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Introduction

“Is there any way complete denture treatment can be casily understood
and mastered?” “l would like to understand your techmique. but...... =
I hear these words all the time.

I have devoted myself to absorbing knowledge and technigues associated
with the oral cavity. 1 have always tried to make complete dentures which
arc satisfving for the patient and have a strong desire to make some type
of contnbution to this area of dentistry. Although my views sometimes differ
fundamentally from other doctors” views, I have alwavs tried to listen to
therr concepts and treatment procedures, They often state: “Patients will
not wear dentures which have been made following what was taught in
school. Dentures which are made using alginate impressions are preferable.™

Even I am taken aback when hearing the true feelings of doctors asking
these questions who have to some extent or other, lost their bearings. Why
cannot the theoretical principles taught at a university be applied in a
clinical setting? Is there some special aspect relating to complete denture
procedures which should be considered? There is serious doubt whether
complete dentures made from alginate impressions are really providing the
patient with good treatment. When a survey was taken of dentists wearing
complete dentures, the majonty reported that the fit was better with
smaller dentures made from alginate impressions. What could this possibly
mean when a method not supported in the literature has been accepted by
the dentists themselves?

First of all, we must consider whether the complete denture functions
naturally as part of the body. If not, the fewer problems with the dentures,
the berter. Secondly, there are a large number of dvnamic factors in the
mouth such as the muscles associated with mandibular movement, the
cheeks, and the tongue, which are essential to function. If the denture is
made as small as possible, the functioning oral tissues will not be affected
adversely so the fecling of a foreign object intraorally is reduced. This is
like Killing two birds with one stone.

This is the reason that smaller dentures are considered supenior to larger
ones. However, if we seek theoretical principles and scientific knowledge
as & basis for the fabrication of complete dentures, there is doubt whether
or not dentures can be made that are smaller vet meet functional needs.
Smaller dentures can never meet the three essential requirements of com-
plete dentures which are retention, stability, and suport.



Complete Denture Fabnication

Retention means a maxillary denture does not fall down and a mandibu-
lar denture does not ride up, both depend on the border seal. Stability
depends on the intimate adaptation between the denture and mucosa. If
there is not a close adaptation with the tissue-bearing surface of the den-
ture, it will not be stable, regardless of the border seal.

Lastly in terms of support, the larger the area covered, the better. When
the denture has maximum tissue coverage the forces incurred can be dis-
persed decreasing the pain due to a pressure spot, so we should try to
achieve border extensions as far as possible. For my patients, 1 ulumately
use a denture with maximum coverage when | seek the most appropriate
form.

Although it is often said that science has no place in complete dentures,
I have sought methods which can be understood by everyone and feel that
I have perfected the technigues for this book.

Finally. | have received considerable assistance from my staff of doctors
i completing this book. Mr. Yoshikazu Ishikawa helped in the arrange-
ment and editing of the shdes, Dr. Hideaki Muraoka in the overall com-
position of the book, as well as Drs. Masaru Kobavashi, Kazuhiko Ine,
Harunori Ohno, Hajime Tori, Takao Shimizu, and Kivomi Uematsu. |
would like to express my sincere gratitude to all of them.

Also, | would like to thank Mr. lkko Sasaki. President of Quintessence
Publishing Company who so kindly assisted me throughout the creation of
this book.

May 1958

Hiroshi Muraoka




Chapter 1
Initial Examination

“Why do you want new dentures?”

During the initial examination, try to elicit reasons that explain why the
patient is dissatisfied with the present dentures. Listen carefully since re-
solving current problems promotes patient confidence which in turn, can be
a significant advantage for future chinical treatment. Try to understand the
patient’s chief complaint and to correct the problem in the new prosthesis.

A summary of chiel complaints can be divided into the following
calegories:

Esthetics, “The dentures look bad™

Fit, “They hurt” or “They are loose™

Funcuon, 1 can’t eat™.

Panent History

When taking the history during the initial examination, it is very im-
portant to listen to the patient’s experiences with the present dentures. The
patient is a valuable source of diagnostic information. The operator must
try to ask the appropriate guestions which may prove invaluable for diag-
nosing potential problems. With careful analysis, the patient history can be
very useful for analyzing difficult clinical situations. Have the patient review
the initial fit and function of the present dentures, condition after the imtial
adjustment penod, and more recent problems.

Visual Examination

Observe the patient’s facial features duning the clinical examination, both
with and without the dentures in the mouth. Also evaluate the dentures
even if the patient has not been using them currently. It 1s necessary to
perform an intraoral examination o evaluate the shape of the alveolar
ridges and degree of bone resorption. The visual intraoral assessment
includes diagnostic findings such as the maxillomandibular jaw relation.
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Fig. 1-1

Fig. 1-2

Fig. 1-3

1. Review the patient history in a relaxed
atmosphere.

Fig. 1-1 It s important to collect the
necessary inlormanon before any direct
paticnt treatment. The patient is a valu-
able resource and the operator must know
just how to elicit the appropriate informa-
tion. A kev clement to this setting is
o have a structured conversation with
a relaxed patient. When the patient is
relaxed, the operator can chot candid
remarks regarding legimimate complants,
rather than exaggerated comments. The
operator can observe the extraoral appear-
ance with facial and penoral musculature
in a relaxed tone. If the patient s éxperi-
encing stress, the operator will not get
an accurate representabion of the current
problems

Fig. 1-2 Evaluate the general facial ap-
pearance dunng the conversabon whale
the pathent 15 wearing the presenl pros-
thesis. Odbserve the patient’s profile 1o
check the shape of the mouth and evaluate
the effects of severe alveolar ndge resorp-
ton on the maxillomandibular relation-
ship

Fig. 1-3 From a low-angle, frontal view,
check the shape of the mouth. This patient
shows prominent wnnkles possible due 10
an inadequate vertical dimension of occlu-
sion in the present dentures. By observing
a relaxed patient from different directions,
the operator can se¢ needs for changes in

the new dentiures
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2. Evaluate the prosthesis.

Fig. 1-4 The patent’s current dentures
can provide useful information in the
clinical examination. Despite the ©on-
dinon of the dentures, the problems can
influence the subsequent treatment plan.
If there are no problems, new dentures
mav nol be indicated

Check the maxillary and mandibular
denfures o maximum II'Ih:FI:I.H-'FlH.Iﬁ'H.‘I.
From the night-side view, note that the
border of the mandibular denture base
does not extend over the retromolar pad
area. This patient’s mandibular denture
may be unstable during masucaton.

Fig. 1-5 In the frontal view, the area in
the maxillary denture that corresponds 1o
the labial frenum in the anternor region
appears too wade. This may lead the
operator to anticipate @ problem  with
maxillary denture retention

The teeth appear to follow interalveolar
crestal lines in each arch. When observing
the artificial woth arrangement bilater-
ally, there appears 10 be an imbalance
between both sides. There 15 adequale
overlap between premolars on the nght
side but the left side does not have the
necessary owverlap; this could contnbute o
poor denture stability

Fig. 1-6 From the lefi-side wview, the
border of the mandibular denture base
does not extend over the retromolar pad
area, similar to the nght-side, nor does the
border of the maxillary denture extend
intoy the hamular notch areas. The arca
commesponding o the avgomatic process
behind the maxillary second molar has not
been reproduced and s important o re-
tention. From these observations, we can
suspect poor mandibular denture stability
and weak maxillary retennion

Note problems with the occlusal plane.
The premolars appear to be lower than the
occlusal plane which could create a curve
of Spee. (Although the author s not
opposed 10 a curve of Spee. he feels that
it 15 important to make a flat occlusal
plane. )

Fig. 1-4

Fig. 1-5

Fig. 1-6
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Fig. 1-7

Fig. 1-8

3. Evaluate the prosthesis intraorally.

Fig. 1-7 Place the dentures mtraorally
and observe the tissue adaptation. Check
the maxillary frenum attachment which
corresponds with the wide anterior area in
the maxillary denture; no border seal s
present mn this area. The denture base
borders appear overextended in the lateral
incisor and caning o giins.

