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Standard of care for the edentulous mandible: A systematic review

Brian Fitzpatrick, BDSc, MDSca

Statement of problem. Implant therapies have increased the range of prosthodontic options for the treat-
ment of edentulism. Considering both dentist- and patient-mediated outcomes, a universal treatment interven-
tion for the treatment of the edentulous mandible has not been demonstrated.

Purpose. The purpose of this study was to test the null hypothesis that there is no single standard of care for
the edentulous mandible as defined by a specific treatment modality.

Material and methods. A review of the literature was undertaken seeking evidence of a superior intervention
for the treatment of the edentulous mandible. A search of the English language peer-reviewed literature was
completed using Medline and Google Scholar for the period from 1995 to 2005, focusing on evidence-based
research. This was supplemented with a hand search of selected dental journals and textbooks. Longitudinal ret-
rospective studies, longitudinal prospective studies, longitudinal experimental clinical studies, nonrandomized
controlled studies, and randomized controlled clinical trials were included for review using a general linear
hierarchical classification of studies. Articles that did not focus exclusively on treatment interventions for man-
dibular edentulism or on the effects of such therapies on the patient were excluded from further evaluation.
The search period included articles that were published before the criteria for evidence-based literature were
established, but this was not necessarily used to exclude an article. The last search was conducted on September
25, 2005.

Results. The literature demonstrates that the functional demands of edentulous patients are highly variable and
that patient treatment responses are individual, vary significantly, and are influenced by psychosocial forces. The
literature further demonstrates that patient acceptance of specific treatment modalities is modified by social and
cultural influences, financial means, and adaptive capacity. Additionally, patient acceptance of a particular
treatment modality is influenced by the educational background, knowledge, and experience of the dental health
care provider, as well as by a host of other socioeconomic, regional, cultural, age, and gender influences.

Conclusions. Within the limits of this review, there is no evidence for a single, universally superior treatment
modality for the edentulous mandible. Better designed, long-term studies are required to further explore differ-
ences in patient acceptance to each treatment intervention for the edentulous mandible. (J Prosthet Dent
2006;95:71-8.)

CLINICAL IMPLICATIONS

This investigation supports the view that each treatment modality can produce a successful out-
come for the treatment of the edentulous mandible in a chosen individual. Clinicians should
avoid applying one universal treatment intervention. Choice of treatment modality should eval-
uate both dentist- and patient-mediated factors, including treatment and maintenance costs.
Treatment of the edentulous mandible using a con-
ventional complete removable denture is a common
clinical undertaking, yet at times it can be a difficult
and challenging intervention. Patient expectations for
such a treatment intervention are understandably high,
yet the predictability of the outcome is generally re-
garded by most practitioners as variable. A general
Medline search using the key words ‘‘standard of care’’
reveals that the term is often found in general use within
specialty areas of themedical and dental literature. These
results are suggestive of the view that specialty areas of
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medicine, in particular, are attempting to establish one
specific treatment intervention for the management of
a specific diagnostic entity. Despite the widespread use
of the term, definitions for standard of care specific to
prosthodontics are difficult to find.1 A general reference
was found in Webster’s medical dictionary.2 This defini-
tion for standard of care is in 2 parts: (1) Adiagnostic and
treatment process that a clinician should follow for a cer-
tain type of patient, illness, or clinical circumstance; and
(2) In legal terms, the level at which the average, prudent
provider in a given community would practice. It refers
to the manner in which a similarly qualified practitioner
would have managed the patient’s care under the same
or similar circumstances. The medical malpractice plain-
tiff must establish the appropriate standard of care and
demonstrate that the standard of care has been
breached.
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The 2002 McGill Consensus Conference concluded
that the evidence available at the time suggested the res-
toration of the edentulousmandible with a conventional
denture is no longer the most appropriate first-choice
prosthodontic treatment.3 The attendees produced a
consensus statement that the first-choice standard of
care for the edentulous mandible was an overdenture
retained by 2 implants.

In the current evidence-based research environment,
the McGill consensus statement on overdentures and
standard of care for the edentulousmandible requires re-
view. At approximately the same time of the reporting of
the consensus statement that ‘‘the 2-implant overden-
ture should become the first choice of treatment for the
edentulous mandible,’’ guidelines for the critical ap-
praisal of evidence-based literature were increasingly
reported and encouraged.4-6 Additionally, the initial
heading in the McGill Consensus Statement on Over-
dentures3—‘‘Mandibular 2-implant overdentures as
first-choice standard of care for edentulous patients’’—
appears tobe contradictory, since ‘‘first choice’’ concedes
thatmore than one treatment intervention exists, and yet
Webster’s definition for ‘‘standard of care’’ is suggestive
of a single standard.

