

02-001. Koper, A.  The initial interview with complete denture patients: Its structure and strategy.
Introduction: The initial interview allows the doctor and patient to meet each other. The interview is not concluded until a decision regarding treatment and prognosis is made. The doctor should fulfill two basic objectives. He should evaluate the patient emotionally and physically and he should allow the patient to assess him.
Methods of Interviewing: Explore the following using verbal, extraverbal, and nonverbal methods of communication: (1)The patients desires for, or dissatisfactions with, dentures; (2)The adequacy of the dentures the patient is wearing; (3)Condition of the oral tissues and associated perioral structures; (4)The health and living patterns of the patient.
The First Meeting: Overlook nothing as the patient enters the operatory or consultation room. Compare apparent age to actual age. Look for signs of fear.
Establishment of Trust: Greeting the patient should vary with the age and type of individual. Sit eye to eye and let him know he has your undivided attention. Have a pen and pad out and take notes. Make initial small talk with a fearful patient and allow him to evaluate you first. The author calls this a "trust talk" period.
The Patient's Problems: Determine what concerns the patient the most. Know that comfort, esthetics, function, and retention are the most common areas of concern. Allow the patient to keep talking about what bothers him until you are sure you have heard it all. Ask the patient how it felt to loose his natural teeth. Ask to see photos of the patient prior to having his teeth extracted. Finally, get a denture history on the patient.
Patient's Health and Living Patterns: Review the health history and inquire about medications the patient may be taking. Discuss the patient's occupation and living habits. Inquire about his diet. The oral tissues of a malnourished individual are incapable of bearing the stress of a denture without pain, soreness, and bone loss. Ask the patient to describe ideal dentures.
Oral Examination: Include the TMJ, Masticatory muscles, structures of the face, as well as the oral tissues. Recognize the structural, systemic, and neuromuscular limitations of the patient. Be gentle, decisive, and thorough.
Other Sources of Information: Consult with the patient's physician. Speaking with a family member may be helpful, and if necessary consult with another dentist.
Application of the Findings: Decide whether or not it is possible to successfully construct a set of dentures for the patient. Plan for the emotional and physical needs of the patient. 
Summary: Gather information and base the treatment plan on that information. The objectives are to evaluate the patient emotionally and physically and let the patient evaluate the doctor. Communication is the basic tool in the interview and can be encouraged by establishing trust. This information must be obtained to plan the best possible treatment for the complete denture patient.

02-002. House, M.  The Relationship of Oral Examination to Dental Diagnosis. J Prosthet Dent, Vol 8 1958, 208-19.
Purpose: To discuss the importance of performing a complete and thorough oral examination and to present a system of classifying and accurately recording clinical findings. The need to carefully interpret and relate all data before arriving at a final diagnosis is reviewed. 
Materials & Methods: Based on author's experience, perceptions, and personal philosophy. Unreferenced.
Results: A thorough dental examination includes the following: (1) Personal Information, (2) Chief Complaint, (3) Dental HX, (4) Visual Examination, (5) Examination With Explorer, (6) Diagnostic Casts, (7) Transillumination, (8) Radiographs, (9) Mobility Assessment, (10) Vitality Tests, (11) Special Med/Lab Tests PRN, and (12) Pre-extraction Records. 
     To save time in recording observations and to facilitate the examination of the edentulous patient a numeric system of classifying biologic conditions is suggested using the numerals 1, 2, and 3. (1) is favorable or normal, (2) is less favorable or medium, and (3) is unfavorable or poor. Biologic factors evaluated include the following: (1) Muscle Tonus, (2) Muscle Development, (3) Physical Size of Bony Structure, (4) Arch Form (5) Ridge Relations, (6) Physical Form of Residual Ridge, (7) Soft Tissues, (8) Border Tissue, Muscle, and Frenum Attachments, (9) Retromolar Area, (10) Palatal Throat Form, (11) Saliva, (12) Tongue Form, (13) Alveolar Resorption, (14) Sensitivity of Palate, (15) Quality of Bone, and (16) Condition of Mucosa 
Conclusion: It is essential that a comprehensive examination with an accurate recording of findings and careful analysis of those findings always precede a prosthodontic diagnosis and treatment plan

02-003. Baseheart, J.R., Nonverbal Communication in the Dentist-Patient Relationship. J Prosthet Dent Vol 34, 1975, 4-10.
Purpose: Discuss the significance of environment, personal space, touching, and physical behaviors on dentist-patient interaction.
Materials & Methods: Literature review.
Results: Dentist-patient interaction can be altered depending on the dentist's awareness and response to non-verbal clues.