Fig. 1-8 When the panient  occludes,
there s comsiderable “foaming™ under the
mandibular denture which indicates poor
denture base adaptation. The border be-
tween aftached and free mucosa 1s visible
m the mandibular antenor region

Fig. 1-9 Intraorally, check the maxillary
occlusal surfaces with a mirror. The
palatal surface does not extend over the
fovea palatinae. The postenor border of
the denture 1s short of the “Ah™ or vibrai-
ing line and accounts for the lack of a
postenor border seal

The patient mught be able 1o chew cven
though the postenor teeth lack grooves
However. using the example of a file,
distinct grooves improve abrasion, It
doubtful that these flan occlusal surfaces
contribute (o efficient masticatoen
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Fig. 1-10 Check the mandibular occlusal
surfaces intraorally; the postenor teeth
lack grooves. Note the decubital ulcer
present near the hingual frenum. This may
have resulted from poor denture position-
ing or metal base pressure on this area.

4. Visually examine the mucosal surfaces.

Fig. 1-11  Visually examine the oral ns

sues after removing the patient’s dentures

Look at the maxillary vestibular areas and
check for undercuts. Although there may
not he a prnh]-:m with the denture rubng
along these areas, the undercuts should be
identificd. The condition of the vestibule
appears to be adequate based on the tissue
color, but this one observation is not suffi-
crent v determmne the appropnate coxtent
and thickness of the denture border i this
area

Fig. 1-12 Remove the dentures and
check the palatal tissues intraorally, The
small cuts around the incisive papilla area
result from a poor hOt, often scen n
patients weanng dentures. The palatal sur-
face has pood tissue color and appears 10
have a certain degree of tissue thickness.
The clinical appearance of the alveolar
ndge can predict the Ussue-bearing sur-
faces for the denture. For example. the
flat portions of this alveolar ndge can
support a denture base

When a patient has tissue color appear-
ing anemic with inadequate mucosal tissue
thickness. it s difficult to obtain a reten-
pve, stable maxillary denture due 1w the
lack of a mucosal cushion. When palatal
rugae are indistinct, this may be due to
pressure from the previous denture

Fig. 1-10

Fig. 1-11

Fig. 1-12
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Fig. 1-13b

Fig. 1-14

Fig. 1-13 a&b Closelv check the mucosa
in the molar region of the maxllary
alveolar ndge. Figure [-13a shows the
paticnt’s left side. This region 15 important
for creaung a scal along the postenor
buccal shell. Maxillary denture stabihity 1s
affected by both this area and the shape ol
the postenor buccal regpon. Generally, a
shight undercut with a small space adjacent
to the buccinator muscle s wdeal

In Figure 1-13b, the space by the buc-
cinator muscle is larger when the alveolar
ndge s "V shaped and reguires more
denture base matenal to fill the space

Fig 1-14 Check the mandibular antenor
alveolar ndge area. The hssues have
scveral red spots, lack a umiform ap-
pearance. and the rndge has marked
wrregulanties. The denture appears o be
l..'".'.'l'[lﬂg sO0e \-I"H_ll':. in this l’l."#ll"'l



15

Tratial Examination

Fig. 1-15 Check the occlusal surfaces of
the mandibular alveolar nidge. There s
a decubital ulcer present in the lingual
frenum area. This sore spol results from
pressure along the denture base, as previ-
ously mentioned in Figure 1-10. Another
decubital ulcer s seen on the labal
mucosal surface. possibly due o an over-
extended denture border which rubs as the
patient clevates the lower lip or closes the
mouth

5. Manual palpation of intraoral tissues.

Fig. 1-16 After a visual clinical exam.
palpate the intraoral tissues. Begin with
the maxilla and identifv the extent of
undercuts on either sude of the maxillary
labial frenum. Create tension i the
frenum by pulling the upper lip. The
deviation of the frenum may have resulted
from the wide arca left in the previous
denture.

Fig. 1-17 Use finger pressure to palpate
the buccal surface of the maxillary alveolar
ndge. Any sore areas must be releved
within the denture prnior 1o inserton

Fig. 1-15
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Fig. 1-18

Fig. 1-19

Fig. 1-20

Fig. 1-18 Check the posterior maxillary
alveolar region by pressing along the
buccal surface in the molar area. The ex-
ternal ptervgord muscle can be palpated
and patients may often feel pain in this
region assocated with denture occlusion
problems. Continue palpating by moving
the finger from the distal owards the
mesial. When the panent complans of
pain in an arca. this corresponds to a pres-
sure spot in the denture. One example is
visible in the canine area as a white dis-
coloration

Thorough palpation s important since a
decubital ulcer can result from a pressure
spot in the denture or from the bone con-
figuration. If the bone s protruding. the
denture rotates and rubs the mucosa over
the bone. If the problem s due o the
denture, check for occlusal problems

Fig. 1-19  Palpate the mandibular alveo-
lar ndges. There s a decubital ulcer
adjacent 1w the retromolar pad even
though the denture border s under-
extended in this patient. The ulcer may
be due o poor muandibular denture adap-
Lt

Fig. 1-20 Palpate the lingual surfaces of
the alveolar ndge. Move the finger from
the buccal shelf to the mylohvid hine on
the hingual surface. The manual examin-
tion helps check for pain due to pressure.
the amount of tissue elasticity, and relative
displacibulity of the free mucosa. The sub-
lingual glands are above the mylohvoid
hine and can be displaced from their nor-
mal positions. ldentify these anatomical
lactors (o determine postenor extensons
for the denture borders
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Fig. 1-21 When palpating the antenor
mandibular alveolar ridge, the bone may
protrude near the alveolar crest and man-
dibular labial frenum. The mental spine s
under the bony protuberance and may
make it more difficult to closely adapt a
denture base. Use two fingers 10 examine
both the buccal and lingual surfaces simul-
taneously

Fig. 1-22 Palpatiwon can help determmne
the thickness of the mucosi. Since the
mucosa is thin in the antenor regon., shght
pressure can blanch the tissue.

Fig. 1-23 The clinical information ob-
tined from the manual exammation =
transferred to a diagram. The graphical
record provides locatons of certain bone
configuranons and areas sensitive 1o pres-
sure palpations. This record can be used
o improve the current denture by indicat-
mg possible areas reguiring reliel in the
prosthesis.

The red areas near the hamular notches
in the maxilla indicate thin mocosa. Also
make a record of the flat configuration
or lack of mdentation near the hamular
notch. Since the areas are flat, the max-
illary denture s unstable and moves
casily instead of having some anatomical-
mechamical stability

Fig. 1-21

Fig. 1-22

Fig. 1-23
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Fig. 1-24

Fig. 1-25

Fig. 1-24 Be careful when the graphical
record indicates many problem areas such
as the example shown for the mandible.
The spot near the mylohvoud hine adjacent
1o the retromolar pad 15 a difficult location
for denture adjustment. It s especally
difficult vo obtain an wdeal demture border
with a sharp anatomical configuration. A
mark was placed here 1o ndicate the
presence of a decubital ulcer

6. Examine the movement of the buc-
cinator muscle.

Fig. 1-25 A denture contacts other intra-
oral structures besides the alveolar ndee
It 15 wmportant to be famibar with the
buccal mucosa and the buccinator muscles
The attachment of the bucanator muscle
15 external to the external obhgue hine of
the mandible. The denture border should
press hightly on this attachment area which
is important for a buccal marginal seal

It i= helpful to retract the cheek as
shown in the ligure and o move the buc-
cinator muscle upwird while observing the
external obliqgue hine. By following ths
method, the cheek does not cover the area
and the external oblhigue hine can be seen
casily. During the observation. place the
thumb of the night hand outside the ex-
ternal obligque hine 10 help determine the
position of the buccinator muscle attach-
ment.

