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SUMMARY

Introduction If patients have remained only a few teeth in one jaw, these teeth can be retained and specifically
prepared to bear mobile supradental prosthesis i.e. overdenture (OD). The patients are usually very motivated to
preserve remained teeth. The aim of this study was to present the plan, the preparation procedure and the treatment
protocol for the remaining teeth that will bear full mobile OD.

Material and Methods Study included 12 patients and 23 remaining teeth. Treatment plan considered: radiological
analysis and selection of the remaining teeth, reduction of the clinical crown of the teeth, endodontic and periodontal
treatment and finally conservative or prosthodontic restoration of these teeth. Fifteen teeth were restored using cast
crown build-up (cap) and eight teeth were restored with amalgam restorations. Patients who received twelve lower
mobile full OD were observed for one year to assess the integrity of the extra alveolar tooth structure.

Results After observation period of one year, the integrity of crown restorations was maintained as well as the alve-
olar bone height.

Conclusion The restoration of the remaining teeth using cast crown build-up (cap) and amalgam is very important

for maintaining extra alveolar tooth structure and successful treatment with overdentures.
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INTRODUCTION

Natural teeth loss is often followed by morphological and
functional changes within the orofacial system. These
changes include: supporting tissue reduction in jaws,
decrease of biological functions of supporting (support-
ive) tissues, lack of proprioceptive signalization from peri-
odontal tissues, disorders in the normal (basic) roles of
orofacial and digestive system, discrepancy in normal jaw
relation and disguised appearance of the face [1]. All afore-
mentioned disorders decrease life quality of the patients
and cause different psychical conditions [2]. These disor-
ders complicate the manufacturing of the dentures and
make the mastication apparatus less efficient causing far-
reaching consequences to the whole organism. Regarding
to that, the therapeutic procedures that prevent excessive
loss of jaw bone and contribute in keeping basic alveolar
ridge height are important in dental practice [1, 3, 4, 5].
Research showed that remained teeth or their roots that
bear overdenture can slow down the alveolar height loss,
keep the sensorial functions of periodontal tissue around
remained teeth hence precise regulation of mastication
movements, more effective chewing cycle and protection
of oral tissues from excessive mechanical irritations [3, 4,
6-9]. In old-age patients there is often need to restore the
missing part of amalgam restoration. Recent investiga-
tions pointed out to the benefit of only partial restoring of
damaged amalgam using composite material. In endodon-
tically treated teeth composite restorations show about 51%
higher fracture strength in comparison to amalgam [10].

Since the patients with this type of treatment retain
their remaining teeth they are highly motivated for success
of whole treatment procedure [2, 9].

The aim of this study was to present the plan, the prep-
aration procedure and the treatment protocol for the
remaining teeth that will bear full mobile OD.

MATERIAL AND METHODS

Study included 12 patients of the Clinic for Prostho-dontics
who had 25 remained teeth for restoration. The treatment
protocol included: radiographic analysis and selection of
hopeless teeth, reduction of the crowns of retained teeth,
endodontic treatment, periodontal treatment of pockets
and conservative (direct) and/or prosthodontic (indirect)
restoration of extra alveolar tooth tissue. After radiographic
analysis 23 teeth were retained and two were extracted as
“hopeless” The criterion for extraction was the presence
of alveolar bone height less than 3 mm (Figure 1).

The protocol was as follows:

1. Measuring the Tooth Mobility Index (TMI)

At the beginning of the treatment, the baseline values
of the TMI (established by the School of Dentistry, Clinic
for Periodontology and Oral Medicine, University of
Belgrade) [11] using dental probe and bimanual palpa-
tion were recorded (Table 1).
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Figure 1. Hopeless teeth — radiography.
Slika 1. “Beznadezni” zubi — radiogram.

Table 1. The condition of the experimental teeth before tooth reduc
tion in regard to vitality and tooth mobility index (TMI)

Tabela 1. Stanje eksperimentalnih zuba pre redukcije zubnog tkiva s
aspekta vitaliteta i indeksa labavljenja zuba (ILZ)

Devitalised ™I
Vital teeth teeth 1Lz
Vitalni zubi | Devitalizovani
16 7 3 3 16 1
23 23

2. The clinical crown reduction

The last remained teeth usually had large clinical
crown and there was need for their gross reduction under
adequate anesthesia (Figure 2).

