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The rehabilitation of the partially edentulous patient remains one of the most complex challenges in restorative 

dentistry. While fixed prosthodontics and implant-supported bridges have become increasingly popular, the 

Removable Partial Prosthodontic (RPD) continues to be a vital treatment modality, particularly for patients with 

extensive ridge resorption, financial constraints, or systemic contraindications to surgery. Within the academic and 

clinical landscape, Stewart's Clinical Removable Partial Prosthodontics, specifically the fourth edition authored

by Rodney D. Phoenix, David R. Cagna, and Charles F. DeFreest, stands as the definitive text. This comprehensive

guide explores the biomechanical foundations, design philosophies, and modern clinical workflows associated with

RPD therapy, including the latest advancements in implant-assisted designs.

The Theoretical Framework of Removable Partial Prosthodontics

Removable partial prosthodontics is governed by the necessity to balance the forces of mastication between two 

fundamentally different support systems: the periodontium of the natural abutment teeth and the 

mucoperiosteumof the edentulous ridges. This dual support system is inherently challenging because the

compressibility of the oral mucosa is significantly greater (often by a factor of 10 to 20) than the physiological

mobility of a healthy tooth within its ligament.

Kennedy Classification and Applegate’s Rules

To standardize communication and design, the Kennedy Classificationsystem is universally employed.

Understanding this classification is the first step in the technical execution of any RPD design. The four main

classes are:

•  Class I: Bilateral edentulous areas located posterior to the remaining natural teeth.

•  Class II: A unilateral edentulous area located posterior to the remaining natural teeth.

•  Class III: A unilateral edentulous area with natural teeth remaining both anterior and posterior to it.

•  Class IV: A single, but bilateral (crossing the midline), edentulous area located anterior to the remaining 

natural teeth.

Applegate’s Rules further refine this by stating that the classification should follow, rather than precede, any

extractions, and that the most posterior edentulous area always determines the classification.

Core Components of the Removable Partial Denture

An RPD is a sophisticated assembly of mechanical components, each serving a specific role in the stability, 

retention, and support of the prosthesis. According to the principles detailed in Stewart's Clinical Removable 

Partial Prosthodontics, these components must be integrated into a rigid framework to prevent localized stress

concentration.

1. Major Connectors

The major connector is the unit of the partial denture that connects the parts of the prosthesis located on one side 



of the arch with those on the opposite side. Its primary requirement is rigidity. Without rigidity, the forces of

mastication cannot be distributed across the entire arch, leading to localized trauma to the abutment teeth and

ridge.

2. Minor Connectors

Minor connectors serve as the link between the major connector and other components, such as rests, clasps, or

indirect retainers. They also function to transfer functional stress to the abutment teeth and provide a pathway for

the effect of the retainers to be transmitted to the rest of the denture.

3. Rests and Rest Seats

The rest is the component of the RPD that provides vertical support. It must be placed in a prepared rest seat on 

the tooth surface. The primary goal of a rest is to direct forces along the long axis of the abutment tooth. Stewart's 

textemphasizes that rests must be at least 1.0 to 1.5 mm thick at their thinnest point to prevent fracture and must

be spoon-shaped to allow for slight rotation without torqueing the tooth.

Technical Comparison: Maxillary vs. Mandibular Major Connectors

The selection of a major connector depends on the patient's anatomy, the number of teeth remaining, and the need

for indirect retention. The following table outlines the most common types and their clinical indications:



Connector Type Arch Indications Key Advantages

Palatal Strap Maxillary Kennedy Class II and III Wide distribution of stress; 
well-tolerated by tongue.

A-P Palatal Strap Maxillary Class I and II with strong 
abutments

Maximum rigidity with 
minimal bulk; high strength.

Lingual Bar Mandibular When 8mm+ of floor depth 
exists

Minimal tooth/tissue 
contact; highly hygienic.

Lingual Plate Mandibular High floor of mouth; 
periodontally weak teeth

Provides indirect retention 
and stabilizes teeth.

U-Shaped (Horseshoe) Maxillary Presence of large palatal 
tori

Avoids palatal center; 
however, lacks rigidity.

Biomechanics and the Physics of Direct Retainers

The direct retainer (clasp assembly) is responsible for resisting the displacement of the RPD away from the basal 

tissues. This is achieved through the use of extracoronary retainersthat engage an undercut on the abutment

tooth.

The RPI System: A Gold Standard for Distal Extensions

In Kennedy Class I and II situations (distal extensions), the movement of the denture base toward the tissue 

creates a lever action. The RPI (Rest, Proximal Plate, I-bar)system is designed to counteract this. The

components are strategically placed to ensure that during functional loading, the clasp (I-bar) moves mesially and

away from the tooth, thereby disengaging the undercut and preventing harmful torque.

Mathematical Principles of Retentive Arms

The flexibility of a retentive arm is governed by four factors:

1.  Length: Flexibility increases as the cube of the length (L³).

2.  Diameter: Flexibility varies inversely with the fourth power of the diameter (1/D t).

3.  Cross-sectional shape: Round wires are flexible in all directions; half-round cast arms are flexible only in one 

plane.

4.  Material: Wrought gold or chrome-cobalt alloys have different Moduli of Elasticity, affecting how much force is 

required to deflect the arm.

Clinical Workflow: A Step-by-Step Field Guide

The success of an RPD is determined during the diagnostic and mouth preparation phases. Following the Phoenix 

and Cagna protocols ensures predictable outcomes.

Step 1: Diagnosis and Treatment Planning

This includes a full clinical examination, radiographic assessment, and the creation of diagnostic casts. These casts

are mounted on an articulator to evaluate the inter-arch space and the occlusion.

