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a cost–benefit analysis based on the patient’s 
expectations for the implant treatment of peri-
odontitis. This analysis should be followed by 
an extended observation period after the com-
pletion of periodontal therapy.5 Therefore, the 
majority of patients do not immediately choose 
implant prostheses. PFDPs are an alternative 
treatment that exhibit high mechanical strength 
and resistance to dislodgement but require full-
tooth preparation.4,6 PRDPs may increase the 
torque of the abutting teeth, resulting in mobility. 
Therefore, many patients decline RBPRDPs in 
favour of a conservative alternative that requires 
less tooth reduction, less gingival disturbance, 
and reduced chair time.4,7,8 The fiber-reinforced, 
composite-resin (FRC) bonded splint-bridge 
is a type of RBPRDP that is combined FRC 
splinting adjacent to the mobile tooth. This 
approach can provide a simple, comfortable, 
affordable, non-invasive and aesthetic reha-
bilitation program9,10 for periodontally-involved 
anterior tooth loss. Extracted teeth or composite 
resins have been used for pontics.11,12 Usually, 
the FRC-bonded splint-bridge can be used 
as a long-term or temporary restoration for 
periodontal disease before or during implanta-
tion.13,14 However, few long-term clinical stud-
ies have examined outcomes for FRC-bonded 
splint-bridges in periodontally-involved anterior 
upper and lower teeth.15–17

The prosthodontic treatment of periodon-
tally-involved anterior teeth with mobility and 

INTRODUCTION
The loss of a single anterior tooth may be a 
catastrophic event for a patient.1 In advanced 
periodontal disease such a loss is unfortu-
nately often accompanied by adjacent tooth 
mobility due to severe bone loss. Furthermore, 
periodontal disease also chronically dislodges 
teeth due to the masticatory movement of the 
mobile teeth, which seriously affects anterior 
aesthetics, especially for the upper anterior 
teeth. Therefore, prosthodontic rehabilitation is 
often necessary to restore aesthetics and func-
tion in periodontally compromised dentition.2,3

Prosthodontic treatment for periodontal-
ly-involved anterior teeth usually includes 
dental implants, partial fixed dental prosthe-
ses (PFDPs), resin-bonded partial fixed dental 
prostheses (RBPFDPs), or partial removable 
dental prostheses (PRDPs).2,4 Implant restora-
tion is the first choice for the treatment of suit-
able systemic and local conditions. However, as 
Donos et al. reported, the patient and site-risk 
profile should be assessed in combination with 

Aims  This retrospective study evaluated the clinical performance of combining a fiber-reinforced, composite-resin (FRC) 
bonded splint; bridge; fiber post; and/or resin veneer for the restoration of periodontally-involved anterior teeth. Methods  
Sixty-three patients with periodontally-involved anterior teeth each received one of the following splinting restorations: 
FRC-bonded splint-bridges (SB), a combination of an FRC-bonded splint and resin veneer (SV), or FRC-bonded splints 
(S). Six patients with healthy periodontal teeth received orthodontic retainers with FRC-bonded splints (OS) as a control. 
Modified USPHS criteria were used to evaluate the effects of rehabilitation, and the periodontal pocket depth (PPD) and 
clinical attachment level (CAL) of the natural teeth were measured. Results  All restorations resulted in good aesthetic 
outcomes. SV, S in combination with fiber posts and OS all resulted in 100% acceptable ratings for each category that was 
directly evaluated at each follow-up. The mean PPD was 3.5 ± 1.0 mm at baseline, decreased to 3.3 ± 1.0 mm after one 
year (p <0.05), and subsequently increased to 3.5±1.0 mm again after four years (p >0.05). These changes were similar 
to those in the mean CAL. Conclusion  A combination of a FRC-bonded splint, bridge, fiber post and/or resin veneer for 
minimally invasive prosthodontic treatment in the aesthetic zone is a good choice for periodontal patients.

chronic dislodgement is often a dilemma when 
the extraction of dislodged teeth seriously 
affects anterior aesthetics. This challenge is 
especially common for severe labial or lingual 
dislodgement because the effect of rehabilita-
tion is uncertain, irrespective of the extraction 
of dislodged teeth. Recently, adequate ortho-
dontic and periodontal treatment has been 
sought to improve the periodontal condition 
and anterior aesthetics.18–20 However in such 
cases, periodontal breakdown causes patho-
logic migration of teeth, making the ortho-
dontic treatment more complicated.21–23 At 
present, few clinical studies have examined the 
aesthetic restoration of periodontally-involved 
anterior teeth with mobility and chronic dis-
lodgement. The development of silanised and 
resin-impregnated FRC materials has pro-
vided potential new approaches for stabilis-
ing hypermobile teeth or replacing teeth in 
a conservative manner.24,25 In this study, a 
combination of an FRC-bonded splint, resin 
veneer and/or fiber post was used to restore 
anterior teeth with mobility and chronic dis-
lodgement without tooth extraction.

Therefore, this study systematically and ret-
rospectively investigated anterior teeth resto-
ration cases of periodontally treated patients 
restored with a combination of an FRC-bonded 
splint, bridge, fiber post and/or resin veneer to 
summarise the clinical operation and evaluated 
the clinical performance.
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• Evaluates the clinical performance of 
of a fiber-reinforced, composite-resin 
bonded splint; a bridge; a fiber post; and/
or a resin veneer for the restoration of 
periodontally-involved anterior teeth. 

