Single Tooth Replacement:
Fixed Partial Denture Versus Single Tooth Implant

Thomas J. Balshi, DDS, FACP & Glenn J. Wolfinger, DMD

There are many patients who present
with the chief complaint of a single
missing tooth. In the anterior region,
single tooth loss is most commonly a
result of a traumatic injury or it is a
congenital anomaly. Single missing
posterior teeth are usually caused by
advanced caries or a failed endodontic
procedure and occasionally by a
congenital defect. There are several
options available for the replacement
of a single missing tooth.

A removable partial denture is
one option for the replacement of a
single missing tooth. However, most
patients are not satisfied with this
alternative due to the bulk of metal
and acrylic and the unsightly clasps
necessary to stabilize the prosthesis.
While some may feel that a resin
bonded prosthesis (Maryland bridge)
is a viable option, clinical experience
has shown that these resin bonded
pontics do not have a good long term
track record if the teeth are not
prepared aggressively enough for

(Slide 1) Patient presented missing both maxillary
lateral incisors. Tooth #7 has been replaced using an
osseointegrated implant; and tooth #10, utilizing a

pontic of a 3-unit bridge from 9 to 11.
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mechanical retention.

Today, the two most common
treatment options for single tooth
replacement are the fixed partial
denture (three unit bridge) and the
single tooth implant. This article will
discuss the advantages of a single
tooth implant replacement over the
use of a fixed partial denture and the
factors to consider when treatment
planning for single tooth replacement.

SINGLE TooTH IMPLANT
Versus 3-UniT Fixen PARTIAL DENTURE

Although there are many articles in
the prosthodontic literature to
support the use of a 3-unit fixed
partial denture, it appears that single
tooth implant replacement may be a
more viable option for patients today.
Some of the advantages include
improved esthetics, improved
hygiene accessibility, osseous
preservation, and reduced future
maintenance — all at a comparable
cost. The replacement of a single tooth
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(Slide 2) Replacement for maxillary lateral incisor
tooth #7 using a single tooth osseointegrated dental
implant, preserving the natural diastemas necessary
for proper esthetics.

using an osseointegrated implant
stems from an evolution in concepts,
technology, and clinical applications,
following years of basic research and
fundamental studies. The method of
osseointegration, developed by
Branemark et al, is well documented’.
Over a decade ago, Adell et al
described the successful use of
multiple osseointegrated fixtures
supporting fixed partial prostheses in
both maxillary and mandibular
arches?. Extrapolation from the
original clinical methodology soon
led to the successful treatment of
partially edentulous patients. Clinical
success in treating both fully and
partially edentulous patients with
osseointegrated implants ad modem
Branemark led to their use for the
replacement of single missing teeth.
This clinical application began in the
1980’s and was introduced to the
literature by Jemt in 1986°. Lekholm
and Jemt described the initial concept
of single tooth treatment for patients

canine showing hygiene accessibility with
convention flossing.

who needed prosthetic replacement
predominately to improve esthetics
where a space or diastema existed, or
to replace a missing tooth where the
adjacent teeth were intact’. A recently
published prospective, five year multi-
center on osseointegrated implants for
single tooth replacement, showed a
96.6% success rate in the maxilla and a
100% success rate in the mandible’.
From over 31 years of clinical
experience with osseointegrated
dental implants, there is no reason to
believe that these single tooth
implant prostheses will not provide
these patients with a lifetime of
functional service.

The esthetic advantage of a single
tooth implant versus a 3-unit bridge
is most apparent. A pontic for a 3-
unit bridge simply sits on top of the
soft tissue, whereas a single tooth
implant restoration emerges from the
soft tissue, providing a more lifelike
replacement for a single missing
tooth (Slide 1).

When replacing a single missing
tooth where diastemas are present, it
is difficult, if not impossible, to create
an ideal tooth replacement using a
fixed partial denture. With a single
tooth implant it is easy to achieve an
acceptable esthetic result (Slide 2).

Hygiene accessibility becomes a
major issue when comparing these
two replacement options. When a
single tooth dental implant
restoration is fabricated, the patient
can easily floss in the conventional
fashion as with a natural tooth (Slide

(Slide 3) Single tooth implant replacing maxillary (Slide 4) Osseous defect resulting from traumatic
injury of maxillary central incisor. Tooth is shown with
replacement using an acrylic tooth on a removable
partial denture.

3). Whereas with a 3-unit fixed
partial denture, the patient will need
to use either a proxybrush, floss
threaders, or superfloss to gain
access beneath the solder joint area
for proper oral hygiene.

