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Abstract: Minimizing the problems related with complete denture treatment comprises of a triad that consists of 

the dentist, the patient and the dental laboratories. Every patient is unique, different in his own way from every other 

patient and, hence, there will be different achievement levels. Postplacement denture problems have been classified 

as incompatibility with the surrounding oral environment, problems with mastication, disharmony with functions like 

speech, respiration and deglutition, dissatisfaction with aesthetics and deterioration of soft tissues or bony support. 
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INTRODUCTION: 

Globally, approximately 30% of 

people 65 years of age and older have no 

natural teeth [1]. Although the percentage of 

edentulism has decreased over the last 20 

years in most developed countries, this is not 

the case in developing countries, where the 

rate of complete edentulism is still increasing 

[2]. For many years, edentulism was treated 

with complete conventional dentures to 

provide esthetics and function. However, 

even satisfactory dentures are considered 

poor substitutes for natural teeth. 

A variety of factors are involved in 

the designing of complete dentures and no 

factor can be ignored as it can lead to a 

complete failure of the denture causing post-

placement problems.1 There is a wide 

spectrum of problems associated with 

denture placement.[3]Patients adapt to the 

new dentures with time. Hence the first few 

days following the placement of complete 

dentures are critical for the patients [4]. 

III.LITERATURE REVIEW 

This paper makes an attempt to deal 

with the reason and possible solution for the 

common and uncommon post-placement 

complete denture complaints. The most 

frequent complaints of patients wearing 

complete dentures are mucosal irritation, 

insufficient retention and stability, food 

accumulation under the dentures, difficulties 

in speech, masticatory inefficiency, 

unattractive appearance, fractured denture 

and debonding of teeth. 

►Mucosal Irritation  

The mucosa should be free from 

irritation, otherwise the functions will be 

impaired.8 A typical location of denture 

irritation is either the non-mobile oral  

mucosa or the regions where the mucosa is 

mobile during functional movements[5-8]. 

Mucosal irritations appear mainly due to two 

reasons - compression beyond physiological 

limits and movement of denture during 

function. This is often seen at the frenulum, 

muscular attachment regions, the hamular 

notch area, mandibular retro-mylohyoid area 

and buccal area [9, 10]. 
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Mucosal irritation may be due to 

faulty jaw relations or faulty arrangement of 

teeth,  decreased or increased vertical 

dimension; instability caused by  incorrect 

centric relation, premature contact in centric 

occlusion, or by arrangement of posterior 

teeth buccal to the residual alveolar ridge. 

Mucosal irritation may also occur as a result 

of overextended borders and can be rectified 

by reduction of the borders [3,7,8,11,12] 

►Insufficient stability and retention 

Patients very often complain about 

loose or ill fitting dentures which may be due 

to lack of retention or stability. If the patient 

complains of looseness always, there may be 

an obvious retention fault, whereas if the 

patient complains of looseness but the 

dentures resist a direct pull, lack of stability 

may be suspected. Faulty occlusal contacts 

also result in movement of denture and 

perceived as lack of stability and retention. 

Mandibular denture is often the focus of 

frequent patient complaints such as 

instability, pain, and inability to chew 

[9,13,14,15]. 

Retention of ageing prostheses can be 

improved by including use of denture 

adhesives, relining, rebasing and the use of 

end-osseous dental implants. In a quality-of-

life study[15,16] patient ratings showed that 

denture adhesives may cause an 

improvement in the denture wearer’s 

perceptions regarding retention, stability, and 

quality of life; however, there is limited 

evidence that masticatory function may be 

improved by adhesives. 

►Food Accumulation under the 

Dentures  

Food accumulation under the 

mandibular dentures could be minimized by 

correct position of the tongue by the patient. 

Wright and co-authors suggested that the 

ideal resting position of the tongue is to keep 

the apex of the tongue in proximity to lingual 

surfaces of the mandibular anterior denture 

teeth, with the lateral surface touching the 

posterior teeth of the denture [17].The less 

adept the patient is in stabilizing the 

prosthesis during function, greater the 

denture movement and greater the quantity of 

food particles that would collect beneath the 

dentures. Unilateral chewing causes greater 

denture movement, so bilateral chewing is 

recommended. 

►Difficulties in Speech  

Although the majority of patients 

adapt to new dentures within weeks, some 

patients report difficulties during speech. 