• Shows that a combination of approaches 
is a good choice for minimally invasive 
prosthodontic treatment in the aesthetic 
zone in periodontal patients.
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MATERIALS AND METHODS

Patient population
This study was approved by the Ethics 
Committee of the First Affiliated Hospital 
of Jinan University in Guangzhou, China. 
Between October 2009  and September 
2014, 63 patients (36 females and 27 
males, between 38 and 76 years old) with 
63 units of anterior segment on one jaw 
received different splinting restorations at 
the Department of Prosthodontics of the 
Medical Center of Stomatology at the First 
Affiliated Hospital of Jinan University. 
Patients with periodontally-involved 
anterior teeth and anterior teeth mobil-
ity who had been diagnosed with chronic 
periodontitis according to the 1999 APP 
(American Academy of Periodontology) 
Classification26,27 were admitted to the study 
unless they met the following exclusion cri-
teria: (1) they were younger than 18 years 
old; (2) they were unable to read and sign 
the informed consent document; (3) they 
presented with concurrent psychological 
disorders; (4) they suffered from general 
health-compromising conditions; (5) they 
were pregnant; (6) they were smokers; (7) 
they had history of restoration or whitening 
treatments for the teeth to be evaluated; (8) 
they could not or were unwilling to return 
for follow-up; (9) they had lost two or more 
teeth in the anterior segment of one jaw; 
or (10) one canine tooth was missing or 
both canines in the anterior segment on 
one jaw were mobile. According to the 1999 
International Workshop Classification,27,28 
63 patients were diagnosed with severe 
chronic periodontitis. These patients had 
to undergo initial periodontal therapy, 
including oral health instructions, scaling, 
root planning, and local drug treatment. 
Scaling and root planning was implemented 
at intervals of four to six weeks until the 
patient’s oral hygiene was stable, which 
was indicated by the absence of bleeding 
on probing.29,30 The patients were educated 
about oral hygiene protocols and recalled 
for periodical follow-up controls annually 
after splinting. All teeth with FRC bond-
ing that presented with a mobility of MII 
or more [mobility – classified according to 
Miller’s classification]31 after initial perio-
dontal therapy or severe facial-lingual dis-
lodgement received root canal treatments 
and fiber-post restorations.

In addition, six patients (three females 
and three males, between 18 and 28 years 
old) who were free of periodontal disease 
received orthodontic retainers with FRC-
bonded splints to compare the effects of clin-
ical rehabilitation for splinting restorations 
between chronic periodontitis and a healthy 

periodontium. In addition to being free of 
periodontal disease, none of these patients 
were missing teeth in the nine units of the 

anterior segment of one jaw. The patients 
abided by the same exclusion criteria as the 
periodontally-involved patients.

Table 1  General condition of restoration units

　
SB  SV  S

OS
SB1 SB2 SV1  SV2 S1 S2

Upper 3 3 6 4 3 4 6

Lower 6 10 3 5 7 9 3

Total 9 13 9 9 10 13 9

Each unit of restoration was applied from canine to canine at the anterior segment of one jaw.
Abbreviations: SB, FRC bonded splint-bridges; SV, combined restorations of FRC bonded splint and resin veneer; S, FRC bonded 
splints; SB1, SB in combination with fiber posts; SB2, SB without fiber posts; SV1, combined restorations of FRC bonded splint, 
resin veneer and fiber posts; SV2, combined restorations of FRC bonded splint and resin veneer without fiber posts; S1, S in combi-
nation with fiber posts; S2, S without fiber posts; OS, orthodontic retainer with FRC bonded splints.

Fig. 1  Direct view of clinical rehabilitation 
for a patient in the SB2 group. a) Frontal and 
lingual view of the lower dentition with missing 
left central incisor tooth; b) the extracted 
tooth prepared for the pontic was temporarily 
fixed in the suitable position by a thin layer of 
flowable composite resin without adhesive; c) 
the putty (3M, ESPE) silicone rubber template 
was prepared, and the pontic and quartz splint 
was laid; d) depending on placement of the 
silicone rubber template in the dentition, the 
pontic and quartz splint adhesive was applied 
at the corresponding position; e) frontal and 
lingual view of the final restoration with a 
direct resin veneer on the pontic

Fig. 2  Direct view of clinical rehabilitation 
for a patient in the SV1 group. a) Frontal 
and lingual view of the lower dentition 
with severe facial dislodgement of the right 
central incisor tooth; b) tooth restored with 
fiber post and dual-cure resin core material; 
c) the dislodged tooth was modified to 
restore a normal arch form; d) The putty 
(3M, ESPE) silicone rubber template was 
prepared and placed in the dentition with a 
quartz splint adhesive at the corresponding 
position; e) frontal and lingual view of the 
final restoration with a direct resin veneer 
on the dislodged tooth

Fig. 3  Direct view of the clinical 
rehabilitation for a patient in the SV2 group. 
a) Frontal and palatal view of the upper 
dentition with disorder space between the 
central incisor teeth and left lateral incisor 
tooth; b) the putty (3M, ESPE) silicone rubber 
template was placed in the dentition with a 
quartz splint adhesive in the corresponding 
position; c) frontal and lingual view of the 
final restoration with direct resin veneers on 
the incisor teeth and left lateral incisor tooth

Fig. 4  Direct view of the clinical 
rehabilitation for a patient in the OS group. 
a) Frontal and occlusal view of both upper 
and lower dentitions; b) the transparent 
silicone rubber (Bisco Inc., USA) templates 
were prepared, and the quartz splints were 
laid; c) the transparent silicone rubber 
template was placed and photo-polymerised 
in the upper dentition with a quartz splint 
adhesive in the corresponding position and 
fit well; d) frontal and lingual view of the 
final restorations
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Splinting materials
One operator directly fabricated all resto-
rations using a quartz fiber splint [Quartz 
Splint Woven(0.3  × 2.5 mm), Recherches 
Techniques Dentaires (RTD), Saint Egreve, 
France] in combination with flow-
able resin (Quartz splint resin, RTD, Saint 
Egreve, France; Filtek™ Z350 XT Flowable 
Restorative, 3M ESPE). Fiber posts (RelyX™ 
Fiber Post, 3M ESPE) were applied to each 
tooth that received a root canal treatment 
with FRC bonding. Resin (Filtek™ Z350 XT 
Universal Restorative, 3M ESPE) veneers 
were applied for the SV treatment.

