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                     INTRODUCTION 

 
The osseointegrated dental implants are widely used and became the 

key for success during treatment planning for several complicated situations 

especially to retain and/or support prosthesis for a variety of tooth loss.  

The use of implants to support a unilateral distal extension removable 

partial denture may challenge the tooth-tissue support nature with its 

shortcomings to tooth-implant nature with its possible beneficial effects. 

The clinical success and longevity of osseointegrated implant depends 

largely on the treatment plan which is responsible for the design, number 

and position of the implant.  

The position and number of implant could be determined in order to 

define the geometric support capacity for prosthesis; it optimizes a wide 

distribution of stress and satisfactory esthetics Duyek et al., (2000). 

A critical factor that affects the outcome of implant treatment is the 

distribution of occlusal  forces  to the bone-implant interface via the implant 

and the superstructure. Korioth et al., (1998). 

The mesiodistal dimension depends on available bone, root  proximity 

of adjacent teeth, access of the instrumentation and labial height of contour 

of the tooth to be restored. Initial guide lines for the placement of implant 

into partially edentulous patient have been confirmed in recent studies.  
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 To maintain the bone that supports the interproximal soft tissues 

between tooth and implant, there must be a distance of 2mm. Tarnow D, 

(1999).  

Although posterior implant restorations are rarely displayed in the 

esthetic zone, proper planning will result in natural looking, esthetically 

pleasing restoration. 

The number of implant and their positions are determined after 

evaluating the prosthetic needs in terms of additional abutments and bone 

morphology, as many implants as possible are placed in posterior regions to 

increase the support in the area at which the largest load will occur. 
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REVIEW OF LITERATURE 

 

DISTAL EXTENTION REMOVABLE PARTIAL 

DENTURE: 

Glossary of Prosthodontic Terms, 2005, Extension base removable 

partial denture is defined as removable partial denture supported and 

retained at one end of the denture base and in which a portion of the 

function and load is carried by residual ridge.  

          Curtis et al., 1999, proved that mandibular distal extension cases are 

found more common than the maxillary ones due to the general pattern of 

tooth loss and among the various partially edentulous conditions, distal 

extension cases are perhaps the most common. 

PROBLEMS ASSOCIATED IN THE TREATMENT OF 

KENNEDY CLASS II CASES: 

Absence of distal abutment is considered as a problem for both 

dentist and patients. Many authors tried hardly among their studies and 

researches to solve this problem, for this reason, Extraction of distal 

abutments should be avoided whenever possible (keng, 1996). 

The distal extension removable partial denture has the greatest 

potential for applying harmful leverage induced load to the abutment teeth. 

            Monteith, l984, reported that the resiliency of the mucoperiostium 

of the residual ridge is about twenty five times greater than that of the 

periodontal membrane surrounds the abutment teeth. Moreover, as a result 
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of this big difference in the nature of support between mucoperiostium of 

residual ridge and periodontal membrane of abutments teeth, the distal 

extension removable partial denture tends to rotate about its most posterior 

abutment teeth. This rotation will induce heavy stresses on abutment teeth 

and high vertical force to residual ridge that lead to excessive bone 

resorption. 

Grasso and Millar, 1992, reported that in cases of distal extension 

base the torsion forces are transmitted to the abutment through the direct 

retainer, so the direct retainer affects the abutment teeth health and 

longevity. 

  Ogata et al., 1992, mentioned that rotation of the distal extension 

base around fulcrum line takes place inducing heavy torsion stresses on the 

anterior abutment teeth leading to its looseness.     

  Lecher and McGregor, 1994, mentioned that the abutment teeth 

near the saddle in distal extension base cases are more risky than that with 

tooth bounded cases. 

McGiveny and Castleberry, 1995; Keng, 1996, pointed out the 

fact that absence of direct retention of posterior denture base is one of the 

main problems in distribution of occlusal stresses between the two 

different supporting structures of distal extension prosthesis. For this 

reason, whenever possible distal abutment should be preserved. 

Mitrani et al., 2003, reported that the common complaints 

associated with the kennedy class I and class II removable partial denture 

cases are the lack of stability, retention and unaesthetic retentive clasp. 

Moreover, difficulty in the rehabilitation is occurred due to the difference 

in resiliency between the dental and mucosal nature of support.  

McGiveny & Carr, 2005, added that the lack of adequate posterior 