02-004. Barone, J.V. Diagnosis and Prognosis in Complete Denture Prosthesis. J Prosthet Dent 1964;14:207-13.
Before denture construction is begun it is vital that a diagnosis and then a prognosis be made.

Diagnosis:
1. Health history (clinical interview): The patient is interviewed to determine past medical and dental experiences. A list of suggested questions is given and the impact that the answers may have on the treatment and prognosis is discussed.

2. Clinical examination: The patient and his existing dentures (if he has any) are examined and note is taken of the esthetics, facial expression, facial vertical dimension, centric relation, centric occlusion, speech, stability, retention. Shortcomings found in the old dentures are explained to the patient. Stretching exercises are prescribed to facilitate CR registration at a later appointment.

3. Intraoral examination: Note throat form, tongue position, size, and shape, character of saliva, character of the ridge and soft tissue, ridge relationship, position of muscle and frenum attachments, interarch space, pathosis, asymmetry and height of lip line. Radiographs are taken, as are diagnostic casts (in duplicate) for later study.

Prognosis: After all the information collected at the first visit is evaluated, the patient returns for the second visit. He is given the prognosis and an explanation of bone physiology of the edentulous ridge and patient adaptability is given in lay terms. 
Quotation of the fee: Only after diagnosis and estimate of prognosis is complete, is the fee discussed with the patient. The fee should reflect the projected time, care, skill, and judgement that will be used in the treatment of the patient. 

02-005. Koper, A. Why Dentures Fail. DCNA 8:721-734, 1964.
Introduction: The patient is chiefly responsible for the success of the effort. No positive criteria for success of denture fabrication are valid for everyone. Frequently a case will be unsatisfactory for a patient for no discernible cause. For twelve years, the Los Angles County Dental Society processed over 2,500 written complaints from patients. 70 percent of which involved complete dentures. Many were justified in their complaints because certain fundamentals of denture construction had been disregarded in the fabrication of their dentures. There were also numerous unhappy denture wearers who appeared for examination with well constructed dentures.
     Criteria for Evaluating Denture Failures: An unsuccessful denture is one which fails to fulfill any or all of the following criteria: 1. Restore lost natural dentition and associated structures of the maxillae or mandible. 2. maintain health of the tissues of the mouth. 3. help to restore function, phonetics, and esthetics. 4. be comfortable 
     Of greater importance are the failures of which the patient may not be aware of, such as dentures which violate certain basic principles of denture construction, which may permanently damage the supporting oral structures. This article will discuss some of the sources of error in denture construction and offer certain suggestions.

I. Inadequate Patient Evaluation: The most frequent points of failure.

- Failure to recognize the psychological limitations imposed by the patient:
1. Many cannot accept the reality of dentures
2. They may have emotional problems which interfere with their adaptive capabilities.

Examples are clenchers, grinders, gaggers, oversalivation, those whose mouths become dry when they wear dentures.

- Failure to identify the physical limitations of the patient:

1. Structural abnormalities - resorbed alveolar ridges, diminutive maxilla or mandible, tuberosities, tori exostosis, a massive or hyperactive tongue, vibrating line position may be more anterior and restrict denture space.

2. Systemic illness - is reflected in the tissues of the mouth by poor tone, low pain threshold, slow healing, sensitivities, and allergies.

3. Lack of neuromuscular coordination - makes many steps of denture construction difficult, later these patients find it difficult to adapt to dentures.

4. Postsurgical and radiation Sequelae - many have swallowing and speaking difficulties which make it harder to cope with dentures. Radiation of tissues causes pain , sloughing, and slow repair.

II. Failure of the dentist to understand his own limitations:

The two most common are : 
   A. interpersonal emotional conflicts 
   B. insufficient professional skill.

- Failure to prepare the patient for dentures: Preparation of the patient for dentures is as important as construction of the dentures themselves

1. Physical preparation of the patient - tuberosities, bony overgrowths, sharp bony spicules

2. Emotional preparation of the patient - try to determine what dentures mean to the patient, because the mouth is one of the most emotionally charged areas of the body.

3. Limiting the expectations of the patient - the most universal anticipations are youthfulness and the ability to use dentures like the teeth they once had.

