MINISTRY OF EDUCATION AND SCIENCE OF UKRAINE

SUMY STATE UNIVERSITY

ACADEMIC AND RESEARCH MEDICAL INSTITUTE

Eastern Ukrainian Medical Journal

116, Kharkivska st., Sumy 40007, Ukraine eumj.med.sumdu.edu.ua
e-mail: eumj@med.sumdu.edu.ua ISSN: 2663-5909 (print)/2664-4231 (online)
© 2025 by the author(s).

Thiswork is licensed under Creative Commons Attribution 4.0 International License ‘@ @ \

https://creativecommons.org/licenses/by/4.0/

How to cite: Palii T, Tsyhanok O. The “chairside” concept in the treatment of orthopedic dental pathology (literature

review). East Ukr Med J. 2025;13(2):397-406

DOI: https://doi.org/10.21272/eumj.2025;13(2):397-406

ABSTRACT

Taras Palii
https://orcid.org/0009-0005-7108-1949
Department of Dentistry, Academic and

Research Medical Institute, Sumy State
University, Sumy, Ukraine

Olexandr Tsyhanok
https://orcid.org/0000-0002-5442-1922
Department of Dentistry, Academic and
Research Medical Institute, Sumy State
University, Sumy, Ukraine

THE “CHAIRSIDE” CONCEPT IN THE TREATMENT OF
ORTHOPEDIC DENTAL PATHOLOGY (LITERATURE
REVIEW)

Introduction. Today, digital dentistry is represented by a wide
range of equipment, techniques, concepts, and services that have
emerged as a result of the introduction of modern technologies into
dental practice. This also refers to the “chairside” concept. The aim of
this study was to search for and analyse relevant data on the use of the
“chairside” concept for the treatment of orthopedic dental pathology.

Methods. The literature review was conducted using PubMed,
Web of Science, SCOPUS, and Google Scholar until 1 October 2024.
There were no restrictions on the date of publication or language of
scientific sources. Searches were conducted using the MeSH (Medical
Subject Headings) terms using the following search terms: “chairside
concept”, “chairside dentistry”, “digital dentistry”, “additive
manufacturing”. Methods used: bibliographic and analytical.

Results and discussion. The concept of “chairside” within the
framework of prosthetic dentistry is the process of restoring lost hard
tooth tissue by placing structures made directly in the clinic near the
patient. This is possible due to the use of an intraoral scanner,
modelling software and equipment for manufacturing of future
restoration. All procedures are performed in 1 session. In addition, the
advantages include: the possibility of making modifications to the
future restoration at different stages of the workflow; the survival rate
of such restorations is approximately 90%; finished restorations are
not inferior in accuracy to laboratory restorations and fully meet
clinical requirements. However, the concept has a few disadvantages,
including the need for specific equipment, limitations in the number of
restorations that can be made in 1 session, and the types of orthopedic
structures.

Conclusion. The “chairside” concept is a progressive approach to
the treatment of orthopedic pathologies, which makes the prosthesis
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possible in 1 day. However, this concept is still lacking in its
drawbacks. The “chairside” concept requires further study and
improvement.

Keywords: chairside concept, chairside dentistry, digital dentistry,
additive manufacturing.

Corresponding author: Taras Palii, Department of Dentistry, Academic and Research Medical Institute, Sumy State
University, Sumy, Ukraine, e mail: t.palij@med.sumdu.edu.ua

PE3IOME

Tapac Ianii
https://orcid.org/0009-0005-7108-1949
Kagenpa cromaronorii, HaBuanbHo-
HayKOBHI MEIUYHUN
CyMCBKMI Jep>KaBHUI yHIBEpPCHUTET,

IHCTHUTYT,
CymMmu, Ykpaina
Ouaexcanap Huranox

https://orcid.org/0000-0002-5442-1922
Kadenpa cromatomorii, HaBwampHo-

HayKOBUI MEIUYHUN IHCTHUTYT,
CyMCBbKHMI Jep)KaBHUI yHIBEPCHUTET,

Cymu, Yxpaina

BUKOPUCTAHHSA KOHIIENIII «CHAIRSIDE» B JIIKYBAHHI

OPTOIEJIUYHOI CTOMATOJIOTTYHOI MATOJIOTIIi
orJsa JITEPATYPN)

Beryn. Ha  choropmimHiii  geHb  OudpoBa  CTOMATOJNOTIS
NpE/CTaBICHA IIMPOKUM acOPTHMMEHTOM  OOJIa[HaHHS, METOMUK,

