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Abstract: The aim of this study is to determine the minimum required thickness of a monolithic
zirconia crown in the mandibular posterior area for patients with bruxism. Forty-nine full zirconia
crowns, with seven different occlusal thicknesses of 0.4, 0.5, 0.6, 0.7, 0.8, 0.9, and 1.0 mm, were made by
using a computer-aided design/computer-aided manufacturing system (CAD/CAM). Seven crowns
in each group were subjected to cyclic loading at 800 N and 5 Hz in a servohydraulic testing machine
until fracture or completion of 100,000 cycles. Seven finite element models comprising seven different
occlusal thicknesses of 0.4, 0.5, 0.6, 0.7, 0.8, 0.9, and 1.0 mm were simulated using three different
loads of vertical 800 N, oblique 10 degrees 800 N, and vertical 800 N + x N torque (x = 10, 50,
and 100). The results of cyclic loading tests showed that the fracture resistance of the crown was
positively associated with thickness. Specimen breakage differed significantly according to the
different thicknesses of the prostheses (p < 0.01). Lowest von Mises stress values were determined for
prostheses with a minimal thickness of 1.0 mm in different loading directions and with different forces.
Zirconia specimens of 1.0 mm thickness had the lowest stress values and high fracture resistance and
under 800 N of loading.

Keywords: monolithic zirconia crown; thickness; dental implant prosthesis; cyclic loading; finite
element analysis

1. Introduction

Bruxism is a parafunctional activity that includes grinding or clenching masticatory behavior.
It might be induced by genetic factor [1,2], central and pathophysiologic, psychosocial, and peripheral
factors, or a combination of these [3]. It may occur while awake or asleep with a heavy bite force
(BF) and sometimes leads to problematic tooth wear or temporomandibular disorders (TMD) [4-7].
In awake bruxism, more episodes involve clenching; whereas in sleep bruxism, approximately 90% of
episodes involve grinding [8]. Bruxism is always combined with a large BE, which has been taken
as a critical indicator of masticatory efficiency. In general, BF is regulated by the muscular, skeletal,
nervous, and dental systems. BF might be affected by race, age, sexual dimorphism, the posture of the
subject’s head, interocclusal separation, occlusal contact area, and location of the measuring device on
the dentition [9]. Bite movement could be classified as voluntary or involuntary. Raadsheer et al. found
that the voluntary normal BF was 386.6 N in women and 545.7 N in men. The voluntary maximal BF
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measured was 576 N in women and 888 N in men [10]. Involuntary bite movement always occurred in
sleep bruxism along with tooth wear, root fracture, and prosthesis failure.

An implant-supported fixed partial dental prosthesis is being established as a treatment option
for patients who are partially edentulous. After osseointegration, mechanical stresses and strains
of hard tissue and prosthesis materials have been considered a critical challenge in the success of
implants and implant prostheses [11,12]. Campos et al. [13] published that the points to bear reiteration
of clinical materials is affected by materials, failure mode, flaw state, layer thicknesses, and cement.
Yuan et al. [14] mentioned that overload from occlusion may cause biomechanical complications of an
implant prosthesis, such as bone loss, loss of abutment retention, fracture of ceramic, and dislodging of
prosthesis. Sheridan et al. [15] suggested that following the clinical guidelines, such as improving force
direction along the long axis of implant, reducing force magnification by increasing prosthesis contact
area, and increasing the support area of implant prosthesis, would be helpful in clinical cases. When an
implant prosthesis is used for bruxism cases, it would accommodate a large load from clenching or
grinding movements. A dentist could figure out the etiology by consulting the patient’s physician and
then derive a method of designing either a high load-bearing dental prosthesis or one that uses the
stress relief method. Previously, clinicians have always used a full metal prosthesis to help patients
with bruxism symptoms [5-7]. Ceramic restoration is popular because of its excellent optical properties.
However, ceramic restoration failures are an undesired outcome. De Souza Melo et al. [16] stated
that the complex relationship between the occurrence of restoration failure and occlusal overload
remains unclear.

