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Abstract - An aging population means the number of edentulous and partially dentate patients is rising. The mul-

tiplicity of treatments makes treatment choice challenging, emphbasising the need for evidence-based prosthodontics.
This review examines the evidence-base for current prosthodontic practices within removable and fixed domains by
drawing on evidence from randomised controlled trials. Consideration is also given to the role of systematic reviews
and observational studies. The increasing number of prosthodontic randomised controlled trials, especially in com-
mercially attractive topics such as denture hygiene and implants, is bighlighted. What is needed to advance the evi-

dence-base within prosthodontics is also examined.
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INTRODUCTION

Evidence-based medicine'* embodies the philosophy that
treatment should be based on best available research.
The broader concept, evidence-based practice’*, relates
clinical expertise, patient choice and available research. A
‘hierarchy of evidence’ considers the quality of evidence>®
(Fig. 1. Randomised controlled trials (RCTs) are the ‘gold
standard”, while systematic review (SR) represents a
higher level. Dentistry has embraced this evidence-based
approach® and is supported by resources such as an inter-
net-based ‘Centre for Evidence-based Dentistry”, journals
devoted to evidence-based practice'™ and the Cochrane
Oral Health Group'.

Prosthodontics is concerned with the replacement of miss-
ing teeth® in either removable or fixed domains; implantol-
ogy is considered an adjunct!’. An aging population means
the number of edentulous and partially dentate patients is
rising®. The wealth of treatments makes treatment choice
challenging'® and highlights the need for evidence-based
prosthodontics”. Drawing on RCTs cited previously™, and
others identified in further literature searches, this review
will examine the evidence-base for current prosthodontic
practices within removable and fixed domains. While
the quality of the individual studies cited will not be as-
sessed, the strengths and weaknesses of the design of
RCTs, SRs and observational studies will be considered.
Finally, what is needed to advance the evidence-base will
be discussed.

The Evidence Base for Current Practices

MEDLINE was searched for English language ‘prostho-
dontic’ articles published between 1966 and 2005 (Fig. 2).
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Limiting to RCTs yielded 955 articles. An earlier, narrowly
defined, search found 91 English language, prosthodontic,
RCTs between 1966 and 2000%. The summary was updated,
adding articles published between 2001 and 2005 using
similar categories (Figs. 3a and b). MEDLINE searches only
identify ~80% of published RCTs', however, the increasing
number of prosthodontic RCTs is clear (Fig. 3a). Notably,
commercially attractive topics such as denture hygiene and
implants, dominate the literature.

To restore or not to restore

Tooth replacement must be justified in terms of patient
needs, demands and motivation, as well as maintenance
of oral function. Withholding active treatment may be
indicated if problems outweigh the benefits*. A func-
tional, but reduced dentition may not require treatment.
The shortened dental arch (SDA) provides adequate oral
function with reduced occluding pairs of posterior teeth***
and is common as molars are most affected by dental
disease?*?!, However, despite 95% of dentists agreeing
with the concept, the SDA was utilized in <10% of cases®.
Twenty teeth can satisfy most criteria for a stable occlusion
and functionality®*?. Only one RCT shows no difference
in oral-health-related quality-of-life between a SDA and a
removable partial denture (RPD)*. Even this study did not
use a natural SDA: missing anteriors and premolars were
replaced by fixed prostheses, but molars were not replaced,
and low sample size might ‘muddy’ the result. SDAs can be
restored with removable or fixed prostheses®. In a series of
RCTs, resin-bonded fixed partial dentures (RBFPDs) gave
improved patient satisfaction® and a lower incidence of
caries®! but did not improve diet* compared to RPDs.

No active treatment should always be considered as an
option to posterior tooth replacement and clinical criteria
should be developed to inform this decision. If restoration
is indicated, evidence suggests that RBFPDs are more ef-
ficacious than RPDs.
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2a- SR of cohortstudies
2b - Individual cohort study
2c - Outcomes research/ecological studies

1a- Systematic review (SR) of RCTs
1b - IndividualRCT

3a- SR of case control studies

3b - Individual case control study

4 - Case series & poor case
control/cohort studies

5— Expertopinion

Figure 1.

Hierarchy of evidence. Systematic Review = literature review to appraise/synthesise all high quality research evidence on a specific

question. RCT (Randomised Controlled Trial) = group of patients randomised into experimental and control groups and followed-up for outcomes of
interest. Cohort Study = two groups of patients, exposed/not exposed to factors, and followed forward for outcomes of interest. Case control study
= previous exposure to a risk factor is compared between cases and control groups of patients. Case-series = report on a series of patients with an

outcome of interest (no control group).