3. Endodontic procedure

Endodontic therapy was performed in majority of teeth
due to the preexisting pulp involvement or pulp exposure
caused by crown reduction. Seven out of 23 teeth have
been treated earlier and the rest 16 underwent endodon-
tic treatment. Even though there are literature data about
seldom endodontic treatment for molars that will bear
OD (Figures 3a and 3b) [9], in this study, molars were
not retained due to the complexity and high risk of this
procedure.

4. Periodontal preparation
It included removal of dental plaque and calculus as
well as the treatment of periodontal pockets.

Figure 2. The reduction of clinical crown
Slika 2. Redukcija klinicke krunice
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Figure 3a. Hemisection of molar teeth for overdenture support
Slika 3a. Hemisekcija molara za potporu supradentalnoj protezi (SDP)

Figure 3b. Radiography of the tooth indicated for hemisection
Slika 3b. Radiogram zuba indikovanog za hemisekciju

5. Conservative or prosthodontic restoration

Restoration of extra alveolar part of the teeth was done
by placing direct or indirect filling, not later than three
weeks after endodontic treatment was completed. The
temporary filling material was GIC. As majority of the
cavities included at least one wall in the gingiva vicinity
or below, eight teeth were restored by amalgam fillings
as whole or partially. In cases where extra alveolar struc-
ture of the tooth was preserved, upon the rounding the
crown abutment, amalgam filling was placed occlusally.
In the teeth with gross composite restorations and satis-
fying quality in the coronal but with defect in gingival
part, amalgam filling was placed in gingival region only.
The shape of abutments with restorations was round or
like rounded cone (Figures 4a and 4b). Cast restorations
of Ir-Pt alloy were applied on 15 teeth (Figures 5a and
5b). The choice was made in order to preserve the quan-
tity of extra alveolar tooth structure. The teeth with circu-
lar gingival defect required cast cap restorations and their
demarcation line was located on the restoration. These
indirect filling had also shape of rounded cone.

6. Manufacturing of mobile OD

Soon after crown restoration by direct or indirect fill-
ing and their finishing as well as periodontal treatment
OD was designed and manufactured.

7. Measuring of TMI
After the treatment was completed, TMI was recorded
(Table 2).
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Figure 4a. Teeth restored with casting caps in a patient
Slika 4a. Zubi zbrinuti livenim kapicama kod jednog pacijenta

Figure 4b. Lower overdenture fabricated according to the teeth re-
stored with casting caps in the same patient

Slika 4b. Donja totalna SDP uradena preko zuba zbrinutih livenim ka-
picama kod istog pacijenta

8. Check-up appointment

Integrity of restorations was summarized one year
after the treatment completion (Table 3). During that
time the patient used OD. Control check up considered
a) TMI recording; b) marginal defects checks; c) second-

Table 2. The condition of the bearer teeth after tooth tissues
reduction
Tabela 2. Stanje potpornih zuba posle redukcije zubnih tkiva

Intentional - T™MI
e . Devitalised
devitalizati- ILZ
. teeth
zation - q
Devitalizovani
Namenska A 0 1 2 3
(P zubi
devitalizacija
16 7 16 6 1 0
23 23

Table 3. The condition of the bearer teeth under OD after twelve
months
Tabela 3. Stanje restauriranih zuba nosaca SDP posle jedne godine

Destruction of amalgam filling
Caries or debonding of cast cap
Karijes Ostecenje amalgamskog ispuna i
rescementiranje kapice
Amalgam fl”lr\g Cast cap Amalgam fllllpg Castcap
Amalgamski . . Amalgamski . .
. Livene kapice . Livene kapice
ispun ispun
0 0 0 1
0 1

Figure 5a. Teeth restored with amalgam restorations in other patient
Slika 5a. Zubi zbrinuti amalgamskim ispunima kod drugog pacijenta

Figure 5b. Lower overdenture fabricated according to the amalgam
restored teeth in the same patient
Slika 5b. Donja totalna SDP uradena preko zuba zbrinutih amalgam-
skim ispunima kod istog pacijenta

ary caries incidence; and d) periodontal tissue condition
checks using magnifying loupe of 4x power. When crite-
rions b) and c) were satisfying, it was noted as good qual-
ity. If only one of two criterions was unsatisfying, it was
noted as failure. During the same visit, the occlusion was
checked and corrected, if needed.

