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Introduction

Life expectancy has increased substantially since the 
beginning of 20th century. Average life expectancy about 
2000 years back was 20‑30 years. According to a survey in 
1910 in USA, the life expectancy was calculated to be around 
45‑30 years.[1] In 1986, average life expectancy in men was 
seen to be 65‑70 years and in women it was 70‑78 years 
After the year 2010, number of elderly people will increased 
rapidly and 1 in 4 people is above the age of 65 years.[2] The 
growing population of elderly people has not only increased 
their medical needs but also the dental needs.[3]

Preventive dentistry is defined as procedures employed in 
practice of dentistry and community dental health programs, 
which prevent the occurrence of oral diseases and oral 
abnormalities.[4] There are many forms of preventive 
dentistry, such as daily brushing and annual dental cleanings. 

These practices are designed to ensure that teeth are clean, 
strong, and white. The branch of the dentistry pertaining to 
the restoration and maintenance of oral function, comfort, 
appearance and health of the patient by the restoration of 
the natural teeth and/or the replacement of missing teeth 
and craniofacial tissues with biocompatible substituents is 
termed as “Prosthodontics.”[5] The most effective prosthetic 
prophylaxis could be the prevention of causes leading to 
tooth extractions. As now the caries and the periodontal 
prevention are not efficient enough we are obligated to deal 
with the consequences of tooth loss.[6] within the framework 
of “Preventive Prosthodontics,” attention is focused on 
prevention of defects of the oral tissues, as well as the 
prevention of alveolar bone resorption.

Literature Search

A comprehensive of the literature search was done (electronic 
and manual) which engaged most of the articles published in 
peer‑reviewed journals relating to the subject of preventive 
prosthodontics. The review itself began with the search of 
relevant key words linked with prosthetic dentistry like 
prevention, prosthodontics, primary, dentistry, levels, 
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implantology etc., in various search engines including 
PubMed, MeDLINe, etc. Reports published only in english 
language were included in the review. The spotlight of the 
present review would be on various preventive procedures 
that can be done in prosthetic dentistry. The review also 
targeted preventive techniques in oral implantology that can 
be used to minimize alveolar ridge resorption after tooth 
extraction.

These are the actions taken to prevent the factors, which affect 
the normal oral function, comfort, health, appearance and 
general health of the patient. Preventive prosthodontics includes 
the prevention of the factors which affects the dental structures, 
supporting structures such as periodontium, alveolar bone, 
basal bone and surrounding musculo‑skeletal structures like 
muscles of mastication, facial expression, temporomandibular 
joint (TMJ), maxilla and surrounding cranium.[7]

Preventive Prosthodontics at Primary 
Level

It is a prepathogenic phase. It includes the steps like health 
promotion and specific protection. Dental caries prevention, 
plaque control, regular checkup for caries activity diet 
counseling etc., are included in health promotional phase 
at primary prevention level. Specific protection includes 
topical fluoride application and application of pit and fissure 
sealants.[8] In the case of the old patients due to decreased 
salivation, gingival recession root exposure, cervical 
abrasion, attrition, an increase risk of the caries susceptibility 
is there. So for these patients fluoride rinses and fluoridated 
tooth pastes are recommended.

Correction of mal‑aligned teeth if any and regular care for 
the prosthesis like complete dentures, removable partial 
dentures and fixed partial dentures is essential. The patient 
is also educated about the chewing habits, tongue postures 
for better maintenance of the occlusion and maintenance of 
the prosthesis.[9] The jaw exercises are recommended for the 
complete denture patients because complete edentulousness 
may alter the normal muscle engrams. The primary prevention 
also involves the protection of the dentoalveolar structures 
by providing mouth guards for the personals involved in 
contact sports and radiation shields for the patients who are 
undergoing the radiotherapy.[10]

Mouth Guards

The mouth guards are indicated to prevent the dental and 
dentofacial injuries in contact sports [Figure 1]. The injuries 
such as tooth fractures, concussion, crown root fractures, 
TMJ fractures, dentoalveolar fractures, soft tissue injuries 
can be prevented or minimized.[11] Use of mouth guards 
reduced the risk of dental and maxillofacial trauma <7.5%. 
The mouth guards with moderate resiliency absorb the 

forces, protect the teeth, TMJ and prevent the contact of 
teeth and thus prevents ankylosis.[12]

