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                                   Relining partial denture

Relining partial denture is slightly different from that of complete denture, procedure wise it’s the same, but their purposes, indications and the type of reline are different because RPDs are not the same like the complete denture, in case of CD all the patients are the same all they have edentulous ridges and the support gained by the tissues. In case of RPD we have different designs and different classifications of the saddle area so the type of support is different; it could be 100% tooth supported in case of bonded saddle (class III) or distally extended (tooth-tissue supported).

The loss of function of an RPD as a result of change in the bony support will vary according to the type of the partially edentulous, it dictates the technique we use and the procedure we follow in the clinic and the lab to refit the denture and restore function.

A- Relining tooth-borne RPD (classIII)
- partial denture of this design will require the least amount of alterations to restore function.
- The easiest type because the support is from teeth (they don’t cause any bone resorption underneath the root) . 
- the bounded saddle is the least part of the arch that is depend on the bone to provide support, support is always gained by the teeth that are neighboring the saddle.

-It’s the kind of prosthesis that the correction is the least we don’t need any procedures to do in order to improve the support ( it’s gained by the teeth ) but if space created for another reason ex. When the pt has further bone resorption because of any systemic diseases: periodontitis, osteoporosis , anything that might cause bone resorption underneath the saddle, the problem here is not one of  compromised support rather it’s the space that created underneath the saddle and it traps food underneath so the hygiene here is the problem, in the anterior part beside the hygiene we have another problem which is esthetic.
-Most corrections of the prosthesis are made for reason of aesthetic or dental hygiene .

Relining procedure using simple addition impression technique:
1- Undercuts on the tissue surface of RPD must be completely eliminated.
2- Even layer of about 1mm acrylic base should be removed to allow sufficient space for the impression material.
3- Border extension if necessary should be accomplish with low fusing compound ( we make sure that the extension of flanges is optimum if not we have to modify it by green stick)
4- Final impression is made with zinc oxide eugeonal , polysulphide or elastomeric material (light body silicone), care must be taken that RPD frame is fully seated in its terminal position while the impression is seating( all rests in their seats, clasps in their position engaging exactly the same area of undercut). No impression material is allowed to flow underneath the rigid components of the partial denture, it should only confined to the saddle and does not flow elsewhere.

To make sure that the denture seated in its terminal position you may ask the patient to close or you can control the seating until the material sets with your thumb and fingers because here it does not matter if you put a figure pressure. 

5- The prosthesis must be removed and impression inspected for accuracy and if accepted you trim the excess, make sure that the fit surface of the frame is devoid of any impression material not even a thin film is allowed because any form of impression material underneath the fit surface of the frame it means space later on.

6- Return it back to the patient’s mouth and pick it up with overall alginate impression, why we need to pick it up?  Because we need to keep the same relation of the partial and the clasp with the teeth exactly the same.
7- The final impression is returned back to the patient’s mouth, seated properly ( more accurate from before because there is no space anymore the space now is filled with impression material ),
pick it up with a large size perforated tray for alginate, the alginate should be slightly thick ( reduce the amount of water) .

8- It has to be poured immediately and it should not be separated at all to avoid unexpected problems, the denture should go straight to flasking  finishing  polishing .
9-  make appointment for insertion
 RPD should be inserted inside the patient’s mouth, make sure everything in its position no space created, check the occlusion inside the patient’s mouth (this is not a laboratory remount this is the clinical check we use the TMJ itself as an articulator) the reason why we have to check occlusion after each and every laboratory procedure is because we do expect some polymerization expansion of the acryl during processing which will affect the occlusion.

Q: do we have to do border molding?
A: if the border extension is deficient we put green stick seat the partial back to its terminal position and get the pt close, you don’t have to manipulate the lips and the cheeks by yourself, ask the pt to suck saliva ejector this suction makes the buccinators muscle buccally and the tongue lingually to modify your green stick so this is the way you record the functional depth of the sulcus.
B- relining mandibular distal extention (classI)
- it’s slightly more complex procedure  because this kind of partial denture design is the one where  the saddle itself provides support it’s tooth tissue supported (classI Or II) . So the longer the saddle we expect more bone resorption on the tissues.


