Immediate replacement prosthesis
Immediate denture
Why we discuss this topic now??
Because the patients who are indicated for this type of therapy require a series of recall & follow up visits until they end up later on (6 month from the day you start to treat them) by having permanent prosthesis(partial or complete).

As the name indicate these prosthesis are immediate (they have to be inserted at the same day of extraction the teeth ),so they are immediately inserted in the patient mouth at the same visit of removing the teeth which means that the denture has to be prepared ,constructed & ready for insertion before the extraction of teeth ,so it's not a conventional approach ""we used to have an edentulous pt. & then there is a period of time since the extraction 4-6 month then they are indicated to certain prosthesis "".

As we said it's slightly non conventional approach ,the 1st step is to make impression while the teeth are there (like partial denture) so we follow a certain specifics in the technique.
-Why that kind of prosthesis is appealing??
Because the candidate for this type of Tx. have a planned extraction. Not everyone has to remove their teeth & insert their dentures in but only this category of pt. indicated for planned extraction.

 
Indication for planned extraction: 
1-advanced carious lesions 
2-periodontal problems 
Usually 1+2 come together ,most of the time we see carless pt. with caries involving the front teeth & periodontally compromised(chronic periodontitis & mobility ).
Case 1:
 The pt. was extremely careless, no brushing at all ,multiple missing teeth ,non-vital teeth ,plaque & calculus everywhere, all the front teeth are mobile because of periodontal disease.
3-malocclusion(when it's very bad & can't be corrected by orthodontic) 
Case 2 : poor oral hygiene ,faulty restoration ,missing teeth & remaining root, periodontal disease involving all aspect,deep infrabony pocket ,skeletal malrelation between U & L (-ve overjet) the mandible advance to the maxilla when the pt. close on the retruded contact position.
-In these cases when the mobility > 2 then it's indicated for extraction.
4- poor esthetic 
Pt. already has a problem with esthetic because of malocclusion .
Case 3:
Teeth are flaring out because of habits in this case is lip sucking ,very high lip line ,the pt. try to close in centric but he couldn't maintain a lip seal together (lower lip is trap behind U front teeth ),spaced teeth due to protruding forward  so it's not treatable by orthodontic because the skeletal relation is not appropriate for orthodontics .

Why immediate denture not a complete??due to its advantages .
Advantages of immediate denture  
1-  esthetically appealing so the pt. doesn't have to go through the period of edentulism (bypasses the period of edentulism)
(People care about upper anterior so what we mention is mostly for maxilla but it's also apply on mandible)  
2-precise reproduction of vertical dimension  
Since the teeth are still in the mouth & the pt. has some occluding contact between U&L teeth which means that the intraoral dimension already there so we can preserve it & use the same vertical dimension (VD) without interfering with it which is a big advantage for the pt. (good adaptation) so we don’t have to guess how much freeway space we have to give to the pt.
  Not only VD but also the position of teeth (related to V & H plane), where exactly they should be in relation to the neighboring soft tissue (facial muscle of cheeks, lips).the tooth position is very important in horizontal plane (HP) so we can preserve the exact position of teeth on HP & in natural status, we don’t have to start guessing where to estimate the neutral zone of teeth.     

In complete denture as we did in the last year the pt. is edentulous & there is nothing tell u what kind of VD they had before they lose their teeth so we have to measure VD at rest then u decide to give that patient  4 ,5,2,3  mm freeway space (according to the case) then u end up with VD at occlusion , prepare the wax rims according to these measures ,mount it on articulator ,set the teeth .
3-copy the shape of exciting teeth 
Reduce the guess work that we are using in selection of teeth 
*Sometimes in some cases we use the same natural teeth:
Extraction>>amputate the root & remove all pulp tissue(properly sterilized & disinfected) >>excavate part of dentin >>fill it up with GI>>facet  them on denture base , so again its esthetically appealing.
4-mantaining the whole function (particularly the function that is affected by the position of anterior teeth & relation of the 2 jaw together, no speech therapy, no lisping, because we maintain the position of teeth & VD so the function will not be affected at all  )
5-act as pressure pack
We extract the teeth then we insert the denture immediately which will :
A-provide pressure that prevent further bleeding 
B-enhance healing 
C-preserve the clot
 
6-adaptation will be very instantaneous 
Because the pt. bypasses the period of edentulism, preserve the same space for tongue, same habits.