10000 -
4
o 8000 -
©
2 m Prosthodontics
o 6000 -
E ORCTs
[T
© 4000 -
o
)
E
5 2000 -
2
0 ‘ ‘
1966- 1971- 1976- 1981- 1986- 1991- 1996- 2001-
1970 1975 1980 1985 1990 1995 2000 2005
Year Range

Figure 2. The number of English language publications, according to a MEDLINE search, containing the term “prosthodontics” and publications

containing “prosthodontics” limited to randomised controlled trials (RCTs) in 5-year ranges from 1966. At the end of 2005, 44,338 “prosthodontic

publications and 955 “RCTs” had been published.

Removable Prostheses
Denture construction

Two RCTs*31! one spanning 20-years**!, found no
difference between construction methods using varying
articulation techniques to establish occlusion in terms of
bone loss and number of adjustment appointments. An-
other RCT found no major difference in patient satisfaction,
comfort and function between a ’traditional’ and ’simple’
method, supporting the use of simple techniques, which
are easier to master and reduce time and costs compared

»

to traditional techniques taught to undergraduates®. An
RCT has indicated that positioning teeth in the neutral
zone improves comfort and speech in complete dentures®.
Scientific methods for determining tooth position are lack-
ing: anatomical landmarks are ‘handed-down’ but can be
unreliable®. One RCT shows the relationship between
intercondylar-width and the width between the canine and
molar in each arch can be used to position canines and
first molars*. Clearly more RCTs on denture construction
are needed to identify constructions techniques and tooth
arrangements that improve dentures.
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Figure 3. Randomised-controlled trials (RCTs) reporting within the discipline of Prosthodontics.RCTs used are those are cited in a previous publication
(1966-2000) 18 and from a further MEDLINE search (2001-2005) carried out by the author. (a) The cumulative number RCTs published between
1966 and 2005. (b) The number of RCTs reporting within various categories within the prosthodontic domains defined in Fig. 3.

RPD design

The primary purpose of an RPD must be to preserve the
remaining dentition®, but they can increase periodontal
problems, caries and bone resorption®. Only five RCTs
focus on these problems. A crossover study found no
difference between minor connector design in abutment
mobility and plaque accumulation after 19 weeks*. Pa-
tients preferred the design that exerted a tilting force on
the abutment tooth, increasing retention and minimising
tooth mobility. There was no significant difference in suc-
cess rate, maintenance, periodontal health, caries incidence
or masticatory performance between two different RPD
designs showing that a well-constructed RPD using abut-

20

ment teeth with good bone support, together with regular
review, is a satisfactory treatment modality*#. In contrast,
gingival inflammation was increased with a lingual plate
compared to a cingulum bar major connector®. Another
RCT showed that a resilient-layer, distal extension RPD
reduced ridge resorption compared to conventional RPDs,
recommending this design®.

The burden of oral disease, alveolar bone reduction and
patient satisfaction with different RPD designs should be
investigated across the range of Kennedy’s classification
while taking into account variables such as patient attitudes
towards dentures and oral health.
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Occlusion

The patient’s occlusal requirements must be considered to
ensure denture stability and centralize forces on the ridge
to reduce bone resorption®. Strong evidence is lacking
for much of complete denture occlusion™. No RCTs com-
pare the two main occlusal concepts: Balanced occlusion
and balanced articulation. It is recommended after bal-
anced occlusion is established, a 1-2mm area of balanced
articulation is created around this position® to provide
stability at rest and during ruminatory movements. Canine
guidance (CG) is not usually associated with complete
dentures due to instability and loss of retention during
eccentric movements, however, it reduces muscle activity
and alveolar bone resorption®. A recent RCT found that
complete denture patients quickly adapt to CG, achieving
better chewing ability and mandibular denture retention
compared to balanced occlusion”. Despite low patient
number and dropouts on follow-up, this success suggests
it merits further investigation.

Cuspal anatomy affects occlusion, stability, function and
the aesthetics of complete dentures. Four types of posterior
tooth-moulds are available’®. Moulds are generally based
on conjecture and subjective evidence. Only one RCT
compares occlusal schemes® and, because of possible
bias®, provides only weak evidence of patient preference
for teeth with cusps over cuspless teeth and fails to identify
a superior mould. A RCT is being undertaken to address
the efficacy of three posterior moulds®.

