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Introduction

When planned and designed in a correct 
manner, a fixed dental prosthesis provides 
predictable function and enhances the 
aesthetics and is worth the money, but a poorly 
manipulated prosthesis is likely to fail 
prematurely and leads to irreversible damage to 
the teeth and supporting structures beneath.1-5 
Proper diagnosis, technical skills and assessment 
are essential when dealing with failed or failing 
fixed restorations.6-12 Loss of retention, that has 
been linked to caries, is also a common reason 
for removing fixed dental prostheses.13-15 

Technical complications (fractures of the fixed 
bridges, wear of occlusal surfaces, porcelain 
fractures), poor aesthetics, endodontic treatment 
through the retainer, and periodontal diseases 
are other frequent causes for failures.15,16 In 
addition, there are scarcity of literature or 
prevalence studies about patient reported and 
clinically assessed complications associated with 
failed and failing fixed dental prostheses.17,18 
Challenges faced by today’s dentist is to deliver 
well contoured and proper proximal-occlusal 
contact providing prosthesis.3,5,7,19 So, this 
study aimed to see the clinical findings of crown 
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The proper diagnosis and clinical assessment are essential when dealing with the complications 
of fixed restorations in dental prosthesis. This cross-sectional study was carried out to evaluate 
clinically the crown and bridge prosthesis among the patients attending in the Department of 
Prosthodontics, Bangabandhu Sheikh Mujib Medical University, Dhaka, Bangladesh. A total of 
50 patients with full veneer crowns or bridges were selected. Clinical assessment for the contour 
of the prosthesis, nature of the contact of the prosthesis, type of occlusal contact in ICP were 
done. Among the study subjects, 44% and 52% of the prostheses were over-contoured buccally 
and lingually, respectively. The prostheses contacted with adjacent tooth mesially at occlusal 
one-third in 58%, middle one-third in 40% & cervical one-third in 2% cases.  The prostheses 
contacted with adjacent tooth distally at occlusal one-third in 52%, middle one-third in 44% &  
nothing abnormality detected in 4%. About half of prostheses (54%) contacted with an opposite 
tooth at the level of central fossa whereas 40% at buccal to central fossa and only a few numbers 
(6%) at lingual/palatal to central fossa. The nature of proximal contact was normal in 52%, tight 
in 36%, and open in 12% of the prostheses. As the prostheses cemented in the patient's mouth 
were not up to the accepted clinical standards, so enrichment of knowledge about prosthetics are 
needed and responsibilities should  be ensured.
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 Methods

An individual patient's data, including case 
history and clinical assessment, was recorded to 
assess the crown and bridge clinically. Different 
type of contour of the prosthesis were 
evaluated. The contour of the prosthesis was 
assessed in a model of a respective prosthesis 
with the help of a dental surveyor. Articulating 
paper was used to evaluate the occlusal contact 
points, and dental floss was passed through the 
proximal area to evaluate the proximal contacts. 
In addition, the nature of proximal contacts was 
evaluated with the help of a matrix band and 
the nature of occlusal contact was evaluated 
with the help of bite paper in oral cavity and 
checked in the articulator after jaw registration. 

Results

Total of 50 prostheses were clinically 
evaluated. Buccal and palatal contour are 
considered as contour indicators. The study 
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Distribution of contour indicators among the study samples (n=50)

Contour indicators Frequency (n) Frequency (n) Percentage %

Buccal Same as contra-side tooth 23 46%

 Flat 5 10%

 Over contour 22 44%

Lingual/palatal Same as contra-side tooth 20 40%

 Flat 4 8%

 Over contour 26 52%

Table-I

Distribution of contact point among the study samples (n=50)

Contact point Frequency (n) Frequency (n) Percentage %

Mesial Occlusal one-third 29 58%

 Middle one-third 20 40%

 Cervical one-third 1 2%

Occlusal Buccal to central fossa 20 40%

 At the level of central fossa 27 54%

 Lingual to central fossa 3 6%

Distal Occlusal one-third 26 52%

 Middle one-third 22 44%

 Cervical one-third 0 0%

 Nothing abnormality detected 2 4%

Nature of proximal contact  Normal contact 26 52%

 Open contact 6 12%

 Tight contact 18 36%

Table-II

results revealed that 44% of the prostheses were 

over-contoured buccaly. About half (52%) of prostheses were 

over-contoured lingually. More than half of the prostheses 

(58%) contact with the adjacent tooth mesially at occlusal 

one-third. (Table-I)

Table-II illustrates the distribution of contact point among the 

50 samples. Mesial, occlusal, distal and nature of proximal 

contact point were evaluated. About half of the prostheses 

(54%) contacted with opposite tooth at the location of central 

fossa whereas 40% at buccal to central fossa and only a few 

percentages (6%) at lingual/palatal to central fossa. About 

half (52%) of the prostheses contacted with adjacent tooth 

distally at the level of occlusal one-third whereas 44% at 

middle one-third and only 4% of the adjacent tooth was 

missed. Though, the nature of proximal contact was normal 

among about half (52%) of the prostheses but, in 36% cases, 

the nature of proximal contact was tight. Only few (12%) of 

proximal contact were open in nature.

