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- Abstracts -

01-001. Brewer, A. A. Treating Complete Denture Patients. J Prosthet Dent 14:1015-1030, 1964.
Purpose: Discussion of author’s process of evaluating a patient and how and why he treats the patient. 
Discussion: Important concepts, no failures, just varying degrees of success. Treat the patient instead of just fabricating dentures for them. Good planning is paramount to success, our mindset should be as an architect rather than just a builder. Know the needs, desires and aspirations. The initial exam begins when you meet the patient before they are seated in the dental chair. Classification of body types: ectomorph - (thin) likely to have thin inelastic mucosa that may lead to problems; endomorph - (fat) will be easier because they will work towards being able to eat; mesomorph (normal) will probably put up with considerable discomfort to get a result, but may complain if less than perfection. Shaking hands with the patient may reveal emotional attitudes of the patient. Allow the patient to talk and observe abnormal hip, mouth or tongue habits. Question parafunction habits such as pipe smoking, chewing, toothpicks, etc. Determine the patient’s expectations of the outcome. Does the patient play a wind instrument, sing or speak professionally? Knowing the clinical situation and the patient’s desires and expectations, the dentist can determine and educate as to what can be done for the patient. Factors to be wary of in constructing dentures: general debilitation, abnormal jaw function, abnormal jaw relation, redundant tissue, and attitude of the patient. It is tantamount to malpractice to extract a patient’s teeth without first taking pre-extraction record casts. Mandibular denture retention decreases with a draping floor of the mouth. The best retention is a flat floor of the mouth. Golden rule: treat the patient as you would like to be treated - with kindness, consideration, and a real attempt to establish rapport. Consultations with other specialists should be used whenever any questions exist. Immediate dentures - Brewer recommends maxillary immediate dentures to be fabricated before extractions. However, he recommends that mandibular immediate dentures be made after extractions and use the patient’s own teeth while they wait. Guides for fabricating the esthetics of their dentures - previous photographs prior to tooth loss. Even looking at the patient’s children can give clues to how the teeth should be set. Never let the patient look at their dentures in a hand held mirror. Always use a large wall mirror and have them stand well away from it. Discuss the case with the patient’s spouse or relatives to prevent complications and negative comments later. Denture adjustments are just as important as the fabrication. Time, personality, attention, and confidence that the same care will continue can be of great help to some patients. Esthetics is tantamount to success. Earl Pound and Roland Fisher literature are good resources. 

01-002. Swoope, C. C. Predicting Denture Success. J Prosthet Dent 30:860-865, 1973.
Purpose: To predict denture success by identifying problems early, planing treatment to meet the needs of individual patients, and preparing patients carefully.
Materials & Methods: None
Results: None
Conclusion: Emotional preparation of the patient is just as important as preparation of the denture bearing surface.
Imperative to know if psychological problems exist, since emotional problems can defeat any dentist.
Patients suffering from tension and anxiety adjust poorly to the loss of natural teeth. Most common symptom is pain.
Tailor treatment to meet the needs of the patient. Adjust fees, scheduling and patient preparation as required.

01-003. Koper, A. Difficult Denture Birds. J Prosthet Dent 17:532-539, 1967.

Purpose: To categorize difficult denture patients.
Materials & Methods: None
Results: None
Conclusion: There are certain individuals who cannot wear dentures. They account for approximately 5% of the denture wearing population known as Denture Calamitous Americanus.

A. Karate Hawk: Most deadly of the species. The Karate Hawk can be identified by asking about any previous dentists, at which time her eyes will turn a fiery red, and her face will flush as she relates her tales of conquest. 
In her purse she will carry other trophies of previous kills.
Generally this species is very cooperative at the beginning of treatment. The trouble begins after delivery of her dentures.
B. Myway Magpie: This species will only be satisfied when she pulls out her own instruments to set the teeth her way.
C. Minewere Mallard (aka: I Usta Duck): Identified by her habit of flying backward, so that she can always see where she has been. This creature harbors an image of herself which never existed.
D. Forever Flicker: Low pressure operator, no comparison to other dentists, no threats of legal action. Instead, there is an endless series of gentle complaints, ie: 1/week, forever.
Pilgrimage variant: Appears for regular visitation over the years from great distances.
E. Tippsy Pipit, Rummy Robin, Martini Meadowlark, or Heroin Junco. The odor of this bird makes ID easy.

