
INTRODUCTION:

The objective of any prosthodontic treatment is to 

restore the patient to normal function, esthetics, 

speech and health. A so-called 'fibrous' or 'flabby' 

ridge is a superficial area of mobile soft tissue 

affecting the maxillary or mandibular alveolar 

ridges. Masticatory forces can displace this mobile 

denture-bearing tissue, leading to altered denture 

positioning and loss of peripheral seal and this 
1 

constant irritation leads to the epulis fissuratum. It 

is found more commonly in the anterior region in 
2-5 both arches in the edentulous patient. Surgical 

removal is contraindicated in systemically 

compromised patients and in circumstances where 
4

little or no alveolar bone remains.

Residual ridge resorption is a common sequel of 

prolonged edentulousness. Making a definitive 

impression can be challenging when there is 

minimal bone height, unfavourable residual ridge 

morphology, and/or unfavourable muscle 
6attachments.  

Severe atrophy in one or both of the alveolar 

residual ridges results in increased inter-ridge 

space that can be managed by the hollow denture 

the hollow denture. The advantage of hollow 

denture for  

severely resorbed residual alveolar ridges is the 

reduction of excessive weight of denture providing 

comfort to the patient.7 The purpose of this case 

report is to describe the clinical management of 

edentulous patient with maxillary flabby ridge, 

mandibular resorbed ridge and increased inter-

ridge distance. 

CASE REPORT:

A 75 years old male patient reported to the 

Department of Prosthodontic and Crown & Bridge, 

with the chief complaint of replacement of missing 

teeth.  

On intraoral examination it was revealed that the 

patient was completely edentulous since 35 years 

with flabby ridge in the maxillary arch from canine 

to canine region (Fig. No.1)  and completely 

resorbed mandibular ridge (Atwood's order V) [Fig. 

No. 2(a)] with excessive inter-ridge distance (Fig. 

No. 2  (b)].
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Fig. No.1 Maxillary residual alveolar ridge

with flabby tissue in anterior region from canine to 

canine

Fig. No. 2(a) Resorbed mandibular residual 

alveolar ridge.

Fig. No. 2(b) Increased interridge distance.

The radiographic examination also showed severe 

resorption of maxillary and mandibular residual 

alveolar ridges with increased inter-ridge distance.

Fig. No. 3 An orthopantomograph showing 

increased inter-ridge distance

T h e  p a t i e n t ' s  a g e  a n d  s ys t e m i c  s t a t u s  

contraindicated the surgical removal of flabby 

tissue. Hence treatment plan of fabricating a 

complete denture was done with the modification in 

the impression technique. The modifications were 

done to achieve maximum retention and stability 

with minimum displacement of denture during 

function. In this patient a simplified impression 

technique is being followed which uses more widely 

used impression material described by Lynch & 

Allen.8 A primary impression of the maxillary 

denture bearing area was made with a low viscosity 

irreversible hydrocolloid material, to ensure 

minimal distortion of the displaceable ('flabby') 

tissues. (Fig. No. 4) 

The displaceable areas were identified on the cast. 

Three uniform thicknesses of modelling wax placed 

as a 'spacer' over the displaceable areas identified 

on the cast and one thickness over the remaining 

non-displaceable areas. The custom tray was 

fabricated in the usual manner. Following 

fabrication, the custom tray was perforated over the 
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Fig. No.4 : Maxillary primary impression
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flabby tissue areas. At the chair-side, the custom tray 

was inserted into the mouth and any overextended 

areas of the periphery were reduced.

The final impression was then made as follows: 

After application of a suitable adhesive, heavy 

bodied addition-curing polyvinylsiloxane was 

applied to the area of the custom tray associated 

with the 'normal' tissues.  Once set, it was removed 

from the mouth. Using a scalpel, any material that 

had flowed into the area of 'flabby' tissues was 

removed. Heavy bodied impression material was 

then applied to the periphery of the custom tray. 

This was placed in the mouth, and the heavy bodied 

polyvinylsiloxane was border-molded in the usual 

manner. Once this had set, the tray was removed 

from the mouth (Fig.No.6). 

with light bodied polyvinylsiloxane impression 

material. A wash of light- 

The area of the custom tray associated with the 

'flabby' tissues was then filled with light bodied 

Fig. No. 5 : Maxillary primary cast with displaceable 

areas identified on the cast.