Student t-test was used for comparison between the
groups with confidentiality level of a=0.05.

RESULTS

At the check-up appointment twelve month upon the base
line findings (the beginning of the study) neither caries
nor defect of marginal integrity of the restoration were
noticed considering both amalgam and cast fillings. This
was confirmed statistically by comparing these two resto-
ration groups (p>0.05). There was no missing amalgam
filling parts or complete fillings. One cast cap only was
debonded (Table 3). Nevertheless, comparing the integ-
rity of direct and indirect restorations statistically signif-
icant difference was not found (p>0.05).

TMI recorded values did not expose significant differ-
ence between teeth restored with amalgam and cast caps
(p>0.05).



DISCUSSION

In this study the teeth that were subjected to crown reduc-
tion, endodontic and periodontal treatment became less
mobile after the treatment. This could be explained by the
fact that the crown reduction and periodontal treatment
gave better crown/root ratio making that tooth more prone
to resist twisting forces. The tooth becomes more suitable
to amortize the loading that guarantees good control of
position and movements of lower jaw and better mastica-
tory efficiency. Also, a patient is becoming more comfort-
able and satisfied with his OD. During the cast cap manu-
facturing, one should pay attention to the size of extra
alveolar tooth structure. If it is lower than 3mm there is
need for additional retention of cast caps by canal posts
or parapulpal (dentinal) pins.

The importance of OD for keeping the alveolar height
was shown in the six-year study where no significant alve-
olar ridge resorption was noted in eleven female patients
[8]. Other authors also reported similar results about
keeping the alveolar ridge height under OD, [12, 13, 14].
Ettinger and Krell [12] in their papers discussed the prob-
lems in the endodontic treatment of reduced teeth. They
recommended keeping the teeth with minimal alveolar
support, but still insisting that they do not retain all the
teeth, only the ones that following the reduction of clin-
ical endodontic crowns can be endodontically treated to
serve as a valid support to OD.

The reason for giving the preference to mobile OD over
traditional mobile denture can be found in our results
from 1994 [3]. They can be summarized as superiority of
OD over classical ones after comparison of the stability
of 12 mobile OD vs. 12 classical dentures. The advantage
of OD was confirmed by the results obtained at the end
of observation period of one year. The comparison of the
following parameters between these two groups was done
in: gingival index, plaque index and teeth mobility index
[3]. According to the values of GI, P and TMI which were
significantly different in teeth covered by overdentures
as compared to teeth that were part of partial denture,
inflammation and tooth mobility were more common in
patients with conventional removable partial dentures.
It may be concluded that the presence of classical partial
dentures in patients with only few teeth remained can
be more damaging to the supporting structures than the
presence of OD in similar circumstances. Radiographical
analysis performed in the same study did not indicate
significant changes in the level of alveolar bone in any
group, probably due to the relatively short observation
period (one year). However, repeating gingival inflamma-
tion, poor hygiene and certainly greater mobility of teeth
in patients treated with conventional removable partial
dentures lead to the conclusion that they can also cause
changes in alveolar bone [3].

In subjective evaluation, patients give absolute priority
to OD over the conventional partial dentures due to supe-
riority in stability, functional efficiency, greater comfort
and variety of cosmetic benefits [6, 15]. So, it is clear that

Stomatoloski glasnik Srbije. 2011;58(2):90-96

the psychological factor plays an important role in patient
adaptation to OD [2, 6, 15]. Considering OD as “special”
and more successful than classical denture, patients are
motivated to cooperate, especially in terms of maintain-
ing oral hygiene knowing that it is the key to success of
any dental restoration.

CONCLUSION

Restoration of the remaining teeth with cast and amal-
gam restorations showed equal success rate after obser-
vation period with minimal incidence of desintegrity of
the applied crown restoration as well as alveolar bone
height. In patients with good balanced occlusion and
controlled gingival inflammation, tooth mobility can
be well controlled. Even the teeth with minimal alveolar
support can be retained.
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KRATAK SADRZA]J

Uvod Kod pacijenata kod kojih je preostao mali broj zuba u jednom zubnom luku zubi se mogu zadrzati u vilici, na poseban nacin
pripremiti, a zatim se preko njih moze izraditi mobilna supradentalna proteza (SDP). Kako pacijent zadrzava preostale zube, on je
obi¢no veoma motivisan za uspeh celokupnog lecenja. Cilj ovog rada je bio da se prikazu plan, priprema i nacin restauracije preo-
stalih zuba koji treba da ¢ine potporu mobilnih totalnih SDP.

