Sheet 13: post cementation problems and failure of fixed-fixed Brs
Br is judged to be: 1. Clinically satisfactory 2. Repairable 3.failure

Causes of failure:

1. Isolated incident ( trauma

2. Progressive disease ( caries and periodontal disease)

3. Bad planning and execution ( by dentist or technician)

1. Occlusal trauma: might present as movement of teeth 

2.progressive disease= biological failure:
 a.Caries : on the abutment: -ve or +ve ledges, open margin, poor OH
               on adjacent to an abutment: exposing dentine or thinning the E during prep.
b.Periodontal disease: remove Br—tx the disease – change the design for a removable or redo the Br
c.Pulpal damage(RCT needed) : retrograde surgery or through the prosthesis if it was satisfactory
d.Root fractures: long span or presence of post 

3.bad planning and execution:
a. retention loss: identify the cause(1,2,3) , fix , recement  
     1. Taper or prep defect: both abutments : dislodged Br,easy detection
                                                 Only one abutment: detection is harder+ more consequences like leakage and sec. caries 

    2. contaminated cement  3.high occlusal contacts

b. mechanical failures:

 (porcelain fractures in PFM:

Reasons: high occlusal forces or thicker than 1.5-2 mm ( no enough metal support) , if it was a pontic ( type of alloy (base metal>noble)
Posterior or palatal : polishing the edges without repair is ok

 intraoral repair kit ( composite,saline coupling agent,HF )     
in all ceramic : if fractured the whole CR or Br needs redo because the structural durability is affected

bruxal patients : ceramic is NOT contraindicated BUT if it keeps chipping ( change the plan  ,cast metal is preferable here because metal is softer on enamel and it needs less prep

failure at the solder : 1.too thin connector 2. Type of alloy 3. Poor casting technique .. management: redo 

 Distortion: causes: metal substructure is too thin, alloy not rigid enough, long span. In all these cases, bridges need to be remade.

Perforation : mainly in low hardness alloys ( gold) management: redo or monitor depending on presence or absence of caries 
Failures attributed to design: (long spans, lack of support, faulty abutments…), (negative ledges or open margins). Open margins always require redoing of the entire bridge.Positive and negative ledges can be adjustable
Esthetic problems: poor shape and color.
In PFMS, dark margins are due to metal show and thin porcelain, thin gingiva, or supra gingival margin. Modification is done by cutting back the metal and adding porcelain to the margin. 
Core shine (Tooth shining on the core) primarily because of presence of a thick opaque layer which is white covered by a very thin layer of dentine or enamel porcelain resulting in a poor shine.  This can be traced back to inadequate preparation for layering.  

Shadowed areas are because of over glazing or excessive transparent enamel porcelain giving a grayish appearance. This usually happens in the pontic areas that have increased amount of ceramic.
Sheet 14 : cosmetic onlays and inlays

Cosmetics onlays and inlays >> are treatment option for simple calss I and class II restoration
Retention through adhesion to tooth 

MO /DO ( inlays.. MOD(onlays to cover the cups and eliminate the wedging effect
Adv. : durable , better seal, esthetics

Disadv.: less conservative, wear of the opposing, 

Provisional : inlay(TF, onlay ( bisacryl,composite,PMMA

Cement the provisional with polycarboxylate, better than with tempbond

Permanent cement: resin cement 

1.conventional:a.dual b.L.C 2.self adhesive

Preparation before cementing: 

for the restoration : HF acid 1.feldispathic-90 sec2.lithium disilicate-20 sec 3. Leucite reinforced 60-sec then saline coupling agent
tooth prep : same as always etch,bond
indirect composite is harder to bond than ceramic, highly polymerized and can't be etched needs abrasion

indirect vs. direct composite:indirect has better marginal adaptation , less shrinkage , stronger
ceramic vs composite: ceramic has better marginal fit, less shrinkage, better esthetics but causes wear to the opposing, fragile, cant be repaired 

inlays( composite is better onlays( ceramic is better  

failure : 1.marginal ditching 2. Bulk fracture: a.cusps (no enough reduction)  b. due to narrow isthmus  
sheet 15:CAD/CAM
types:

1.inoffice =chair side : scaning the prep then milling 

CEREC 3+ sirona 

Adv. : 1 visit, no impression ,no cast pouring,no lab costs, no provisional ,accurate 

Disadv. : expensive , limited shades, needs skills
2.chair side +lab tech: scan the prep intraorally or from the cast

Adv. : less chair side time, accurate , less expensive, 

Disadv. : 2 visits 

