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ABSTRACT

Aim of the study The aim was to evaluate the clinical performance of fixed dental prosthesis delivered by
undergraduates students. Materials and method The retrospective study was conducted on 52 patients, men
and women, aged 25 — 70, attending the Fixed Prosthodontics Department between 2017-2019. Results The
success rate for the maxillary bridges was 85% and for the mandibular bridges was 79%. Using the VAS, 34
(77%) patients rated their overall satisfaction with treatment and appearance of the bridges between 90% and
100%; however, 14 (23%) patients rated <90%. Conclusions The outcome of the performance of conventional
bridges is encouraging as only 14% of the bridges failed.
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INTRODUCTION

Fixed dental prosthesis (FDPs) require
additional reliance on the abutment teeth as
they are individually subjected to occlusal
forces [1,2].

FDPs and abutment teeth will form a new
functional complex, subjected to different
conditions of stress and strength than prior to
insertion of the fixed restorations [3,4].

This requires knowledge of two categories
of factors: overload factors for the support
teeth and factors that can enhance the
resistance forces of these teeth. All qualified
dentists will have encountered the failure of
crowns and bridge, especially of resin-bonded
bridges. Consequently, the number of resin-
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bonded bridges still remains disappointingly
low [5,6,7].

If conventional crowns and bridges are
prescribed and maintained well they are likely
to provide good clinical service and value for
money. The commonest cause of crown and
bridge failure is caries. Many restorations will
also fail as a result of de-cementation, or
partial de-cementation in the case of bridges.
For many bridge failures it is difficult to
know whether de-cementation of an abutment
preceded the caries or not [8,9].

Therefore, the aim of this study was to
evaluate the clinical performance of dental
bridges delivered by undergraduate students
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between 2017-2019.

MATERIALS AND METHODS

Patients’ charts of those known to have
received FDPs between 2017-2019 were
collected, so 52 patients were identified. The
outcomes to be evaluated were the survival of
the bridge, the periodontal condition of the
abutment teeth and the patient’s satisfaction
with this bridge design.

The inclusion criteria were patients who
were managed for a tooth/teeth replacement
by a bridge and constructed by an
undergraduate student.

The exclusion criteria were patients with
medication that could have affected the

periodontal  support, like anticoagulant
therapy, diabetes medication, bleeding
problems.

The assessment of the bridges was done
after a questionnaire and an assessment form
were used for the patients recall to collected
relevant data. These included the age of the
patient, date of insertion of the bridge, the
reason for treatment, location of the bridge in
the arch and the possible reasons of bridge/s
de-cementation.

A mirror, explorer, periodontal graduated
probe and dental floss were used for the
clinical examination. The clinical
examination involved recording of the type
and location of the connector on both
successful and failed bridges, pontic design,
presence or absences of interproximal
contacts with adjacent teeth, presence or
absence of primary and secondary caries,
margin adaptation.

The bleeding on probing was adjusted to
scores 0 and 1 (dichotomous) indicating the
presence or absence of bleeding as it is
generally accepted that the gingival
inflammation should be estimated by gingival
bleeding.

The pocket probing depth was measured
by using of a graduated probe around the
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lingual surfaces of the abutments and their
controls. At each point the pocket probing
depth was measured from the crest of the
gingival margin to the depth of sulcus and
recorded to the nearest millimetre. Gingival
recession was measured using a similar
graduated periodontal probe, the
measurement were made from the cement-
enamel junction to crest of the free gingival
margin. In the clinical examination, both the
abutments and the contralateral control teeth
underwent the same clinical evaluation and
assessment. It was anticipated that the
situation may arises that a contralateral
control tooth might be missing or part of a
bridge or crowned. It was decided that such
teeth should be excluded as controls and the
following principle was adopted if the
situation arises.

The bridge was considered successful
when it never de-cemented or remained in
situ after being cemented on one occasion
and, in addition, in case of absence of
technical/mechanical (loss of retention, lack
of marginal integrity, fractured porcelain) or
biological (primary or secondary caries)
complications on the retainers at the time of
evaluation.