- Failure to obtain understanding and acceptance of the treatment plan and fee - schedule an "explanation and arrangements" session . Define the extent of services and the time period. The fee and method of payment should be agreed upon. A letter of confirmation addressing the above issues should be sent if the spouse is not present. Place an outline in the patients chart and have them sign it.

IV. Errors in denture construction: most frequent errors are freeway space, occlusion, improper peripheral extension, poor adaptation of denture base to tissues, poor esthetics.

V. Failure to seek consultation when indicated:
consultant should examine the patient in the office of the doctor requesting the consult
consult should be returned in writing 
patient may receive reassurance from a third party 

VI. Lack of proper aftercare: it occasionally happens that more time is spent with the patient after the dentures are completed than during the construction. When such a contingency is planned for, no problem occurs. Nothing should be done that would alter the dentures in such a way as to make them unacceptable from the standpoint of good denture construction practices.
Summary: Denture failure causes are frequently due to human factors as lack of patient evaluation, emotionally disturbed patients, and patients with physical handicaps. The dentist must know his reactions to his patients and know his limitations as a therapist. Systemic and oral corrective procedures should be instituted. Patient expectations of the dentures discussed. Treatment plan and fee agreed upon. Fulfill basic standards of denture construction. Give proper after care. 

02-006.  Bolender, C.L., Swoope, C.C. and Smith, D.E.  The Cornell Medical Index as a prognostic aid for complete denture patients.
Purpose: To assess the value of utilizing the Cornell Medical Index (CMI) as a method of identifying problem denture patients before beginning treatment.
Materials and Methods: 516 complete denture patients treated by junior dental students and 24 patients treated by the author were administered the CMI as part of the comprehensive evaluation. The CMI consist of four pages: the first three pages evaluate the physical health and the fourth page evaluates the emotional health of the patient. Three or more "yes" responses on page four indicate the patient may be a potential problem, while seven or more "yes" responses would normally preclude them from being treated in the Dental school. 42 patients with a page four score of seven or more were included in the study and the likelihood of there being a problem was discussed with the patient prior to treatment. Surveys were mailed to the patients following treatment allowing them to rate the quality of the dentures (six categories with a possible high score of 18 and a low score of six) and indicate the number of postinsertion appointments. Three postinsertion visits are required for the student to get credit for the denture. 402 questioners were returned.
Results: Post insertion visits ranged from 0-16 with a mean of 3.87 for men and 3.98 for women. The mean patient satisfaction scores were as follows: 16.3 for those who had 0-2 positive responses on page four of the CMI, 15.8 for those who had 3-6 positive responses on page four of the CMI, and 16.4 for those who had seven or more positive responses on the CMI. For those who had an overall CMI score of 0-24 the mean patient satisfaction score was 16.2, and for overall CMI scores of 25 or greater the patient satisfaction score was 15.9.
Conclusions: The is no correlation between CMI scores and postoperative visits. A definite correlation exist between an overall CMI score of 25 or greater or a page four CMI score of 3-6, and a decrease in patient satisfaction. There is evidence to support the value of education for high page four CMI scores concerning the relationship of emotional problems and denture problems. 

02-007. Bergman, B. and Carlsson, G.E. Clinical Long-Term Study of Complete Denture Wearers. J Prosthet Dent 53:56-61, 1985.

Purpose: To present clinical findings in a group of patients who received complete dentures for one or both jaws 21 years ago and to put forward some of their opinions.
Materials & Methods: 32 patients were examined by questionnaire and clinical and radiographic examination.
Results: Denture function was assessed in general as very good or fairly good by the patients, but about half of the subjects also felt that the dentures needed some attention. The patients generally had a high evaluation of their chewing ability. The denture quality and tissue health were far from optimum according to prosthodontic criteria. By overall judgement, 14 patients needed new dentures and 6 needed relining, occlusal adjustment, or repair. Tracing of cephalometric radiographs showed wide variations in bone resorption among patients. 
Conclusion: The functional state of the masticatory system, both according to patient reports and the clinical signs, were generally good compared with previously published epidemiologic studies. RPD's and overdentures are a valuable treatment for patients who can not adapt well to complete dentures. Low frequency of mandibular disfunction was probably related to the good adaptation to wearing dentures found in most of the group studied. 

