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Abstract

Background. Partial dentures are widely used to restore oral function in patients
with partial tooth loss; however, improper fit can lead to dysfunction of the mandu-
catory apparatus. This study explores the association between partial denture use
and manducatory dysfunction, identifying specific prosthetic risk factors in patients
with recessed edentulism.

Methods-A case-control study was conducted with 594 patients (297 cases and 297
controls) aged 18 to 66, recruited from public and private dental practices. Data were
collected through clinical examinations and structured assessments, analyzing general
factors such as age, gender, and psychological profile, alongside prosthetic factors.

Results - The findings revealed a significant association between partial denture use and
manducatory dysfunction with an adjusted OR of 1.69 (95% Cl [1.18-2.4], P = 0.003). Key
risk factors include denture age over 5 years, instability, and protrusive interference,
with adjusted ORs of 2.93, 2.55, and 2.17, respectively (P< 0.05).

Conclusion -This study highlighted critical prosthetic factors associated with manduca-
tory dysfunction in partial denture wearers with recessed edentulism, underscoring the
need for a preventive and therapeutic prosthetic approach that includes regular scree-
ning and maintenance. Future longitudinal studies are recommended to explore causal
relationships and refine preventive strategies in prosthetic care.
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1. Introduction

The functioning of the musculoskeletal system depends
on the balance between its components (neuromuscular,
osteoarticular and dental), which are physiologically inse-
parable. In patient without dysfunction of the manducatory
apparatus (TMD), a balance is established between these
components. However, this balance can be disturbed by a
number of etiological factors, leading to the onset of pa-
thology) [1].

Costen (1934) was the first to establish a link between occlu-
sion in particular and the development of pathology [2]. This
finding has been confirmed by a number of studies showing
a significant association between malocclusion and TMD, the
odds ratios ranged from 2.18 to 3.77, and the p-values were
less than 0.05 [3-7], and refuted by others concluding that
isolated occlusal factors cannot cause TMD [8-11].

In addition to occlusion, Travel (1952) and Schwartz (1956)
proposed the neuromuscular theory. According to Schwartz
(quoted by Rozencweig 1994), a muscular imbalance would
lead to overloading and over functioning of the muscles re-
quired to maintain the mandible in space, which would be
the cause of painful symptoms in TMD [12].

Prosthetic dentistry is based on these two theories. When
a dentist performs a prosthetic treatment, he or she en-
sures that the occlusal relationship between the two jaws
is maintained over the long term. This treatment must en-
sure a state of neuromuscular relaxation. If this treatment
is ill-adapted or poorly balanced, it can induce faulty oc-
clusal contacts responsible for an eccentric position of the
condyles in their temporal fossa, leading to pain and dys-
function (Costen theory) and/or disturbances in muscle acti-
vity (Travel and Schwarts theory).

However, as the responsibility of the prosthesis has not been
scientifically proven, this question, like that of occlusion,
is highly controversial. Some studies have failed to iden-
tify a statistically significant association between TMD and
dentures [13, 14]. However, other researchers indicate that
individuals who wear dentures have a higher prevalence
of TMD-related symptoms compared to those with natural
teeth [15, 16]. Divaris and al [17] have stated that prosthetic
instability is involved in muscle contractions. In some stu-
dies, iatrogenic prosthesis renewal seemed to reduce symp-
toms [18], a result that is not sustainable according to Tomas
Magnusson [19]. Nevertheless, other researchers found no
association between prosthesis quality (mandibular reten-
tion (p = 0.466); mandibular stability (p= 0.466); inter-oc-
clusal distance (p = 0.328); centric relationship (p = 0.175);
and balanced occlusion (p= 0.56) [20, 21].

On the contrary, studies have demonstrated a rate of adap-
tation to an incorrect DV of 86% to 100% for removable
prostheses and 100% for fixed devices [22]. We have noted
that most of these studies on TMD in edentulous focus on
distal class partial edentulous and/or total denture popu-
lations. Very few studies have been carried out on subjects
wearing prostheses restoring recessed edentulous teeth,
despite the fact that the impact of this type of prosthesis on
the manducatory apparatus should not be overlooked.

