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Abstract

The use of complete dentures is not free of trouble. The dentures can produce severe side effects, which if left unchecked will
produce, destabilization of occlusion, loss of retention, decreased masticatory efficiency, poor aesthetics, increase ridge
resorption, tissue injury. The problems will progress till the stage where the patient will be considered ‘prosthetically
maladaptive’ and cannot wear dentures any more. The interaction of prosthesis and oral environment has several apects. The
surface properties of the prosthesis may affect plaque formation. Surface irregularities and microporosities can enhance
microbial colonization. Plaque formation is also influenced by: design of prosthesis, health of adjacent mucosa, composition of
saliva, salivary secretion rate, oral hygiene, denture wearing habits. Thus, a prosthesis may promote infection of the underlying
mucosa, caries and periodontal diseases of the overdenture abutments, perimplantitis (inflammation of the peri-implantal
membrane), chemical degradation or corrosion of prosthesis. All these disorders produced/ accelerated in the oral tissues due to
the presence of a denture are grouped as sequelae of wearing complete dentures. Sequelae of complete denture wear can be
divided into direct and indirect types depending on the effect of the prosthesis on the tissues are discussed and hence the current
literature is reviewed.
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‘Denture induced stomatitis’, ‘Denture sore mouth’,
‘Denture  stomatitis’,  ‘Inflammatory  papillary
hyperplasia’ (or) ‘Chronic atrophic candidiasis’. It is
seen in 50% of the complete denture wearers.

According to Newton, denture stomatitis can be
classified as:

Type I: Localized simple infection with pinpoint
hyperemia.

Type II: (Erythematous type) Generalized simple type
presenting a more diffuse erythema involving a part or
the entire denture covered mucosa.

Type HI: Granular type involving the central part of the
hard palate and alveolar ridge often seen in association
with type I and II.



Sequelae of Wearing Complete Dentures

MAA Khan et. al.

Type I is usually trauma induced, type II and III are
associated with microbial plaque accumulation.
Candida associated denture stomatitis is often seen
along with angular cheilitis (or) glossitis.4

Figure: Denture Stomatitis

Diagnosis

The presence of Candida associated denture stomatitis
(CADS) is confirmed by the presence of mycelia or the
pseudohyphae in a direct smear. It can also be
diagnosed by the isolation of more than 50 candidial
colonies from the lesions. The candida usually resides
on the fitting surface of the denture.

Etiology

Patients who wear their dentures both day and night.
Trauma from the denture in addition to plaque
accumulation. Candida associated denture stomatitis is
also correlated with angular cheilitis. The infection may
start beneath the maxillary denture and later spread to
the angle of the mouth.

Management

Supportive measures

The patient is advised to store his dentures in 0.2 to 2%
chlorhexidine during the night. The patient should be
instructed to remove the denture after meats and scrub
before reinserting it. The patient is advised not to use
the dentures at night or leave it exposed to air.
Polishing of the tissue surface of the dentures should be
done routinely in order to facilitate denture cleansing.

Systemic facors
Old age, Diabetes mellius, Nutritional deficiency (Iron,
folate, Vit.B12), Malignancy (Acute leukemia),
Immune defects.

Drug therapy

Local therapy with nystatin, amphotericin B,
micorazole and clotrimazole. To reduce the risk of
relapse antifungal treatment should continue for four
weeks. When lozenges are prescribed the patient should
be instructed to retain the dentures during its use.

Surgical Management

Surgical management includes the elimination of deep
crypts in Type III denture stomatitis. This is preferably
done by cryosurgery.

Flabby Ridge

Flabby ridge are most commonly seen in the anterior
part of maxilla opposing natural mandibular anterior
teeth. Flabby ridges provide poor support for the
denture, Hence, they should be surgically removed.

