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° L’ enseignement de l’occlusion s’est généralisé, en France,dans les années 80;

° toutes les promotions en activité ont été initiées à cette partie de notre exercice,

° et, en particulier, au maniement  de l’articulateur;

° Or, très peu de confrères affirment se servir de cet instrument;

° sondage téléphonique dans la région rémoise: 10% ( Pr Schittly, années  80 ) ;
° enquète auprès des laboratoires de prothèse ( région montpelliéraine, thèse 
exercice Anaïs Long 2009 ); 
° étude dans la région toulousaine, ( Dr. C. Selva 2016 );
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C. Selva,A. Andrieu,F. Destruhaut,R Esclassan,E. Toulouse: Utilisation de l’articulateur au cabinet et au 
laboratoire: mythe ou réalité? :Stratégie Prothétique, 2016 vol.16,n°1; 57-62

10 %  
42,5 %

Soit : 28 %+10 %+ 42,5 %= 80,5 % 

- 14 % ne s’en servent jamais
- 59 % parfois
- 25 % souvent
- 2 % tout le temps



Arguments développés*

- chronophage ( 41%)

- matériel onéreux ( 9%)

- difficile à maîtriser ( mais seulement 34% souhaitent une formation )

- réservé aux cas complexes ( définition d’ un cas complexe?):
- restaurations étendues ( 34%);
- augmentation de la dvo ( 27%);
- occlusion particulière ( 20%);
- recréer un guide antérieur ( 12%);

c’est le prothésiste qui fait le montage sur son articulateur, sans arc facial……..
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* C. Selva,A. Andrieu,F. Destruhaut,R Esclassan,E. Toulouse: Utilisation de l’articulateur au cabinet et au laboratoire: 
mythe ou réalité? :Stratégie Prothétique, 2016 vol.16,n°1; 57-62

Dans la grande majorité des cas, 



 - fréquence d’utilisation de l’articulateur:
- modèles d’études: toujours 12,5%

                   parfois 40 %
                   jamais 47,5 %;  

       - pour les modèles de travail:
      - 75 % sont montés par le prothésiste ,
      - 5 % par le praticien;

 - fréquence d’utilisation de l’arc facial :seulement 43 % ;
 - 22 % utilisent une table de montage;

- 22 % n’utilisent pas le même articulateur que le praticien;
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*Anaïs Long: Etude prospective de l’utilisation de l’articulateur dans les laboratoires de prothèse,
 thèse d’exercice, Montpellier 2009
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*Anaïs Long: Etude prospective de l’utilisation de l’articulateur dans les laboratoires de prothèse,
 thèse d’exercice, Montpellier 2009

Mais, pour le prothésiste, l’articulateur améliore :
- la qualité des prothèses : oui à 92,5 % , 
- la communication praticien - prothésiste ( à 92,5 %) 

Il  serait utilisé plus souvent si les modèles étaient montés par le 
praticien (oui 58 %);



Constat

Si 80 % des confrères n’utilisent pas  l’arc facial et l’articulateur :
- soit  cela n’apporte rien au traitement  du patient:

- pour le diagnostic,
- pour le plan de traitement,
- pour la réalisation thérapeutique;

ALORS, L’ARTICULATEUR EST UNE LUBIE D’UNIVERSITAIRE ;

— soit  l’articulateur fait partie des données acquises de la science, 

on peut réfléchir  sur:
              - l’enseignement,

      - le manque d‘intérêt des confrères pour cet instrument :
- un effort conséquent en formation continue????
- l’éventualité de  mesures coercitives lors de contrôles, d’expertises etc……..:
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«  On peut dire que pour qu’une technique fasse partie des «données acquises de la 
science médicale », il faut :
 qu’elle ait fait l’objet d’études cliniques;
 qu’elle ait fait l’objet de publications scientifiques dans des revues à comité de lecture;
 qu’elle soit enseignée dans des Facultés de chirurgie dentaire;
 qu’elle fasse l’objet d’un consensus de la communauté scientifique,
ce dernier point ne paraissant pas facile à mettre en évidence tant sont nombreuses les 
divergences de point de vue. »*
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* Dr. P. Missika : Les données acquises de la science en implantologie, journée de la CNEJOS ( 2006)

concernant les données acquises de la science



° Enseignement dans les U.F.R. d’Odontologie;

° Consensus de la  communauté  scientifique;

° Etudes cliniques; 

 
° Publications scientifiques:  Pubmed 
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ACADEMY OF PROSTHODONTICS THE JOURNAL OF PROSTHETIC DENTISTRY 

2. Meticulous sterile surgical techniques are essential to the 
initial and long-term success of any dental implant system. 

