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ABSTRACT

This article reports a case who was treated with immediate replacement of periodontally

Article info:

Received: 28 Jul 2017
Accepted: 05 Nov 2017
Available Online: 01 Dec 2017

compromised mandibular incisors using the extracted incisors as a natural tooth pontic.
Following extraction and root resection of the mandibular incisors, radicular pulp was cleaned
and filled with composite resin and then bonded to adjacent teeth with fiber reinforced
composite resin. This is a simple, economical, and conservative chair-side technique for

periodontally compromised teeth using the patient’s own extracted teeth and can be used as an
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interim or a definitive treatment.

1. Introduction

entists occasionally encounter a difficult
aesthetic situation to remove an anterior
tooth because of trauma, advanced peri-
odontal disease, root resorption, or failed
endodontic therapy [1]. Following loss
of the anterior tooth, it is important to provide an im-
mediate replacement in order to avoid aesthetic, masti-
catory, and phonetic difficulties, as well as maintaining
the edentulous space [2]. Depending on clinical and eco-
nomic factors, a course of treatment is decided upon by
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the patient and dentist. The start of treatment depends on
many factors and thus may require short to long tempo-
rization times [3].

Conservation, natural preservation, minimal invasion,
aesthetic, and cost of treatment are some of the impor-
tant factors that are considered when replacing a missing
tooth. Also there issues of prosthesis biocompatibility,
and oral hygiene maintenance [4]. Conventionally, the
solution to this clinical problem has been the provision
of a single tooth, removable temporary acrylic prosthe-
sis, or resin-bonded bridges; each has its specific advan-
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Figure 1. Preoperative intraoral photograph of the peri-
odontally compromised mandibular central incisors

tages and disadvantages in terms of usage, aesthetic, and
compatibility [5-7].

Final restorations can be either removable prosthesis,
tooth-supported prosthesis, or the increasingly popular
implant-supported prosthesis [3]. Using the natural tooth
as a pontic offers the benefits of the right size, shape and
color. Moreover, the positive psychological value in us-
ing patient’s natural tooth is an added benefit. When the
crown of the tooth is in good condition, it can be tempo-
rarily and easily bonded to the adjacent teeth with light-
cured restorative material [8, 9]. This paper describes
clinical steps of natural tooth pontic as a restorative op-
tion for replacement of extracted periodontal compro-
mised mandibular central incisor.

2. Case Presentation

A 59-year-old man with complaint of gingival reces-
sion of mandibular central incisors was reported to den-
tal school clinic. After clinical and radiographic exami-
nation, gingival recession and bone loss were revealed
around mandibular central incisors (Figure 1 and 2). The
crowns had the same color, shape, and translucency of
the adjacent lateral incisors. The patient oral hygiene
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Figure 3. Intraoral photograph after tooth extraction
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Figure 2. Radiographic view of priodontally compromised
mandibular central incisors

was good but the prognosis of the tooth was poor, there-
fore it was decided to extract the teeth.

The patient was informed the final restoration that can be
either removable prosthesis, tooth-supported prosthesis, or
implant-supported prosthesis. Finally, because of econom-
ic problem and patient’s concern about aesthetic, it was
decided to use extracted teeth as a natural tooth pontics.

The teeth were extracted under infiltration anesthesia
without much trauma to the alveolar bone (Figure 3).
Following that, root resection was done just below the
marked area at the level of entrance of the apical portion
of the root to the gingiva (Figure 4). The radicular pulp
tissue was removed and canal was filled with light cured
flowable composite resin (Filtek Supreme flowable com-
posite, 3M, ESPE, St. Paul, USA). A modified ridge lap
design was given to the apical portion of pontics to facili-
tate both oral hygiene and appearance of emergence pro-
file. Then, position of the natural pontics was tried. After-
wards, a groove were made on lingual portion of pontics.
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Figure 4. Root resection was done just below the marked area
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Figure 5. Impregnated fiber (Interlig, Angelus)

The extracted teeth and abutment teeth were cleaned
with pumice, washed, and air dried. The proximal areas
adjacent to the extraction site and approximately 3-4 mm
of lingual surface were etched with 35% phosphoric acid
for 20 seconds, then washed and air dried. The bonding
agent (Adper Single Bond 2 Adhesive, 3M, ESPE, St.
Paul, USA) was applied to the acid-conditioned surfaces
and light cured. A dental floss was used to measure the
necessary length of the fiber. Then, an appropriate length
of the impregnated fiber (Interlig, Angelus, Londrina,
PR, Brazil) was cut and checked for adaptation on lin-
gual surface (Figure 5).

