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Abstract 

For complete dentures to be functionally successful, comfortable for patients, and maintain long-term oral 

health, stability is essential, especially for mandibular dentures where functional and anatomical challenges 

are significant.  Retention, occlusal balance, residual ridge anatomy, muscle dynamics, salivary adhesion, and 

polished surface contours are some of the factors that affect stability, which is defined as the denture's capacity 

to withstand displacement by functional and parafunctional forces.  By influencing the peripheral seal and 

muscle balance, the position and size of the tongue, frenal attachments, sulcus depth, and lateral throat form 

all have a major impact on the stability of mandibular dentures.  While nonkeratinized mucosa supports the 

seal in dynamic areas, keratinized mucosa offers a stable load-bearing base.  If precise impression techniques, 

neutral zone alignment, and patient education are not used to manage stresses like masticatory, muscular, 

parafunctional, gravitational, and salivary forces, dentures may become unstable.  Stability is increased by 

making sure appropriate occlusal schemes are used and by optimizing flange extension into regions such as 

the retromylohyoid space.  Implant-supported dentures might be an option for difficult cases.  Oral tissue 

preservation, patient satisfaction, and functional efficiency are all guaranteed by effective management of 

these variables. 
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INTRODUCTION 

The ability of a complete denture to withstand displacement by functional and parafunctional forces—

especially those acting laterally or horizontally—is referred to as stability.  It is the ability of a denture to stay 

securely in place without tipping, rocking, or sliding when speaking, chewing, and performing other oral 

activities.  The ability of the denture to hold its intended position on the residual ridge in the face of forces 

experienced during function is closely linked to stability.  [1,2] 

 Stability is crucial for complete dentures.  Because stability has a direct impact on complete dentures' 

comfort, functionality, and patient satisfaction, it is essential to their success.  The following succinctly 

describes the significance of stability: [1–5] 

 1. Functional Efficiency: Patients can process food more effectively when wearing stable dentures because 
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they prevent displacement during chewing. 

 2. Patient Comfort: Because instability results in excessive movement or pressure points on the underlying 

tissues, it can cause discomfort, soreness, or mucosal trauma. 

 3. Aesthetics and Speech: Stability guarantees that teeth and denture bases are positioned correctly, 

promoting clear speech and preserving facial beauty. 

 4. Preventing Tissue Damage: By uniformly distributing occlusal forces, a stable denture lowers the possibility 

of soft tissue irritation or residual ridge resorption. 

 5. Patient Confidence: Because stability reduces the likelihood of denture dislodgement, it boosts the wearer's 

confidence in social and functional settings. 

 6. Long-term Oral Health: Stability promotes long-term prosthodontic success by reducing movement and 

trauma and maintaining the integrity of the remaining ridges and oral tissues. 

 Important Elements Affecting Complete Denture Stability 

 1. Retention and Adaptation: o Justification: Stability and retention, or the ability to withstand vertical 

displacement, are intimately related.  Intimate contact is ensured by a denture base that is properly matched 

to the oral tissues underneath, producing a suction effect that reduces movement.  Accurate impressions allow 

for precise adaptation to the residual ridge, which improves denture stability by minimizing rocking or sliding 

while in use.  Micromovements brought on by poor adaptation impair stability and create discomfort. 

 *Clinical Considerations: Methods such as selective pressure impressions guarantee the best possible tissue 

contact, especially in regions that can withstand masticatory forces.  By ensuring that the denture flanges fit 

the soft tissue anatomy, border molding improves stability and seal.  [4] 

 2. Occlusal Balance: o Definition: The uniform distribution of occlusal contacts during centric and eccentric 

mandibular movements is known as balanced occlusion.  This reduces rotational or tipping forces that might 

cause the denture to become unstable.  By distributing forces evenly across the denture base, proper occlusal 

schemes—such as bilateral balanced or lingualized occlusion—minimize lateral displacement. 

  *Clinical Considerations: When chewing, the denture may shift or tip due to occlusal errors like premature 

contacts or interferences.  Stability is increased through occlusal harmony, which is ensured by careful 

adjustment during denture fabrication and after insertion.  [1] 

 3. Ridge Anatomy: o Justification: Denture stability is greatly impacted by the residual ridge's size, shape, and 

quality.  A greater surface area for support and improved resistance to lateral forces are provided by broad, 

well-developed ridges that are sufficiently high and wide.  On the other hand, because of their smaller contact 

area and greater vulnerability to displacement, severely resorbed or knife-edge ridges provide less stability. 

 *Clinical Considerations: To minimize tissue damage and maximize stability, undercuts, bony prominences, 

or irregularities must be controlled.  Techniques like ridge augmentation or implant-supported dentures may 

be taken into consideration to increase stability in situations where the ridge anatomy is inadequate.  [5] 

 4. Muscle Balance: o Justification: The denture's polished surfaces, or the outside surfaces that come into 

contact with the lips, cheeks, and tongue, need to be shaped to blend in with the surrounding muscles.  Muscles 

can stabilize the denture instead of dislodging it when the polished surfaces are properly shaped.  Stability 

may be compromised by improper contours, such as overextension or under extension, which can cause 

muscle displacement. 
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 *Clinical Considerations: By aligning the denture with natural muscle dynamics, the neutral zone technique, 

in which the denture is shaped to occupy the space between opposing muscle forces, improves stability.  [2] 

 5. Border Seal: o Justification: By keeping suction and preventing air infiltration, a well-formed border seal—

achieved by appropriately extending and adapting the denture flanges—improves stability.  In order to create 

a peripheral seal that is resistant to both vertical and lateral displacement, the borders should reach the 

functional depth of the vestibular and sublingual regions without encroaching on movable tissues. 

 *Clinical Considerations: In order to capture the dynamic anatomy of the soft tissues, border molding is 

essential during impression-making.  Under extension weakens the seal and overextension can irritate the 

tissue, both of which compromise stability.  [4] 

 6. Neuromuscular Regulation: o Justification:  One important component of stability is the patient's capacity 

to manipulate the denture with coordinated muscle action.  The patient's muscle tone, adaptive ability, and 

denture-related experience all affect neuromuscular control.  Even in difficult situations, such as resorbed 

ridges, patients with strong neuromuscular coordination can preserve denture stability. 

 *Clinical Considerations: Neuromuscular control can be enhanced by patient education and training in 

denture use, including speech and controlled chewing exercises.  To attain proper control, elderly patients or 

those suffering from neurological disorders might need more time and assistance.  [1] 

 Because of their interdependencies, all factors must be taken into consideration when designing and 

fabricating dentures for maximum stability.  For example, in order to make up for decreased support, poor 

ridge anatomy may require more attention to occlusal balance and border seal.  To optimize stability, clinical 

proficiency in occlusal adjustment, impression techniques, and patient counseling is crucial. 

The significance of stability in mandibular complete dentures was highlighted by renowned prosthodontics 

expert Corwin R. Wright, who defined stability as "the quality of a denture to resist displacement by functional 

stresses."  He found that stability is a key component that separates successful dentures from unsuccessful 

ones, especially for mandibular dentures, which are more difficult because of their small surface area and 

dynamic oral musculature: 

Key Factors Influencing Stability According to Corwin R. Wright 

1. Tongue Position and Function:  

Justification: Wright emphasized how important the tongue is to preserving the stability of the mandibular 

denture.  By assisting with border sealing and preventing displacement, a normal tongue position—where the 

tongue fills the floor of the mouth and its lateral borders extend onto the occlusal surfaces of mandibular 

teeth—supports denture stability.  By breaking the seal and permitting dislodgement during function, 

retracted tongue positions—where the tongue rests inside the mandibular teeth or fails to fill the oral cavity—

compromised stability.  Wright underlined that stability requires teaching patients to keep their tongue in a 

normal position while making impressions and performing functional tasks. 

 Wright recommended certain tongue exercises to increase stability, such as thrusting the tongue quickly out 

and in, swinging the tongue side to side, and fully extending and rapidly retracting the tongue.  By improving 

neuromuscular control, these exercises help patients stabilize their dentures.  Furthermore, a correct border 
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seal is ensured by identifying and adjusting retracted tongue positions during impression procedures, 

especially in the lingual and lateral throat form areas.  [6] 

 2. Denture Extension and Border Seal: Justification:  

Wright emphasized the significance of a properly formed border seal to improve denture stability, especially 

in the mandibular arch.  The border seal area extends posteriorly into the lateral throat form (retromylohyoid 

fossa) and downward to the floor of the mouth.  A seal that is resistant to rotational and horizontal forces is 

ensured by properly extending the denture borders, particularly the lingual flange.  The lingual flange should 

be shaped to accommodate the mylohyoid muscle without impinging on it, and it should extend about 2 mm 

past the internal oblique line. 

 Clinical Considerations: To permit muscle mobility without dislodging the denture, apply as little pressure as 

possible to the floor of the mouth while the tongue is at rest during the impression-taking process.  From the 

retromolar pad, the distolingual border should descend posteriorly to the floor of the mouth at a 45-degree 

angle.  When speaking and chewing, this exact border design keeps the mouth stable and stops air from getting 

inside.  [6] 

 3. Adaptation of the Denture Base and Impression Quality:  

Justification:  Stability is largely dependent on a denture base that is well-suited and closely fits the underlying 

mucosal tissues.  Wright pointed out that precise impressions are essential for reproducing the supporting 

tissues' anatomy, guaranteeing optimal contact, and reducing movement.  The denture becomes unstable due 

to rocking or sliding caused by poor adaptation. 

 Clinical Considerations: Dimensionally stable, void-free, and smooth impressions are desirable.  Wright 

focused on methods that improve stability by capturing the functional anatomy of the oral cavity, especially in 

the sublingual and retromylohyoid areas.  The tissues can remain undistorted when impressions are made 

with little pressure, which enhances the final prosthesis's fit and stability.  [6] 

 4. Muscular Control and Patient Adaptation:  

Justification: Wright acknowledged that denture stability is greatly influenced by patient neuromuscular 

control.  Certain patients have a "knack" for wearing dentures, which enables them to keep their stability by 

using their muscles in unison.  Others find stability difficult, especially those with retracted tongue positions 

or poor muscle coordination.  Wright underlined the dentist's responsibility to help patients acquire this 

control. 

 Clinical Considerations: Tongue exercises and phonetic training are useful strategies to enhance patient 

adaptation.  Wright recommended teaching patients how to properly position their tongue through phonetic 

exercises, which would improve stability and retention.  To promote acceptance and successful denture use, 

more explanation and training are required for patients who are skeptics or lack experience.  [6] 

 5. Anatomy of the residual ridge:  

Wright recognized that stability is influenced by the residual ridge's anatomy, even though his main focus was 

on tongue position and border seal.  A stable foundation is provided by a ridge that is tall enough and wide 
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enough, whereas resorbed or unfavorable ridges make the foundation less stable because they are less 

resistant to horizontal forces. 