Partial dentures are very often incorporated into a disturbed
stomatognathic system, where changes in the occlusal verti-
cal dimension are frequently observed, caused either by the
absence of cuspid teeth or the wear of the remaining natural
teeth. In the face of uncompensated edentulism, dental, pe-
riodontal, muscular and articular structures adapt, leading
to more complex occlusal situations [23]. Such a situation
requires the dentist to carry out a preliminary conditioning;
otherwise the prosthesis could aggravate these disorders.

Given the close relationship between partial dentures, the
musculoskeletal system and occlusion, we believe it would
be useful to investigate a possible link between partial den-
tures and TMD, and to identify the prosthetic factors asso-
ciated with its occurrence in subjects with partial dentures
restoring a recessed edentulous tooth, noting that few stu-
dies have focused on this population.

2. Materials & Methods

The retrospective analytical case-control study was conduc-
ted out over a period of two years ending in 2018; it focused
on patients consulting in private and public dental clinics in
the city of Oran. This study included 594 patients 297 with
TMD and 297 without TMD, aged 18 or over and presenting
one or more recessed partial edentulous teeth. Non-included
patients were those refusing to wear their dentures, patients
with non-dysfunctional musculoskeletal disorders, patients
with pain other than oro-facial musculoskeletal pain, pa-
tients with ongoing occlusal splint or dentofacial orthopedics
treatment, and patients who had undergone general anes-
thesia or wisdom tooth extraction. To avoid selection bias,
we recruited «control>» patients in the same institutions and
during the same period.

Data were collected retrospectively, using an examination
tray, a 20-centimeter ruler, a criterium pencil, a waterproof
pencil, a household scale, a stethoscope, occlusal paper
and pads for drying dental surfaces, and with the aid of a
data collection sheet designed according to the objectives
assigned to this study (Figure 1).
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Figure 1. Instrumentation

To characterize patients with TMD, we chose to use the tech-
nique proposed by Daniel ROZENCWEIG [12] because of its
simplicity, ease, speed of implementation and low cost.

To characterize patients with psychological disorders, we
used the HADS (Hospital Anxiety and Depression Scale), a
self-administered questionnaire proposed by Zigmon and
Snaith [24]. The method used to assess retention and stabi-
lity of a removable prosthesis was identical to that used by
Humme SK and al. and MacEntee and Wyatt [25, 26].

The balance of the fixed prosthesis is considered a failure
only when the patient reports loosening of the prosthesis.
Otherwise, it is considered assured. Wear of the prosthetic
occlusal surface can be confirmed by a simple visual exa-
mination of the prosthetic teeth. If the teeth are made of
resin, the cusp morphology will disappear (Figure 2), while
in the case of porcelain teeth, fractures will be observed
(Figure 3).

Figure 2. Wear of resin teeth

Prosthetic risk fcators and partial dentures in recessed edentulism

Determining the age of the prosthesis relies on the patient’s
responses, which introduces subjectivity due to memory de-
pendency. In cases where a patient wears several prostheses
of different ages, the age of the oldest prosthesis is taken
into account.

The vertical dimension is assessed using a ruler to measure
and compare the distance between the external angle of
the eye and the labial commissure, as well as the distance
between the subnasal point and the gnathion point.The
prosthetic occlusal plane can be considered normal if it res-
pects Spee’s and Wilson’s curves (Figure 4).

