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Stainless steel crowns :
are prefabricated crowns which can be adapted to individual primary molars and cemented in place to provide a definitive restoration.
( bl clinics 3enna kit with different sizes which usually fit all kids unlike adults  , u only need to find the best size that fit the tooth  (molar) ).
-Also called: preformed metal crowns (PMCs.)
-SSCs are mostly used for restoring two or more carious surfaces, i.e. not only in pulpotmized teeth for example if you have class2 u can restore it composite or amalgam but the best option is to do stainless steel crown
-Mostly used to replace primary posterior teeth but they also available for anterior  but there not used it very much , for anteriors u can use composite or even veneer but I don’t think that SSC are esthetically acceptable ( bl 3yadat ma 3enna for anteriors , only D / E )
-SSC are also available for permanent molars , when u have  a badly destructed 6 , child with MIH . in these cases we can’t use usual filling materials , SSC will be treatment of choice.


Advantages:
1. Extremely durable and superior to multi-surface fillings.
2. Relatively inexpensive. (  if u compare the longevity with fillings)
3. Minimal Technique Sensitivity during placement (unlike composite they need minimal isolation, minimal technique sensitive ) .
4. Offers advantage of full tooth coverage. No risk for  secondary caries.

Indications :
a. Restoration of carious primary molars with extensive carious lesions. So Removal of  caries will leave insufficient sound tooth structure to retain the restoration. In that case, the child is much better to treat  with a SSC.

b. Following pulpotomy and pulpectomy procedures. for two reasons                               1.extensive access cavity more  liable to  fracture
             2.the teeth tend to be brittle once we remove the pulp

c. Restoration of  fractured primary molars even with no caries.

d. Restoration of teeth affected by localized or generalized developmental problems. Examples are amelogenesis imperfecta, enamel hypoplasia, and dentinogenesis imperfecta. its better to  crown them.

e. Restoration and protection of teeth exhibiting extensive tooth surface loss from attrition, abrasion or erosion.

f. In patients with high caries susceptibility. SSCs better than fillings in this case .

g. An abutment for certain appliances such as space maintainers.( the crown and loop space maintainer)
Choose the crown  impression  send the crown to the lab soldering the loop part  u  cement it , u can do that but its better to cement the crown  choose a band  lab  cementation

i. Patients where routine oral hygiene measures are impaired     (patients with especially needs) because breakdown of intacoronal restoration is more likely.

h. In patients undergoing restorative care under GA if two or more surfaces are involved.  Especially under GA its not a joke ! if the pt. is uncooperative u should do ur best that he doesn’t go under GA another time .
j. Sometimes use them for infra-occluded primary molar to maintain the  mesio-distal width and vertical dimension.


Contraindications
* If the primary molar is close to exfoliation with more than half of the roots are resorbed.
* Patients with a known nickel allergy (nickel concentration in SSC= 9% ) /sensitivity.

Clinical Procedure:
1. Local anesthesia? : We can put the crown without LA  the only the problem is gingival irritation . most of the time you will placing SSCs following pulp treatment so already the patient is anesthetized  if  not you can give infiltration  the tooth or use topical ( benzocaine ointment )
2. Caries removal and appropriate pulp treatment whether it is pulpotomy, pulpectomy, or indirect pulp capping .
3. Occlusal Reducation. It should be sufficient to avoid significant occlusal prematurity.  It should follow the contours of the tooth and obtain a clearance of 1.5 mm.
4. proximal reduction : to allow the SSCs to be seated beyond the maximum  bulbosities  of the crown, fine taper  fisher bur is used , we only need to break the contact .
It is to cut through the tooth away from the contact area to avoid damage to the adjacent teeth especially when preparing a second primary molar ( it is unacceptable to make damage to the 6 in order to prepare primary molar  so a little extra cutting is tolerated on the tooth in which you want to prepare the crown on it but do not damage the adjacent! The bur should be angled away from the vertical so that a shoulder is not created at the gingival margin


