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or those patients with moderate-to-

severe periodontal disease, tooth

mobility can contribute to discomfort

when eating and decreased mastica-
tory and occlusal function. Tarnow and
Fletcher described the indications and con-
traindications for splinting periodontally
involved teeth.! They stated that the rationale
for splinting teeth should include the severity
of periodontal disease as determined by the
amount of radiographic bone loss and/or the
measured tooth mobility. The literature indi-
cates that the main reasons to reduce tooth
mobility with periodontal splinting are (1) pri-
mary occlusal trauma, (2) secondary occlusal
trauma, and (3) progressive mobility, migra-
tion, and pain on function.!

Primary occlusal trauma is defined as
injury resulting from excessive occlusal forces
applied to a tooth or teeth with normal peri-
odontal support, while secondary occlusal
trauma is injury resulting from normal
occlusal forces applied to a tooth or teeth with
inadequate periodontal support.2

In the past, the splinting of periodontally
compromised teeth was contentious. The pre-
sumption was that splinting to control tooth
mobility was required to control gingival
inflammation, periodontitis, and pocket forma-
tion. It was assumed that mobility had a direct
relationship to attachment loss and formation
of vertical osseous defects. Another assump-
tion was that increasing tooth mobility was a
direct consequence of traumatic occlusion,

In the last decade, research supports
the use of periodontal splinting to improve
long-term prognosis.

bruxism, and clenching. It was suggested that
even normal physiologic function, including
mastication and swallowing, could contribute
to tooth mobility.3

A number of clinical studies investigated
these assumptions. When teeth were subjected
to occlusal overloading and other variables
that contribute to periodontal disease were

continued on page 104
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Figure 1. Preoperative view of mandibular anterior teeth with grade 2 mobility.
(A) facial; (B) lingual.

Figure 2. Preoperative radiographs demonstrating
40% bone loss.

Figure 3. The facial interproximal areas prepared
with a diamond rotary instrument.

Figure 4. Dental floss placed on the lingual sur-
faces of the anterior teeth to measure the
required length of reinforcement ribbon.

Figure 5. The 3-mm-wide Ribbond THM, cut to the
same length as the dental floss template.
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unfilled resin.

(A) facial; (B) lingual.

Figure 6. The Ribbond THM, wetted with an

Figure 9. The facial interproximal surfaces being
sculpted. This composite resin will stabilize the

teeth while the ribbon splint is placed on the lin-
gual surface.

Figure 7. The teeth to be splinted, etched for 30

seconds with 35% phosphoric acid gel on both the
lingual and facial interproximal surfaces.

Figure 8. The gingival embrasures with the medium-bodied polysiloxane impression material blockout.

Figure 10. Composite resin applied to the lingual
surfaces prior to placement of the woven polyeth-
ylene ribbon.

controlled, gingival inflam-
mation, periodontitis, and
pocket formation did not
occur.%® Another study re-
ported the absence of a rela-
tionship between splinting
and the reduction of tooth
mobility during initial peri-
odontal therapy.® Following
periodontal osseous surgery,
the control of tooth mobility
with splinting did not reduce
mobility of the individual
teeth after the splint was
removed.”

There is no doubt that
splinting does reduce tooth
mobility while the splint is in
place.89 In the last decade,
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research supports the use of
periodontal splinting to
improve long-term prognosis.
Further, it is generally ac-
cepted that tooth mobility is
an important clinical param-
eter for predicting tooth prog-
nosis.10-12 The reasons to sta-
bilize periodontally compro-
mised teeth include de-
creased patient discomfort,
increased occlusal and masti-
catory function, and im-
proved prognosis of mobile
teeth. Also, regenerative pro-
cedures using membranes
and bone grafts are far more
predictable if tooth move-
ment is eliminated prior to

use of a barrier mem-
brane.13.14 In cases with mobil-
ity that cannot be eliminated
by selective coronoplasty alone,
splinting should be considered
as an adjunct to provide addi-
tional tooth stability during
the surgical and healing phas-
es of guided tissue regenera-
tion.

