
There are fundamental guidelines that must be followed when setting teeth.

COMPLETE DENTURES:
ACHIEVING SUPERIOR ANTERIOR ESTHETICS 
AND POST-DELIVERY MAINTENANCE
ALDO LEOPARDI, BDS, DDS, MS

KNOWLEDGE FACTORY  •  Complete Dentures: Achieving Superior Anterior Esthetics and Post-Delivery Maintenance   • p.1

The Glossary of Prosthodontics Terms definition for denture esthetics 
is “the effect produced by a dental prosthesis that affects the beauty 
and attractiveness of the person.”1 It is, essentially, subjective 
rather than objective; it is not an exact science. However, certain 
guidelines can help to establish a pleasing esthetic and functional 
outcome (Table 1). 2 These guidelines can be considered as a set 
of parameters within which there is room for individual variation 
during denture construction.

Tooth Placement
There are fundamental guidelines that must be followed when 

setting teeth. The teeth must be placed in the “neutral zone.” The 
neutral zone is defined as “the potential space between the lips and 
cheeks on one side and the tongue on the other: that area or position 
where the forces between the tongue and cheeks or lips are equal.”1 

In the anterior region, this zone is close to the residual ridge, as were 
the original teeth. The location of the occlusal plane, the determined 
vertical dimension of occlusion, and horizontal maxillomandibular 
jaw relationships are all factors that will impact the final tooth 
position and, ultimately, the overall esthetics.3 These processes and 
techniques are beyond the scope of this article.

Anterior Tooth Selection
Tooth selection is completely subjective. However, there are some 

methods that will be discussed to help in the process. Initial tooth 
selection is only a tentative step that can be verified by the dentist 
using the trial denture base, and confirmation by the patient.

Shade
Select two or three shades that are harmonious with the patient’s 

general facial coloration and complexion. Avoid shades that are 
excessively light. Place the shade tab up to the sclera of the eyes 

(white region). If the tab is significantly brighter than the eyes, the 
value is too high. The clinician should ask the patient which of the 
two to three shades they like. In this manner, the clinician guides the 
patient in order to avoid a grossly light, dark, or plain tooth, but still 
engages the patient in the decision making process. 2

Size and Shape
Patient pre-extraction records (Figure 1 through Figure 6) can be 

a considerable help in establishing some parameters for tooth mold 
selection. These include diagnostic casts of the patient’s natural 
or restored teeth before extraction of the remaining teeth; recent 
photographs of the patient before loss of teeth; and radiographs (to 
a lesser degree).2-4 

For patients who present completely edentulous at the time of 
initial examination, evaluation of their existing dentures can be 
of assistance. Are the current denture teeth satisfactory in shape 
and size? Should they be shorter, wider, longer, and/or a different 
shade (Figure 7 and Figure 8)? If the dentures are unsatisfactory, 
various theories or ideas about how to select denture teeth can 
be employed.2,3 

The theory of matching teeth to face form (typal form theory), as 
first proposed by Williams in 1914, can be helpful: square, tapering 
or ovoid characteristics. 5 While the theory is scientifically unsound, 
many tooth manufacturers still use this as a subjective basis for tooth 
selection.6 However, when used with other techniques discussed in 
this article, it can be a helpful, yet subjective tool (Figure 9 through 
Figure 14).2 

The concept of dentogenics, introduced in the 1950s, takes 
the patient’s gender, personality, and age into consideration. For 
example, teeth with rounded corners and a delicate appearance 
project femininity. However, prominent wider centrals, square 
edges, incisal abrasion, and worn cuspid tips indicate the wear of 