Zarb7 expressed a need for ongoing clinical research
with both dentist- and patient-mediated concerns driv-
ing the best possible treatment outcomes for the aging
patient group. This concern was expressed in an earlier
symposium where scientists, clinicians, and editors re-
viewed reporting standards for outcomes using success
and survival criteria.8 This symposium produced a con-
sensus for reporting outcomes for dental implants, along
with a consensus statement that redefined the determi-
nants necessary to identify successful treatment outcome
measures for implants supporting functional dental
prostheses, including both patient- and dentist-medi-
ated concerns.9

It is generally regarded that a major principle of pros-
thodontic treatment is the ability of the prosthodontist
to make the most correct diagnostic and treatment
decisions. Once determined, treatment should be im-
plemented and undertaken within a culture of prostho-
dontic scholarship and patient-mediated outcomes.
Patients may choose a treatment option that is perceived
by dentists to be inferior to other interventions, based
on functional outcomes studies or on previous quality
of life reports. Patients may find the results of their cho-
sen treatment to be acceptable. In a free society, that
choice needs to be available. The ‘‘standard of care’’
consensus statements tend to negate this personal
choice. If these principles are accepted, rational, intelli-
gent deduction suggests that no single treatment
modality, material, or technique for tooth replacement
can fit all patient requirements.

The prosthodontic tools to restore an edentulous
mandible comprise a complete tissue-supported remov-
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able denture, an implant-retained and tissue-supported
removable overdenture, or an implant-supported and
retained fixed prosthesis. The purpose of this systematic
review was to test the null hypothesis that there is no
single standard of care for the edentulous mandible as
defined by a specific treatment modality.

MATERIAL AND METHODS

Broad systematic searches of the English peer-
reviewed dental literature were undertaken to seek ap-
propriate definitions for ‘‘standard of care’’ and for
evidence of clinical studies with outcome measures for
all available treatment modalities for the edentulous
mandible. Key phrases included edentulous mandible,
dental implants, dental prosthesis, quality of life, and
clinical trial. No exclusion criteria were applied to the
initial electronic search. Medline and Google Scholar
searches were conducted for the period from 1995 to
September 25, 2005. The following journals were
hand searched for this review: The Journal of Prosthetic
Dentistry, International Journal of Prosthodontics, and
International Journal of Oral & Maxillofacial
Implants.

The titles and abstracts (when available) of all articles
identified through the electronic searches were reviewed
and assessed for suitability. The retrieved articles were
then subjected to inclusion and exclusion criteria. Lon-
gitudinal retrospective studies, longitudinal prospec-
tive studies, longitudinal experimental clinical studies,
nonrandomized controlled studies, and randomized
controlled clinical trials were included for review using
a general linear hierarchical classification of studies. Ar-
ticles that did not focus exclusively on treatment inter-
ventions for mandibular edentulism or on the effects
of such therapies on the patient were excluded from fur-
ther evaluation. Preference was given to randomized
controlled trials (RCTs) and evidence-based clinical
studies comparing separate treatment modalities. If an
article was identified involving a comparative clinical
trial, the full text was obtained and reviewed. Data
supporting a superior intervention were sought.

RESULTS

A total of 244 articles were identified through the
Medline and Google Scholar search. Abstracts from
these articles were reviewed to ensure that the articles
met the inclusion criteria. A total of 47 articlesmet initial
inclusion criteria and were then read in their entirety.
Seven RCTs and 32 prospective and retrospective
clinical trials of varying levels of evidence were reviewed.
Data relative to prosthetic performance demonstrated
that most patients are satisfied with the performance of
conventional mucosal-borne dentures. For patients
experiencing functional problems with conventional
dentures, data relative to prosthetic performance
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comparing conventional dentures to implant-supported
prostheses demonstrated superior patient acceptance
and performance for implant-supported prostheses.
Patient preference material demonstrated considerable
population variation that might be influenced by many
variables.

