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Background: Severely atrophied ridges are a more common finding with the mandibular 

residual ridges than the maxilla. The present study was conducted to assess ridge morphology in 

edentulous patients. Materials & Methods: The present study was conducted in the department 

of Prosthodontics on 110 patients with edentulous mandibular ridges. All patients were carefully 

examined for types of mandibular ridges. Results: Out of 110 patients, males were 60 and 

females were 50. Age group 20-40 years comprised of 5 males and 6 females, 40-60 years had 16 

males and 10 females, 60-80 years had 24 males and 14 females and >80 years had 15 males and 

20 females. The difference was non- significant (P> 0.05). Type I ridge was seen in 12 males and 

11 females, type II in 18 males and 9 females, III in 25 males and 20 females and type IV in 15 

males and 10 females. The difference was non- significant (P> 0.05). Conclusion: Authors found 

type III ridges most commonly in males and females.  
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INTRODUCTION 

With the loss of teeth, the function of the jaws 

is hampered. Severe ridge atrophy results in 

increased inter-arch space, unstable and non 

retentive dentures with inability to withstand 

the masticatory forces.1  

Complete denture therapy is undoubtedly 

among the age old forms of dental treatment 

used to rehabilitate an edentulous patient. The 

key to successful denture therapy lies in 

precise execution of the treatment plan 

formulated by evaluation of a complete 

comprehensive history and through 

examination.2 Such a treatment plan must be 

based on Devan's principles concerned with 

rehabilitation that is, preservation of what 

already exists than the mere replacement of 

what is missing. Ridge atrophy poses a 

clinical challenge towards the fabrication of a 

successful prosthesis. Extreme resorption of 

the maxillary and mandibular denture bearing 

areas results in sunken appearance of cheeks, 

unstable and non retentive dentures with 

associated pain and discomfort.3 

Four categories are defined, ranging from 

Class I to Class IV, with Class I representing 

an uncomplicated clinical situation and a 

Class IV patient representing the most 

complex and higher-risk situation.4 

Mandibular ridges are classified as type I 

(most favorable) with residual bone height of 

21mm or greater measured at the least vertical 

height of the mandible. Type II residual bone 

height of 16 to 20 mm measured at the least 

vertical height of the mandible. Type III 

residual alveolar bone height of 11 to 15mm 

measured at the least vertical height of the 

mandible. Type lV with residual vertical bone 

height of 10 mm or less measured at the least 

vertical height of the mandible.5 The present 

study was conducted to assess ridge 

morphology in edentulous patients. 

 

MATERIALS & METHODS 

The present study was conducted in the 

Department of Prosthodontics. It comprised of 

110 patients with edentulous mandibular 

ridges. Ethical clearance was obtained prior to 

the study. All were informed regarding the 

study and written consent was obtained.  

General information such as name, age, 

gender etc. was recorded. All patients were 

carefully examined for types of mandibular 

ridges. Any root stumps or retained teeth were 

assessed. Results thus obtained were subjected 

to statistical analysis. P value less than 0.05 

was considered significant. 

RESULTS 

Table I shows that out of 110 patients, males 

were 60 and females were 50.  

Total- 110 

Gender Males Females 

Number 60 50 

Table I: Distribution of patients 

Table II shows that age group 20-40 years 

comprised of 5 males and 6 females, 40-60 

Age group  Males Females P value 

20-40 5 6 0.1 

40-60 16 10 0.2 

60-80 24 14 0.1 

>80 15 20 0.5 

Table II: Age & gender wise distribution of 

patients 

years had 16 males and 10 females, 60-80 

years had 24 males and 14 females and >80  
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years had 15 males and 20 females. The 

difference was non- significant (P> 0.05). 

Graph II shows that type I ridge was seen in 

12 males and 11 females, type II in 18 males  

 

 

Graph I: Age & gender wise distribution of patients 

 

 

Graph II: Types of mandibular ridges 
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and 9 females, III in 25 males and 20 females 

and type IV in 15 males and 10 females. The 

difference was non- significant (P> 0.05). 

DISCUSSION 

Residual ridge resorption is a complex 

biophysical process and a common occurrence 

following extraction of teeth. Ridge atrophy is 

most dramatic during the first year after tooth 

loss followed by a slower but more 

progressive rate of resorption thereafter.6 The 

impression technique plays the key role. 

Studies show that edentulism is closely 

associated with socioeconomic factors and is 

more prevalent in poor populations and in 

women. In 2003, the ratio of edentulism was 6 

times higher in low-income than in higher 

income Canadian families.7 The present study 

was conducted to assess ridge morphology in 

edentulous patients. 

In present study, we observed that out of 110 

patients, males were 60 and females were 50. 

Age group 20-40 years comprised of 5 males 

and 6 females, 40-60 years had 16 males and 

10 females, 60-80 years had 24 males and 14 

females and >80 years had 15 males and 20 

females. 

Severe ridge atrophy results in increased inter-

arch space, unstable and non retentive 

dentures with inability to withstand the 

masticatory forces. Treatment of atrophied 

ridges is a clinical challenge faced by dental 

professionals worldwide as severely resorbed 

ridges present difficulty in fabrication of an 

adequate prosthesis. Severely atrophied ridges 

are a more common finding with the 

mandibular residual ridges than the maxilla. 

This is because the mandible resorbs at a 

faster rate than the maxilla.8 

We observed that type I ridge was seen in 12 

males and 11 females, type II in 18 males 

and 9 females, III in 25 males and 20 

females and type IV in 15 males and 10 

females. This is similar to Tallgren et al.9 

Bone loss is an ongoing process following 

tooth loss, affecting the mandible four times 

more than the maxilla. Edentulism was 

found to have a significant effect on residual 

ridge resorption, which leads to a reduction 

in the height of alveolar bone and the size of 

the denture bearing area. This reduction 

affects face height and facial appearance, 

which are altered following total tooth loss. 

The loss of alveolar bone height and width 

also leads to substantial changes in the soft-

tissue profile, such as protrusion of the 

mandibular lip and chin.  

The flabby ridge or movable tissues are 

frequently seen in maxillary anterior ridge 

when the edentulous maxilla is opposed by 

natural teeth in the 3 mandibular anterior 

region. Kelly in 197210 reported that 

mandibular anterior teeth cause trauma to 

maxillary anterior ridge as all occlusal forces 

are directed on to this area. This results in loss 

of bone from the anterior maxilla with 

subsequent fibrous tissue hyperplasia. The 

mucosa is highly movable and loosely 

attached to underlying periostium of the bone. 

The presence of displaceable denture-bearing 

tissues often presents a difficulty in making 

complete dentures. 

Conclusion 

Authors found type III ridges most commonly 

in males and females.  
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