Using a Visual Analogue Scale (VAS),
patients’ satisfaction with their FDPs was also
evaluated and for presenting the data,
measurements on the 100 mm VAS were
converted to a percentage scale.

RESULTS AND DISCUSSIONS

In our study group, eight of the patients
were not available to participate in the study.
Six were not contactable by phone or at the
address documented in their chart and their
new addresses were not obtainable. The
remaining two did not attend for evaluation.
Accordingly, 44 of 52 patients agreed to
participate in this study, giving a response
rate of 84.6%.

These 44 patients had 58 bridges with a
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gender distribution of 66% (29) females with
35 (60%) bridges and 34% (15) males with 23
(40%) bridges. The mean age distribution at
the date of evaluation was 45 with an age
range of 25-70 years.

There was a 100% success rate in the 25—
35 age group, 71% in the 36-45 age group,
50% in the 46-55 age group and 75% in the
5670 age group.

Twenty-four per cent of the bridges (14)
were anterior, 43% (253) posterior and 33%
(19) had a combination of anterior and
posterior abutments (Table 1).

Fifty-nine per cent (34) of FDPs were in
the maxilla and 41% (24) in the mandible.
The success rate for the maxillary bridges
was 85% and for the mandibular bridges was
79%.

Table 1. Bridges in the study group

: AN P A&P Mx Mb
Location
N % N % N % N

% N %

Numberof ) "o o5 43 19 33 34 59 24 41
bridges

12 86 20 87 18 86 29 85 11 79
2 14 3 13 3 14 5 15 3 21

A = anterior, P = posterior, A&P = anterior&posterior

Success

Failure

Using the VAS, 34 (77%) patients rated
their overall satisfaction with treatment and
appearance of the bridges between 90% and
100%; however, 14 (23%) patients rated
<90% (Table 2).

Table 2. Patient’s satisfaction - VAS scale
Satisfaction VAS >90% <90%
34 (77%) 14 (23%)

Number of patients

At the time of evaluation, 98% (57) of the
bridges were still in service. There was a 2%
definite failure and the main reason was
repeated de-cementation of the bridges on
two or more occasions. The pontic design in
55% (32) was of the modified ridge lap
design, saddle type in 40% (23) bridges and
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hygienic pontic was used in 5% (3). Eighty-
eight per cent (51) of the contacts between
retainers and adjacent teeth were within the
normal range, while 12% (7) had open
contacts.

There was also no primary or secondary
caries detected around the abutment teeth.

Generally, pocket probing depths were
shallow. No gingival recession was detected
around the abutment teeth. There was
gingival recession in 10% (6) of the surfaces
of conventional retainers and 9% (5) of the
surfaces of their controls.

The present study is a retrospective
evaluation of the bridges made by
undergraduate student during 2 years.

The number of bridges in this study was
significantly smaller than the number of
bridges in other studies. The reason for the
small number of bridges in the current was
the impossibility of getting into contact with
the patients, many of the telephone numbers
being not in service anymore.

The main reason for failure in the present
study (2%) is in agreement with the results of
other studies.

Locations of the bridge in the arch have an
effect on success; mandibular bridges are
reported to have a higher failure rate than
maxillary bridges. Other reported maxillary
bridges to have a higher failure rate than
mandibular bridges.

Neither age nor gender seems to have an
effect on the performance of bridges in this
study. Similar observations were reported in a
number of studies.

Patients’  satisfaction evaluation is
essential as it provides the patient with an
opportunity to express their views and the
profession with an insight into the suitability
and acceptance of treatment from the
patients’ perspective. The result of this study
in terms of patients’ acceptance and
satisfaction was predictable. Patients with
failed bridges were obviously unsatisfied with
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the treatment and indicated that they would
not like to go through this particular treatment
again and this was clear on the VAS.

It was not possible in this study to conduct
a multivariate analysis to determine the
relationship between the patients’ age,
gender, bridge locations, length of span and
the success of bridges. The limited number of
bridges and the small sample size did not
provide the necessary power to perform this
type of analyse.

CONCLUSIONS
1. The outcome of the performance of
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