DISCUSSION

Conventional complete mandibular denture

Until recently, the complete tissue-supported re-
movable denture has been regarded as the prosthesis
of choice for the treatment of the edentulous man-
dible.3 This was due largely to the absence of a viable
alternative. There are still no reliable methods to predict
the outcome of complete denture treatment, and there
are many problems relating to treatment with complete
dentures.10 Clinical experience confirms the observa-
tion that there is considerable variation among individ-
uals with respect to patient adaptation to complete
dentures, despite the fact that complete dentures have
been shown to be a poor functional masticatory replace-
ment for complete natural dentitions.11,12 Regardless of
these observations, most patients are satisfied with their
complete dentures.10,13-17 It is interesting to note that
patients and clinicians do not usually agree when evalu-
ating individual prostheses; patients generally report
higher satisfaction levels for conventional dentures.14,18,19

Despite the variety of edentulous patient populations that
have been studied, for the person at the appropriate age
and oral circumstance, general health, and socioeconomic
status, a complete removable denture may be a safe, pre-
dictable, and cost-effective treatment to restore an edentu-
lous mandible.

Two-implant–retained overdenture

Since the advent of predictable osseointegrated im-
plants in the early 1980s based on the concept of the
fixed implant-supported prosthesis, the long-term suc-
cess of this protocol in the management of complete
mandibular edentulism has been well established.20-26

The inevitable progression to implants as a supporting,
stabilizing, and retention mechanism for the implant-
retained complete mandibular overdenture occurred in
the mid-1980s.27 Numerous studies and clinical trials
have demonstrated the viability, safety, superior func-
tional performance, and patient satisfaction with the
implant-retained and tissue-supportedmandibular over-
denture, when compared to the traditional removable
denture.13,27-41

Amongmany factors considered and compared when
studies align conventional denture treatment and im-
plant-retained treatment, cost comparisons are inevita-
bly cited as a high priority consideration in the choice
of treatment options.42,43 Schmitt and Zarb44
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concluded that there was a need for less invasive, less ex-
pensive, less complex, and equally effective treatment
options, such as the implant-supported and retained
overdenture, for the management of the maladaptive
edentulous patient.

A recently published cost comparison between a
2-implant-retained overdenture using a single-stage
surgical procedure and unsplinted retainers, and a con-
ventional denture treatment, including both direct and
indirect costs to the patient, confirmed an implant-
to-conventional total cost ratio of 1.8 compared to a
ratio of 2.4 for direct costs alone.42 The cost and perfor-
mance information for these 2 types of prosthodontic
treatment concepts may permit practitioners and their
patients to make more valid informed decisions.

Feine and Carlsson45 define a mandibular 2-implant-
retained overdenture treatment modality, heralding it as
the ‘‘gold standard’’ for the treatment of the edentulous
mandible. This textbook claims to provide compelling
evidence for the efficacy of this rehabilitative treatment
modality based on a thorough review of the current lit-
erature. The review by leading experts considered the
impact of the 2-implant-retained overdenture on func-
tion, nutrition, and overall quality of life, while at the
same time considering patient preferences and expecta-
tions, treatment planning, prosthodontic management,
and predicted costs.

Attard and Zarb41 supported the consensus finding
with a measure of qualification regarding the chosen
study population. The study population was selected
for treatment due to a history of maladaptive prosthetic
experience with conventional dentures and followed for
a period ranging from 10 to 19 years.41 The authors
concluded that the first choice of treatment for patients
with mandibular denture problems, able to tolerate a
removable prosthesis, should be an implant-retained
overdenture.

Complete mandibular implant-supported fixed
prosthesis

The long-term outstanding success of the fixed
implant-supported mandibular prosthesis has been well
established and documented.20-26 A prospective study25

evaluating implant treatment in the edentulous mandi-
ble presented excellent results over more than 20 years
for the fixed implant-supported mandibular prosthesis.
Although numerous prospective studies have been
published over the years supporting the efficacy of this
treatment modality, economic, time, and resource con-
straints preclude many edentulous patients from
receiving this more expensive and prosthodontically
demanding fixed prosthesis. It has long been generally
regarded that the 3 modalities for the treatment of the
edentulous mandible—conventional complete denture,
implant-retained overdenture, and fixed implant-
supported mandibular prosthesis—have a linear cost
73
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progression from least costly to most costly, due to the
increased number of implants used and the increasing
prosthodontic complexity required for a fixed implant-
supported prosthesis.46-49 Studies comparing the implant-
retained overdenture with the fixed implant-supported
prosthesis have found little or no significant difference
when testing for objective function measure and subjec-
tive patient satisfaction.50,51 Some older (over 50 years),
long-term denture wearers express a preference for the
overdenture solution.50