Fig. No. 6 Border-molded custom tray and the 

compressible tissues recorded using heavy-bodied 

polyvinylsiloxane

polyvinylsiloxane impression material. A wash of 

light body impression material was also placed over 

the heavy bodied material that had compressed the 

'normal' tissues. (Fig.No.7). This tray was placed in 

the mouth and allowed to set.  Once set, the 

impression was removed from the mouth and 

inspected. Any excess material was removed. The 

impression was re-inserted to ensure that it was 

retentive and did not rock when pressure was 

applied over the displaceable areas.

Highly resorbed residual mandibular ridge is 

commonly observed in older patients. So 

impression technique is modified in such patients to 

provide stable denture. Impression of mandibular 

ridge was formed by McCord and Tyson9 technique 

with admix of 3 parts (red) impression compound to 

7 parts of greenstick compound by weight (Fig. 

No.8)

After this both maxillary and mandibular master 

casts were prepared by pouring the final 

impression. Permanent denture base was fabricated 

on maxillary mater cast, occlusal rims were 

Fig. No. 8 : Mandibular final impression
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Fig. No. 7 : Maxillary final impression
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fabricated, maxillo-mandibular relation was 

recorded and teeth arrangement was done.

As the inter-arch distance was more, fabrication of 

hollow denture was planned   to reduce the weight 

of the denture thus decreasing the load on the 

residual alveolar ridge and making the patient 

comfortable.

LABORATORY PROCEDURE: 

The hollow denture was fabricated using technique 

given by Fattore et al10. In this method two flask 

technique is being used. Two split dental flasks with 

interchangeable top halves were used to construct 

the hollow denture. After trial insertion, the waxed 

maxillary trial denture was invested in the first flask 

with dental plaster, the wax was boiled out and the 

two halves of the flask were separated (Fig.No.9).

A wax shim consisting of two layer thickness of base 

plate wax was then applied over the denture teeth 

area of the flask ensuring that the lid of the flask 

containing the invested definitive cast with the 

permanent denture base closed completely with the 

base of first flask containing denture teeth area and 

wax shim in place (Fig.No.10). The wax shim was 

thinned down in areas of interferences. 

Fig. No.9 : First flask after boilout. Permanent 

denture base in place in lid of the flask.

Fig. No. 10 Wax shim adapted over the denture 

teeth area of first flask

Now bottom half of the first flask containing the 

denture teeth with the wax shim in place was then 

topped and flasked using the lid of the second flask 

and the wax shim was boiled out (Fig.No.11).

Heat polymerized acrylic resin was packed and 

processed as usual. This resulted in two halves i.e., 

the processed record base in lid and the bottom half 

containing the denture teeth, which had to be fused 

together (Fig. No. 12)

Then the flasks were closed and checked for any 

interference in closing the flask. After that a thin 

rope of heat cure acrylic resin (Fig.No.13) of 

approximately the diameter of lead pencil was 

adapted around the border of the cured acrylic resin 

in the tooth side of the flask. Then the trial closure 

was done, flash was trimmed and curing was done to 

fuse the two parts and then tested for a complete 

seal by placing it in water. The denture floated 

ensuring a complete seal. (Fig. No 14)

Fig. No. 11 : First flask [left] with lid of second 

flask [right], wax shim has been boiled out and 

flask has been separated 

Fig. No. 12 : Processed denture base and acrylic 

part on denture teeth fabricated 
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Fig. No. 13 A rope of heat cure acrylic resin placed at 

borders for the fusion of two parts.

Fig. No. 14 Floating denture ensuring complete seal 

The denture was then finished, polished and 
inserted into the patient's mouth. On regular follow 
up over a period of 6 months denture was found to 
be satisfactory.

DISCUSSION:

In this case report we came across a patient with the 
combination of flabby tissue in maxilla and severely 
atrophic (Atwood's order V) mandibular ridge, 
along with the resultant large inter-ridge space. So, 
management of such clinical challenge has been 
discussed to meet the objectives of the treatment for 
complete denture. 