 

02-008. Rissin, Feldman, Kapur and Chauncey. Six-Year Report of the Periodontal Health of Fixed and Removable Partial Denture Abutment Teeth. J Prosthet Dent 54, 4, Oct. 1985.
Purpose: Longitudinal studies indicate that fixed and removable partial dentures have been associated with increased gingivitis, periodontitis, and tooth mobility. It has also been demonstrated that with the proper oral hygiene, minimal periodontal changes develop around abutment teeth. Although fixed or removable partial dentures may influence the periodontal health of the abutment teeth, no studies have directly compared the two for their effects on the periodontium. 
Materials & Methods: The data was collected from a complex series of dental examinations of 1221 healthy men between the ages of 30 and 80. The examinations were repeated at 3-year intervals. Teeth supporting fixed partial dentures, removable partial dentures, and analogous unrestored edentulous ridges were scored and recorded for six measures of periodontal health including plaque accumulation, calculus deposition, gingival inflammation, periodontal pocket depth, alveolar bone lose, and tooth mobility. Examiner bias and reliability were determined at the onset by comparing the examiner's results with data from other trained investigators. 
Results: Although 680 partially edentulous maxillary or mandibular quadrants were initially examined, comprehensive longitudinal information was available for 238 quadrants. The longitudinal analysis of 238 quadrants, spanning 6 years, included 185 persons with a missing tooth and no prosthesis, 25 individuals with a removable partial denture, and 28 participants with a fixed partial denture.
      The longitudinal effects of the fixed or removable partial dentures on the periodontium were similar. There were minimal differences noted for plaque accumulation, gingival inflammation, and pocket depth. An increased rate of plaque accumulation was noted after 6 years on the fixed partial denture distal abutment teeth. Replacing missing teeth reduced mobility of the abutment teeth. 
Conclusion: Fixed and removable partial dentures provide long-term periodontal health and should be considered for the restoration of a partially edentulous arch. Regardless of treatment modality, conscientious home care and professional prophylaxis are recommended.

02-009.  Johnson, P.F., Taybos, G.M., and Grisius, R.J. Prosthodontics. Diagnostic, treatment planning, and prognostic considerations. Dent Clin North Am. 30:503-518, 1986.
Purpose: Discussion of diagnostic, treatment planning, and prognostic considerations for Prosthodontic patient.
Materials and Methods: Observation and investigation of those conditions needing treatment.

· Diagnosis: The Prosthodontic Patient - compromised condition caused by disease or trauma causing tooth loss. Expectations of the patient’s esthetic and functional requirements. Attitude of the patient toward prosthodontic care, i.e. fear or resentment. 

· Special considerations for the Prosthodontic Patient: Aging population have unique requirements. Diminished neural and muscular function, decrease sensory and mental capabilities. Depletion of subcutaneous adipose tissue, loss of muscle tone, decrease of dermal elasticity, increased loss of periodontal attachment and increased crown length. 

· Diseases affecting treatment: Systemic disease - cardiac and pulmonary affect length of appointment. Diabetes affects tissue health. Arthritis and Parkinson’s disease affect ability to remove prosthesis and hygiene. Mucosal disease, pathosis, and nutritional disorders affects treatment.

· Treatment Planning: Choice of prosthesis for each tooth or arch. Selection of corrective and augmentive procedure needed. Selection of appropriate materials, design of the prosthesis occlusal scheme, and type of articulator needed. Diagnostic Wax Up allows visualization of the final esthetics, anticipate problems utilized to make vacuform splints for reduction guides and provisionals.

· Treatment choice: Fixed restorations preferred with short edentulous spaces, adequate periodontal support, sufficient coronal structure, adequate clearance. Removable restorations preferred with increased edentulous spaces, length, periodontal weakened teeth, weak terminal abutments, mobility of teeth, lack of inter-ridge distance, loss of tissue in edentulous area. Esthetic clasping for RPD’s using attachments, retentive tissue bar, a rotational or dual path RPD.

· Overdenture Abutments Advantages: Improves crown to root ratio, provides proprioception, psychologic benefits, preserves alveolar ridge, retention and stability. 

· Modifying Factors to a Treatment Plan: Alternative methods of treatment. If teeth are non-restorable how will it affect the treatment plan, TMD, implant therapy.

