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39-003a. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part I: Oral Mucosa and Border Extension. J Prosthet Dent 9:978-987, 1959.
Purpose: A discussion of the types of oral mucosa and pathologic conditions caused by overextended borders.
Discussion: 

Oral mucosa is classified into three distinct types:

1. Masticatory mucosa- covers alveolar ridges, attached directly to the periosteum and underlying bone. Endures pressure and friction during mastication. Non-cushion zone(no submucous layer)= gingiva and palatine raphe.

2. Specialized mucosa- dorsum of tongue

3. Lining mucosa- in various regions of the mouth is differentiated by the characteristics of the submucosa. 

Acute and chronic soreness of the oral mucosa caused by dentures can be divided by location into four types: 

1. Lining mucosa caused by overextension.

2. masticatory mucosa and caused by traumatic occlusion of various types.

3. specialized mucosa- tongue biting or friction.

4. undersurface of the masticatory mucosa caused by friction of the mucosa against the underlying bone.

Acute traumatic lesions in the lining mucosa caused by overextended denture borders (Usually slit-like fissures). Damage to the oral mucosa is affected more by the degree of mobility of the tissue in function against the overextended border (than by amount of overextension). The various mucous membranes merge with one another gradually (neutral zone of 2-3 mm). Denture borders should extend to cover this neutral zone but not beyond it. A brief description of denture adjustments for overextension follows. 

39-003b. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part II: Lesions of the oral mucosa and their correction. J Prosthet Dent 10:42-46,1960. 
Abstract not available at this time .............

39-003c. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part III: Traumatic injuries. J Prosthet Dent 10:263-269,1960.
Abstract not available at this time .............

39-003d. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part IV: Proper Adjustment Procedures. J Prosthet Dent 10: 490-495, 1960.
This article presents the authors methods of diagnosis and treatment for the proper adjustment of a new denture. Highlights include the following:

A. Treating traumatic occlusion
B. Mandibular Lesions
C. Maxillary Lesions

· Physiologic contact between torus palatines and the denture should be preserved.

· Functional method of relief: mark irritation with an indelible pencil, add white compound to dry denture, brushed and torched, tempered, and pressed against the palate with force. Indelible marks will be transferred to the compound for adjustment of the denture.

· Preventive method of relief: block-out cast or scrape impression prior to denture fabrication

D. Processing Errors
E. Action of the Denture as a foreign body

· Xerostomia

· Hypersalivation

· Gagging

· To remove at night or not

· Psychic blocks

39-003e. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part V: Local and systemic involvements. J Prosthet Dent 10: 682-687,1960.
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39-003f. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part VI: Factors of oral hygiene, chemicotocicity, nutrition, allergy, and conductivity. J Prosthet Dent 10:887-890,1960.
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39-003g. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part VII: Mucosa; Irritations. J Prosthet Dent 10:1022-1028, 1960.
Purpose: The purpose of this paper is to diagnose and treat mucosal irritations as they relate to complete dentures.
Discussion: 

A. Mucosal irritations
1. Frenula irritations: sources - a) an overextended denture border over which the movable soft tissue rubs, b) a knife- edge denture border

2. Tuberosity soreness: source - the forceful friction of the tissue surface of the denture against the buccal prominences of the maxillary tuberosities.

B. Developmental stages of masticatory mucosal ulcerations
1. Superficial redness

2. The tissue becomes grayish in color, slightly granular in appearance, and slightly rough to the touch

3. The tissue becomes whitish in color, slough, and irregular in outline

C. Atrophied mandibular ridges (forms)
1. Convex basal seat: predominantly cancellous alveolar bone, average thickness, "average, normal lower ridge"

2. Flat basal seat: resorption has progressed to the level of the external and internal oblique lines

3. Concave or negative basal seat: resorption has progressed below the level of the external and internal oblique lines.

D. Irritations involving tissue covering the external oblique line: 
1. Second molar region - the sore areas are usually round, grayish white, with a circumscribed area of hyperemia