Note that: SSCs are not close fitting therefore the preparation does not have to be precise.
The gingival finish line should be feather edge with no ledges or steps detectable.
The finish line should be 1 mm below the gingival margin.
The perpetration should finish with smooth feather edge cervically , no step /if step or ledge present then the operator will have difficulty to seat the crown visualization remove the step  try to seat it
* The preparation should be rounded off with no sharp line angles
*Buccal and lingual preparation is not necessary and may be detrimental to retention; so we  utilize the buccal bulges for retention


5. Crown Selection : the crown should be snap tight fit, choosing the correct size is assists by measuring the mesiodistal  dimension of the tooth ,if the tooth is broken down you can measure the mesiodistal dimension of the contralateral tooth using divider or a graduated periodontal probe.
Most of the time in our clinic we use trial error method (choose the size visually and then you go up and down depending on crown fit )
In our clinics, we use SSCs 3M type. It is the best type of SSCs; 3M crowns are anatomically trimmed and contoured cervically and in many instances require little or no modification. Its expensive compared to other types but they r much easier to use

6. To seat the crown on the prepared tooth you place it lingually and then you push it over the buccal side.  Click sound indicate good thing.                                                     A crown will often make an audible click as it springs into place over the gingival undercut area. Firm pressure is usually needed to seat the crown.                                   The gingival margin will blanch somewhat with a well fitting crown as it seat.                The crown margin should be located approximately 1mm subgingivally both to give retention and a good cement seal.                                                                                           If excess gingival blanching is seen crown might need to be trimmed.                Trimming can be done by either with crown scissors or an abrasive wheel. Work away from the patient’s face with proper eye protection. The edges are then smooth and polish by abrasive wheel.(most of the time ma bnfadel t2oso!  Most of the time ma fe da3i / el finishing mn el masna3 u cant replicate it so unless there is severe blanching don’t adjust it )  after u cut the crown you will lose the cervical contour    crimping (make the cervical area well contoured to fit the crown ) After trimming, the crown will have a larger cervical opening and so should be crimped to regain its retentive contour. With 3M, we rarely need to trim the crown. You can use pliers to crimp the cervical area.
Although it has been  ??? trimming the crowns and the gingival blanching occurs no evidence that this practice reduces post cementation complications , over trimming of the crown margin should be avoided as it affects retention  (result in reduced adaptation of the crown margin in the undercut area.)

7. The crown should be cemented whether it is  zinc polycarboxylate or GI cement. The cement of choice  is GI cement( Fluoride release ) . specific choice of cement doesn't significantly affect retention .( retention mainly comes from the crown snapping over the buccal bulge)   When you do cementation ben3abe el crown bl cement zay k2nha kaseh bcz  SSCs are not a tight fit except at the margin so a larger than normal volume of  cement should be used.
As the crown seated over the tooth the excess cement should flow out, if excess cement isn't flow at the margins, it is an indication of inadequate volume of cement which may lead to early failure of the crowns. So you should remove the crown quickly and put another mix of cement. Excess cement can be removed by cotton roll later when it sets you can use the probe.
Then you can use mirror handle, your finger or a band pusher for complete seating. All excess cement should be carefully removed with dental floss used to remove excess cement inter proximally.
8. Check occlusion: although we check the occlusion before cementation, you should check it also after cementation .The primary dentition has a great ability to adjust to a slightly opened bite of 1mm or so for a few days with no adverse effects.
9. The patient should be advised that there may be some temporary gingival discomfort after the LA wears off. Sometimes we say to parents if he doesn't tolerate it ,.they may give him revanin



*Studies have failed to show any increase in supragingival plaque accumulation associated with SSCs except in instances where crown with defective margins have been placed (whether you didn’t smoothen the edges after trimming or didn’t crimp the margins) or excess cement has been retained




Parental Acceptance:
Only around 5% of parents objected about the appearance.
According to the experience of doctors, at the beginning some of the parents don't like the idea especially for young girls that crown shines so they didn't like this at all especially by upper Ds)
So you need to convince the parents of the advantages of SSCs (it’s the best filling, it’s durable...)