ABSTRACT: Complete denture therapy is full-mouth rehabilitation without the benefit of supporting teeth for 
stability and esthetic guidance. Consequently, the clinician is faced with both functional and esthetic 
challenges when restoring the patient’s oral condition with this treatment modality. However, these challenges 
offer an opportunity for the dentist to offer the patient a cosmetic makeover. Through enhanced tooth selection 
and arrangement, it is possible to provide an improved esthetic outcome for the patient. The purpose of this ar-
ticle is to present guidelines for tooth selection and arrangement, and also to discuss a popular tangential topic 
of interest: postoperative maintenance for the complete denture patient.
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aging combined with the projection of a personality of strength aging combined with the projection of a personality of strength 
and vigor (Figure 9 through Figure 14).and vigor (Figure 9 through Figure 14).7-97-9 Although dentogenics is  Although dentogenics is 
another useful tool for overall tooth selection/arrangement, in the another useful tool for overall tooth selection/arrangement, in the 
author’s opinion, the challenge may be with the patient accepting author’s opinion, the challenge may be with the patient accepting 
the natural, aged esthetics this approach prescribes.the natural, aged esthetics this approach prescribes.

Selecting tooth size is challenging. Although using the patient’s Selecting tooth size is challenging. Although using the patient’s 
facial anatomical dimensions, such as the bizygomatic width, facial anatomical dimensions, such as the bizygomatic width, 
interpapillary distance, width of the nose (interalar distance), width interpapillary distance, width of the nose (interalar distance), width 
of the filtrum of the lip, and intercommisural distance have been of the filtrum of the lip, and intercommisural distance have been 

Compare and ContrastCompare and Contrast (1.) Pre-extraction dentate state. (2.) 3 months post- (1.) Pre-extraction dentate state. (2.) 3 months post-
delivery of complete upper and lower denture. (3.) Pre-extraction dentate state. delivery of complete upper and lower denture. (3.) Pre-extraction dentate state. 
(4.) 5 months post-delivery of complete upper and lower denture. (5.) Pre-(4.) 5 months post-delivery of complete upper and lower denture. (5.) Pre-
extraction dentate state. (6.) Completed maxillary implant bar-overdenture. extraction dentate state. (6.) Completed maxillary implant bar-overdenture. 
(7.) Existing dentures. (8.) Revised complete dentures with similar tooth form, (7.) Existing dentures. (8.) Revised complete dentures with similar tooth form, 
slightly larger tooth size, higher value, increased occlusal-vertical dimension, slightly larger tooth size, higher value, increased occlusal-vertical dimension, 
and improved tooth position.and improved tooth position.

Table 1Table 1
Guidelines for Achieving an Esthetic  
and Functional Outcome

FRONTAL VIEW

AAnterior nterior TTeetheethTTeethTT
1. Parallel to the interpupillary line1. Parallel to the interpupillary line
2. Incisal edge of the maxillary incisors lie at 1 mm to 2 mm below the  2. Incisal edge of the maxillary incisors lie at 1 mm to 2 mm below the  2. Incisal edge of the maxillary incisors lie at 1 mm to 2 mm below the  2. Incisal edge of the maxillary incisors lie at 1 mm to 2 mm below the  

maxillary lip at restmaxillary lip at restmaxillary lip at restmaxillary lip at restmaxillary lip at restmaxillary lip at rest
3. No bulging should be evident under the nostrils3. No bulging should be evident under the nostrils
4. Philtrum should be restored, if possible4. Philtrum should be restored, if possible4. Philtrum should be restored, if possible4. Philtrum should be restored, if possible
5. Full vermillion border of the lip should be seen5. Full vermillion border of the lip should be seen
6. “Smile Line” (maxillary incisal edges) should follow the line of the lower  6. “Smile Line” (maxillary incisal edges) should follow the line of the lower  

lip during smilinglip during smiling

Posterior Posterior Posterior Posterior Posterior Posterior Posterior TTeetheethTTeethTT
1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  1. Maxillary posteriors (premolars) should be placed buccally enough to  

avoid too large a dark corridor (behind the canines) upon smiling, but  avoid too large a dark corridor (behind the canines) upon smiling, but  avoid too large a dark corridor (behind the canines) upon smiling, but  avoid too large a dark corridor (behind the canines) upon smiling, but  avoid too large a dark corridor (behind the canines) upon smiling, but  avoid too large a dark corridor (behind the canines) upon smiling, but  
not to eliminate itnot to eliminate it