When a natural tooth is extracted
and not replaced with an implant, it
is common to see an osseous defect
occur. This osseous defect is often a
result of the collapse of the buccal
plate due to tooth loss and its
functional  stimulus. If an
osseointegrated implant can be
placed on the day of tooth extraction,
the osseous contour can be
maintained to provide a more
esthetic appearance. If the implant is
placed at a later date, it may be
necessary to augment the osseous
defect, using bone regenerative
procedures either prior to, during, or
after the surgical placement of the
dental implant (Slide 4 & 5).

While we have had limited
success in resolving osseous defects
prosthetically, as part of a 3-unit fixed
partial denture, it is much more
predictable to achieve an acceptable
esthetic result using a surgical
approach. A surgical approach for
bone augmentation can be done in
conjunction with a fixed partial
denture, however, when doing it
with the surgical placement of a
dental implant, it does not necessarily
require an additional surgical entry.
Having the ideal gingival contour
provides the framework necessary to
fabricate a most esthetic restoration.

When evaluating the cost involved
for a single tooth implant versus the
cost of a 3-unit bridge, it is important
to note that there is a negligible
difference between the two. An
evaluation of fee schedules indicate
that the single tooth implant
restoration is slightly more expensive
than the 3-unit bridge (a difference of
a few hundred dollars). However, if
the patient requires endodontic
therapy, and/or post and cores on
either or both abutment teeth, the
cost of the 3-unit bridge becomes
substantially higher. Insurance
company statistics indicate a limited
long term survival rate for 3-unit
fixed partial dentures, which is
evident by the fact that they will pay
for a new fixed bridge every five
years. If a patient requires a new
fixed bridge every five years, for the
remainder of their lifetime, this could
become an expensive proposition,
especially for a younger patient.

In addition, the future main-
tenance on the adjacent teeth, which
may include periodontal, endodontic,
or restorative procedures may be
costly. These procedures may not
have been necessary if the teeth had
never been prepared in the first place
for a fixed partial denture. Obviously
a single tooth implant restoration, by
its very nature, limits future
maintenance procedures and creates
a less complicated situation if and
when problems do arise.

While to some, placement of a
dental implant may be considered an

(Slide 5) Photo taken immediately following stage Il
surgery, where the osseous defect has been treated
with autogenous bone graft which has filled in the
defect area, providing a nice gingival contour for
esthetics around provisional crowns (#8 & 9).
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aggressive approach, in reality, it is a
most conservative approach from a
biological standpoint. Placing a
dental implant in bone provides a
functional stimulus to help preserve
the remaining bone and prevent
resorption while preserving the
enamel and dentin of the adjacent
teeth. This approach is also more
friendly to the pulp of the adjacent
teeth.

In summary, the use of osseo-
integrated implants has evolved
clinically from the successful
restoration of fully and partially
edentulous patients and modem
Branemark, to the single implant
supported prosthesis. This concept
has many biological advantages over
traditional prosthodontic methods

dentition and supporting periodon-
tum. Additional benefits include
improved esthetics, improved
hygiene accessibility, and fewer long
term costs. A single tooth implant
restoration should always be con-
sidered as an option when treatment
planning a single missing tooth.

Dirs. Balshi and Wolfinger’s practice
is Prosthodontics Intermedica,
467 Pennsylvania Avenue, Fort
Washington, PA 19034.
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Pennsylvania Dental Association News

DR. RoNALD GROSS INSTALLED
PResIDENT oF PDA

Dr. Ronald Gross of Pottstown
was installed as President of the
Pennsylvania Dental Association
at the Association’s 129th
Annual Session. The meeting
was held at the Valley Forge
Convention Center from April
17 to 20 and was attended by
hundreds of delegates from all
over the Commonwealth.

Dr. Gross has had a long and
distinguished career as a leader in organized dentistry and
is recognized as a very influential spokesperson in pro-
tecting the position of the dental profession. He has been at
the forefront of Second District activity for many years and
is respected throughout not only the state but nationally.

Ron has been a member of the American Dental
Association since his graduation from Temple University
School of Dentistry in 1958. He has been a delegate to the
PDA from the Second District since 1974. In addition to
having served as president of Second District, he has been
president of the Montgomery-Bucks Dental Society, the
Middle Atlantic Society of Orthodontists, the Pennsylvania
State Society of Orthodontists, the Philadelphia Society of
Orthodontists and the American Association of Orthodon-
tists. He has chaired committees and served as an officer in
hundreds of positions with these organizations. He is a
member of several civic and cultural groups, has been the
recipient of many honors and awards, and is the author of
over twenty scientific articles.