Yttria-stabilized tetragonal zirconia polycrystal (Y-TZP) has attracted research attention owing
to its biocompatibility, mechanical properties, and excellent natural appearance compared with
metal restoration, as reported by Piconi and Maccauro; it possesses relatively high flexural strength
(1000 MPa), elastic modulus (215 GPa), and fracture toughness (6-10 MPa-M/2) compared with other
ceramics [17]. Zhang et al. [18] reported that radial cracking of ceramic flat-layer specimens induced
by spherical indenters on their top surfaces is highly correlated to the thickness of the ceramic layer.
Hamburger et al. [19] found that the fracture risk of ceramic materials is highly dependent on layer
thickness. Deng et al. [20] compared different ceramic materials and revealed that the fully dense
zirconia (Y-TZP) with low thickness (0.1-1.0 mm) had relatively higher critical load (100-1000 N)
compared to other ceramic materials. Researchers and dental technicians suggest that the minimum
thickness of zirconia for natural dentition should be 0.5 mm [21]. Alghazzawi et al. [22] demonstrated
the ability of computer-aided design/computer-aided manufacturing (CAD/CAM) zirconia laminate
veneers with a 0.3-0.5 mm reduction to withstand higher loads before fracturing compared with
glass-ceramic. Lan et al. [23] suggested that an implant prosthesis of monolithic zirconia crown with
a thickness of 0.8 mm is recommended to allow errors occurred during operation. Kelly et al. [24]
suggested using the finite element method (FEM) and stiffer substrate to solve for stresses as a
function of load. Hsueh et al. [25] changed with the thickness ratio between the veneering and
framework materials and used the FEM to determine that the location of maximum tensile stress.
Nejatidansh et al. [26] showed the promising clinical performance of a zirconia-based single crown on
both tooth and implant abutments up to a seven-year follow-up. On the other hand, Zhou et al. [27]
found that prostheses in bruxers had a higher failure rate than in patients without bruxism by using
a meta-analysis to evaluate the relationship between implant failure and bruxism. One expected
benefit of monolithic zirconia crowns would be a decrease in clinical ceramic prosthesis failures [28],
especially in patients with insufficient interdental distance; however, articles that present clinical
recommendations for bruxism are rare.

The survival rate of implant prostheses is also affected by occlusion. Due to lacking periodontal
ligament, researchers suggest avoiding large occlusal tables, excessive premature contacts, and steep
cusp inclinations [14]. With maximum intercuspation (MICP), a reasonable clinical approach would be
examining no contact when an occlusion record is light, and light contact (30 um) when an occlusion
record is heavy [29]. Furthermore, Hsu et al. [30] reviewed and revealed the guidelines for implant
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occlusion in patients with a bilateral free end or who are completely edentulous and found that there
must be contact in the MICP position regardless of light or maximum intensity. This condition indicates
less cushion space and more contact in MICP. Reconciling the large force to lower stress could not
only help in adhering to the occlusion guideline but also supplement the cushion with an occlusal
stabilization splint, or night guard [31].

Porcelain fused to zirconia has good esthetic appearance but is easy to fracture. Porcelain chipping
or delamination might be due to mismatch in thermal expansion coefficient between veneer and
zirconia core [32]. Therefore, using a monolithic zirconia crown for a posterior implant prosthesis is
expected to become increasingly popular [33]. Patients with bruxism have a choice to select esthetic
and high-strength prostheses. However, interdental space, loading direction, and loading type affect
the success of the prosthesis. Lan et al [23] revealed that an implant prosthesis of monolithic zirconia
crown with a thickness of 0.7 mm could afford the natural BF of 300 N and showed the lowest stress
value. The null hypothesis of this study was that the monolithic zirconia specimens with thickness of
0.7 mm could afford the heavy BF and showed the lowest stress one. Therefore, the aim of this study is
to determine the minimum required thickness of a monolithic zirconia crown in the posterior region
for patients with bruxism.

2. Materials and Methods

2.1. Specimens Preparation

A monolithic zirconia crown in the molar area was designed to set on an implant abutment.
The sample size was estimated by G power analysis; seven test groups were assumed, an effective
size of 0.76, the probability of x-error of 0.05, and the power of 0.95. The sample size was thus
determined to be seven per group. Forty-nine complete zirconia specimens comprising different
occlusal thicknesses of (0.4, 0.5, 0.6, 0.7, 0.8, 0.9, and 1.0 mm) were designed by using the CAD/CAM
technique. All specimens were milled by the same open computer numerical control (CNC) system
milling machine (ARDENTA CNC MILL, C5100-5A, ARIX, Tainan, Taiwan) by using one commercial
Y-TZP zirconia block, brand V (made in Bad Sackingen, Germany) and densely sintered at 1450 °C for
2h

2.2. Cyclic Loading Test

The specimens were set on the implant die without a cement space but with adequate friction
retention. Figure 1 shows that the antirotation surface design of the dental implant abutment was
helpful to stabilize the prosthesis. Seven specimens in each group were tested vertically with a
frequency of 5 Hz and load of 800 N in a servohydraulic testing machine (Instron M8810, Instron Ltd.,
Norwood, MA, USA) until fracture or completion of automatic stopped after 100,000 cyclic counts.
To simulate the cycle of bruxism, the computer program was used to maintain a consistent force during
the test cycle. The indentation stress-strain relation for contact with the spheres is well-defined by the
classic Hertzian theory for ideally elastic, homogeneous bulk materials using of Young’s modulus E
and Poisson’s ratio v. The Hertzian solution [34-36] has the linear form

a= Vrd (1)
where g is the radius of contact area, r is the radius of indent, and d is the depth.
P = 3F/2ma? ()

P = (4E*/3m)(a/r) 3)

where F is the load, P is the maximum contact pressure, and E* is an effective modulus.