Many different restora-
tive techniques have been
used to splint teeth. Before
adhesive restorative den-
tistry was introduced, the
optimal choice for splinting
teeth was full-coverage cast
restorations. A crown was
placed on each tooth to be

splinted, and the crowns
were joined together.15.16 One
advantage of this technique
was that the teeth could be
stabilized with an acrylic
provisional restoration dur-
ing periodontal treatment. At
the completion of active ther-
apy, the definitive cast
restoration was completed.
The major drawback of this
treatment was that all teeth
in the splint were reduced for
restoration with crowns. A
more conservative approach
using a cast restoration on
the lingual surfaces of the
teeth (a cast gold indirect pin
splint) was developed.l?
Later, a modification of this
approach—a cast restoration
using bonded adhesive resin—
was introduced.18:19

The desire for more con-
servative single-visit tech-
niques led to (1) the use of
wire twisted around teeth
and covered with resin,20 (2)
metal and nylon mesh
embedded into resin,?! and
(8) in the posterior arch,
channels prepared into the
occlusal and proximal sur-
faces of teeth or existing
amalgam restorations, with
either cast bars or thick
wires placed in the channels.
The channel containing the
bar or wire was then covered
with resin.?2.23 Clinical fail-
ure of these materials was
common due to loading stress-
es placed on the splint during
normal function and parafunc-
tion.20.24 To overcome the prob-
lem of fracture, clinicians
would place more resin over
the reinforcement materials,
leading to overcontoured and
overbulked restorations. These
overcontoured restorations
were difficult to cleanse and
were associated with reten-
tion of food and plaque accu-
mulation.25

In order to fulfill both the
periodontal and restorative
needs, ribbons and fibers
were developed that could be
reinforced with composite
resin to form thin-but-strong
splints (see Table). Both glass
fibers and polyethylene
fibers have been introduced
for this purpose. Glass fibers
are treated with a silane
chemical coupling agent to
allow dental resins to chemi-
cally adhere to the glass fiber
strands. To improve the
bonding of resin to polyethyl-
ene fibers, these synthetic
polyethylene fibers are chem-
ically treated with thorough
surface etching called plasma
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treatment, which allows the
resin to chemically bond to
the polyethylene fibers. With-
out this treatment, there
would be no surface wetting
of resin and bonding between
the 2 substrates. Studies
have demonstrated that fiber
reinforcement increases the
flexural strength and flexur-
al modulus of composite
resins.26.27 Since all rein-
forcement fibers provide
composite resins with these
improved properties, the pri-
mary criteria for selection of
a particular fiber for use in a
periodontal splint are ease of
use and availability of an
appropriate width. In a
multiuser evaluation, ease of
use was the primary criterion
for selection of a bondable
fiber reinforcement.26 In
addition, it has been shown
that a woven fiber has an
advantage over loose or
twisted fibers because it
imparts multidirectional re-
inforcement to polymeric
restorative resins.27-29

CASE REPORT
Periodontal splint fabricated
with a fiber reinforcement
ribbon using an adhesive
light cure composite resin.
The patient presented with
the chief complaint of dis-
comfort during functioning
associated with the mandibu-
lar anterior teeth (Figure 1).
Radiographically, the man-
dibular incisors had approxi-
mately 40% bone loss (Figure
2) with a grade 2 mobility.
The patient was referred for
splinting by the treating
periodontist. In consultation
with the periodontist, the
treatment plan included a
directly placed, ribbon-rein-
forced, composite resin-bond-
ed splint extending from
canine to canine. The advan-
tage of the directly bonded
splint is that it only requires
a single visit. Before that
visit, the teeth were scaled
and root-planed to assure
that all calculus and stain
were removed. The teeth
were isolated for the clinical
procedure with a dental dam.
In addition to providing iso-
lation for patients with
exposed root surfaces and
root sensitivity, the dental
dam acts as a barrier to air,
water, and air/water spray
during the splinting proce-

continued on page 106
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the ribbon into the composite.