Special considerations
*If u have a primary molar and the 6 still unerupted , mostly u can place the crown without preparation distally but u still need to do distal preparation  in order to avoid the eruption of the 6  . So when primary molar  has no adjacent tooth  mesially or distally  it is still important  to carry out  a proximal reduction to avoid producing an excessive marginal overhang. It is particularly important for the distal surface of the Es) because the bulge of the crown may cause impaction to the 6.

* When multiple crowns are to be placed in the same quadrant, the adjacent proximal surfaces of the teeth being prepared should be reduced slightly more than usual to accommodate two adjacent crowns. (u try each crown in separate then u do preparation more than usual , flattening of the inter proximal surfaces of the crown itself  by Adams so u gain more space )
* Frequently reduction in the mesiodistal dimension of the crowns will be necessary especially where mesial drift often due to caries has resulted in loss of arch length. ( u need more preparation  and u might need to flatten the crown itself)

Moderate reduction in mesiodistal dimension can be achieved by flattening of the mesial and distal contact areas of the crown with adam’s pliers
*If the mesial drift has occurred in the lower arch it may be possible to use a SSC from the upper contralateral tooth as they have a smaller mesiodistal dimension and same gingival contour For example: lower right D size 4 is the right size but it doesn’t seat then u can use the upper left D

* SSCs may be improved esthetically by placement of a composite resin in a buccal window cut into the labial facing of the crown after crown  fitting (especially  in anterior teeth) .

Prefabricated SSC with esthetic facing   el kit bteje el SSC w veneer. It needs more preparation due to the greater bulk and u need to avoid crimping the crown because the facing will be more susceptible to fracture.The parents will be very happy despite the higher cost and the over preparation
NEW !!!  zerconia crowns for primary teeth                                                                                        high esthetic , technique sensitive , they need full crown preparation &don’t depend on the buccal bulge , high cost  for anterior teeth ele ma r7 y5dmo kteer                                                                          and they may cause wearing of the opposing



The Hall Technique :
It’s a new technique, first reported in 2006.in this technique SSC is cemented on a primary molar tooth without prior caries removal or any tooth preparation. GI cement is used for cementation. u r basically sealing in the caries .
So In this technique we only choose the right size of the crown and then do cementation without any preparation or caries removal.
Fe variation bl technique, u might do some preparation by a low speed bur
This technique is name after Dr. Norna Hall, a GDP (general dental practitioner) from Scotland who developed and used this technique for over 15 years before retiring in 2006. She found that this was the best way to deal with caries in children.  A retrospective analysis was performed for her records. The success rate was 67.6% after 5 years.
Radiographs were not routinely taken and crowns were placed when marginal ridge breakdown due to caries had occurred. Its important to take history . If there were clinical signs and symptoms of pulpal involvement or abscesses she did not use a crown.
An appropriately sized SSC would be selected and filled with GI cement before being seated over the carious primary molar using either  finger pressure or the child’s own occlusal force.
As the SSC is fitted with no tooth  reduction, the occlusion will be temporarily propped on. However, the occlusion normally equilibrates by the next appointment and none of the patients reported TMJ pain.
The Hall technique has been shown to be acceptable to patients. 23 months, it had more favorable outcomes for pulpal health and restoration longevity than conventional plastic restorations placed by GDPs.
The result of the clinical randomized trial reported that the HALL technique demonstrated a very successful result in primary teeth after 5 yrs.                                                 the main factor of the success of the hall technique  was reported to be the seal of the dental tissues  without caries removal which interms …. and even arrest caries progression
Controversy??? ...  A literature review showed inconclusive evidence and therefore this technique should not be used in clinical practice.
Clinical trials have shown to be effective and acceptable to the majority of children, their parents and clinicians.
The Hall technique is not an easy quick fix solution to the problem of carious primary molars. You can't use it to all children
It is effective when child have initial caries, no sign of pulp involvment
For success, the hall technique requires careful patient selection, a high level of clinical skill and excellent patient management.  In addition It must always be accompanied with a full and effective caries prevention program.


Done by sumaya H.Abuodeh 
Dedicated to Asmaa al-khojah <3 
Sorry for being late .



  
image1.gif