2. First molar forward, the irritations are longitudinal and are accompanied by severe hyperemia

E. Centralization of occlusion for negative ridges:
1. Anteroposterior - the brunt of occlusion falls upon the second bicuspid and first molar; therefore, the posterior teeth should be narrow buccolingually and short anteroposteriorly

2. Lateral - the more the teeth are set in a lingual direction, the greater the stability; however, the tongue may unseat the denture if it is cramped for space

3. Vertical - the plane of occlusion is set to enhance the stability of the lower denture when the lower ridge is poor

39-003h. Landa, J.S. Troubleshooting in Compete Denture Prosthesis. Part VIII: Interference with Anatomic Structures. J Prosthet Dent 11:244-246, 1961.
Article deals with the following:

1. Knife edge ridge - relieve cast w/ tinfoil, reduce VDO, decrease B-L width of teeth, check occlusion, 

2. Coronoid process - often a problem with large tuberosities, thick flanges, difficult to detect if minor interference.

3. Wharton's Duct - lower CD can occlude and cause swelling in FOM, thinning of flange or relief can alleviate

39-003i. Landa, J.S. Troubleshooting in Compete Denture Prosthesis.  Part IX: Salivation, Stomatopyrosis and Glossopyrosis. J Prosthet Dent. 11:244-246, 1961.
Discussion: Hypersalivation is the main complaint of patients with new dentures. This is caused by increased blood flow through the salivary glands due to over-stimulation. It can mean the denture is:

1. at an incorrect CR

2. at an excessive VDO

3. overextended

4. putting excessive pressure on the mucosa

5. putting pressure on a nerve

6. stimulating salivary glands as a foreign object would

7. excessively thick

8. causing anxiety in the patient

Treatment is determining the etiology and correcting it. Atropine or opiates can be used if severely excessive.

Recent delivery of complete dentures is not always the cause of dry, burning mouth that a patient may experience. Possible etiologies would be diabetes, chronic infection of salivary glands, diarrhea, fevers, vitamin deficiencies, or the patients medications. Sever burning mouth is most frequent in post-menopausal women due to mental shock or possible endocrine imbalances following a hysterectomy. Allergy to the denture base is rare. To treat a patient with hypersalivation, xerostomia, stomatopyrosis or glossopyrosis, all local irritations of the denture should be removed, CR should be checked for accuracy, occlusal disharmonies corrected, over-extensions eliminated, dietary needs analyzed and supplemented, medications reviewed and altered if needed, and hormonal therapy instituted if applicable. In severe cases, psychotherapy may be indicated. 

39-003j. Landa, J.S. Troubleshooting in Compete Denture Prosthesis.   Part X: Nerve impingement and the radiolucent lower anterior ridge. J Prosthet Dent 11:440-444,1961.
Abstract not available at this time .............

39-004. Pound, E. Controlling Anomalies of vertical Dimension and Speech. J Prosthet Dent 36:124-135, 1976.
Purpose: Discussing ways and means of recognizing and managing edentulous patients in whom atypical and abnormal problems of occlusion and speech previously existed.
Discussion: Phonetics and esthetics have been used as controls for establishing the vertical dimension of occlusion, centric occlusion, incisal guidance and in determining the original class of occlusion. By recognizing phonetic clearances that exist between upper and lower teeth during normal speech, an analytical control chart has been created to establish edentulous jaw relations. The anterior segment of the mandible assumes its' most forward and vertical position when making the /S/ sound. The same starting technique is the same for all patients: 1. selection/placement of anterior teeth; 2. "speaking" wax(beeswax) is placed on the anterior portion of mandibular record base and one of the following three conditions will become evident when adjustments are made to the /S/ position: 75% classic /S/ will develop wax with a usable size and angulation; 20% angulation or length unusable; 5% impossible to develop a normal /S/ sound.
     The posterior speaking space for patients who have a classic /S/ position; Class I occlusion- 1.5-3.0mm, Class II 3-6mm, Class III 1.0mm(more critical). The speaking space varies a great deal in patients who exhibit atypical /S/ positions. One of the best methods for analyzing, refining, confirming clear speech and correct jaw relations is to use temporary diagnostic dentures.
Summary: A Analytical Control Chart has been introduced which can be used to separate the most troublesome type of patients(ClassII, tongue thrusters and lisps) and a procedural guide for their management is presented. Dentures will function better if they are made in harmony with the troublesome patients habits.

