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A B S T R A C T 

Loss of teeth is by far the most common dental problem that the patients face. 

Caries, periodontal diseases, trauma, congenital abnormalities which lead to teeth loss are aften 

accompanied by loss of surrounding hard and soft tissues. Following case report shows replacement of 

missing mandibular incisors with Andrew’s bridge . Esthetics, function, phonetics and oral hygiene 

maintenance are all considered during prosthesis planning. 

 

 

Introduction  

Loss of teeth is by far the most common dental 

problem that the patients face. 

Caries, periodontal diseases, trauma, congenital 

abnormalities which lead to teeth loss are aften 

accompanied by loss of surrounding hard and soft 

tissues. 

The dentist is left with two choices: surgical correction 

and prosthetic correction. 

Surgical correction of these defects followed by fixed 

prosthesis seems to be most tempting treatment choice. 

However, local and systemic conditions of patient 

don’t always allow surgical correction. 

Prostetic correction of these defects pose a special 

challenge. Conventional Fixed partial denture and 

implant supported firxed prostheis can not replace 

large amount of surrounding structures. 

Removable partial denture can not be used when 

adjacent abutments are periodontally compromised. 

To satisfy the functional and esthetic demands of the 

patient as well as to make the prosthesis long lasting 

from biomechanical point of view, a fixed removable 

prosthesis is the best prostshetic option in such a 

clinical scenario . 

 

Dr. James Andrews of Amite Louisiana (Institute of 

Cosmetic Dentistry, Amite, LA, USA) first introduced 

a fixed-removable prosthesis. 
[1]

 It is also called as 

Andrew's Bridge which consists of a fixed retainer and 

removable pontics. 
[2] 

 

Following case report shows replacement of missing 

mandibular incisors with Andrew’s bridge . Esthetics, 

function, phonetics and oral hygiene maintenance are 

all considered during prosthesis planning. 
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Clinical report 

A 45 year old female patient reported to the hospital 

with the chief complaint of missing mandibular 

anterior teeth. 

Patient gave history of extraction of teeth one year ago 

due to mobility. 

Intraorally all mandibular incisors were missing. 

Residual ridge was Siebert’s class III.
3
 Bilateral 

canines showed gingival recession. On radiographic 

examination, bone loss was observed around both 

canines. 

Patient was explained about all treatment options. 

With patient’s consent, Andrew’s bridge was planned 

for the patient. 

 

Procedural steps 

1. Diagnostic mounting was done on Hanau wide 

articulator (Teledyne Water Pik, Fort Collins, 

Colorado, USA) with facebow transfer.( 

figure 1,2,3) 

2. Diagnostic mock up was done to determine the 

extent of tooth preparation required. 

3. Clinically, tooth preparation was done for lower 

canines. ( figure 4) 

 

4. Chemico-mechanical method of gingival 

retraction was used. 

5. Impression was made in addition silicone 

medium body viscosity in a custom tray. ( 

figure 5) 

6. Impression was poured in type IV dental stone 

and mounted on articulator after die cutting 

7. Wax pattern were fabricated for PFM 

prosthesis. Pre fabricated plastic bar pattern  

(RHEIN 83-OT BAR MULTIUSE, Vijai 

dental, Chennai, India ) was cut to the 

accurate length and waxed to the patterns. ( 

figure 6) 

8. It was made sure tat 2-3 mm space remains 

between undersurface of the bar and ridge 

crest. 

9. Pattern was cast and metal try in was 

performed. ( figure 7). 

10. Once fit of the casting was checked intraorally, 

ceramic build up and removable prosthesis 

fabrication was done. 

11. The bar and PFM crowns assembly was 

cemented with glass ionomer cement ( GC 

Fuji luting cement). ( figure 8) 

12. The undercut under the bar was blocked out 

with wax and the retentive bar clip was 

relined intraorally in cold cure acrylic resin. 

13.  The patient was trained in placing and removal 

of the prosthesis. Interdental brush was 

prescribed for oral health maintenance under 

the bar. ( figure 9,10) 

 

 

Figures: 

 

FIGURE 1 
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FIGURE 2 

 

FIGURE 3 

 

 

FIGURE 4 

 

 

 

 

 

 

 

FIGURE 5 

 

 

 

FIGURE 6 

 

FIGURE 7 

 

 

 

FIGURE 8 

 

 

 

 

 

 

FIGURE  9 
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FUGURE 10 

Discussion: 

The most commonly seen defects are the combined 

Class III defects (56% of cases), followed by 

horizontal defects Class I (33 % of the cases). 4 

Vertical defects were reported to be found in 3% of the 

patients. 5 Large vertical and horizontal bone defects 

pose a prosthodontic challenge as it is difficult to 

restore esthetics and function along with the complete 

closure of the defect. Such clinical conditions are not 

successfully treated by conventional fixed or 

removable prosthesis.  

 

Advantages of Andrews Bridge system:  

1. Andrew's system provides maximum esthetics 

and optimum phonetics in cases involving 

considerable supporting tissue loss, jaw defects 

and when the alignment of the opposing arches 

and/or esthetic arch position of the replacement 

teeth create difficulties.  

2. It can be removed by the patient thereby 

providing access for maintaining hygiene 

around the abutments and surrounding tissues.  

3. The pontic assembly can   be relined as the 

ridge resorbs. 
6
 

4. Compared to a conventional RPD, the fixed-

removable partial denture is more stable 

because it is totally tooth borne, and the 

occlusal forces are directed more along the long 

axes of the abutment teeth. 
6
 

5. Since the prosthesis is retained by a bar retainer, 

the normal perception of taste is maintained as 

the flange need not to be extended palatally for 

support.  

6. Surgical correction of the defects using grafts 

and placement of implants is an expensive 

treatment plan for some patients. Surgical 

procedures also require patient's consent and 

compliance.  

7. Andrew's Bridge has been adapted to implant 

prosthesis very well. 
7,8

 

8. Andrew's Bridge provides a better therapeutic 

and emergency treatment. 
9
 

Limited reports of the failure of such prosthesis are 

found in the literature. The failures are mainly due to 

inadequate soldering. However, this was completely 

eliminated by attaching retainers to the bar in a single 

casting.
10 

The patient was comfortable with the final 

outcome and had pleasing esthetics and phonetics.  

 

Summary: 

Andrews Bridge system is a fixed-removable 

prosthesis that is indicated in patients with few 

missing teeth and large localized ridge defects. This 

functionally fixed prosthesis successfully replaces the 

missing teeth along with complete closure of the 

defect, restores speech and esthetics.  
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