E*=1/[(1 = v1?)/E1 + (1 = v2?)/E5] )
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where E; and E; are Young’s modulus of indenter and specimens, and v, and v, are the Poisson’s
ratios associated with each body.

Figure 1. (A) Schematic of zirconia specimen. Thickness d on implant abutment indented by a
cylindrical indenter with a contact area of radius a at load F. (B) Zirconia specimen with holder and
indenter to simulate the bruxism movement by the servohydraulic testing machine.

2.3. Finite Element Method

Dental implant abutment models were constructed using a CAD software (SolidWorks 2010,
SolidWizard Corporation, Concord, MA, USA). Seven FEMs with different occlusal thicknesses
of 0.4, 0.5, 0.6, 0.7, 0.8, 0.9, and 1.0 mm were constructed to simulate the posterior molar region.
All models were combined through Boolean operations by using CAD software (Pro/ENGINEER
Wildfire 2.0; Parametric Technology Corp., Boston, MA, USA). The Young’s modulus and Poisson
ratio of Ti-6Al-4V [37] were 110 GPa and 0.33, respectively. The Young’'s modulus and Poisson ratio of
zirconia [38] were 220 GPa and 0.3, respectively.

The materials used in the models were assumed to be isotropic, homogeneous, and linearly elastic.
The 3D FEM of the 0.4 mm thickness abutment consisted of 169,722 elements and 240,446 nodes to mesh
by 10-node tetrahedral elements. Four loads, vertical (V) 800 N, V 800 N + torque (T) 10 N, V 800 N +
T 50N, and V 800 N + T 100 N, were applied on the occlusal surface of specimens, and four directions
of oblique 10° 800 N loads were applied to the marginal ridge of the specimens. All the directions of
the nodes on the mesial and distal borders of the implant-prosthesis complex were constrained by
the boundary condition. The maximum von Mises stress values were detected from the specimens in
different loading directions.

2.4. Statistical Analysis and Microstructural Observation

Kruskal-Wallis test was used to compare data, and statistical program (SPSS Statistics for
Windows, v20; IBM Corp., Armonk, NY, USA) was used to determine the Spearman correlation.
The microconditions of the specimens were monitored using scanning electron microscope (SEM)
imaging (JSM-6360; JEOL, Tokyo, Japan).

3. Results

3.1. Cyclic Load Test

Table 1 shows the mean cycle numbers until fracture were 5.4, 12.4, 27.1, 1869.3, 10,346.9,
and 50,853.4 for 0.4, 0.5, 0.6, 0.7, 0.8, and 0.9 mm specimens, respectively. Obvious breakages that
separated specimens into two to three fragments were noted (Figure 2A-E). Two of seven 0.9-mm
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specimens (Figure 2F) and all 1.0-mm specimens had no visible fracture lines after 100,000 cycles.
Specimen thickness and number of cycles had a strong positive association (r = 0.966, Table 1).
Specimen breakage was moderately strongly associated with crown thickness (r = 0.659). Whether a
specimen was broken or not was significantly different when comparing thickness and cycle number
(p <0.05).

Table 1. Results of different occlusal thicknesses of zirconia specimens after cycling test under vertical
800 N loading.

Thickness (mm)  Total Cycle Number Mean + SD  Specimen Number (n) Broken (+) or not (-)

0.4 54+4623 7 (+)
0.5 12445132 7 (+)
0.6 271+ 16.1 2 7 (+)
0.7 1869.3 + 2227 2 7 (+)
0.8 10,346.9 + 11,239.32 7 (+)
0.9 50,853.4 + 29,037.0 5(+)/2 (=)
1.0 100,000 © 7 (=)

p value * <0.01 <0.01

Different superscript letters in a column indicate statistical significance among groups (p < 0.05; post hoc Turkey test);
100,000 cycles stand for total number of cycles that specimens not broken () under vertical loading set. Specimen
number (n) broken (+) means n specimens broken under 800 N loading. * Kruskal-Wallis test (K independent
sample). Spearman’s correlation coefficients for zirconia specimen broken or not with different thicknesses (r = 0.659);
Spearman’s correlation coefficients for total cyclic number with different thicknesses (r = 0.966). SD: standard
deviation. *P< mean among class variation.

Figure 2. Specimens with equal thickness after testing. (A) The 0.4 mm specimen is broken at the corner
of the top, and the axial wall has an obviously broken line on the wall. (B) The 0.5 mm specimen is
broken on the corner of the top and at the axial wall. (C) The 0.6 mm specimen has fractured segments.
(D) The 0.7 mm specimen has two fractured segments. (E) The 0.8 mm specimen has three fractured
segments, broken in similar areas as the 0.4, 0.5, 0.6, and 0.7 mm specimens. (F) The 0.9 mm specimen
has an intact morphology. Two of the seven specimens are intact.