Lamineer tip.

Figure 11. Placement of the Ribbond THM into the
composite resin on the lingual surface. Note the
use of the cotton pliers and burnisher to embed

Figure 13. The polysiloxane impression material
blockout after removal. The gingival embrasure
areas require only minimal finishing.

Figure 16. The gingival embrasures finished to a
smooth surface using the Profin handpiece with a
Lamineer tip.

Jiffy Point.

Figure 12. To avoid exposing the ribbon when pol-
ishing the lingual surface, a flowable composite
resin covers the ribbon.

Figure 14. The lingual surface polished with a

Figure 15. The facial interproximal (A) and incisal embrasures (B) aesthetically shaped with a Profin with a

Figure 17. Completed composite resin ribbon rein-
forced splint, lingual view.

dure. This may eliminate the
need for local anesthesia.
The teeth were cleansed
on the facial and lingual sur-
faces using a prophylaxis cup
with a nonfluoridated pumice
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paste. After the teeth were
thoroughly rinsed and dried,
the interproximal surfaces of
the teeth were cleansed and
prepared with a gapped,
medium-grit diamond finish-

ing strip (Gateway Vision
strips, Brasseler). When the
teeth have large interproxi-
mal spaces, a diamond abra-
sive on a handpiece can be
used to cleanse the interprox-

imal surfaces. To minimize
the thickness of the splint on
the aesthetic interproximal
aspect of the facial surfaces,
a thin, round-end, chamfer
diamond (Revelation, No.
854-016, SS White Burs) was
used to barrel into the inter-
proximal areas (Figure 3).

Ribbond THM Reinforce-
ment Ribbon (Ribbond) was
selected for the splint. One
problem with the fiber rein-
forcement materials that
were available is their thick-
ness, especially when embed-
ded within the composite
resin in a splint. To overcome
this problem, a lock-stitched,
cross-linked weave of thinner
strands of polyethylene fi-
bers (Ribbond THM Rein-
forcement Ribbon) was intro-
duced. The thinner Ribbond
still utilizes the original
Ribbond ribbon’s lock-stitch
weave. Braided fiber weaves,
when cut to the desired
length, have a tendency to
unravel and lose their shape.
Ribbond will not unravel and
will be dimensionally stable
when embedded within com-
posite resin. Another advan-
tage of the lock-stitch weave
of Ribbond is the tight weave,
which allows the ribbon to
maintain structural integrity
and imparts a multidirec-
tional reinforcement to
restorative polymeric resins.
This helps prevent cracks.30,31
In addition, by changing the
diameter of the polyethylene
threads from a 215-denier
thread to a > 50% thinner 100-
denier thread, the same-
width ribbon has more than
twice the volume fraction of
threads. With this increased
volume fraction, there is a
250% increase in flexural
strength of composite resin
when compared to resin
without fiber reinforcement
and a 15% increase compared
to the original Ribbond rib-
bon.27 The thinness of the
Ribbond THM eliminates the
need for a prepared channel
on the lingual surface that
would otherwise be needed to
minimize overcontouring of
the splint.

To measure the length of
fiber ribbon needed, a piece
of dental floss was placed on
the lingual surfaces of the
teeth, extending from the
midpoint of the left mandibu-
lar canine to the midpoint of
the right mandibular canine
(Figure 4). The plasma-treat-
ed fibers are susceptible to
surface contamination. There-
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fore, when handling Ribbond,
clean cotton pliers should be
used. Using the floss as a
template, a piece of 3-mm-
wide Ribbond THM was
taken from its package using
the cotton pliers and cut to
an equal length with Rib-
bond scissors (Figure 5).
(Note: Some of these prod-
ucts require special scissors
that the manufacturers pro-
vide with their products.
Splint-It (Pentron) is avail-
able with ceramic scissors,
while both Ribbond and
Connect (Kerr)—because they
are woven from polyethylene
fibers—use special serrated
scissors.)