3. Alveolar bone surrounding osseointegrated implants has the 
potential to maintain slower resorptive patterns than alveolar 
bone supporting conventional tissue-borne prostheses. 

4. Replacement teeth should not be arranged for appearance in 
a position tha t  could cause an unfavorable force distribution and 
compromise oral hygiene. 

5. Future health changes could change the prognosis for sur- 
vival of an implant  restoration. 

19. P r e r e s t o r a t i v e  t r e a t m e n t  
1. The oral structures, dentulous or edentulous, should be in a 

state of optimal health. 
2. Any systemic disorder must  be recognized and evaluated rel- 

ative to dental implant success. 
3. Before proceeding with treatment,  pat ient  response to edu- 

cational efforts should be assessed. 
4. If an interdisciplinary team provides treatment,  one mem- 

b e r - u s u a l l y  the restorative dent i s t - -mus t  supervise and direct 
treatment.  

E. P r o s t h o d o n t i c  t r e a t m e n t  
1. Dental implants may be classified as subperiosteal, endo- 

dontic, endossteal, transosteal, intramucosal inserts, supraperi- 
osteal or subperiosteal augmentation. 

2. Fixed, removable, fixed-removable, and overdenture pros- 
theses can be used with dental implants. The prosthesis must  
match the implant  capabilities. 

3. Casts for diagnosis and/or custom implant design and fabri- 
cation may be obtained by the following means 

(a) Conventional intraoral impressions 
(b) Surgical degloving followed by a bone impression 
(c) Computerized axial tomography to produce a computer- 

generated model 
4. Direct impressions of the alveolar bone must be made with 

nonirritating materials. All particles of impression material must 
be removed from the bone surface and tissue after removal of the 
impression. 

5. A totally implant-supported prosthesis does not depend on 
soft tissue for support. The impression needs only extend to 
regions necessary for landmark identification. 

6. An implant- and tissue-supported prosthesis uses soft tissue 
areas for support. Therefore, an impression should be made 
according to accepted principles for optimal support, extension, 
and stability for tissue-borne prostheses. 

7. I t  is the dentist 's  responsibility to design the implant- 
supported restoration. 

8. An immobile occlusal record base facilitates obtaining accu- 
rate and verifiable maxillomandibular relation records. 

9. Fixed, fixed-removable, removable partial, removable com- 
plete dentures, and overdentures in implant  dentistry have varied 
occlusal requirements. Occlusion should be developed to reflect 
the prosthodontic capabilities of the dentist, the available support, 
and the needs of the patient. 

10. Occlusal pat terns tha t  direct forces to the regions selected 
for stress distribution should be developed. 

11. All implant-supported restorations should seat passively 
over implant  abutments.  

12. Overdentures supported completely by implants may not 
require border extensions or palatal coverage to the same extent 
as conventional complete dentures. 

13. The pat ient  must  be informed of the need for continued 
regular maintenance. 

14. Diligent home care is necessary with periodic professional 
maintenance. 

F. M a t e r i a l s  a n d  dev ices  
1. When planning the prosthesis, the dentist  should be aware of 

the implant  type, number, design, and stress distribution to the 
surrounding tissues. 

2. Materials and techniques must be biocompatible. 
G. I n t e r i m  r e s t o r a t i o n s  
1. Immediate restorations on endosseous implants may or may 

not be placed depending on the style of implant  and philosophy of 
use. 

2. Interim restorations may consist of removable complete 
dentures, removable partial dentures, or fixed prostheses depend- 
ing on the implant  supported and the system used. 

3. Interim dentures for patients with osseointegrated dental 
implants should be periodically relined with soft lining material 
during the healing period to prevent t rauma to the implant sites. 

M A T E R I A L S  A N D  D E V I C E S  
L A r t i c u l a t o r s  
1, An articulator is a mechanical device that  represents tem- 

poromandibular joints and jaw members. Maxillary and mandib- 
ular casts may be attached to articulators. Some or all mandibular 
movements may be simulated. 

2, The ideal articulator should be capable of reproducing all the 
patient 's  jaw movements during function and parafunction. It  
should maintain the mounted relationship of the opposing casts. 