The cost differential has precluded many edentulous
patients from receiving the more technically challeng-
ing and expensive fixed treatment alternative.42,43,51

Implant-retained overdentures would appear to have
an economic advantage over the fixed implant-
supported prosthesis alternative,52 yet it has been dem-
onstrated that this is clearly not the only reason why
patients choose one treatment alternative over an-
other.50,53 The cost differential between an implant-
retained overdenture and a fixed implant-supported
prosthesis has been recently challenged by Palmqvist
et al.51 In this prospective randomized clinical study,
the authors compared a new implant-supported fixed
prosthesis to an implant-retained overdenture in the
edentulous mandible using 3 implants (Branemark;
Nobel Biocare AB, Goteborg, Sweden). Patients in the
fixed group were treated using 4 angulated implants
(All-in-One; Nobel Biocare, Goteborg, Sweden) and
restored using a computer-numeric, controlled-milled,
titanium framework, with acrylic resin denture teeth ex-
tending from first molar to first molar in the mandibular
arch. The authors determined that a fixed implant-sup-
ported prosthesis in the edentulous mandible could be
provided at approximately the same cost as an implant-
retained overdenture. The authors concluded by stating
that there was no rational reason for a fixed implant-
supported prosthesis in the edentulous mandible to be
more expensive to the patient than an overdenture.

Dentist- and patient-mediated preferences

A survey by Kronstrom and Carlsson54 demonstrated
that the use of implant-retained overdentures in Sweden
was rare compared with fixed implant-supported pros-
theses in the treatment of edentulous mandibles. It
was clear from this study that treatment strategies differ
internationally and regionally regarding the choice of a
fixed prosthesis, or an overdenture, when restoring the
edentulous mandible by means of oral implants.

Carlsson et al43 undertook a preliminary interna-
tional survey of 10 countries to compare the provision
of implant-retained overdentures to fixed implant-
supported prostheses for edentulous mandibles. Great
variation was discovered among and within the 10
countries in the ratio of implant overdentures to total
implant treatment of edentulous mandibles. The 10
countries were arranged according to increasing ratio
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of implant-retained overdentures to fixed implant-sup-
ported prostheses. The results ranged from a low of
12% of total implant treatments provided in Sweden,
increasing in percentage for Greece, Finland, Norway,
Japan, Canada, Korea, Singapore, UK, and the
Netherlands. In the Netherlands, 93% of implant treat-
ments provided for edentulousmandibles were reported
as implant-retained overdentures. The authors con-
cluded that the most common reason to choose an im-
plant-retained overdenture instead of a fixed prosthesis
was the reduced cost. Other reasons for this variation
among and within the 10 countries in the ratio of im-
plant-retained overdentures to total implant treatments
of edentulous mandibles could not be explained simply.
The authors speculated that prosthodontic traditions
and economic factors relating to each specific country
were probably themost important reasons for this signif-
icant variation. Other factors included dental education,
treatment results, economic status, dental insurance sys-
tems and rebates, national and state regulations, and pa-
tient psychosocial and cultural factors. From the results
of this, no universal trend towards a specific treatment
modality is apparent for the rehabilitation of the edentu-
lous mandible using implants.

Walton and MacEntee55 showed that clinicians who
work with implant prosthodontics aremore comfortable
with fixed restorations because of the reported lower
maintenance requirements compared with removable
restorations. There is ample research evidence to
strongly support the effectiveness of each prosthodontic
modality for the treatment of the edentulousmandible in
certain defined patient populations.10,13-15,17,20-28,32-42

The clinician’s experience, prosthodontic preference,
and training background in either removable or fixed
prosthodontics may influence the advice given to pa-
tients. Operator assessment and advice is important,
and it is possible that a clinician’s prejudice for a particu-
lar treatment modality is reflected in the recommenda-
tion to the patient. This may play an important role in
the individual patient’s final decision.

There is evidence to suggest that as many as 75% of all
patients treated with implants receive inadequate infor-
mation regarding possible complications, treatment
risks, treatment costs, and treatment alternatives.56

This review found significant associations between diag-
nostic mistakes and a lack of or inadequate information
about complications that actually occurred.