3.2. Finite Element Analysis

Stress induced by forces applied in different directions will concentrate in the corner area of
occlusal-axial wall of the specimens. The maximum von Mises stress values (EQVs) were higher
with oblique loading compared with other loading types. The peak EQV decreased with increasing
thickness under vertical 800-N loading, with 1.0 mm showing the lowest value of 31.26 MPa (Figure 3a).
Figure 3b shows the stress distribution of different thicknesses under oblique 10° 800-N loading on the
marginal axial area of the specimens, and the 1.0-mm thick specimens had the lowest value at 1636
MPa. Figure 4 portrays the stress distribution of hybrid loading (V 800 N + T10 N, V800 N + T 50 N,
and V 800 N + T 100 N) with different thicknesses (0.4-1.0 mm). The peak EQVs were concentrated
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in the corner area of the occlusal-axial wall of the specimens. As long as the torque force increased,
the peak stress value increased, and the 1.0 mm specimens had the lowest value. When vertical loading
was combined with torque force, greater torque had higher peak EQV, except for the 0.7-mm specimens
(Figure 5). Additionally, when the thickness was greater than 0.5 mm, the peak EQV from V 800 N + T
100 N was higher than V 800. When the thickness was 1.0 mm, all of the peak EQVs from the hybrid
loading were higher than V 800. Furthermore, with different directions of oblique loading, the peak
value from oblique L was lower than those from the other loading directions, and the 1.0-mm thick
specimens had the lowest value among the different oblique loading directions (Figure 6).

1636

1.0T
14023
11687
93501
701 35
46769
23402
036212

Figure 3. Distribution of stress in zirconia specimens. (a) The vertical load of 800 N from the lingual
view. (b) Oblique 10-degree load of 800 N on the mesial marginal ridge. From left to right are the
following loading models: top first row 0.4 T, 0.5 T, 0.6 T, and 0.7 T; top second row 0.8 T, 0.9 T, and 1.0
T; T: thickness (mm). D: distal. M: mesial. L: lingual.
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Figure 4. Distribution of stress in zirconia specimens. (a) Vertical load of 800 N with torque of 10 N.
(b) Vertical load of 800 N with torque of 50 N. (c) Vertical load of 800 N with torque of 100 N. From left to
right are the following loading models: 0.4 T,0.5T,0.6 T, 0.7 T, 0.8 T, 0.9 T, and 1.0 T; T: thickness (mm).
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Figure 5. Comparison of von Mises stress values (EQVs) in zirconia specimens with seven thicknesses
under vertical (V) 800 N, V 800 N + torque (T) 10 N, V 800 N + T 50 N, and V 800 N + T 100 N.
The lowest value occurred when the thickness was 1.0 mm. V: vertical, T: torque.
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Figure 6. Comparison of EQVs in zirconia specimens with seven thickness under four different oblique
10-degree loading directions with 800 N force. The lowest value occurred when the thickness was
1.0 mm under lingual side loading. L: lingual, B: buccal, M: mesial, D: distal.

3.3. Microstructure of Zirconia Block after Cyclic Loading Test

Figure 7 shows the SEM microstructure of the fractured zirconia segment after loading. Figure 7A
shows beach marks that indicate the progressive fatigue failure of the zirconia specimen. The final
fracture line was visible alongside the beach marks when a brittle failure of the material occurred
(Figure 7B). Figure 7C revealed the full densification and sufficient sintering of the zirconia occurred,
and some small pores existed at grain and grain boundaries.
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Figure 7. Scanning electron microscope images showing fracture conditions from broken segments.
(A) Beach marks from the 0.4 mm fracture segments (original magnification, 200, 100 um, WD 9.9 mm).
(B) Cracks observed from the 0.5 mm fracture segments (original magnification, 10,000, 1 um,
WD 8.9 mm). (C) Intact surface of the zirconia specimens (original magnification, 20,000x, 1 pm,
7.6 mm).

4. Discussion

Lawn et al. [39,40] demonstrated a linear relationship between ceramic specimen critical thickness
and critical load. It showed that ceramic layer thickness much lower than 1.0 mm will most likely
result in radial cracking from the lower surface. The present study revealed that the fracture strength
of a zirconia specimen increased with thickness. Two of seven specimens with a thickness of 0.9 mm
and all specimens with a thickness of 1.0 mm maintained an intact visible surface after 800 N cyclic
loading. These results reject the null hypothesis and cause reasonable speculation that a thickness of
0.9 mm would be a turning point of fracture resistance in bruxism.