Materials used for the construction of dentures

Nine RCTs address the increasing range of denture ma-
terials. Compression-moulded acrylic denture bases and
artificial teeth are most widely used, but are subject to
processing shrinkage and expansion due to water absorp-
tion. A 5-year RCT showed similar, clinically acceptable,
dimensional changes in conventional and rapid heat-cured
acrylic maxillary dentures®. Injection-moulding may reduce
dimensional inaccuracies®. Two similar RCTs showed no
difference in denture adaptation between conventional
and injection-packed bases®, and no difference between
heat or microwave polymerisation in conventional and
injection-packed bases®. Thus, there is no evidence that
injection-moulding has advantages over compression
moulding.

Many alloys are used for fabricating removable prostheses:
cobalt-chromium (Co-Cr) is most widely used, but may
corrode and cause allergic reactions. Titanium is resistant
to corrosion and more biocompatible. One RCT concluded
that titanium bases were most suitable for dentures subject
to high mechanical stresses and patients hypersensitive to
other materials®. Another found similar two-year success
rates in Co-Cr and titanium RPDs but increased failure
of titanium RPDs before one-year, possibly due to lower
rigidity®.

Softer resin teeth have largely replaced ceramic teeth,
causing less wear of natural teeth and improved bonding
to denture bases, but they tend to wear. Modified-resin
teeth are more wear resistant”. No difference in wear was
found between different commercially available modified-
resin teeth®”. There is a lack of data on the comparative
efficacy of old and new materials, possible toxicity of
materials leaching from acrylics and patient responses to

new alloys”. This means clinicians must largely reply on
tradition and experience to choose which to use.

Impression materials and techniques

Five RCTs focus on impression materials and techniques,
only two compared materials. A similar number of adjust-
ments were required using fluid wax and polysulphide rub-
ber”. Unfortunately, fluid wax is not commonly used. 75%
of patients preferred RPDs made using alginate compared
to condensation-cured silicone impressions’. Surfactant
was found to improve the surface quality of polyvinyl si-
loxane impressions™. The altered-cast technique”, widely
taught but rarely used in practice, reduces the support
differential for a distal extension saddle, obtaining a com-
pressive impression while imitating functional loading™.
One RCT concluded it has no significant advantage over
the one-piece cast, provided the master impression is
completely extended”. Alginate is generally chosen for
ease of use and low cost, however, zinc-oxide-eugenol
(ZOE) is sometimes preferred for definitive complete
denture impressions. There is little evidence to support
this. Indeed, in a recent RCT, ZOE was least favoured of
three impression materials™. Thus, few data discriminate
between impression materials and techniques.

Denture adhesives

Dentists generally reject the use of denture adhesives;
however, loose dentures mean they are widely used by
patients. From five RCTs, three indicated patients favoured
adhesives, citing improved retention and chewing ability”™
8 another RCT reported reduced breath odour®. Adhesives
contain cytotoxic substances®, or may have toxic effects
with continuous use. Further clinical evidence about their
use, efficacy and toxicity of adhesives is sorely needed.

Denture linings and conditioners

As the population ages, patients with atrophic mandibles
will increase, increasing the need for resilient liners®. One
RCT found no difference in compliance between two liners
after 6-months wear® and another showed similar levels
of fungal growth between liners®***. There was no differ-
ence in patient satisfaction between a resilient liner and
acrylic resin, however, the resilient liner was preferred,
providing some evidence of efficacy from the viewpoint
of the patient. Notably, there were significant differences
in in vitro and in vivo leaching of plasticizers between two
different soft linings®. A denture reline is indicated when
there is a defect in the impression surface. Choice of reline
material has largely been based on clinician preference.
One RCT found no difference in comfort, fit or integrity
between three hard chairside reline materials, however,
“Tokuso Rebase’ showed superior stain-resistance, colour
stability and durability®. Tissue conditioners are used over
relatively long periods. A RCT showed coatings improve
their life-span, with ‘Permaseal’-coated conditioners re-
maining the softest after four weeks”.

Linings and conditioners are widely used in prosthodontics.
Clinical studies considering outcomes such as efficacy,

longevity, comparative benefits and the effects of low-dose
exposure to components of these materials are lacking.
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Denture hygiene

The growth of microorganisms on dentures potentially
threatens patient health, particularly the elderly”. Denture
hygiene is important for health, aesthetics and the preven-
tion of candidosis®**. Many RCTs focus on this topic*1%.
While no single cleaning technique is supported, me-
chanical cleaning alone has been found to be inadequate.
There is a pressing need for more studies focusing on
the development of effective preventive programmes and
cleaning methods.