2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be 2. The occlusogingival length of the maxillary first premolar tooth should be     
long enough so that the denture base material is not obvious on smilinglong enough so that the denture base material is not obvious on smiling

3. The occlusal surface of the mandibular first bicuspid should never be  3. The occlusal surface of the mandibular first bicuspid should never be  3. The occlusal surface of the mandibular first bicuspid should never be  
superior to the corner of the mouth when the mouth is open only  superior to the corner of the mouth when the mouth is open only  
sufficiently to receive foodsufficiently to receive foodsufficiently to receive food

4. Posterior plane of occlusion should not “drop down” posteriorly, or  4. Posterior plane of occlusion should not “drop down” posteriorly, or  
maxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smilingmaxillary posterior teeth will show too much during smiling

SAGGITAL VIEW
AAAnterior nterior nterior nterior nterior nterior nterior nterior nterior nterior nterior nterior nterior TTeetheethTTeethTT
1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in1. Upper lip should be everted and not fallen in
2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  2. Tooth support of the lip is by two thirds of the incisal labial surface of  

the maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisorsthe maxillary central incisors

Posterior Posterior Posterior Posterior Posterior Posterior Posterior Posterior Posterior Posterior Posterior TTeetheethTTeethTT
1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane1. Posterior plane of occlusion should parallel the ala-tragus plane

(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)(Camper’s line)
2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  2. Posterior plane of occlusion should be at a level between one third and  

two thirds the height of the retromolar padstwo thirds the height of the retromolar pads

HORIZONTAL VIEW
AAnterior nterior TTeetheethTTeethTT
1. Central incisors should be 8 mm to 10 mm anterior to the midpoint 1. Central incisors should be 8 mm to 10 mm anterior to the midpoint 

of the incisive papillaof the incisive papilla
2. Canines are on a line drawn perpendicular to the midline of the palate, 2. Canines are on a line drawn perpendicular to the midline of the palate, 

through the center of the incisive papillathrough the center of the incisive papilla

Posterior Posterior TTeetheethTTeethTT
1. Mandibular central fossa (or buccal cusps) should be placed over 1. Mandibular central fossa (or buccal cusps) should be placed over 1. Mandibular central fossa (or buccal cusps) should be placed over 

the crest of the ridgethe crest of the ridge

proposed to aid in size selection,proposed to aid in size selection,2,102,10 there is a lack of consensus within  there is a lack of consensus within 
the literature.the literature.11-1611-16 Consequently, facial dimensions, and formulas  Consequently, facial dimensions, and formulas 
can only be used as a guide or reference. Trial and error, operator can only be used as a guide or reference. Trial and error, operator 
experience, and patient involvement will prove more beneficial experience, and patient involvement will prove more beneficial 
in choosing suitable tooth dimensions. Some of the purported in choosing suitable tooth dimensions. Some of the purported 

FIG. 1 FIG. 2

FIG. 3 FIG. 4

FIG. 5 FIFIG. 6G. 6

FIG. 7 FIG. 8
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certain averages can be used to help with the placement of teeth in 
the completely edentulous patient.