Materijal i metode rada Ispitano je 12 pacijenata sa ukupno 23 preostala zuba. Plan lecenja je obuhvatio: radiolosku analizu i se-
lekciju preostalih zuba, redukciju klini¢kih krunica zuba koje treba zadrzati, endodontsku pripremu i parodontolosku obradu zu-
ba i kona¢no konzervativnuiili proteti¢ku restauraciju ovih zuba. Od preostalih zuba, 15 je pripremljeno livenim kapicama, a osam
amalgamskim ispunima. Pacijenti su rehabilitovani izradom 12 donjih totalnih SDP i klini¢ki prac¢eni godinu dana, kako bi se pro-
verilo oCuvanje ekstraalveolarne strukture zuba.

Rezultati Rezultati dobijeni nakon godinu dana pokazali su da nije doslo do destrukcije nijedne kruni¢ne restauracije, a pri tom je
inicijalna visina alveolarnog grebena bila ocuvana.

Zakljucak Na osnovu rezultata ovog istrazivanja moze se zakljuciti da je restauracija livenim kapicama i amalgamskim ispunima
znacajan faktor u o¢uvanju ekstraalveolarne strukture zuba, a samim tim i validan nacin za o¢uvanje potpore SDP.

Kljucne reci: supradentalna totalna proteza; restauracija patrljka; redukcija klinicke krunice zuba; labavljenje zuba; amalgamska

restauracija

uvoD

Gubitak prirodnih zuba pracen je znacajnim morfoloskim i
funkcionalnim promenama u okviru orofacijalnog sistema. Ove
promene obuhvataju: redukciju potpornih tkiva u gornjoj i do-
njoj vilici, smanjenje bioloskih vrednosti potpornih tkiva, gu-
bitak proprioceptivne signalizacije parodoncijuma, poremecaje
u odvijanju osnovnih funkcija orofacijalnog sistema, remecenje
normalnog odnosa vilica i izmenjen izgled i izraz lica [1]. Ko-
nacno, sve ovo doprinosi nezadovoljstvu pacijenta i ¢esto me-
nja njegovo psihicko stanje, koje remeti kvalitet njegovog Zivo-
ta [2]. Ovakve promene znacajno otezavaju izradu odgovaraju-
¢ih nadoknada i znacajno umanjuju funkcionalnu efikasnost
mastikatornog organa, $to ima dalekosezne posledice na ¢itav
organizam. Zbog toga su svi terapijski postupci koji sprecava-
ju prekomernu redukciju kosti i doprinose o¢uvanju inicijalne
visine alveolarnih grebenova predmet posebnog interesovanja
u stomatolo$koj nauci i struci [1, 3, 4, 5].

Istrazivanja su pokazala da se zadrzavanjem prirodnih zuba
ili njihovih korenova i izradom mobilnih supradentalnih prote-
za (SDP) preko njih znatno smanjuje proces redukcije alveolar-
ne kosti, te obezbeduju ocuvanje senzornih informacija iz pa-
rodoncijuma preostalih zuba, precizna regulacija mastikator-
nih kretnji, efikasnije Zvakanje i zastita oralnog tkiva od pre-
teranih nadrazaja [3, 4, 6-9]. Cesto se kod starijih pacijenata
ukazuje potreba za samo delimi¢nom nadoknadom izgublje-
nog dela starog kruni¢nog amalgamskog ispuna. Novija istra-
zivanja ukazuju na mogu¢nost delimi¢ne zamene samo nedo-
stajuceg dela amalgamskog ispuna kompozitnim, $to olakava
restauraciju velikih oste¢enja krunice. U ovakvim sluc¢ajevima
restauracije endodontski tretiranih zuba dobija se ispun ¢ija je
otpornost na prelom veca u proseku za 51% u odnosu na ¢ist
amalgamski ispun [10].