The FEM showed that the trend of peak stress value decreased with increased thickness.
The 1.0-mm thick model showed the lowest peak stress values for all loading types. Crowns with a
thickness of 0.9 mm showed a similar trend except for the oblique L (lingual) loading. The 0.4-mm
thick model showed the lowest fracture strength and relatively higher peak EQV compared with the
other thicknesses. Among the four oblique loading conditions, the peak value of EQVs of the crown
from the lingual side was lower than the other side. This difference is attributed to the contact area of
the prosthesis, with the radius of the contact area from the lingual side being greater than the others.
The radius of the contact area negatively affected the stress under constant loading. Lan et al. [23]
showed that thicknesses exceeding 0.7 mm had a high fracture resistance and lowest stress values
under 300, 500, and 800 N loading. The present study showed a similar trend even with a different set
of testing machines and FEM loading type.

Grinding and clenching are the most popular parafunction behaviors of bruxism. Tooth surface
loss from bruxism might be divided into only functional cusp loss, called vertical bruxism, and full
cusp loss, called horizontal bruxism [41]. Clenching always comes along with a large occlusal force
and sometimes has signs of tooth wear, such as vertical, horizontal, or combined tooth surface loss.
Grinding makes an obvious noise when sleeping, and it might affect tooth surface loss in a horizontal
or oblique direction depending on the different grinding level. To place a posterior dental prosthesis in
a patient with a history of bruxism, a clinician should consider the restorative materials and occlusion.
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Figure 5 shows the peak EQVs for four loading types, V800 N, V800 N + T10 N, V800 N + T 50 N,
and V 800 N + T 100 N, on different thickness (0.4-1.0 mm). When the loading was simply from the
vertical direction, it simulated clenching, and peak stress decreased with increased thickness. When the
loading combined vertical force and torque, it simulated clenching and grinding. The peak value from
V 800 N + T 100 N was higher than vertical force alone when the thickness was greater than 0.5 mm.
The 1.0-mm thickness would be beneficial for use in clinical posterior implant zirconia prostheses in
patients with bruxism due to the lowest peak EQV in all directions.

Clenching occurs by repetitive jaw-muscle activity with large loading, and grinding could expand
the wear area of dentition. First, to reduce stress, the patient would be recommended to consult a
neurologist, psychiatrist, or other physician. Second, after confirming cooperation from the medical
field, the dentist should consider the biomechanical and biomaterial aspects of the treatment. It might
always do more with less from the other specialist’s diagnosis and assistance. Third, fully densification
and sufficient sintering of the zirconia was selected to construct the strength and long-term service life.
Finally, correct interdental space calculation and routine follow-up would result in a beneficial situation.

Stress distribution should be a critical factor with bruxism. When the antagonist is a natural
tooth, shock absorption is mainly provided by the periodontal ligament and partially by other organs,
such as the alveolar bone. During clinical examination, a plausible technique is having light prosthetic
contact (30 um) when the occlusion record is heavy, while having no contact when occlusion record
is light [13]. The new zirconia prosthesis would follow the wearing pattern of the antagonist and
avoid premature and small contact areas to reduce peak stress concentration. Zirconia thickness
would be suggested to be at least 1.0 mm, as proven by the present study. When the antagonist is an
implant-prosthesis, the guidelines for implant occlusion in patients with bilateral free-end or who are
completely edentulous are that there must be contact in MICP whether there is light or maximum
intensity. The stress buffer would be provided only by the alveolar bone. The new prosthesis would
allow for a less steep cusp inclination, wide cusp contact, and a small occlusal table on a wide implant
body. The occlusal splint is recommended for daily using in these two conditions. Additionally,
periodic active follow-up is needed, and radiographic and clinical observations and comparisons
are imperative.

5. Conclusions

The fracture resistance of different thickness of zirconia by low-temperature sintering for dental
use were studied using a servohydraulic testing machine, the FEM, and SEM. The fracture resistance
revealed whether the specimen had broken or not (0.4-0.8 mm: all specimens had broken; 0.9 mm:
two out of seven specimens were intact; 1.0 mm: all specimens were intact). The finite element analysis
showed the 1.0-mm thickness specimens had the lowest peak EQV with different loading directions.
Moreover, the zirconia followed the sintering temperature with proper densification of grain to bear
long-term load from the microstructure findings.

Author Contributions: Conceptualization, T.-H.L. and C.-Y.P; Data curation, C.-Y.P. and P-H.L.; Formal analysis,
T-H.L. and P-H.L.; Investigation, T.-H.L., C.-Y.P,, P.-H.L. and M.M.C.C,; Software, C.-Y.P. and P.-H.L.; Supervision,
T.-H.L.; Writing—original draft, T.-H.L.; Writing—review & editing, T.-H.L., C.-Y.P, P-H.L. and M.M.C.C.