Figure 4. Disturbed prosthetic occlusal plane

To visualize prematurities and interferences, we use ar-
ticulated paper. When a dental reference is required in a
clinical situation, the mandibular position must correspond
to the position of maximum intercuspidation (IMO). If the
reference is articular, the DAWSON technique is used. This
method entails the tracing of marks on the prosthetic teeth
of both arches in the customary mandibular position. The
practitioner positions his thumbs at chin level to direct the
mandible, while the remaining fingers provide support for
the horizontal branch of the mandible, facilitating its eleva-
tion and the positioning of the condyles in a superior and an-
terior position. Subsequently, the concurrence of the traced
marks is verified in this novel position.In order to minimize
the study bias of information, the number of investigators
was limited to four: two evaluated the signs and symptoms
of TMD, while the other two for prosthetic evaluation. All
received theoretical and practical training to ensure consis-
tency, with examination techniques repeated five times per
investigator as part of a pilot study. The study was double-
blind, with investigators and data entry staff unaware of the
study objectives and each other’s results. The sample size
was calculated using BiostaTGV, and data entry and analysis
were performed in SPSS 20.0. Descriptive statistics, Pear-
son’s chi-square test and Student’s t-test were applied to
analyze TMD and general parameters such as gender, age and
psychological profile. Univariate and multivariate regression
analyzes examined associations between TMD and various
parameters, with model fit confirmed by the Hosmer and
Lemeshow test. The same approach was used to identify
prosthetic factors related to TMD.
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3. Results

Our study population comprised 297 TMD «cases» and 297
«controls», of which 68.4% were women and 31.6% men.
Mean age was 37.52 £ 11.17 years, with extremes ranging
from 18 to 66 years. The psychological symptomatology
of the «cases» and «controls» was predominantly «doubt-
ful>. The distribution of the sample between «cases» and
«controls» was very significantly different (p=10-3). The
«case» group included more partial denture wearers (55.6%)
than non-wearers (44.4%). The «control» group showed the
opposite pattern (Figure 5).

The univariate analysis confirmed a positive relationship
between the four factors and the development of TMD, as
indicated by the crude odds ratios as shown in Table 1.

Figure 5. Distribution of patients according to partial den-
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All statistically significant differences were retained in the
final model in the multivariate analysis, as shown in Table 2.

In this population, the risk of developing TMD is almost twice
as high in partial denture wearers as in those without.

The data collected in our form enabled us to identify the
most important prosthetic risk factors associated with TMD
through univariate analysis.

These factors are the age of prosthesis; prosthetic stability;
prosthetic retention; prosthetic tooth wear; POP; prosthetic
prematurity; prosthetic protrusive interference and prosthe-
tic diductive interferences (Table 3).

Multivariate analysis, using logistic regressions across eight
steps, identified significant prosthetic risk factors. Model fit
was confirmed by the Hosmer and Lemeshow test (p=0.19).

Key findings indicate that prostheses over five years old pre-
sent a threefold higher risk of TMD, followed by prosthe-
tic instability, which increases TMD risk by 2.55 times, and
protrusive interferences, which double the risk (Table 4).

Table 1. Descriptive and univariate analysis of «cases» and «controls» according to general parameter
Variable Study population Cases Controls
n=594 n=297 n=297 ORDb 1ICa95% P

Age Age (years) 37.52+11.17 40.49+11.8 34.55+9.66

Minimum age 18 18 18 1.05 1.03-1.06 <107

Maximum age 66 66 51
Gender Male 188 (31.6%) 82 (27.6%) 106 (35.7%)

Female 406 (68.4%) 215(72.4%) 191 (64.3%) 1

Sex ratio 2.15 2.62 1.8 1.4 1.02-2.06 0.03
Psychological ~Absent 102 (17.2%) 21 (7.1%) 81 (27.3%) 1
symptoms Doubtful 477 (80.3%) 264 (88.9%) 213 (71.7%) 4.78 2.86-7.98 <107