Da je motivacija pacijenata da se podvrgnu ovim intervencija-
ma i istraju veoma vazna za uspeh celokupnog le¢enja pokazuju

istrazivanja u kojima se pacijenti savetuju da zadrze svoje po-
slednje preostale zube preko kojih se izraduju mobilne prote-
ticke nadoknade (mobilne klasi¢ne ili SDP) [2, 9].

Cilj rada je bio da se prikazu plan, priprema i na¢in restau-
racije preostalih zuba u vilici koji ¢e biti potpora mobilnoj SDP.

MATERIJAL | METODE RADA

Ispitano je 12 pacijenata Klinike za stomatolosku protetiku Sto-
matoloskog fakulteta u Beogradu kod kojih je bilo neophodno
uraditi restauraciju preostalih 25 zuba. Plan le¢enja je obuhva-
tio: radiolo$ku analizu i selekciju preostalih zuba, redukciju kli-
nickih krunica zadrzanih zuba, njihovu endodontsku pripremu,
parodontolosku obradu dZepova i konzervativnu ili proteticku
restauraciju ekstraalveolarnog dela zuba. Na osnovu analize re-
troalveolarnih radiografskih snimaka odluceno je da se zadrze
23 zuba; dva su proglasena ,,beznadeznin;, te su ekstrahovana.
~Beznadeznim” su proglasavani svi zubi sa potporom alveolar-
ne kosti manjom od 3 mm (Slika 1).

Protokol rada je obuhvatio sledece faze:

1. Merenje indeksa labavljenja zuba (ILZ)

Na pocetku eksperimentalnog perioda izmeren je ILZ (Kli-
nike za parodontologiju i oralnu medicinu Stomatoloskog fa-
kulteta u Beogradu) [11] stomatoloSkom sondom ili bimanu-
elnom palpacijom (Tabela 1).

2. Redukcija klinicke krunice

Kako su poslednji preostali zubi obi¢no oni s ogromnom kli-
nickom krunicom, cesto je vr$ena velika redukcija zubnog tki-
va uz primenjenu adekvatnu anesteziju (Slika 2).

3. Endodontski tretman

Po pravilu je sledio kod vecine zuba, jer je redukcija klinicke
krunice vr$ena na nivou gde se ugrozava ili je ve¢ bio ugrozen



integritet pulpe. Kod sedam preostalih zuba ve¢ je bila urade-
na devitalizacija, a kod 16 to je uradeno namenski. Nakon me-
hanicko-medikamentne obrade kanala, izvrSena je opturacija
kanala korena tehnikom lateralne kompakcije gutaperke. Iako u
literaturi ima navoda da su se izuzetno retko endodontski zbri-
njavali ¢ak i molari za potporu SDP (Slike 3ai3b) [9], u nasem
istrazivanju to nije uradeno zato $to je to za pacijenta veoma
slozen, a ponekad i rizi¢an zahvat.

4. Parodontoloska priprema

Podrazumevala je uklanjanje ¢vrstih i mekih naslaga, kao i
konzervativnu parodontolosku obradu tvrdog i mekog zida dzepa.

5. Konzervativna ili proteticka restauracija ekstraalveo-
larnog dela zuba

Restauracija ekstraalveolarnog dela zuba primenjenim di-
rektnim ili indirektnim ispunima vr$ena je nakon zavr$enog
endodontskog le¢enja, odnosno u periodu ne duzem od tri ne-
delje, uz prethodno aplikovan adekvatni privremeni ispun od
glasjonomer-cementa. Kako je vecina kaviteta imala jedan zid
u blizini gingive ili ispod nje, odluceno je da se osam zuba zbri-
ne amalgamskim ispunima u celini ili delimi¢no. Tamo gde je
bila o¢uvana ekstraalveolarna struktura zuba, nakon zaoblja-
vanja patrljka, okluzalno je po potrebi postavljen amalgamski
ispun. Kod zuba sa velikim kompozitnim restauracijama, kva-
litetnim u kruni¢nom, a defektnim u gingivnom delu, restora-
tivni retretman uraden je amalgamskim ispunom samo u gin-
givnom delu. Spoljni izgled preparisanog (zaobljenog) zuba sa
ispunom li¢io je na odsecak lopte ili zaobljenu kupu (Slike 4a i
4b). Livenim kapicama je restaurisano 15 zuba upotrebom stan-
dardne legure paladijuma (Slike 5a i 5b). Razlog za izbor livene
kapice kao restaurativnog ispuna bio je o¢uvanje ekstraalveo-
larne strukture zuba. Kod zuba ¢iji su vratovi bili osteceni cir-
kularnim karijesom uradene su livene kapice. Njihova demar-
kaciona linija morala je biti formirana u ispunu. Kod ovih in-
direktnih livenih ispuna spoljni izgled preparisanog (zaoblje-
nog) zuba s livenom kapicom bio je sli¢an kao i kod amalgam-
skih restauracija u obliku zaobljene kupe.