Fig. 1-26 Examine the arca medial o
the external obligue line. There = @
general tendency to extend the sublingual
denture borders as far as possible. How.
ever, if the demture borders are over-
extended, wongue movements can displace
the hngual borders and possibly create
sore arcas. To avond overextensions, place
a marror in the sublingoal space and have
the patient protrude the ongue shghtly:
obfserve the tension of the musculsiure
while holding the mirror. The thickness of
the mirror simulates the denture border
thickness
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Fig. 1-27 Use the mirmor to determine
the extent of the denture border in the
premodar region. Place the mirror beneath
the sublingual glands. slightly displacing
them, to determing the appropriate depth
of the denture border

7. Re-evaluate the extraoral appearance
to check the vertical dimenswon of
oCClusion

Fig. 1-28 Place the demtures imtraorially
and instruct the patient to occlude. Evalu-
ate the appearance of alar and commissure
lines; a downward furnm in commissure
lines gives the appearance of a dechined hip
line. Some patients may be concerned with
a dechned hp hne that does not disappear
when the dentures are placed intraorally,
but this occurs naturally with ape. The
tension of wrinkles under the nose or the
phultrum area should also be evaluated for
proper lip support, possibly related 1o the
size of the arch

Fig. 1-29 Many elderly paticats state
that angular cheilits " due o a bad
stomach™, although 1t s more often
camsed by an madequate vertical dimen-
ston of occlusion. Normally saliva wets the
ip up 1o the wet-dry hine on the hp but
with a decreased verncal dimension of
oeclusion, saliva collects ot the comimis-
sures of the mouth. The area remains
wet, irntated, and inflammed. In many
paticnis, angular cheillitis resolves  after
approximately one week once the appro-
priate vertical dimensiom  has been re-
stored

Fig. 1-28

Fig. 1-29
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Fig. 1-32

8. Evaluate facial tissue support.

Fig. 1-30 Use cotton gauze to evaluate
changes in the vertical dimension of occlu-
ston and tssue support in the philtrum
region. The key to using the cotton is o
keep it moist with water. Cut the gauze in
half 10 reduce the size. soak it in water,
then use several picces to achieve the
desired change. Place or remove preces of
gauze on the mocosal surface of the maxil-
lary denture to obtamn the best verticul
dimension of occlusion.

Fig. 1-31  After improving the vertical
dimension, add gauze to the Labial surfaces
of the teeth. Position gauze to obtain ideal
tissue support in the philtrum region and
areas supporting the lips. especially o
determine the amount of protrusion {or
the maxillary antenior teeth,

Fig. 1-32 This method helps improve
esthetics in the maxilla and upper hip.
Diepth of wrinkles has been decreased with
mncreased lip support
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Fig. 1-33 The gauze pieces may slide
more easily in the mandibular denture, so
by applving a denture adhesive such as
Fasteeth. the gauze stavs in position

Fig. 1-34 Although the mandibular den-
ture 15 adjusted by adding and removing
preces of gauze, the adjustments (o the
maxillary denture are more important for
facial tissue support. Some patients may
wse denture pads which are commercially
available. or cotton under the dentures
1o compensate for pan or poor-fitting
dentures.

Fig. 1-35 This photograph shows the
changes m facal tsspe support after
adjusting maxillary and mandibular den-
tures with gauze. The antenor teeth
appear natural, although a “natural”™ ap-
pearance at this stage of treatment s
difficult since it alo depends on age
The author established cnitena for women
as showmg approximately 2mm of the
anterior teeth and for men as lmm or even
with the level of the lip. These prepara-
tions are completed diagnostically without
actuully checkimg o the verucal dimen-
ston of occlusion s functional. This helps
develop facial esthetic cntena for patient
treatment.

Fig. 1-33

Fig. 1-35
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Fig. 1-36

Fig. 1-37

Fig. 1-38

9. Evaluate the wvertical dimension of
occiusion.

Fig. 1-36 Ewvaluate the vertical dimen-
sion of occlusion using cotton rolls. First
sinak the cotton rolls i water.

Fig- 1-37 Place cotton rolls on the pos-
terior  occlusal  surfaces. in bilateral,
symmetnical posilions.

Fig. 1-38 Have the patient occlude on
the cotton rolls. The dentures are stabg-
lired with the cotton and if there is pain
with occlusal pressure. there mav be a
problem with the tissue-bearing surface of
the denture, not with the denture teeth. If
adjustments are needed. cut. add. or re-
move colton rolls while evaluating the
patient’s facial features.
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Fig. 1-39 Have the patient occlude and |

close the mouth to evaluate the vertical
dimension of occlusion. When the vertical
dmension ol satisfactory, place marks at
the base of the nose and peak of the chin.
Although the marks are not fived. they
should be stable pomis unaffected by
changes in tissue support around the lips.
The only true lixed pomnt possible & the
nose.

Fig. 1-40 Examine the patient when the
mandible 15 In maximum open position
Check for difficulties with mandibular
opening and check the amount of space
available since this is the position of the
mandible during the maxillary impression

Fig. 1-41  Inscrt the dentures and evalu-
ate the interarch space. The maximum
open position should accomodate three
fingers placed lengthwise. although there
was space for omly two and one-half
fingers in this patient.

Fig. 1-40

Fig. 1-41



Chapter 2

Radiographic Diagnosis of Edentulous Arches

In an edentulous patient, the remaining bone cannot be viewed directly
nor accurately since it is covered by mucosa. To make an accurate diag-
nosis, it is necessary to take radiographs. Panoramic radiographs are very
effective in diagnosis of an edentulous patient. By using this type of radio-
graph, it is possible to have one film that includes views of the maxilla,
mandible, and condyles. Some general observations from the radiograph
are possible. such as mental foramina positions and degree of bone resorp-
tion. We must rely on standard dental radiographs to complete a diagnosis.

The radiographs are also used to identify bone margins, foreign bodies,
cysts, and pathology around retained roots. Further examination can help
predict bone resorption along the alveolar margin following exiractions,
show healing tendencies, condition of bone defects, and thickness of cort-
cal bone. The patient should be informed of the observations and/or
pathologies.

The radiographic findings may be useful in fabrication of the dentures,
Specific areas of denture relief may be needed depending on the position
of mental foramina, inferior alveolar canals, maxillary sinuses, and thick-
ness of mucosa. The radiographic evaluation is important in diagnosis and
creates an atmosphere which can enhance cooperation between the patient

and doctor.




Complete Penture Fabrication

Fig. 2-1a

Fig. 2-1b

a3 Pl | G 5
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Fig. 2-2

Fig. 2-1a-c  Although a panoramc radio-
graph is reliable for viewing gencral bony
features of the maxilla and mandible.
standard dental radwgraphs must be used
o examine details of localized bone condi-
Lhovs

Fig. 2-2 The dusgram shows standard
periapical  radiographic  film  positions
(red) and appropriate exposure times
(hlack) for cach region using the Yoshda
-6l an HJHVF, Hikim A
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Radiographic Diagnosis ol Edentulous Arvhes