 Clinical Considerations: Wright suggested optimizing border extensions and denture base coverage in cases 

of compromised ridges in order to make up for inadequate ridge anatomy.  On unfavorable ridges, stability can 

be increased by employing strategies like extending the lingual flange into the sublingual crescent region.  [1, 

6] 

Stresses Causing Instability of Lower Dentures 

1. Masticatory Forces (Functional Stresses): One of the main functional stresses influencing decreased denture 

stability is masticatory forces, which are produced during chewing.  The denture base and underlying tissues 

receive these forces via the occlusal surfaces.  The denture may tip, rotate, or slide laterally due to uneven or 

excessive masticatory forces, especially in cases of non-balanced occlusion. 

 The mechanism underlying instability  

 Unbalanced Occlusion: The denture may rock or tilt as a result of uneven forces created by early occlusal 

contacts or chewing interferences.  For instance, the denture may lift on the opposite side if occlusal forces are 

concentrated on one side. 

 High Occlusal Forces: Patients who chew hard or sticky foods or who have strong biting forces produce a lot 

of lateral and vertical stresses that can cause the denture to come loose, particularly if the ridge is resorbed or 

the denture base is not well-suited. 

 Clinical Impact: Compared to maxillary dentures, mandibular dentures have a smaller surface area for force 

distribution, making these forces especially destabilizing.  [4] 

 2. Muscular Forces (Tongue, Cheek, and Lip Activity): Synopsis: The lower denture is subject to considerable 

forces from the dynamic action of the oral muscles, especially the tongue, buccinator, and orbicularis oris.  The 

denture's border seal may be broken and displacement may result from improper tongue position or muscle 

activity. 

 The mechanism underlying instability  

 Tongue Position: According to Corwin R. Wright, instability results from a retracted tongue position, in which 

the tongue rests inside the mandibular teeth or does not fill the floor of the mouth.  On the other hand, the 

denture may become misaligned if the tongue moves or thrusts excessively when speaking or swallowing. 

 The buccinator or orbicularis oris muscles may displace the denture during chewing or facial expressions if 

the buccal or labial flanges are overextended.  On the other hand, underextended flanges weaken the seal, 

permitting lateral movement and air infiltration. 

 Clinical Impact: Because of its mobile environment and the tongue's major influence on denture positioning, 

the mandible is more vulnerable to stresses caused by muscles.  [6] 

 3. Parafunctional Forces (such as Clenching and Bruxism):  
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 Excessive and repetitive forces produced by parafunctional behaviors like clenching or bruxism (grinding) 

destabilize the lower denture.  Compared to functional stresses, these forces are frequently stronger and more 

erratic. 

 Mechanism of Instability:  

Lateral Forces: The denture slides or rotates on the ridge due to shearing forces created by bruxism's lateral 

grinding motions. 

 Repetitive Stress: If the ridge is resorbed or the occlusion is out of balance, the prolonged vertical forces 

applied by chronic clenching can cause tissue irritation and denture movement. 

 Clinical Impact: In patients with weak neuromuscular control or poor ridge anatomy, parafunctional forces 

worsen instability, which frequently results in soreness and accelerated ridge resorption.  [1] 

 4. Gravitational Forces: Brief description: When the mouth is open or in non-functional states (such as 

speaking or yawning), gravity pulls the lower denture downward.  Mandibular dentures are more susceptible 

to dislodgement because of gravity than maxillary dentures, which are helped by suction and gravity. 

 The mechanism underlying instability   

Gravity may cause the denture to shift or fall out if it is not seated correctly or has an inadequate border seal, 

especially when the mouth opens wide or the tongue is unable to support the lingual flange. 

 Clinical Impact: Because the denture mainly depends on tongue support and peripheral seal to counteract 

gravity, this stress is more noticeable in patients with resorbed ridges or poor muscle coordination.  [5] 

 5. Anatomical Stresses (Residual Ridge and Tissue Factors): o Synopsis: Denture stability is greatly influenced 

by the anatomy of the residual ridge and surrounding soft tissues.  Stresses caused by unfavorable ridge 

features or tissue conditions compromise the stability of dentures. 

 The mechanism of instability 

Caused by severely resorbed or knife-edge ridges, which reduce resistance to rotational and lateral forces by 

creating a smaller, less stable foundation.  As a result, the denture may tip or slide while in use. 

 Tissue Undercuts and Irregularities: The denture may rock or impinge on tissues due to soft tissue undercuts 

or bony prominences, which can result in instability and pressure points. 

 Mobile Soft Tissues: The lingual seal may be broken by excessive movement of the floor of the mouth or 

sublingual tissues, particularly when the tongue is moving, which could cause the denture to lift or move. 

 Clinical Impact: Because of the smaller surface area and the dynamic nature of the floor of the mouth, 

mandibular dentures present unique anatomical stresses, necessitating the use of precise impression 

techniques.  [6] 

 6. Surface Tension and Salivary Stresses:  
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 Saliva has two functions in denture stability: it helps with retention by adhesion and surface tension, but it 

can also lead to instability if salivary flow is too high or too low. 

 Mechanism of Instability:  

Insufficient Saliva: Slippage results from decreased cohesive and adhesive forces that support the denture's 

seal due to decreased salivary flow, such as in xerostomia. 

 Excessive saliva: This condition, which is frequently observed in people who are new to wearing dentures, 

can cause the denture to shift or float by breaking the peripheral seal, especially along the lingual flange. 

 Clinical Impact: Because mandibular dentures rely on a peripheral seal in a dynamic, saliva-rich environment, 

such as the floor of the mouth, salivary stresses are more noticeable.  [4] 

 Clinical Techniques for Reducing These Stresses 

 In order to mitigate these strains and improve the stability of lower dentures:  [4] 

 • Optimize Occlusion: Make sure the occlusion is balanced to disperse masticatory forces uniformly and 

minimize tipping. 

 • Enhance Border Seal: To capture the functional anatomy of the buccal and lingual borders, use precise 

impression techniques and border molding. 

 • Improve Tongue Positioning: Teach patients how to support the lingual flange by maintaining a normal 

tongue position. 

 • Address Ridge Anatomy: For severely resorbed ridges, take into account implant-supported options and 

maximize denture base coverage. 

 • Control Parafunctional Habits: To lessen the effects of bruxism or clenching, use occlusal splints or modify 

occlusion. 

 • Salivary Management: Normalize salivary effects by addressing problems with salivary flow through 

hydration, salivary substitutes, or patient adaptation.  Because of their dynamic floor of the mouth, mobile 

tongue, and smaller surface area, mandibular dentures are especially prone to instability.  It takes a 

combination of exact clinical methods and patient education to address these stresses. 

 Because the tongue has a major impact on the lingual border seal, muscle dynamics, and overall functional 

environment of the denture, its position and size are crucial to the stability of mandibular (lower) complete 

dentures.  Because of its smaller surface area and dynamic musculature, the mandible presents unique 

challenges for stability, which is defined as the denture's capacity to withstand displacement by functional and 

parafunctional forces. 

Tongue Position Relates to Denture Stability 

1. Normal Tongue Position: Description: According to Corwin R. Wright, a normal tongue position is when the 
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tongue fills the floor of the mouth, its tip resting close to the anterior teeth and its lateral borders extending 

over the occlusal surfaces of the mandibular posterior teeth.  Maintaining the Lingual Border Seal: This 

position improves retention and stability by preventing air ingress through the seal created by the tongue's 

contact with the lingual flange. 

 Counteracting Displacing Forces: By applying pressure to the lingual surfaces of the teeth and flange, the 

tongue stabilizes the denture against lateral and vertical forces during speaking, swallowing, and chewing. 

 Effect on Stability: When the denture is in its natural position, the tongue supports it by holding it in place on 

the residual ridge.  This is especially crucial in the mandible, where stability depends on efficient border seals 

due to the smaller surface area and moving floor of the mouth. 

 Clinical Considerations: To guarantee that the lingual flange is precisely shaped, patients should be told to 

position their tongue normally during the impression-taking process (for example, tip close to the anterior 

teeth, lateral borders resting on the lower posterior teeth).  Stability can be improved by teaching patients to 

maintain this position through tongue exercises like side-to-side motions or thrusting the tongue in and out.  

[6] 

 2. Position of the Retracted Tongue: Description:  Pulling the tongue back into the oral cavity, where it rests 

inside the mandibular teeth or does not fill the floor of the mouth, is known as a retracted tongue position.  

Some patients, especially those who are new to dentures or have poor neuromuscular control, frequently 

adopt this posture. 

 Affecting Stability:  Stability is compromised by a retracted tongue in the following ways: Disrupting Lingual 

Seal: Air can enter due to the tongue's lack of contact with the lingual flange, breaking the peripheral seal and 

causing the denture to lift or shift. 

 Reducing Support: The denture is more prone to lateral displacement during function, which can result in 

tipping or sliding, if the tongue's stabilizing pressure is absent. 

 Function Interference: Retracted tongue positions can make it difficult to speak and chew because the tongue 

may push against the denture and cause it to come loose. 

 Clinical Considerations: During clinical examination and impression-taking, dentists must recognize retracted 

tongue positions.  Phonetic exercises, such as pronouncing "s" or "th" sounds, and tongue exercises, such as 

quickly extending and retracting the tongue, can help patients learn to adopt a normal tongue position.  For 

long-term stability, patients must be re-educated on proper tongue positioning.  [7] 

 3. Abnormal Movements or Tongue Thrust:  

 Description: Habits, neurological disorders, or denture adaptation can cause excessive tongue movements or 

thrusting in certain patients.  The denture becomes unstable as a result of these movements pushing against 

the teeth or lingual flange. 

 Effect on Stability: By directly pressing against the lingual surfaces, breaking the seal, or causing lateral 

displacement, tongue thrusting can cause the denture to come loose.  This is especially troublesome when 

speaking or swallowing. 
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 Clinical Considerations: Use functional impression techniques to design the lingual flange to allow for tongue 

movements without impingement.  Stability can be enhanced by patient counseling and tongue thrusting 

control exercises (such as swallowing with the tongue in a normal position).  Speaking with a speech therapist 

could be helpful in extreme situations.  [1] 

Tongue Size Relates to Denture Stability 

1. Normal Tongue Size: Description: An average-sized tongue fills the floor of the mouth, fits comfortably inside 

the oral cavity, and works in harmony with the teeth and lingual flange of the denture.  This size supports 

denture stability by enabling a normal tongue position. 