6. Izrada proteze

Ubrzo nakon krunic¢ne restauracije zuba direktnim ili indi-
rektnim ispunima, njihove zavréne obrade i uklanjanja nasla-
ga usledila je izrada mobilne totalne SDP.

7. Merenje ILZ

Uradeno je posle izvedenog tretmana i izrade SDP sa dobi-
jenim linearnim vrednostima (Tabela 2).

8. Kontrolni pregled

Eksperimentalni opservacioni period trajao je godina da-
na i pacijenti su sve vreme preko tako pripremljenih zuba no-
sili mobilne totalne SDP. Kontrolni pregled je podrazumevao:
a) potvrdivanje novih vrednosti ILZ; b) analizu integriteta rub-
nog zatvaranja; c¢) utvrdivanje sekundarnog karijesa postoje-
¢ih nadoknada; i d) utvrdivanje stanja potpornih tkiva (Tabe-
la 3). Ispuni koji bi zadovoljili parametre pod b) i ¢) opserva-
cijom pomocu lupe pri uveli¢anju od Cetiri puta, tj. ukazali na
dobro rubno zatvaranje ispuna i izostanak sekundarnog kari-
jesa, oznaceni su kao kvalitetni. Ispun koji nije zadovoljio ma-
kar jedan od pomenutih parametara integriteta oznacen je kao
neuspeh. Prilikom pregleda takode je kontrolisana i po potre-
bi korigovana okluzija.

Za statisticku obradu dobijenih rezultata primenjen je Stu-
dentov t-test za poredenje grupa uzoraka sa nivoom povere-
nja od a=0,05.
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REZULTATI

Na kontrolnom pregledu nacinjenom posle godinu dana ni-
su ustanovljeni karijes i o$te¢enje marginalne adaptacije ni na
jednom zubu restauriranom amalgamskim ispunima, odno-
sno livenim kapicama. Takode nije zabelezeno nijedno ostece-
nje amalgamskog ispuna, a samo se jedna livena kapica rasce-
mentirala (Tabela 3). Poredenjem dobijenih rezultata integri-
teta amalgamskih ispuna i livenih kapica nije zabeleZena stati-
sticki znacajna razlika (p>0,05).

Vrednosti ILZ nisu bile statisticki znacajno razli¢ite u grupi zu-
ba s ispunima od amalgama i onim s livenim kapicama (p>0,05).

DISKUSIJA

Tokom istrazivanja primeceno je da su se zubi u¢vrstili nakon
redukcije klinicke krunice, endodontskog le¢enja i parodonto-
loske obrade. Ovo se moze objasniti time da se redukcijom kli-
nicke krunice i parodontoloskom obradom dobija povoljniji od-
nos klini¢ke krunice i korena, tako da taj zub postaje sposobniji
da se odupre silama koje tezZe da ga pomere iz ravnoteznog po-
lozaja. Zub takode postaje otporniji tokom funkcije, $to obez-
beduje bolju kontrolu polozaja i pokreta donje vilice i ve¢u efi-
kasnost zvakanja. Pacijent je samim tim sigurniji i zadovoljni-
ji svojom postoje¢om mobilnom SDP.

Kod izrade livenih kapica neophodno je obratiti paznju na
veli¢inu ekstraalveolarnog dela zuba. Ukoliko je on 3 mm i ma-
nji, potrebno je obezbediti dodatnu retenciju livenim kapica-
ma kanalskim ili parapulpnim ko¢i¢ima. Na taj nacin ova eks-
traalveolarna restauracija u vidu livene kapice postaje stabilni-
jaiotpornija na dejstvo sila smicanja.