KOHLIETITIB Ta MOCIYT, SIKi 3’ SIBUJIMCH CaMe 3aB/ISIKH BBEICHHIO CyYacHHX
TEXHOJIOTiH Yy CTOMATOJIOTiYHYy HpakTHKy. Lle crocyeTbes i KoHmemil
«chairside». Meroro manoi poboTu OyB IMOIIYK Ta aHAJi3 aKTyalbHUX
AHUX IIOJI0 BHUKOPUCTAHHSA KoHIemnmii «chairside» mma mikyBaHHI
OPTOIEANIHOT CTOMATOJIOTIYHOT TTATOJOT .

Metoaun. Orsan mitepaTypu MpOBOIUBCS 3a gonmomMoror PubMed,
Web of Science, SCOPUS, Google Scholar no 1 >xoBtHs 2024 poky. He
Oys0 OOMEXEHb MO0 JaTH IyOJiKalii Yd MOBH HAyKOBHX JDKEpEl.
IMomykn mnpoBogunucs 3a tepminamu MeSH (Medical Subject
Headings) 3 BUKOpPHCTaHHSIM TaKuMX NOIIYKOBHX TepMiHiB: "chairside

concept", ‘"chairside dentistry", "digital dentistry", "additive
manufacturing".  Bukxopucrani  meromu:  OiOmiorpadiuHmii  Ta
AHAI THYHIH.

Pe3yabsTaTH Ta ix od6roBopennsi. Konnenis «chairside» B mexax
OPTONEANYHOI CTOMATOJIOTI] MPEACTaBIsIE COOOI0 IMPOLEC BiTHOBICHHS
BTPAu€HHUX TBEPJUX TKAHUH 3y0iB IIJISIXOM BCTAHOBJICHHS KOHCTPYKIIiH,
[0 BUTOTOBJICHI Oe3MmocepenHbo B KiIiHiMi, Ot marienTa. L{e MoxIuBoO
3aB[SIKM  BHKOPHCTaHHIO IHTPaOPAILHOTO CKaHepy, HpOrpaMHOTO
3a0e3meueHHs JUIsi  MOJEJIOBaHHS pecraBpaliidi Ta amapary Juis
BUTOTOBJICHHSI BIPTyaJIbHOTO MoAeni pecraBpauii. Bci mpouexypu
BiOyBatoThes 3a 1 ceanc. OKpiM 1bOTO, J0 MepeBar MOXHa BiIHECTH:
MOJKJIMBICTh BHOCUTH MOIUQiKaIlii B MaifOyTHIO pecTaBpallito Ha Pi3HIX
CTazisIX poOOYOro INpOIECY; BIKHUBAHICTh TaKMX pecTaBpalii ckiajgae
npubmzHo 90%; roroBi pecraBpamii HE IMOCTYHAOTHCS B TOYHOCTI
mabopaTOPHUM Ta TOBHICTIO 3aJ0BOJBHSIOTH KIIiHIYHI BUMOTH. ONHAK,
KOHIICIIIiI Ma€ psI HEAONIKIB, cepel SKHUX MoTpeda B HAsBHOCTI
cnenuiyHOro 00JaTHAHHS, OOMEXECHHS B KUIBKOCTI pecTaBpalfiif, 1o
MOXyTh OyTH BHUrOTOBIEHi 3a | ceaHC, Ta BHWAaX OPTOMEIUIHUX
KOHCTPYKIIiH.

BucnoBok. Konnenmis «chairside» € mporpecMBHUM MiIXOZoM B
JiKyBaHHI OPTONMEIUYHHUX TIATOJIOTIH, SKUA POOUTH MOKIMBUM
nporedyBaHHad 3a | neHb. OpHak, 0 KOHIENIIS He N030aBieHa
HenodxikiB. Konuenmis «chairside» nmotpeOye mojanpuinx BUBUCHHS Ta
BIIOCKOHAJICHHSI.

Karouosi cioBa: xoHuenuis «chairside», cromaronorist y ka0iHeTi
JiKaps, HudpoBa CTOMATOJIOTs, TEXHOJIOTisl aIMTHBHOTO BUPOOHUIITBA.