Fig. 2-3  Occlusal view of maxillary eden- | r

tulous rdge

Fig. 2-4 Close-up view of the maxillary

lefi milar area

Fig. 2-5 lInutially take a radiograph of the
maxillary left postenor region

Fig. 2-6 Check the relative position of
the colimator 1o the pabent. For the
maxillary left postenor regon, direct the
fube from above and belind wath a sheght
forward inclination toward the postenor

portion of the zvgomatic arch

Fig. 2-7 A radiograph of the maxilary
tubgrosity  regmon appears  clear  with
“white lings™ representing compact bone
or mowe dense bone. In this situatwon
there is little concern about bone resorp-
tion and a stable denture can be made with
good adaptation. The projection seen

below represents the coronod process

Fig. 2-8 For the next radiograph. direct
the collimator from above, wward the
antenior portion of the zvgpomatic arch
Check the relative posibon of the ool-
Iimator and film 1o obtan a radiographig
NTAEE Nl FI.II'Il,t I.1|ut_|1|1l-"11!l..' |.:|Ll.lllf‘r Avind
posatioming  the collimator directly  honi

sontal for masillary radiographs

Fig. 2-9 I = important o cxamine the
relation between the bone margin and
tissue margin. The thackness ol mucosa
iwer bone s important o denture stabil-
itv. Problems can occur with a denture
when the mucosa s very thin over support
ing bone. Thick muooosa such as mastica
tory or attached gimgiva can provide a

stable denture baase

Fig. 2-10 Intraoral view ol the maxillars

anleriisr A=l

Fig. 2-5 Fig. 2.6

Flg 2-T7 Fig. 2-8

Fig. 2-9



Complete Denture Fabrication

| Fig. 2-11  Note the position of the film in

the maxillary anterior region

Fig. 2-12  Mowve the collimator in front of
the patient and position it over the tup of
the nose

Fig. 2-13 A radiograph of the maxillany

anterior region shows irmegulanities in the

bone. The wregularitics may indicate a
{ potential lor further bone resorphion

Fig. 2-14  Intraoral view of the maxillary

left molar area

Fig. 2-15 Posimtion the collimator 1o take
a radwograph of the premolar arca

Fig. 2-16 The radiograph of the pre-
molar area shows a different bone quality
when compared o the antenor radio-
graph. Although the image produced is a
result of the ciposure  direction, i s
diagnostie for indicating the thickness of

the muocosa

Fig. 2-17 For the maxillary night molar
F|g 2-13 arei, the collimator is directed from above

and behind wath a shight forward mclina-
(ATl ]

Fig. 2-18 The radiograph ol the maxil-
lary right posterior region shows  good
bone quality as seen with the left posteniorn
region. The good guality is observed when
there 15 adequate compact bone and also
adequate  alveolar bone  height in the

maxillary tuberosity region

Fig. 2-15 Fig. 2-16

Fig. 217 Fig. 2-18
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Fig. 2-19 Occlusal view of the mandibu-

lar alveolar ndgc

Fig. 2-20 Close-up view of the left man-
dibular molar arca

Fig. 2-21 Proceed with taking radio-
graphs of the posterior mandibular eden-
tulous ndge

Fig. 2-22 For the nght mandibular pos-
tenor region,  posion  the  collimator

perpendhcular to the face and film

Fig. 2-23 The radiograph of the man-
dibular posterior region shows the anterior
margin of the ramus. Mandibular bone s

extremely dense

Fig. 2-24 Move the collimator forward
and direct the wbe perpendicular to the
face and film for the nght mandibular pre-

molar ared

Fig. 2-25 Although 1the bone surface
may feel rough chmcally, the radwgraph
mayv not show large wregulanties; the
stubility of the denture 158 not compromised
with these types of irregulanties. There
appears (0 have been mmmimal bone re-
sorption when observing the height of
alveolar bone relative to the posinon of
the mental foramen, and the guality of
hone 13 adeguate

Fig. 2-26 Intraoral, frontal view of the
mandibular antenor region.

Fig. 2-19 Fig. 2-20

Fig. 2-21 Fig. 2-22

| Fig. 2-23 Fig. 2-24

Fig. 2-26
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Fig. 2-28

Fig. 2-29 Fig. 2-30

Fig. 2-31 Fig. 2-32

Fig. 2-27 For the mandibular anterios
region, direct the colhmator homzontally
in front of the patient

Fig. 2-28 The radiograph of the man-
dibular antenor region shows irregulanties
which can mdicate future bone resorption.

Fig. 2-29 Close-up view of the mandibu-

bar left molar area

Fig. 2-30 For the mandibular left pre
milar area, direct thie collimator samilar (o
the position used for the nght premolar

dArci

Fig. 2-31 The radiograph shows dense
compact bone similar 1o the radwgraph of

= B |

the right side (Fag. 2-23)
Fig. 2-32 Take the radiograph of the

mandibular left molar area with the col-
hmator im a hormgontal position

Fig. 2-33 The radiograph of the man
dibular left molar area includes  the
anterior margin of the ramus

Fig. 2-34  Intraoral. occlusal view of the
mandibular anterior region



Fig. 2-35 Take a radiograph of the man-
dibular anterior region with the collimator
ditected from below the chin

Fig. 2-36 The rdivgraph shows ade-
guate wadth of the alveolar nidge and
adequate compact bone qualitv. Also,
salivary stones or mclusions can be wen-

tified with this radwgraphic angle

Fig. 2-37 Complete set of radiographs
for maxillary and mandibular edentulous

arches
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Fig. 2-37



Chapter 3

The Interim Maxillary Denture

When making interim dentures, begin with the maxillary denture. In this
discussion, the current denture will be used as an interim prosthesis. By
using a material such as Fit-Checker, the adaptation of the denture on the
tissues can be evaluated. The material also helps indicate pressure areas
that are potential problems even though the patient may not have a com-
plaint at this time.

When using Fit-Checker, apply light finger pressure and instruct the
patient to avoid occluding the teeth durning the examination. With poor
denture occlusion, the denture is moved as the patient occludes which
creates false pressure areas. Gently push the denture toward the ussues
while guiding it into position. The occlusion will be checked after evaluating
the denture-to-tissue adaption and improving the centnic relation position.
After verifying the general occlusal relation, use a tissue conditioning
material.

The denture fit, occlusion, and centric relation position affect the method
for making the interim denture. although the imitial treatment requires use
of a tissue conditioner. Any errors in occlusion cannot be related directly
to the thickness of tissue conditioning material in the denture. If a fulcrum
exists in a certain position, rotational displacement will occur despate filling
any voids with tissue conditioner. So lateral movements should be made
harmoniously from a coincident centric occlusion-centric relation position
1O various eccentric positions.

Disregard any discrepancies in vertical dimension of occlusion, either
high or low, and check the fit of the denture as if it were a custom im-
pression tray. Check for pressure areas using Fit-Checker, since the denture
may be used as an interim prosthesis. The two depressions on either side
of the midline at the posterior border of the denture are commonly referred
to as the fovea palatinae. The line connecting the hamular notches distal
to the maxillary tuberosities and posterior to the fovea palatinae represents
the approximate vibrating line, sometimes referred to as the “ah-line”™.
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From the approximate position of the vibrating line. estimate the curva-
ture of the transitional region between the throat and palate. There are

differences in throat curvature which can be categorized according to three
classifications developed by Dr. House, Type 1 has a flat form with a
straight postenor extension, Type 2 is the intermediate form, and Type 3
has a sharp drop posterior to the vibrating line.

Fig. 3-2

1. Tissue Conditioning

Fig. 3-1 Muake the interim denture more
stable by placing a tssue conditioming
matenal on the tissue-beanng surface
of the current denture. The material
fills vouds which have developed by dis-
placement of the denture. Although spaces
are filled, denture displacement can still
occur with an interference that creates a
fulcrum.