 Effect on Stability: The best support is given by a normally sized tongue because it: Improves Border Seal: The 

tongue's natural contact with the lingual flange keeps a peripheral seal, which stabilizes the denture against 

functional forces. 

 Muscle Force Balancing: The tongue minimizes displacement from opposing muscle pressures by 

coordinating with the lips and cheeks in the neutral zone. 

 Clinical Considerations: As long as the tongue is positioned correctly, standard impression techniques and 

denture designs (such as neutral zone or functional impressions) are usually adequate to ensure stability for 

patients with normal tongue sizes.  [5] 

 2. Large Tongue (Macroglossia): Description: A larger-than-normal tongue puts more pressure on the 

denture and takes up more oral space, whether as a result of congenital conditions, edema, or compensatory 

hypertrophy following tooth loss. 

 Effect on Stability: A large tongue can affect stability in the following ways: Disrupting the Lingual Seal: An 

excessively large tongue may not make proper contact with the lingual flange, which can cause the seal to 

break and allow air to enter, causing denture movement. 

 Excessive Forces: In patients with resorbed ridges, a large tongue may press against the lingual flange or teeth 

while in use, causing the denture to tip or shift. 

 Encroaching on Neutral Zone: An oversized tongue may clog the oral cavity, making it challenging to place 

flanges and teeth in the neutral zone. This can cause instability and muscle imbalance. 

 Clinical Points to Remember:  In order to manage macroglossia, the Neutral Zone Technique is used.  When 

taking impressions, note the neutral zone so that the denture can be positioned to accommodate the larger 

tongue by balancing the forces of the muscles. 

 Decreased Lingual Flange Thickness: To ensure the tongue has enough room and to reduce impingement 

while preserving a seal, thin the lingual flange. 

 Patients should be trained to control their tongue movements and not put too much pressure on their 

dentures.  Tongue function can be adapted to the prosthesis with the aid of phonetic exercises. 

 Surgical Intervention: Prior to denture fabrication, referral for tongue reduction surgery may be considered 
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in cases of severe macroglossia (e.g., caused by pathology).  [2] 

 3. Microglossia (small tongue):  

 Description: Whether congenital or the result of atrophy, a smaller-than-normal tongue reduces the floor of 

the mouth's capacity to support the denture. 

 Effect on Stability: A small tongue weakens the peripheral seal and permits air ingress, which causes denture 

dislodgement. It also erodes the lingual seal by decreasing contact with the lingual flange. 

 Insufficient Muscle Support: The denture is more vulnerable to lateral and vertical forces because a small 

tongue applies less stabilizing pressure. 

 Modified Muscle Dynamics: The smaller tongue could cause a change in the force balance, giving the cheek 

and lip muscles more control and the ability to push the denture out. 

 Clinical Points to Remember:  Managing a small tongue requires: Extended Lingual Flange: To optimize the 

seal and make up for decreased tongue support, design the lingual flange to extend farther into the sublingual 

and retromylohyoid spaces. 

 Neutral Zone Technique: Even with a smaller tongue contribution, place teeth and flanges in the neutral zone 

to balance muscle forces. 

 Exercises for the tongue should be encouraged in order to strengthen the tongue's muscles and enhance 

coordination, which will help the tongue adjust to supporting the denture. 

 Implant-supported dentures can offer extra stability and retention in extreme situations where there is 

inadequate stability because of a small tongue and resorbed ridge.  [8] 

 Clinical Techniques to Enhance Stability Associated with the Tongue 

 1. Impression Techniques: To capture the dynamic anatomy of the tongue and floor of the mouth, employ 

functional impression techniques.  In order to precisely shape the lingual flange, instruct patients to place their 

tongues normally during impression-taking (tip close to anterior teeth, lateral borders on occlusal surfaces). 

 For patients whose tongue size or position is abnormal, use the neutral zone technique to make sure the 

denture is positioned where tongue and muscle forces are balanced. 

 2. Denture Design: Lingual Flange Design: Without touching the tongue, extend the lingual flange to the 

functional depth of the retromylohyoid fossa and sublingual crescent (roughly 2 mm past the internal oblique 

line, per Wright).  Reduce the thickness of the flange for large tongues and increase its length for small tongues 

in order to optimize the seal. 

 Positioning of the Teeth: To improve stability by enabling the tongue to rest over the occlusal surfaces, 

position the mandibular posterior teeth slightly lingual to the ridge crest. 

 3. Patient Education and Training: Use phonetic training (pronouncing "s," "th," or "l" sounds) and exercises 
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(such as rapid tongue protrusion and side-to-side movements) to teach patients how to maintain a normal 

tongue position. 

 Advise patients with large tongues to refrain from excessive tongue thrusting.  Exercises to build tongue 

muscles and enhance denture contact are recommended for small tongues. 

 To improve neuromuscular adaptation, give precise directions for the insertion, removal, and functional use 

of dentures. 

 4. Follow-Up and Modifications: Arrange for routine follow-ups to evaluate denture stability and tongue 

function.  If the tongue causes discomfort or displacement, adjust the occlusal surfaces or lingual flange. 

 Over time, keep an eye out for any indications of tongue atrophy or hypertrophy, as these may call for denture 

adjustments or other therapies (like implants). 

 5. Advanced Interventions: To lessen dependency on tongue support and ridge anatomy, take into account 

implant-retained or implant-supported dentures for severe tongue size abnormalities or ongoing instability. 

 Refer patients with pathological macroglossia to an oral surgeon for assessment and potential tongue 

reduction surgery.  [1, 2, 4-] 7. 

 Saliva contributes to retention, adhesion, and the prosthesis's overall functional environment, all of which are 

important factors in the stability of mandibular (lower) complete dentures.  The amount, type, and interaction 

of saliva with the denture base and oral tissues affect stability, which is the denture's resistance to 

displacement by functional and parafunctional forces.  Because of its dynamic muscular environment and 

smaller surface area, the mandibular denture is especially vulnerable to the effects of saliva. 

Role of Saliva in Denture Stability 

1. Adhesion and Cohesion:  Described as a thin film between the denture base and the underlying mucosa, 

saliva promotes both cohesion (attraction within the saliva film) and adhesion (attraction between saliva and 

the denture/tissue surfaces).  Stability and retention are closely related, and these forces improve the 

denture's retention. 

 Mechanism: A thin, homogeneous layer of saliva produces a surface tension effect that aids in the denture's 

adhesion to the mucosa and prevents both lateral and vertical displacement.  This is especially important for 

the mandibular denture because saliva is necessary to maintain suction for the peripheral seal along the 

lingual, buccal, and labial flanges. 

 Effect on Stability: A robust seal created by sufficient saliva keeps the denture stable while speaking, 

swallowing, and chewing.  The strength of this adhesive bond is influenced by the viscosity and composition 

of saliva (mucous or serous), with serous saliva offering superior wetting and adhesion in contrast to thick, 

mucous saliva. 

 Clinical Considerations: The surface area for salivary adhesion is maximized by a well-adapted denture base, 

which is accomplished through accurate impression techniques.  The effectiveness of the salivary film is 

increased by polished denture surfaces, which also increase wettability. [3] 
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 2. Peripheral Seal and Border Stability: Synopsis: Saliva helps to keep the mandibular denture's perimeter 

sealed, especially along the lingual flange, where it engages with the tongue and oral cavity floor to stop air 

from getting inside. 

 Mechanism: According to Corwin R. Wright, a properly extended lingual flange uses saliva to form a seal in 

the retromylohyoid and sublingual areas.  Stability is improved by this seal's resistance to lateral and vertical 

forces.  By keeping the flange in close contact with the mucosa, saliva helps to prevent dislodgement during 

functional movements. 

 Affecting Stability:  Sufficient salivary flow stabilizes the denture against pressures from the tongue, cheeks, 

or mastication by preserving the integrity of the border seal.  Instability and denture movement result from 

disturbances in this seal, such as air bubbles brought on by inadequate saliva. 

 Clinical Points to Remember:  The lingual flange is shaped to maximize the salivary seal during impression-

making by using functional border molding with the tongue in a normal position (tip close to anterior teeth, 

lateral borders on occlusal surfaces).  Patients should be told not to move their tongues too much as this can 

break the seal.  [6] 

 3. Lubrication and Tissue Protection: o Summary: During functional movements, saliva serves as a lubricant, 

lowering friction between the oral tissues and the denture base.  This indirectly supports stability by reducing 

tissue irritation and improving patient comfort. 

 Mechanism: The denture can move smoothly on a lubricated mucosal surface without adhering or causing 

trauma, which could otherwise result in soreness and denture displacement.  Additionally, saliva maintains 

the integrity of the ridges by shielding tissues from undue pressure. 

 Effect on Stability: Saliva helps preserve a stable tissue foundation by minimizing tissue irritation, which 

averts inflammation or resorption that over time may jeopardize denture fit and stability.  By maintaining 

constant contact with the denture, a stable tissue base improves resistance to lateral forces. 

 Clinical Considerations: While patients with normal salivary flow benefit from this lubricating effect, those 

with dysfunctional salivary flow need interventions to preserve denture stability and tissue health.  [1] 

 4. Issues with Abnormal Flow of Saliva:  

 Xerostomia, or insufficient saliva:  

 The adhesive and cohesive qualities of saliva are diminished when there is a decrease in salivary flow, which 

is frequently brought on by drugs, systemic diseases (like Sjögren's syndrome), or radiation therapy. 

 Effect on Stability: Insufficient saliva weakens the surface tension and the peripheral seal, which results in 

poor retention and more movement of the denture.  In addition to increasing friction, the lack of a salivary film 

irritates tissue and further destabilizes the denture. 

 Management: To replicate natural saliva and improve adhesion, prescribe salivary substitutes (such as 

artificial saliva gels or sprays). 
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 To activate any remaining salivary glands, promote regular hydration or sugar-free gum or lozenges.  Denture 

adhesives should be used sparingly to improve retention without hiding underlying problems. 

 For severe cases of xerostomia, take into consideration implant-supported dentures, which are less 

dependent on salivary adhesion.  [5] 

 Excessive Saliva: o Excessive saliva can damage the peripheral seal and make the denture "float" or slide. It is 

typical in new denture wearers because of reflex stimulation. 

 Impact on Stability: When too much saliva builds up beneath the denture, the seal is broken and air can enter, 

causing lateral displacement or lifting, especially when speaking or chewing. 

 Management: As patients get used to the denture, reassure them that excessive salivation usually goes away 

in a few weeks. 

 To keep a clean tissue-contact surface and get rid of saliva buildup, make sure to clean your dentures 

frequently. Make sure border extensions aren't overextended, as this could cause excessive salivation.  To 

minimize salivary disruption and capture precise border anatomy, use functional impression techniques.  [2] 

 5. Viscosity and Salivary Quality:  

 Description: Saliva's capacity to support denture stability depends on its type (serous, mucous, or mixed).  