Operating procedure

Groups of restorations
Each unit of restoration was applied from 
canine to canine in the anterior segment of 
one jaw. As shown in Table 1, four types 
of splinting restorations were applied and 
studied: restorations of FRC-bonded splint-
bridges (SB; SB1, SB in combination with 
fiber posts; SB2, SB without fiber posts); 
combined restorations of FRC-bonded splint 
and resin veneer (SV; SV1, combined resto-
rations of FRC-bonded splint, resin veneer 
and fiber posts; SV2, combined restorations 
of FRC-bonded splint and resin veneer with-
out fiber posts); restorations of FRC-bonded 
splint (S; S1, S in combination with fiber 
posts; S2, S without fiber posts); and ortho-
dontic retainers with FRC-bonded splints 
(OS) as a control for S2 to evaluate the 
effects of clinical rehabilitation. The oper-
ating procedure and direct-viewing effects of 
clinical rehabilitation for the SB2, SV1, SV2 
and OS groups are shown in Figures 1-4.

Tooth preparation
The teeth for splinting were cleaned with a 
pumice using a prophylactic brush. When 
the restoration was planned on the maxilla, 
the lingual surfaces needed to be ground to 
allow for a 0.5 mm interspace. Teeth that 
had undergone root canals were treated with 
fiber-post restorations.

For SV, the configurations of the coro-
nals of the teeth with severe facial-lingual 
dislodgement were modified to restore a 
normal arch form with fiber posts and dual-
cure resin core materials (Paro Core, coltène/
whaledent, Swiss). For SB, extracted teeth 
with rimmed roots and pulp spaces were 
obturated with resin core or commercial 
acrylic resin (Heraeus, German) with grooves 
(0.5 × 3 mm) on the lingual surface to inlay 
the splint and process the area for a pon-
tic. The pontic was prepared for a modified 
ridge lap-type with a slight concavity that 
conformed to a residual ridge32 and was 
temporarily fixed in the suitable position 

by a thin layer of flowable composite resin 
(Filtek™ Z350 XT Flowable Restorative, 3M 
ESPE) which was photo-polymerided for 
20 seconds without adhesive. A silicone rub-
ber template was then prepared by placing 
silicone rubber on the lingual and incisal 
surfaces of all bonded teeth and covering 
the labial surface of the pontic. For the SV, S 
and OS treatments, the silicone rubber tem-
plate was placed on the lingual and incisal 
surfaces of all bonded teeth.

Bonding procedure
All splints were applied from canine to 
canine and prepared under a rubber dam. 
The enamel surfaces on the palatal or lin-
gual side were subsequently etched with 35% 
orthophosphoric acid (Gluma Etch, Heraeus, 
Genman) for 60 seconds. After rinsing with 
water and air drying, the corresponding 
intermediate adhesive (One-Step Plus filled 
universal dental adhesive, Bisco Inc., USA) 
was applied to the surfaces using a micro-
brush and photo-polymerised for 10 seconds. 
With the aid of corresponding silicone rub-
ber template, a previously measured length 
of the single-layer quartz splint and the 
flowable resin (Quartz splint resin, RTD) 
were then placed on the lingual surface of 
the tooth to continuously align the FRC. For 
SB, the extracted tooth or commercial acrylic 
resin tooth for the pontic was placed in the 
silicone rubber template to be adhered to 
quartz splint and neighbouring teeth in the 
correct position. After a preliminarily photo-
polymeridation for 20 seconds, the silicone 
rubber template was removed to allow the 
entire FRC to fully polymerise from the lin-
gual aspect. The exposed surfaces of the 
FRC were then covered with another thick 
flowable resin composite (Filtek™ Z350 XT 

Flowable Restorative, 3M ESPE) and photo-
polymerised again for 40 seconds from all 
aspects. Direct resin veneers were applied 
for SV when the facial view needed to be 
improved. Finally, after the removal of the 
excess resin composite and occlusal adjust-
ments, the composite surfaces were polished 
with coarse, medium, fine, and ultrafine 
finishing disks (Sof-Lex™, 3M ESPE) in 
sequence in order to not expose the fibers. 
The restorations were cleaned and polished 
at each recall and repaired in case of fracture 
or the debonding of the splints or resin.

Clinical evaluation
The patient satisfaction was assessed only at 
baseline. However, the clinical rehabilitation 
and periodontal condition were first assessed 
at baseline (immediately after splinting pro-
cedures) and thereafter annually during the 
follow-up visits according to the written 
protocol. The patients were informed about 
possible complications and instructed to 
call upon experience of a failure that could 
occur before the actual annual follow-up 
appointment.