Discussion

Single  crowns  and  small  fixed  dental  prostheses  (FDPs)  

are  the  most  common fixed  restorations performed in 

general dental practice. For a long period, metal-ceramics 
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using high gold alloys was considered the material  of  choice  

in  fixed  prosthodontics.  Today  in  Sweden,  all-ceramic  

materials  dominate  for  both  single implant  and  

tooth-supported  crowns  anteriorly  as  well  as  posteriorly.7  

For  tooth-supported  FDPs  cobalt-chromium-porcelain is by 

far the most common material combination both in short-and 

long-span bridges.17 Based on  the  reviewed  publications,  the  

following  conclusions  can  be  drawn:  Both  tooth and  

implant-supported crowns and  fixed dental prostheses are 

safe and predictable treatment methods with high survival 

rates up to and  over  10 years.  Metal-ceramic  restorations  

provide higher  survival rate  and fewer  complications  than  

all-ceramic restorations. Biological and technical 

complications are frequent in all types of fixed prostheses, 

more so in  implant-supported  than  in  tooth-supported  

restorations.  Cantilevers  function  well  on  

implant-supported restorations but are  associated  with  

increased risk  of  failure and  complication  when used  on  

tooth-supported restorations.5-9,13  Modern principles of 

construction have raised the resin-bonded restorations to a 

viable treatment option, especially for replacement of a single 

missing tooth. Single  crowns  and  small  fixed  dental  

prostheses  (FDPs)  are  the  most  common fixed  restorations 

performed in general dental practice. 

Though in our present study, about half of the prosthesis was 

over-contoured buccally and lingually, respectively, but 

Curtis et al. recommended that buccal and lingual contours 

should be flat that promote favorable tissue response.18 Our 

current study also reveal that more than half of prostheses 

contacted with adjacent tooth mesially as well as distally at 

occlusal one-third but about half of prostheses contact with 

the opposite tooth at the level of central fossa. Curtis et al. 

recommended that crown contacts should be high (incisal 

one-third) and buccal to the central fossa.18

In addition, this study illustrated that the nature of proximal 

contact was normal or acceptable among about half of the 

prostheses. Almost similar results were shown in a previous 

study conducted by Akhtar et al. in 2015, in where half of the 

cases were acceptable in terms of nature of proximal contact 

point.19 A tooth's or restoration's proximal contact points 

(PCPs) stay in close association, connection, or contact with an 

adjacent tooth in the same arch.  Maintaining and stabilizing 

the dental arch requires proper PCP.20 Food impaction, dental 

cavities, periodontal disease, occlusion failure, and undesired 

tooth drift can be caused by weak or slightly opened PCPs. 

Too tight contact can harm periodontal tissue, induce 

inappropriate tooth movement, and interfere with the teeth's 

physiological placement. When a new prosthesis is fabricated, 

the PCP must be checked before the final cementation during 

the try-in stage on the cast and intra oral.21 

Full veneer crowns are ideally made to blend smoothly with 

the contours of the natural tooth being restored. If the 

restoration is built too large or the margins overhang the edge 

of the tooth, food and bacterial plaque can accumulate along 

the margins, leading to inflammation and tooth decay.19 

Plaque accumulation in such areas can produce a bad taste 

and bad breath (halitosis). Establishing ideal tooth contours is 

complicated by poor visibility, decay that extends below the 

gum level, the restricted ability of a patient to open their 

mouth adequately, and other factors.20 

Conclusion

The prostheses cemented in the patient's mouth were not up to 

the accepted clinical standards. All prostheses should be done 

by prosthodontists or under the close supervision of a 

prosthodontist. Emphasis should be placed on proper case 

selection, availability of all modern lab facilities & proper 

monitoring. Enrichment of knowledge about prosthetics and 

responsibilities are needed to be ensured. 

Further study regarding associate factors and prevalence of 

failure of existing full veneer crown or bridge works in 

Bangladesh should be conducted. 
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