3. The use of an articulator is essential in most types of prosth- 
odontic care. 

4. An articulator is no more accurate in reproducing mandibu- 
lar movements than the records used to adjust the instrument. 

5. Articulator types can be classified as simple hinge, average 
value, sere:adjustable, fully adjustable, and fossae molded: 

6. Simple hinge articulators can be accurate in centric occlusion 
when casts are mounted at the correct vertical dimension of occlu- 
sion. Eccentric positions cannot be reproduced. Changes in the 
vertical dimension of occlusion accomplished on the articulator 
invalidate the centric occlusion. 

7. Average value articulators have the same limitations as sim- 
ple hinge articulators. However, they will permit minor changes in 
vertical dimension of occlusion if a transverse horizontal-axis 
face-bow is accepted by the articulator and utilized. Eccentric po- 
sitions only approximate the patient 's  eccentric positions. 

8. Semiadjustable articulators used with a kinematic face-bow 
and eccentric records allow (1) centric relation records to be 
mounted at an increased vertical dimension; (2) minor changes in 
vertical dimension; and (3) closer approximation of the pat ient 's  
mandibular movement at the end points of eccentric movement 
than  when an average value articulator is used. 

9. When provided with the proper kinematic records and pro- 
gramming, a fully adjustable articulator or fossae molded articu- 
lator will encompass all of the features of the semiadjustable ar- 
ticulator. It will also closely approximate the patient 's  mandibu- 
lar movement on all points along its eccentric movements. 

10. Casts mounted in an articulator provide important  data to 
analyze, diagnose, and plan treatment.  

11. Verification of the relationship of the casts mounted in the 
articulator is a prerequisite to developing accurate occlusal con- 
tacts of completed restorations. 

12. The adjustable guidances of an articulator should permit  
alteration to harmonize with the recorded and/or anticipated 
mandibular movements. 

13. The anterior guide of an articulator should be adjustable 
and/or have a provision for custom guide fabrication. 

14. A face-bow record should be used for mounting the maxil- 
lary cast on an articulator that  will accept an axis transfer. 

15. Before a prosthesis is finalized or luted in place, an occlusal 
scheme developed on any articulator should be clinically evaluated 
in the mouth. 

16. When extensive fixed occlusal restorations are planned, a 
fully adjustable articulator or technique giving equivalent accu- 
racy is desirable. 

17. The dentist  should know the limitations of the articulator 
being used and how to compensate for them. 
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8. Semiadjustable articulators used with a kinematic face-bow 
and eccentric records allow (1) centric relation records to be 
mounted at an increased vertical dimension; (2) minor changes in 
vertical dimension; and (3) closer approximation of the pat ient 's  
mandibular movement at the end points of eccentric movement 
than  when an average value articulator is used. 

9. When provided with the proper kinematic records and pro- 
gramming, a fully adjustable articulator or fossae molded articu- 
lator will encompass all of the features of the semiadjustable ar- 
ticulator. It will also closely approximate the patient 's  mandibu- 
lar movement on all points along its eccentric movements. 

10. Casts mounted in an articulator provide important  data to 
analyze, diagnose, and plan treatment.  

11. Verification of the relationship of the casts mounted in the 
articulator is a prerequisite to developing accurate occlusal con- 
tacts of completed restorations. 

12. The adjustable guidances of an articulator should permit  
alteration to harmonize with the recorded and/or anticipated 
mandibular movements. 

13. The anterior guide of an articulator should be adjustable 
and/or have a provision for custom guide fabrication. 

14. A face-bow record should be used for mounting the maxil- 
lary cast on an articulator that  will accept an axis transfer. 

15. Before a prosthesis is finalized or luted in place, an occlusal 
scheme developed on any articulator should be clinically evaluated 
in the mouth. 

16. When extensive fixed occlusal restorations are planned, a 
fully adjustable articulator or technique giving equivalent accu- 
racy is desirable. 

17. The dentist  should know the limitations of the articulator 
being used and how to compensate for them. 
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A c a d e m y  o f  P r o s t h o d o n t i c s  

P R E F A C E  TO T H E  E I G H T H  E D I T I O N  
This edit ion is the latest  of a continuing effort by the 

Academy of Prosthodontics  to update  the principles, con- 
cepts, and practices in prosthodontics.  