Soft Tissue Guidelines for Placing Teeth
In young persons, a line connecting the tips of the canines often 

traverses the incisive papilla. In elderly patients, the line passes 
posterior to the papilla.17-20 The distance from the middle of the 
incisive papilla to the labial surface of the maxillary central incisor 
(Figure 15) is normally 8 mm (with a range of 8 mm to 10 mm). The 
labial surface of the canine is normally 10.5 mm (± 1 mm) from the 
lateral aspect of the anterior rugae (Figure 16). The distance between 
the tips of the canines correspond to the width of the nose (Figure 
17).2,17-22 

Phonetics
The position of the anterior teeth and palatal contours will have 

a profound effect on speech. Affected sounds include bilabial (“p,” 
“b”), labio-dental (“f,” “v”), linguo-dental (“th”), and linguo-
palatal (“s”). For example, the maxillary incisal edges should be 
positioned so that the labio-dental fricative sounds (“f,” “v,” and 
“ph”) are correctly pronounced: incisal edges should lightly touch 
the vermillion border (wet-dry line) of the lower lip. Labio-dental 
sounds are created when the tip of the tongue touches the incisal 
edges of the maxillary anterior teeth, slightly obstructing air� ow 

between the palate and tongue. 
Consequently, labio-dental and 
linguo-dental sounds provide a 
useful guide when determining 
the proper plane of occlusion 
and anterior tooth position.2,3,23,24

Linguopalatal sibilants (“s,” “z,” 
“c,” and “ch” sounds) can help to 
determine correct tooth positioning 
and occlusal vertical dimension. 
The sound is made with the tongue 
against the palate/rugae area and 
a small space created for the air to 
escape. If the space between the 
front teeth is too small, a whistle 
may result. If it is too large, a lisp is 
created with the “s” being replaced 
by a “sh.”3,23,24

formulas include the following: divide the bizygomatic width by 16 
to arrive at an estimate of the width of the maxillary central incisor; 
or divide by 3.3 to arrive at the approximate width of the six anterior 
teeth arranged on a curve of a properly contoured wax-occlusion 
rim;2,10 or increase the interalar distance by 31% as an estimate of the 
circumferential distance of the six maxillary anterior teeth.14 

Clinically, the wax-occlusion rim can be of assistance: mark the 
corners of the mouth or commissures with the lips at rest and at 
the high lip-line when smiling/laughing on the wax occlusal rim. 
Measure the length of the wax rim on the curve between the lateral 
markings (with a plastic � exible ruler). This measurement will 
approximate the width of the six maxillary anteriors. As a general 
guide, upper anterior teeth that have an overall width as listed on 
tooth-selection charts as less than 48mm are considered relatively 
small teeth.2,3 Those listed as over 52 mm are relatively large teeth.2,3 

Measure the height. This measurement will give a minimum 
approximation on the length of the tooth to minimize artificial soft 
tissue display when smiling.2,3

Anterior Tooth Arrangement
The most challenging esthetic reconstruction is one where there 

are no remaining frames of reference. In essence, the edentulous 
patient optimizes this dilemma. Consequently, where do the dentist 
and technician begin? From the oral anatomy of dentate individuals,  
 

SQUARE FORM (9. & 10.) Complete 
maxillary and mandibular dentures

SQUARE -TAPERING FORM  
(11. & 12.) Complete maxillary and 
mandibular dentures.

OVOID FORM (13. & 14.) Complete  
maxillary denture and mandibular  
implant overdenture.

FIG. 9 FIG. 11 FIG. 13

FIG. 14FIG. 12FIG. 10
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Setting Anterior Teeth
With initial determination of the maxillary incisal edge 

position, the length of the maxillary wax occlusion rim is adjusted 
to coincide with the patient’s lip line at rest, or 1 mm to 2 mm 
beyond the lip line, depending on overall esthetic preference for the 
patient. However, tooth display beyond 4 mm (lip at rest) may be 
considered unesthetic.25,26 The anterior plane must also be parallel 
to the interpupillary line to minimize the potential of incorporating 
an incisal plane canter in the anterior setup. The occlusal plane is 
parallel to the Camper’s line (the superior border of tragus of the ear 
to inferior border of the ala of the nose).2,25,26 This plane of reference 
is critical in determining the position of the maxillary central 
incisors. It is, therefore, recommended that this anterior reference 
plane be recorded permanently onto the artform (non-anatomical 
portion of the stone cast) of the maxillary cast:27 

1. Take an arbitrary length (eg, 3 cm) and mark a point (with a  
   pencil) on the labial art-form of the maxillary cast (from the  
   wax occlusion rim surface) to correspond to the position of all  
   six maxillary anterior teeth. 