Once cut to length, the
ribbon was wetted with an
unfilled resin (PermaSeal,
Ultradent, Figure 6). If a sin-
gle-component adhesive resin
is used, it is recommended
that the solvent within the
resin be evaporated from the
adhesive with a gentle air
stream applied for 10 sec-
onds. Once the ribbon fibers
were wetted, they were blot-
ted using a paper napkin to
remove excess unfilled resin.
Once wetted with resin,
Ribbond can be handled like
any resin material. The rib-
bon was put aside and cov-
ered to avoid light until it
was ready to be placed on the
teeth.

The teeth were etched for
30 seconds with a 35% phos-
phoric acid gel (UltraEtch,
Ultradent), being certain
that etchant was placed on
the lingual and facial sur-
faces and that it flowed
between all the teeth includ-
ed in the splint (Figure 7).
The etchant was kept away
from all exposed root sur-
faces to avoid increasing root
sensitivity. The teeth were
then rinsed with an air/water
spray for 10 seconds and gen-
tly dried. Interproximal
matrix strips were placed at
the most distal surfaces of
teeth Nos. 22 and 27 to main-
tain separation.

In the past, wedges were
placed to minimize excess
composite in the embrasure
areas. Use of wedges could
result in movement of highly
mobile teeth, and the teeth
can be splinted in an altered
position. Recently, an innova-
tive technique for minimiz-
ing excessive composite resin
in embrasures has been
described.32 It involves the
use of an impression syringe
to place medium- or heavy-
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viscosity polysiloxane im-
pression material into the
gingival embrasures. The
impression material is placed
after the teeth are etched,
rinsed, and dried, in order to
avoid trapping moisture. The
use of elastomeric impression
material assures that the
blockout is passive. For this
case, a medium-bodied
polyvinyl siloxane impres-
sion material (ExaMix, GC
America) was used (Figure 8).

A resin adhesive (Perma-
Quick, Ultradent) was ap-
plied to the etched enamel
surfaces, including the facial
interproximal areas, using a
disposable brush (Benda-
Brush, Centrix). A medium-
viscosity microhybrid com-
posite resin in preloaded
tubes (Vit-l-escence, Ultra-
dent) was dispensed onto the
facial surfaces of all the
interproximal areas of the
teeth to be splinted. The
facial surfaces were shaped
to minimize excess and then
light-cured for 10 seconds
with a full-spectrum LED
curing light (UltraLLume 5,
Ultradent, Figure 9). The
UltraLume 5 has 2 LED
arrays—one diode predomi-
nantly in the 450-nm range
and 4 surrounding diodes in
the 400-nm range—allowing
it to cure resins with a wide
variation in photosensitivity
to Ultradent’s photointia-
tors.33 The facial composite
resin serves to seal the inter-
proximal areas against
recurrent caries and provides
a 180° wrap of composite
resin to each of the splinted
teeth. This will stabilize each
tooth and prevent breakage
of the final splint. This step is
important because once
splinted, the interproximal
surfaces cannot be adequate-
ly cleansed.

The composite resin was
then placed onto the lingual
surface from midcanine to
midcanine. By placing the
preloaded tube tip at a right
angle to the lingual surfaces
of the teeth, the composite
resin can be applied to the
middle of the teeth, where the
splint will be placed (Figure
10). Using a gloved finger wet-
ted with adhesive resin, the 3-
mm-wide Ribbond THM rib-
bon was embedded into the
composite resin, starting at
the canine and moving
around the arch to the oppo-
site canine. The ribbon was
adapted on the lingual and
interproximal surfaces using

cotton pliers and a burnisher
(Figure 11). Excess composite
resin was removed before
light-curing. The lingual sur-
faces were then light-cured for
20 seconds for each tooth, to be

certain that the ribbon and
composite resin were com-
pletely cured.