01-004. Koper, A. Human factors in prosthodontic treatment. J Prosthet Dent 30: 678-679, 1973.
Purpose: Study the human factors involved in treating and evaluating prosthodontic patients.
Discussion:
A. Human factors have been categorized into four groups: 
     (1) Intrapersonal- body image, fear of pain, fear of change, fear of impairment of function, fear of loss, and              preconceptions and expectations (realistic or not).
     (2) Interpersonal- need for approval from others, and communication between dentist and patient.
     (3) Cultural- living patterns and customs of the individual in their socioeconomic environment
     (4) Physical factors- endocrine, nutritional, tissue tolerance, drug effects, anatomic aberrations, and general              health.

B. Factors producing an adaptive response:
     (1) Acceptance and confidence in the dentist.
     (2) Previous experiences with authority figures.
     (3) Capacity to cope with change.
     (4) Favorable physical conditions; youth, general health, freedom from stress.
     (5) Realistic expectations.
     (6) Good learning capacity.
     (7) Recognition by both doctor and patient that there are degrees of success and acceptance of a less than ideal             result may be necessary.
     (8) Recognition by the patient that everyone has limitations which influence treatment.
     (9) Patient’s active role in cooperating in the treatment effort.
     (10) Peer approval.

C. Factors producing maladaptive response:
    (1) Lack of trust in the dentist.
    (2) Poor communication between dentist and patient.
    (3) Negative previous experience.
    (4) Unrealistic expectations.
    (5) Resistance to change.
    (6) Low tolerance for anxiety and pain.
    (7) Chronic dissatisfaction.
    (8) Inadequate tissue tolerance.
    (9) Muscle incoordination.
    (10) High level of patient anxiety.
    (11) The wish to fail because the patient wants attention and needs a continuing relationship with the doctor.
    (12) Peer disapproval.

D. Modifying maladaptive behavior, three categories available:
    (1) Dynamic- using respect, support, concern, and understanding.
    (2) Physical- treating deficiencies often aids in overcoming physiologic maladaptive responses.
    (3) Technical- correction of technical inadequacies.

01-005. Southwood, L. Educating Patients who Request Contraindicated Dentures. J Prosthet Dent, Vol 15, 1965, 272-276.

Purpose: Education of patients concerning the probable sequelae of contraindicated dentures utilizing effective communication, with specific reference to bone and tissue changes. 
Discussion: Five major categories of change brought about by complete dentures: 1) appearance, 2) mastication efficiency, 3) phonetics, 4) pain and discomfort, 5) bone and tissue changes(least understood). Post-extraction bone resorption is a normal phenomena, our concern is with the rate, degree and controlling this process. Two major considerations are biophysical(denture pressure) and biochemical. Biochemically, the key to most resorptive processes are: a) availability and metabolism of protein, b) calcium-phosphorus balance. A multiplicity of interrelated factors makes control difficult.
Summary & Conclusions: 1) Lack of dental education is most probable reason patients request contraindicated dentures. Other reasons are economic, psychologic and cultural. 2) Education through effective communication that utilizes good judgment, common sense and an appreciation of the patient is our primary goal. 3) Patients should be informed of: a) continuous balance between bone formation and resorption and unpredictability of this phenomena post-extraction, b) detrimental effect changes in bone and tissues have on other four categories of change.

01-006. Gift, H. C. The Dental Patient’s Cultural Response to the Need for Dental Care. DCNA 21:595-604, 1977.

Purpose: Consider social and cultural factors that can clearly alter utilization patterns and acceptance of dental services.
Discussion: Utilization of dental services is affected by the following factors: age, sex, marital status, lifestyle, education, race, income, insurance, accessibility to service, and patient’s perception of the seriousness of the illness.
Based on cultural orientations, family beliefs, and individual experience, different patients will have different orientations toward the value of health. Value of beauty can be influenced by cultural backgrounds, etc. Knowledge of the patient’s family structure can affect patient scheduling. Factoring in the cost of transportation and time also affects treatment acceptance and outcome.
     Patient’s view of status and responsibility can determine whether the patient will accept an assistant or hygienist performing tasks. Certain actions can assist the dentist in becoming more aware of patient’s needs.