While thick, mucous saliva can decrease adhesion and produce a slippery interface, serous saliva, which is 

thinner, offers superior wetting and adhesion. 

 Effect on Stability: Dentures may move because thick, ropy saliva may not create a consistent film, weakening 

the peripheral seal.  On the other hand, serous saliva promotes stability by improving adhesion. 

 Clinical Considerations: During the first examination, evaluate the quality of the saliva.  To improve salivary 

consistency in patients with thick saliva, promote oral hygiene and hydration.  Salivary gland stimulation or 

medical treatment of underlying conditions (such as dysfunctional salivary glands) may be required in certain 

situations. [3]  

Clinical Methods to Maximize the Impact of Saliva on Stability 

 1. Accurate Impression Techniques: To maximize the adhesive effect of the salivary film and guarantee 

intimate denture base adaptation, employ selective pressure or functional impression techniques.  To improve 

the salivary seal, border molding should capture the functional depth of the lingual flange, especially in the 

sublingual and retromylohyoid regions. 

 To guarantee that the lingual flange is in line with tissue and salivary dynamics, patients should be instructed 

to keep their tongues in a normal position during impressions. 

 2. Denture Base Design: To increase wettability and salivary adhesion, polish the denture base to a high sheen.  

Steer clear of uneven surfaces as they may cause the salivary film to break and become less stable. 

 To maximize the salivary seal without putting pressure on tissues, make sure that the lingual flange extends 
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2 mm past the internal oblique line, as Wright suggests. 

 3. Salivary Flow Management: Xerostomia: Encourage salivary stimulation or prescribe salivary substitutes 

(such as lozenges or sugar-free gum).  For short-term support, think about denture adhesives, but give priority 

to treating the underlying causes (e.g., reviewing medications with a physician). 

 Excessive Saliva: To avoid salivary accumulation, teach patients how to adjust to their dentures and practice 

good denture hygiene.  In order to lessen salivary stimulation, adjust overextended flanges. 

 Salivary Quality: Promote oral hygiene and hydration for thick, mucous saliva.  In extreme situations, seek 

medical advice to treat dysfunction of the salivary glands. 

 4. Patient Education: Instruct patients on how to support the salivary seal along the lingual flange by 

maintaining appropriate tongue positioning.  Salivary interaction with the denture can be improved by 

exercises like the ones Wright suggests (such as side-to-side motions and tongue protrusion). Patients how to 

properly clean their dentures to maximize salivary adhesion and maintain a clean tissue-contact surface. 

 5. Advanced Interventions: Implant-retained or implant-supported dentures may be an option for patients 

who have ongoing salivary problems (such as severe xerostomia or excessive saliva) and the instability that 

results.  Because they secure the prosthesis to implants, they lessen the need for salivary adhesion. When 

treating systemic disorders of the salivary glands, work with medical professionals to address underlying 

conditions.  [1-6] 

Role of Mucous Membrane in Denture Stability 

1. Keratinized Mucosa: o Description: The hard palate and attached gingiva are the main locations for 

keratinized mucosa, which is distinguished by a tough, dense layer of epithelium that is highly keratinized.  

Keratinized mucosa usually covers the buccal shelf and residual ridge crest in the mandible, especially where 

the gingiva is attached. 

 Function in Stability:  

 Load-Bearing Capacity: Because of its dense, fibrous structure, keratinized mucosa is more resilient to 

mechanical stress and deformation.  Because it can tolerate masticatory forces without experiencing excessive 

compression or displacement, it is the perfect primary support area for the denture base, improving stability. 

 A stable tissue foundation is maintained by the tough, keratinized surface's reduced susceptibility to irritation, 

ulceration, or trauma from denture movement.  In order to minimize rocking or sliding, a stable mucosal 

surface guarantees constant contact with the denture base. 

 Better Adaptation: The denture base can be precisely adjusted due to the firm, less compressible nature of 

keratinized mucosa, which maximizes contact and reduces micromovements that could cause the denture to 

become unstable. 

 Effect on Stability: During chewing or speaking, the keratinized mucosa, especially over the buccal shelf and 

residual ridge, offers a stable base that withstands lateral and vertical forces.  In mandibular dentures, where 

support is limited by the smaller surface area, its presence is particularly crucial. 
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 Clinical Considerations: To improve stability during impression-making, keratinized mucosa (such as the 

buccal shelf) should be given priority when using selective pressure techniques.  Denture instability and tissue 

displacement can result from overtaxing nonkeratinized areas.  [1] 

 2. Mucosa that is not keratinized:  

 Description: Because it lacks a keratinized epithelial layer, nonkeratinized mucosa—found in places like the 

vestibular fornix, sublingual region, and floor of the mouth—is softer, more pliable, and less resilient to 

mechanical stress.  It is common in the retromylohyoid space and lingual sulcus of the mandible. 

 Function in Stability:  

 The formation of the peripheral seal, especially along the lingual flange of mandibular dentures, depends on 

nonkeratinized mucosa.  Because of its flexibility, the denture borders can conform to movable tissues, forming 

a seal that improves stability and prevents air from entering. 

 Shock Absorption: Nonkeratinized mucosa's compressibility acts as a cushion, absorbing some masticatory 

forces and lessening bone trauma.  But too much compression can cause displacement and jeopardize stability. 

 Dynamic Interaction: The tongue and other muscles interact dynamically with the nonkeratinized mucosa in 

the sublingual area and floor of the mouth.  These tissues support stability without being impinged by 

overextension when the denture border is designed properly. 

 The softness and mobility of nonkeratinized mucosa make it less suitable as a primary load-bearing area, even 

though it helps to maintain stability through the peripheral seal.  In the mandible, where muscle dynamics are 

important, overstressing the nonkeratinized mucosa can result in tissue displacement and denture movement 

or tipping. 

 Clinical Points to Remember:  To prevent displacement and guarantee a functional border seal, apply very 

little pressure when creating impressions over nonkeratinized mucosa.  In order to prevent dislodgement 

during tongue or muscle movements, border molding is essential for capturing the dynamic anatomy of these 

areas, especially the lingual flange.  [3] 

 3. Mucosal Thickness and Health:  

  Denture stability is greatly impacted by the condition and thickness of the mucous membrane, whether it is 

keratinized or not.  In contrast to thin or inflamed mucosa, which is more vulnerable to trauma and 

displacement, healthy mucosa is robust, inflammation-free, and able to support the denture. 

 Function in Stability: Well-vascularized, healthy mucosa resists damage and keeps constant contact with the 

denture base, thereby providing a stable base.  Additionally, it promotes salivary adhesion, which improves 

stability and retention. 

 Often found in resorbed ridges, thin mucosa provides less cushioning and is more prone to pressure points, 

which can cause soreness and instability in dentures.  Given the prevalence of ridge resorption in the mandible, 

this is especially problematic. 
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 Inflamed Mucosa:  Inflammation weakens mucosal resilience, resulting in pain and tissue displacement that 

destabilizes the denture (for example, from poorly fitting dentures or poor oral hygiene). 

 Affecting Stability:  While thin or inflamed mucosa increases the risk of denture movement and tissue trauma, 

compromising stability, healthy, sufficiently thick mucosa—especially keratinized mucosa—provides a stable, 

load-bearing surface. 

 Clinical Points to Remember:  Prior to final impressions, evaluate the health of the mucosa during the initial 

examination and treat any inflammation (for example, by tissue conditioning or denture relining).  To lessen 

pressure points and distribute forces uniformly, take into account soft liners for thin mucosa.  [5] 

 4. Saliva and Tongue Interaction:  

For denture stability, especially in the mandible, the mucous membrane's interaction with saliva and the 

tongue is essential.  While nonkeratinized mucosa promotes the salivary seal along dynamic borders, 

keratinized mucosa supports salivary adhesion over load-bearing areas. 

 Contribution to Stability: Keratinized mucosa's firm surface promotes salivary adhesion, forming a thin layer 

that supports the denture base against lateral and vertical forces.  The peripheral seal is supported by 

nonkeratinized mucosa, especially in the lingual flange where suction is maintained by contact between the 

tongue and saliva. 

 Tongue Dynamics: To preserve the lingual seal, the tongue interacts with the nonkeratinized mucosa in the 

sublingual area and the floor of the mouth.  According to Corwin R. Wright, this seal is supported by a normal 

tongue position; stability is jeopardized by a retracted tongue. 

 Effect on Stability: The peripheral seal and adhesion, which are essential for the stability of mandibular 

dentures, are directly impacted by the mucous membrane's capacity to interact with saliva and the tongue.  

The flexibility of nonkeratinized mucosa is beneficial for the seal, but it necessitates careful border design to 

prevent displacement. 

 Clinical Points to Remember:  To record the dynamic interplay between the tongue, saliva, and nonkeratinized 

mucosa, use functional impression techniques.  To maximize the salivary seal, advise patients to keep their 

tongues in a normal position while taking impressions.  [6] 

 Methods in Clinical Practice to Enhance Mucosal Support for Stability 

 1. Techniques for Selective Pressure Impression:  

 To guarantee optimal adaptation and load-bearing capacity, apply more pressure to keratinized mucosa (such 

as the buccal shelf and ridge crest) during impression-making.  To prevent tissue displacement and capture 

functional borders, apply light pressure to nonkeratinized mucosa, such as the floor of the mouth. 

 The lingual, buccal, and labial flanges can be precisely shaped using border molding, which guarantees that 

nonkeratinized mucosa contributes to the peripheral seal without impingement. 

 2. Denture Base Design: To increase stability, extend the denture base to cover keratinized mucosa (such as 
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the buccal shelf or retromolar pads).  To engage nonkeratinized mucosa for the seal, make sure the lingual 

flange extends into the sublingual and retromylohyoid spaces (roughly 2 mm beyond the internal oblique line, 

per Wright). 

 Avoid overextension in nonkeratinized areas to prevent tissue irritation, and polish the denture base to 

improve salivary adhesion, especially over keratinized mucosa. 

 3. Mucosal Health Management: To guarantee a healthy mucosal foundation, address inflammation or 

hyperplasia by tissue conditioning (e.g., using tissue conditioners or temporary liners) prior to final 

impressions. 

 To improve stability and evenly distribute masticatory forces and pressure points in thin mucosa, use soft 

liners or reline materials. 

 4. Tongue and Salivary Coordination: Teach patients to support the salivary seal along nonkeratinized mucosa 

by maintaining a normal tongue position (lateral borders on occlusal surfaces, tip near anterior teeth).  Follow 

Wright's advice and perform tongue exercises, such as quick protrusion and side-to-side motions. 