Results: Accurate diagnosis and knowledge of the patient, a thorough understanding of treatment modalities and materials, all affect the outcome of a patient’s treatment.
Conclusion: Multiple Variables make each treatment unique. 
02-010. Chaconas, Spiro J. and Gonidis, Demitrios. A Cephalometric Technique for Prosthodontic Diagnosis and Treatment Planning. The Journal of Prosthetic Dentistry, Nov 1986, Vol 56, Num 5.
This article reviews the basic cephalometric landmarks and analyses, and suggests a method of use for complete denture patients. 

Prosthodontic Cephalometric Analysis

Skeletal criteria:

1. Maxillary depth (NA to FH; = 90 degrees) fig 4 gives an indication of the anteroposterior position of the apical base of the maxilla relative to a horizontal facial plane (FH).

· The angle is larger in a skeletal class 2, maxilla is protracted, convex profile.

· The angle is smaller than normal in a class 3, maxilla is retracted, concave profile.

· In class 2 or class 3 patients, the denture teeth should be set with the appropriate discrepancy in the horizontal overlap of the incisors.

2. Mandibular depth (NPo to FH; average = 90 degrees) fig 5 the anteroposterior position of the most anterior point of the mandible.

· A smaller than normal measurement is a class 2 retrognathic mandible.

· A larger than normal measurement is a class 3 malocclusion, prognathic mandible

3. Maxillomandibular relationship (maxillary depth less mandibular depth) (average = 0 degree).

· In adult, the average maxillary and mandibular depth angles measure 90 degrees. A line drawn from N to Po should pass through point A in a normal adult. This gives a straight skeletal and soft tissue profile (fig 6 center).

· A straight profile is less problematic in prosthodontic treatment because of the harmonious relationship between the maxilla and mandible and the associated muscle pressures against the dentition.

· If point A is anterior to NPo, the patients profile is retrognathic, convex, class 2 (fig 6 left).

· The denture teeth would be placed in a retrognathic relationship. 

· If point A is posterior to the NPo line, the maxillomandibular relationship is prognathic, concave, class 3 (fig 6 right).

· The denture teeth would be placed in a reverse labiolingual relationship to harmonize with the skeletal and muscle pattern of the patient. 

MP angle (MPA) (MP to FH; average = 25 degrees) (fig. 7).

· This angle gives an indication of the vertical height of the mandibular ramus. 

· This angle is larger in a class 2, div 1, because the mandible has not grown. 

· This angle also aids in determining facial type (fig 8).

Larger angle - dolichofacial pattern (f ig 8 c). Because of the narrow nasal cavities and difficulty with nasal breathing, the patient will have mouth breathing tendencies. They may thrust the tongue forward. The tongue thrust must be considered in setting the artificial teeth to produce dentures that are stable and in harmony with the neuromuscular forces. This patient is usually class 2 skeletally, convex face, skeletal open bite, and the denture teeth should be set with the appropriate horizontal overlap of the incisors. This patient will be the most difficult to treat in most instances.

Lower angle - brachyfacial is associated with a class 2, div 2 type of skeletal malocclusion (fig 8 a).

The masseter muscle activity is stronger than normal, resulting in the potential for more soreness beneath dentures. This patient is predisposed to TMJ disease because the mandible has a tendency to overclose causing muscle spasm. Therefore it is important to achieve correct vertical dimension with the occlusal plane as close to the center of the ramus as possible to insure proper mandibular function..

Lower face height (ANS -_Xi - PM; average = 47 degrees) (fig 9).

· Larger angle (dolichofacial) indicates the presence of a skeletal open bite.

· Smaller angle (brachyfacial) indicates the presence of a deep bite. 

· Determination of this angle is one of the most scientific methods of determining the correct vertical dimension. This measurement, along with phonetics and esthetics, is helpful in determining the divergence of the oral cavity with regard to the vertical maxillomandibular relationship. This relationship aids in setting denture teeth and helps the patient in preventing possible TMJ problems.

Dental Criteria:

1. Occlusal plane (average = -3.5mm to lip embrasure) (fig. 10).

This is a linear measurement to determine the correct vertical position of the occlusal plane. The negative average measurement indicates that the occlusal plane is below the lip embrasure. This is important in setting teeth for proper esthetics. The posterior level of the occlusal pane is important for mandibular function and the health of the temporomandibular structures. There is strong clinical indication that TMJ problems occur when the posterior position of the occlusal plane is the furthest from the center of the ramus (Xi point). Therefore the occlusal plane should pass through the center of the ramus to ensure proper occlusal function. This plane will pass through the superior half of the retromolar pad clinically.

