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Pre-op

Introduction:
Around 10% of hypodontia patients experience microdontia concurrently.1
Orthodontic intervention can idealise spacing but subsequent management is often
a restorative challenge in terms of masking the microdontia and providing tooth
replacement.
Where resin retained bridges (RRB) are the treatment modality of choice, careful
consideration is required, especially where the microdont teeth are required to
perform as bridge abutments. Given their reduced surface area, technical design is
key in maximising retainer bond to available enamel. This case report discusses the
design and execution of a treatment technique to overcome these various
challenges.

Post-op

Figure 4: Pre and post-operative intraoral views

History and Examination:

Discussion:

Presenting Complaint: The patient was unhappy size and shape of his teeth.

Aboush and Jenkins (1991) demonstrated bond strength was significantly greater to
enamel than composite resin.2 King et al in 2015 demonstrated a 46.2% failure rate for
resin retained bridges cemented onto teeth with old restorations compared to 24.1%
for new restorations and 16.7% if there are no restorations.3 This, therefore, needs to
be factored in when modifications to abutment tooth shape and contour with resin
composite are needed alongside RRB placement and we need to think laterally about
how to approach this.

Intraoral Points of Note (Figure 1):
•
•
•
•
•
•

Severe hypodontia – missing UR542
UL542 LL12 LR1
Retained primary teeth
Midline diastema/residual spacing
Conical canines
Barrel shaped central incisors
Deficiencies in hard/soft tissues

Treatment Options:
1.
2.
3.
4.
5.

Do nothing
Partial dentures
Resin Retained Bridges
Dental Implants
All +/- direct or indirect restorations
to optimise existing tooth shape

The patient wished to consider a non-surgical option, however was keen to have a
fixed prosthesis. The following treatment plan was therefore decided upon.

Figure 1: Pre op view and diagnostic wax up of pontic retainers and composite build ups

Treatment Plan:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

Study casts and diagnostic wax up (Figure 1).
Integrity® (DENTSPLY) try in of diagnostic wax-up (Figure 2).
Adjustments to try-in and wax up as necessary.
Definitive impression (addition silicone), facebow and jaw registration.
Cut back of full contour wax up and fabrication of metal frameworks.
Try-in of metal framework followed by ceramic bisque try-in.
Air abrasion, hydrofluoric acid etch and silination of wing porcelain.
Panavia™ F2.0 alloy primer to bare metal of wing.
Cementation of RRB using Panavia™ F2.0 at an increased OVD.
Build-up of teeth using composite resin against metal wings (Figure 3).
Review treatment plan to replace remaining missing teeth.

Traditionally, restorations are placed at an appointment prior to a secondary
impression being taken and the RRB fabricated. With multiple factors affecting the
timeframe between these appointments, we cannot easily establish how ‘new’ the
restorations can be considered when it comes to bridge cementation. It is therefore
argued that concurrent placement is more predictable with the advantages and
disadvantages of this being presented in the table below.

Advantages:

Disadvantages:

Can match shade between tooth, wing
and composite concurrently

Technique sensitive

Porcelain baked onto wing can reduce
metal shine through

Requires a skilled technician with clear
idea of proposed treatment

Improved longevity as bonding with
fresh composite which is not fully
polymerised or water logged

Wax try-in intraorally may not 100%
represent the end product and does not
allow adjustment of definitive
composite prior to bridge fit

Improved physical contact between
composite resin and bridge wing

More steps at fit appointment

When treating this patient, a one stage technique was utilised. To mitigate the risk of
varying metal shine through, opaque porcelain was baked onto the wing where the
composite was to be added. Although this reduces greying, this does add extra steps
to the wing preparation. Air abrasion, hydrofluoric acid etch and placement of silane
was undertaken as per established treatment protocols to ensure optimum bond
strength.4
Although this technique does not allow assessment of the composite resin
restorations prior to final prosthesis fabrication, this was mitigated with a provisional
try in of the wax up (Figure 2). This allowed modification intraorally to the provisional
material (in this case “integrity”) to ensure clinician and patient satisfaction prior to
final fabrication.

Figure 2: Composite based try-in of diagnostic wax up and final prosthesis on the casts

Figure 5: Pre and post-operative extraoral views

Conclusion:
In conclusion this case had challenges however, it demonstrates how concurrent
bridge placement and build-ups can provide a minimally invasive and aesthetic option
whilst maximising prosthesis prognosis. This is demonstrated by the before and after
photographs shown in Figures 4 and 5.

Figure 3: Cementation stages of resin retained bridges and build-up
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