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Retromolar Ridge in Edentulous Patients:
Clinical Considerations
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Purpose: A removable denture base should cover the mandibular retromolar regions to provide
proper basal seal and denture function in edentulous patients. The bony residual ridge form, attached
muscles, and covering mucosa provide support, stability, and retention of the planned prosthesis.
There is insufficient information regarding bone anatomy, mucosal tissues, and muscles in the
retromolar region after tooth loss. The purpose of this study was to examine the tissue morphology
in the mandibular retromolar area of edentulous subjects and report on the clinical inferences in
prosthetic and implant dentistry.

Materials and Methods: Specimens included 75 edentulous and eight dentate dry mandibles exam-
ined by macroscopic observations and linear measurements for size determinants in the left and right
retromolar regions. Buccolingual histological sections of the mandibular retromolar region from
seven edentulous subjects were also examined. The specimens were from the Department of Anatomy
and Anthropology, Sackler School of Medicine, Tel Aviv University.

Results: The specimens evaluated in this study revealed that a bony retromolar ridge can be
large, with adjacent muscles attached several millimeters below its edentulous bone crest, or small,
with muscles attached to the buccal and lingual bone crests. In all examined jaws, bony mylohyoid
ridges (MR) and buccal shelves with affixed muscle fibers were present regardless of the remaining
mandibular bone form and size.

Conclusions: The mylohyoid muscles attached to MRs and the buccinator muscles affixed to buccal
bony shelves are some of the barriers to the chronic but limited bone resorption, following tooth loss,
time of edentulism, systemic factors, and denture wear.
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THE RETROMOLAR pad is a tissue mass
formed by thin non-keratinized mucosa and

loose glandular connective tissue, posterior to
the retromolar papilla. This pad covers underlying
bone with surrounding attached muscle fibers.1-3

After molar loss, the bony alveolar process and
surrounding soft periodontal tissues remodel,
mainly resorb, and blend with the retromolar
pad.3-6
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The bony residual ridge, attached muscles, and
covering mucosa occupy the mandibular eden-
tulous retromolar region. The bony mandible is
connected by muscle fibers to adjacent structures
(cranium, tongue, cheeks, hyoid bone), which are
important for diverse functions, such as mas-
tication, swallowing, deglutition, and speaking.
Therefore, the anatomic foundation of the sup-
porting tissues and the various muscular activities
of the cheeks, lips, and tongue are important
features of denture function.7-15

The mandibular removable denture should be
designed to cover the retromolar ridge tissues.
The form of the ridge determines the upper and
intaglio surfaces of the denture base. The reflec-
tion and resiliency of the muscle fibers attached
to the mandible at the floor of the mouth shapes
the contour of the facial and lingual borders of
mandibular dentures.7,8,12-14

There is reliable but insufficient information
on the different bone, mucosa, and muscle tissue
forms and distribution at the mandibular regions
in edentulous patients.2,4-8,11-16 The purpose of
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Figure 1. Occlusal view, dry edentulous mandible.
Large and round residual ridges present at the left
(L) retromolar crest region. Small, thin, bony ridge is
seen at the right (R) retromolar crest ridge. The entire
edentulous crest has a continuous, irregular track of
trabecular bone bound by buccal and lingual cortical
plates.

this study was to examine the anatomic attributes
of edentulous retromolar mandibles, in dry skulls
and histological sections, with their clinical impli-
cations.

Materials and Methods
A collection of 75 edentulous and eight dentate (control
group) dry mandibles from the Department of Anatomy
and Anthropology, Sackler School of Medicine, Tel Aviv
University, were examined macroscopically. The exper-
imental sample consisted of edentulous adult jaws (42
males, 26 females, seven gender unknown). Specimens
were edentulous with mature bone residual ridges at the
places formerly occupied by the natural teeth. There
were no signs of tooth sockets and/or remaining bony
alveolar process to indicate recently extracted teeth
(Fig 1).

Data were not available for specimens regarding age,
time of extractions, and sequence of tooth loss.

Linear measurements were taken with a caliper
(Calipretto, Renfort Co., Hilzingen, Germany). The
height of the edentulous bone retromolar ridge, be-
tween the crest and the base of the mandible, was
measured (in mm) 1 cm anterior to the intersection
of the mandibular body with the ascending ramus.
The horizontal length of the mylohyoid ridge (MR) and
the vertical distance from the center of the MR to the
residual crest were measured at the lingual surface of
the edentulous jaw (Fig 2).

For control, eight mandibles with a complete com-
plement of premolar and molar natural teeth were
examined. The heights of the dentate retromolar ridges

Figure 2. Lingual surface of an edentulous mandible.
Mental spine (S). Mandibular ramus (R). Thick vertical
arrow marks the height of the edentulous mandibular
body. Distance between a and b indicates the length of
the mylohyoid ridge. Thin arrow is the distance between
the edentulous crest to the center of the mylohyoid
ridge.

were measured from the crest of the tooth’s alveolar
process to the jaw base, 1 cm anterior to the body-
ramus junction. The horizontal length of the MR and
the vertical distance from the center of the MR to the
alveolar process of the corresponding molar were also
measured to compare with the edentulous specimens.

All bone measurements were taken on both the left
and right sides of the 75 edentulous and eight dentate
jaws. Two examiners (JP, BA) rated the linear values
according to accepted anthropological methods.17-21

Calibrations produced a 95% correlation between
examiners.

In addition, buccolingual histologic sections of the
retromolar regions, 1 cm anterior to the mandibular
body intersection with the ramus, from seven edentu-
lous subjects (four male and three female), from the
dissection room of the Department of Anatomy and
Anthropology, Sackler School of Medicine, Tel Aviv
University, were examined.