U prilog ¢injenici da totalne mobilne SDP imaju znacajnu
ulogu u o¢uvanju visine alveolarnog grebena pokazuje i studi-
ja u kojoj posle Sest godina nije uoc¢ena znatna resorpcija alve-
olarne kosti kod 11 pacijentkinja [8]. Sli¢ne rezultate ispitiva-
nja o¢uvanja parodontalnih tkiva ispod mobilnih SDP dobili su
idrugiautori [12, 13, 14]. Etinger (Ettinger) i Krel (Krell) [12] u
svojim radovima razmatraju i endodontske probleme u zbrinja-
vanju ovakvih redukovanih zuba. Oni takode preporucuju za-
drzavanje zuba sa minimalnom alveolarnom potporom, ali pri
tom insistiraju na tome da se ne zadrze svi zubi, ve¢ samo oni
koje je nakon redukcije klinicke krunice moguce endodontski
zbrinuti, kako bi posluzili kao valjana potpora SDP.

O prednosti mobilne SDP nad klasicnom mobilnom pro-
tezom govore i nasi rezultati iz 1994. godine [3]. Oni se mogu
rezimirati nalazima gde je poredenjem stabilnosti 12 mobil-
nih SDP prema 12 klasi¢nih mobilnih proteza zabelezeno pre-
imu¢stvo ovih prvih. Prednost SDP potvrduju i rezultati dobi-
jeni na kraju perioda posmatranja od jedne godine koji su pod-
razumevali poredenje slede¢ih parametara izmedu ovih dveju
grupa ispitanika: gingivalnog indeksa (GI), plak-indeksa (PI) i
ILZ [3]. Sude¢i prema vrednostima GI, P11 ILZ, koji su se zna-
¢ajno razlikovali kod zuba koji su prekriveni sa SDP u odnosu
na zube koji su u sklopu parcijalne plocaste proteze, zapaljenj-
ske reakcije i mobilnost zuba su bili mnogo ¢es¢i kod ispitani-
ka sa klasi¢nim parcijalnim protezama. S tim u vezi se moze
zaklju¢iti da je postojanje klasi¢ne parcijalne proteze kod paci-
jenata sa krezubo$¢u Stetnije za potporni aparat preostalih zu-
ba od postojanja SDP u sli¢nim uslovima. Rezultati radioloskih
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istrazivanja i nacini zbrinjavanja preostalih zuba ne ukazuju na
znacajne promene u nivou alveolarne kosti kod obe grupe is-
pitanika verovatno zbog relativno kratkog opservacionog pe-
rioda (godina dana). Medutim, ponovljena zapaljenja gingive
u losim higijenskim uslovima i svakako ve¢a mobilnost zuba
kod pacijenata kojima je ugradena klasi¢na parcijalna proteza
navode na zaklju¢ak da no$enje ovih nadoknada u odredenim
uslovima moze dovesti i do promena na alveolarnoj kosti [3].
Da je SDP laka za nosenje potvrduje i studija o subjektivnoj
proceni ispitanika, gde joj pacijenti daju apsolutnu prednost nad
klasi¢nim parcijalnim protezama, navode¢i superiornost faktora
stabilnosti, funkcijske efikasnosti, ve¢i komfor i razne estetske
prednosti [6, 15]. Na osnovu svega ovoga jasno je da psiholoski
faktor ima znacajnu ulogu u adaptaciji pacijenata na ovu vrstu
nadoknade [2, 6, 15]. Smatraju¢i SDP nekom ,,specijalnom” i

uspe$nijom vrstom nadoknade, pacijenti su motivisani za sa-
radnju, posebno u pogledu odrzavanja oralne higijene, koja je
klju¢ uspeha svake zubne nadoknade.

ZAKLJUCAK

Restauracija preostalih zuba amalgamskim ispunima i livenim
kapicama pokazala je jednako dobre rezultate nakon opserva-
cionog perioda uz veoma malu incidenciju o$te¢enja kruni¢nih
restauracija i o¢uvanje visine alveolarnog grebena. Kod pacije-
nata sa dobrom okluzijom i kontrolisanom inflamacijom blag
stepen labavljenja zuba se moze kontrolisati. U takvim sluca-
jevima dozvoljeno je zadrzavanje i zuba sa minimalnom alve-
olarnom potporom.