Mandibular incisor protruson (incisor to Apo; average = 1+mm0 (fig.11).

This measurement determines the anteroposterior position of the incisal edge of the mandibular central incisor relative to the point from line A on the maxilla to Po on the mandible.In as much as the position of the APo line is an indication of the maxillomandibular relationship, this measurement relates the lower incisor to the maxilla and mandible. Vertically, the incisal edge of the mandibular incisor is placed approximately 1.25 mm above the level of the occlusal plane. The incisal edge of the maxillary incisor would then be placed 1.25 mm below the level of the occlusal plane, giving the patient a normal 2.5 mm vertical overlap. If the patient is either a Class 2, div 1 or a Class 3 malocclusion type, the incisors are placed to represent an appropriate amount of horizontal overlap.

Set the incisal edge of the lower incisor 1 mm anterior to this A Po line. The position of this tooth may be key to the denture set up, and all of the remaining teeth might be positioned in a systematic and almost effortless manner. However the relative degree of resorption of the residual ridge and the need to balance tooth position with associated muscle function should also be considered for complete denture stability.

Profile analysis: E line (lower lip to Pn-Po’ line; no average) (fig 12). This measurement relates the lower lip to a line from the tip of the nose (Pn) to the tip of the soft tissue of the chin (Po’). Appearance is most esthetically pleasing when the lips are relatively close to the E line.

Summary: A review of cephalometric landmarks has been discussed and related to the needs of complete denture fabrication. A technique for use of the cephalogram in complete denture fabrication is presented. 

02-011.  Culpepper, William D. and Moulton, Patricia S.  Considerations in Fixed Prosthodontics.
Introduction: Preservation of the teeth, the supporting structures, and the residual ridges are the chief concern when providing restorative treatment to the partially edentulous patient. Success or failure will be influenced by diagnosis and treatment planning, sequence of treatment, and patient education. Communication should not be neglected.
Essentials for Treatment Planning: In addition to the complete oral and extraoral examination the dentist should review a complete medical history. A past dental history is also helpful. Full mouth radiographs provide much information, as well diagnostic cast mounted on an adjustable articulator.
Coordination of Treatment: Sequencing treatment correctly and utilizing the other specialties as indicated will help achieve success. Endodontic treatment should be completed as necessary and the teeth reinforced to protect them during the restorative phase. Periodontal treatment should be performed to achieve a more predictable prognosis. Preprosthetic surgery can be completed with the periodontal therapy. Orthodontic care will provide a more predictable clinical result. According to Brehn, teeth which are tipped more than 25 degrees should never be utilized as an abutment. During the restorative phase reevaluate tentative abutments, specifically tooth mobility and crown to root ratio. Reevaluate the occlusion and complete all operative procedures and caries control prior to beginning prosthodontic treatment.
Preparation Design for Abutment Teeth: The preparation design must satisfy the criteria for the fixed restoration and removable prosthesis. Place margins supragingival if possible. Caries, existing restorations, short clinical crowns, and esthetic demands may necessitate the placement of subgingival margins. Reasons for restoring abutment teeth with crowns include extensive decay, large or unserviceable restorations that should be replaced, lack of a naturally occurring undercut, or anterior teeth designated for cingulum rest. The amount of reduction should allow for the placement of rest seats in the crown. Ensure space exist for the minor connector. A vacuum formed tray is an excellent aid in evaluating reduction. If possible the line of draw for the abutment crown should be different from the path of placement of the removable partial denture. 
Restoration of a Crown to an existing Removal Partial Denture Clasp: Occasionally an abutment crown must be remade. A technique is presented that recommends fabricating an acrylic coping over the die, then adding acrylic to the coping while seated in the mouth with the partial denture in place to establish the contours under the clasp and rest seat in acrylic. The remaining contours and occlusal morphology is then completed in wax, and the crown is fabricated in the usual manner.
Utilization of Multiple Abutments: Occasionally splinting abutment teeth is necessary. Examples include teeth with loss of periodontal support or a lower premolar with a small cone shaped root. The rational of splinting is to improve support, stability and function. McCracken has stated a lone standing tooth has a more favorable prognosis if it is splinted to another tooth by a fixed bridge. Periodontal health must not be compromised and ample embrasure space must be present to allow for proper home care.
Summary: The success of removable partial denture prosthodontics depends on planning and coordination of treatment. Fixed restorations are often the foundation on which removable partial dentures are constructed, and their contribution to the overall success cannot be minimized.

