Prosthodontic

Clinical phases of P.D construction

:      
1st phase education of patient
Patient education should begin at the initial contact with patient & continue throughout treatment. This educational procedure is important when the treatment plan & the prognosis are discussed with the patient. A patient not usually retains all the information presented in oral educational instruction. For this reason patients should be given written suggestions to reinforce the oral presentations.
2nd phase diagnosis, treatment planning, design, treatment sequencing and mouth preparation:

Diagnosis can be broadly classified as : a) clinical diagnosis includes (personality evaluation, clinical examination & radiographic examination) & b) post- clinical diagnosis deals with the evaluation of the patient's condition using the diagnostic data collected during clinical diagnosis.
The complete examination must include both clinical and radiographic interpretation of:
1. Carries.

2. Condition of existing restoration.

3. Periodontal condition.

4. Response of abutment teeth.


5. The vitality of remaining teeth.
       In addition to evaluation of occlusal plane, arch form and occlusal relation of remaining teeth, after complete diagnostic examination has been accomplished. Treatment plan is sequenced and P. D. design is developed based on support available.
Distal extension situations, in which there are no abutments posterior to the edentulous area, require an entirely different PD design than tooth supported PD. In distal extension configurations, the extension bases must derive their principal support from the underlying residual ridge.
 Interpretation of the x-rays and the surveying of abutments and soft tissue contours to determine necessary mouth preparation must take into consideration the greater torque and tipping leverages that the distal extension partial denture will impose on the abutment teeth.

Sufficient differences exist between the tooth supported and the tooth- tissue- supported RPD to justify a distinction between them.

The points of difference:

1. Manner in which the prosthesis is supported.

2. Type and extent of mouth preparation.

3. Impression methods required for each.

4. Types of direct retainers.
5. Denture base material.





6. Need for indirect retention.
It is necessary that a specific design be carefully planned in advance of mouth preparations and that these mouth preparations be carried out with care, in the proper sequence, as outlined in the treatment plan and on the diagnostic cast. Then specific and precise mouth preparations, including abutment restorations, will dictate the final form of the denture framework to be outlined on the master cast. The final form of the denture framework should be drawn accurately on the master cast after surveying so that the technician can clearly see and understand the exact design of the partial denture framework that is to be fabricated.
After treatment planning mouth preparations can be performed toward providing adequate support, stability, retention and harmonious occlusions for the patient denture. 

3rd phase support for distal extension bases:
It doesn't apply to tooth- supported RPD because support comes entirely from the abutment teeth by the use of rests. For distal extension PD, a base made to fit the anatomic ridge form doesn't provide adequate support for free end extension therefore special impression technique is required to satisfy the requirements for support of any free end extension.
4th phase educational and verification of occlusal relations and teeth arrangements:
For tooth- supported PD ridge form is of less significance than is for tooth- tissue- supported prosthesis because the ridge is not called on to support the prosthesis.

For distal extension bases jaw relation record should be made after obtaining the best possible support for the denture base.

This necessitates the making of a base or bases that will provide the same support as the finished denture. Therefore the final jaw relations should not be recorded until after the denture framework has been returned to the dentist, the fit of the framework to the abutment teeth and opposing occlusion has been verified and corrected and a corrected impression has been made.

Then either a new resin base or a corrected base must be used to correct  jaw relations.
5th phase initial placement procedures:
 
This begins when the patient is given the PD.

The patient must understand the suggestion and recommendation given by the dentist for the care of the dentures and oral structures and understand about expectations in the adjustment phases and the use of restorations.
6th phase periodic recall:
Periodic reevaluation of the patient is important for early recognition of changes in the oral structures to allow steps to be taken to maintain oral health. These examinations must monitor the condition of the oral tissue, the repose to the tooth restorations, the prosthesis, the patent's acceptance, and the patient's commitment to maintain oral hygiene.

      Although a 6- month recall period is adequate for most patients, a more frequent evaluation may be required for some.  
Block out:
 Is the elimination of undesirable undercuts areas on the master cast to be used in the fabrication of the R.P.D.

Since the undercuts are filled with wax, the refractory cast duplicated from the master cast will not have these undercuts.

Block out can be classified into three types:

1-Paralell Block out: This is the procedure by which undercuts below the height of contour of the existing teeth are eliminated in relation to the path of insertion. 

Block out wax is filled into the infra-bulge (undercut) area of the tooth and trimmed parallel to the path of insertion. 

Trimming the excess block out wax is done using a wax carving blade (wax trimmer). 
2-Arbitrary Block out: This is the procedure involves filling the soft tissues and other unwanted undercuts in the cast with block out wax. The purpose of this procedure is to eliminate unwanted undercuts (ridge, soft tissue), which may interfere with the path of insertion. It is termed Arbitrary Block out because the surface of the block out wax need not to be parallel to the path of insertion.

3-Shaped Block out: This procedure is very special because it has a totally different purpose, the surface of block out wax will be projecting from the surface of teeth forming a ledge. This ledge will follow the lower border of the proposed retentive arm drawn on the master cast. This block out will be reproduced as a ledge in the refractory cast which duplicated from the master cast.

Relief:
The procedure of placing a sheet of wax in certain areas on the master cast to be duplicated so that a refractory cast can be made.

The purpose of relieving on the master cast with wax is to provide space between certain components of the framework and the adjacent oral structure such as the minor connector to which the denture base will be attached.

The relieved areas on the master cast will be produced as elevations on the refractory cast. Hence, the framework fabricated over the refractory cast will not contact the tissues to be relieved in the mouth.

Areas to be relieved:
1- Beneath lingual bar major connectors.
2- Areas in which major connectors will contact tori.

3- Spacer on the tissue surface of the denture base minor connector, to provide space for resin to flow under the minor connector.

4- Elevated median palatine suture.
