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Abstract 
Routine complications faced by the dentist include atrophic ridge, microstomia, flabby tissue, xerostomia, bony exostosis, 

labially inclined premaxilla, esthetic demand, bruxism, systemic disorders, patient’s demand for duplicating dentures, etc. 

Management of these difficulties can be done by proper incorporating of suitable materials and advanced techniques. This article 

describes the unconventional approaches to various modalities so as to provide ultimate satisfaction for the patient. 
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Introduction 
Complete loss of teeth leads to significant 

psychological trauma, loss of masticatory efficiency, 

loss of the supporting alveolar bone, reduced vertical 

dimension, lack of support for the facial musculature 

and altered jaw functions. Advancing age can lead to 

exaggerated tissue folds and tissue atrophy, loss of 

tissue support, increase in the number of creases and 

folds on the face and loss of tonicity of the muscles and 

skin.
1
 These changes lead to reduced vertical dimension 

with a collapsed lower third of the face and affects the 

overall esthetics of the patient. The external appearance 

of a complete denture patient is characterised by the 

presence of deep nasolabial folds, lack of lip support as 

indicated by the loss of vermilion border and dropping 

of the corner of the lips. Denture esthetics is defined as 

the effect produced by a dental prosthesis that affects 

the beauty and attractiveness of the patient.
2
 Denture 

esthetics begins at the first consultation visit of the 

patient when the esthetic expectations of the patient 

from the denture need to be assessed and estimated 

thoroughly. The goal of complete denture 

prosthodontics is to ensure that the facial musculature is 

restored of the support and tonicity that has set in due to 

the complete loss of teeth. This could be achieved either 

by increasing the thickness of the dentures or by 

providing the ideal vertical dimension so as to restore 

the physiologic muscle length and eliminate the 

pseudoprognathic appearance.
3 

The role of a 

Prosthodontist is to restore the lost function, provide 

better esthetics and improve the tonicity of the orofacial 

muscles. Restoring esthetics with dentures by replacing 

the loss of all these various structures and restoring 

function can be carried out either with.  

1. Conventional dentures 

2. Unconventional dentures 

Unconventional dentures can be used to provide 

either lost support of the orofacial muscles or to 

improve muscle tonicity or for better orofacial 

functions etc. 

Restoration of Esthetics: Unconventional dentures 

have been used for the restoration of esthetics of the 

buccal musculature by the use of cheek plumpers. 

Artificial denture cheek plumpers were proposed by 

Larsen
4
 et al in 1976 for the management of patients 

with specific esthetic concern. He described a technique 

for the restoration of the lost tonicity of the buccal 

musculature. The same technique of cheek plumpers 

was successfully used by Sunil Kumar et al.
5
 They 

described, in their case report, the management of a 

patient with severe loss of buccal musculature, tonicity 

of the skin and lack of support from the previous 

denture. Major concerns of the patient were poor 

esthetics, unsupported oral musculature and slumped 

cheeks which were not addressed by the previous 

dentures. Thus, better esthetic was achieved in the case 

reported by them by modifying the conventional 

dentures and including cheek plumpers for restoration 

of esthetics and function. Thus, denture esthetics has 

gone beyond the mere selection of teeth size, shape and 

shade.
6
 Cheek plumpers help to achieve better esthetics 

by providing support to the cheek musculature which 

has had contour changes as a result of loss of vertical 

dimension. Loss of elasticity of connective tissue 

results in the excessive loss of support for the buccal 

musculature.  

Management of Patients with Xerostomia: 

Unconventional dentures have been effectively used in 

the management of patient suffering from xerostomia. 

These patients complain of a dry mouth, difficulty in 

normal oral functions including eating, speaking and 

swallowing.
7
 Extreme discomfort in wearing dentures is 

a common complaint.
8
 Xerostomia can occur due to 

many possible causes such as in syndromes and 

diseases associated with reduced salivary flow – 

Sjogrens syndrome and diseases of the salivary gland; 

stress; post irradiation sequelae and poor general health 

of the patient. Management of these patients is 

routinely done with medication or with gustatory 

stimulation of the salivary glands by mastication of 
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sugar free chewing gums or lozenges is helpful.
9-11

 Soft 

denture liners are often used for the management of 

these patients. Unconventional dentures as a treatment 

modality have been used in the management of patients 

with xerostomia by the incorporation into dentures of 

reservoirs containing saliva substitutes. Case reports by 

Vergo et al
12

 in 1981, Toljanic et al,
13

 Mendoza et al
14

 

in 1993 and Sinclair et al
15

 in 1996 presented various 

techniques for the fabrication of these reservoir 

dentures which could be very effectively used in the 

management of patients with xerostomia. 

