Care?
was best yesterday, may no
may be difficult for a dentist to successfully argue that
misfit implant parts are better than their optimized versions. It
may be difficult to argue that blocking access to care is good
for the patient. If it became possible to consistently optimize
these connections and provide better access to care, would that
not become the basis of a new Standard of Care?

root causes
PDE is a culmination of
all those errors that go into the making of a prosthesis. One of
the TE is called “Resistance to Displacement” and it relates to
the
resistance offered by all tissues that interact with the
prosthesis or prosthetic components during the process of its
installation into the mouth.

a prob-

lem is the

Figure 1: Upper and lower all-on-x prostheses in place.
Note plaque on facial aspects of mandibular implants.

fitting parts
proliferate

and

attack peri-implant tissues. If it

What about access to care? Plaque is a known risk factor for
peri-implant disease. Making it difficult for patients to clean
away plaque on a daily basis and for dental professions to access the peri-implant environment is not ideal.

Figure 2: Underside of mandibular prosthesis. Note
plaque adjacent to implants and wide profile that blocks
access to care.

2016
the
(6)

Figure 3: Shows abutments with plaque positioned in
difficult to clean positions where misfit prosthetic connectors were attached.
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Figure 4: The laboratory technician is cementing the prostheticattachment parts into the prosthesis that is made to fit a dental
model.
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Lab: This time the laboratory technician makes the
prosthesis as
technology used to create
the prosthesis. A good starting point for a

Figure 8: The laboratory technician creates the prosthesis to fit
onto the retaining parts including the prosthetic connector. 120
microns cement space is used to compensate for PDE.

(Figures 5-9)

Figure 5: The laboratory technician assembles custom made
hybrid zirconia abutments in the anterior and stock prosthetic
connectors onto multi-unit abutments in the posterior.

Figure 9: The laboratory technician seals the screw access holes
in the posterior to help the dentist to control cement volume and
extrude excess cement from the margins of the prosthesis.

Figure 6: Hybrid zirconia abutments cemented to Titanium bases

Figure 7: (Left side top to
bottom) Prosthetic connector,
connector retaining screw &
non-engaging multi-unit abutment that screws directly into
the implant. (Right side) Assembled parts.
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Figure 10: The dentist is able to place and remove the prosthesis
from the mouth to ensure that fit and occlusion is idealized.
There is sufficient cement space to facilitate this process.
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In the operatory: The dentist screws together
implant

all
implant parts in the mouth, for the first time. Dentists can
easily explain how they have consistently managed to
is no prosthesis attached
to the
no PDE influencing the
fit of the
parts in the mouth.
adjust it

adjacent tissues to optimize its fit. This is

can be
Figure 12: The dentist cements the prosthesis into place and
then drills out the posterior screw-access holes to remove the
abutment-connector-prosthesis-complex.

Svoboda Way of
installation. This process can create a consistent improvement
in the quality of fit of parts and prosthesis that has not been
previously described in the literature for all-on-x.

be more

those

Next, the dentist will use the prosthetic-connectors-prosthesiscomplex to help line up the prosthesis in the optimized
position, and cement the prosthesis over the anterior retainers.
We can use a temporary cement for this purpose to keep this
prosthesis easy to retrieve from the mouth. In this case I used
chamfer margins on the anterior hybrid abutments and kept the
margins supragingival.

Figure 13: The tissue facing surface of the prosthesis is exposed
and the polymerized excess cement around the prosthetic connectors has been removed. The cement line was polished.

In the cases where the prosthesis margins are expected to
interact with the adjacent tissues, it would be advisable to use a
margin specifically designed to prevent subgingival cement,

Figure 11: The dentist places Teflon into the screw access
channels to create easy access to screws for prosthesis removal.
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Figure 14: The dentist cleans away the supragingival excess
cement and then fills the posterior screw-access holes with Teflon tape and a resin material.
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open and overhanging margins. This special margin design and
installation system mitigates the Tissue Effects, safely
provides cement space to tolerate PDE and redirects excess
cement out of the tissue spaces. This installation system was
created to make intra-oral cementation safer and is effective
even when the retainer margins are placed 1 mm into a
subgingival location. The Reverse Margin System of
installation has been described in a previous publication. (13)
After cleaning away excess cement from around the two anterior retainers (Figure 14) the posterior screw access holes can
be sealed with an acrylic material and the occlusion adjusted.
Is this prosthesis still easy to remove and install back into
the mouth? Figure 15 shows that the prosthesis is easily
disengaged from its retainers. After cleaning the prosthesis, it
is simple to use the steps in Figure 12 to 15 to reinstall it.

Figure 15: The dentist removes the posterior retaining screws,
easily overcomes the temporary cement bond in the anterior and
lifts the prosthesis out of the mouth. It is easily retrievable.

You will notice the narrow facial-palatal profile of the anterior
of the prosthesis that makes this restoration much easier to
maintain by the patient and the whole dental team. (Figure 16)
The dentist may have some concerns about the anterior retainers failing to hold the anterior of the prosthesis in place. In this
case it is not difficult to have the laboratory technician place
retaining screws on the palatal aspect of the prosthesis to grip
the anterior retainers. If there are more posterior implants,
additional retaining screws may provide sufficient clamping
power to keep the anterior of the prosthesis from coming loose.
In any case, we now have a proof of concept, whereby the dentist can optimize the fit of implant parts and prosthesis, render
the prosthesis maintainable by the patient and removable by
the dentist. This is better! This is a New Standard of Care.

Figure 16: The dentist can easily reinstall the prosthesis. It is
maintainable by the patient and the dentist. This is important.

In Conclusion: It is possible to install an All-On-X prosthesis without exposing patients unnecessarily to complications
resulting from misfit implant parts and poor access to maintenance. These are common consequences of the current installation
systems. The Svoboda Way of installation enables the dentist to optimize the fit of implant parts, optimize the passivity of the
prosthesis, provide the patient and dentist access for maintenance and retains easy prosthesis retrievability. The Svoboda Way
establishes a “New Standard of Care” for All-on-X prosthesis installation. It should be implemented into practice today.
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