Patient satisfaction survey
Sixty-nine patients were interviewed regard-
ing their satisfaction with their restorations 
(regarding general satisfaction) using a vis-
ual analogue scale (VAS) of 100 mm with 
the endpoints extremely dissatisfied (0) and 
extremely satisfied (100).33

Effects of clinical rehabilitation
The modified USPHS criteria34 (Table 2) were 
used to evaluate retention, marginal integ-
rity, marginal discolouration, anatomic form 
and secondary caries in all groups (SB, SV, 
S and OS) at baseline, 1, 2, 3 and 4 years 

Table 2  Modified USPHS criteria rating system

Category Rating scale Criteria

Accept-
able

Unaccept-
able

Retention Alpha (A)
Charlie (C)

Restoration is present
Restorations is partially or totally lost

Marginal 
integrity

Alpha (A)
Bravo (B)

Charlie (C)

Delta (D)

No visible gap in which the explorer will penetrate
There is visible gap, the explorer will penetrate or catch
The explorer penetrates the gap and dentin or base is 
exposed
The restoration is mobile, partially or totally fractured or lost

Marginal 
discoloura-
tion

Alpha (A)
Bravo (B)

Charlie (C)

No discolouration
Discolouration is present but has not penetrated along the 
margin
Discolouration has penetrated along the margin

Anatomic 
form

Alpha (A)
Bravo (B)

Charlie (C)

Restoration is continuous with existing anatomic form 
Restoration is discontinuous with existing anatomic form, 
but dentin or base is not exposed
Sufficient material is lost to expose dentin or base

Secondary 
caries

Alpha (A)  
Charlie (C)

No caries is present at the margin of the restoration
There is evidence of caries at the margin of the restoration 
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after splinting. The mobility of the natural 
teeth in the SB, SV and S groups was evalu-
ated according to Miller’s classification31 at 
baseline, 1, 2, 3 and 4 years after splinting.

Periodontal evaluation
The periodontal pocket depth (PPD) and 
clinical attachment level (CAL) were 
measured at six sites (mesiobuccal, buc-
cal, distobuccal, distolingual, lingual and 
mesiolingual sites) on each natural tooth of 
each restoration unit in the SB, SV and S 
groups at baseline, 1, 2, 3 and 4 years after 
splinting. The SB group included 30 sites 
per restoration, while the SV and S groups 
included 36 sites per unit. Williams peri-
odontal probes with 1, 2, 3, 5, 7, 8, 9 and 
10 mm markings35 were used.

Statistical analysis
A statistical analysis was performed using 
the SPSS statistical package 13.0 (IBM 
Corporation, Armonk, NY, USA). A resto-
ration unit comprised each study unit. The 
effects of clinical rehabilitation were ana-
lysed with a chi-square test. The PPD and 
CAL data are expressed as means ± standard 
deviation (SD). The PPD and CAL were ana-
lysed with a factorial-designed analysis of 
variance (ANOVA). The differences were con-
sidered to be significant when the p-value 
did not exceed 0.05.

RESULTS

General satisfaction
VAS evaluation of general satisfaction at 
baseline showed that 59 (85.5%) patients 
scored the restorations 90 and 100, and 10 
(14.5%) patients scored them 80  and 90 
(mean VAS score of 92.4 ± 4.2).

Effects of clinical rehabilitation
In total, none of the patients dropped out, 
and four recalls were performed for all 
patients. For the 63 periodontal patients, 
none of the anterior teeth in the oppos-
ing dentition of each restoration unit were 
mobile after the initial periodontal therapy, 
and none of the teeth had undergone addi-
tional splinting restorations. All patients 
received physiological occlusion after splint-
ing restoration. All restorations resulted in 
good aesthetic outcomes. The evaluations 
of clinical rehabilitation are summarised in 
Table 3, and no caries were found within 
or adjacent to any of the splints. All res-
torations had a 100% acceptable rating 
scale for each category at the first recall, 
and SV1, SV2, S1 and OS all scored 100% 
on an acceptable rating scale (Alpha and 
Bravo) for each category that was directly 
evaluated at each recall. Both SB1 and S2 

were rated 100% acceptable on retention and 
anatomic form at each recall. However, both 
the marginal integrity and the marginal dis-
colouration scores were 88.9%, 88.9%, and 
88.9% for SB1 and those were 84.6%, 76.9% 

and 76.9% for S2 when measured 2, 3 and 
4 years after splinting, respectively. For SB2, 
when measured 2, 3 and 4 years after splint-
ing, both the retention and anatomic form 
scores were 84.6%, 86.4% and 76.9%, while 

Table 3  Summary of direct evaluations of clinical rehabilitation

Category Group
Baseline 1 year 2 years 3 years 4 years

%A + B %A + B %A + B %A + B %A + B

Retention

SB1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

SB2 100%(13/13) 100%(13/13) 84.6%(11/13) 84.6%(11/13) 76.9%(10/13)

SV1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

SV2 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

S1 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10)

S2 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13)

OS 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

Marginal 
integrity

SB1 100%(9/9) 100%(9/9) 88.9%(8/9) 88.9%(8/9) 88.9%(8/9)

SB2 100%(13/13) 100%(13/13) 76.9%(10/13) 69.2%(9/13) 69.2%(9/13)

SV1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

SV2 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

S1 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10) 100%(9/10)

S2 100%(13/13) 100%(13/13) 84.6%(11/13) 76.9%(10/13) 76.9%(10/13)

OS 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

Marginal 
discoloura-
tion

SB1 100%(9/9) 100%(9/9) 88.9%(8/9) 88.9%(8/9) 88.9%(8/9)

SB2 100%(13/13) 100%(13/13) 76.9%(10/13) 69.2%(9/13) 69.2%(9/13)

SV1
SV2

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

S1 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10) 100%(9/10)

S2 100%(13/13) 100%(13/13) 84.6%(11/13) 76.9%(10/13) 76.9%(10/13)

OS 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

Anatomic 
form

SB1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

SB2 100%(13/13) 100%(13/13) 84.6%(11/13) 84.6%(11/13) 76.9%(10/13)

SV1
SV2

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

100%(9/9)
100%(9/9)

S1 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10) 100%(10/10)

S2 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13)

OS 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

Secondary 
caries

SB1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

SB2 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13)

