Geriatric dentistry:
A changing paradigm

The practice of dentistry has changed dramatically.
Technology, patient expectations, life expectancy, den-
tal therapy, and the internet have had a profound
impact on the dentistry of today. Baby boomers are
living longer and are more affluent, better educated,
and living healthier and more productive lives. Unlike
previous generations, they have benefitted from the
advances in oral care, preventive dentistry, and diet,
and consequently have retained their teeth. This popu-
lation continues to seek quality and often complex
dental therapies. Implants are commonly placed in
individuals aged 60 and over.

The management of the aged population has
received little attention. As stated by Dr Muller deVan,
“We must meet the mind of the patient before we meet
the mouth.”” We must develop more objective and
patient-centered evaluation criteria to meet their treat-
ment needs. The geriatric patient may have psycho-
logic and physical challenges unrelated to dental and
oral conditions which require creative solutions to
meet their needs and create a sense of well-being. The
infirmities of age may also be exacerbated by the pre-
senting oral conditions. Complex treatments that
require greater effort on the part of the patient for
home care and management may not be appropriate.
The prognoses for restorative therapies for the geriatric
patient, which range from the simple Class 2 compos-
ites to the full mouth rehabilitation, require reevalua-
tion. More objective and patient-based evaluation cri-
teria must be applied® because the impact of
restorative procedures on quality of life is an important
consideration for the geriatric patient.?
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For the geriatric patient, some of the available evi-
dence-based literature suggests that the use of indi-
vidual implants, small span fixed partial dentures, and
implant-supported overdentures are often more pre-
dictable and effective than long-span complex restor-
ations that are more difficult to maintain and manage.?
The elimination of biofilms for oral health requires
explanation by the practitioner and understanding on
the part of the patient or caregiver greater than that
suggested by the term “oral hygiene”. Conservative
prevention of root caries, common in the geriatric
patient, with sealants and bonding agents, should be
addressed with long-term studies. Composite posts,
with dentin bonding, enable reinforcement of end-
odontically treated teeth. Minimal tooth preparations
eliminate the undermining of cusps and the fatigue
fractures so often seen in extensively restored molars
and premolars. Tooth wear and abrasion require a more
efficient and creative approach to management as
opposed to full coverage crown restorations.

A careful perusal of the clinical literature suggests
that while for implants, survival and success have been
thoroughly documented, differential diagnoses and
treatment planning with regard to restorative progno-
sis are not sufficiently emphasized. Multiple treatment
plans are feasible for the geriatric patient with some
missing teeth, loss of vertical dimension of occlusion, or
teeth with a poor prognosis.* While the clinician and
the patient recognize particular physical and financial
limitations that govern treatment options, the impor-
tance of management of oral conditions, the dentition,
and the long-term prognosis of particular restorative
procedures are not often adequately presented or dis-
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cussed.” The overall health and physical and mental
status of the patient must also be taken into consider-
ation.

This area of dental practice will continue to grow as
the world population ages with improved standards of
healthcare. The need for predictable, standardized
treatment protocols which support the esthetic and
functional needs of the geriatric patient must be
addressed by the dental community to include general-
ists and specialists alike.

Saul Weiner, DDS, FACP

Professor, Department of Restorative Dentistry, School of
Dental Medicine, Rutgers, The State University of New Jer-
sey, Newark, NJ, USA.

280

N

wi

. Morris J. Diagnosis and Treatment Planning. In: Rahn AO, lvanhoe JR-Pltm-

mer KD (eds). Textbook of Complete Dentures. Shelton, CT: People’s-Medical
Publishing House, 2009:46.

. Ahmadi M, Lamarche C, de Grandmont P, et al. Development of an evidence-

based prosthodontic record: an action research study. Int J Prosthodont
2013;26:359-364.

. Harris D, Hofer S, O'Boyle CA, et al. A comparison of implant-retained man-

dibular overdentures and conventional dentures on the quality of life in
edentulous patients: a randomized, prospective, within-subject controlled
clinical trial. Clin Oral Implants Res 2013;24:96-103.

. Sadowsky SJ, Bedrossian E. Evidenced-based criteria for differential treatment

planning of implant restorations for the partially edentulous patient. J
Prosthodont 2013;22:319-329.

. Zarb GA. A panacea for the edentulous predicament? Int J Prosthodont

2013;26:405-406.

Robert Flinton, DDS, MS

Professor, Department of Restorative Dentistry,
School of Dental Medicine, Rutgers, The State Univer-
sity of New Jersey, Newark, NJ, USA.

VOLUME 45 - NUMBER 4 - APRIL 2074