Results
Dry Bone Specimens

Left and right homologous edentulous retromolar
ridges were not always similar, and sometimes not
even alike in shape or size (Fig 1).

The edentulous mandibles at the retromolar
regions (150 measurements in 75 jaws) varied in
height from 10 to 27 mm (mean value 18 mm,
standard deviation 9.3). At the mandibular lingual
surface the MR, an anteroposterior oblique bony
line, was always present, and varied in length from
20 to 46 mm. The vertical distance from the center
of the MR to the crest of the edentulous jaw was
extended from 0 to 10 mm (Table 1).
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Table 1. Length of the Mylohyoid Ridge and Distance from the Edentulous Crest∗/Alveolar Process∗∗ to the
Mylohyoid Ridge (in mm)

Length of Distance from the Edentulous
the Mylohyoid Crest∗ (alveolar process∗∗) to the Center

Ridge of the Mylohoid Ridge

Edentulous jaws∗ Range 20–46 00–10
Mean (s.d.) 34.7 (5.6) 3.62 (2.35)

Dentate jaws∗∗ Range 18–47 14–31
Mean (s.d.) 33.2 (4.6) 23.9 (2.04)

∗150 measurements in 75 edentulous jaws.
∗∗16 measurements in eight dentulous jaws.

In all edentulous jaws studied, the buccal
shelf, another well-defined bone structure at
the buccal retromolar region, was also present
(Figs 1, 3–5).

In the dentate control group (16 measurements
in eight jaws) the heights of the mandibles at the
retromolar regions varied from 16 to 36 mm (mean
23 mm, SD 8.3). The bony MR lengths ranged from
18 to 47 mm, and the distance from the center
of the MRs to the bone crests of the correspond-
ing alveolar process ranged from 14 to 31 mm
(Table 1).

Figure 3. Buccolingual dry bone section at the retro-
molar region. Buccal shelf (BS) at the buccal surface and
mylohyoid ridge (MR) at the lingual surface surround
the edentulous bone crest (C).

Histologic Sections

A non-stratified epithelium over loose connective
tissue fibers formed the mucosa of the edentu-
lous retromolar ridges. The sub-mucosa contained

Figure 4. Buccolingual histologic section of an edentu-
lous ridge at the retromolar region from a 67-year-old
female’s specimen. Trabecular bone (T) is flanged by
the buccal (B) and lingual (L) cortical plates. Muscle
attachments (ma) are located several mm apical to the
bony crest. The covering soft tissues mucosa (M) follows
the upper bone contour.
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Figure 5. Buccolingual histologic section of a robust
bony edentulous mandible at the retromolar region
from a 59-year-old male’s specimen. The thin shallow
mucosa (M) does not follow the bone morphologic con-
figuration. Muscles (ma) are attached almost at the
same level with the occlusal end of the bony ridge. Buc-
cal (B) and lingual (L) lateral cortical plates surround
trabecular bone (T) at the crest.

scattered glandular tissue with muscle fibers at-
tached to the buccal and lingual surfaces of the
residual bone ridge. Bone tissue at the crest of the
residual ridge was trabecular (Figs 1, 3–6).

Buccolingually, the retromolar bone ridge can
be large and round with muscles attached several
mm below its edentulous crest (Fig 4), or small
and thin with the adjacent muscles inserted up to
the ridge crest (Fig 5).

The covering mucosa can follow the bone crest
form (Fig 4) and may not conform to the underly-
ing bone surface (Figs 5, 6).

Discussion
Gender, genetics, systemic conditions, tooth loss
sequence, length of edentulous time, denture
wear, and other unknown factors influence the
chronic remodeling process of the edentulous

Figure 6. Closer view of a buccolingual section at the
crest of the residual ridge from a 60-year-old female’s
specimen. Thick square mucosa (M) does not conform in
size or shape to the underlying round bone crest surface
(B).

jaw;21-25 however, this resorptive pattern is lim-
ited. The entire edentulous mandibular body has
never been known to completely resorb.

Furthermore, physiological spontaneous frac-
ture of the mandible does not occur.26-28 The
jaws always retain their bony body with its MRs,
buccal shelves, and eventually, their attached
muscles even in thin, highly resorbed edentulous
mandibles. This was observed in all the dry spec-
imens, the histologic sections examined in this
study, and in all cases described in the available
dental literature.2,4,6,11,12,14,19

Therefore, it is suggested that the mylo-
hyoid muscles attach to the bony MRs, the
buccinator muscles attach to the bony buccal
shelves, and the additional muscles that sur-
round the mandible are some of the factors that
limit chronic bone resorption of the edentulous
jaw.

In the dental literature, histologic buccolingual
sections2,4,6,11 and imaging29,30 of the edentulous
retromolar regions support the present findings
that the covering mucosa does not always conform
to the underlying bone surface. Therefore, cross-
sectional radiographs, such as computerized or
conventional tomography, are necessary before
implant planning to know the form of the soft
tissues in relation to the underlying bone and
to determine the correct location for implant
insertion.
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Conclusions
After mandibular molar extraction, the alveolar
process and surrounding periodontal tissues re-
model and resorb toward the base of the mandible,
blending with the retromolar tissues to form the
edentulous retromolar ridge.

According to the specimens in this study, bone
resorption, extensive as it may be, did not progress
beyond the MRs or past the buccal shelves and
their attached muscles.

The oral muscles that surround and are at-
tached to the bone surfaces of the edentulous
mandible may be among the determinants that
limit the chronic and irreversible residual bone
tissue resorption. The oral contour of the mucosal
tissues does not always follow the underlying bone
form.
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