
بسم الله الرحمن الرحيم
This lecture is about removable partial denture construction (RPD Con).

we start RPD Cons by establishing diagnosis ,how can we establish diagnosis?
1-history
2-examination
3-X-rays 
4-survaying the diagnostic cast 
5-prilimnary design 
6-detrmaine the necessary mouth preparations that should be done   
luding medical history 
*primary impression : is part of the examination not the beginning  of treatment ;
when you take the primary impression to produce diagnostic cast you didn’t start the treatment and you didn’t promise the patient anything and this point should be clarified to the patient ; you tell him that this primary impression doesn’t ensure that we will give him a RPD !!!
 
*now when you have the x-rays, and the case history including medical history, and when you have examined bone level, mobility (we have a record for the mobility of teeth ), amount of gum recession, and bone resorption , and still all the findings indicate that this patient can receive a RPD we construct a special tray.

*imp Qs:
 # can I get a good diagnosis for many of the  cases of kennedy classification only by pouring      the primary impression and get a diagnostic cast then survey it ?  
-we have other requirements like fixing the casts on an articulator so we have to take a bite registration of the models then I mount them on the articulator .

#what type of mounting we do on the articulator?
-facebow guided mounting (by facebow transfer).

#what is the aim of performing facebow transfer? 
-so as the arch of closure in the articulator is identical to that (the arch of closure) of the patient.

* if the bite registration was not taken in the intercuspal position and instead was taken in the centric relation there will be no change in the movement of the articulator; when I remove the wax record between the teeth and then close the teeth it will stay in the centric relation and the casts won't move to other position, and this is why we prefer the facebow transfer  in order to register the terminal arch of closure and make it coincide with the arch of the articulator.
at this level:*
# we have the diagnostic cast and the case history sheet showing no contraindications upon constructing a RPD for the patient and this sheet also includes a treatment plan we made that might include:
-oral hygiene instructions 
- referral periodontal treatment 
-referral oral surgery  procedures 
and I should know what are the preparations  I need to perform prior to secondary #
impression , these preparations are included with the treatment plan( I should have a paper with the design I made and another paper including preparations that are based on that design ).

#these mouth preparations can be of the following (examples):
A-MO preparations on upper 6 
B-DO preparations on lower 6
C-guide plane preparation on abutment teeth
D-tori (nothing was mentioned regarding this point)
E-recontouring :

 1- means that  you have an undercut hat you need it but some adjustments have to be done
 2-can be done using composite to achieve optimal undercuts .                                                       3-  glass ionomer is not used in recontouring because its adhesion to tooth structure is not like composite and also because of its wear resistance.
4-can also be done using prosthetic crowns : we apply this crown on the natural abutment tooth and it will give me new different topography including the undercut I needed.

F-rest seat  preparations 
G-achievement of reciprocating surfaces :

#which are not part of the clasp assembly but rather are part of the tooth on which we will apply  the clasp assembly on.

#by CLASP ASSEMBLY we mean : retentive arm , reciprocal arm, rest seat , and minor connector .
#The reciprocating arm opposes the retentive arm and it differs from the reciprocating surface, reciprocal arm will set on the reciprocating surface .

#"this is a very imp point and plz refer to your reference and read it " dr.osama 
the reciprocal arm should exhibit a continuous  contact with the tooth structure( on the other side of the tooth not on the side of the retentive arm ) from the moment at which the retentive arm stats to contact the tooth to till the final moment at which the retentive arm is passively  inside the undercut ( the full depth of undercut) .

Q:the moment at which the retentive   arm is exerting the most damaging force  on the tooth is:
A: when it is on the survey line
B:above the survey line
C:below the survey line

 (A) on the line; we will have the majority of the lateral destructive forces .

after we do the preparation we take the secondary impression and material of choice is " alginate "
and this impression done by special tray .

- after secondary impression we pour it and take the master cast .
- after master cast we do " block out " and " relief " , not waxing up !
>> cause " waxing up " term is reserved for placement of wax on the surface of a cast with the intention of making a bold , so I can pour the molten metal .

Once we make block out and relief < relief done on the crest of the ridge!!
> for eg ; in maxillary partial denture :
eza 7a6et wax w 5aleto 3ali shwai , to allow acrylic resin which must be positioned below the wax l2no bdo yje ta7t el wax acrylic resin , 6ayb janb el wax relief , sho bdo ykun mawjod ?? 
Major connecter < and this major connecter must touch the ridge and make a contact with the ridge 
But it must make full and perfect contact with the tissue surface ! 

now I have , major connector which is with full contact with the tissue and then it rises up a little at right angle and walks parallel with the ridge " 3ala 9orit saddle " .
this is called " internal finish line " 
so , Internal finish lines should be located such that relining the tissue surfaces of the base will compensate for edentulous ridge resorption .
now external finish line :

We have major connector with full contact with the tissue surface and below it we have the saddle and there is relief wax which rise the saddle up !
> saddle thinner than the major connector considerably , and this difference in the thickness called external finish line at right angle which is not more than fractures of mms , roughly it's 1 mm .

External finish line: 
External finish lines should be located such that the polished surface of the base compensates for the missing alveolus
 
 
 
now the dr is commenting on the slid :
So, here we have acrylic resin and the flange of acrylic resin , then artificial tooth , so the acrylic resin makes right angle configuration so it will not fracture that's why we prefer to have internal l finish line when we have acrylic resin .

externally > acrylic resin will be flushed on the metal, and it will enter from the perforations of the saddle to make retention of artificial tooth 

what is the advantages of right angle ?
- avoid fracture during the micro movements when eating.
When fracture , this will lead to accumulation of microbes and media of growth of bacteria .
 