Disadvantage of immediate denture :
1-need frequent follow up (one of the major disadvantages).
As consequence of removing teeth there will be a bone resorption .the greatest rate of resorption will be at the first 4-6 months(the latter the better) after extraction because osteoclastic activity will be at the maximum so the bone resorption volume in this period will be gross. 
After 6 month the amount of bone loss will be very insignificant clinically speaking (bone resorption will not stop at all only after death) ,the force acting on resorbable bone is greater than any other bones in the body .
As we said the greatest bone loss will be in the first 4-6 months & this is the time where we have already a denture on function inside pt. mouth so we expect here because the denture is in & the bone is resorping from inside >>there will be looseness in the denture base >> need to be relined, maintained & occlusally adjusted.
We have to see pt. regularly throughout the first 6 months so this periodic recall visit & follow up maybe inconvenient to the pt.

**is the rate of bone resorption in case of having immediate denture the same as not having it??
No & yes !! Some people  think that the presence of denture inside pt. mouth provides stimulation to the bone, maintains its height  & improve healing but this theory is not very widely accepted .most of the cases that we see tell us that the bone is under pressure specially in areas of heavy load (molars areas) with high osteoclastic activity so the amount of bone resorption exceeds the amount of bone deposition & that’s why the people are reluctant to have denture fitting immediately even with simple tooth extraction due to the space that is form underneath the denture base,so these pt.s must end with complete dentures & that’s why some people consider the immediate denture only for the 1st 6 months after that when the retromolar conditions are more stable (not significant bone resorption ) we provide a permanent denture to the pt.

Bone resorption(laterally ,from buccal & lingual as well) is more obvious in case of mand. due to surface area of the jaw (1.5 less in mand. than in the maxilla).
**in some case we may find occluding posterior teeth which doesn't mean we have to remove them ,we keep them & we provide the pt with anterior replacement immediately(this is a one of indication) .in this case we called it :
Transitional appliance: its start as a partial then we repeats adding to it until we extract the post.(due to mobility for example)then replace them immediately until its end as complete>>what is the benefit of having occluding post. teeth ??u can tell exactly what the is the VD ,tooth position ,occlusal scheme.
**do we rely on VD at centric occlusion when the pt. has an orthodontic problem??It depends on the kind of orthodontic problem, if we have class I molar relation we rely on it (we keep it & preserve it).
**pt. still has teeth but it happens that each tooth is opposed by space so when they occlude the teeth interdigitate (scissor bite )>>its beyond VD at occlusion >>no teeth contact at all>>very likely to have over eruption & drifting >>so they still need extraction. 
we consider the pt. as the complete denture pt. >>we do exactly the same procedure to figure out the correct VD.

-most of us don’t have a harmonious CR & CO but we are happy with our occlusal pattern, only a few people have a harmonious CR &CO>> so when u want to make an immediate prosthesis u keep the CO that the pt. used to throughout  life because he is happy to has it regardless its harmonious with CR or not .