Tongue plays a major role in converting a 

sound into an intelligible phoneme. Phonetics 

may be evaluated by palategraphy. This test 

consists of evaluating contact between the 

tongue and the palate through phonetics 

[18,19] Kong and Hansen [20,21] 

demonstrated the need to personalize the 

palatal contour of a maxillary denture in 

relation to tongue as this procedure can 

reduce the period for adaptation to the 

prosthesis. The length, form and thickness of 

the lingual flange of the mandibular denture 

is also critical in speech [1,8,22]  

Adaki et al  showed that there was 

relative improvement of speech with rugae 

incorporated dentures. Among these, 

customized rugae dentures showed better 

results than arbitrary rugae dentures. 

Improper position of the maxillary anterior 
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teeth could also lead to difficulties in 

speech.7 Repositioning the anterior teeth 

could help to overcome the problem [13,23]. 

Masticatory Inefficiency  

The masticatory effectiveness of 

complete denture wearers is only between 

16% and 50% of dentate participants[10-16]. 

It seems illogical, therefore, to compare the 

masticatory process of denture wearers with 

that of participants with natural teeth. 

Haraldson et al defined masticatory 

ability as an individual’s own assessment of 

his or her masticatory function, whereas 

masticatory efficiency is defined as the 

capacity to reduce food during mastication. 

In clinical prosthodontics, masticatory 

performance can be measured either 

subjectively, as individual perception, or 

objectively.  

An individual’s perception of their 

masticatory performance is assessed using a 

questionnaire with food lists or indices to 

evaluate different types of food. Different 

scales have been suggested for this purpose. 

Objective evaluation can be achieved either 

by repeatable laboratory tests or occlusal 

force measurements.  

Compromised masticatory function 

can directly influence dietary selection which 

in turn, can negatively affect general health, 

increasing the risk of diseases such as 

gastrointestinal complaints,35 cancer, and 

cardiovascular disease.However, whether 

masticatory ability assessed by the 

individual’s perception differs from 

masticatory efficiency quantified by 

objective methods is still unclear. 

A period of 6-8 weeks is necessary to 

establish new memory patterns for the 

masticatory muscles  In a study by Goiato et 

al.[24] patients experienced improved 

masticatory efficiency after one year with 

their new dentures. Koshino et al [25] 

concluded that the basal area of the denture 

foundation greatly influenced the masticatory 

efficiency, suggesting that the masticatory 

efficiency in complete denture wearers was 

limited by their own residual ridges and 

patients should be informed about the 

limitation of the recovery of masticatory 

ability before the beginning of denture 

treatment. Patients mostly assume that any 

difficulty caused during mastication is due to 

faulty dentures. 

►Unattractive Appearance  

Patients generally want teeth which 

are lighter in shade and smaller in size. The 

patient should be educated regarding good 

dental aesthetics. Patient should be informed 

that natural teeth darken with age and light-

shaded teeth look more artificial than darker 

ones. Inform the patient that the teeth will be 

less translucent.  

A dentist must attempt to create an 

appropriate smile and appearance that suits 

the patients’ physical character and aesthetic 

needs.18 Instead of imposing our aesthetic 

choices on the patient, the patient’s spouse 

and or children should be included in 

decision making as they are the ones who 

would appreciate the patient’s smile [22,26] 

Debonding of Teeth  

Debonding of teeth may result from 

wax remaining between the surface of the 

artificial tooth and the denture base acrylic 

resin and forming an insulating layer during 

acrylic resin pressing.24 Insufficient pressure 

during packing and excessive trimming of the 
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teeth while arrangement to accommodate 

heavy ridges could also be the reasons for 

debonding. 

Uncommon Complaints  

Patients register an amazing variety 

of complaints against complete dentures, but 

some of the complaints are not as common as 

others. These include whistling, swallowing 

difficulty, loss of taste sensation, altered 

taste, dislodgment of dentures on taking 

fluids, drooling at the corners of the mouth, 

cheek biting, xerostomia, nausea and gagging 

and tingling of the lower lip[28].  

Swallowing Difficulty  

Pain during swallowing is often 

caused by overextended peripheral 

extensions such as an overextended posterior 

palatal seal area or overextended retro-

mylohyoid flange and compression on the 

superior constrictor. This may also be caused 

by an increased vertical dimension [7, 8, 12, 

13, 28]. Reducing the overextension or the 

vertical dimension should solve the problem. 

Altered Taste  

Common etiology of altered  taste is 

poor oral hygiene [8].Patients should clean 

the dentures daily by soaking and brushing 

with a nonabrasive denture cleanser [15]. 