2. Line up these 6 markings and draw a straight line on the  
   art-form surface. This line should be parallel to the anterior wax  
   occlusion rim, and 3 cm away from the wax surface. 

3. With a sharp blade, score this line permanently onto the  
   cast surface. 

The purpose of scoring a line parallel to the anterior wax occlusion 
rim and 3 cm from the wax surface onto the cast art-form is to 
record the anterior lip-line position and incisal plane of the patient 
permanently onto the cast. Consequently, should the anterior 
teeth require re-setting at any point, the original lip-line recorded 
at the maxillomandibular record appointment can be retrieved 
by measuring the distance between the scored line and the incisal 
edges of the maxillary anterior teeth. This distance, therefore, should 
always be 3 cm for the maxillary central incisors and canines.27

Maxillary Anterior Teeth
The dental midline is recorded in the maxillary wax rim. 

The marking should be both coincident with the facial midline 
and vertically straight. This position often corresponds to the 
maxillary labial frenum.28 The initial setting of the anterior teeth 
is consistent with the established wax plane of occlusion. Besides 
using techniques discussed previously, various laboratory devices, 
such as an occlusal plane indicator, can also provide assistance with 
the vertical positioning of the maxillary anterior teeth. Figure 18 
through Figure 24 show the long axis of each tooth (broken line) 
and the orientation that the teeth should take in the wax occlusion 
rim (solid line). This mnemonic can help in remembering the 
bucco-lingual inclination of the maxillary anterior teeth (labial 

surface, from an occlusal view): M-I-G (middle third for the central 
incisor, incisal third for the lateral incisor, and the gingival third for 
the canine).2,27,29

In Figure 18 and Figure 19, the maxillary central incisor is 
placed so that the long axis shows a slight distal inclination to the 
perpendicular. The incisal edge is on the occlusal plane (level of the 
lip line at rest, or 1 mm to 2 mm below and/or beyond the lip line). 
The neck of the tooth should be slightly depressed. However, the 
facial surface of the tooth is nearly perpendicular to the occlusal 
plane. Consequently, when viewing the incisor from an occlusal 
view (perpendicular to the occlusal plane), the middle third of the 
facial surface is most prominent. 

In Figure 20 and Figure 21, the maxillary lateral incisor has 
slightly more distal inclination than the central incisor. The incisal 
edge is usually 0.5 mm to 1 mm above the occlusal plane. The neck 
of the maxillary lateral incisor is depressed more than the central 
incisor, although the labial surface will be nearly in line with the 
central incisor. Consequently, when viewing the lateral incisor from 

MEASURING DISTANCES (15.) The distance from the middle of the incisive pa-
pilla to the labial surface of the maxillary central incisor is normally 8 mm, with 
a range up to 10 mm. (16.) The labial surface of the canine is normally 10.5 
mm (± 1 mm) from the lateral aspect of the anterior rugae. (17.) The distance 
between the tips of the canines correspond to the width of the nose.

FIG. 15 FIG. 16

FIG. 17
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an occlusal view (perpendicular to the occlusal plane), the incisal 
third is most prominent. 

 In Figure 22 and Figure 23, the long axis of the maxillary canine 
also has a slight distal inclination. The incisal tip is on the incisal 
plane. However, in a balanced occlusal scheme, the vertical position 
may have to be raised or lowered to achieve “kissing contact” in 
excursive movements.27,29 The neck of the maxillary canine is 
prominent. Consequently, when viewing the canine from an 
occlusal view (perpendicular to the occlusal plane), the gingival 
third is most prominent.