1. The dentist should be aware of his own present and past social cultural orientation.

2. What are the predominant social and cultural groups of the community from which patients are drawn?

3. Read articles and books that describe and discuss the community.

4. Get to know the people in the community outside the dental office.

5. Listen to the staff auxiliaries about their orientations toward dental care if they are from the local community. 

6. Subcultural variations among patients exist and the dentist should pick up clues during history taking and treatment planning.

7. In treatment planning, prepare the range of appropriate treatment, the associated costs, and possible methods of payments.

01-007. Winkler, S. The Geriatric Complete Denture Patient. DCNA 21:403-425, 1977.
Purpose: To present and review the problems that are observed with the Geriatric complete denture patient.
Methods: The following topics are discussed:
   1. Psychological and Psychiatric Aspects of Aging
   2. Aging and Nutrition
   3. Oral Aspects of Aging
   4. Prosthodontic Diagnosis
   5. Complete Denture Construction
   6. Burning Mouth Syndrome and "Denture Sore Mouth"
Conclusion: There are many factors involved with the fabrication of a complete denture for the geriatric patient. Considerations should be made that will contribute to the quality of life as well as the technical needs of denture construction.

01-008. Academy of Denture Prosthetics: Principles, Concepts and Practices in Prosthodontics - 1989 J Prosthet Dent Vol.48, 1989, 88-109

GUIDE AND INDEX TO PCP STATEMENTS
Definitions: Prosthodontics, fixed prosthodontics, removable prosthodontics, maxillofacial prosthodontics, implant prosthodontics. 88
   - Gathering diagnostic information 89
   - Diagnosis and treatment planning 89
   - Prognosis 90
   - Prerestorative treatment 90
A. Systemic and local

B. Patient education
   - Treatment of oral structures 90
   - Reevaluation and refinement of treatment plan 91

Prosthodontic treatment 91

I. Basic to most areas of prosthodontics
   A. Design, fabrication, and classification
   B. Tooth preparation and soft tissue management
   C. Impressions
   D. Casts 92
   E. Maxillomandibular records and registration
   F. Occlusion 93
   G. Try-in verification procedures
   H. Esthetic considerations
   I. Initial placement of restorations (insertion) 94
   J. Care after placement
   K. Interim and immediate restorations

II. Fixed partial denture 94
   A. Diagnostic procedures
   B. Tooth preparation
   C. Impression making 95
   D. Interocclusal records
   E. Provisional restorations
   F. Occlusal considerations
   G. Casting try-in and verification 96
   H. Cementation
   I. Periodic recall exam

III. Removable partial dentures 96
   A. Refining diagnostic procedures and preparatory treatment
   B. Design, fabrication, and classification
   C. Tooth preparation and soft tissue management 98 
   D. Final impressions
   E. Casts
   F. Framework try-in 99
   G. maxillomandibular records
   H. Occlusion
   I. Try-in of the waxed removable partial denture
   J. Esthetic considerations
   K. Initial denture placement 
   L. Care after denture placement 100
   M. Interim restorations

IV. Maxillofacial prosthetics 100
   A. Scope of maxillofacial prosthesis
   B. Refining diagnostic procedures
   C. Design features and considerations
   D. Tooth alterations in enamel 101
   E. Final impressions
   F. Master casts
   G. Framework try-in
   H. Wax try-in
   I. Occlusion 102
   J. Initial placement
   K. Initial care after placement

V. Complete dentures 102
   A. Refining diagnostic procedures
   B. Design features and considerations
   C. Soft tissue management 103
   D. Impressions
   E. Casts
   F. Record bases, occlusal rims, and maxillomandibular records
   G. Complete denture occlusion 104
   H. Try-in and verification procedures
   I. Complete denture materials
   J. Esthetic considerations
   K. Initial placement
  L. Care after placement
  M. Immediate and interim restorations 105

