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IMPLANT RETAINED OVERDENTURES – 

IS LESS MORE? 
Fracture incidence in mandibular 
overdentures retained by one or two 
implants. Gonda T, Maeda Y, Walton JN and 
MacEntee MI. J Prosthet Dent 2010; 103: 
178–181.

Many implant practitioners consider that, 
while two implants are the minimum 
required for a stable overdenture, more 
may be preferable for strength and 
support. In this novel piece of research, the 
authors randomly selected 85 patients who 
had their dentures supported either by two 
implants placed conventionally, bilaterally 
in the canine regions, or one implant 
placed centrally in the mandibular midline. 
The patients were monitored for up to five 
years.

It was found that there was 
no statistically significant difference 
in the incidence of fracture of the 
prosthesis between the two groups. 
Where fracture did occur it was related to 
the concentration of stresses around the 
support in both groups. It is suggested that 
reinforcing this area may be beneficial in 
either case. 

Abstracts

It was stated in the paper that 
the goal of the research was to compare 
patient satisfaction, component costs, and 
treatment and maintenance time associated 
with mandibular overdentures retained 
by one or two implants. Although this 
paper merely reports the findings related 
to fracture incidence, it may well be that 
a single implant could prove to be an 
affordable treatment option for a patient 
who is unable to tolerate the mucosal 
support of a complete lower denture.

COULD YOU QUOTE THIS ACT AND DOES 

YOU PRACTICE COMPLY?

The Mental Capacity Act 2005: its 
significance for Special Care Dentistry and 
patient care. Kaul A. Mudie D and Berman S.
J Disabil Oral Hlth 2010; 11: 21–24.

Whilst this paper is aimed primarily at those 
practitioners working in the field of special 
care dentistry who can expect a significant 
proportion of their case-load to comprise 
vulnerable adults who lack decision-making 
capacity, we all see such patients from time 
to time and it is essential that we comply 
with the relevant legislation. This paper 
presents three scenarios, based on the 

authors’ experiences, to illustrate some of 
the situations which may be encountered. 
The scenarios may make an interesting 
exercise for a staff-training session under 
professional CPD. The actual relevant 
legislation was set out in two preceding 
papers in this edition of the journal, and all 
three together may prove a useful practice 
resource.

For example, the legislation 
provides for those patients at risk to be 
provided with a capacity assessment. 
However, suggesting that this be 
implemented may leave these patients 
feeling threatened, angry or aggrieved, 
and it is how these situations are dealt 
with that is addressed in this paper.  All 
too often practitioners are familiar with 
the word of the Law but have never been 
called upon to apply it in a clinical situation. 
The experience of the authors presented in 
this paper would provide valuable lessons 
for those who may find themselves in this 
position. The legislation must be complied 
with and wider dissemination to patients, 
carers and clinicians can only improve the 
care of vulnerable adult patients.
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