Certain 15 (2.5%) 12 (4%) 3(1%) 15.42 3.98-59.70 <107
Wearing a No 306 (51.5%) 132 (44.4%) 174 (58.6%) 1
Prosthesis Yes 288 (48.5%) 165 (55.6%) 123 (41.4%) 1.76 1.27-2.44 0.001
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Table 2. Multivariate analysis
Explanatory variables ~ Crude Adjusted ICa95% P
OR OR
Age 1.05 1.03 1.01-1.05 10°
Gender
Male 1
Female 1.45 1.47 1.01-2.14 0.4
Psychological symptoms
Absent 1
Doubtful 478  3.83 223-657 107
Certain 1542  7.18 1.78-29.01 0.006
Wearing a prosthesis
No 1
Yes 1.76 1.69 1.18-2.40  0.003
Table 3. Univariate analysis of prosthetic factors
Variable Crude OR IC (95%) P
Age of prosthesis
5 and under 1
More than 5 years 3.15 1.93-5.14 <10?
Prosthetic arch
Unimaxillary 1
Bimaxillary 0.67 0.40-1.13 0.13
Type of prosthesis
Fixed 1
Removable 1.34 0.81-2.22 0.24
Tooth material
Ceramic 1
Resin 0.58 0.28-1.20 0.14
Stability
Assured 1
Not assured 323 1.97-5.28 <10
Retention
Insured 1
Not insured 2.95 1.82-4.79 <1073
Dental wear
No 1
Yes 2.29 1.42-3.70 0.001
Vertical dimension
Correct 1
Not correct 0.65 0.37-1.13 0.23
Reproducibility of Mandibular
position  Yes 1
No 1.52 0.76-3.04 0.23
POP
Normal 1
Disturbed 1.74 1.07-2.83 0.02
Prematurity
No 1
Yes 1.75 1.05-2.90 0.03
Protrusive interference
No 1
Yes 2.56 1.57-4.17 <1073
Diductive interference
No 1
Yes 2.30 1.41-3.77 0.001
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Table 4 . Results of multiple logistic regression analysis: final model obtained by Wald’s top-down
stepwise method

Explanatory variables Adjusted OR IC (95%) P
Age of prosthesis
5& under 1

More than 5 years 2.93 1.75-4.90 <107
Protrusive interference

No 1

Yes 2.17 1.28-3.6 0.04
Stability

Assured 1

Not assured 2.55 1.51-4.29 <10°

Discussion

Although TMD is not a rare disease in the population, a case-
control study was selected as the most appropriate metho-
dology for achieving the study’s objectives for the following
reasons: Firstly, this type of investigation enables the exa-
mination of multiple factors associated with TMD, which
aligns well with our objective of evaluating the impact of
partial dentures on the development of TMD and identifying
prosthetic risk factors. Secondly, from an ethical standpoint,
it is not feasible to conduct a clinical trial, which would
entail exposing a subject to prosthetic factors that may be
erroneous and following them over time. The study is retros-
pective in design, rather than prospective.

Despite the inherent limitations of this approach, several
measures have been implemented to minimise potential
sources of bias. To reduce selection bias, samples were se-
lected at random from multidisciplinary structures. Logistic
regression was employed to limit residual bias by analysing
interactions between variables. However, memory bias re-
mained, making it impossible to establish the precise chro-
nology between the wearing of prostheses and the onset of
TMD. The difficulty of recruiting comparable controls, the
over-representation of symptomatic subjects, and the hete-
rogeneity of evaluation criteria and methods between stu-
dies also complicate the interpretation and comparison of
results.

Considering that TMD is a multifactorial pathology, we have
considered only the risk factors most frequently mentioned
in the literature: age, gender and psychological profile.
Age seems to be significantly associated with the occurrence
of TMD (p<10-3), although with an apparently low risk (ad-
justed OR =1.03). We can therefore conclude that for every
year of age, the risk of developing TMD increases by 1.03.