Aemop, eionogidanvuuii 3a aucmysannn: Tapac I[lanii, Kageopa cmomamonocii, Haguanvho-naykosuii meoudnui
incmumym, Cymcokuil deporcasnuil ynieepcumem, Cymu, Yrpaina, e-mail: t.palij@med.sumdu.edu.ua
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ABBREVIATIONS

MeSH — Medical Subject Headings
DT — digital technologies

DD - digital dentistry

IOS — intraoral scanners

INTRODUCTION

Humanity has long since passed the point in history
when digital technologies (DT) were something
unusual, unknown, and unimaginable. Step by step, DT
has been and continues to be closely intertwined with
various aspects of life, professions and sciences, thus
creating something new. Digital dentistry (DD) is no
exception. A feature of this area of dentistry is the use
of DT at any stage of interaction with the patient,
beginning with the initial examination and ending with
the final visit [1]. Examples: preparation, diagnostics,
planning and forecasting of future results of the chosen
treatment plan [1, 2, 3,4, 5, 6, 7, 8, 9]; manufacturing of
models, individual impression spoons, temporary and
permanent structures, splints, mouth guards, aligners [5,
10, 11, 12, 13, 14]; plastic surgery of soft and hard
tissues, reconstructive surgery (bone augmentation,
replacement of defects and fragments of bones of the
maxillofacial apparatus with printed biocompatible
objects, etc.) [1, 5, 15, 16]. These are just a few
examples of the use of DT, and they all have one thing
in common: facilitating both the work of a doctor and
improving the quality of services provided.

Despite numerous innovations over the past few
decades, the time spent on dentist — dental technician, as
well as doctor — patient interaction, remains a burning
Manufacturing of
restorations takes several visits, as the dentist makes
impressions and sends them to a dental laboratory. The
pursuit of ways to shorten the workflow without
affecting the quality of the final structure has given rise
to a new concept, the “ideology” of which is prosthetics
in one visit. It is called “chairside”.

The aim of the work: search, accumulation and
analysis of relevant data based on a review of literature

issue. and fixation indirect

sources on the use of the “chairside” concept for the
indirect restoration of lost hard tooth tissues.

MATERIAL AND METHODS

A literature review was carried out to identify
publications on application of the “chairside” concept
for the indirect restoration of lost hard tooth tissues. The
bibliographic research was conducted between May 1
2024 and October 1 2024 to analyse the most recent
evidence. Searches using the MeSH (Medical Subject
Headings) terms were conducted using synonyms and
combinations of the following search terms: “chairside
concept”, “chairside dentistry”, “digital dentistry”,
“additive manufacturing”. In addition to the electronic

search, an analogical search was carried out in the
bibliographic references of the selected articles. Used
methods: bibliographic and analytical.

RESULTS AND DISCUSSION

Chairside Dentistry, or the “chairside” concept as a
phenomenon, appeared more than 40 years ago [8]. This
term has synonyms less scientific and more advertising-
oriented, but conveying the meaning correctly, so they
are used abroad both in the scientific community and in
advertising:  “Same Day Crowns”, Day
Dentistry” and “Single Visit Dentistry”. Different
names, yet the essence is the same — prosthetics in one
visit [8, 17], with the doctor personally managing the
entire process, from start to finish [10].

Despite the fact that the first systems, such as

“Same

Chairside Economical Restoration of Esthetic Ceramic
(CEREC), appeared in the 1980s [18], this principle did
not immediately receive wide support from clinicians —
the procedure for scanning teeth took a long time;
intraoral scanners (IOS) had limitations in accuracy
[19]; only inlays and onlays could be manufactured [1,
8, 20], while first crown was printed 15 years later [1].
However, the idea itself gave (boost) to the further
development of the DD. The elements of this system
were developed and improved both as independent units
and by intersecting with each other [9, 11, 20]. When
these elements reached an accuracy that met clinical
requirements, researchers and clinicians returned to the
chairside concept, armed with new data and capabilities
[1, 18, 21, 22].

The components of the “chairside” concept are:

1. I0S;

2. Software;

3. Equipment that directly produces the object [1, 9].

The cycle of the “chairside” system has the
following sequence. The patient comes to the clinic and,
if prescribed and conditioned, has his teeth milled. After
the tooth/teeth preparation, the operator scans the upper
and lower dentition, compares their three-dimensional
models in the central occlusion position. After checking
the digital the doctor or assistant
preliminarily designs, checks, and marks the boundaries
of the future restoration. The next step is to send the file
to the equipment located in the clinic [9]. The most
common format is STL (stereolithography, Standard

impression,

Triangle Language) [19, 23]. After manufacturing (in
the same clinic) [24], the future restoration is corrected
and modified if necessary [25], additionally baked,
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polished [26] and fixed. If the clinic does not have the
necessary equipment, the doctor sends the file to a dental
laboratory and can receive the finished restoration within
48 hours, even if the laboratory is in another city [27].