In Figure 24, the incisal guidance angle is formed by a line drawn 

through the incisal edges of the maxillary and mandibular incisors 
and the horizontal plane. In denture construction, the mandibular 
incisors should never touch the maxillary incisors in centric 
occlusion/relation and the incisal guidance should be kept as low 
as possible to enhance free movement of the teeth in protrusive and 
lateral excursions. Protrusive and lateral working movements will 
produce “kissing contact.” 

The angle of the anterior guide table is based on the cusp 
angulation of the posterior teeth. 

With a lingualized occlusal set-up, the incisal guide table is set to 
the angle of the lower posterior teeth.2,27,29,30 

The anterior teeth should be 
examined from the occlusal aspect 
to ensure that the facial surfaces of 
the teeth follow the arch contours. 
The incisal edges of the anterior teeth 
should line up.

Mandibular Anterior Teeth
Initially, the mandibular anterior 

teeth are set on an even plane 
accommodating an approximate 
overjet/overbite relationship dependent 
on the working incisal guidance 
angle (see Figure 24). However, the 
vertical position is fine-tuned on the 
articulator during protrusive and lateral 
movements so that each individual 
tooth is in “kissing contact” with the 
maxillary teeth (Figure 25). This figure 
shows the mesio-distal inclinations 
of the mandibular anterior teeth and 
an example of variations of incisal 
position after adjustment to maintain 
“kissing contact” (in excursive 
movements).2,27,29 The incisal position 
will vary depending on the position 
of the maxillary incisor teeth and the 
incisal guidance angle. Figure 26 shows 

SCHEMATICS (18.) The maxillary central incisor is placed so that the long axis shows a slight distal inclination to the perpen-
dicular. (19.) The neck of the tooth should be slightly depressed. (20.) The maxillary lateral incisor has slightly more distal in-
clination than the central incisor. (21.) The neck of the maxillary lateral incisor is depressed more than the central incisor. (22.) 
The long axis of the maxillary canine also has a slight distal inclination. (23.) The neck of the maxillary canine is prominent. 
(24.) The incisal guidance angle is formed by a line drawn through the incisal edges of the maxillary and mandibular incisors 
and the horizontal plane. (25.) Mesio-distal inclinations of the mandibular anterior teeth and incisal position after adjustment 
to maintain “kissing contact” (in excursive movements). (26.) Bucco-lingual inclinations of the mandibular anterior teeth. (27.) 
Altered maxillary canine position, up to 1 mm coronal to the incisal plane.

FIG. 19 FIG. 20

FIG. 21 FIG. 23

FIG. 24 FIG. 26

FIG. 27

FIG. 18

FIG. 22

FIG. 25
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the bucco-lingual inclinations of the mandibular anterior teeth. The 
mandibular central incisors are set with the long axis perpendicular 
to the occlusal plane with the neck depressed. The mandibular 
lateral incisors are set with a slight distal inclination and with the 
facial surface at a right angle to the occlusal plane. The mandibular 
canines have more distal inclination than the lateral incisors and the 
neck is set prominently. As can be seen, the maxillary anterior teeth 
positions will determine the vertical positioning of the mandibular 
anterior teeth.2,27,29,30

Additional Considerations
Once the principles of anterior tooth arrangement as discussed 

above are understood, variation from the norm without losing 
natural inclinations will make artificial teeth appear more natural. 
However, many patients do not request natural findings such as 
overlaps, significant differences in the level of the incisal edges, 
rotations, or diastemas.31,32 Unless requested, such variations 
should be avoided. However, one variation from the norm that is 
esthetically pleasing involves placing the maxillary canines up to 1 
mm above the wax-rim incisal plane. This allows the incisal edges 
of the maxillary anterior teeth to follow the lower lip when smiling, 
enhancing the overall esthetic result (Figure 27).2,27,29,33-35

The principles of tooth selection and arrangement discussed here 
also apply to the restoration of completely edentulous patients with 
implant-supported overdentures or fixed restorations. Although 
the functional principles related to tooth arrangement in complete 
denture therapy do not apply to dentate individuals, an improved 
understanding of the esthetic guidelines can provide additional 
insight to the esthetic evaluation of dentate individuals.