The seventh edit ion was a substantive update  with the 
addi t ion of s ta tements  and revision of some of the existing 
statements .  Input  for the seventh edit ion came from the 
Academy of Prosthodontics,  American Academy of Fixed 
Prosthodontics,  American Academy of Esthet ic  Dentistry,  
American Academy of Implan t  Dentistry,  American Acad- 
emy of Maxillofacial Prosthetics,  American Academy of 
Periodontology, American College of Prosthodontis ts ,  the 
Midwest  Academy of Prosthodontics,  Nor theas tern  Gna- 
thological Society, Nor theas tern  Prosthodont ic  Society, 
and the Pacific Coast Society of Prosthodontics.  

All organizations tha t  par t ic ipated  in the revision were 
asked for their  editorial  input  in this  revision. Some orga- 
nizations, such as the Academy of Prosthodontics,  sought 
input  from each member;  others worked by committee. 
Each contr ibut ing organization funded its own committee 
activities. Because the last revision was a major overhaul of 
the document  in content  and format, this revision has been 
l imited to pr imar i ly  editorial  changes. The Academy of 
Prosthodont ics  is indebted to Mrs. Jud i th  A. Farer,  a pro- 
fessional editorial  consultant,  for her work in editing this 
document.  

The Academy of Prosthodont ics  wishes to thank all of 
the par t ic ipat ing organizations for their  input.  The section 
on Legal Considerations was developed and revised by Dr. 
Bur ton R. Pollack, who is an a t torney and dent is t  and Dean 
of the School of Dental  Medicine, Sta te  Universi ty of New 
York, Stony Brook, New York. 

The purposes of the Principles,  Concepts, and Practices 
in Pros thodont ics- -1994 are: 

1. To provide a reference for the practicing prosthodontist and 
general dentist of principles, concepts, and practices that are 
currently accepted by leading prosthodontists. 

2. To assist predoctoral and postdoctoral students of prostho- 
dontics, particularly the graduate student, in assessing the 
value of various ideas that are presented during their educa- 
tional experience. 

The first s tudy 1 was prepared in 1957 under  the leader- 
ship of Drs. Luzerne G. Jordan,  F rank  M. Lott ,  and Rus- 
sell W. Tench. The six successive publicat ions 27 were pre- 
pared under  the auspices of fellows of the Academy: Drs. 
George Hughes, 0.  M. Dresen, Victor H. Sears, Leroy E. 
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Kurth,  S. Howard Payne, Chester K. Perry,  Richard 
Kingery, Victor L. Steffel, Ar thur  E. Aull, 0.  C. Applegate,  
Davis Henderson,  Henry E. Ebel,  I. Kenneth  Adisman, 
Charles Bolender,  Jack Preston,  Louis Boucher, Francis  V. 
Panno, Ar thur  O. Rahn, George E. Smutko, Ned B. Van 
Roekel, and Dale E. Smith. 

Members of the Principles, Concepts and Practices 
Committee for the eighth edit ion were Drs. Ronald H, 
Jarvis, Chairman; Dorsey J. Moore, and Aaron H. Fenton. 
Drs. Noel D. Wilkie, Richard J. Grisius, Edwin J. Riley, and 
Gerald M. Barrack were consultants  to the committee. 
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1. Prosthodontics is the branch of dentistry pertaining to the 
restoration and maintenance of oral function, comfort, appear- 
ance, and health of the patient by the restoration of natural teeth 
and/or the replacement of missing teeth and contiguous oral and 
maxillofacial tissues with artificial substitutes. 

2. Fixed prosthodontics is the branch of prosthodontics con- 
cerned with the replacement and/or restoration of teeth by artifi- 
cial substitutes that are not removable from the mouth. 

3. Removable prosthodontics is the branch of prosthodontics 
concerned with the replacement of teeth and contiguous structures 
for edentulous or partially edentulous patients by artificial sub- 
stitutes that are removable from the mouth. 

4. Maxillofacial prosthetics is the branch of prosthodontics 
concerned with the restoration and/or replacement of stomatog- 
nathic and associated facial structures by artificial substitutes that 
may or may not be removable. 

5. Implant prosthodontics is the phase of dentistry concerning 
the restorative phase following implant placement. 
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Comment prévenir les litiges en dentisterie esthétique?

M.A.C.S.F    05 12 2016

chapitre 2 : respecter l’obligation de moyens:
« Les modèles sont montés sur articulateur dans le but de confectionner un wax-up"

J.M.



Considérations médico-légales
« L’expert s’attachera aussi à valider le respect  de l’obligation de moyens (notamment 

pour la conception d’un projet thérapeutique indiqué et conforme aux données) »

J.M.
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