 To maximize adhesion and seal over both mucosal types, manage problems with salivary flow (such as 

xerostomia with salivary substitutes and excessive saliva with patient adaptation). 

 5. Advanced Interventions: To strengthen the mucosal foundation for severely resorbed ridges with thin or 

nonkeratinized mucosa, pre-prosthetic surgery (such as vestibuloplasty or ridge augmentation) may be an 

option. 

 Implant-retained or implant-supported dentures can lessen dependency on mucosal support and improve 

stability in situations where there is ongoing instability as a result of poor mucosal quality. [1–5] 

Role of Balanced Occlusion in Denture Stability 

A key component of complete denture construction is balanced occlusion, which is essential for maintaining 

denture stability, especially for mandibular (lower) dentures.  Because of the mandible's smaller surface area, 

dynamic musculature, and vulnerability to lateral forces, stability—which is the denture's capacity to 

withstand displacement by functional and parafunctional forces—is difficult to achieve.  The term "balanced 

occlusion" describes the harmonious and simultaneous contact of the mandibular and maxillary teeth in a 

centric relationship as well as during eccentric movements (such as lateral and protrusive excursions). This 

minimizes tipping, rocking, or sliding by distributing occlusal forces evenly across the bases of the dentures. 

 

Distribution of Occlusal Forces: 

Occlusal forces produced during mastication are dispersed uniformly throughout the denture bases and are 

mainly directed over the residual ridges along the vertical axis when there is balanced occlusion.  This 

improves stability by reducing lateral or horizontal forces that might cause the denture to tip or slide. 

 Effect on Stability:  Uneven force distribution (for example, from early contacts or interferences) can cause 
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rocking or displacement in mandibular dentures, especially when chewing, because the supporting area is 

small.  By guaranteeing that the posterior teeth on the working and non-working (balancing) sides make 

simultaneous contact during eccentric movements, balanced occlusion lessens these destabilizing forces and 

stabilizes the denture on the ridge. 

 Clinical Aspects to Take into Account:  Setting posterior teeth in a bilateral balanced or lingualized occlusal 

scheme is necessary to achieve balanced occlusion. This is confirmed during the try-in phase by identifying 

and removing interferences using articulating paper.  As tissues adjust or resorb, this balance is maintained 

by routine occlusal adjustments after insertion.  [1] 

Minimization of Tipping and Rotational Forces: 

Unbalanced occlusion (due to interferences or a lack of balancing side contacts, for example) causes tipping or 

rotational forces that cause the denture to move during lateral or protrusive mandibular movements.  In order 

to maintain the denture's position, balanced occlusion makes sure that contacts on the balancing side offset 

forces on the working side. 

 Effect on Stability:  Because the ridge in mandibular dentures has little resistance to lateral movement, tipping 

forces can be especially destabilizing.  By offering a stable occlusal platform, balanced occlusion reduces the 

chance of denture dislodgement during parafunctional behaviors like bruxism or functional activities like 

chewing. 

 Clinical Aspects to Take into Account:  To replicate mandibular movements and place teeth in a balanced 

configuration (e.g., bilateral balanced occlusion with cusp-to-fossa contacts), use a semi-adjustable articulator.  

Linguized occlusion, in which the maxillary lingual cusps occlude with the mandibular fossae, improves 

stability and makes balancing easier for patients with resorbed ridges.  [3] 

Preservation of Supporting Tissues: 

In order to avoid localized pressure points that might result in mucosal damage or accelerated ridge 

resorption, balanced occlusion evenly distributes masticatory forces across the remaining ridges.  Sturdy, 

healthy supporting tissues give the denture a solid base and increase its stability. 

 Effect on Stability:  Over time, the fit and stability of the denture may be compromised by soreness, 

inflammation, or bone resorption caused by uneven occlusal forces from an unbalanced occlusion.  By 

maintaining ridge integrity and guaranteeing constant mucosal contact for stability, balanced occlusion 

reduces these risks. 

 Clinical Considerations: To lessen lateral forces and safeguard tissues, choose the proper cusp angles (such as 

low-cusp or monoplane teeth for resorbed ridges).  As ridges resorb, routine follow-ups to modify occlusion 

preserve tissue stability and health.  [5] 

Enhancement of Functional Efficiency: 

Efficient mastication is made possible by balanced occlusion, which permits seamless, continuous mandibular 

movements free from occlusal disruptions.  As a result, less compensatory muscle activity is required, which 

could cause the denture to become unstable. 
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 Effect on Stability:  A balanced occlusion and efficient chewing reduce excessive lateral or protrusive 

movements that could cause the mandibular denture to come loose.  Patients can confidently chew on both 

sides, distributing forces uniformly and preserving the stability of their dentures. 

 Clinical Aspects to Take into Account:  To optimize the advantages of balanced occlusion, teach patients how 

to chew on both sides.  To guarantee functional harmony, check occlusal contacts in both centric and eccentric 

positions both during try-in and after insertion.  [2] 

Reduction of Parafunctional Stresses: 

Excessive lateral and shearing forces produced by parafunctional behaviors like bruxism or clenching cause 

dentures to become unstable.  By offering a stable occlusal platform with even contacts, balanced occlusion 

reduces these forces and lowers the possibility of denture displacement. 

 Effect on Stability: Tipping or mucosal trauma are caused by unbalanced occlusion, which increases lateral 

forces in patients with parafunctional habits.  Stability is improved by a balanced occlusion, especially when 

low-cusp or monoplane teeth are present. 

 Clinical Considerations: To ease balancing and lessen lateral forces, patients with bruxism may benefit from 

monoplane or lingualized occlusion.  In extreme situations, make occlusal splints to preserve stability and 

protect the tissues and denture. [1,4] 

Support for Neuromuscular Adaptation: 

A stable occlusal platform from balanced occlusion makes it easier for patients to adjust by permitting 

unhindered, natural mandibular movements.  This promotes the growth of neuromuscular control, which is 

essential for the stability of mandibular dentures. 

 Impact on Stability: Because the occlusion does not introduce destabilizing forces, patients with balanced 

occlusion can more easily learn to control the denture through muscle coordination (e.g., tongue positioning, 

as per Wright’s recommendations).  Unbalanced occlusion makes adaptation more difficult and results in 

instability and poor control. 

 Clinical Aspects to Take into Account:  To improve neuromuscular control, combine patient education on 

tongue positioning and chewing techniques with balanced occlusion.  Throughout the adaptation phase, 

consistent occlusal adjustments promote stability and patient confidence.  [8] Clinical Aspects to Take into 

Account:  To improve neuromuscular control, combine patient education on tongue positioning and chewing 

techniques with balanced occlusion.  Throughout the adaptation phase, consistent occlusal adjustments 

promote stability and patient confidence.  [8] 

Clinical Strategies to Achieve Balanced Occlusion for Stability 

Tooth Arrangement and Articulator Use: 

A semi-adjustable articulator is used to set posterior teeth in order to replicate centric, protrusive, and lateral 

mandibular movements.  Assemble teeth in a lingualized or bilaterally balanced occlusal scheme to guarantee 

simultaneous contacts in every position. 
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 Teeth should be positioned above the residual ridge's crest to maximize stability and minimize lateral 

displacement by directing forces vertically. 

Selection of Occlusal Scheme: 

Based on the needs of the patient, select an appropriate occlusal scheme: 

 For patients with well-formed ridges, bilateral balanced occlusion is ideal because it maximizes stability by 

ensuring even contacts during all movements. 

 By restricting contact to the mandibular fossae and maxillary lingual cusps, lingualized occlusion reduces 

lateral forces and is appropriate for resorbed ridges. 

 For severely resorbed ridges or parafunctional habits, monoplane occlusion is preferred because it reduces 

cuspal interferences and improves stability. 

 To reduce destabilizing forces, choose non-anatomic or low-cusp teeth for patients with weak ridges or strong 

biting forces. 

 Occlusal Confirmation and Modification: 

 Using articulating paper, check occlusion during the try-in phase to spot any early contacts or interferences.  

In both centric and eccentric positions, reposition teeth to create even contacts. 

 To ensure balance as tissues settle or adapt, selectively grind the occlusion after insertion. 

 Patient education: Instruct patients on how to use balanced occlusion to preserve stability by chewing 

bilaterally to distribute forces uniformly. 

 To avoid excessive forces that could upset the stability and balance of the occlusal structure, teach patients to 

avoid foods that are sticky or hard at first. 

 Frequent Follow-Up: Arrange follow-ups to keep an eye on occlusal harmony because wear or ridge 

resorption can eventually throw off balance.  To restore stability, apply relines or occlusal adjustments.  To 

preserve stability, check for parafunctional behaviors and modify occlusion or apply splints. 

 More Complex Interventions: 

 Consider implant-retained or implant-supported dentures for patients who have severe ridge resorption or 

instability despite balanced occlusion. This will improve stability by anchoring the prosthesis and lessen the 

need for occlusal balance alone.  [1, 6] 

Contours of Polished Denture Surfaces Aid Stability  

1. Neutral Zone Alignment: The neutral zone is the possible area where the mouth's outward-pushing and the 

lips' and cheeks' inward-pushing forces are equal.  To prevent the denture from being displaced by muscle 

forces, the polished surfaces should be contoured to fit this zone. 
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 Mechanism: The denture is positioned where opposing muscle pressures cancel each other out by forming the 

buccal and lingual flanges to occupy the neutral zone.  This improves stability by reducing lateral or tipping 

forces during speaking, swallowing, and chewing. 

 Effect on Stability: The tongue can rest against the lingual flange and the cheeks/lips can rest against the 

buccal/labial flanges without shifting when the neutral zone is aligned properly.  This is important for 

mandibular dentures because stability is greatly influenced by muscle dynamics, such as tongue movement. 

 Clinical Considerations: Record muscle dynamics during impression-taking or denture fabrication by using 

the neutral zone technique.  This entails the patient performing functional movements (such as speaking or 

swallowing) while softened material (such as tissue conditioner or compound) is molded.  To improve 

stability, the resulting contours direct the positioning of the flange and teeth.  [2] 

 2. Lingual Flange Contouring:  Description: The lingual flange's contour is essential for stability because its 

polished surface comes into direct contact with the tongue and floor of the mouth. 

 Mechanism: The tongue rests against a properly contoured lingual flange that slopes gently to follow the 

anatomy of the mylohyoid muscle and sublingual tissues. This stabilizes the denture and supports the 

peripheral seal.  According to Corwin R. Wright, in order to maximize stability without putting pressure on the 

tongue, the lingual flange should extend about 2 mm past the internal oblique line and into the retromylohyoid 

fossa at a 45-degree angle. 