Funding: The authors gratefully acknowledge the support of NSYSU-KMU JOINT RESEARCH PROJECT
(NSYSUKMUP014, NSYSUKMU103-P003) and partial support of Southern Taiwan Science Park Bureau, Ministry of
Science and Technology (CZ-01-01-05-105).

Conflicts of Interest: The authors declare no conflict of interest.



Materials 2019, 12, 1623 10 of 11

References

1. Fang, H.; Tu, S.; Sheng, J.; Shao, A. Depression in sleep disturbance: A review on a bidirectional relationship,
mechanisms and treatment. J. Cell. Mol. Med. 2019, 23, 2324-2332. [CrossRef] [PubMed]

2. Barclay, N.L.; Gregory, A.M. Quantitative genetic research on sleep: A review of normal sleep, sleep
disturbances and associated emotional, behavioural, and health-related difficulties. Sleep Med. Rev. 2013, 17,
29-40. [CrossRef]

3. Murali, R,; Priyadarshni Rangarajan, A.M. Bruxism: Conceptual discussion and review. J. Pharm. Bioallied
Sci. 2015, 7, S265-5270. [CrossRef] [PubMed]

4. Mehta, S.; Banerji, S.; Millar, B.; Suarez-Feito, ].-M. Current concepts on the management of tooth wear: Part
2. Active restorative care 1: The management of localised tooth wear. Br. Dent. | 2012, 212, 73-82. [CrossRef]
[PubMed]

5. Mehta, S.B.; Banerji, S.; Millar, B.J.; Suarez-Feito, ].-M. Current concepts on the management of tooth wear:
Part 1. Assessment, treatment planning and strategies for the prevention and the passive management of
tooth wear. Br. Dent. ]. 2012, 212, 17-27. [CrossRef]

6.  Mehta, S.B.; Banerji, S.; Millar, B.J.; Suarez-Feito, ].-M. Current concepts on the management of tooth wear:
Part 3. Active restorative care 2: The management of generalised tooth wear. Br. Dent. | 2012, 212, 121-127.
[CrossRef]

7. Mehta, S.B.; Banerji, S.; Millar, B.J.; Suarez-Feito, ].-M. Current concepts on the management of tooth
wear: Part 4. An overview of the restorative techniques and dental materials commonly applied for the
management of tooth wear. Br. Dent. ]. 2012, 212, 169-177. [CrossRef]

8. Blanco Aguilera, A.; Gonzalez Lopez, L.; Blanco Aguilera, E.; Dela Hoz Aizpurua, J.; Rodriguez Torronteras, A.;
Segura Saint-Gerons, R.; Blanco Hungria, A. Relationship between self-reported sleep bruxism and pain in
patients with temporomandibular disorders. J. Oral Rehabil. 2014, 41, 564-572. [CrossRef] [PubMed]

9.  Drragoglu, D.; Alptekin, K.; Cifter, E.D.; Gliglii, B.; Karan, A.; Aksoy, C. Relationship between maximal bite
force and tooth wear in bruxist and non-bruxist individuals. Arch. Oral Biol. 2011, 56, 1569-1575. [CrossRef]

10. Raadsheer, M.; Van Eijden, T.; Van Ginkel, F; Prahl-Andersen, B. Contribution of jaw muscle size and
craniofacial morphology to human bite force magnitude. J. Dent. Res. 1999, 78, 31-42. [CrossRef]

11. Naert, I; Quirynen, M.; van Steenberghe, D.; Darius, P. A study of 589 consecutive implants supporting
complete fixed prostheses. Part II: Prosthetic aspects. J. Prosthet. Dent. 1992, 68, 949-956. [CrossRef]

12.  Schwarz, M.S. Mechanical complications of dental implants. Clin. Oral Implants Res. 2000, 11, 156-158.
[CrossRef]

13. Campos, R.E.; Soares, P.V.; Versluis, A.; Junior, O.B.d.O.; Ambrosano, G.M.; Nunes, LF. Crown fracture:
Failure load, stress distribution, and fractographic analysis. |. Prosthet. Dent. 2015, 114, 447-455. [CrossRef]

14.  Yuan, J.C.C.; Sukotjo, C. Occlusion for implant-supported fixed dental prostheses in partially edentulous
patients: A literature review and current concepts. J. Periodontal Implant Sci. 2013, 43, 51-57. [CrossRef]

15. Sheridan, R.A.; Decker, AM.; Plonka, A.B.; Wang, H.L. The role of occlusion in implant therapy:
A comprehensive updated review. Implant Dent. 2016, 25, 829-838. [CrossRef]