Intraoral scanning. Digital impressions obtained are
created by optically measuring the shape of the surface of
the patient’s teeth or tissues directly in the mouth. The
data obtained through IOS is synthesised into a three-
dimensional model using software. To make changes to
this model (modelling, editing, creating restorations),
other software is required [9].

There are two large groups of scanners: for use in the
clinic (intraoral) and in the dental laboratory (extraoral).
In the ‘“chairside” context, it is the IOS that is used.
Firstly, it is specially designed for interaction with
patient. Secondly, it has a more realistic reproduction of
the situation in the oral cavity than an extraoral scanner
[28].

IOS is divided into two subgroups: with the use of
special powders (the scanning surface is coated) and
powder free. Most modern scanners are those that do not
require additional tools [9].

What difficulties do a doctor and a patient face during
such a manipulation as classic impression taking? Why
did clinicians start looking for an alternative? Classic
procedure is stressful and psychologically challenging, as
the patient has to sit with the mouth open for a while,
fighting the urge to close it, swallow saliva, or perform
any other action. The process can also be complicated by
a gag reflex [7, 9]. This may affect the quality of the
models and increase the chance of repeated manipulation.

Scanning is devoid of this drawback. This is primarily
due to the minimal contact of the scanner with the
patient’s oral tissues. The chance of a gag reflex and the
risk of infection to the patient are reduced for the patients
[9]. Working time also plays a crucial role. The procedure
for obtaining digital impressions takes almost as much
time [7] or even less than the conventional impression
taking [8, 19, 29], what is more pleasant for patients [7, 8,
9,10, 19, 21].

The quality of digital impressions is equal to the
quality of impressions obtained by the traditional method
or demonstrates even greater accuracy [1, 8, 21, 30, 31].
The same statement will be true when comparing
extraoral and 10S [32].

If we talk about the characteristics of 10S, the devices
on the market are on the same quality level. There are
flagships among them, indeed, but most devices have a
minimal difference in accuracy [33].

Software. The role of software as a connecting link
for the interaction of the two previous elements is
difficult to overestimate. After all, the disclosure of their
potential directly depended on the available functions of
the software [34].

Software for modelling dental constructions has
virtual tooth form libraries, which are used as templates;
then operators adjust and modify them according to the
clinical situation of each individual patient [1, 8, 35, 36].

It should be noted that there are several digital tools
that make it possible to customise designs for each
individual case.

These include:

e Bioreference — the design of the future
restoration takes into account the anatomical
features of the teeth on the opposite side [23]
(if any);

® Biocopy — an exact reproduction of the tooth(s)
before the intervention [14, 37, 38];

e Biogeneric — the software analyses the
morphology of existing teeth to predict the
correct form and function [39, 40, 41].

It is fair to say that each new generation of software
becomes smarter, more user-friendly [1, 8, 11] and is
constantly updated with new digital tools [8, 14, 21, 35,
36, 41, 42].

Equipment for the manufacturing of restorations in
the clinic. Historically, scientists and researchers have
been working on both equipment for the manufacturing
of restorations and its improvements, as well as
materials used for this purpose[18].

Milling is a widespread technology for manufacturing
(prosthetic) structures [11]. A block of material, under
water cooling, is processed according to the specified
parameters by burs that move in three planes around it,
thereby cutting out a structure of the required shape and
size [8]. The blocks differ in shape (rectangular, oval) and
size (for the manufacture of a single structure (crown or
bridge) or several structures) [8, 38].

Milling machines can be large-sized (for industrial
production/dental laboratories) compact (for
manufacturing structures in a medical facilities). The
size of the equipment is directly proportional to the
capacity of the units [8, 43].

Zirconium dioxide was the first material used to
manufacture prosthetic structures in this way, because

and

zirconium restorations combine the advantages of metal
restorations, namely minimal invasive tooth preparation
and ease of cementation; low thermal conductivity, as in
all-ceramic even higher aesthetic
characteristics [44].

Today, there are entire groups of materials used for
restorations in the clinic, some of them have several
subgroups and great number of representatives in the
dental market [18, 22, 45].