SV1
SV2       

100%(10/10)
100%(9/9)

100%(10/10)
100%(9/9)

100%(10/10)
100%(9/9)

100%(10/10)
100%(9/9)

100%(10/10)
100%(9/9)

S1 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

S2 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13) 100%(13/13)

OS 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9) 100%(9/9)

Abbreviations: A, Alpha; B, Bravo; SB1, FRC bonded splint-bridges in combination with fiber posts; SB2, FRC bonded splint-bridges 
without fiber posts; SV1, combined restorations of FRC bonded splint, resin veneer and fiber posts; SV2, combined restorations of 
FRC bonded splint and resin veneer without fiber posts; S1, FRC bonded splints in combination with fiber posts; S2, FRC bonded 
splints without fiber posts; OS, orthodontic retainer with FRC bonded splints
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both the marginal integrity and the marginal 
discolouration scores were 76.9%, 69.2% and 
69.2%. All restorations for the SB1, SB2 and 
S2 treatment groups that received an unac-
ceptable rating (Charlie) were conducted in 
the maxilla. As these consisted of different 
restoration types which were not equivalent 
in our study, we did not think it was appro-
priate to use any analytical statistics to com-
pare parameters between groups. However, 
as Table 3 showed, the value of acceptability 
ratings for retention, anatomical form, mar-
ginal integrity and marginal discolouration 
were higher for SB1 than for SB2 at 2, 3 and 
4 years after splinting. Similarly, the value of 
marginal integrity and marginal discoloura-
tion scores were higher for S1 than S2 at the 
same time points.

The mobilities (M) of all natural teeth in 
the SB, SV and S groups at baseline and 
the mobility of all natural teeth in the SB1, 

SV and S at each recall were M0. In two 
restoration units of the SB2 group at the 
three-year recall and 3 restoration units of 
SB2 group at the four-year recall, the natural 
teeth returned to their pre-splinting mobility 
due to fracture and the debonding of splints, 
which resulted in an unacceptable rating 
(Charlie) for the retention of corresponding 
splinting restorations.

Periodontal evaluation
The total mean PPD for the splinted natural 
teeth was 3.4 ± 1.0 mm, and the total mean 
CAL was 5.9 ± 1.2 mm. The mean PPD and 
CAL of the different groups are shown in 
Figure 5a, and their changes over time within 
the same group are shown in Figure 5b. The 
mean PPD was 3.5 ± 1.0 mm at baseline 
and then decreased to 3.3 ± 1.0 mm at the 
one-year recall (p <0.05). It then increased 
to 3.5  ±  1.0  mm again at the four-year 

recall (p >0.05). This change was similar 
to that of the mean CAL. Neither the PPD 
nor the CAL differed between baseline and 
the two-year, three-year recall or four-year  
recall (p >0.05).

DISCUSSION
Aesthetic restoration for periodontally-
involved anterior teeth is a challenge. In 
this retrospective study, we applied a com-
bination of an FRC-bonded splint, bridge, 
fiber post and/or resin veneer in prostho-
dontic treatment for periodontally-involved 
tooth mobility, chronic anterior tooth dis-
lodgement or anterior tooth loss. Under the 
limits of this retrospective evaluation, this 
approach resulted in acceptable outcomes 
for all groups and minimally invasive 
approaches for the restoration in the aes-
thetic zone of periodontal patients.

In our study, the periodontally-involved 
anterior teeth presenting with hypermobil-
ity (MII or above) after initial periodontal 
therapy received root canal treatments to 
prevent combined periodontic-endodon-
tic lesions after restoration and sensitivity 
caused by gingival recession. The periodontic 
lesions of these teeth were usually in the 
apical third of the root, and most lesions 
were close to the root apical region. This 
approach constituted an empirical clinical 
therapy that blocked the possibilities of peri-
odontic-endodontic infection. Traditionally, 
periodontally involved teeth do not usually 
need root canal treatments except when asso-
ciated with endodontic lesions because keep-
ing the pulp as vital as possible was a basic 
principle for dental treatments. Many studies 
showed endodontically treated teeth without 
mobility were generally weaker due to loss 
of tooth structure and removal of the pulp, 
and consequentially fractures often occurred 
in pulpless teeth.36–38 However, we had not 
reviewed the related literature comparing the 
tooth longevity of periodontally-involved nat-
ural teeth with and without root canal treat-
ments. In our opinion, tooth fracture would 
not have occurred among periodontally 
involved teeth presenting with hypermobil-
ity, so the tooth longevity would not be affected 
by whether or not root canal treatments were 
received. Based on this opinion, another aim 
of root canal treatments in this study was to 
provide convenience for the aesthetic resto-
ration. The teeth with severe facial-lingual 
dislodgement received root canal treat-
ments because they required significant 
tooth reduction. Posts are often required to 
restore endodontically treated teeth in order 
to retain and provide resistance for the core 
material, to provide corono-radicular stabi-
lisation and to facilitate the transmission of 
the dental loads from the coronal structure 
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to the root.39 In our study, glass fiber posts 
were applied because of their advantageous 
features, including their aesthetic effects and 
elastic behaviour similar to that of dentine, 
which permitted a uniform stress distribution 
within the root.40,41 The fiber posts connected 
the tooth dentin and the FRC-bonded splint 
and/or resin veneers to retain and provide 
resistance for the splinting restorations.