At this time, the ribbon
may be visible and not com-
pletely covered with an ade-

quate thickness of composite
resin, as was the case with
this patient. For this reason,
a high-strength, wear-resist-
ant flowable composite resin
(PermaFlo, Ultradent) was

applied to smooth the irregu-
lar lingual surface and pro-
vide an even thickness of
composite covering the rib-

continued on page 108
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Type of Fiber

Product Manufacturer

(Seattle, Wash)

Connect (Kerr, Orange, Calif)

EverStick Perio (Benco, Wilkes-Barre, Pa)

Fibreflex (BioComp, Ventura, Calif)

GlasSpan (GlasSpan, Exton, Pa)

Ribbond Reinforcement Ribbon (Ribbond,

Ribbond THM (Ribbond, Seattle, Wash)

Splint-It (Pentron, Wallingford, Conn)

2-mm, 3-mm open weave, polyethylene ribbon

Prepreg* unidirectional glass fiber

Tufts of Kelvar, individual fibers

Open weave glass fiber ribbon and rope

1-mm, 2-mm, 3-mm lock-stitch woven polyethylene ribbon

2-mm, 3-mm lock-stitch woven polyethylene ribbon

3-mm prepreg unidirectional glass fiber ribbon
2-mm open weave glass fiber ribbon
1-mm open weave braid polyethylene

*Preimpregnation of the fiber with resin by the manufacturer. Most of the fibers used have no resin.

bon (Figure 12). The flowable
composite resin on the lin-
gual surface was light-cured
for an additional 10 seconds
for each tooth. The polyvinyl
siloxane impression material
blockout was then removed
from the gingival embrasure
areas (Figure 13). There was
very little finishing neces-
sary for the gingival embra-
sure areas of the splint due
to the blockout technique.
The composite resin was
shaped, finished, and pol-
ished to remove any excess
restorative material and
achieve an aesthetic result.
The lingual surfaces were
finished and contoured with
an egg-shaped finishing bur
(SS White Burs) and polished
with an aluminum oxide
abrasive point (Jiffy Point,
Ultradent, Figure 14). The
facial surfaces were shaped
with a reciprocating hand-
piece (Profin, Dentatus USA)
and abrasive Lamineer tip
(Dentatus USA). The La-
mineer tips have a unique,
flat, thin design and are safe-
sided, with the diamond
abrasive only present on one
side. They are available in
decreasing diamond abrasive
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grits to finish and then polish
tooth and restoration sur-
faces. The thin Lamineer
blade provides access for del-
icate interproximal shaping
and polishing of the compos-
ite resin to create the illusion
of tooth separation in the
facial and incisal embrasure
areas (Figure 15). If there is
excess composite resin in the
embrasure areas, access to
these areas is limited due to
the splinting. While finishing
strips can be threaded
between the teeth below the
contact areas, it is far more
effective to use the fine con-
trol afforded by the Profin
handpiece with a Lamineer
tip. The back-and-forth recip-
rocating motion of the abra-
sive tip allows for finishing
and polishing the root sur-
faces without notching (Fig-
ure 16). If not used correctly,
finishing burs in a handpiece
can quickly notch a root sur-
face.

Final polishing of the gin-
givoproximal areas was ac-
complished with a composite
resin polishing paste with a
V-shaped plastic tip in the
Profin handpiece. The rubber
dam was removed, and the

occlusion and aesthetic ap-
pearances were checked.
Oral hygiene procedures
were demonstrated, and the
importance of proper oral
hygiene was emphasized. The
completed splint provided
tooth stability, improved
function, and fulfilled the
patient’s aesthetic expecta-
tions (Figure 17).