Our result, which is related to the notion of a correlation
between advancing age and the occurrence of TMD, is at
odds with the majority of studies dealing with TMD in elder-
ly subjects [27]. The authors attribute this to the fact that
these categories readily accept any form of discomfort or
dysfunction due to the normal aging process and therefore
do not present complaints of TMD. We can attribute the dis-
crepancy between our result and theirs to the fact that we
didn’t have many elderly subjects in our sample. The WHO
defines an elderly person as being over 60 years of age [28].
In our study, the latter are a minority (17 patients or 2.9% of
the general population), the oldest being 66 years old.

In our «case» sample, we had more women (215 patients)
than men, with a sex ratio of 2.15. The adjusted OR was
slightly higher than the crude OR, expressing a 1.53 risk of
developing TMD in women. Our results are consistent with
the literature evaluating TMD in dentate individuals, partial
denture wearers, and total denture wearers, who are pre-
dominantly female, with a sex ratio of approximately 2.1
[29-31] Bush speculates that this finding is due to the fact
that women also appear to be more likely to seek advice,
more attentive to their symptoms, and more likely to seek
treatment compared to men [32]. Allosi S. reflects biologi-
cal differences [33]. The psychosocial aspect also comes into
play, as women are more confronted with and sensitive to
stress than men [34].

Psychological factors have been shown to be associated with
TMD: patients with questionable psychological symptoms are
almost 5 times more likely to develop TMD than those with
no symptoms, while those with definite symptoms are 7.34
times more likely.
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Our observation is consistent with a large number of studies
evaluating the role of psychological factors in the genesis
of TMD. The one conducted by Vasudeva and al in 2014 [35]
attempted to investigate the role of anxiety and depression
in the genesis of TMD, using the HADS scale as a means of
psychological assessment and thus comparing the scores
between patients with TMD and control patients. They found
a higher incidence of abnormal levels of anxiety and depres-
sion in TMD subjects than in the control group. These fin-
dings are consistent with several studies that have reported
a positive relationship between anxiety, depression, and
TMD [36, 37] including the results of our research.

Anxiety and other psychological disorders are thought to act
as triggers for TMD by lowering the resistance threshold of
the maducatory apparatus, exacerbating muscle contrac-
ture, and increasing parafunctions [38].

Our results show an even distribution of patients according
to whether they wore a partial prosthesis or not. However,
this distribution differed between the «case» and «control»
groups (55.6% of affected subjects wore a partial prosthesis
and 58.6% of controls were not fitted), and an association
between TMD and prosthesis (OR=1.76; [1.27-2.44]) was ob-
served in patients wearing a partial prosthesis.

When sex, age, and psychological profile were added to the
predictive model in the multivariate analysis, this associa-
tion remained significant (OR=1.69; [1.18-2.40]).

The role of prostheses on the musculoskeletal system is
controversial. There are those who support the theory that
the prosthesis plays a role in the genesis of TMD, which sup-
ports our result. On the other hand, there are those who
disagree with the prosthesis-TMD association and argue the
opposite. Osama A. Al-Jabrah and al, Thaisa Bordin and al,
Preeti Agarwal and al found that signs and symptoms of TMD
are quite common in partial denture wearers [39-41].

Osama A. Al-Jabrah and al concluded that prosthesis wearers
are predisposed to developing TMD and that the prevalence
of TMD is higher in removable partial denture (RPD) wearers
than in removable complete denture (RCD) wearers. The au-
thors explain this by the fact that 70% of PPA wearers have
malocclusions responsible for TMJ changes [39]. Thaisa Bor-
din and al. report that their sample is predominantly female
and middle-aged, and that the latter are highly predisposed
to developing this type of dysfunction [40]. Preeti Agarwal
and al. found that partial and total prostheses and their
poor condition were associated with an increased incidence
of signs and symptoms of TMD compared to subjects without
prostheses [41].

Prosthetic risk fcators and partial dentures in recessed edentulism

Other researchers share this view and have conducted cli-
nical studies in patients with TMD to evaluate the impact
of prosthetic restoration and partial and/or total repair of
iatrogenic prostheses on the clinical picture. Amorim and
Paula Eduardo conclude that a partial prosthesis of good
overall quality and suitable occlusal condition has a favo-
rable effect on the position of the condyles and maintains
their centration in the glenoid cavity, leading to a reduction
in joint pain [42].