Making adjustments on the nssue-bear-
ing surface either by visual mspection
or lollowng a patient’s complamni does
not solve problems at this time since a
balanced occlusion has not been checked
in centng relation position. So af pressure
areas such as those shown in the figure are
adjusted, the adjustments do not correct
rotational displacement problems

Fig. 3-2 When placing the tissue condi-
nomng matenal, the postenor border of
the denture 15 casily overlooked. The
tissue conditioner can help idennfy the
vibrating line as well as the postenor
border of the denture. So the post-dam
techmgue s important for adjusting the
denture. The postenor border should
adequately cover the postenior region as
shown in the hgure.



e Inteoom Maxillary Denture

Fig. 3-3  In order 1o accurately form the
posterior bopder of the denture, 1t 15 1m-
portant 1o review clssification of thas
anatomical region. A well-known system
s Dr. House's classification referred 1o as
Type 1 (a). Type 2 (b). and Type 3 (c)
When the vibrating line appears to have a
flat transition into the soft palate, 1t =
called Tyvpe | (a). the imtermediate form
s Type 2 (b), and the form with a sharp
transition posteniorn 1o the vibrating hine =
Twpe 3 (ch

2. Check for Pressure Areas.

Fig. 3-4 Furst check the fit of the den-
ture intraorally wusing a silicone matenal
designed for this purpose such as Fi-
Checker. Apply the matenial on the tissue-
bearing surface of the denture and posi-
tion of the prosthesis mtraorally. Poor
adaptanion s determined from a difference
i color and thickness of matenal through-
out the denture. Direct contact/pressure
arcas have only a than laver of matenal, so
the spot s marked vsing a penal on the
denture base through the materal

Fig. 3-5 Check the varous thicknesses of
silicone matenal and make cernmam all
pencil marks are completed

Fig. 3-6 There 15 a pressure spot near the
buccal frenum, so i 1s necessary to reduce
this region. Since the frenum is attached
directly 1o the mucosa producmg pulling
forces. this mayv cause denture displace-
ment or sore areas.  Extensive  (lange
reduction can be done since a LssUe con-
dinoner will be used.

The ideal thickness of tissue conditioner
15 2mm since this covers the denture base
completely: any less and the denture base
1= visible

Fig. 3-7 Too great a thickness ol tissue
concdhtioner reflects a large amount o
space between the denture and tissue. Try
o avoid a thickness greater than 2mm; if
100 large a space exists. reinforce the arca
with a reline resin rather than lissue con-
ditoner. In this instance. remove more
denture base matenal pnor to gsng the
reline material

Fig. 3-3

T rem

Fig. 3-7
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Fig. 3-8

Fig. 3-10

Fig. 3-11

Fig. 3-12

3. Metal Base Preparation

Fig. 3-8 The tssue-beanng surface of a
metal base denture must be microblasted
with alumina before adding tissue con-
ditioner. The material will not stick to a
metal surface microblasted  wath  glass
beads.

Fig. 3-9  Alfter microblasting, the metal
surface has a dull finish and resin will stick
1o this tyvpe of surface

Fig. 3-10 The post-dam techmigue men-
noned earber requires postenor denture
border extension to the vibrating line. If
the postenor border does not extend
adeguately. form an extension with wax.
Heat the wax and add it 10 the postenor
border. Trim excess wax with a warm
blade.

Fig. 3-11 Add sufficient wax s the
region between metal and wax w firm.
Excess thickness 1s bent shightly toward the
occlusal surface. Be careful 1o avoid excess
wiix in the molar regrons otherwise the
WilX may prevent maximum intercuspation
between maxillary and mandibular den-
tures,

Fig. 3-12 Occlusal view ol the cxsting
demture with postenor border extension
completed m wax, Smooth the transiiion
hetween the denture and wax by heating

it shghtly.
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Fig. 313 View of the ussue-beanng
surface of the modified denture. The
posterior border has been extended to the
vibrating lhine and covers the fovea
palatinae. Alko, it is important 1o extend
bevond the maxillary tuberosities and into
the hamiilar notches

Fig. 3-14  To adap wax as shown in the
figure. heat it with a small flame, insert the
denture intraorally. and use pressure 1o
adapt the wax on the mucosal surface. Do
not push the postenor border region of the
palate too firmly at this tme. If (oo much
pressure is used in the postenor region,
there will not be adequate resin as it
flows toward the posterior. Apply enough
pressure 1o see some movement of the wax
when it has been warmed before insertion

Fig. 3-15 Remove a small layer of resin
from the tissue-beanng surlace of the
denture. Apply the Kooliner. insernt the
denture, and allow it to set mtraorally. It
15 nol arntating nor has a bitter taste and
its maximum temperature does not excecd
bodv temperature, ther liners mav cause
irritation and in turn. cause the patient 1o
move excessively in order to endure the
discomfort, thus makmng o impossible o
obtam an adequate bssuc registraton

Fig. 3-16  Microblast the metal surface
then apply the Koolner over the entire
tssue-beanng surface.

Fig. 3-17 Place the denture intraorally
and have the patient occlude nto centnic
refation, Since there 15 some resstance o
segting due o the rehne resm, hold the
premolar regrons bilaterally with the lelt
index finger and thumb 1o avoud denture
displacement. Il there s a large dis-
crepancy n the denture occlusion, it wall
be compensated for dunng this procedure

Fig. 3-13

Fig. 3-14 Fig. 3-15
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Fig. 3-18

Fig. 3-22

Fig. 3-24

Fig. 3-23

Fig. 3-25

Fig. 3-18 Intraoral view of the adapted
denture. Confirm of the Kooliner has
adequately covered the posterior border;
il not, additional materral can be added 1o
inadeguate arcas.

Fig. 3-19 Remove the denture and verify
that the Kooliner has thoroughly covered
the surfaces. Make certan that the surface
15 covered completely without voids.

Fig. 3-20 Omnce the liner has hardened
place the denture m warm water to soften
thie wax for easy removal. The warm water
also promotes polymerizanon

Fig. 3-21  Aher removing the wax, there
is a groove left where the wax was placed
at the postenor border. Fill this later 1o
make a smooth transition and to remforce

the denture

Fig. 3-22 Add a thin mix of Kooliner to
the groove left after the wax has been

removed

Fig. 3-23 If the posterior border is still
deficient, sdd more Kooliner to the areo
then insert the denture intracrally

Fig. 3-24 After reinforcing the palatal
and Issuc-beanng surfaces. excess male-
ral Mows over both sides. Make certam
that there s no postenor tissue contact
cven il the vibrating hine cannot be seen;
check if the uvula moves upward when the
patient inhales rapadly, takes a long, deep
breath, or says “ah. ah™ quickly.

Fig. 3-25 Reduce the thickness of the
hooliner at the postenor border of the
denture to smooth the transition i this

Tegion
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Fig. 3-26 When necessary, add addi-
tional Kooliner over the postenor border.
If the transition is extended further on the
metal surface, microblast the metal sur-
face where desired.

Fig. 3-27 The intenm denture 5 com-
pleted. The tssue-beanng surface does
mdl have the same shape as a denture com-
pleted from an impression but only scrves
as a matnx for placement ol ussue con-
ditioner. This fimsh s adequate since o
nssue conditioner will be placed over the
relined surface

Fig. 3-28 Tissue condinoner (COE/Koo-
hner).
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Chapter 4

The Interim Mandibular Denture

Check the adaptation of the mandibular denture in o similar manner as
done with the maxillary denture. Figure 4-1 shows the tissue adaptation of
the mandibular denture using Fit-Checker. Disregard some of the inade-
quate extensions scen in the retromolar pad area. From this evaluation, an
obvious pressure area appears at the lingual frenum region which caused a
decubital ulcer. The denture metal border is over-extended. This and other
arcas visible on the labial surface should be adjusted or reduced. Other
pressure areas are seen along the buccal shell. The tissue-bearing surface
on the hngual area of the metal base s not adapted well and appears to
extend over the sublingual glands bilaterally. After adding resin, the lingual
surface of the alveolar ridge can be reproduced along the tissue surface.

As described previously, the fitting procedures are initiated on the
interim maxillary denture prior to fitting the mandibular denture. As a
general assumption, the maxillary denture moves horizontally during
mastication. Most dentists assume that the mandibular denture moves more
casily when compared to the maxillary denture; this type of thinking can
interfere with denture fabrication procedures.

When referring to movement or rotation of the maxillary denture, this
implies a horizontal movement, anteriorly, posteriorly, and in a night or
left direction. Since the maxillary denture moves easily, it is important to
realize that the movement problem is based on poor tissue adaptation or a
poor occlusion. The maxillary denture should have adequate retention and
a firm foundation to achieve denture stability.