CONCLUSION
Tooth mobility has been
described as an important
clinical parameter for pre-
dicting the prognosis of peri-
odontally compromised teeth.
For this reason, and for
improved patient comfort
and increased masticatory
function, splinting as been
recommended as a therapy to
stabilize mobile teeth. In the
past, splinting was accom-
plished with directly placed
restorative resins with em-
bedded wires, pins, and
meshes. These materials
could only lock mechanically
around the resin restorative
and were not chemically inte-
grated within the splint. The
interface created between the
composite resin or acrylic
resin and wire, pins, or grid

mesh had the potential of
creating shear planes and
stress concentrations that
would lead to premature fail-
ure.20 If the splint fails, the
clinical problems that can
result include traumatic
occlusion, progression of peri-
odontal disease, and recur-
rent caries.

With the introduction of
bondable, polyethylene woven
ribbons, many of the prob-
lems encountered with previ-
ous approaches to splinting
were solved. In a long-term
clinical evaluation of splint-
ing using the original Rib-
bond Reinforcement Ribbon,
The senior author has found
that over a period of 42 to 96
months (mean=68.6 mos.),
fiber-reinforced composite
resins are highly success-
ful.29 Cases evaluated includ-
ed (1) periodontal splints, (2)
bridges with composite resin
pontics and natural tooth
pontics, and (3) orthodontic
retention. Of the 11 patients
being followed, none have
exhibited debonding or recur-
rent caries. Of those cases
with only continuous tooth
splinting or orthodontic
retention, none of the ortho-
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dontic retention or periodon-
tal splints have fractured.
Only 2 of 9 natural tooth pon-
tics or composite resin pon-
tics fractured during the
study, and although the frac-
ture of the composite resin
was apparent, the pontic did
not separate from the abut-
ment tooth. The ribbon held
it in place until the area
could be repaired.

This article has described
a technique for splinting
mobile mandibular anterior
teeth. By combining the
chemical, adhesive, and aes-
thetic characteristics of com-
posite resin with the
strength of a thin, plasma-
treated, high-elastic-modulus
reinforcing ribbon, dentists
can provide patients with
splints that will effectively
resist the forces of occlusion
and mastication. These
restorations will be more
durable than the approaches
to splinting teeth that have
been used in the past.

References
1.Tarnow DP, Fletcher P. Splinting of
periodontally involved teeth: indica-
tions and contraindications. NY State
Dent J. 1986;52:24-25.

. Serio FG, Hawley CE. Periodontal
trauma and mobility. Diagnosis and
treatment planning. Dent Clin North
Am. 1999;43:37-44.

. Waerhaug J. Justification for splinting

in periodontal therapy. J Prosthet

Dent. 1969;22:201-208.

Bhaskar SW, Orban B. Experimental

occlusal trauma. J Periodontol. 1955;

26:270-284.

. Ramfjord SP, Kohler CA. Periodontal

reaction to functional occlusal stress.

J Periodontol. 1959;30:95-112.

Kegel W, Selipsky H, Phillips C. The

effect of splinting on tooth mobility. I.

During initial therapy. J Clin

Periodontol. 1979;6:45-58.

Galler C, Selipsky H, Phillips C, et al.

The effect of splinting on tooth mobil-

ity. (2) After osseous surgery. J Clin

Periodontol. 1979;6:317-333.

8. Laudenbach KW, Stoller N, Laster L.
The effects of periodontal surgery on
horizontal tooth mobility. J Dent Res.
1977;56(special issue). Abstract 596.

9. Scharer P. die stegkonstruktion als
vesteigungemittel im vestgebiss (“The
Construction of Periodontal Splints”)
[thesis]. Zurich, Switzerland: Uni-
versity of Zurich; 1961.

10. Wheeler TT, McArthur WP, Mag-
nusson |, et al. Modeling the relation-
ship between clinical, microbiologic,
and immunologic parameters and
alveolar bone levels in an elderly pop-
ulation. J Periodontol. 1994;65:68-78.

11. McGuire MK, Nunn ME. Prognosis
versus actual outcome. Il. The effec-
tiveness of clinical parameters in
developing an accurate prognosis. J
Periodontol. 1996;67:658-665.

12. Bernal G, Carvajal JC, Munoz-Viveros
CA. A review of the clinical manage-
ment of mobile teeth. J Contemp Dent
Pract. 2002;3:10-22.