 Affecting Stability:  Proper lingual flange contours preserve the salivary seal, which lessens lateral 

displacement, and stop the tongue from moving the denture during functional movements (such as speaking 

or chewing).  This balance is upset by overcontoured (too thick) or undercontoured (too thin) flanges, which 

results in instability. 

 Clinical Considerations: To precisely shape the lingual flange during border molding, advise patients to place 

their tongues normally (tip close to anterior teeth, lateral borders on occlusal surfaces).  Stable contours are 

ensured by functional movements such as swallowing or tongue protrusion, which aid in capturing the 

dynamic anatomy. [6] 

 3. Labial and buccal Flange Contouring: The polished surfaces of the labial and buccal flanges, which interact 

with the lips and cheeks, respectively, need to be curved to prevent impingement and promote muscular 

balance. 

 Mechanism: Labial flange contours accommodate the orbicularis oris muscle, while buccal flange contours are 

smooth and concave, allowing the buccinator muscle to rest against the denture without pushing it inward. 

These contours guarantee that the denture is stabilized rather than dislodged by movements of the cheeks and 

lips (such as when smiling or chewing). 

 Effect on Stability: By conforming to muscle dynamics in the neutral zone, properly contoured buccal and 

labial flanges prevent lateral displacement.  While underextended flanges weaken the peripheral seal and 

jeopardize stability, overextended or bulky flanges irritate muscles and cause dislodgement. 

 Clinical Considerations: To capture functional muscle limits, have patients make movements like puckering, 

smiling, or chewing while using border molding to shape the buccal and labial flanges.  Make sure the flanges 
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are not too long (irritating) or too short (reducing seal).  [1] 

 In order to ensure that muscle forces contribute to denture stability rather than instability, the polished 

surfaces must be shaped to work in harmony with the surrounding musculature. This is known as muscle 

balance and functional harmony. 

 Mechanism: During function, the tongue, cheeks, and lips can guide the denture into its seated position thanks 

to well-contoured polished surfaces.  For instance, a balanced force system that stabilizes the denture against 

lateral or rotational movements is created when the buccal flange resists cheek pressure and the lingual flange 

supports tongue pressure. 

 Effect on Stability: When engaging in dynamic activities like speaking or chewing, muscle balance reduces 

denture displacement, especially in the mandible where muscular forces are high.  This balance is upset by 

improper contours (such as large or sharp edges), which leads to the denture shifting or tipping. 

 Clinical Points to Remember:  To customize the contours of the polished surface, assess muscle tone and 

activity during the initial examination.  Thinner flanges in the neutral zone might be required for patients with 

high levels of muscle activity in order to prevent displacement.  Smooth muscle interaction is ensured by 

routinely polishing the denture surfaces.  [5] 

 5. Peripheral Seal Support:  

 The peripheral seal, which is crucial for denture stability and retention, is aided by the polished surfaces, 

especially those along the flange borders. 

 Mechanism:  The denture is stabilized against lateral and vertical forces by the interaction of smooth, well-

contoured flange borders with mucosa and saliva to form a seal that stops air ingress.  In particular, the contour 

of the lingual flange depends on salivary adhesion and tongue contact to preserve this seal. 

 Affecting Stability:  Particularly in the mandible, where stability is threatened by muscular and gravitational 

forces, a robust peripheral seal reinforced by appropriately contoured polished surfaces increases the 

denture's resistance to dislodgement. 

 Clinical Considerations: To maximize salivary adhesion, make sure polished surfaces are smooth and devoid 

of imperfections.  To shape the flanges for optimal seal and stability during border molding, measure the 

functional depth of the vestibular and sublingual regions.  [3]  

 

Clinical Techniques to Improve the Stability of Polished Surface Contours 

 1. The technique of neutral zone impression:  

 While the patient is performing functional movements (such as speaking, chewing, or swallowing), record the 

neutral zone using pliable materials (such as tissue conditioner or compound).  This improves stability by 

forming the polished surfaces to match muscle dynamics. 
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 To reduce muscle-induced displacement, especially in patients with high tongue or cheek activity, place teeth 

and flanges in the neutral zone. 

 The buccal, labial, and lingual flanges can be precisely contoured using functional border molding.  To capture 

muscle limits and make sure the flanges support stability without impingement, instruct patients to make 

certain movements (such as smiling, puckering, and tongue protrusion). 

 To maximize the salivary seal and tongue support, mold the sublingual and retromylohyoid regions of the 

lingual flange with the tongue in a normal position. 

 3. Polished Surface Finishing: To improve muscle interaction and lessen friction, polish the denture's exterior 

surfaces to a high sheen.  Additionally, smooth surfaces strengthen the peripheral seal by enhancing salivary 

adhesion. 

 Steer clear of sharp edges and over contoured areas that might cause muscle irritation or throw off the balance 

of the neutral zone. 

 4. Patient Education and Training:  As advised by Wright, instruct patients to support the contour and seal of 

the lingual flange by maintaining a normal tongue position (lateral borders on occlusal surfaces, tip near 

anterior teeth).  Neuromuscular control can be improved through tongue exercises, such as rapid protrusion 

and side-to-side motions. 

 To optimize the stabilizing effect of polished surface contours, teach patients functional techniques (such as 

bilateral chewing) and correct denture insertion/removal techniques. 

 5. Frequent Follow-Up and Adjustments: Arrange for follow-ups to check for wear, roughness, or muscle 

irritation on the polished surfaces.  If muscle dynamics change (for example, as a result of ridge resorption or 

altered tongue function), adjust the contours. 

 As oral tissues change over time, relines or rebasing might be required to preserve neutral zone stability and 

alignment. 

 6. More Complex Interventions:  

 To lessen reliance on polished surface contours for stability, patients with severe muscle imbalance or 

resorbed ridges may want to consider implant-retained or implant-supported dentures. 

 Use cutting-edge methods, such as dynamic impression systems, to customize polished surface contours in 

situations involving aberrant muscle tone, such as weak cheeks or an overactive tongue.  [1–5] 

Frenal Attachments and Denture Stability 

1. The underlying structures (alveolar ridge, floor of the mouth) are connected to the movable tissues (lips, 

cheeks, tongue) by fibrous bands of mucous membrane called frenal attachments.  Important frenal 

attachments in the mandible include:  

 Attached to the alveolar ridge, the labial frenum is situated in the middle of the lower lip.  The buccal frenum, 
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which connects the cheeks to the alveolar ridge in the premolar region, is located bilaterally.  The ventral 

surface of the tongue and the floor of the mouth are connected by the lingual frenum. 

 These attachments are dynamic and move when you speak, chew, or swallow, which affects the stability and 

border design of the denture. 

 2. Function in Stability: Peripheral Seal: To avoid impingement and preserve an efficient peripheral seal, fenal 

attachments must be supported by notches or reliefs in the denture flanges.  A good seal that is maintained by 

mucosal and salivary contact stops air from entering, increasing stability against vertical and lateral forces. 

 Muscle Dynamics: If the flange contours are not appropriately designed, frequent movements during function, 

such as lip pursing or tongue movement, may cause the denture to come loose.  Properly shaped flanges 

stabilize the denture in the neutral zone by allowing frenal attachments to move freely without moving the 

denture. 

 Tissue Health: Excessive flange extension into frenal regions may irritate or ulcerate the tissue, resulting in 

inflammation and instability of the denture.  On the other hand, stability is compromised by under extension, 

which weakens the seal. 

 3. Effect on Consistency:  

 High or Prominent Frenum: A high buccal or labial frenum restricts flange extension, which lowers the 

peripheral seal's surface area and may cause the denture to become unstable.  Disrupting the lingual seal and 

causing denture displacement, a prominent lingual frenum (such as in ankyloglossia) limits tongue movement. 

 Low or Weak Frenum: As long as the flange is not overextended into movable tissues, a low or less noticeable 

frenum permits greater flange extension, improving the peripheral seal and stability. 

 Improper Frenal Accommodation: In the mandible, where muscle dynamics are important, the denture may 

lift or shift during function due to muscle impingement caused by inadequate relief for frenal attachments. 

 4. Clinical Considerations: Border Molding: To capture the range of motion of the frenal attachments during 

impression-making, utilize functional border molding.  To precisely shape the flanges, instruct patients to 

make motions like smiling, puckering (for the labial/buccal frena), or protruding their tongue (for the lingual 

frenum). 

 The frenal notch:  To avoid impingement and preserve the seal, carve notches in the denture flanges at the 

labial, buccal, and lingual frenum locations.  Make sure the notches are large enough and smooth enough to 

allow for frenal movement. 

 Frenectomy: To improve flange extension and stability in cases of a high or restrictive frenum (such as severe 

ankyloglossia), a frenectomy may be considered; however, this should only be done after a thorough 

evaluation to prevent impairing muscle function. 

 Patient education: Teach patients how to move their lips and tongue correctly to reduce frenal displacement 

and improve denture stability.  [3, 6] 
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 Depth of Sulcus and Stability of Dentures 

 1. Overview:  

 The vertical and horizontal extent of the vestibular (labial and buccal) and sublingual sulci, which delineate 

the possible area for denture flange extension, is referred to as "sulcus depth."  Important regions of the 

mandible include:  

 The area between the alveolar ridge and the cheeks or lips, which includes the buccal and labial vestibules, is 

known as the vestibular sulcus. 

 The area in the floor of the mouth that is bounded by the lingual frenum, mylohyoid muscle, and tongue is 

known as the sublingual sulcus. 

 Muscle attachments, individual anatomy, and residual ridge resorption all influence sulcus depth, which has 

a direct impact on denture stability and flange design. 

 2. Function in Stability:  

 Peripheral Seal: By preventing air ingress, deep sulci increase the surface area of the peripheral seal and 

enable greater flange extension, improving retention and stability.  According to Wright, stability in the 

mandible depends on the lingual flange's extension into the retromylohyoid space and sublingual sulcus. 

 Denture Base Coverage: By distributing masticatory forces and enhancing stability, deeper sulci enable wider 

denture base coverage (such as over the buccal shelf and retromolar pads).  This is especially crucial in 

resorbed ridges that have a small surface area. 

 Muscle Interaction: flanges can be shaped within the neutral zone when the sulcus depth is sufficient, 

balancing the tongue, cheek, and lip muscles to stabilize the denture while it is in use. 

 3. Effect on Consistency:  

 Deep Sulcus: A deep vestibular or sublingual sulcus increases the peripheral seal and stability by giving the 

flange more room to extend.  To withstand lateral and vertical forces, the tongue and saliva can support the 

lingual flange as it extends into the sublingual and retromylohyoid regions. 

 Shallow Sulcus: A shallow sulcus reduces the peripheral seal and denture base coverage by limiting flange 

extension, which is frequently caused by ridge resorption or high muscle attachments.  This raises the 

possibility of displacement, especially in the mandible, where stability is threatened by muscle dynamics and 

gravity. 