Protection against the Radiation Injuries 
during Radio Therapy

Some authors have recommended protecting the adjacent 
tissues during radiotherapy in the maxillofacial region by 
shielding with the appropriate shields. The protection can 
be provided by various methods like providing the radiation 
docking (cone positioning) devices, making spacers in the 
interstitial brachytherapy for tongue cancer and fabrication 
of tongue shields.[13] Radiation locking devices are utilized 
for directing the radiation cones for a particular area of 
the oral cavity. In many conditions, the radiation therapy 
has to be provided in divided doses. In those conditions, 
the docking device helps in the proper orientation of the 
radiation cones and also protects the adjacent soft tissue 
by deflecting them out of the radiation path.[14] when other 
areas of the oral cavity are irradiated, the tongue needs to be 
protected. This can be done with the help of tongue shielding 
radiation stent.[15]

Preventive Prosthodontics at Secondary 
Level

It includes the early detection of the disorders and providing 
prompt treatment. Various treatment modalities include 
preventive resin restorations of initial caries, direct and indirect 
pulp protection scaling and curettage, etc.[16] Preventive 
prosthodontic procedures which can be performed at this level 
are‑ occlusal interference correction, treatment for bruxism, 
treatment for trauma from occlusion (TFo), correction of 
plunger cusps and treatment of obstructive sleep apnea.[17]

Occlusal Interference

Any tooth contact that inhibits the remaining occluding 
surface from achieving stable and harmonious contact. 

Figure 1: An obturator
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occlusal interference produces mandibular deviation during 
closure to maximum intercuspation (MIC) position or may 
hinder the smooth passage to and from MIC position. The 
inference may be also be present during latero‑trusive 
movements and protrusive movements.[18] If the occlusal 
interference cross the threshold of adaptive capacity of 
the  Temporo‑mandibular joint, muscles of mastication and 
neuromuscular system, it leads to muscle hypertrophy, 
muscle fatigue, spasm, headaches, cranio‑mandibular 
dysfunction syndrome, wear facets, fractured cusps, tooth 
mobility. Parafunctional habits like bruxism. So correction 
of occlusal interference is recommended in the early stages. 
Care should be taken during the occlusal correction, if not it 
may aggravate the situation.[19]

Bruxism

If occlusal interferences are present, the patient tries himself 
to equilibrate the occlusion and thus develop the habit 
of clenching or grinding of teeth. This can occur due to 
periodontitis, over a contoured restoration, psychological 
and physical stresses, sleep disorder, central nervous system 
disturbances and alcohol.[20] Bruxism leads to attrition, 
mobility, muscle hypertrophy, occlusal facets, alveolar 
bone loss and TMJ disorders. Symptoms include muscle 
soreness, fatigue of masticatory muscle early in morning, 
hypermobility, hypercementosis, cusp fractures, pulpitis 
break in lamina dura, furcation involvement. Treatment 
of bruxism involves controlling the psychological stress, 
occlusal correction, coronoplasty and occlusal splints or 
intraoral orthoses.[21]

Trauma from Occlusion

It is a reversible condition. when occlusal forces exceed the 
adaptive capacity of the periodontal tissues, tissue injury 
results. This tissue injury is called as TFo. Acute TFo is due 
to sudden heavy forces. Chronic TFo is due to continuous 
and long duration occlusal forces, e.g. bruxism, drifting 
and extrusion of the teeth. Primary TFo is caused due to 
high occlusal forces whereas main cause of secondary TFo 
is a low threshold or low resistance of the periodontium. 
occlusal corrections are needed for the correction of the 
TFo.[22]

Plunger Cusps

The cusps which wedge the food forcefully into the 
interdental spaces of the opposing arch. These plunger cusp 
are usually the functional cusp (i.e., palatal cusp of maxillary 
teeth and buccal cusp of mandibular teeth) and sometimes 
palatal incline of maxillary buccal cusp and buccal incline of 
lingual cusp. Treatment involves rounding and shortening of 
the plunger cusps, and the opposing interproximal space is 
protected by splinting the adjacent teeth.[23]