The reality of the treatment tools at the disposal of
the prosthodontist, coupled with the broad socioeco-
nomic spectrum and varying treatment needs and ex-
pectations of edentulous patients, create challenging
circumstances when advising appropriate treatment
solutions. At all times, treatment solutions should be
patient-mediated, directed at meeting these needs
and expectations and resolving the problems con-
fronting edentulous patients. It should be widely
VOLUME 95 NUMBER 1
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accepted that principals of prosthodontic treatment
demand that prosthodontists pursue the safest, least
invasive, least costly, least complex treatment solu-
tions to meet the reasonable needs and expectations
of edentulous patients. The need for mechanical and
biological stability, longevity and low maintenance
for the life of the prosthetic device is required. As bi-
ological architect, bioengineer, contractor, and fabri-
cator, this can impose considerable demands on the
prosthodontist to fashion a satisfactory solution while
at the same time maintaining a high standard of bio-
ethics. Once this treatment decision is agreed on, the
complex discipline that is the prosthodontic treatment
is reduced to expert clinical technique and materials
manipulation essential to producing the best possible
functional and aesthetic outcome dictated by the cir-
cumstances. In this context, prosthodontics can argu-
ably be the most complex and demanding specialty of
dentistry.

It would seem that complete-denture prosthodon-
tics has been a legitimate treatment modality for
more than 2 centuries, and removable prosthodontic
techniques and materials have been the traditional fo-
cus of scholarship, study, and research by the prostho-
dontic community.57 Through education, practicing
dentists were made aware that patient needs and expec-
tations have been met with a removable prosthesis. The
outcomes of the years of reported clinical experience
and research have resulted in a realization that many
patients cannot be successfully treated with a complete
removable denture, and it has been suggested that it
may be possible to identify this population with greater
predictability using the American College of Prostho-
dontists diagnostic classification system.58 It does not
appear that this classification system has been derived
from evidence-based research using defined success
and survival criteria. It is not a validated system since in-
terexaminer reliability, intraexaminer reliability, prog-
nostic capacity, or communication utility have yet to
be analyzed.

Many studies comparing a conventional removable
denture treatment and a 2-implant-retained overden-
ture either chose a patient population in which all sub-
jects were experiencing persistent problems wearing
conventional dentures, or failed to define the previous
denture experience of patients chosen for the study
population. Better designed, long-term (.5years)
RCTs with a study population of sufficient numbers
randomly selected from a broad community base have
a better chance of determining differences in patient ac-
ceptance of each treatment intervention. Such RCTs
should define acceptable criteria for both patient- and
dentist-mediated outcomes, and include a measure for
maintenance requirements, economic benefit, and
impact on patient’s quality of life for each treatment
modality.
JANUARY 2006
TheMcGill Conference attendance was by invitation,
seeking opinions on overdentures and comparing this to
treatment with conventional dentures. The choice of
treatment interventions considered by the symposium
attendees appeared to be limited to conventional den-
tures and implant-retained overdentures and, therefore,
was not wholly representative of the entire spectrum of
prosthodontic opinion regarding all available interven-
tions for treatment of the edentulous mandible. In addi-
tion, it was unclear whether the symposium clearly
defined standard of care, the chosen study population,
and success and survival criteria when reviewing the
literature.

It is generally perceived that predictable long-term
treatment outcomes are best achieved when decision
making and treatment recommendations are founded
on evidence-based results fromRCTs.59-61 TheRCTde-
sign is regarded as the gold standard to establish reliable
conclusions about the effectiveness of interventions, es-
pecially if it is assumed that possible differences between
alternative interventions are small.59-61 The organizers
of the McGill Conference stated that strong emphasis
was given to evidence from RCTs. Recent literature re-
views concluded that fewRCTs in prosthodontics are re-
ported in accordance with contemporary guidelines for
adequate reporting of trials.59-61 Recently published
studies challenge the findings and conclusions of the
McGill consensus.43,51,54

This challenge to the McGill consensus findings has
come from several directions and has gathered momen-
tum in the literature during 2005. The principle chal-
lenges have been related to cost51,52 and global
demographics.43,54 The designers of some RCTs that
compared treatment interventions for the edentulous
mandible have noticed that recruiting patients to par-
ticipate in these studies has been difficult, especially
when the randomization process has denied choice for
subjects.30,51 When subjects were given a choice of
implant-supported prostheses, the well-informed pop-
ulation was evenly divided with respect to an overden-
ture or fixed prosthetic solution.50 A range of reasons
for each choice was found.50 It appears that an essential
ingredient in patient-mediated success outcomes for sat-
isfaction could be choice. Perhaps the prosthodontic
standard of care for treatment of the edentulous mandi-
ble is to offer choice.