Dervis concluded that the clinical dysfunction index was re-
duced after prosthetic treatment. However, this initial be-
neficial effect was not sustained due to the lack of regular
follow-up to monitor occlusion, retention, prosthetic stabi-
lity, and vertical dimension [21].

Contrary to our result, there are those who disagree with
the association between prosthesis and TMD. F. Rostamkha-
ni, and Jainane Augusta contradict the hypothesis that de-
ficient prosthetic conditions can lead to the genesis of TMD
[14, 20]. These studies were performed in patients with total
dentures, in whom the forces generated during mastication
are reduced and rarely exceed the threshold of tissue adap-
tability.

On the other hand, our sample is composed of patients with

deep edentulous teeth, who can generate excessive occlu-
sal loads on the remaining teeth, especially in the presence
of abnormal dento-dental relationships and hard feeding,
which is still possible for them compared to subjects with
distal partial or total edentulous teeth. All these conditions
favor the development of TMD. Another point that may ex-
plain our results is that edentulism worsens aesthetics and
alters the psychological profile, which has repercussions on
the state of the masticatory apparatus.

In fact, this divergence of results is due to the fact that the
objectives set were different and to the heterogeneity of the
type of study and the populations studied.

Our second objective was to identify prosthetic factors that
could be considered risk factors. We began with the age of
the prosthesis, noting that prosthesis more than 5 years old
was 3 times more likely to cause TMD than prosthesis 5 years
old or less. Bontempo, Bordin and Preeti Agarwal observed
that wearing the same prosthesis for a prolonged period of
time (more than 5 years) causes wear of the occlusal sur-
faces of the artificial teeth, inducing a change in vertical
dimension of occlusion, thus facilitating the development
of TMD [40,41,43] Yannikakis refuted this association by
showing no significant prevalence of TMD in relation to the
age of the prosthesis worn [44].
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This is probably due to the small sample size (251 patients)
and the fact that the majority of patients included do not
wear their prosthesis frequently. On the other hand, long-
term wearing of a prosthesis without periodic checks and
adjustments causes wear of the occlusal surfaces of the
prosthetic teeth, poor prosthetic adaptation and occlusal
instability, which weakens the components of the mastica-
tory apparatus and leads to the development of TMD [17].

Regarding the type of prosthesis, it is known that the re-
movable partial prosthesis, which is mobile, has more stabi-
lity problems and requires more effort than the fixed joint
prosthesis, so the consequences are more significant. By stu-
dying the two types of prosthesis separately, we were able
to estimate the same impact on the manducatory apparatus.

This similarity is probably due to the fact that we included
partially edentulous patients in our study; in this category of
patients, the posterior teeth are present to ensure wedging
and the removable prosthesis is in an occlusal scheme close
to that of the fixed prosthesis.

Helme, Raad M and al. conducted a study on the state of the
mandibular apparatus using Cadiax compact 2 to assess man-
dibular movements after the insertion of a fixed prosthesis.
The study found no significant change. However, the dura-
tion of follow-up may explain the discrepancy, as it was too
short for any impact to be felt [45].

A causal link was established between the explanatory va-
riable and the two variables to be explained (OR=3.23 for
instability, OR=2.95 for lack of retention) with a high level
of significance (p<10"-3). Previous studies have reported no
relationship between retention, stability, and TMD [14] [21],
while other studies, including those by K. Sipila, Bordin, and
Osama A. Al-Jabrah, support our findings [13,39,40]. The
difference in results can be attributed to variations in study
design and subject inclusion methods.