Denture irritation hyperplasia

A common sequela of wearing ill-fitting dentures is the
occurrence of tissue hyperplasia of the mucosa in
contact with the denture border. The lesions are the
result of chronic injury by unstable dentures or by thin,
overextended denture flanges. The proliferation of
tissue may take place relatively after placement of new
denture and is normally not associated with marked
symptoms.“'9

Traumatic ulcers

Traumatic ulcers or sore spots most commonly develop
within 1 to 2 days after placement of new dentures. The
ulcers are small and painful lesion covered by a gray
necrotic membrane and surrounded by an inflammatory
halo with firm, elevated borders. The direct cause is
usually overextended denture flanges or unbalanced
occlusion.*

Oral cancer in denture wearers

An association between oral carcinoma and chronic
irritation of the mucosal by the denture has often been
claimed, but no definite proof seems to exist. Case
reports have detailed the development of oral
carcinomas in patients who wear ill fitting dentures.

Burning mouth syndrome

Burning mouth syndrome is a painful and often
frustrating condition. Some patients compare this to
having burned their mouth with hot drinks. The burning
sensation may affect the tongue, the roof of the mouth,
the gums, the inside of the cheeks and the back of the
mouth or throat.
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The condition sometimes is known as burning tongue
(or lips) syndrome, scalded mouth syndrome,
glossodynia and stomatodynia. Burning mouth pain is
often absent during the night but progressively increase
throughout the day and into the evening. Damage to the
cranial nerves that serve taste function is though to
decrease the inhibition of trigeminal-nerve pain fibers,
which can lead to oral burning symptoms. The medical
management of burning mouth syndrome follows the
example of other neuropathic pain conditions and
includes low dosage of benzodiazepines, tricyclic
antidepressants and anticonvulsants.

Etiology

External factors

Methyl methacrylate, Plasticizer, Free monomer,
Excessive pressure from a denture base on the incisive
papilla, Others, smoking, tobacco chewing, mouth
breathing, chronic alcoholism and tongue habits. The
continued ingesion of excessively seasoned foods.
Various oral preparations such as mouthwashes,
denture adhesive and cleansers and tooth pastes and
powders, could possibly play a part.“'15

Internal factors

Vitamin deficiency, Metabolic and circulatory
disturbance, Pernicious and iron-deficiency anemia,
Gastrointestinal disorder, Hormonal imbalance.

Psychological factors
Postmenopausal women, Nervous, Worried, Tense, Anxious.

Management of burning mouth syndrome

External factors

If methyl-methacrylate cause allergic reaction then denture
remade by other resin such polysdyrene, nylon or
polycarbonate or cast gold or chrome base may be
constructed. Free monomer which is extracted by water or
saliva disappears in a few ours when the denture is immersed
in water or worn by the patients. Excessive pressure of the
incisive papila should be relieve. Other factors such as
smoking, tobacco chewing etc. should be avoided.?

Internal factors

By flooding the body with vitamin-C (ascorbic acid),
1500 mg per day, two tablets of 250 mg taken with
each meal for a four week period. He then reduces this
dose to 750 mg per day, one tablet of 250 mg with each
meal which is continued in deﬁnitely.3

Psycholoigcal factors

Patients understanding and constant reassurance on the
part of the dentist are imperative. Psychiatric consultation,
the consultation between the dentist and psychiatrist. The
use of tranquilizer and sedatives if necessary.
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Residual ridge reduction

Residual ridge resorption is a common and often
incapacitating problem, particularly for person with
edentulous mandibles. Several studies suggest a
correlation between ridge resorption and osteoporosis.
Recent radiologic studies indicate that the mineral
density of the cortex and the bone mass in the mandible
are correlated with skeletal bone density. Most
resorption occurs in the alveolar process, whereas the
basal portion remains relatively intact. On the other
hand, radiologic measurements of bone density
primarily yield information about the basal portion,
where the bone mass of the mandible is greatest and
functional stresses of mastication may affect bone
density. Ironically, radiologic measurements may not
accurately indicate the effect of osteoporosis on
alveolar resorption. 27

Gross pathology

Residual ridge resorption (RRR) is a reduction in the
size of the bony ridge under the mucoperiosteum. It is
primarily a localized loss of bone structure. In
overlying mucoperiosteum excessive and redundant.
However, sometimes there is no redundant soft tissue
in arecas where severe bone loss has occurred.
Numerous longitudinal radiographic cephalometric
studies have provided excellent visualization of gross
patterns of this bone loss from a lateral view.32°

The six order of residual ridge form has been described as
Order I: Preextraction, Order II : Postextraction, Order
III: High well rounded, Order I'V: Knife edge, Order V:
Low well rounded, Order VI: Depressed.