In the last 10 years, the technology of additive

crowns, and

manufacturing/rapid prototyping (AM/RP) has emerged.
Structures are literally “printed”, which is why AM has
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become an alternative to milling [1]. It is already
possible to print a zirconia restoration [46] that will
meet clinical requirements and will be no worse than a
milled one [1].

As a result of processing the collected data, the
authors concluded that there is a growing scientific
interest in the use of 3D printing for dental purposes.
After obtaining positive results in a pilot study of the
accuracy of printed inlays [47], the authors pointed out
the need for further research.

Due to the growth in the use of AM in general, the
popularity of RP in dentistry has also increased [15,48].
Most of printers are used in dental laboratories, as AM
products are useful at any laboratory stage: printing
models, prototypes for casting, metal frames, temporary
and permanent crowns, etc.

The printing capabilities of dental products, such as
the number of units, speed, accuracy, etc., are limited

only by the printing technology that is used.
Representatives: ~ Stereolithography, Digital Light
Projection, Fused Deposition Modelling, Selective

Laser Sintering, Photopolymer Jetting, Powder Binder
Printer, Computed Axial Lithography, and others [46].

Unlike milling machines, 3D-printers have a wider
range of applications: prototypes of future structures,
frameworks for fixed and removable dentures, temporary
and permanent restorations, post-and-cores, surgical
guides, templates, replica dental models and models for
training [1, 5, 11, 15, 38, 46, 48, 49, 50, 51, 52].

In the context of the comparison between milling
and AM, we present data from several studies. A recent
article claims that printed crowns are slightly lower in
accuracy than milled structures, which have a better
marginal fit layer [53].
Subsequently, another group of researchers published
data showing that 3D printing yields better results than
milling [54].

The concept of “chairside” and non-standard
clinical situations. The uniqueness of DT lies in the
possibility of implementation of creative approaches to
solving clinical problems not only in the field of

and a thinner cement

prosthetics, but also in other areas of dentistry [11, 21].
Here are just some examples of clinical cases where the
“chairside” concept is used in an original way:

o A clinician could not accurately determine the
required shade for a future restoration. Therefore,
he printed a model with different shades in the
clinic, experimented with dyes, and after
choosing the right one, he sent the data to the
laboratory. The resulting restorations did not
require any changes[55];

o A patient came to the clinic to have a single tooth
covered with a crown. But the situation was
complicated by the fact that this tooth was used

for the fixation of bugle prosthesis. The doctor
decided to scan the tooth before preparation, and
after preparation and re-scanning, he made an
exact copy. The result was positive: the quality
of fixation of the bugle prosthesis remained
unchanged, which indicates the accuracy and
effectiveness of DT[56];

After performing a pulpotomy, the doctor placed
biomaterial at the bottom of the cavity and,
instead of a filling or restoration, fabricated an
endocrown and fixed it during the same visit.
Within 12 months, there were no symptoms of
pulpitis or other complications. Also, comparing
the X-rays in the dynamics, the formation of
protective dentin was noted [12].

The
removing a tumour located on the lower jaw.
Due to its size, it was necessary to perform
resection and reconstruction of hard tissues for
further rehabilitation of the patient. To study the
anatomical features in detail, plan and prepare

doctors were faced with the task of

for the operation, a three-dimensional model of
the jaw was created and printed. The next step
was to compare the prototype with the surgical
template, which was used to plan the surgery
[15].

There is data about the success of manufacturing
restorations in one visit for an entire quadrant of
teeth. The experiment was successful, and the
patient expressed a desire to undergo this
procedure for other quadrants of teeth [57].

Advantages and disadvantages of working according
to the “chairside” concept
The advantages include:

Accuracy. “Chairside” restorations do not
inferior in the accuracy of marginal fit and
strength [54, 58] to those made in a dental
laboratory. Other studies indicate that “clinical”
restorations can be even more accurate, as the
decisive factor is clinical experience, not
experience with CAD (Computer-aided design)
[59]. The doctor determines and corrects the
occlusion, the density of the contact points [24]
and the edges of the future restoration [60]. Such
restorations fully met clinical requirements [21,
61, 62] and ISO standards [63].

Survival rate. According to available data, 95—
98.66% of structures successfully perform their
function during the first 7 years of operation [64,
65, 66, 67, 68, 69], and 85-95% — for 10 years or
more [10, 65, 70, 71].