Our sample consisted mostly of females, who are known to
experience accelerated resorption of edentulous ridges. This
resorption may be partially caused by a mismatch between
the prosthesis and the ridge. Improperly fitting prostheses
can cause constant muscular contractions in an attempt
to stabilize the prosthesis, resulting in pain and muscular
dysfunction. There is still disagreement regarding the role
of loss of vertical dimension in the etiology of TMD. Stu-
dies have shown that deviations in the vertical dimension
of existing prostheses do not cause TMD, as long as they are
minimal, symmetrical, and progressive. According to some,
a defective vertical dimension is the most common factor in
TMD and is positively correlated with muscle hyperactivity
due to incorrect mandibular position.

However, based on the results of this study, it can be sug-
gested that the association is actually inverse, and that the
correct vertical dimension is a protective factor in preven-
ting TMD. Theoretically, loss of vertical dimension and wear
are linked. The study found that the wear of prosthetic teeth
increases the risk of developing TMD by 2.29 times. However,
our sample consisted of patients with recessed edentulous
teeth, and despite the wear of the prosthetic teeth, the
vertical dimension of occlusion remained preserved thanks
to the posterior teeth. In this case, wear could affect both
static and dynamic occlusal contacts, creating premature
contacts and interferences instead of changing the vertical
dimension of occlusion. These premature contacts and inter-
ferences can cause mandibular deviations and muscle pain.

The analysis shows a significant association between protru-
sive interference and TMD. Several studies have investigated
occlusal contact as a risk factor for TMD. Premature contact
is defined as the first inter-dental contact that occurs on
the closure path in centric relation occlusion (CRO) and may
cause mandibular elevation deviations [46]. These reflex de-
viations could increase the risk of masticatory muscle pain
following overload [4, 47].

Landi and al. identified prematurity as a factor that could
cause muscle pain, with an odds ratio of 2.57 [4]. Amini and
al. (2000) pointed out that the loss of a certain number of
teeth may cause adjacent teeth to tilt towards the edentu-
lous zone, resulting in premature contacts responsible for
temporomandibular joint (TMJ) disorders and changes in
condylar position [48].

However, studies by Boever [49] and Bourezgui [11] found
no correlation between signs and symptoms of TMD and fac-
tors related to occlusal status. This discrepancy could be
explained by methodological differences, in particular the
definition of malocclusions and the populations studied. Un-
like the work of Boever and Bourezgui, our study focuses on
patients with recessed partial edentulism, a condition that
favours excessive occlusal loads and functional imbalances.

As our study was retrospective, we could not determine the
time of onset of TMD. Disturbances in occlusal relationships
are often linked to tooth displacement due to edentulism,
which may have caused TMD even before the prosthesis was
fitted. Differences in results may be due to the heteroge-
neity of sample sizes, methodologies adopted, and occlusal
factors studied. The definition of malocclusion varies among
authors. Some researchers focus on “functional malocclu-
sions” or “interferences”, while others also include “mor-
phological malocclusions”. Due to the subjective nature of
malocclusion evaluation, it is understandable that different
authors may draw different conclusions regarding the corre-
lation between malocclusions and TMD.
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Conclusion

The results of our case-control epidemiological study in-
dicate a significant correlation between the presence of
prostheses and TMD in patients with recessed partial eden-
tulism. By identifying key risk factors such as prosthetic
age, stability, and protrusive interference, our findings
contribute to a deeper understanding of the complex ae-
tiology of TMD in this specific population. This study not
only emphasises the significance of prosthetic design and
maintenance but also offers invaluable insights for clini-
cians seeking to mitigate TMD risk through preventive and
corrective measures.

These results emphasise the necessity for longitudinal
studies to elucidate the causal relationships and temporal
dynamics between prosthesis use and TMD onset. Although
there is a potential for recall bias inherent in retrospec-
tive designs, our findings provide a foundation for further
research and emphasise the clinical relevance of regular
prosthetic evaluation. By identifying and addressing mo-
difiable risk factors, this study makes a significant contri-
bution to the advancement of prosthodontic practices and
the improvement of patient care outcomes, particularly
for individuals with recessed partial edentulism.
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