Denture use

Prognosis of complete denture therapy relies on a pa-
tient’s ability to adapt, which depends on age, treatment
burden, co-morbidity, expectations and other factors. Two
RCTs looked at denture use. A behaviour-rating scale was
found to be a useful predictor of elderly patients’ ability
to adapt to dentures when comparing relined versus new
dentures'?’. A consistency-graded diet during adjustment to
complete dentures improved adaptation, reducing mucosal
ulceration and soreness'®. However, the value of both stud-
ies suffered due to low patient numbers and high dropout
rates. Further research identifying the problems associated
with adjusting to removable prostheses and the factors
determining their acceptance and success is needed. In
addition, to compare studies, universal criteria for assessing
denture success should be developed.

Conventional overdentures

Roots are retained under dentures in an attempt to coun-
ter alveolar bone loss'®. 13 RCTs study overdentures. A
RCT showed bone loss after one-year to be 50% less with
immediate mandibular overdentures compared to imme-
diate complete dentures, but no significant difference in
additional bone loss was apparent after two-years'?’. While
the reduced bone loss indicates overdenture therapy, the
4.5 year abutment condition was disappointing'*®. Patient
satisfaction with overdentures was high and any variance
was related to denture quality and preconceived attitudes
towards dentures'?!'®, Sealing the abutment root canal and
protecting the abutment from caries is paramount. While
no superior sealing material has been identified, glass-
ionomer reduced caries, possibly due to fluoride release''.
There is evidence that abutments can also be protected
by topical fluoride'3?'3 fluoride containing resins'** and
fluoride-releasing restorative materials'®>. Daily application
of topical fluoride was more effective than weekly'®® but
relies on patient compliance. Chlorhexidine and chlo-
rhexidine-fluoride gels also reduce plaque accumulation,
gingival bleeding®® and maintain periodontal health'?,
but chlorhexidine must be applied daily to maintain its
effect’®, In contrast, autopolymerising resins and fluoride-
releasing materials are not patient-dependent. Two RCTs
show chlorhexidine-fluoride gel reduces caries and sup-
presses microbes better than fluoride gel**'¥. Although
overdentures reduce bone loss, their success depends on
root health. More data on sealing materials and protective
agents are needed.

Fixed prostheses

Conventional fixed partial dentures (FPDs)

FPDs are an alternative to RPDs but are expensive and
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can damage tooth-tissue. 20 RCTs were identified. Two
found similar 5-year success of FPDs (80%) and RPDs but
RPDs required more follow-up treatment, supporting the
use of FPDs!!! Recent SRs of cohort-studies calculated
pooled FPD success rates of 71-87% and up to 90% sur-
vival. The most common causes of failure were caries,
loss of abutments and loss of retention!?. FPD success
depends on the materials and bonding systems, marginal
fit, abutment condition, ridge form, oral hygiene, extent of
tooth preparation and other factors'®, Two RCTs show no
difference in abutment prognosis whether zinc-phosphate
or glass-ionomer cement was used'!* Others showed
that, while lower quality noble alloys can be used, some
tarnish and show surface changes'®'7 and cheaper alloys
have poorer outcomes'®: Titanium-alloys have increased
metal-ceramic failure compared to gold'®. Metallic taste is
generally not a problem®™® and plaque-scores are similar
for different alloys™. A RCT evaluating temporary FPD
resins found they were clinically reliable, however, light-
cured resins had greater polymerisation shrinkage and all
resins suffered from increased plaque adherence'™. Adjunct
chlorhexidine mouthrinse reduced plaque levels associated
with FPDs!*1%, A RCT comparing two soft tissue augmenta-
tion procedures for correcting alveolar ridge defects prior
to FPD placement revealed significantly greater tissue gain

with a subepithelial connective tissue graft'>.