Complete Denture Delivery: Patient Instructions 
and Maintenance

After delivery-appointment denture adjustments, each complete 
denture requires a 24-hour, 1 week, and 2-week adjustment before 
the case is complete. The key to treatment outcome success with all 
treatment modalities involves setting realistic patient expectations 
before the commencement of treatment. However, certain 
difficulties that may be encountered and various factors related to 
the care of dentures should be explained to the patient before they 
have worn their new restorations. It is much better to forewarn a 
patient of probable difficulties than to have them encounter the 
problems and then erroneously relate them to the “denture fit.” 
Some of the issues that should be discussed with the patient are 
brie� y stated below.27,36

Getting Used to the Feel of Dentures
New dentures will feel strange and bulky in the mouth. They will 

cause a feeling of fullness of the lips and cheeks. This is true even if 

the patient has worn dentures for years. The lower denture is usually 
much more difficult to become accustomed to than the upper 
denture. There will be an excessive � ow of saliva for the first few 
days until the glands in the mouth become adjusted to the presence 
of the new dentures. 

A great deal of control of complete dentures results from 
manipulations of the tongue, cheeks, and lips. If a patient has become 
accustomed to old dentures over a long period of time, new habits 
must be formed with the new dentures. It is usually more difficult 
for a patient who has not worn dentures for some time to become 
accustomed to them than it is for a patient who is accustomed to 
wearing dentures. 

Although great care has been used to construct dentures that are 
compatible with the surrounding tissues, the dentures move on 
the tissues and soreness will usually develop for varying periods at 
different locations in the mouth. The patient must return so that 
the dentist can adjust the dentures or the way that the teeth meet to 
correct the soreness in the mouth. The patient should never attempt 
to adjust the dentures themselves. 

It is essential that the patient return for a 24-hour adjustment. At 
this time, the denture-bearing tissues will be examined for irritation, 
over-extension, and occlusal problems. Importantly, the patient 
must make up his or her mind to master wearing the dentures. This 
can only be done by keeping the dentures in the mouth more than 
they are out. Remind the patient that the tissues surrounding the 
dentures will function more naturally after the dentures have been 
worn for several weeks.

Some patients’ tongues (approximately 35%) normally rest in a 
retracted position in relation to the lower anterior teeth. Such patients 
should attempt to learn to position the tongue farther forward so 
that it rests on the lingual surfaces of the lower anterior teeth. This 
position helps to develop stability for the lower dentures.

Speech
Speaking normally with dentures requires practice but usually 

is not a great problem. The patient should read aloud and repeat 
any words or phrases that are difficult to pronounce. The patient 
should be counseled that he or she will be much more aware of 
small problems in speech sounds than anyone else. 

Mastication
Learning to chew well with dentures normally requires at least 

6 to 8 weeks. The patient should begin chewing relatively soft 
food cut into small pieces. If chewing can be done on both sides 
simultaneously, the tendency of the dentures to tip will be reduced. 

Educate the patient that anterior teeth are placed in a denture 
for esthetic purposes, and posterior teeth are placed for functional 
purposes. Chewing is accomplished with the posterior teeth. Incising 



KNOWLEDGE FACTORY  •  Complete Dentures: Achieving Superior Anterior Esthetics and Post-Delivery Maintenance   • p.7

of food is accomplished in the premolar area. When incising with 
dentures, the food should be placed between the teeth posteriorly 
to break it apart rather than pulling downward and outward as one 
would with natural teeth. This produces an inward and upward 
force, which tends to seat the dentures on their residual ridges rather 
than to displace them. 