After achieving a dramatic effect such as improved denture stability, the
patient believes the maxillary denture is more comfortable. This instills
better patient cooperation and a desire to continue with treatment, an
important aspect in any type of clinical treatment, If the patient sub-
consciously hesitates to return to the clinic, the practitioner has failed to
instill confidence and an atmosphere where the patient can anticipate posi-
tive, progressive events. When initiating treatment on a patient, and to
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enhance the patient’s trust and confidence, improve maxillary denture
stability first in the denture fabrication process, then make the mandibular
denture fit the maxillary denture.

Fig. 4-1

Fig. 4-1  Evaluate the tissue-beanng sur-
face wsing Fit-Checker. Note the lingual
margin of the metal base shows a pressure
contact, a cause for sore spols as scen in

Figures 1-10 and 1-15.
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Fig. 4-2 Since the pressure arcas are
visible through the Fit-Checker. mark the
exposed areas using a pencil before re-
moving the mutertal. This s the same
procedure followed for the maxillary den-
Ture

Fig. 4-3 The marked areas indicate ex-
posed arcas i the antenor region that
Foguire reduction,

Fig. 4-4 Reduce the metal portion of the
denture using a heatless stone. The heat-
less stone s more efficient than carborun-
dum since it is made of hardened cement

Fig. 4-5 Reduce the labial area of the
anterior region, Since resin wall be added,
remove o laver of resin throughout the
surface in o similar manner done with
the muaxdbiry dentore. Kooliner will not
gdhere 1o 3 contamimated surface and s
use reguires that exposed metal s micro-
blasted using alumina. Prepare both the
hngual and tssue-beanng surlaces sinoe
both contours will be modifaed,

Fig. 4-6 Use Exa Dental or Masamune
grecn points since they produce smooth
surfaces. While making adjustments. Keep
the denture wel. The denture resin s
susceptible 10 heat. so the water helps
prevent heat generation and nnses debns
from the surface. This process reguires a
tovwel under the denture {or excess waler
and an additional person to provide the
waler spray

Fig. 4-7. 8 All pressure arcas have been
reheved and the metal base hax been
microblasted with aluming in order o pre-
pare the denture for the Kooliner reline
material

Fig. 4-2 Fig. 4-3

fdltiy

v
L
-
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Fig. 4-9

Fig. 4-11

Fig. 4-13

Fig. 4-15

Fig. 4-10

Fig. 4-16

Fig. 4-8 [Ininally apply resin to the hin-
gual surface of the denture rather than the
entire tissue-bearing surface. Use the resin
I prepare the weal shape for the denture
| hiere = no necd to .|Ll-ti‘t thie tisswme-haear

ing surtace at this time

Fig. 4-10 Next. bunld the tssuc-bearing
surface with the reline resin. Use a suff)
cienl amount of resin [0 save time rather

than applving a thin laver
Fig. 4-11  Place the denture intraorally

Fig. 4-12 Guide the mandible into cen-
ric relation position. This maxilloman
dibular relation 1% imporiant in complete

denture reatment

Fig. 4-13 Note the improved Lip support
in the anienor arean compared w the
onginal appecarance; the patent bas a
rejuvenated feehng with this change n
cathebcs. Alsa, the verbical dimension
of occlusion has been improved consider
ably

Fig. 4-14 View of the tissuc-bearing sur-
face of the mandibular denture: note the
borders and area adjacent o the sub
limgual glands. The denture has bheen
shaped by changing the denfure borders
cither reducing thaick borders of .||:|-.||.r|!_'

maiemnal to olher areas

Fig. 4-15 Add material 1w the lingual
surface even though the retromoliar pads

have not been reproduced

Fig. 4-16 Next, add matenal 1w the
boccal surfaces o obtazm a balance be
tween the denture and bucesl mucossi. The
neutral #one 1= established in the boccal
FEEIns using Koohner to Gl any delcwent

AT s
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Fig. 4-17 Add Koohner to the inner sur-
face of the hngual flange throughout the
denture.

Fig. 4-18 Build-up the borders with a
stiff mix of matenal. The lingual border is
short and thick. so add resin to extend the
border.

Fig. 4-18 View of completed denture
border additions. Originally the borders
were too wide, but the additions in thick-
ness do not bother the patient in these
regions. Imitially. the lingual regions were
built-up followed by the buccal reguons;
both the lingual and buccal regrons creaie
the neutral zone

Fig. 4-20 After the addibons, the den-
ture 15 placed intriuorally and the patient s
mstructed 1o occlude into centric position.
The tongue position after swallowing helps
determine the hingual margin; the tongue
should be on the lingual surface in the
anterior region of the demure. Mantam
this tongue posthon  after  swallowing,
without displacing the mandible ante-
norly. It s important 1o have the patient
practice before determining the final posi-
Lion.

Fig. 4-21  The lingual border of the den-
ture appears long and although unsvm-
metncal, the borders reflect the results of
the resin build-up in the area. The extent
of the lingual border s determined by con-
tracting the mylohvoud muscles when the
patieni presses the tongue on the hingual
surfaces of the antenor teeth

Fig. 4-17 Fig. 4-18

Fig. 4-19 Fig. 4-20

Fig. 4-21
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Fig. 4-23

Fig. 4-24 Fig. 4-25

Fig. 4-26 Fig. 4-27

Fig. 4-28

Fig. 4-22
complete even though some matenal has
been added in the retromolar pad arcas
Extend the border further than the “old™
denture which may still be inadequate.

The postenor borders are ol

Fig. 4-23 The retromolar pad regims
are shaped and built-up by hand. Prior 1o
handling the resin material, wet the bands
with Kooliner higuid which unlike other
resins, s not very amtating. Pant addi-
twnal Koolimer hgud on the denture e
1o make it more compatible with the resin

Fig. 4-24 Form the approximale shape
of the retromolar pad region using the
hngers

Fig. 4-25 Place the denture intraorally,
and press and cover the retromolar pad
regon with the Oinger. The up of the
finger presses along the attachment of the
masseter muscle to help form the retro-
The buccal shelf s
anterior to this ared and s ot related tio
the shape of the retromolar pads

maodar pad regaon,

Fig. 4-26 Note how the final shape of the
denture s gradually completed.

Fig. 4-27 Additional matenal has been
pdded 1o this area amd the indentalion
created at the junction will be filled later.

Fig. 4-28 Add resin 10 the junctions 1o
create a smooth transiion.

Fig. 4-28  The lefi sade ol the denture s
shaped m a similar manner
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Fig. 4-30 The mmner surface s formed
with the fingers pnor o inserion.

Fig. 4-31 The retromolar pad area has
been formed with the fingers and does nol
have 1o be accurate since a Kooliner wash
will be done later

Fig. 4-32 After completing the posterior
borders. add matenal in the hingual frenom
region. This s an important aréa simce il
relates 1o the tongue. Ths patient does not
have a good relation since it appears o be
deficent and restncted.

Fig. 4-33 Intruoral view of the patient’s
left sade. The retromolar pad region s
goodd but the masseter muscle arca may be
nadequate and require additional resin

Fig. 4-34  Instruct the patient 1o occlude
lightly imto centne relation position. The
operator can help guide the mandible al-
though the patiemt may be famaliar with
the position, since the procedure has been
rehearsed with opemng and closing move-
menis.

Fig. 4-30 Fig. 4-31

Fig. 4-32 Fig. 4-33

Fig. 4-34



48

Complete Denture Fabrication

Fig. 4-35

| The
| DACOL
HYDROFLASK

Fig. 4-36

Fig. 4-37

Fig. 4-39

Fig.- 4-33 All dehcent regons of the
denture base borders are built up near
compietion.

Fig. 4-36 Aflter the build-up procedurcs
have been accomphished, complete poly-
merization of the Kooliner under pressure
in a Hvdroflask. Fill the flask with hot
waler, 40-5) degrees Centigrade. and 50
pounds per square inch: this creates uni-
form density of resin without  porosity

This procedure s effective when using
other chenucal-cure resins.