VI. Implant restorations 105 
   A. Diagnostic information 
   B. Diagnosis
   C. Prognosis
   D. Prerestorative treatment
   E. Prosthodontic treatment 106
   F. Materials and devises
   G. Interim restorations

Materials and devices 106
   A. Articulators

Interim restorations 107

Auxiliary personnel, work authorization, and laboratory utilization 107
   A. Auxiliary personnel
   B. Specific to maxillofacial prosthodontics
   C. Work authorization and laboratory utilization

Legal considerations 107
   A. Basic to all prosthodontics
   B. The dentist-patient relationship
   C. The standard of care 108
   D. Consent
   E. Patient records
   F. Associates and employees 109
   G. Managing the difficult patient and issues of abandonment

01-009. Pitts, W. C. Difficult denture patients: Observations and hypothesis. J Prosthet Dent 53: 532-534, 1985.
Purpose: Compare the difficult denture patient (DDT) to the help-rejecting complainer (HCR).
Discussion:

 

HCR

· Enters into treatment helpless and dependent.

· Creation of a malevolent environment out of need for attention and feeling of importance.

· Need to seek out treatment; self-fulfilling prophecy to seek help from one he knows cannot help him.

· Relationship demands much time and energy of therapist.

· Rejection of treatment by disruption, hostility and frustration, completing the self-fulfilling prophecy.

DDP

· Seeks out treatment after many failures.

· Stress force causes him to seek person who can reconstruct large portion of his identity.

· Position of rejection is started at delivery or try-in. Distrust of authority, begins to be demanding. 

· Treatment suggestions are rejected

· Early hostility becomes anger and frustration, nothing seems to work.

· Treatment is terminated by angry, frustrated dentist.

· Patient leaves ready to get second opinions, and go to peer review committees.

· Distress over identity, appearance, function, or personal concerns activates need for treatment and the cycle begins again.

Conclusion:

Indications are that HCR and DDP work through the same mechanism:

· Both types are driven by a need to seek treatment from someone they will at the end reject.

· A self-fulfilling prophecy develops as a cycle leading to failure.

· Due to lack of trust and a desire to feel important, the patient creates an environment that leads to discord, hostility, anger, and frustration.

· The hostility leads to a relationship that demands to much time and energy.

· The dentist is lead into a no-win situation and the patient is dismissed, completing the self-fulfilling prophecy.
01-010. Landesman, H.M., et. al. Perceived or Actual Overlap Between The Scope of Prosthodontics and Other Recognized Dental Specialties. J Prosthet DentVol 57, JAN 1987, 113-115.
Method: To address the issue of possible overlap between the prosthodontic specialty and other specialties in the dental field.
Discussion: Responses from 77% of the advanced prosthodontic programs that were sent surveys pointed out apparent overlap with the curriculum of other recognized specialties. These areas of overlap were TMD treatment, periodontal prostheses, advanced basic sciences, endodontic post space, and implant procedures. It was determined that the best care for the patient in these areas was attained by a combination of the dental specialists.
Summary: Prosthodontics does not overlap with other specialties but is integrated with them. It is the prosthodontists role to treat the patients who require more demanding restorative care.

01-011. Albrektsson, T., Blomberg, S., Branemark, A., Carlsson, G.E. Edentulousness - An Oral Handicap. Patient Reactions to Treatment with Jawbone-anchored Prostheses. J Oral Rehabil 14:503-511, 1987.

Purpose: Summarize patient reactions to treatment with jawbone-anchored fixed prostheses.
Methods & Materials: Retrospective study of patients with implant-retained bridges for 3-13 years by questionnaire (80% response) from 1965 to 1987 in Sweden. In the totally edentulous jaw, 4-6 titanium screws were inserted. After 3-6 months of healing and wearing of a provisional prosthesis (their old dentures), an implant-retained bridge is connected to abutments.
Results: A majority of the patients were satisfied with their jawbone-anchored fixed prosthesis from a masticatory and psychological point of view. A majority of the patients felt the implant-retained bridge was part of their own body and not foreign.
Denture wearers adaptation problems: 30-50% claim they do not have complete chewing capability, 25% can only chew soft or mashed food, and 11% of 70 year olds do not use their lower complete denture at all.
Patient’s reaction to tooth loss can be similar to loss of other bodily organs and can cause lowered self esteem and psychological isolation. 80% of patients felt their psychic health improved after treatment with integrated fixtures.
Discussion: The positive long term benefits indicate that a state of rehabilitation and improvement of oral functions can be obtained and the quality of life improved.