When a patient has gone without dentures for a long time, at 
first he or she will be able to masticate better without the dentures 
than with them. However, the patient must leave the new dentures 
in while chewing to learn how to use them. Eventually, the patient 
should masticate better with the denture than in the edentulous 
condition. The same is true for old dentures. Do not allow the 
patient to fall back to the old comfortable pair of “shoes.” He or she 
must learn to use the new restorations.

Using Denture Adhesives
The use of denture powders/adhesives 37,38 are contraindicated 

for use under ill-fitting dentures. However, with well-adapted and 
satisfactory complete dentures, denture adhesives have the following 
indications: severely atrophied residual ridges; xerostomia; tissue-
supported removable partial dentures. Denture adhesive cream 
(eg, Polygrip Ultra® or Super Poligrip®, GlaxoSmithKline Co, 
www.gsk.com; Fixodent® Denture Adhesive Creams, Proctor and 
Gamble, www.pg.com; Cushion Grip®, Schering-Plough Healthcare 
Products, Inc, www.scheringplough.com) is to be applied in small 
peasize increments distributed throughout the denture base, as 
needed, preferably prior to meals. The adhesive may require re-
application throughout the day (two to three times). Denture 
powder (eg, Super Wernet’s®, GlaxoSmithKline Co; Rigident® 
Adhesive Powder, Church and Dwight Co, www.churchdwight.com; 
Fixodent® Adhesive Powders, Proctor and Gamble;) is sprinkled 
over the wet denture intaglio surface, with the excess shaken off 
before placement in the mouth.

Caring for Dentures
Dentures should be left out of the mouth at night to give the 

supporting tissues adequate rest. This allows blood � ow to return 
to normal for about 8 hours a day. Wearing a denture decreases the 
blood � ow to the residual ridge. If this blood is kept away from the 
ridge, resorption will be greater than normal. When dentures are left 
out at night, they should be placed in water to prevent drying and 
possible dimensional changes. 

Dentures should be thoroughly brushed after every meal. The 
dentures should be removed from the mouth and brushed with a 
denture brush using denture toothpaste. Regular toothpaste is too 
abrasive for dentures. The dentures should be brushed over a basin 
that is partially filled with water or over a towel to minimize the 
chances of breaking the dentures should they slip out of the hands.

Denture cleansers can also provide an effective adjunct to a 
patient’s denture oral hygiene regimen. For example, Polident® 
effervescent denture tablets (GlaxoSmithKline Co) or Denture 
Cleanser® (Johnson and Johnson Healthcare Products, www.jnj.
com) can be used in the storage water with the dentures in place. 
Different formulations are available for a 3-minute soak or overnight, 
and also for cast metal-frame partial dentures. It is important to note 
that many regular toothpastes have abrasives in their formulations 
that can dull the acrylic finishes of complete or partial dentures. 
Either hand soap or special denture toothpastes are recommended 
(eg, Fresh’n Brite Denture Toothpaste, Caldwell Consumer Health, 
LLC, www.caldwellpharma.com; Plident Dentu-Creme® or Polident 
Dentu-Gel®, GlaxoSmithKline Co). A regular toothbrush or denture 
brush (eg, Wernet Denture Brush®, GlaxoSmithKline Co; Oral B 
Denture Brush, Sunstar GUM Butler Dental Products, www.jbutler. 
com) can be used. Denture brushes are not to be used intraorally. 

Dental Visits
Patients who wear dentures still require routine dental 

examinations. Tissues under dentures change with time depending 
on many factors, the general health of the patient being one of the 
most important. Dentures become illfitting and can damage the 
supporting tissue without the patient being aware that anything is 
wrong because it happens over a long period of time. Lesions can 
develop in the oral cavity that may or may not be associated with the 
dentures.All edentulous patients should be examined by a dentist at 
least once a year.

Dentures are not intended to be permanent. The denture will 
become worn over time and will lose its fit because of changes in 
the residual ridge. A replacement should be considered every 7 to 10 
years and a reline should be considered from time to time (according 
to how quickly ridge resorption occurs; on average every 2 to  
3 years).
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