The splinting method was convenient and 
distinctive when employed with the aid of a 
self-made silicone rubber template of putty or 
heavy body, which has been rarely reported. 
The silicone rubber for the template, which 
might be transparent or non-transparent, was 
placed on the lingual and incisal surfaces of 
all bonded teeth and covered the labial sur-
face of the pontic for impression in the SB 
group, while it was only placed on the lingual 
and incisal surfaces of all bonded teeth in 
the SV, S and OS groups. The splint was pre-
liminarily photo-polymerised from the labial 
and proximal aspects of interdental spaces 
if the silicone rubber template was non-
transparent. The silicone rubber template not 
only laminated the bonded lingual surfaces 
of the splinting teeth with the splint, but also 
ensured that the pontic adhered to the splint 
and to neighbouring teeth in the correct posi-
tion. These advantages simplified the FRC-
bonded splint-bridges or splint procedures. 

Although the patient satisfaction with all 
combined splinting restorations was gener-
ally high, which could be partly because of 
this being single visit treatment, the clini-
cal rehabilitation outcomes measured in our 
study were all satisfactory. All restorations 
resulted in good aesthetic outcomes. SV1, 
SV2, S1 and OS all showed 100% acceptable 
ratings in each category that was directly 
evaluated at each recall; this indicated that 
periodontally-involved anterior teeth were 
successfully rehabilitated for up to four 
years using an FRC-bonded splint and resin 
veneer combination or an FRC-bonded splint 
and fiber post combination. The FRC-bonded 
splints also successfully performed as ortho-
dontic retainers in the healthy periodontal 
negative controls. This success was closely 
related to the good flexure and rigidity of the 
quartz fiber splints. In our study, all restora-
tions were made of single-layer woven quartz 
splints, whose flexural strength exceeds 
120 MPa. Moreover, a study of the rigidity of 
quartz-fiber splints by Berthold et al. showed 
that reinforcement materials significantly 
influenced splint rigidity. Woven quartz 
splints are rigid quartz fiber splints that can 
be used to treat horizontal root fractures and 
alveolar process fractures.42 However, the 
rigidity of single-layer woven quarts splints 
could not satisfy all of our needs for splint-
based restoration, especially for FRC-bonded 

splint-bridges. In our study, SB2 received the 
lowest value of acceptability ratings. Thus, we 
will consider the use of two or more layers 
of woven quartz splints in future studies to 
increase the rigidity if needed. Here, the thick-
ness of a single-layer never exceeded 0.3 mm, 
while quartz splints could be placed on both 
the labial and lingual sides in combination 
with resin veneers for smaller interspaces.

In this study, FRC-bonded splints without 
fiber posts for periodontally involved teeth 
received 100% acceptable ratings for reten-
tion and anatomic form but 76.9% ratings 
for marginal integrity and marginal discol-
ouration. When used as orthodontic retainers 
for healthy periodontal controls, FRC-bonded 
splints received 100% acceptable ratings 
for each category. This difference indicated 
that tooth mobility significantly negatively 
impacts the clinical success rates of splint-
ing restorations. Our evaluation of clinical 
rehabilitation showed that these unaccepta-
ble ratings all appeared in the maxilla, which 
indicated that the FRC materials on the lin-
gual surfaces of periodontally-involved max-
illary teeth were easily affected by occlusion, 
that is, easily wore off, debonded or fractured 
after improper chewing.

The acceptable rating value of splinting 
restorations with fiber posts exceeded that of 
the splinting restorations without fiber posts, 
which indicated that combining the restora-
tion with fiber posts might help to improve 
the clinical success of the splinting restorations 
in the aesthetic zone by providing retention 
and resistance for the splinting restorations. 
For the combination of an FRC-bonded splint 
with a resin veneer, the acceptable ratings were 
100% for all outcomes, irrespective of the pres-
ence of a fiber post. We attributed this success 
to the increase in the area of resin adhesion 
by the resin veneer, which strengthened the 
entire prosthesis and may have improved clini-
cal success rates of the splinting restorations.

In a pilot study, Kumbuloglupilot et al. 
evaluated the performance of FRC splints 
for the treatment of periodontally-involved 
mandibular anterior teeth and concluded that 
direct tooth splinting with E-glass FRC mate-
rial performed successfully for up to 4.5 years; 
the periodontal status of the splinted teeth 
showed decreased PPD and CAL values.25 In 
contrast, the periodontal status of the splinted 
teeth in our study showed decreased PPD and 
CAL values only at the one-year recall. Others 
have reported that splinting could increase 
patient comfort during chewing when used 
to connect periodontally compromised 
teeth; however, these splints also hinder 
oral hygiene procedures.43 PPD and CAL are 
important indicators of oral hygiene. In our 
study, decreased PPD and CAL values were 
observed only at the one-year recall; these 

values did not differ between the baseline and 
the two, three- or four-year recall. We believe 
that these parameters were controlled by oral 
hygiene. In general, the patients paid great 
attention to maintaining their oral hygiene 
and protecting the restorations within the 
first year of splinting, which was supported 
by the results of our clinical and periodontal 
evaluations. Over time, the patients required 
reminders to maintain enhanced oral hygiene 
measures, regularly perform periodontal 
maintenance, and prevent improper chewing. 
Quartz FRC-bonded splint-bridges or splints 
did not show an increased risk of PPD and 
CAL when the periondontally involved teeth 
were annually evaluated at follow-up.

In general, combinations of an FRC-bonded 
splint, bridge, fiber post and/or resin veneers 
for prosthodontic treatment in the aesthetic 
zone of periodontal patients resulted in good 
clinical rehabilitation as well as good peri-
odontal status without an increased risk of 
PPD and CAL. However, the key to maintain-
ing these clinical effects up to four years fol-
lowing treatment was high patient attention to 
oral hygiene and the protection of the restora-
tions. Combining a fiber post and resin veneer 
may help improve the clinical success rates 
of splinting restorations in the aesthetic zone 
when using self-made silicon rubber templates, 
which simplify splinting procedures. In future 
studies, we will consider the use of two or more 
layers of woven quartz splints to increase the 
rigidity of splinted restorations if needed. For 
smaller interspaces, the quartz splints may also 
be placed on both the labial and lingual sides 
and combined with resin veneers. In addition 
to the treatment of periodontal patients, a 
combination of an FRC-bonded splint, bridge, 
fiber post and/or resin veneer for prosthodon-
tic treatment may also be used as a prosthetic 
after orthodontic correction, to treat anterior 
teeth trauma, etc.