01-012. Missing Abstract ………….

01-013. Collet, H.A. Motivation: A factor in denture treatment. J Prosthet Dent 17:5-14, 1967.
Purpose: To discuss motivation, and its implications in denture treatment
Discussion: "A motive is that which is within the individual, rather than without, which incites him to action; any idea, need, emotion, or organic state that prompts to an action. To motivate is to provide with a motive, to impel, to incite." 

Webster’s New Collegiate Dictionary 

· A motive can be identified when a need or desire is coupled with a striving toward an appropriate goal. To become motivated, a person must not only perceive a deficiency, he must feel a need to remove or correct the condition .

· Motivation is very important in denture treatment, and sometimes concurrent motives may compete with each other. An example is that dental treatment may be competing with other demands on the patients money.

Motives can be based on four different aims. These are survival, security, satisfaction, and stimulation.
· Survival and security are based on deficiencies. There is a need to remove a discomfort or to escape from danger- and thus to reduce tension.

· Satisfaction and stimulation, are based on abundance, ie. to express enjoyment, and to achieve- which may involve seeking an increase in tension.

A motive may be fulfilled by a direct unhindered goal attainment, and conversely frustration of motives occurs when the goal attainment is blocked. This failure may have an effect on the individuals self esteem.

Another factor in motivation is the communication between dentist and patient. They may not be talking about the same thing. Dentists may think of dentures as mechanical appliances to help fulfill biological needs for the patient, but for the patient its how they will present themselves to others, ie. appearance.

There are also complex interpersonal aspects of motivation between the patient and dentist. This relationship can determine the patients motivation to seek/or not to seek dental care.

01-014. Alvi, H. A. , Agrawal, N. K., Chandra, S. , and Rastogi, M. A psychological study of self-concept of patients in relation to artificial and natural teeth. J Prosthet Dent 51: 470-475, 1984.
Purpose: Study the effect of prosthodontic treatment on self-concept.
Discussion: 
A. The self-concept is composed of three parts;

· Perceptual- the image persons have of the appearance of their bodies and the impression they make on others.

· Conceptual-person’s conception of their own abilities, characteristics and their disabilities.

· Attitudinal-feelings persons have about themselves, self-esteem, pride, shame, present status and future prospects.

Method of study- four groups of forty patients from 45-60 years of age were chosen.

· Group A: control group with complete and healthy natural dentition.

· Group B: patients with unhealthy or incomplete dentitions requiring extractions.

· Group C: edentulous patients without dentures.

· Group D: patients fully satisfied with their complete dentures.

Factors evaluated:

· Evaluative- good/bad, beautiful/ugly, clean/dirty, healthy/sick, fresh/stale and graceful/awkward.

· Potency- hard/soft, strong/weak, heavy/light, smooth/rough, delicate/rugged, gentle/violent.

· Activity-young/old, active/passive, fast/slow, sharp/dull, hot/cold, bitter/sweet.

Conclusion:

· Three experimental groups differed in self-concept patterns from the control group, which had a positive self-concept.

· Three experimental groups also varied on evaluative, potency, and activity factors, as well as total self-concept according to the nature of their prosthodontic problems.

· The edentulous and non-denture wearing group possessed the most disturbed and degraded self-concept.

· The denture-wearing group appeared relatively less disturbed than the group with unhealthy or incomplete dentitions.

· Men and women differ markedly in their self-concept on the activity factor and total self-concept.

· There is a fast degradation in a person’s self-evaluation with loss of teeth.

· Disturbances in speech, esthetics, mastication, and deglutition caused by loss of teeth can cause a state of depression and a feeling of inferiority because an important part of the person has been lost.