Fig. 4-37 Use Fu-Checker o evaluate
the tissue-beanng surface of the denture
after processing the resin

Fig. 4-38 Place Fit-Checker in the den-
ture, nsert the denture intraorally, and
instruct the patient o occlude

Fig- 4-39 Veniv the mandibular position
and instruct the patient 1o occlude nto
centric relation, then close their lips
together. H necessary, punde the mandible
info position.

—

—
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Fig. 4-40 After removing the denture,
evaluate areas that are exposed, referred
o as “show-through™ areas. “Show-
through™ arcas reveal over-extended areas
of resin or metal base, such as the metal
base wvisible in the ndge region. The lin-
gual appears to be deficent since the
thickness of Kooliner is greater than other
Arcas

The left hngual postenor region 1s over-
extended since the denture resin is visible
this area should be reduced since it affects
tongue movement. Check the 1ongue
movements and positions as performed
previously

Fig. 4-41  Mark the pressure areas with a
pencil on the exposed resin,

Fig. 4-42 Reduce and remove a small
laver of resin.

Fig. 4-43 Create # wide space for the
tongue by reducing the hngual of the
denture base and tissue-beaning surfaces;
both are important in relation to the
tongue

Fig. 4-44 Reduce unnecessary thickness
on the Imgual border regions, including
metal. Polish exposed metal using a large
point and water spray while holding the
denture over a towel

Fig 4-45 View of the border shape for
the maandibular denture. The inner surface
v well-defined wath the correct form

Fig. 4-48 Although the inner surface has
wrinkles in the material. they are not
important and will not be incorporated in
the final denture

Fig. 4-47 This denture base border s
considered adequate and extends 1o the
retromolar pad. Use Fit-Checker o ex-
aming any areas and determine f the
thickness of Fit-Checker indicates either
insufficient or excessive amounts of resin.

Fig. 4-40 Fig. 4-41

Fig. 4-42 Fig. 4-43
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Fig. 4-48

Fig. 4-49

Fig. 4-48 Frontal wiew of the intenm
dentures after modification procedures are
completed on the “old™ dentures.

Fig. 4-49 Lateral {nght) view of com-
pieted intenim dentures. The shape of the
borders has been completed using nssue
conchtioner which covers the juncton be-
tween the different resins. The postendor
borders of the mandibular denture has
been extended over the retromalar area 1o
create a foundation for tissue condition-
ing. The dentition has not been modified
since the emphasis has been on improving
the denture base-tissue adaptation
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Fig. 4-50 Lateral (left) view ol com-
pleted imtenm dentures. Similar o the
right side, the postenor border extends
ovier the retromolar pad with addinons on
the buccal shell reghon

Fig. 4-51 Postenor view of inlenm den-
tures inm occlusion. Note the curvature of
the mmer sarface. This denture form s
NECeSsary since (oo narrow a Ionguc space
creates an uncomiortable sstuation for the
paticnt

Fig. 4-50




Chapter 5

The First Tissue Conditioning

Many types of matenals are available for tissue conditioning and gener-
ally all are manufactured followming ADA specifications. As a result, the
different materials appear to be identical but special characteristics become
apparent with their use. Materials such as Fit and COE-Comfort are
opaque which makes them convenient to use when trying to judge the thick-
ness of conditioner. The semi-transparent matenals are difficult to use
when trying to estimate the amount of conditioner used to build-up denture
borders and the amounts are important when considening the high cost of
these materials. Trimming the material is easier one week later, after the
patient returns to the clinic.

The manufacturer’s recommended powder-to-liguid ratio is 1:1, but with
this technique, a slightly more viscous mixture with a ratio of 1:0.8 is neces-
sary to build-up denture borders. Add the powder into the liqgud and mix
rapidly. The consistency shown in Figure 5-2 resulted from a 1:0.8 powder-
to-liquid ratio. Immediately after mixing the material, place it in the
maxillary denture since a certain degree of flow is needed to cover the
surface area. If this consistency was used in the mandibular denture, the
material would flow too easily from underneath the denture. The material
is allowed to set longer for a higher viscosity for the mandibular denture.
The only difference between the maxillary and mandibular dentures is a
slight delay before using the conditioner for the mandibular denture, not a
change in powder-to-liquid ratio.



Complete Denture Fabrcation

Fig. 5-1

Fig. 5-3

Fig. 5-2

Fig. 5-4

Fig. 5-1 Although the manufacturer's
powder-to-hgud ratie s 1:1. a shghtly
higher wviscosity = necessary for border

molding. a 1:0L8 ratio

Fig. 5-2 The mutenal appears less vis
cous immediately after mixing and ths
consisiency s used m the maxillary den-
Finire Lo COveET '.h:_' E.H_L'I.' DiSsUE-surface anta
This comsistency would easily [low from
beneath the mandibular denture so allow
il to el i a3 heher viscosity. There 5 oo
change in powder-to-hgud ratio for use m
the maxillary and mandibular dentures,
only a shght tme delay before using the
miateral in the mandibular denture

Fig. 5-3 The appropnate wviscosity for
the mandibular denture s shown i the
figure. Unce the materal has reached Tk
consistency. it can be used for tissue condi

tioning the mandibular denture

Fig. 5-4 The correct consslency s nol
one where the conditioner can be poured
but rather where a spatula can be us¢d 10
place the matenal m the mandibular
denture. This lugher viscosaty 15 necessan
or the matenal will dop when the denture

5 inveried nto position ntraorally

Fig. 5-5 The matenial 1s viscous but does
flow shightly as shown in the hiure
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Fig. 5-6 Instruct the patient to occlude in
centnc relation and the mandibular posi-
tion can be mamtmmed using a locator
After the material has set shghtly, remove
the locator and border mold the con
ditioner

Fig. 5-7 Border molding or muscle tnm-
ming is donc with the maxillary and
mandibular dentures occluding hghtly

Fig. 58 By having the panent occlude
hghtly, there 5 no possibility that the
mandibular denture 15 displaced during
muscle trimming. Begin muscle tnmming
the facial borders in the antenor regron
after the condittoner does not stick 1o
mucosal surfaces such as the inner surface
of the hp

Fig. 5-9 It is necessary 1o mamipulate the
lower lip by pulling and pushing nt as
though packing the matenal. Proceed
with muscle trimming toward the molar
fEghons

Fig. 510 Muscle tnm the buccal regions
by pushing the matenal with the fingers

Fig. 5-9

Fig. 5-10
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Fig. 5-11

Fig. 5-12

Fig. 5-11 Dunng final muscle tnmming.
instruct the patent 1w do a forceful, swal-
lowing action as followed when finishing
the resin. Instruct the patient to do differ-
ent tongue movements after inserting the
denture mtraorally. Mantain the centric
relation position with hght support since
the patient may protrude the mandible
during tongue movements. Use finger sup-
port in the mental region to prevent the
mandible from protruding.

The photo shows the patient swallow-
mg. Dunng the swallowing movement, the
hyoid bone moves downward and the area
below the chin appears (o be pushed ex-
ternally. The final tongue position is deter-
mined after a swallowing movement, so
nstruct the patient to relax for a natural

position

Fig. 5-12 Note the difference in the
thickness of conditioner, the hingual den-
ture base border s thick and the buccal s
thin. The thin regions have less than ITmm
thickness of conditioner between the deén-
ture base and tissues, The excess thickness
in the hngual borders indicates that the
relation between the tongue and denture
base border has not been established com-
pletelv. As the tongue presses on the
Iimgual surfaces of the antenor 1eeth, the
movable mucosa stretches in this region.
The stretched areas fill with conditoner
resulting in considerable distance between
the hngual mucosa and border of the den-
ture.
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Fig. 5-13 Occlusal view of mandibular
denture after the first tissue conditoning.