39-005. Murrell, G.A. The Management of Difficult Lower Dentures. J Prosthet Dent 32:243-250, 1974.
Purpose: Suggest a concept of successful complete denture service which can be used as a guide in anticipating and avoiding problems if new dentures are being made or if problems in existing dentures are being corrected.
Discussion: 

1) Establish good patient management through:
a. communication via spoken and non-spoken messages; 
b. patient education (denture problem is the patient's not the dentist's); 
c. explanation of treatment (interim) dentures. Treatment dentures- full complement of teeth except substitution of flat acrylic blocks for lower posterior teeth; tissue conditioning materials which are used for the purpose of 1. restoring soft oral tissues to maximum potential of health, opportunity for retraining habits(tongue and swallowing), proper environment for the improvement of TMJ problems; 2. develop functional impressions. Main advantage is the easy alterability. If unable to achieve patient"s or dentist's expectations after a reasonable length of time than treatment may be discontinued by either party with obligation to pay a proportionate fee. Inform patient of the impossibility of anticipating all of his/her problems from a single appointment to prepare them for additional care should the need arise. All of the above should be done prior to the oral examination. 

2) A brief discussion of the procedure for treatment dentures follows: 

a. oral examination- review findings with the patient and cover all potential problem areas 
b. anterior occlusion- selected positioned and arranged by the dentist with the patient in the chair having some choice or involvement in anterior teeth esthetics, a decrease in post-insertion complaints has occurred; the following values can be obtained: horizontal/vertical overlap, vertical dimension, centric occlusion, incisal guidance, anterior tooth display and class of occlusion; 
c. posterior occlusion- affects stability, comfort and function; buccolingual neutral zone of muscular activity; use of a lingualized occlusion- 33 degree maxillary tooth stock and 20 degree mandibular/centralizing effect on occlusal forces;
d. polished surfaces- stability, food manipulation, comfort and esthetics; e. insertion- allow sufficient time and be thorough; post-insertion appointments and do not ignore patient 

3) Troubleshooting- caution exercised in evaluating both the patient and problem itself.

Summary: Difficult mandibular denture problems cannot be confined to mandibular prostheses or structures because the causes include the entire mouth and range for poor management of the patient and inadequacies of the prostheses.
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39-008. Jumbelic, R. and Nassif, J. General Considerations prior to Relining of Complete Dentures. J Prosthet Dent 51:158-163, 1984.
Patient Selection:

I.Interview - Aids in determination of the patients denture related problem. Conduct the interview in a quiet office away from the operatory.

A. Written Questionnaire- Used to establish the patient's chief complaint, psychological category, expectations, and oral habits. 

B. Health and Dietary History- To help determine if there are any underlying health or dietary factors related to the chief dental complaint. The questionnaire information can be used as an outline for this personal interview.

II. Examination

    A. With dentures out of the mouth
         1.  Existing denture
         2.  Supporting tissues

    B. With dentures in the mouth
         1.  Function
         2.  Esthetics
         3.  Extension of the base

III. Diagnosis - Determine what the deficiencies of the existing denture\s are and whether the patient needs to have the denture remade, relined, adjusted, or if the problem is not the denture at all.

39-009. Firtell, D.N., Arnett, W.S. and Holmes, J.B. Pressure indicators for removable prosthodontics. J Prosthet Dent 54:226-229,1985.
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