Obstructive Sleep Apnea

The role of dentistry in sleep disorders is becoming more 
significant, especially in co‑managing patients with simple 
snoring and mild to moderate obstructive sleep apnea.[24] 
It is characterized by cessation of airflow through upper 
airway while diaphragm movement continues. It can cause 
due to enlarges tonsils, enlarged soft palate, large tongue 
and retrognathism. This can be taken care by fabrication 
of prosthetic mandibular advancement appliances like soft 
palate lifters, tongue retainers, mandibular repositioners, 
snore guards etc., and surgery to remove portions of the soft 
palate and uvula [Figure 2].[25]

Preventive Prosthodontics at Tertiary 
Level

Tertiary level prevention involves limiting the disability 
of the patient and rehabilitation. Various dental procedures 
that can be performed include complex restorative treatment 
of decayed teeth, root canal treatment and extractions. 
Prosthodontic rehabilitation incorporates procedures like 
post and core treatment, removable partial denture, fixed 
partial denture and implants.[26]

Prosthodontics Option in Disability 
Limitation and Rehabilitation

In the year 1990, some authors presented the “preventive 
prosthetic treatment strategy” for treatment of the young 
patients with a highly mutilated dentition.[27] It includes 
restoration of the teeth, timing of extraction, preservation of 
occluding pairs of teeth, avoidance of contact between the 
teeth and the opposite edentulous jaw. In rehabilitation phase, 
planning for the immediate dentures, treatment dentures 
or interim dentures, complete dentures and provisional 
restorations can be done.

Timing of Extraction

Planned extraction of highly mutilated teeth prevents the rapid 
resorption of the alveolar ridges. extraction of the maxillary third 
molar is delayed till the middle age. As third molars have their 
influence on growth of the tuberosity and help in the development 
of anterioposterior alveolar ridge. Careful extraction should 
be done to avoid the presence of unantagonized tooth.[28] If 
antagonists are not present, supra eruption of opposing dentition 
leads to contact between the mucosa and teeth of the opposing 
arches. As a result, arch stability is lost, and this leads to severe 
resorption of the alveolar ridge in edentulous arch.

Interim Denture/Treatment Denture

In the case of early loss of the permanent teeth, if the 
definitive treatment cannot be done for various reasons, 
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the interim denture (treatment dentures) can be utilized as 
preventive measures [Figure 3]. The treatment dentures acts 
as space maintainers, prevent the migration/drifting, prevent 
the supra eruption and prevent the contact between the teeth, 
alveolar ridge, restore the function, esthetics, restore the 
muscular tonicity, restore the vertical height, jaw health and 
avoids the abnormal jaw habits.[29]

Preservation of Occluding Pair of Teeth

In the treatment of mutilated dentition, preservation of an 
incomplete dentition with a minimum of occluding pairs 
of teeth in combination with a partial denture is preferable 
than the total tooth extraction. This is advantageous for 
utilization of the natural teeth for retention and stability of 
the prosthesis. Presence of the periodontal ligament provides 
the advantage of biofeedback mechanism in controlling the 
occlusal forces.[30]

Immediate Denture

If the dentition is very compromised and indicated for 
total extraction, then immediate dentures are planned to 
promote better healing (immediate dentures act as surgical 
stents), protect the blood clot and aid early healing and 
promote better ridge form. The immediate dentures apply 
functional forces within the physiological limit results in 
an edentulous ridge with better form and more resilient 
soft tissue covering.[31] Immediate dentures also prevent the 
facial musculature from collapsing, provide a guide for the 
vertical dimension, esthetic, easy adaptation to the dentures 
and provide psychological comfort.