Demands for stronger, more aesthetic FPDs and advances
in materials and technology have led to new fabrication
methods, high-strength all-ceramic and less destructive
fibre-reinforced FPDs. RCTs have evaluated several of these
new FPDs and, although there are some problems, most
show clinical viability!>¢12,

Resin bonded FPDs (RBFPDs)

RBFPDs offer a conservative, cheaper option to conven-
tional FPDs. They were introduced relatively recently'®
and have since been improved'®. 15 RCTs were identified.
RBFPDs perform as successfully as conventional FPDs!¢41%5
but with reduced longevity: 5-7 year survival rate is 75%"%.
Several risk factors have been identified'””. Location in the
mouth greatly influences durability'®. Survival is higher
for anterior than posterior RBFPDs'®'"! and is better in the
maxillal® 1170172173 Debonding of RBFPDs, generally due
to poor retention, is the most common cause of failure.
Although many can be successfully rebonded, retreat-
ment is less successful, especially in the mandible!”>!74,
Improved bonding systems have been developed'”. No
difference was found between brands!'7#17  but some
are more aesthetic, easier to use'’® and influence rebond-
ing'”?. Etched retainers'’, alloy surface treatments'” and
grooved tooth preparations'’*7%!7? improve retention and
RBFPD longevity, increasing success for less-experienced
clinicians'®,

Biological or technical failure affects the longevity of fixed
prostheses. Most studies are retrospective, so identifying a
cause of failure is difficult and complex. FPD systems are
continually improving, although long-term studies are few.
Long-term, comparative RCTs are required to evaluate, for
patient and treatment-based outcomes, conventional fixed
prostheses, and new systems with improved materials,
bonding, retention (especially in the posterior mandible)
and better aesthetics.
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Implant-supported dentures

136 RCTs relating to implant-supported dentures (ISD) were
identified. Due to the large number only a selection of these
RCTs is discussed below. ISD’s are increasing in popularity,
particularly a mandibular implant-supported overdenture
(ISO) supported by two implants opposed by a complete
conventional denture'™. It is superior to conventional treat-
ments'™1® with improved stability, increased bite force,
decreased denture pain'’, improved masticatory perform-
ance™ and confers improved quality-of-life'?. While at-
tachment type does not influence bite force'?, a bar-clip is
more successful than a ball attachment®**°. However, ISOs
are only an option if their cost is reasonable. There is little
difference in total time, number of visits’® and cost'” of
implant-supported versus conventional dentures. Although
professional maintenance is paramount, the time needed is
similar between implant systems'”. The cost of providing
and maintaining ISOs is not as large as expected. Together
with compelling evidence for superior performance, this
has led to a consensus statement that conventional dentures
are not the most appropriate treatment for an edentulous
mandible and a two-implant-overdenture should be made
available!?2%.

In the NHS, implants may be considered for edentulous
and partially dentate patients with severe denture intoler-
ance, to prevent severe alveolar bone loss or to preserve
remaining healthy teeth®!. However, as only appropriately
trained clinicians should place implants, they are largely
restricted to hospitals. Most NHS hospitals in the UK lack
funding for implants so they are rarely offered. Further,
older patients have minimal expectations and are reluctant
to undergo surgery®* >36% of older patients refused free
implants®?,

Problems And Deficiencies In The Prosthodontic
Evidence Base

Although increasing, the number of RCTs in the prostho-
dontics literature remains small (~2% of studies relating to
prosthodontics, Fig. 2). To evaluate interventions, RCT qual-
ity has been appraised. Between 1966-2000 few complied
with established guidelines' such as CONSORT (Consoli-
dated Standards of Reporting Trials)***. It was suggested
this indicates a lack of knowledge about common prostho-
dontic procedures, specifically: use of alloys, cements and
the differences between impression materials'®. A catalogue
of prosthodontic RCTs is currently being compiled in the
USA and should be extended internationally.

RCTs

Although RCTs are regarded as ‘gold standard’, they are
not without problems. They often employ ideal conditions
which may not address a therapy’s effectiveness in prac-
tice. They may be hampered by ethical considerations or
exclusion of certain groups*”’. While they should be long-
term (10-20 years) and multi-centred, maintaining patient
numbers throughout a long-term study can be difficult
as most prosthodontic patients are elderly. They may be
confounded by patient variables, e.g. ridge form, patient
tolerance, oral anatomy, medical history, age, periodontal
status, Kennedy classification. Long term studies may
be complicated by changes in the participating centres

and clinical teams, availability of funding and changes in
research policy etc. RCTs are also expensive and difficult
to blind.