Flabby ridge is a common finding in the anterior 
region of both the ridges and is composed of 
hyperplastic soft tissue that replaces the alveolar 
bone. Mobile fibrous tissue may result in lack of 
support, with reduced stability and retention in a 
complete denture because of tissue displacement 
and loss of peripheral seal. Forces exerted during 
the act of impression making can result in distortion 
of the mobile tissue. The resulting stability of the 
denture can be poor and both function and 
appearance can be heavily compromised. Surgical 
removal of the fibrous tissue gives a firm denture-

bearing area which enhances the stability of the 
prosthesis. Implant retained prostheses may offer a 
solution to the problems of stability and retention in 
fibrous ridge cases1. Surgical removal of flabby 
tissue and implant placement is contraindicated in 
certain patients with compromised systemic status. 
Various impression techniques have been 
recommended and there is controversy as to 
whether a mucodisplacive technique which 
compresses the mobile tissue aiming to achieve 
maximum support from it, or whether a mucostatic 
technique with the aim of achieving maximum 
retention should be employed.  In this fashion, the 
resultant occlusal forces will be more evenly 
distributed across the denture bearing tissues.11 
Clearly, an impression technique is required which 
will compress the non flabby tissues to obtain 
optimal support, and, at the same time, will not 
displace the flabby tissues.8 So, the modifications 
were done in impression technique. An impression 
technique for making impressions of denture 
bearing areas containing flabby ridges is described 
which uses a simplified technique and more widely 
used impression materials. 

The management of highly resorbed ridge has 
always posed a challenge to the prosthodontist for 
years. Highly resorbed residual mandibular ridge 
along with thin, atrophic mucosa and lower 
threshold of pain with diminished resiliency of 
tissues and muscle tonicity accompanied by poor 
adaptive capacity is commonly seen in long term 
edentulous geriatric patients. Providing a stable 
lower denture for such patients has been a more 
difficult task. So modified impression technique is 
used in this patient to provide stable denture. 
Impression of mandibular ridge was formed by 
McCord and Tyson9 technique which is specific for 
this clinical situation. The philosophy is that a 
viscous admix of impression and tracing compound 
removes any soft tissue folds and smoothes them 
over the mandibular bone; this reduces the 
potential for discomfort arising from the 'atrophic 
sandwich', i.e. the creased mucosa lying between the 
denture base and the mandibular bone.

    Severe atrophy in one or both of the residual 
alveolar ridges result in increased inter-ridge space 
that can be managed by the hollow denture.For 
more than 150 years, it was believed that the weight 
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of the denture contributes to both the retention and 
stability of mandibular complete dentures.12,13  
However, studies have shown that denture stability 
can be obtained without the addition of extra weight 
to the denture by improving the fit of the denture 
base.14,15 Ohkubo and Hosoi concluded from their 
study that the weight of a mandibular denture may 
not affect its retention or stability.16 To decrease the 
leverage, reduction in the weight of the prosthesis 
would be beneficial. It improves the cantilever 
mechanics of suspension and overtaxing of the 
remaining supporting structures. 17, 18 Some 
criticism also arose that extra weight of denture may 
in fact cause accelerated resorption of the residual 
ridges.19 In this clinical report increased interridge 
distance has been managed  by the fabrication of a 
hollow denture using a simple, economical, time 
saving procedure that eliminates the need for a 
spacer for creating the hollow cavity leading to 
decreased weight of denture.

CONLUSION & SUMMARY:

Flabby ridge along with severe atrophic mandibular 
ridge and increased inter-ridge distance pose a 
prosthodontic challenge for the achievement of 
stable and retentive dental prosthesis. So, in this 
case report  management of such a patient is 
disscussed with modification in impression 
technique for maxillary flabby  and severely 
resorbed mandibular residual alveolar ridges and 
increased inter-ridge distance by the fabrication of 
hollow denture leading to reduction in the excessive 
weight of the acrylic resin, resulting in the lighter 
prosthesis, that decreases the load on the residual 
alveolar ridge making the patient comfortable.
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