Provisional Restorations

After the tooth preparation is done for fixed prosthesis, 
provisional restoration is advocated to prevent the 
events like pulpal inflammation (pulp protection), mesial 

migration, supra eruption and arch integrity, protection of 
the tooth preparation margins (e.g., partial veneer crown) 
and protection of the periodontium.[32] Clinicians have 
many choices of provisional materials from which to 
choose when fabricating provisional restorations. while 
traditional materials are still in use today, temporary 
materials are continuously being updated and improved 
upon. In addition to the functional necessities required of 
the provisional material, it must also provide esthetic value 
for the patient.[33]

Single Complete Denture/Complete 
Denture

when the teeth are completely absent in any one of 
the arch, the fabrication of a single complete denture 
is highly recommended to prevent the contact of the 
teeth and alveolar ridge, to restore function, vertical 
dimension, esthetics and prevent the development of 
parafunctional habits.[34] The complete dentures are 
provided for edentulous patients (edentulous in both 
jaws) to rehabilitate them by restoring the function form 
and aesthetics and general health of the patients. The 
complete dentures are provided with various occlusal 
schemes such as balanced occlusion, lingualized 
occlusion, neutrocentric concept and others depending 
upon the condition of the patients.[35]

Overdentures

Some authors advised to retain the stumps beneath the 
artificial teeth, and stated that these roots maintain the 
alveolar bone health and height for longer duration. This 
can be achieved by fabricating an overdenture.[36] This can 
be advantageous in terms of conserving the natural teeth, 
reducing the rate of residual ridge resorption, proprioceptive 
feedback by existing periodontal ligaments and thus 
controlling the occlusive forces and preventing the rapid 
residual ridge resorption.[36]

Figure 3: An interim dentureFigure 2: Snore guard
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Obturator

obturator is a prosthesis used to close a congenital or 
acquired tissue opening primarily of the hard palate and 
contiguous alveolar tissues.[37] Immediate obturators are 
placed immediately after the surgery with or without 
surgical packing. It is retained by screws or wire fixation, 
re‑establishes the oral contours, prevents the regurgitation 
of the fluids into nasopharynx, protects the wounds allows 
uneventful healing and prevents the cicatrisation or 
shrinkage.[38] Interim obturator is given after the removal of 
the surgical packing. The interim obturator is retained up to 
3 months with repeated checking and relining with the tissue 
conditioner, followed by definitive obturator.[39]

Preventive Implant Therapy

Preventive dentistry is mainly concerned with caries and 
periodontal disease and little, or no attention is paid to the 
prevention of alveolar bone loss. Preventive implantology 
is concerned with the preservation of the alveolar ridge of 
the (edentulous) jaw. After tooth extraction, the atrophy of 
edentulous lower jaws can be prevented or delayed by using 
implants supporting an over denture or a fixed mandibular 
prosthesis.[40] Studies have shown that mandibular ridge 
shows a slower resorption pattern when it is loaded by 
implants supported prosthesis rather than a conventional 
mucosa supported dentures. Kalk et al. proposed the 
resorption stages of the residual ridges which are used in 
preventive implantlogy.[41]

Preventive stage I
Anatomic situation after tooth extraction. Further resorption 
can be prevented by implantation of the bone substituents. 
e.g. a non resorbable hydroxyl appetite.

Preventive stage II
After the initial resorption has occurred. In this case, further 
resorption can be prevented by placing cylindrical endosteal 
implants to maintain adequate width and height.[42]

Preventive stage III
Knife edged ridge. Bone removal is necessary for implant 
placement.

Preventive stage IV
Severe resorption of the alveolar ridge has taken place. only 
basal bone is present. Implants are placed directly into the 
basal bone to prevent total loss of function of the arches.

Conclusion

Tough prosthodontics has evolved highly as a specialized 
field in replacement of missing teeth and adjacent soft and 
hard oral tissues; the cooperation with other aspects of 

dentistry, especially preventive cannot be ignored. Meeting 
the expectations of an ever increasing elderly population 
with quite rightly youthful outlooks of both function and 
esthetics is demanding. The loss of several teeth doesn’t 
have to be an immediate threat to the function of the whole 
dentition, but it can initiate serious problems related to 
the whole orofacial region, psychics and the wellbeing of 
the patient. From this point of view prosthetic dentistry 
is a valuable tool with high therapeutical and preventive 
character. Clinical application of various preventive 
measures in relation to the function of the masticatory 
system as well as prosthetic treatment is reviewed in the 
above discussion. Potential problems can be avoided and 
resolved by properly instituting a preventive prosthodontic 
procedure or practice according to the degree or level of 
prevention needed to correct it.
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