. Cortellini P, Tonetti MS, Lang NP, et al.
The simplified papilla preservation
flap in the regenerative treatment of
deep intrabony defects: clinical out-
comes and postoperative morbidity. J
Periodontol. 2001;72:1702-1712.

14. Fugazzotto PA. Special considera-
tions, treatment selection criteria, and
case reports. Postgrad Dent.
1999;6:31-39.

15. Amsterdam M. Periodontal prosthesis.
Twenty-five years in retrospect. Alpha
Omegan. 1974;67:8-52.

N

w

»

a1

o

~N

1

w



16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

Siegel SC, Driscoll CF, Feldman S.
Tooth stabilization and splinting
before and after periodontal therapy
with fixed partial dentures. Dent Clin
North Am. 1999;43:45-76.

Tautin FS, Miller GE. Nonparallel pin
splinting for mobile teeth. J Prosthet
Dent. 1973;29:67-72.

Rochette AL. Attachment of a splint to
enamel of lower anterior teeth. J
Prosthet Dent. 1973;30:418-423.
Simonsen RJ, Barrack G, Thompson
V. General considerations in frame-
work design and tooth modification.
In: Simonsen RJ, Barrack G,
Thompson V, eds. Etched Cast
Restorations: Clinical and Laboratory
Techniques. Chicago, IlI: Quintes-
sence; 1983:59.

Pollack RP. Non-crown and bridge sta-
bilization of severely mobile, peri-
odontally involved teeth. A 25-year
perspective. Dent Clin North Am.
1999;43:77-103.

Strassler HE, Serio FG. Stabilization
of the natural dentition in periodontal
cases using adhesive restorative
materials.  Periodontal Insights.
1997;4:4-10.

Liatukas EL. An amalgam and com-
posite resin splint for posterior teeth. J
Prosthet Dent. 1973;30:173-175.
Fusayama T. Permanent splint of high-
ly mobile teeth. J Prosthet Dent.
1973;30:53-55.

Miller TE. A new material for peri-
odontal splinting and orthodontic
retention. Compend Contin Educ
Dent. 1993;14:800-812.

Strassler HE, Haeri A, Gultz JP. New-
generation bonded reinforcing materi-
als for anterior periodontal tooth stabi-
lization and splinting. Dent Clin North
Am. 1999;43:105-126.

Christensen G. Reinforcement fibers
for splinting teeth. CRA Newsletter.
1997;21:1-2.

Strassler HE, Karbhari V, Rudo D.
Effect of fiber reinforcement on flexur-
al strength of composite. J Dent Res.
2001;80(special issue):221. Abstract
854.

Rudo DN, Karbhari VM. Physical
behaviors of fiber reinforcement as
applied to tooth stabilization. Dent
Clin North Am. 1999;43:7-35.
Karbhari VM, Rudo DN, Strassler HE.
The development and clinical use of
leno-woven UHMWPE ribbon in den-
tistry. Proceedings of the Society for
Biomaterials. 2003;29(abstract issue):15.
Abstract 529.

Ramos V Jr, Runyan DA, Christensen
LC. The effect of plasma-treated poly-
ethylene fiber on the fracture strength
of polymethyl methacrylate. J
Prosthet Dent. 1996;76:94-96.
Samadzadeh A, Kugel G, Hurley E, et
al. Fracture strengths of provisional
restorations reinforced with plasma-
treated woven polyethylene fiber. J
Prosthet Dent. 1997;78:447-450.
Hughes TE, Strassler HE. Minimizing
excessive composite resin when fabri-
cating fiber-reinforced splints. J Am
Dent Assoc. 2000;131:977-979.
Clinical Research Associates.
Important development in LED curing
lights. CRA Newsletter. 2003;27:1-2.

Dr. Strassler is professor and
director of operative dentistry in
the Department of Restorative
Dentistry at the University of
Maryland Dental School in
Baltimore.