 Variable Sulcus Depth: To optimize stability without putting undue pressure on movable tissues or frenal 

attachments, flange design must be carefully considered when dealing with variations in sulcus depth (for 

example, deep buccal sulcus but shallow sublingual sulcus). 

 4. Clinical Considerations:  Functional Impression Techniques: To precisely record sulcus depth, employ 

functional impression techniques or selective pressure.  Patients should be instructed to define flange limits 
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for the vestibular sulcus by sucking or smiling.  To shape the lingual flange, teach patients to place their tongues 

normally in the sublingual sulcus (tip close to anterior teeth, lateral borders on occlusal surfaces). 

 Border Molding: Make sure the buccal, labial, and lingual borders extend as far as is safe without putting 

pressure on muscles or frena, and mold the flanges to the functional depth of the sulci.  According to Wright, 

the lingual flange should reach into the sublingual and retromylohyoid spaces about 2 mm past the internal 

oblique line. 

 Vestibuloplasty: To deepen the sulcus and enable greater flange extension, which improves stability, consider 

vestibuloplasty in cases of a shallow vestibular or sublingual sulcus caused by high muscle attachments or 

resorption. 

 The Neutral Zone Technique compensates for shallow sulci by recording the neutral zone, which allows 

flanges and teeth to be positioned where muscle forces are balanced. 

 Implant-Supported Dentures: By lowering dependency on sulcus depth and flange extension, implant-

retained or implant-supported dentures can improve stability for severely resorbed ridges with shallow sulci.  

[1, 5] 

 Clinical Techniques to Increase Sulcus Depth and Frenal Attachments for Stability 

 1. Accurate Impression and Border Molding: o To capture the dynamic anatomy of the frenal attachments and 

the depth of the sulcus, employ functional impression techniques.  To define flange limits, ask patients to make 

motions like puckering, smiling, or tongue protrusion. 

 To ensure a salivary seal and provide notches for the lingual frenum, mold the lingual flange to extend into 

the sublingual and retromylohyoid spaces. 

 2. Frenal Relief in Denture Design: To avoid impingement, make sure the flanges stay in contact with the 

mucosa surrounding the frena to maintain the peripheral seal. o Carve smooth, appropriately sized notches in 

the denture flanges at the labial, buccal, and lingual frenum locations.  During try-in, check that the flange 

contours don't obstruct sulcus depth or frenal movement. 

 3. Making Use of the Maximum Sulcus Depth: To improve stability, extend the denture base to cover the 

maximum allowable sulcus depth (such as the buccal shelf, retromolar pads, or sublingual sulcus).  To avoid 

displacement, do not overextend into movable tissues. 

 For shallow sulci, place flanges and teeth where muscle forces, including frenal dynamics, are balanced by 

using the neutral zone technique. 

 4. Patient Education:  As advised by Wright, teach patients to support the lingual flange's seal in the sublingual 

sulcus by maintaining a normal tongue position (lateral borders on occlusal surfaces, tip near anterior teeth). 

 To reduce frenal-induced displacement, teach patients functional techniques (such as controlled chewing) 

and correct denture insertion/removal. 

 5. Surgical Interventions: To improve sulcus depth utilization and enable greater flange extension, 
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contemplate a frenectomy for high or restrictive frenal attachments. 

 Ventriculoplasty can deepen the sulcus in cases of shallow sulci brought on by resorption or high muscle 

attachments, improving stability and flange extension. 

 6. Advanced Solutions: By lowering dependency on flange extension and sulcus depth, implant-retained or 

implant-supported dentures can greatly improve stability in situations involving severe sulcus limitations or 

restrictive frenae. [1–5] 

Role of Lateral Throat Form in Denture Stability 

1. Anatomical Description: The area in the posterior part of the mandible that is bounded medially by the 

mylohyoid muscle and tongue is known as the lateral throat form. 

 Laterally: The mandible and retromylohyoid curtain, which are made up of the mucosa and superior 

constrictor muscle. 

 The anterior tonsillar pillar and palatoglossal arch are located posteriorly. 

 The submandibular gland and the floor of the mouth are inferior. 

 It is a crucial area for lingual flange extension because it is pliable and soft, extending below the mylohyoid 

ridge and distal to the retromolar pad. 

 2. Support for the Peripheral Seal:  

 Mechanism: A strong peripheral seal is produced by the mandibular denture's lingual flange extending 

inferiorly and distally into the retromylohyoid space thanks to the lateral throat form.  Supported by mucosal 

and salivary contact, this seal keeps air out, improving stability and retention against lateral and vertical 

forces. 

 Impact on Stability: According to Corwin R. Wright, the denture is stabilized during functional movements 

such as speaking, swallowing, and chewing by extending the lingual flange into the lateral throat form, which 

is about 2 mm beyond the internal oblique line at a 45-degree angle. This maximizes the seal.  This is especially 

important in the mandible, where stability is threatened by muscular and gravitational forces. 

 Clinical Considerations: The dynamic anatomy of the lateral throat form is captured during impression-

making by means of functional border molding.  To ensure that the distolingual flange fits into the 

retromylohyoid space without contacting movable tissues, patients are instructed to swallow or protrude their 

tongue.  [6] 

 3. Tongue Dynamics Interaction:  

 Mechanism: The tongue, which rests against the lingual flange in a normal position (lateral borders on occlusal 

surfaces, tip near anterior teeth), interacts closely with the lateral throat form.  The tongue can support the 

denture when the lingual flange is properly contoured in this area, preserving the seal and preventing lateral 

displacement. 
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 Effect on Stability: During functional movements, the tongue cannot dislodge the denture thanks to a well-

contoured distolingual flange in the lateral throat form.  On the other hand, an overly long or poorly shaped 

flange may cause discomfort to the floor of the mouth or tongue, leading to instability and displacement. 

 Clinical Considerations: To precisely shape the lingual flange, advise patients to keep their tongues in a normal 

position while taking impressions.  The stabilizing function of the flange in the lateral throat form can be 

supported by tongue exercises that improve neuromuscular control, such as rapid protrusion and side-to-side 

movements.  [7] 

 4. Neutral Zone Alignment: Mechanism: The lateral throat form is a component of the neutral zone, which is 

where the retromylohyoid curtain's inward-pushing force and the tongue's outward-pushing force are 

balanced.  Muscle forces will stabilize the denture rather than dislodge it if the distolingual flange is contoured 

to fit this zone. 

 Effect on Stability: When the lingual flange is positioned correctly in the lateral throat form, lateral and 

rotational forces are reduced, improving stability during dynamic activities like speaking or chewing.  Given 

the importance of muscle dynamics in mandibular dentures, this is especially crucial. 

 Clinical Considerations: Record muscle dynamics in the lateral throat form using the neutral zone technique.  

As the patient engages in functional movements (such as swallowing or tongue protrusion), softened materials 

(such as tissue conditioner or compound) are molded, forming the flange to maximize stability.  [2] 

 5. Taking Anatomical Variations into Account:  

 Mechanism: Variations in tongue size, mylohyoid muscle position, and residual ridge resorption affect the size 

and shape of the lateral throat form in different patients.  These variances are accommodated by a well-

designed lingual flange, which extends suitably into the retromylohyoid space to optimize stability. 

 Effect on Stability: Increased flange extension improves the peripheral seal and increases stability in patients 

with a deep lateral throat form.  However, if not compensated for by precise contouring or other solutions like 

implants, a shallow or restricted lateral throat form (for example, because of a high mylohyoid muscle 

attachment) limits flange extension and may compromise stability. 

 Clinical Considerations: During the initial examination, palpate and visually inspect the lateral throat form.  

Make sure the lingual flange doesn't press against the submandibular gland or mylohyoid muscle by adjusting 

its length and shape to the patient's anatomy.  [1] 

 6. Support for Severe Resorbed Ridges: o Mechanism: To make up for decreased ridge support in cases of 

severe ridge resorption, the lateral throat form becomes a crucial location for lingual flange extension.  By 

increasing the coverage of the denture base and the peripheral seal, this extension improves stability. 

 Effect on Stability: Because the retromylohyoid space offers more mucosal contact and seal, the denture can 

achieve greater stability even on unfavorable ridges by using the lateral throat form. 

 Clinical Considerations: To optimize flange extension into the lateral throat form for resorbed ridges, employ 

functional impression techniques.  In severe situations, to lessen dependency on the lateral throat form for 

stability, take into consideration implant-supported or implant-retained dentures.  [6] 

http://www.ijsate.com/


International Journal of Science, Architecture, Technology, and Environment     Volume 02, Issue 06, June 2025 
ISSN 3048-8222 (Online) |  www.ijsate.com | editor@ijsate.com 

546 

 Clinical Techniques to Improve the Stability of Lateral Throat Form 

 1. Functional Impression and Border Molding:  To capture the lateral throat form's anatomy, employ 

functional impression techniques or selective pressure.  To precisely form the distolingual flange, instruct 

patients to make movements such as swallowing, tongue protrusion, or lateral tongue movements. 

 To optimize the salivary seal without impingement, make sure the lingual flange extends into the 

retromylohyoid space at a 45-degree angle from the retromolar pad, as advised by Wright. 

 2. Neutral Zone Technique: While the patient is performing functional movements, record the neutral zone in 

the lateral throat form using softened materials (such as tissue conditioner).  This improves stability by 

guaranteeing that the distolingual flange is curved to balance tongue and retromylohyoid curtain forces. 

 3. Linguistic Flange Design: Shape the distolingual flange to fit the lateral throat form's anatomy, reaching into 

the retromylohyoid space about 2 mm past the internal oblique line.  To encourage tongue contact and salivary 

adhesion, make sure the flange is polished and smooth. 

 Steer clear of overextension, which may put pressure on the submandibular gland or mylohyoid muscle, 

resulting in pain and instability. 

 4. Patient Education and Training: In accordance with Wright's recommendations, instruct patients to support 

the lingual flange in the lateral throat form by maintaining a normal tongue position (lateral borders on 

occlusal surfaces, tip near anterior teeth).  Exercises for the tongue, such as side-to-side motions and rapid 

protrusion, improve neuromuscular stability and control. 

 To maximize tongue support in the retromylohyoid space, teach patients functional techniques (like 

controlled chewing) and correct denture insertion/removal. 

 5. Consistent Follow-Up and Modifications: Arrange for follow-ups to evaluate how well the lingual flange fits 

in the lateral throat form.  If tissue irritation or displacement results from modifications in mucosal anatomy 

or tongue function, adjust the contours. 

 As oral tissues change over time, relines or rebasing might be required to preserve flange extension and 

stability. 