The clinical trial undertaken by Palmqvist et al51 to
compare implant-supported fixed prostheses and over-
dentures in the edentulousmandible encountered prob-
lemswith the recruitment of a suitable study population.
It is worthy of note that the authors experienced great
difficulty enlisting patients to participate in this RCT,
in spite of the fact that the treatment fees were heavily
subsidized. One common reason for a subject’s unwill-
ingness to participate was an inability to choose in ad-
vance the type of prosthodontic treatment they would
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receive. Several candidates could not accept the remov-
able alternative.

Much of the literature reviewed by the author and ref-
erenced in this paper does not conform to strict evi-
denced-based criteria. Study populations not randomly
representative of the general edentulous population
could prejudice conclusions regarding treatment rec-
ommendations for the edentulous mandible. It is not
possible in these circumstances to draw data-driven con-
clusions to support one specific treatment intervention
as being superior to another for the universal treatment
of the edentulous mandible. Universally accepted crite-
ria for standard of care for prosthodontic interventions
have not been defined or established. Defining the stan-
dard of care for all patients with an edentulous mandible
in terms of a single treatmentmodality, without defining
the type of patient or specific clinical circumstance, is too
simplistic and suggestive of the view that any alternative
treatment is inferior, less acceptable, or misconstrued in
some circumstances as being of a poor standard or even
negligent. This unchallenged information regarding the
standard of care for the edentulous mandible in the
hands of a person with training in legal litigation, but
no health care training and experience or understanding
of the biological process, could lead to difficult litigation
defense for the providers of such interventions, and ulti-
mately, unfavorable long-term outcomes for patients.
Courts in Australia are determining the standard of
care in claims of professional negligence and using pub-
lished clinical guidelines and evidence-based literature
to make such determinations.62 It is clear that the dental
literature is read not only by the dental profession but
also by the legal profession. Caution is advised with
the use of the term standard of care until universally
accepted criteria are established for its use by the pros-
thodontic community.

Those who contributed to the original 2002 McGill
consensus statement on overdentures should be her-
alded as pioneers for their work in attempting to estab-
lish a standard of care for the edentulous mandible. The
McGill consensus statement on overdentures should be
viewed as a milestone, as well as a desirable stepping
stone in the pursuit of a universally acceptable standard
of care for all edentulous patients. Criteria for assessing
intervention outcomes have been established, and pros-
thodontic clinical research is strongly encouraged to
quantify patient-mediated outcomes as well as the tradi-
tional dentist-mediated outcomes for success.

As a group, prosthodontists could be seen as leaders
in the field of implant dentistry. As opinion leaders
and clinical specialists, prosthodontists must be mindful
of falling into the trap of presenting treatment solutions
to patients from a dentist-mediated perspective and
neglecting the patient-mediated aspect of seeking ap-
propriate treatment solutions. Clearly, training and
competence with a particular treatment modality can
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prejudice advice to patients. Any treatment solution
that does not meet the expressed wishes and expecta-
tions of patients, regardless of the research-driven pre-
dictability of the outcome or the competence and skill
with which the treatment is undertaken, has the po-
tential to fail. Prosthodontists are cautioned not to
succumb to prosthodontic prejudices and blindly apply
a single particular treatment modality to the restoration
of all edentulous clinical situations. It is worth reiterat-
ing that patient-mediated determinants for success
have been recommended for inclusion in any success
measure.9

Experienced clinical prosthodontists are aware of the
consequences of failure, for it is an unusual occurrence
to fully satisfy the needs of all edentulous patients with
a prosthesis. From this experience flows the understand-
ing that there is considerable variability within the hu-
man community with respect to needs, expectations,
and responses to treatment. A prosthodontist should
provide patients with sufficient information regarding
treatment options and likely outcomes to allow patients
to make adequately informed decisions regarding their
needs. Appropriate information regarding all treatment
options should be presented in such a manner that each
treatment modality being considered is weighted in a
balanced perspective relevant to the patient’s stated
needs and expectations. Further, all treatment advice
should be in keeping with the clinical findings and bio-
logical constraints of the particular treatment situation.

CONCLUSIONS

Within the scope of the systematic review, there is no
strong evidence supporting a single standard of care in
the edentulous mandible as defined by a specific treat-
ment modality. There is evidence to suggest that patient
choice has a greater influence on a successful outcome
than operator preference for a treatment modality.
From the available evidence, it could be ventured that
the standard of care in the edentulousmandible is the in-
tervention judged by the well-informed patient, in con-
sultation with an appropriately trained and experienced
dental health care provider, to best meet the needs and
circumstances of the patient.
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