SRs in Prosthodontics

SRs of RCTs re-analyse data from multiple studies (meta-
analysis) to draw definitive conclusions. However, histori-
cal data may be subject to bias*”. An inventory of pros-
thodontic SRs has been compiled®®. Of thirteen studies
synthesising pooled data, only one used included RCTSs
alone. Positively, there was close agreement of two pairs
of reviews on the same subject, one pair addressing FPD
longevity, the other, single-tooth implant survival. They
concluded that, while SR has penetrated prosthodontics,
providing some prognostic evidence, the lack of RCTs
limits their use in defining best practice. It is generally
accepted that the most authoritative SRs are published
by the Cochrane Library, nevertheless, even these can be
improved*?'°, The Cochrane Oral Health Group’s' SRs
on ‘Interventions for Replacing Missing Teeth’ are likely to
inform future RCTs, SRs and therapies in prosthodontics.
The Cochrane Collaboration has developed guidelines for
the including studies in a SR*!. Other guidelines are also
available (QUORUM - Quality of Reporting Meta-Analy-
ses?®). Future prosthodontic reviews should adopt these
recommendations®®.

The role of observational studies

The prosthodontic literature contains a wealth of obser-
vational studies?'? that would be wasteful to abandon.
Observational studies focus on effectiveness using data
from existing databases, cross-sectional studies, case series,
case-control or cohort designs, or designs with historical
controls*?, Conditions are generally close to everyday
practice, making them clinically useful. They may yield
unanticipated results often undetected by RCTs due to
restricted numbers, and may address issues that would
be unethical to test with an RCT. However, they lack
randomisation and bias is difficult to identify. Therefore,
they do not provide definitive evidence for recommending
therapies. SR and meta-analysis of observational studies is
controversial?’*. However, within prosthodontics, observa-
tional studies represent a large body of data that should not
be ignored, not least because they can be used to shape
more carefully designed RCTs. It is also noteworthy that
many successful treatments have been developed without
RCTs, e.g. osseointegrated-implants?¥. TREND (Transparent
Reporting of Evaluations with Non-Randomised Designs)*"
and MOOSE (Meta-Analysis of Observational Studies in
Epidemiology)*"? guidelines explicitly aim to improve
reporting of non-randomised interventions. Adoption of
these guidelines in prosthodontics will greatly increase the
value of future studies and should be promoted through
editorial and peer review processes.

The Future of Evidence-Based Prosthodontics

EBP is becoming established within prosthodontics'® and,
as the literature expands, high-quality research should
be encouraged?®. EBP should be introduced early in the
dental curriculum and students should be encouraged
to consider the evidence underlying treatments. An in-
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creasingly litigious society, as well as increased patient
awareness and wider availability of information, increases
the need for evidence that treatments are based on best
practice. A catalogue of RCTs will be vital. Research find-
ings must be accessible and disseminated efficiently. The
immediacy of research must also be addressed; the rates
of discovery and publication must keep pace. The trend
for on-line submission and advance publication will help
address this problem. Structured abstracts and headers
indicating study type help the clinician identify pertinent
articles, and should be adopted by more journals. The lack
of RCTs and SRs in prosthodontics must be addressed.
This is only possible with a substantial research effort and
adequate funding.

CONCLUSIONS AND RECOMMENDATIONS

The increasing emphasis on EBP underlines the pressing
need for high-quality clinical studies. While it is encourag-
ing that the number of RCTs in prosthodontics is increasing,
coverage of the field is patchy and concentrated on com-
mercially important areas. This review has identified areas
where more research is needed. Many treatment modalities
have been ‘handed-down’ and, while they have stood the
test of time, sound evidence, by modern standards, is often
lacking. Few studies use the strongest research designs
and methodological weaknesses mean that many of these
cannot provide sufficiently robust evidence to inform treat-
ments. Research is lacking for both removable and fixed
prosthodontics. There is a lack of high-quality evidence
for many common procedures, including the choice of
impression and denture base materials. Few clinical stud-
ies compare different treatment options for similar tooth
loss scenarios and these studies are often of poor quality.
However, it is noteworthy that some prosthodontics prac-
tices have robustly stood the test of time. Revisiting these
areas may be wasteful when other areas demand more
immediate investigation.

The future of evidence-based prosthodontics depends,
not only on how well the research is executed, but also
on its interpretation and its relevance to dental practice.
Future progress relies on high-quality clinical studies; judi-
cious and timely reporting of these studies and frequent,
high-quality reviews of the growing evidence-base. The
adoption of evidence-based approaches in practice is
also dependent on funding. Best practice is often not
the most economical option. Finally, there needs to be an
appreciation throughout the profession of the different
levels of evidence and the necessity for EBP, and that this
philosophy should be introduced as early as possible in
dental education.
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