Immediate Dentures II
* The first half of the lecture was review of the last lecture:

- Immediate denture is a prosthesis that inserted immediately   at the time of extraction.

- So it is a complete denture that involve the anterior teeth  which is the major issue as aesthetes is what we are trying to preserve and restore, this is extremely important for socially active people such as school teacher as speech pattern will not be destroyed due to loss of teeth.
- There is no immediate partial denture. 
Most important advantages of immediate denture: 

A. Help patient to by-pass period of edentulism. 
B. Using the existing vertical dimension, so we don’t have to go through all series of complete denture construction to guess how much freeway space should be given for each patient. So artificial teeth are placed in a way not interfering with the existing vertical dimension and thus no period of adaptation is needed.   
C. To use the size, shape and position of the natural teeth  unless they are crowded or separated  

D. Preserving the same oral habits since there will be no chance for the tongue to become larger.
E. Contact between mucosa and fitting surface immediately following extraction act as pressure pack which decrease both contamination and healing by secondary intention. 
Disadvantages:
A. It’s very lengthy procedures, specially that the patient has to come to reline the denture again and again in the maximum period of bone resorption- the first 6 months following extraction.  
B. It’s coasty.
C. Susceptibility to surgical procedure, which is an area of concern in medically compromised patient since patient is needed to be hospitalized sometimes.
Impression taking and tray selection
We take the Primary impression with dentate –stock trays and alginate. 
When the patient have some edentulous area or the roof of the mouth is very high, we have to modify the technique by applying impression compound on edentulous areas then spraying adhesive on the top of compound after that take alginate wash on the top of the compound.

We pour that impression to get the study cast on which special tray is constructed. 
When constructing the special tray, it has to be close fitting on the area of no teeth and double spaced around the teeth, but before making special tray we have to decide the type of the immediate denture. 
Types of immediate dentures

There are 3 major types:
i. Socketed, flangeless or gum fitted denture: means that the denture fits into the gum as if the teeth are coming out of the natural socket  after extraction with no labial flange at all.
ii. Denture with short labial flange that is not fully extended to mucogingival fold. 

iii. Fully extended labial flange extend to the full functional depth of the sulcus.
Indications of the three types according to the degree of severity of the undercut in the labial alveolar ridge:
**Gum fitted denture:  used when the patient have very severe undercut as if the pre-maxilla is very prominent.  It’s coupled with short and tight upper lip, so if we construct the denture with full labial flange we will end up with over supported lip and the patient won’t be able to maintain lips seal after wearing the denture and the smile line will be high. So in this case, we trim the labial flange on the cast and we don’t construct it, instead we utilize all the undercuts posteriorly  and the post dam area. Sometimes, we may have to extend something like finger. 

Usually when the patient has prominent kind of pre-maxilla, we construct the denture with domes around the fitting surfaces of the teeth. At the time we extract the teeth, the socket is still fresh and the patient insert the denture and these little domes go into the socket about 2 mm, they give more natural look as if the teeth immersed from their own socket  and this for further enhancement of aesthetic.
Most patients who have this kind of configuration or undercuts especially on the labial side, after bone resorption they become with less severe undercut.  So, we may shift slightly from gum fitting to other types like short labial flanges and this is to enhance support, retention and resistance of the denture.
** Short flanges denture: indicated for patients who have some moderate labial undercut or they used to have severe undercut but after using the gum fitting denture and the bone resorbed the undercut get lessened. Short flange here extend to the mid-way between crest of the ridge and mucogingival fold.  

**full extended flanges (conventional) denture:  used with patient with very mild undercut that is preferred for its retention, support and stability. Maybe the undercut is severe but following alveolectomy or alveoloplasty this kind of denture can be used.   
So, the three types depends on the severity of the labial undercut 