In conclusion, combining an FRC-bonded 
splint, bridge, fiber post and/or resin veneer 
for minimally invasive prosthodontic treat-
ment in the aesthetic zone is a good choice 
for periodontal patients.

Author contributions
Authors X. Liu, Y. Zhang, Z. Zhou contributed 
equally to this work.

Acknowledgements
The authors gratefully acknowledge the assistance 
by Professor Renfa Lai, Professor Shaorong Wu, 
Professor Zhenggen Piao, Shan Huang Doctor, Dr 
Sirun Liu, Dr Lihua Zhan and Dr Xiaoli Gao.

Financial support
This work was supported by grants from the 
Natural Science Foundation of China for young 
scholars (No 81300908), the Fundamental Research 
Funds for the Central Universities (No 21615480), 
Guangdong Provincial Technology and Research 
Project (No 2012B061700091) and Science 
Research Project of Traditional Chinese Medicine 
Bureau of Guangdong Province (No 20141068).

246 BRITISH DENTAL JOURNAL  VOLUME 220  NO. 5  MAR 11 2016

© 2015 British Dental Association. All rights reserved



1. Ambic K, Sangeeta T, Mahesh V. Single Visit 
rehabilitation with anterior fiber-reinforced resin 
composite bridges: a review. Indian J Appl Res 2013; 
3: 287–289.

2. Dhingra K. Oral rehabilitation considerations for 
partially edentulous periodontal patients. J Prost-
hodont 2012; 21: 494–513.

3. Kourkouta S, Hemmings K W, Laurell L. Restoration 
of periodontally compromised dentitions using 
cross-arch bridges. Principles of perio-pros-
thetic patient management. Br Dent J 2007; 203: 
189–195.

4. Minami H, Minesaki Y, Suzuki S, Tanaka T. Twelve-
year results of a direct-bonded partial prosthesis 
in a patient with advanced periodontitis: a clinical 
report. J Prosthet Dent 2012; 108: 69–73.

5. Donos N, Laurell L, Mardas N. Hierarchical decisions 
on teeth vs. implants in the periodontitis-suscepti-
ble patient: the modern dilemma. Periodontol 2000 
2012; 59: 89–110.

6. Fleigel J  D 3rd, Salmon C A, Piper J  M 2nd. Treat-
ment options for the replacement of missing man-
dibular incisors. J Prosthodont 2011; 20: 414–420.

7. Aggstaller H, Beuer F, Edelhoff D, Rammelsberg 
P, Gernet W. Long-term clinical performance of 
resin-bonded fixed partial dentures with retentive 
preparation geometry in anterior and posterior 
areas. J Adhes Dent 2008; 10: 301–306.

8. Kreulen C M, Creugers N H. [Resin-bonded fixed 
partial dentures]. Ned Tijdschr Tandheelkd 2013; 
120: 103–111.

9. Khetarpal A, Talwar S, Verma M. Creating a 
single-visit, fibre-reinforced, composite resin 
bridge by using a natural tooth pontic: a viable 
alternative to a PFM bridge. J Clin Diagn Res 2013; 
7: 772–775.

10. Chafaie A, Dahan S, Le Gall M. Fiber-reinforced 
composite anterior bridge in pediatric traumatol-
ogy: clinical considerations. Int Orthod 2013; 11: 
445–456. DOI: 10.1016/j.ortho.2013.09.003.

11. Singh K, Gupta N, Kumar N, Kapoor V, Nisha C. 
Esthetic and functional rehabilitation of missing 
anterior teeth with a conservative treatment 
approach: a clinical case series. Oral Health Dent 
Manag 2014; 13: 656–660.

12. Purra A R, Mushtaq M. Aesthetic replacement of an 
anterior tooth using the natural tooth as a pontic; 
an innovative technique. Saudi Dent J 2013; 25: 
125–128.

13. Kermanshah H, Motevasselian F. Immediate tooth 
replacement using fiber-reinforced composite and 
natural tooth Pontic. Oper Dent 2010; 35: 238–245.

14. Meiers J C, Freilich M A. Use of a prefabricated 
fiber-reinforced composite resin framework to 
provide a provisional fixed partial denture over an 

integrating implant: a clinical report. J Prosthet 
Dent 2006; 95: 14–18.

15. Kumbuloglu O, Aksoy G, User A. Rehabilitation of 
advanced periodontal problems by using a combi-
nation of a glass fiber-reinforced composite resin 
bridge and splint. J Adhes Dent 2008; 10: 67–70.

16. Strassler H E, Serio C L. Esthetic considerations 
when splinting with fiber-reinforced composites. 
Dent Clin North Am 2007; 51: 507–524.

17. Sewón L A, Ampula L, Vallittu P K. Rehabilitation 
of a periodontal patient with rapidly progressing 
marginal alveolar bone loss: 1-year follow-up. J 
Clin Periodontol 2000; 27: 615–619.

18. Cao T, Xu L, Shi J, Zhou Y. Combined orthodon-
tic-periodontal treatment in periodontal patients 
with anteriorlydisplaced incisors. Am J Orthod 
Dentofacial Orthop 2015; 148: 805–813.