Dr. Ronald Gross
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The officers and members of the Second District Dental
Association join in wishing Ron a successful and positive
year as President of the Pennsylvania Dental Association.

New BuiLpin For THE PDA

The Pennsylvania Dental Association’s Central Office staff
officially moved into the new PDA building on Thursday,
March 20, 1997.

The new office structure provides staff with much larger
working areas, not to mention a more efficient distribution
of electrical outlets, one thing the old mansion lacked
desperately. The “big move” was the culmination of nearly
a year of waiting for staff members, who valiantly
tolerated varying degrees of noise, dust, dirt and constant
shuffling since last May when bulldozers, large dump
trucks, cranes and chainsaws first moved in.

Fortunately for the Wohlsen construction crew and
anxious staff members, Old Man winter failed to duplicate
the abominable winter of 1995-96 and instead served up a
mild one this time to allow for timely completion of the
new PDA building. ‘

PDA building winter 1996-97

HERE’S AN EXAMPLE.

This is an example of a financial-independence worksheet. The amounts vary

widely in each case, but the principles apply regardless of the amounts.

Step 1: Time Horizon

Present Age Targe; r?d%; { Z;Z‘;l:ncial Years to Achieve Goal
55 : 62 7

Step 2: Monthly Retirement Spending
Present Monthly Spending

Eousingiiitii ettt e R R R $1,150
O L S b0 06 B G Bt B DB G0 G600 0 00 6 6 01373034 Ha0 0 O S A Bh A 475
IO Eome e il s s S v e bl 200
A tolexDensel it s S T e e 175
T T e AT & S0 1 o e 0 DB T b s G TGRS S 120
Healthy/personallcate e e e P e 60
Clothing .95

Entertainment
Income tax

Adjusted for inflation (7 years @ 5%) 4
Retirement spending (@ 80% of present purchasing power). . . ... $3,208

Step 3: Fixed Retirement - Income Sources

Pension. .
Social Security
6T ET Lsvsest OB A BB 601 G0 60 080 6 6 B H S0 806 ST B A0 S S oREEaT s
Step 4: Investment Capital at Retirement
IPresentisavings & myestments sy Aot B et L Ll $185,000
Planned monthly saving until retirement
($800/mosforZiyears)Eurit Erapr et asie i i e e $25,200
Estimated investment earnings & accumulation
(8% for 7 years) . $140,500
Total. . . $350,700
Step 5: Variable Sources of Retirement Income
Estimated investment capital at retirement (from Step 4) .. . ... $350,700
Estimated total annual return on investments X 8

Annual investment income. .
Monthly investment income.

Step 6: Projected Monthly Cash Flow
Projected income:

Fixedi(Step'8). Gl S ins wh s ant i B RNt i $2,250
N okl o) Sl oo e R B i o e S i st o pois p sy e st o 2,338
illotaliprojectediineomen I PN S S P F ft $4,588
Projected expensesi(Step )i - cutitrs sitiiepioretods o aiszigmys & itoprhasevs » -3,208
IProjected imonthlyreashtflowz s e $1,380

For more information, please call Dr.
Stellabotte at 1-800-315-2486. Wheat
First Butcher Singer is a trademark of
Wheat, First Securities, Inc., Member
New York Stock Exchange and SIPC.

Ronald ]. Stellabotte, D.D.S. (Retired)
offers a unique blend of professional
investment and personal service. He
assists members of the dental field in
developing clear investment objectives
based on his own years of experience in the
field of dentistry. His expertise lies in the
areas of pension investments, corporate
cash management, career transitions, and
long-term disability protection.

If you would like to discuss your
investment needs or goals, please contact
Ronald ]. Stellabotte, D.D.S., at Wheat
First Butcher Singer, 1331 Twelfth
Avenue, Suite 103, Altoona, PA 16601.
1-800-315-2486. \'

Please support the advertisers

of the

Valley Forge Dental Journal.
They are supporting you!

DID YOU KNOW...

Dental X-rays may help detect
osteoporosis. A study published in
the December 1996 Journal of the
American Dental Association
concludes that dental X-rays may
serve as a valuable tool to help
dentists screen their patients for
signs of osteoporosis. Researchers
at the University of Washington
School of Dentistry analyzed
dental X-rays of 111 women and
found that they are as effective as
traditional diagnostic methods in
measuring bone density. Dental
X-rays offer advantages over other
imaging techniques because they
are more common and less
expensive. More than 1 million
bone fractures occur in the U.S.
each year as a result of osteo-
porosis, a generalized decrease in
bone mass that develops in later
life. Early diagnosis could identify
people at risk and enable them to
take preventive measures.
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