16. de Souza Melo, G.; Batistella, E.A.; Bertazzo-Silveira, E.; Gongalves, TM.S.V,; de Souza, B.D.M.;
Porporatti, A.L.; Flores-Mir, C.; Canto, G.D.L. Association of sleep bruxism with ceramic restoration
failure: A systematic review and meta-analysis. |. Prosthet. Dent. 2018, 119, 354-362. [CrossRef] [PubMed]

17.  Piconi, C.; Maccauro, G. Zirconia as a ceramic biomaterial. Biomaterials 1999, 20, 1-25. [CrossRef]

18. Zhang, Y.; Chai, H.; Lawn, B.R. Graded structures for all-ceramic restorations. J. Dent. Res. 2010, 89, 417-421.
[CrossRef]

19. Hamburger, J.; Opdam, N.; Bronkhorst, E.; Huysmans, M. Indirect restorations for severe tooth wear:
Fracture risk and layer thickness. J. Dent. 2014, 42, 413-418. [CrossRef] [PubMed]

20. Deng, Y.; Lawn, B.R.; Lloyd, I.K. Characterization of damage modes in dental ceramic bilayer structures.
J. Biomed. Mater. Res. 2002, 63, 137-145. [CrossRef]

21. Denry, L; Kelly, J.R. State of the art of zirconia for dental applications. Dent. Mater. 2008, 24, 299-307.
[CrossRef] [PubMed]

22. Alghazzawi, T.F; Lemons, J.; Liu, P-R.; Essig, M.E.; Janowski, G.M. The failure load of CAD/CAM generated

zirconia and glass-ceramic laminate veneers with different preparation designs. . Prosthet. Dent. 2012, 108,
386-393. [CrossRef]


http://dx.doi.org/10.1111/jcmm.14170
http://www.ncbi.nlm.nih.gov/pubmed/30734486
http://dx.doi.org/10.1016/j.smrv.2012.01.008
http://dx.doi.org/10.4103/0975-7406.155948
http://www.ncbi.nlm.nih.gov/pubmed/26015729
http://dx.doi.org/10.1038/sj.bdj.2012.48
http://www.ncbi.nlm.nih.gov/pubmed/22281629
http://dx.doi.org/10.1038/sj.bdj.2011.1099
http://dx.doi.org/10.1038/sj.bdj.2012.97
http://dx.doi.org/10.1038/sj.bdj.2012.137
http://dx.doi.org/10.1111/joor.12172
http://www.ncbi.nlm.nih.gov/pubmed/24750430
http://dx.doi.org/10.1016/j.archoralbio.2011.06.019
http://dx.doi.org/10.1177/00220345990780010301
http://dx.doi.org/10.1016/0022-3913(92)90557-Q
http://dx.doi.org/10.1034/j.1600-0501.2000.011S1156.x
http://dx.doi.org/10.1016/j.prosdent.2015.02.023
http://dx.doi.org/10.5051/jpis.2013.43.2.51
http://dx.doi.org/10.1097/ID.0000000000000488
http://dx.doi.org/10.1016/j.prosdent.2017.07.005
http://www.ncbi.nlm.nih.gov/pubmed/28967401
http://dx.doi.org/10.1016/S0142-9612(98)00010-6
http://dx.doi.org/10.1177/0022034510363245
http://dx.doi.org/10.1016/j.jdent.2013.10.003
http://www.ncbi.nlm.nih.gov/pubmed/24120523
http://dx.doi.org/10.1002/jbm.10091
http://dx.doi.org/10.1016/j.dental.2007.05.007
http://www.ncbi.nlm.nih.gov/pubmed/17659331
http://dx.doi.org/10.1016/S0022-3913(12)60198-X

Materials 2019, 12, 1623 11 of 11

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Lan, T.H.; Liu, PH.; Chou, M.M.; Lee, H.E. Fracture resistance of monolithic zirconia crowns with different
occlusal thicknesses in implant prostheses. J. Prosthet. Dent. 2016, 115, 76-83. [CrossRef]

Kelly, J.R.; Rungruanganunt, P.; Hunter, B.; Vailati, F. Development of a clinically validated bulk failure test
for ceramic crowns. J. Prosthet. Dent. 2010, 104, 228-238. [CrossRef]

Hsueh, C.H.; Thompson, G.; Jadaan, O.M.; Wereszczak, A.A.; Becher, PE. Analyses of layer-thickness effects
in bilayered dental ceramics subjected to thermal stresses and ring-on-ring tests. Dent. Mater. 2008, 24, 9-17.
[CrossRef]

Nejatidanesh, F.; Moradpoor, H.; Savabi, O. Clinical outcomes of zirconia-based implant-and tooth-supported
single crowns. Clin. Oral Investig. 2016, 20, 169-178. [CrossRef]

Zhou, Y.; Gao, J.; Luo, L.; Wang, Y. Does Bruxism Contribute to Dental Implant Failure? A Systematic Review
and Meta-Analysis. Clin. Implant Dent. Relat. Res. 2016, 18, 410-420. [CrossRef] [PubMed]