 The factors that play important role in deciding how much and how frequent relining procedures are required are:
1- Type of saddle itself.
2- Length of the span. 
3- Nature of alveolar bone and tissue of mucoperiosteum .
4- Amount of extension ( how much you  cover the original design).

 At the day of insertion as long as the partial denture functioning well the occlusal plane should always be horizontal, there should always be contact with the opposing teeth in order to have efficient mastication. 

What happens after years of service? bone will resorp slightly, this will be followed by the saddle because the support is gained by the tissues so the tissues will shrink because of resorption , the saddle sinks down  the occlusal plane become at an angle with the normal regular occlusal plane of the natural teeth, this means when the OP sinks down with the saddle it loses its contact with the opposing and this will affect the masticatory efficiency. 

 so when the pt comes to you with one complain (may be more than one) but the major one that the PD is never comminute food anymore esp. fibrous food so they ask for replacement or any solution .

So we need to know exactly what happening by examining the movement of the saddle. Some patients in addition to the loss of efficient mastication they also present another complication; in case of class I both saddles are sinking this sinking movement down usually takes place around the fulcrum (axis of rotation) this axis passes between the two most posterior abutment so sinking around this line makes the saddle lose their contact and follow the resorped ridge what happens to the major connecter that is passing ligually? It will rotate, the superior border of the connecter lefts up(it loses contact) while the inferior border digs into the tissues and the area here is very sensitive because we have the genial tubercles ( the attachment of genioglossus and geniohyoid muscles ). 
Genial tubercles after bone resorption become more prominent and usually covered with very sensitive thin film like mucoperiosteum so it’s very easily traumatized. 
 All of patients complain of inefficient mastication and some of them complain of pain in lingual area plus laceration of the tissues sublingually, so what do we do? We need to address this problem, every saddle sinks we have to know how much it sinks to know what we should do, relining or reconstruction? it depends on the frame, if the frame still sound there is not any component missing so we need to adjust the fit surface. 

Relining procedure: 
1- remove the undercuts 
2- regular 1mm should be taken from fit surface ( we keep trimming until the tissue stopper is exposed( remember we put these stoppers to make sure that the thickness of the acrylic underneath is uniform )
3- the extension of borders is checked if they are deficient they must be corrected with the green stick. 
4- load the impression material, make sure to support the partial from the major connector to make sure that it is fit down with its terminal position , the other hand should hold the clasp . in this case you can’t ask the pt to close his mouth it has to be controlled by the operator figures , you keep holding the denture until the material sets.
5- take it out inspect the impression for accuracy make sure that the major connector , clasp, minor connector and rest are all devoid from any impression material no impression material is allowed no matter how it is thin. 
6- check the anatomy of distal area we look at  the most important one which is the buccal shelf ( one of the primary loading area) , make sure the mylohyoid ridge has enough fossa , retromolar pad ( the pear shaped ) is very essential to be recorded here (one of the supporting area).

7- clear major connecter and metallic element, inspected for accuracy then we have to return it to the patient’s mouth and pick it up with alginate impression in order to get a fitting surface that is related to the tissue (tissues as it used to be before)

Note: in distal extension ( class I) we must do relining to the borders (border molding) even if it was not deficient first.

8- the overall alginate impression is poured in dental stone, now we have partial denture seated in the exact way it used to be inside the patient’s mouth  the model should be retrieve from impression but must be flasking immediately because we want to maintain the relation of the partial and the clasp with the teeth exactly the same.
on deflasking the tissue surface of the RPD should be cleaned and 1mm of its thickness ground to receive new heat-curing acrylic ( to expose the subsurface layer which is more reactive, more free radicals available)

the tissue fit surface of the RPD is proceed with a new acrylic resin, it’s then finished and polished.

9- the RPD is inserted and adjusted using the patient’s TMJ as our articulator  ( even if you do clinical remount or laboratory adjustment you have to do the same thing inside the patient’s mouth at the day of insertion selective grinding has to be done using articulating paper  make sure to establish uniform contact anteriorly, posteriorly and laterally.
- Make sure that the components are all in their seats.
- Make sure that when you put two figures on the saddle it does not anymore sink down. 
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