The usual life history of RRR can be illustrated
diagrammatically and radiographically. Immediately
following the extraction (order II) any sharp edges
remaining are rounded off by external osteoclastic
resorption, leaving a high, well-rounded residual ridge
(order III). As resorption continues from the labial and
lingual aspects (see arrows), the crest of the ridge
becomes increasingly narrow, ultimately becoming
knife-edged. As the process continues, the knife edge
becomes shorter and eventually disappears, leaving a
low well-rounded or flat ridge (Order V). Eventually,
this resorbs, leaving a depressed ridge (Order VI).

Some proposed etiological factors of reduction of
residual ridges:

Anatomical factors

More important in the mandible versus the maxilla,
Short and square face associated with elevated
masticatory forces, Alveoloplasty.
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Mechanical factors
Abnormal parafunctional activity such as bruxism

Prosthodontic factors
Intensive  denture wearing, Unstable
conditions, Immediate denture treatment.

occlusal

Metabolic and systemic factors
Osteoporosis, Calcium and vitamin D supplements for
possible bone preservation.

T

Figure: Pattern of resorption after extraction.
=4

Figure: Pattern of resorption in mandible
on the left and maxilla on the right

Figure: Ridge resorption after 1 month, 7 month,
50 month and Mandibular ridge resorption

Abutments (caries and periodontal diseases)

The retention of selected teeth to serve as abutments
under complete dentures is an excellent prosthodontic
technique. In this simple method, a few teeth in
strategically good position are preserved and are
treated endodontically before the crown is modified.
The exposed root surface and canal are filled with
analgam or a composite restoration. In this way, even
periodontally affected teeth can be maintained for
several years in a relatively simple way.15 -24

Figure: Abutment caries.

Management of the abutment caries & periodontal
diseases

Treatment of the superficial caries of the over denture
abutments includes application of
fluoridechlorhexidine gel and polishing, and not
exclusive placement of fillings, which could result in
recurrent caries. The placement of coping that cover the
exposed dentin and root surface is indicated only where
caries is more deeply penetrating.20-27

Gagging

The gag reflex is a normal, healthy defense mechanism.
Its function is to prevent foreign bodies from entering
the trachea. Gagging can be trigered by tactile
stimulation of the soft palate, the posterior part of the
tongue, and the fauces. However, other stimuli such as
slight, taste, noise, as well as psychological factors, or a
combination of these, may trigger gagging. In sensitive
patients, the gag reflex is easily released after
placement of new dentures, but it usually disappears in
a few days as the patient adapts to the dentures. 3.4.34

Indirect sequelae

Atrophy of masticatory muscles

It is essential that oral function in complete denture
wearers is maintained throughout life. The masticatory
function depends on the skeletal muscular force and the
facility with which the patient is able to coordinate oral
functional movements during mastication. Maximal
bite forces tend to decrease in older patients.
Furthermore, computed tomography studies of the
masseter and the medial pterygoid muscles have
demonstrated a greater atrophy in complete-denture
wearers, particularly in women.5.6

Management

To some extent, the retention of small number of teeth
used as over denture abutments seems to play an
important role in the maintenance of oral function in
elderly denture wearers. Therefore treatment with over
dentures has particular relevance in view of the
increasing numbers of older people who are retaining a
part of their natural dentition later in life.28-31

Nutritional Deficiencies

Ageing is often associated with decrease in energy
needs. Old patients show a decrease in muscle mass
and decreased physical activity and reduced food
intake. Masticatory efficiency is the capacity of a
person to reduce food during mastication.8
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Nutritional Status and Masticatory Function

The four factors that relate diet selection to the
nutritional status of a patient are Masticatory function
and oral health, General health, Socioeconomic status,
Dietary habits. 310

Conclusion

General precautions, which will help prevent and
control the sequelae of complete dentures are modified
dietary habits wherein balanced diet is administered,
food particles can be mechanically broken down before
eating to reduce the burden on the oral musculature, the
dentist should try to preserve the remaining teeth as
much as possible and at least fabricate an overdenture,
regular follow up overdenture patients should be
frequently recalled to examine the status of the
abutment.
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