Hansen, T.L.; Schriwer, C.; @ilo, M.; Gjengedal, H. Monolithic zirconia crowns in the aesthetic zone in heavy
grinders with severe tooth wear-An observational case-series. J. Dent. 2018, 72, 14-20. [CrossRef]

Kim, Y.; Oh, TJ.; Misch, C.E.; Wang, H.L. Occlusal considerations in implant therapy: Clinical guidelines
with biomechanical rationale. Clin. Oral Implants Res. 2005, 16, 26-35. [CrossRef]

Hsu, Y.T,; Fu, ].H.; Al-Hezaimi, K.; Wang, H.L. Biomechanical implant treatment complications: A systematic
review of clinical studies of implants with at least 1 year of functional loading. Int. ]. Oral Maxillofac. Implants
2012, 27, 894-904. [PubMed]

Komiyama, O.; Lobbezoo, F.; De Laat, A.; lida, T.; Kitagawa, T.; Murakami, H.; Kato, T.; Kawara, M. Clinical
management of implant prostheses in patients with bruxism. Int. ]. Biomater. 2012, 2012. [CrossRef]
[PubMed]

Chai, H.; Lee, ].].-W.; Mieleszko, A.].; Chu, S.J.; Zhang, Y. On the interfacial fracture of porcelain/zirconia and
graded zirconia dental structures. Acta Biomater. 2014, 10, 3756-3761. [CrossRef] [PubMed]

Bona, A.; Pecho, O.; Alessandretti, R. Zirconia as a dental biomaterial. Materials 2015, 8, 4978-4991. [CrossRef]
Timoshenko, S.; Goodier, J. Theory of elasticity, 2nd ed.; McGraw-Hill: New York, NY, USA, 1951; pp. 372-377.
Lawn, B.R. Indentation of ceramics with spheres: A century after Hertz. J. Am. Ceram. Soc. 1998, 81,
1977-1994. [CrossRef]

Hanaor, D.A.; Gan, Y.; Einav, I. Contact mechanics of fractal surfaces by spline assisted discretisation. Int. J.
Solids Struct. 2015, 59, 121-131. [CrossRef]

Collings, E. Physical Metallurgy of Titanium Alloys; ASM American Society for Metals: Metals Park, OH, USA,
1984; pp. 201-209.

Green, D.J.; Hannink, R.H.; Swain, M.V. Transformation Toughening of Ceramics; CRC Press: Boca Raton, FL,
USA, 1989; pp. 126-138.

Lawn, B.R.; Deng, Y.; Thompson, V.P. Use of contact testing in the characterization and design of all-ceramic
crownlike layer structures: A review. J. Prosthet. Dent. 2001, 86, 495-510. [CrossRef]

Lawn, B.R.; Pajares, A.; Zhang, Y.; Deng, Y.; Polack, M.A; Lloyd, LK.; Rekow, E.D.; Thompson, V.P.
Materials design in the performance of all-ceramic crowns. Biomaterials 2004, 25, 2885-2892. [CrossRef]
McNeill, C. Science and Practice of Occlusion; Quintessence Publishing: Batavia, IL, USA, 1997; pp. 437-456.

® © 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http://creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1016/j.prosdent.2015.06.021
http://dx.doi.org/10.1016/S0022-3913(10)60129-1
http://dx.doi.org/10.1016/j.dental.2006.12.009
http://dx.doi.org/10.1007/s00784-015-1479-3
http://dx.doi.org/10.1111/cid.12300
http://www.ncbi.nlm.nih.gov/pubmed/25726844
http://dx.doi.org/10.1016/j.jdent.2018.01.013
http://dx.doi.org/10.1111/j.1600-0501.2004.01067.x
http://www.ncbi.nlm.nih.gov/pubmed/22848892
http://dx.doi.org/10.1155/2012/369063
http://www.ncbi.nlm.nih.gov/pubmed/22701484
http://dx.doi.org/10.1016/j.actbio.2014.04.016
http://www.ncbi.nlm.nih.gov/pubmed/24769152
http://dx.doi.org/10.3390/ma8084978
http://dx.doi.org/10.1111/j.1151-2916.1998.tb02580.x
http://dx.doi.org/10.1016/j.ijsolstr.2015.01.021
http://dx.doi.org/10.1067/mpr.2001.119581
http://dx.doi.org/10.1016/j.biomaterials.2003.09.050
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Specimens Preparation 
	Cyclic Loading Test 
	Finite Element Method 
	Statistical Analysis and Microstructural Observation 

	Results 
	Cyclic Load Test 
	Finite Element Analysis 
	Microstructure of Zirconia Block after Cyclic Loading Test 

	Discussion 
	Conclusions 
	References