**Now after we know the kind of the denture we start thinking about the special tray to take the secondary impression. Final impression techniques are explained is details in the previous lecture.  
A.  After we made the final impression, registered the bite, poured the impression and articulate the casts together on articulator, we start removing teeth from the cast to replace them with artificial teeth and beside that we may need to trim some bone mimicking the bone resorption because the patient will wear a denture after extracting his teeth and the bone will resorb later.   
Note: be careful during trimming teeth from the cast that incisal pen keep touching the table so that vertical dimension is not change.
B.  Thinning of the alveolar bone is done by sand blasting paper to the ridges so that  it mimic the normal physiological  bone resorption that takes place 4-6 months after extraction.  
C. On the modified cast (after removing the teeth and trimming the bone)   we make a copy model and on that copy we apply single layer of shellac wax. After flasking this layer, we prepare the surgical template which is clear acrylic that is transparent with no pigments and it is used to guide us through the surgery. After we take the teeth out from the patient mouth we have to modify his maxilla exactly on the same way as we did on the model. We apply the template against the tissue after we remove the teeth. When the mucosa blanched out, this indicates a heavy pressure underneath. On those area of blanched mucosa, flap has to be raised and the bone trimmed and we do it again and again until the blanching disappear which mean that the bone is exactly the same as we did on the model.
** It’s very essential to construct the surgical template whenever we plan some slight more than extraction like minor oral surgical adjustments on the bone. But for straightforward cases that are simple we do not need to do surgical guide, just extract the tooth and squeeze the socket labial or palatal until bleeding stop then suture it.
** Removal of bone and teeth

A. Tooth extraction usually done under L.A rarely we do it under GA.
B. Bone is removed either by ronguer or bone file. Raise the flab trim the bone and remove excess of mucosa then squeeze the socket labial   and or palatal until bleeding stop. Wash the trimmed are with saline and do proper irrigation, never leave any segment of bone behind because it will turn to sequestration and lead to infections.
As the denture is inserted, the fitting surface of the denture itself will function as pressure pack so there is no bleeding risk at all even if the patient is taking anticoagulant drugs for medical issues.
 The tissue is very fresh following extraction or surgery, usually before inserting the denture we have to apply softener at the fitting surface of the denture or what is called the tissue conditioner.
C. Sometimes inter-septal bones should be trimmed, so we cut them then we squeeze the mucosa so green stick fracture will happen to labial and lingual (or palatal) bone, no necrosis will occur because periostium is still exist. That step decreases width and thus minimize healing by secondary intension. Finally tight interrupted suture in done.
** Tissue conditioner: copolymer of ethyel- metha -acrylate which is the powder and the liquid it’s ethyel alcohol and a plasticizer. Role of the plasticizer is to attacks the particles of the powder and make a gel and the formed gel stay for a very long time -usually 3 weeks. 
After 3 weeks the plasticizer leaks into the oral cavity leaving behind a rough copolymer where it has to be replaced.
NOTE: **sometimes surgical procedures of alveolar ridge end with over trimming of the ridge so the hight or the width will not be preserved, tissue conditioner allow better fitting.

**not all patient needs applying of tissue conditioner.
The function of the tissue conditioner is to resist the load that is formed against the denture. The occlusal load is very heavy which is about 25kg/cm2.So, fresh tissue or healing socket cannot withstand this load without further bone resorption and that’s why we have to use the tissue conditioner. 
Q.1:  Is there a try in stage for the surgical model?
If the patient has missing teeth at the back of the mouth we need to do try in as we do in partial denture. We try the post teeth first if everything is acceptable, we proceed into trimming the teeth and do all the adjustments by extending the partial denture that involve the posterior segment of the mouth until it become a complete denture.
Once its complete denture, we cannot do another try in because the patients still have teeth and they are not extracted. They are extracted when the denture is ready for insertion. So, there is no full denture try in it could be a partial denture try in for teeth other than the anterior. 

Q.2: how much we need to remove from the bone?
We evaluate the case clinically and then we decide how much bone needs to be trimmed. Or we decide to go with gum fitting type first and let the nature takes its course by normal physiological bone resorption, when the socket start healing we rebase into short flange then to full extended labial flange but the assessment of  the severity of the undercut should be done clinically at the first visit.
Q.3:  after bone remodeling, do we have to reline?
Usually we need the patient to attend the clinic regularly throughout the 6 months and then at the last you assess the stability of the denture if it need rebasing  not relining because the denture base after the ridge shrunk behave as if they are over extended and the denture will dig into the sulcus. So, is better to start making new denture they can only be made after 6 months and by this time we can reline the existing denture until we finish the new one and replace it 
You have to judge if the denture need reline or not and listen to the patient comments carefully if they are complaining from movement of the denture especially in the upper arch during function.
**Dr. Wala’a showed us couple of cases that were indicated for immediate denture. All of them are social active such as: school teacher, tourist guide, bus driver and hair styler. Their anterior teeth suffer from many problems: caries, periodontitis, spacing, mobility, necrotic pulp. The remaining teeth are either missing, badly decayed or RR, so both function and aesthetic are impaired. When the posterior teeth are missed early in life, mastication is done by the anteriors which become ill with time.
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