One should follow the guidelines on the daily 

and long term care and maintenance of 

complete denture prostheses [15]. Tongue 

brushing is important for increasing taste 

acuity in geriatric patients [28, 29]. 

Dislodgement of Dentures on Taking 

Fluids  

This problem may occur when the 

dentures are first worn by the patient. The 

patient should be informed that it is possible 

to experience loosening of dentures while 

taking fluids. A patient may get used to it 

when the lips, cheeks and tongue learn to 

manipulate the dentures [11]. 

Drooling at the Corners of the Mouth  

This problem may occur due to a 

decreased vertical dimension and an attempt 

should be made to correct the vertical 

dimension. Also if the vertical dimension is 

correct, then an attempt should be made to 

increase the thickness of the flange in the 

modiolus area [18].  

Cheek Biting 

 Cheek biting commonly occurs due 

to a lack of horizontal overlap in the posterior 

teeth. Posterior teeth that occlude edge to 

edge will often catch the cheeks [8]. This 

problem usually can be corrected by reducing 

the buccal surface of the offending 

mandibular tooth to create additional 

horizontal overlap, thus providing an escape 

for the buccal mucosa [7,10]. Also, a 

decrease in vertical dimension contributes to 

cheek biting since the cheeks tend to collapse 

into the occlusal area [7,8]. 

Xerostomia  

Xerostomia is more prevalent in the 

elderly population, primarily due to increased 

use of drugs because of their susceptibility to 

disease. When compared with mechanical 

factors in denture construction, the 

importance of salivary flow as a co-factor in 

causing denture problems has not been 

adequately investigated. Clinical experience 

suggests that complete denture patients with 

xerostomia have more intense sore spots than 

patients with normal salivary flow. 

Burning mouth sensation 

One of the most difficult problems in 

oral medicine is the patient who consistently 
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complains of pain or burning sensations, but 

the dentist or physician can find no 

convincing physical explanation (Brightman, 

1984). Such conditions can occur in several 

local, systemic diseases or psychiatric 

conditions that must be ruled out prior to 

making a diagnosis of burning mouth 

syndrome, since this term is used exclusively 

to refer to idiopathic forms and is included 

within different sensory disorders[30,31,32]. 

Problems with dentures are important 

factors in the burning symptoms. Inadequate 

denture retention and stability can induce 

abnormal tongue activity and become a habit 

to retain the denture. Denture extensions and 

in adequate free way space increase load on 

the denture bearing areas which results of 

burning mouth sensation. It is clinically 

helpful if patients find that removal of the 

denture reliefs their symptoms. Dryness from 

low saliva flow can lead to fungal infections. 

Additionally, poor lubrication causes sticking 

of the tongue, cheeks and palate, also 

sometimes leading to a burning sensation. 

Nausea and Gagging  

Gagging has been defined as an 

ejectory constriction of the muscles of the 

pharyngeal sphincter. The gagging episode is 

responsible for many cumbersome situations 

for the patient as well as for the doctor on the 

account of rapid, aggressive hysterical 

vomiting. Gagging is a natural process to 

safeguard upper respiratory tract from 

obstruction by the foreign body[1]  

However, it can also be a captured 

reflex in which it is conditioned by different 

stimuli such as visual, acoustic, olfactory, 

psychic, toxic, or chemical transmitted 

through the cerebrospinal liquid or the blood 

flow. The gag reflex is a normal defense 

mechanism that prevents foreign bodies from 

entering the trachea, pharynx, or larynx.[2,3] 

Unwanted, irritating, or toxic material are 

ejected from the upper respiratory tract by the 

contraction of the oropharyngeal muscles.  

CONCLUSIONS 

There is a vast difference in the 

magnitude and number of the complaints , 

many of which may arise at a later stage. 

Some of these complaints can be minimized, 

a few can be eliminated and some for which 

the dentist and the patient must contend with.  

Denture placement is not the last 

stage of complete denture fabrication 

process. Post placement adjustments are 

important clinical phase following 

fabrication and placement of a complete 

denture. Hence, a patient should always be 

recalled so that the remaining complaints can 

be eliminated. 

A large number of studies on the 

success of conventional complete denture 

therapy have dealt with factors such as 

patients’ age, demographics, personality, 

previous denture wearing experience, 

expectations, attitudes, residual ridge form, 

anatomy, method of construction, denture 

quality, changes over time, aesthetics, and 

dentist–patient relations. However, the 

evidence base of this area suffers from a lack 

of well-conducted studies. 
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