02-012. Landa, L.S.  Diagnosis and Management of Partially Edentulous Cases with a Minimal Number of Remaining Teeth. DCNA  Vol. 29, No. 1, Jan 1985.
Purpose: To discuss the possible solutions to situations in which two, three, or four teeth remain in an arch with relatively poor strategic location. They usually are in less than perfect periodontal health and are frequently in supraocclusion.
     With the introduction and classification of the use of many types of intracoronal and extracoronal retainers, remaining teeth can frequently be saved.
     Mount diagnostic casts on a semiadjustable articulator. Utilize occlusion rims where necessary. Record the centric relation record at the given VDO.
     As patients loose teeth over the years, frequently with shifting of teeth, there is greater than usual discrepancy between CR and CO. If the patient has been partially edentulous for a long period of time and has one or more teeth added to an existing prosthesis, there may also be some flaring of anteriors and a slight decrease in vertical dimension.
      Ideally, centric relation should coincide with centric occlusion, the greater number of artificial teeth in the prosthesis, the more likely it is to achieve this ideal. Conversely, if there are numerous natural teeth with steep cusps or guidance, (posterior or anterior), it may be necessary to provide treatment in a "convenience" relationship.

Anterior Region

Ex. Six mandibular anteriors (fig 1).

Tx: 1. splinting and utilizing precision or semiprecision attachments is acceptable, with good bone and periodontal support. 2. if no restorations are to be made in the anterior region and the canine contours are adequate, the use of conventional circumferential clasps, with indirect retention is indicated. 3. a swing lock retainer is also indicated. 

Mandibular Anterior Region: Bilateral

Removable partial dentures can be retained on two freestanding canines in the mandible by:

· clasp retainers, circumferential or RPI-type.

· splinting with pontics or a bar between teeth and clasps.

· splinting with intracoronal retainers.

· splintng with extracoronal retainers.

· overdentures

· over amalgam class 1 restorations

· over individual copings

· over post copings splinted by means of a bar.

The following bars can be used:

· a round bar with one or more clasps

· an ovoid with its retaining mechanism

· a bar fabricated by a technician, cast from a wax form . This is utilized when no clip or other female type mechanism will be used to anchor the overdenture to the bar. The function of the bar is purely for its splinting effect. A bar without clips is used when there is too little occlusogingival height, it serves to help in anterioposterior stability. Cross arch splinting of the canines helps to increase their longevity, which helps maintain mandibular anterior bone.

Unilateral

In situations where a central, lateral, and canine or lateral and canine on the same side remain, the options are more limited (fig 7).
     It is possible to use clasps or rests (incisal, cingulum) 20 degree facets, or reciprocating lingual rests. It is frequently advisable to use a lingual plate in these situations. Some practitioners splint, using intracoronal attachments to avoid showing clasps. These patients are better to have an overdenture, with or without attachments. If a clip is used , make certain that it lines up with the axis of rotation, and not the line joining the centers of the teeth. If there is room, a Ceka, button, stud or other simple movement attachment is preferred. Adequate room is frequently a problem in this location, and it is better to sacrifice retention by a clip or other device in favor of a simple overdenture. The simple overdenture creates less stress on the roots, which will probably result in retaining the roots and alveolar bone longer.

Maxillary Anterior Region

     When teeth remain on both sides of the midline, many of the comments are the same if five or six teeth are to be splinted. If canines are short, use precision attachments rather than semiprecision attachments because the frictional retention from opposing parallel walls is compromised owing to the wall on the palatal side being shorter than on the labial side, and both walls diverging (fig 8). This is due to the curvature of the lingual anatomy of maxillary canines. The indirect retention by a precision or semiprecision attachment is excellent.
     A semiprecision fits less well, the male is cast usually from cobalt chromium alloy that will wear the female crown. This slow wear and nonparallel walls provide a less stress to abutments.
     It is recommended that a lingual clasp arm be utilized with both precision and semiprecision attachments.

When two maxillary canines remain, there are two choices:

- they may be utilized as free standing canines using rests and conventional
   circumferential clasps or an RPI design.
- anterior pontics or a bar for cross-arch splinting
- the bar follows the arch and is not utilized for rotation or with an attachment.