Dr. Tomona is a dental student
at the University of Maryland
Dental School. She received her
dental degree from Universidad
Peruana Cayetano Heredia.

Dr. Spitznagel, Jr, is assistant
professor in the Department of
Periodontics at the University of
Maryland Dental School in
Baltimore.

Continuing Education

Test No. 45.2

PRIMUS INTER PARES

x
0. 1850 K

o submit Continuing Education answers, use the answer sheet on page 94. On the answer sheet, identify the
article (this one is Test 45.2), place an X in the box corresponding to the answer you believe is correct, detach
the answer sheet from the magazine, and mail to Dentistry Today Department of Continuing Education.

The following 8 questions were derived from the article Stabilizing Periodontally Compromised Teeth With Fiber-
Reinforced Composite Resin by Howard E. Strassler, DMD, FADM, FAGD; Natalia Tomona, DDS; John K.
Spitznagel, Jr., DDS, PhD, on pages 102 through 109.

Learning Objectives

composite resin.

After reading this article, the individual will learn:

« the reasons and methods for splinting periodontally compromised teeth.
¢ a technique for fabricating a periodontal splint using fiber reinforcement ribbon and direct placement adhesive

o The primary reason(s) for periodontal splinting of
mobile teeth is (are):
() primary occlusal trauma.
(b) secondary occlusal trauma.
(c) progressive mobility.
(d) all the above.

0 In the past, direct adhesive composite resins
embedded with wires, metal mesh, and nylon mesh
had clinical failures because:

(a) they were too narrow for teeth.

(b) they were too wide for teeth.

(c) they were too thick for teeth.

(d) they were only mechanically locked around the resin
restorative material and not chemically bonded to the
resin.

e The clinical technique for placing a fiber splint uses
an adhesive acid etch technique. All the following are
correct statements EXCEPT:

(a) before acid-etching, the facial and lingual surfaces for
the teeth must be cleaned with an abrasive paste on
a prophylaxis cup.

(b) before etching the interproximal surfaces of the teeth,
they should be cleaned with abrasive strips or some-
times diamond abrasive burs to remove stain.

(c) no cleaning of the teeth is necessary; only etching the
teeth before bonding.

(d) the teeth should be scaled and root-planed before
fiber splint placement.

o To make the Ribbond THM reinforcement ribbon
bondable, the ribbon is:
(a) wetted with an unfilled resin.
(b) wetted with a flowable composite.
(c) etched with phosphoric acid.
(d) nothing needs to be done; it is usable right from the
package.
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o The gingival interproximal areas are blocked out using

a polyvinyl siloxane impression material to minimize
excess composite resin in these areas when placing
the splint. The block-out is placed:

(a) after cleaning the teeth.

(b) after etching the teeth.

(c) after application of the bonding resin.

(d) after application of the composite resin and fiber ribbon.

oCOmposite resin is placed on the facial surfaces of the

teeth before placing composite and fiber ribbon on the

lingual in order to:

(a) seal the interproximal surfaces.

(b) provide for a “wrap” of composite around the teeth
being splinted to provide additional cross splinting of the
teeth.

(c) check the color match of the composite resin when
placing the splint.

(d)aand b.

ﬂ Sometimes when placing the splint, the fiber ribbon is

at the surface and exposed. The recommended tech-

nique for managing the exposed fiber ribbon is to:

(@) finish and polish with burs and diamonds.

(b) cover with a flowable composite resin before removing
the dental dam.

(c) coat the fiber ribbon with an unfilled resin.

(d) place a second fiber ribbon to protect the first.

OIn this article, it is recommended that when finishing

excess composite resin from the gingival interproxi-

mal embrasures:

(a) a Profin reciprocating handpiece with a flat-bladed
lamineer tip be used.

(b) a diamond strip be threaded into the interproximal
areas to finish excess.

(c) a thin, fine needle diamond on a high-speed handpiece
be used.

(d) a thin, fine needle finishing bur on a low-speed
handpiece be used .
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