Step 2: Surveying the Diagnostic Cast

The dental surveyor is the most critical tool in RPD design. It is used to identify:



•  Path of Insertion: The specific direction in which the prosthesis is placed and removed.

•  Guide Planes: Parallel surfaces on abutment teeth that direct the path of insertion.

•  Undercut Locations: Identifying the height of contour to determine where retentive arms should be placed.

•  Interference: Identifying bony or tooth-related obstacles that would prevent the framework from seating.

•  Tripoding: Marking the cast so the specific tilt can be re-established later.

Step 3: Mouth Preparation

Mouth preparation is the execution of the design on the actual patient. This typically involves:

•  Guiding Plane Preparation: Flattening the proximal surfaces to ensure parallelism.

•  Enameloplasty: Changing the height of contour to allow better clasp positioning.

•  Rest Seat Preparation: Creating the necessary space (1.5mm) for the metal rests.

Step 4: Final Impression

Using an accurate material like Polyvinyl Siloxane (PVS) or Polyether, the final impression captures the prepared 

teeth and the soft tissue contours. For distal extensions, a Modified Functional Impression (Dual Stage)may be

used to record the soft tissue in its functional form.

The New Frontier: Implant-Assisted Removable Partial Dentures (IARPD)

The fourth edition of Stewart's Clinical Removable Partial Prosthodontics introduced a dedicated chapter on 

Implant-Assisted RPDs. This represents a paradigm shift in how we treat distal extension cases.

By placing one or two dental implants in the posterior edentulous regions, the RPD can be converted from a tooth-

tissue supported prosthesis to a tooth-implant supportedprosthesis. This eliminates the "teeter-totter" effect of

the distal extension base.

Comparison: Traditional RPD vs. Implant-Assisted RPD



Feature Traditional RPD Implant-Assisted RPD (IARPD)

Support Tooth and Mucosa Tooth and Implant

Stability Moderate (Base movement common) Excellent (Implant acts as a vertical 
stop)

Retention Relies on clasps/undercuts Relies on implants (Locators/Ball 
attachments)

Esthetics Metal clasps may be visible Often allows for fewer visible clasps

Bone Preservation Possible ridge resorption over time Implants stimulate and preserve bone

Case Studies: Troubleshooting Common Failure Modes

Even with meticulous design, RPDs can present challenges during the maintenance phase. Stewart's text

provides a framework for diagnosing these issues.

Problem: Sore Spots on the Ridge

Diagnosis: This usually results from an over-extended denture flange or a lack of occlusal harmony causing the 

base to shift. Solution:Check the occlusion with articulating paper. If the base moves during mastication, the sore

spot is often a result of horizontal shifting. Use pressure-indicating paste (PIP) to identify the specific area of

impingement and adjust the acrylic resin accordingly.

Problem: Looseness During Function

Diagnosis: Loss of retention or inadequate indirect retention. Solution:In Class I or II cases, if the denture lifts in

the back when the patient eats sticky foods, it indicates a failure of the indirect retainers. Ensure that the indirect

retainers (usually mesial rests) are seated. If the direct retainers are loose, carefully adjust the wrought wire or cast

clasp toward the tooth surface using pliers, being mindful of the material's fatigue limit.

Problem: Fracture of the Major Connector

Diagnosis: Often caused by cold-working (bending the metal too many times) or a casting flaw. Solution:In most

cases, a fractured major connector requires a complete remake of the framework, as welding or soldering provides

a weak joint that will likely fail under the stresses of the oral environment.

The Importance of Materials Science in RPD Construction

The evolution of materials has significantly impacted the clinical longevity of RPDs. The transition from gold alloys 

to Cobalt-Chromium (Co-Cr) and Nickel-Chromium (Ni-Cr) alloys allowed for thinner, lighter, and stronger 

frameworks. Co-Cr is favored for its high modulus of elasticity, meaning it is very rigid even in small cross-sections. 

However, its high hardness makes it difficult to adjust chairside. For patients with metal allergies, Titanium or high-

performance polymers like PEEK (Polyetheretherketone)are emerging as viable alternatives, though they require

different design considerations due to their lower rigidity compared to traditional alloys.

Advanced Design: Indirect Retention and its Mechanical Role

Indirect retention is a concept often misunderstood by practitioners. It is the component of an RPD that assists the 



direct retainers in preventing displacement of a distal extension denture base away from the tissues in an occlusal 

direction. The fulcrum line is an imaginary line passing through the most posterior rests. In a Class I case, the 

RPD tends to rotate around this line. By placing an indirect retainer(usually a rest) as far anterior to the fulcrum

line as possible, the lever arm is lengthened, providing a mechanical advantage that keeps the denture base

seated during functional movements.

Synthesis of Clinical Excellence

Achieving excellence in removable partial prosthodontics requires a synthesis of biological understanding and 

mechanical precision. As outlined in Stewart's Clinical Removable Partial Prosthodontics, the clinician must not 

only be a doctor of the oral cavity but also an engineer of the prosthetic framework. The shift toward Implant-

Assisted RPDsrepresents the current pinnacle of this field, merging the predictability of osseointegration with the

versatility of traditional RPD design. 

The ultimate goal of RPD therapy is the preservation of the remaining oral structures. By distributing forces

equitably, maintaining strict hygiene protocols, and utilizing modern design principles like the RPI system or

IARPDs, practitioners can provide patients with a functional, esthetic, and long-lasting solution to partial

edentulism. Success is not found in the laboratory alone, but in the meticulous mouth preparation and diagnostic

surveying that precedes the first impression. As technology continues to evolve, the foundational principles

established by Phoenix, Cagna, and DeFreest remain the bedrock of clinical success in prosthodontics.
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