The pontics were positioned carefully in its correct site
and stabilized with flowable composite that was placed
in mesial and distal aspects of the labial surfaces of pon-
tic and adjacent teeth and lingual surface of pontic and
adjacent teeth. After that, the fiber was positioned on
lingual surface on pontic and adjacent teeth, and light
cured (Figure 6). Further layer of nanocomposite resin
(Filtek Supreme, 3M, ESPE, USA) was placed over the
fiber to ensure of its complete coverage by composite
and then light cured for 40 seconds. Afterwards, finish-
ing and polishing were done, and occlusal relationship
was checked (Figure 7). Oral hygiene instructions were
given to the patient and he was instructed to avoid exces-
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Figure 7. Frontal view of natural tooth pontic
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Figure 6. Pontics were fixed with flowable composite

sive chewing pressure or habits that could dislodge the
natural tooth replacement. Follow up was done after 6
and 12 months [8].

3. Discussion

Immediate replacement of lost anterior teeth prevents
psychological and social problem for the patient [4].
Various available treatment options include placement
of natural crown or acrylic tooth in fixed prosthesis [2,
10] or removable prosthesis [11, 12], bridges [13], fiber-
reinforced composite [14-16], and implants [17]. Dental
implant is the first and the best option for such situations,
but it is an expensive procedure and as a result less ex-
pensive treatment options should be considered [18].

Removable appliances or prostheses seem to be an-
other suitable treatment option, but patient’s compliance
is generally a major problem, besides compromised aes-
thetic due to using canine clasps commonly used to pro-
vide stability and enhance retention. Moreover, partial
removable dentures are frequently subject to fracture [4].
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Figure 8. Follow up after 12 months
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A conventional bridge requires preparation of healthy
abutment teeth for crowns. Maryland bridges used for
restoring a missing tooth require slot preparation in the
abutment teeth to receive the retentive extensions of the
wings of the pontic [13] and problems of debonding the
cast metal framework from the luting cement or debond-
ing of the luting cement from the enamel surface [14].
Fiber-Reinforced Composite (FRC) bridges are prefer-
able to Maryland bridges in that very little or no tooth
reduction is required. FRC bridges help in providing
enhanced aesthetic concept [12], eliminates the need of
performing complicated laboratory procedures and can
be done as a chair-side replacement [14].

In this regard, using natural tooth as a pontic may offer
several advantages over removable appliances, includ-
ing better aesthetic, ease of use, and not accustomed to
a removable prosthesis [19-21]. This approach would
also permit utilization of a patient’s natural crown as
a pontic [22] for an immediate bridge, with little or no
need to perform complicated laboratory procedures.
Besides the use of resin composite to splint the pontic
to neighboring sound teeth, it is also possible to use
orthodontic wire or fiber splint [4].

This procedure is practical, economic, requires lim-
ited laboratory support and materials, and can be ac-
complished in a single appointment [23]. One major
advantage of retaining the patient’s natural crown is
that, the patient can better tolerate the effect of tooth
loss. Moreover, it provides the optimal pontic in terms
of shape, color, size, and alignment [6]. This particu-
lar design allows for exact repositioning of the coronal
part of the extracted tooth in its original intraoral three-
dimensional position [23]. In this case, shape of natu-
ral tooth pontic was given as modified ridge lap pontic
with a well-polished, smooth, and convex surface that
results in pressure-free [24] or mild contact with the
alveolar ridge over a very small area for a better preser-
vation of the soft tissue health [25].

These pontics can be attached to the adjacent teeth
with adhesive composite resins, wire, metal mesh, nylon
mesh, and cast metal frameworks. The inherent problems
with these materials like placing a tooth pontic fixed to
the adjacent teeth were their inability to be chemically
incorporated into the dental resin. Clinical failures of
these bridges were prevalent because these materials
could not support the repeated loading stresses placed on
the bridge during normal and parafunction.

The problem associated with the placement of compos-
ite resin splints with submerged wires and mesh grids
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was that in order to protect against breakage, more bulk
and thickness of composite resin was necessary [26, 27].
This overbulking of the restoration led to an increase in
food and plaque retention resulting in more difficulty to
clean around the restoration and maintaining good oral
health. The challenge to place a thin but strong, bonded
composite resin-based bridge was met with the introduc-
tion of a high-strength, bondable, biocompatible, aes-
thetic, easily manipulated, fiber ribbons that could be
embedded into a resin structure [28].

4. Conclusion

Natural tooth crown pontic is a simple and cost-effec-
tive treatment option for the tooth replacement, using
its own natural coronal portion. It can be considered a
long-term provisional treatment, while providing supe-
rior aesthetics and function. This chair-side technique
does not require laboratory involvement, is noninvasive
and reversible, so that all traditional treatment options
for single tooth replacement remain open. However, this
procedure is highly operator-dependent and demands ap-
propriate case selection and precise technique.
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