19. Tavares C A, Allgayer S, Calvete Eda S, Polido W D. 
Orthodontic treatment for a patient with advanced 
periodontal disease: 11-year follow-up. Am J 
Orthod Dentofacial Orthop 2013; 144: 455–465.

20. Cirelli J A, Cirelli C C, Holzhausen M, Martins L P, 
Brandão C H. Combined periodontal, orthodontic, 
and restorative treatment of pathologic migration 
of anterior teeth: a case report. Int J Periodontics 
Restorative Dent 2006; 26: 501–506.

21. Agarwal S, Gupta S, Chugh V K, Jain E, Valiathan A, 
Nanda R. Interdisciplinary treatment of a periodon-
tally compromised adult patient with multiple-
missing posterior teeth. Am J Orthod Dentofacial 
Orthop 2014; 145: 238–248.

22. Czochrowska E M, Rosa M. The orthodontic/peri-
odontal interface. Semin Orthod 2015; 21: 3–14.

23. Kokich VG. Managing complex orthodontic prob-
lems: the use of implants for anchorage. Semin 
Orthod 1996; 2: 153–160.

24. Meiers J C, Duncan J P, Freilich M A, Goldberg A J. 
Preimpregnated, fiber-reinforced prostheses. part 
II. Direct applications: splints and fixed partial 
dentures. Quintessence Int 1998; 29: 761–768.

25. Kumbuloglu O, Saracoglu A, Ozcan M. Pilot study of 
unidirectional E-glass fibre-reinforced composite 
resin splints: up to 4.5-year clinical follow-up. J 
Dent 2011; 39: 871–877.

26. Armitage G C. Development of a classification 
system for periodontal diseases and conditions. 
Ann Periodontol 1999; 4: 1–6.

27. Highfield J. Diagnosis and classification of periodontal 
disease. Aust Dent J 2009; 54 (Suppl 1): S11–S26.

28. Lindhe J, Ranney R, Lamster I et al. Consensus 
report: chronic periodontitis. Ann Periodontol 
1999; 4: 38.

29. Lang N P, Adler R, Joss A, Nyman S. Absence of 
bleeding on probing. An indicator of periodontal 
stability. J Clin Periodontol 1990; 17: 714–721.

30. Gonzalez S, Cohen C L, Galván M, Alonaizan F A, 
Rich S K, Slots J. Gingival bleeding on probing: 
relationship to change in periodontal pocket depth 
and effect of sodium hypochlorite oral rinse. J 
Periodontal Res 2015; 50: 397–402.

31. Lee K L, Corbet E F, Leung W K. Survival of molar teeth 
after resective periodontal therapya retrospective 
study. J Clin Periodontol 2012; 39: 850–860.

32. Harald O H. Bonded splints and bridges. In Harald 
O H, Edward J S, Andre VR (eds). Sturdevant’s Art 
and science of operative dentistry. 6th ed. pp e140–
e157. Mosby: Elsevier, 2013.

33. Nejatidanesh F, Amjadi M, Akouchekian M, Savabi 
O. Clinical performance of CEREC AC Bluecam con-
servative ceramic restorations after five years-A 
retrospective study. J Dent 2015; 43: 1076–1082.

34. Santiago S L, Passos V F, Vieira A H, Navarro M F, 
Lauris J R, Franco E B. Two-year clinical evaluation 
of resinous restorative systems in non-carious 
cervical lesions. Braz Dent J 2010; 21: 229–234.

35. Pattison A M, Pattison G L, Takei H H. The 
periodontal instrumentarium. In Newman M G, 
Takei H H, Carranza F A (eds) Carranza’s clinical 
periodontology. pp 568–593. Philadelphia, PA, WB: 
Saunders Co., 2002.

36. Ross I F. Fracture susceptibility of endodontically 
treated teeth. J Endod 1980; 6: 560–565.

37. Sagsen B, Aslan B. Effect of bonded restorations 
on the fracture resistance of root filled teeth. Int 
Endod J 2006; 39: 900–904.

38. Jiang W, Bo H, G YC, Ni LX. Stress 
distribution in molars restored with inlays or onla
ys with or without endodontic treatment: A threed-
imensional finite element analysis. J Prosthet Dent 
2010; 103: 6–12.

39. Pérez-González A, González-Lluch C, Sancho-Bru 
J L, Rodríguez-Cervantes P J, Barjau-Escribano 
A, Forner-Navarro L. Experimental strength of 
restorations with fibre posts at different stages, 
with and without using a simulated ligament. J Oral 
Rehabil 2012; 39: 188–197.

40. Goracci C, Juloski J, Schiavetti R et al. The influence 
of cement filler load on the radiopacity of various 
fibre posts ex vivo. Int Endod J 2015; 48: 60–67.

41. Murali M S, Mahesh G E, Shashidhar M P. Clinical 
evaluation of the fiber post and direct composite 
resin restoration for fixed single crowns on end-
odontically treated teeth. Med J Armed Forces India 
2015; 71: 259-264.

42. Berthold C, Auer F J, Potapov S, Petschelt A. Rigidity 
evaluation of quartz-fiber splints compared with 
wire-composite splints. Dent Traumatol 2012; 28: 65–74.

43. Puri M S, Grover H S, Gupta A, Puri N, Luthra S. 
Splinting – A healing touch for an ailing periodon-
tium. J Oral Health Comm Dent 2012; 6: 145–148.

This work is licensed under a Creative Commons Attribution 4.0 International License. The images or other third party 
material in this article are included in the article’s Creative Commons license, unless indicated otherwise in the credit 
line; if the material is not included under the Creative Commons license, users will need to obtain permission from the 
license holder to reproduce the material. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/