Redistribution of time and resources. The use of
this technology saves time [72], optimises the
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workflow and increases the doctor's “efficiency”
[7,73, 74].

e Production time. All designs are made during the
day, in the clinic, in a single visit [8, 10, 72].

e Convenience. Chairside procedures are user and
patient friendly. [7, 8, 9, 10, 19, 21].

Despite its advantages, the “chairside” concept has a

number of disadvantages. These include:

o Lack of esthetics. Dental technicians, due to their
specialty, have more experience in modelling
than clinicians, and therefore create more
aesthetically pleasing restorations. At the same
time, the clinical experience [59], the availability
of wvirtual libraries [1, 8, 35, 36] and the
possibility of involving the patient at the
designing process [1, 25, 35], play an important
role.

o Complications. More than 90% of “chairside”
restorations successfully perform their function,
but there is a certain percentage of failures. This
is due to various complications: The fracture of
the restorations or/and the teeth they are fixed
on; removal of structures due to hard and soft
tissue damage (caries and endodontic problems);
the shape of the restoration and the group of
teeth; decontamination and increased sensitivity
after fixation of the restoration; increased
abrasion of antagonists [64, 65, 66, 67, 68, 69,
71, 75, 76, 77], which is also common for
constructions, which are manufactured according
to the conventional protocols.

e Marketing. 1t is necessary to be critical of any
product on the dental market, as marketing
techniques are also used in the medical field. Not
always the declared characteristics are true. In
the context of the “chairside” concept, the

following examples are given: sometimes
“novelties” perform worse than materials that
have long proven themselves [78]; some

materials for the manufacturing of restorations
has been on the dental market for only a few
years, and there is no reliable data on the long-
term results of its use [18]; polishing tool kits
designed specifically for working with temporary
printed crowns do not always produce the results
stated by the manufacturer [79].

Obstacles in applying the
There are a number of obstacles and limitations that
clinicians face when trying to implement DD. These
include:

1.  Material support. In order to be able to

“chairside” concept.

manufacture structures in a clinical setting, appropriate
equipment is needed, namely: IOS; a computer with the

capacity to process and work with the array of data
obtained through digital impressions and work with
virtual models; licensed software; milling machine/3D
printer; sintering oven and consumables; grinding and
polishing kit; equipment maintenance, calibration; space
for storage and use of equipment, etc.[80]

All these elements are essential. Without any
position, it is impossible to fully work according to the
“chairside” concept. And each element has its own
price. So, significant investments are required to get
started [9, 10, 11, 43]. Sometimes, this is the reason
why doctors do not use CAD/CAM capabilities [81].

2. Lack of virtual modelling skills. 1t should be
remembered that regardless of the technology used, the
accuracy and quality of the final restoration depends on
the clinical skills, the operator's skill [82] and his ability
to use CAD/CAM capabilities to achieve the optimal
clinical result. According to researchers, a minimum of
12 scans [83] and the same number of modelling
procedures are required to start getting positive results.
It should be noted that the type of IOS chosen and the
quality of the scan do not matter if the residual tooth is
inadequately prepared [84];

3. Adaptation period. A dentist who decides to
use digital dentistry should make the necessary changes
in their practice [10], as well as spend time learning the
intricacies of the production process and software [85].
A good example is an intraoral scanning session.
Initially, this manipulation takes a lot of time, but with
experience, scanning two jaws will take a few minutes
[9]. That is, it takes a certain period of time to master
the technology;

4.  Unsatisfactory production capacity. Clinical
milling machines and 3D-printers
production capacity than the equipment of dental
laboratories. Depending on the model, it is possible to
produce up to 3 units in 1 session in a clinical setting,
while in the laboratory this figure is much higher (20
units per 1 milling session) [43]. On the other hand, a
doctor can make and fix a structure in a day, and if
doctor cooperate with a laboratory, the process will take

have lower

several visits.

5. Internal psychological barriers. Fears about
possible negative consequences due to the refusal of the
usual format of work, fear of the unknown, difficulty in
mastering digital tools [74], the size of the equipment,
uncertainty about the chosen colour, staining, strength
and durability of the restorations [10].

CONCLUSIONS

The “chairside” concept is a modern and progressive
approach to the treatment of prosthetic pathologies,
which makes prosthetics possible in one day. This is
confirmed by the published research and scientific
papers. However, this concept is not without its
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drawbacks. To start working with it, you need to meet a
number of conditions related to the material base and
changes in the usual work schedule. The range of designs
is limited, as well as the number of units that can be
produced in a single session. The chairside concept
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