Vergo et al
12

 reported on an unconventional 

denture which included a reservoir for dispensing 

artificial saliva for patients with oropharyngeal 

carcinomas. The authors used the reservoir denture to 

contribute to successful oral rehabilitation of patients 

with postirradiation xerostomia. Toljanic et al
13

 

designed unconventional dentures that included a 

reservoir for saliva substitute in the palate of the 

maxillary denture for patients with xerostomia. All 

patients were reported to have found the reservoir 

system helpful in the control of xerostomia.  

Mendoza et al
14 

in their paper presented a new form 

of the reservoir denture, which was used successfully in 

a patient for the management of xerostomia where other 

treatment modalities had failed. A new technique for 

the construction of a full, mandibular reservoir denture 

was presented. The denture was named the split denture 

as it was split into two sections with a clear acrylic base 

which contained the reservoirs and a pink acrylic upper 

section which contained the denture teeth. This 

modification provided constant salivary flow for the 

patient and had the added advantage of allowing easy 

cleaning of the reservoirs. 

The split reservoir denture described by Mendoza 

et al
14

 provided a good technique for the management 

of patients with xerostomia. The authors also suggested 

that the split denture could find additional usage in the 

management of patients with post radiation xerostomia. 

The technique proposed by these authors had additional 

advantages of being easy to clean and adjustment of the 

reservoirs. Additionally, it also allowed the patient to 

clearly visualize the levels of saliva substitute within 

the chamber. The clinical stages during construction 

were routine and required little additional chair-side 

time. However, laboratory stages were time consuming 

and precision was essential to ensure accurate and 

smoothly fitting segments. Additionally, repairs and 

relines of a split denture are more complex. The authors 

also suggested that proper case selection was extremely 

important for using the split reservoir denture 

technique. Their recommendations included cases with 

good vertical dimension as sufficient clearance was 

required for the reservoirs and cases with minimal 

undercuts as accurate reseating of processed dentures 

would be extremely difficult in cases with large 

undercuts. 

Sinclair et al
15 

reported that complete dentures are 

highly uncomfortable in patients with reduced salivary 

flow. A denture design which can combine salivary 

substitutes with an effective and hygienic saliva 

dispensing system is yet to be reached. They analyzed 

the difficulties with previous methods and devised a 

new unconventional reservoir denture that maximized 

capacity and was easy to maintain by the wearer. 

Burhanpurwala et al
16 

presented a new reservoir 

denture technique for the management of a patient with 

xerostomia. They reported on a new form of reservoir 

denture which was fabricated by using a dual flasking 

method. The technique resulted in a reservoir denture 

that provided good lubrication to the oral tissues which 

was also hygienic and was made from routine denture 

base material in contrast to that reported by Mendoza et 

al. The two piece lower reservoir denture presented by 

these authors was simpler, easier to fabricate and offers 

an alternate method for the management of patients 

with xerostomia. 

Management of Cases with Extreme Resorption: 

Prosthetic rehabilitation in cases with extreme alveolar 

resorption is considered difficult as these ridges are 

narrow, more constriction of the residual ridges as 

resorption progress, less supporting tissues. Addition of 

weight to the mandibular denture has been suggested as 

a way of increasing the retention by some authors
17

. 

Reduction of weight of the maxillary denture was 

proposed for increasing the retention in patients with 

extremely resorbed ridges. This technique has been 

extremely beneficial when constructing an obturator for 

the restoration of a large maxillofacial defect.
18,19

 

Weight reduction of dentures is one of the accepted 

techniques for the management of patients who require 

obturators or to make the denture lighter in patients 

with extreme alveolar resorption. This weight reduction 

is achieved using a solid 3-dimensional spacer, 

including dental stone,
20-26

 cellophane wrapped 

asbestos,
27

 silicone putty,
28,29

 or modelling clay
30,31

 

which are incorporated during the processing of the 

final denture. Multiple and separate pieces of the 

prosthesis are polymerized around a 3-dimensional 

spacer. Following the initial polymerization process, the 

solid spacer is removed. Individual pieces of the 

prosthesis are then joined using autopolymerizing 

acrylic resin repair techniques. 

 

Conclusion 
Denture esthetics has thus gone beyond the just 

replacement of teeth with proper selection of size, 

shade and shape. Better rehabilitation of the edentulous 

patient is possible with appropriate use of these 

unconventional dentures. These dentures have been 

found to be extremely useful in several patients 

suffering from xerostomia and in those patients with 

extreme loss of orofacial esthetics. Unconventional 

dentures, can thus be considered as an advantageous 

option in the management of such patients.  
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