     It is rarely justified to retain one or two maxillary anterior roots for an overdenture. They create an anterior bulge of the labial overdenture flange, and make esthetics difficult.
     It may be advantageous to save maxillary anterior roots for an overdenture when max complete dentures oppose a man partial denture with natural anterior teeth. This can result in settling and rotation of both prosthesis over time and a class 3 relationship. A flabby, hypertrophic maxillary anterior ridge results. Retained max anterior roots would help preserve the alveolar ridge.

Posterior Region

In the mandibular situation, the choice is flexible (adjustable) circumferential clasps with occlusal rests.

A single man molar can be retained on a temporary basis in the transition to a complete denture. In the mandibular one molar case there is little need for indirect retention, and gravity is a favorable factor.

In the maxillary arch, there are several considerations:

· circumferential clasps with occlusal rests, however there is little or no indirect retention (sticky foods, gravity). The fulcrum line is between the occlusal rests of the molars. The only way to get indirect retention is to extend the max denture base posterior to this fulcrum line.

· when crowns are fabricated, use mesial semiprecision rests with flexible lingual arms. There is no need for posterior extension, indirect retention is provided by the depth of the semiprecision attachment.

· it is advisable to extract a single max molar, gravity is the enemy, it is next to impossible to achieve indirect retention on a single tooth. This tooth prevents peripheral seal.

Premolar region: Patients who have one or two teeth in the mandible or maxilla are faced with a class 1 lever system acting around the rest on the teeth. This soon causes loosening and premature loss of the teeth. These (and a single mandibular molar) are almost the only types of cases that should be constructed as tissue borne cases without occlusal rests. Long guide planes are placed on the lingual, mesial, and distal surfaces. A half round passive wrought wire clasp is used on the buccal.

Canine and Two Premolars Unilaterally

- In the maxilla: Splint with crowns, use semiprecision attachments. This will give frictional retention and indirect retention. Cover as much of the palate to resist occlusal forces.

- In the mandible: Splinting and semiprecision attachments is not an option, because there is no palate to resist occlusal forces. It is better to institute endo, make copings with or without attachments and treat the occlusion as one would with a set of complete dentures.

Summary: Whenever possible, the minimal number and simplest attachments should be used. 

02-013. Walton, T.R. A Ten Year Longitudinal Study of Fixed Prosthodontics: 1. Protocol and Patient Profile. Int J Prosthodont 1997; 10:325-331. 
Purpose: Initial report of a ten year study of all fixed Prosthodontic treatment performed in a specialist Prosthodontic practice in Australia. 
Materials and Methods: A total of 344 patients with 411 treatment episodes which included 768 crowns and 346 fixed partial dentures occurring between January 1983 and December 1992. All treatment provided by author with standardized management protocol followed throughout the treatment period. Cases were mounted on arcon articulators and the same commercial laboratory fabricated all the restorations. Occlusal design: bilateral contacts and centric, anterior disocclusion, balancing contacts eliminated, occlusal plane flat as possible. Outcome of treatment separated into categories: successful (no retreatment), surviving (referring dentist confirmed no retreatment), unknown, dead, retreatment/repaired (original marginal integrity intact), and retreatment/failed (part or all of prosthesis lost). Minimum time between review and patient treatment was 12 months. 
Results: The 344 patients ranged in age from 13 to 74 years with 63% female and 37% male. There was an 84.5% recall rate for this study. The reasons the patients requested treatment were: esthetics (46%), improved function (22%), and replacement of RPD’s (22%). TMD symptoms found in 13% prior to restoration with 84% female. 2% developed symptoms after treatment. Occlusal vertical dimension increased in 23%. Because a referral based Prosthodontic practice concentrates on difficult and failed restorations, mean service time of failed restorations was eight years. Perforation of a prosthesis for root canal therapy was not considered in the retreatment category. 8.5% of prosthesis required retreatment over the survey period, 3% were able to be repaired, and 5.5% failed.
Conclusion: An Australian Prosthodontist conducted a 10 year study of fixed prosthodontic treatment in his practice with 84.5% recall rate. 8.5% of treatment episodes required some form of retreatment. 5.5% failed and 3% were able to be repaired. Females sought treatment 2 to 1 over males. Esthetic desires was the most common reason for patients seeking crowns and failed prosthesis was the predominant reason for seeking FPD’s. 