When we need to make this harmony??
In case of fully edentulous, because we have no reference how the L relate to the U in H plane ,we decide it on V plane  by rest VD & freeway space & figure VD at occlusion ,build wax rim at the selected VD (approved & agreed by pt ).
But how to relate them in H plane??
There is only one reference (reproducible reference ) that is the CR (position of condyle at the most superior anterior position),it’s a ligamentous position that is decide by the ligaments  of TMJ that you can't go behind them.
If u forcefully push the mand. back beyond CR position u will end with the condyle pressing against  retrodistal space that is very highly innervated which means the pt. is going to have pain .
**CR position>>ligamentus position>>pain free >>so its reproducible
**beyond CR >>highly innervated >>pain & discomfort>>not a reproducible position .
So after taking our record at H & V plane we mount our models on articulator in CR position >> we plan the occlusion to be in CO (set the teeth in the maximum intercuspation) >>so now we make harmony between CR & CO . ""this is in completely edentulous pt""
 (
Rem
em
ber:
When 
the pt. has an 
occlusal
 scheme & we are going to provide him with immediate replacement we preserve the excising 
CO ,
 we don’t interfere with the VD & 
occlusal
  pattern so it will be comfortable to the pt. 
until he is edentulous then we follow the general rules & principles for complete dentures  
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The Dr. discuss the 1st & 2nd disadvantages together 
3-medical problems.
In hypotension pt. we can't use anesthesia ,they are contraindicated for using LA or even for surgical procedures that is slightly beyond simple tooth extraction ,sometimes we need to do osseous surgery as well. 
Impression making  
Remember our pt. still has teeth ,so we have to use a perforated  partial denture trays to record the teeth & the edentulous area .
-larger trays that provide space that can accommodate the teeth.  
The trays have to be modified because in the pt. mouth for example in the maxilla we have a bilateral missing post. teeth & only the anterior are there so we have to use a partial denture tray to accommodate the ant. teeth & should be modified to adapt  the post.  saddle & the palate.
What will happen if we make the impression without modification?
It will not adapt well at all to the tissue & we end with a thick film of alginate on the roof & bilaterally on the alveolar ridges (the thicker the alginate the more liable to dimensional changes) ,we want the alginate to go around the teeth without providing a compression.
So the perforated partial denture should be modified by compound (that will support the alginate) at the areas of roof of the mouth & the edentulous part .
Steps:
1-soften the compound & add it to stock tray 
2-make the imp. then take it out 
3-remove the excess
4-apply the adhesive spray on top of the compound & the tray 
5-full over all alginate imp.     
6-pour the imp. to have the study model 
7-we have a study model for the maxilla (ant. teeth only & bilaterally edentulous ) & we need to construct a special tray 
The special tray :
**in edentulous area & roof >> must be close fitting 
**around the teeth>>double spaced 
This is essential for the secondary imp. 
8-master imp. for immediate replacement has 3 technique:
    -1-Easiest & the simplest: single imp. technique 
 Is to use the tray (the one we provided) with medium body silicon (one tray with one material)

   -2- composition imp.  : its complex 
The edentulous part & roof >>close fitting >>like the complete denture require a final imp that is mucodisplasive (mucocomressive )>> so 
A-we use green stick for border molding (buccal vestibule, across the palate & post dam area), leave the ant. part without green stick.
B-load your tray with the zinc oxide around the area of close fitting 
C-wait it to set then take it out & remove the excess that close to the teeth anteriorly & then on that tray we can put alginate on the anterior part of course after providing perforation .
So we have 1 tray & 2 materials: 
Zinc oxide >>edentulous area >>close fitting 
Alginate >>around teeth 

Note: selective imp. technique is used when we have a flabby tissues in complete denture

3-split tray: 2 trays ,2 materials  
Remember that we produce a study cast from the 1st imp. >>from that cast we construct 2 trays >>
 one is only fitting the edentulous part (the ridge, the roof & it doesn't extend to the ant. part ) >>its close fitting.
The 2nd tray is larger to cover everything.
-In the 2nd visit when the pt. is ready :
we make zinc oxide eugenol (final imp.)with the close fitting tray only to the edentulous area
 >>we hold it & support it with green stick handle in the middle  >>when its set take it out >>check it for accuracy >>trim green stick handle
 >> then get the 2nd tray (we can use a stock tray ) >>fill it with alginate >>take overall imp. on top of 1st tray & the teeth. 
-In this technique we have a proper recording of the teeth with mucostatic imp of  alginate & its engulfing ,enveloping & accommodate the 1st tray that is close fitting with zinc oxide on edentulous part.

The zinc oxide & medium putty silicon are very sensitive to the tray design >>the same imp. in the same shot gives u:
  mucocompresive(mucodisplasive) when the tray is close fitting.
 & mucostatic when the tray is spaced.
**in complete denture when the pt. has flabby tissue somewhere in the ridge we have to use relief on the tray.

**In the lower when we construct the frame of the partial denture we use what is called altered cast technique which utilizes the metal framework to hold customized impression tray for edentulous area.
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