 6. Advanced Interventions: To improve flange extension and stability, patients with a restricted lateral throat 

form (for example, because of a high mylohyoid muscle attachment) may want to consider pre-prosthetic 

surgery (e.g., mylohyoid ridge reduction). 

 By lowering the need for flange extension, implant-retained or implant-supported dentures can greatly 

improve stability in situations involving severe ridge resorption or limited lateral throat form.  [1–3; 6–8] 

Importance of Patient Education in Denture Stability 

Improving Neuromuscular Control: o Justification: The patient's neuromuscular coordination, specifically 

their capacity to control their tongue, lips, and cheeks to maintain the denture's position, is a major factor in 

the stability of mandibular dentures.  Patients may find it difficult to adjust to the prosthesis without the right 
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training, which could cause instability when speaking, swallowing, or chewing. 

 Function in Stability:  Teaching patients how to properly position their tongues—for example, by placing the 

lateral borders on the mandibular occlusal surfaces and the tip close to the anterior teeth, as stressed by 

Corwin R. Wright—supports the peripheral seal of the lingual flange, which keeps air out and stabilizes the 

denture.  Additionally, muscle control training reduces excessive movements that could cause the denture to 

come loose, such as tongue thrusting. 

 Educational Strategies: To enhance coordination and support the lingual flange in regions like the lateral 

throat form, teach patients specific tongue exercises like rapid protrusion, side-to-side movements, or 

swallowing with the tongue in a normal position. 

 Employ phonetic exercises to teach patients how to move their lips and tongue to stabilize their denture when 

speaking, such as making the "s," "th," or "l" sounds. 

 Showcase appropriate denture insertion and removal methods to guarantee the denture is seated 

appropriately and in harmony with muscle movements. 

 Impact: By actively supporting the peripheral seal and balancing muscle forces, patients who achieve 

neuromuscular control can greatly improve denture stability, even in difficult situations with resorbed ridges 

or abnormal tongue positions. [6] 

 2.Optimizing Functional Adaptation: If mandibular dentures are not used correctly, functional activities like 

speaking and chewing can cause forces that destabilize them.  Stability is improved and these forces are 

reduced with patient education on appropriate functional techniques. 

 Function in Stability: By teaching patients how to chew bilaterally, or equally distribute forces across the 

denture, tipping or lateral displacement brought on by unilateral masticatory forces is lessened.  The position 

of the denture can be maintained by avoiding excessive muscle movements through the use of controlled 

speech and swallowing techniques. 

 Educational Strategies: To help patients adjust to the denture and reduce destabilizing forces, teach them to 

chew bilaterally and to avoid hard or sticky foods at first. 

 To develop confidence and muscle control, give instructions on how to gradually adjust to chewing, beginning 

with soft foods. 

 To minimize denture movement during speech, especially during the early adaptation phase, teach patients 

to speak slowly and practice challenging phonemes. 

 Impact: Appropriate functional techniques guarantee an even distribution of muscular and masticatory forces, 

improving denture stability and minimizing tissue damage.  [1] 

 3. Maintaining Dental and Oral Hygiene: o Justification: Inadequate dental care or poor oral hygiene can result 

in plaque accumulation, mucosal inflammation, or salivary dysfunction, all of which weaken the salivary 

adhesion and mucosal foundation that are essential for stability. 
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 Contribution to Stability: Teaching patients about proper oral and denture hygiene helps to preserve a healthy 

keratinized and nonkeratinized mucosal surface and maximize salivary flow, which promotes adhesion and 

the peripheral seal.  A stable foundation is ensured by a healthy mucosa that resists trauma and a clean denture 

base that improves salivary adhesion. 

 Educational Strategies: Teach patients to use a soft brush and non-abrasive cleaner to clean their dentures 

every day in order to get rid of debris and plaque, which will stop their saliva from disrupting their saliva and 

irritating their mucous membranes. 

 Instruct patients on how to gently massage the oral mucosa in order to maintain tissue health and encourage 

circulation. 

 Encourage patients to take off their dentures at night (if suitable) to promote long-term stability and mucosal 

rest, which will lessen inflammation. 

 To maximize adhesion, provide education on how to manage problems with salivary flow, such as hydration 

for xerostomia and patience for excessive saliva in new denture wearers. 

 Impact: The adaptation and seal of the denture are improved by a healthy mucosa and ideal salivary 

conditions, which also lessen micromovements and increase stability.  [5] 

 4. Managing Patient Expectations and Psychological Adaptation: o Justification: Successful adaptation 

depends on the patient's acceptance and comfort level when wearing dentures.  Instability may result from 

inadequate adherence to functional and hygiene protocols brought on by unrealistic expectations or mistrust 

of denture performance. 

 Function in Stability: Giving patients information about the adaptation process, possible difficulties (such as 

initial discomfort or changes in saliva), and achievable results boosts their self-esteem and motivates them to 

follow suggested methods.  Given that mandibular dentures are more likely to become unstable because of 

anatomical constraints, this is especially crucial. 

 Instructional Techniques: Explain the adaptation period, which is usually 4–8 weeks, and reassure patients 

that any initial discomfort or instability will go away with practice and adaptation. 

 To strengthen learning, give written or visual instructions on how to take care of, insert, and use dentures. 

 Stress the importance of practice in attaining stability while addressing psychological obstacles (such as the 

fear of denture dislodgement in social situations) with encouragement and counseling. 

 o Impact: Patients are more likely to actively engage in stabilizing techniques when they are aware of and 

comfortable with the denture's limitations and requirements, which enhances results and patient satisfaction.  

[2] 

 5. Handling Particular Anatomical Difficulties:  

 Justification:  Stability is directly impacted by anatomical features such as tongue size/position, lateral throat 

form, sulcus depth, and frenal attachments.  The performance of the denture is improved by teaching the 
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patient how to control these variables. 

 Function in Stability:  Maintaining the peripheral seal and muscle balance is facilitated by teaching patients to 

position their tongue correctly (e.g., supporting the lingual flange in the lateral throat form) and refrain from 

making excessive movements around frenal attachments or shallow sulci.  Additionally, education helps 

patients get ready for possible surgical procedures to increase stability, such as ventriculoplasty or 

frenectomy. 

 Educational Strategies: Using Wright-recommended exercises (such as swallowing and tongue protrusion), 

demonstrate how to position the tongue to support the lingual flange, especially in the retromylohyoid space. 

 Tell patients not to move their lips or cheeks too much as this could cause displacement by rubbing against 

shallow sulci or frenal attachments. 

 Describe the advantages of surgical procedures to improve flange extension and stability by deepening sulci 

or modifying restrictive frena, if advised. 

 Impact: The denture's interaction with dynamic tissues is optimized, increasing stability, thanks to patient 

awareness and cooperation in managing anatomical challenges.  [6] 

 6. Long-Term Upkeep and Monitoring:  

 Prosthesis wear, mucosal changes, or ridge resorption can all cause changes in denture stability over time.  

Ongoing stability is ensured by teaching patients the value of routine maintenance and follow-ups. 

 Function in Stability: Patients can preserve the best possible denture fit and stability by being aware of the 

necessity of routine relines, rebasing, or adjustments.  Patients who receive education on how to spot 

instability symptoms (such as rocking or soreness) are better equipped to seek help when they need it. 

 Educational Strategies: Arrange and discuss the significance of routine follow-up appointments (e.g., every 6–

12 months) to evaluate occlusal harmony, mucosal health, and denture fit. 

 Instruct patients to recognize and promptly report any signs of instability, such as discomfort, loosening, or 

difficulty chewing. 

 Inform patients about the effects of ridge resorption and the possible need for new dentures or relines to 

preserve stability over time. 

 Impact: By proactively involving patients in maintenance, long-term instability is avoided, maintaining tissue 

health and functional effectiveness.  [3] 

 Clinical Techniques for Successful Patient Instruction 

 1. Individualized Instruction: o Adapt instruction to the patient's requirements, taking into account elements 

such as cognitive ability, previous denture experience, and anatomical challenges (such as resorbed ridges or 

restrictive frena).  To illustrate techniques, use straightforward language and visual aids (such as models or 

videos). 
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 Give written instructions that address tongue exercises, chewing methods, and hygiene precautions for use at 

home. 

 2. Hands-on Training: Hold in-office training sessions to practice phonetic exercises, denture insertion and 

removal, and tongue positioning.  To assist patients in visualizing the position of their tongue and the 

movements of their muscles, use mirrors. 

 To reinforce appropriate techniques, mimic functional activities (such as speaking and chewing soft foods) 

during appointments. 

 3. Reinforcement and Follow-Up: To evaluate adaptation and reaffirm instruction, arrange follow-up visits 

during the first few weeks.  Take care of any issues with chewing, hygiene, or tongue control that compromise 

stability. 

 To keep patients' trust and compliance, offer continuing assistance via phone consultations or educational 

resources. 

 4. Addressing Mucosal and Salivary Factors: Teach patients how to control their salivary flow (hydration for 

xerostomia, patience for excessive saliva) in order to maximize peripheral seal and adhesion. 

 To maintain a stable and healthy foundation, teach mucosal care techniques, such as applying a light massage 

and avoiding irritants. 

 5. Psychological Support: o Provide therapy to allay anxieties or annoyances regarding denture instability, 

with a focus on practice leading to improvement. 

 Promote a positive outlook by showcasing successful adaptation stories and the advantages of stable 

dentures, such as enhanced confidence, speech, and chewing. [1-6] 

CONCLUSION 

A key component of effective prosthodontic treatment is stability in complete dentures, especially mandibular 

dentures, which guarantees long-term oral health, patient comfort, and functional effectiveness.  Retention, 

occlusal balance, residual ridge anatomy, tongue position and size, salivary adhesion, frenal attachments, 

sulcus depth, and the contours of polished surfaces are some of the factors that affect the denture's ability to 

withstand displacement under functional and parafunctional forces.  The retromylohyoid space, or lateral 

throat form, is essential because it permits the best possible lingual flange extension, which improves the 

muscle balance and peripheral seal.  While nonkeratinized mucosa facilitates dynamic border seals, 

keratinized mucosa offers a stable load-bearing base.  If precise clinical techniques like functional impressions, 

neutral zone alignment, and appropriate flange contouring are not used to address stresses like masticatory, 

muscular, parafunctional, gravitational, and salivary forces, stability may be compromised.  Optimizing 

neuromuscular control requires patient education, which includes functional training and tongue positioning 

exercises.  Implant-supported dentures or pre-prosthetic surgery may be required in situations involving 

significant anatomical limitations.  Clinicians can create stable dentures that minimize tissue damage and ridge 

resorption while improving mastication, speech, appearance, and patient confidence by carefully controlling 

these variables. 
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