Fig. 5-14 This denture border 15 well-
adapted but a large amount of conditioner
fills the area since the molar regons are
posiioned lingual 1o the ncutral zone.
This helps determine the molar positions
in the final denture. Too much space buc-
cally should be avoided since the neutral
zone is important, as are adequate buccal
tissue support and correct buccolingual
positions of the postenor teeth.

Fig. 515 The other side of the denture
also shows a large amount of condinoner
between the molars and buccal tissues and
helps determine the extent of the neutral
FONE.

Fig. 5-16 Excess material is  trimmed
with scissors

Fig. 5-17 Remove the excess material
after cuthing.

Fig. 5-13

Fig. 5-14

Fig. 5-16 Fig. 5-17
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Fig. 5-18

Fig. 5-20

Fig. 5-18 After removing cut portions of
material, tnm the borders using a heated
spatula. Heat the spatula with 4 burner
until it turns red

Fig. 5-19 Afier applving the surface
activator, the tackiness on the surface of
the tissue conditioner 15 clhmmated. sub-
sequent procedures are made ¢asier. and
the dentures will feel betier to the patient
Rinse the denture with water after using
the activator

Fig. 5-20 As shown in the fligure, re-
move excess material with a hot spatula
The material 15 cutl by the beat, so smoke
s produced during this procedure

Fig. 5-21 Next. smooth the surface using
a Masamune Big Point under water spray
The matenal and transitional surface are
F‘urll'-hu:d at the same Hime

Fig. 5-22 Finish the borders and use an
Exa Dental point on exposed resin mate-
rial
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Fig. 5-23 Tissue conditioning the maxil-
lary denture requires a thin max of matenal.
The tissue conditioner 15 used immediately
after mixing. so the low viscosily permits
it 1o flow onto the maxillary denture as
shivwn in the figure. If the matenal has a
high viscosity and does not flow casily, it
mayv change the ooclusal relation sance
there are no venis for pressure relicl. I
this occurs with the maxillary denture, the
procedure will fail and should be repeated

with a low viscosity mix

Fig. 5-24 Place the condinoner evenly in
the denture and immediately insert it into
the patient’s mouth

Fig. 525 Adapt the postenor border
glong the palate initially. then mold the
anterior borders.

Fig. 5-26 Prevenmt tissue  condioner
from flowing down the throat by displac-
mg excess matenal toward the antenor
region. This techmque helps prevent the
gag reflex and can be followed when mak-
g maxillary impressions later

Fig. 5-27 Have the patient occlode into
centric relation after seating the denture,
similar to the procedure followed for the
mandibular denture. If the Lssue con-
ditioner sticks 1o the mucosa on the inner
surface of the lips, allow the matenal 1o
set longer before muscle tnimnmung.

Fig. 5-24

Fig. 5-25
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Fig. 5-28

Fig. 5-31

Fig. 5-29

Fig. 5-32

Fig. 5-28 Seat the patient i the dental
chair in an upright position when tissue
condinoming the maxillary denture. If the
conditioner flows toward the throat,
quickly wape the excess to the side with the
index Ninger. To mold the area adjacent to
the mner surface of the zvgomatic bone.
nstruct the patient to open the mouth as
far as possible then close.

Fig. 5-29 Remove the denture after the
conditioner has set. then wmm the excess

in the I'l'l."l!n-[l.‘l'il'll =41 with scssors

Fig. 5-30 Remove excess matenal using
a hot spatula, similar 10 removing excess
irom the mandibular denture

Fig. 5-31 Sometimes a carbide bur can
be used 1o remove excess but be certain to
note the direction of bur rotation. The bur
can lear the condimoner f 1 does not
follow & cutting direction from conditioner

towards resin

Fig. 5-32 Other excess material can also
be removed using a bur
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Fig. 533 Frontal wiew of completed
maxillary and mandibular dentures after
the first tissue conditioning

Fig. 534 The nght lateral view shows
the position of the molars lower than the
occlusal plane when using the retromolar
pad as a reference. Also. the anterior
tecth appear o be placed lingually when
observing the gingival transition in the
anterion Tegion.
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Fig. 5-35 The left lateral view also shows
a low occlusal plane. The procedures
followed have concentraled on [issuc
adaptation and border molding the den-
tures. Problems with the occlusal plane,
buccolingual positton of tecth, and ante-
nor esthetics will be sddressed @i a later
time




Chapter 6
The Second Tissue Conditioning

ADA specifications state a five-day effectiveness for tissue conditioners
but a one-week interval for the second tissue conditioning is casier in terms
of appointment scheduling. If the first appointment is on a Monday. it
is easier for the patient to make the next appointment on the following
Monday. Another reason for using the one-week interval between appoint-
ments is related to the goal of building borders. Tissue conditioning alone
is effective when using the five-day interval, but this method also includes
building denture borders with the same matenal.

After one week, the matenal conforms well to the supporting mucosa
and over-extended areas are eliminated during this time interval. If there
is a pressure arca present, secen as exposed resin or a thin layer of con-
ditioner covering the resin, the pressure area should be relieved completely.
Reduce the denture base resin be approximately 2mm to create space for
a uniform layver of matenal during the second tissue conditioning proce-
dure.

There are many factors that may create difficulties during the second
tissue conditioning such as variable occlusal forces or occlusal interferences.
This situation is difficult but does not create a problem if the vertical dimen-
sion of occlusion is increased slightly, With a large occlusal surface area,
the load transferred between the maxillary and mandibular dentures affects
the load on the tissue conditioner. This results in excess amounts of tissue
conditioner flowing out along the borders from the tissue-bearing surfaces
of the dentures. The excess material can be removed and adjusted easily.
Any other exposed resin areas such as muscle or frenum attachments on
the buccal or lingual surfaces, should be reduced by adjusting the resin,
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Fig. 61 If the wvertical dimension of
occlusion is increased due 1o the thickness
of the tssue conditioner, this is not a
concern since there are vanous factors
such as amounts of occlusal force or
occlusal discrepancies which make the
procedure difficult.

Fig. 52 Note the exposed resin in the
figure: it 15 located on the mandibular left
internal oblique line, below the second
and third molars. Pressure areas are secn
frequently along the sharp bone on the
mylohyoid line. If the conditioner has
been displaced exposing resin. the areas
should be relieved. Although the alveolar
ridge has resorbed. areas such as the inter-
nal obligue line, external obligue line, and
mental spine do not resorb, so pressure
areas in these regwns should be rebeved.

Fig. 6-3 There are pressure areas along
the internal obligue line i the molar and
premolar regions. These pressure spots
are often located along the inner surface

&1 62 where bony protuberances are present.
Fig Fe. The protuberances are usually located
laterally instead of umlaterally and are
associated with pressure arcas since there
s only a thin layer of mucosa covenng the

bone.
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Fig. 6-4 The maxillary denture has a
pressure arca along the inner surface of
the anterior region. Few other pressure
spods are seen especially in the less under-
cut areas. All borders are adapted well
including borders adjacent to the maxil-
lary labial frenum and buccal frena. No
particular srea appears 1o require special
consideration.

Fig. 8-5 From another view, pressure
areas are scen in the maxillary night rugae
region where there is only a thin laver of
tssue conditioner covenng the resin. This
and simalar arcas should be rehieved.

Fig. 56 The pressure arca in the right
rugae region can be seen from an antenior
view. The conditroner 1s thin on the buccal
of the second molar area and maxillary
tubcrosity: this thickness in the border be-
tween hamular notch areas s important
for the postpalatal seal. If not handled
properly. the postpalatal scal can be lost
casily.
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Fig. 6-7

Fig. 6-8

Fig. 5-7 The view of the tissue-bearing
surface shows some exposed resan on the
labial surface in the antenor regon. The
anterior maxillary region s undercut and
can result in a pressure area n the final
impression. The tissue s displaced in the
pressure area and can lead 1o increased
bone resorption. so adequate rehefl s
NECCSSATY.

Fig. 8-8 The occlusal view shows an
adequate extension along the posterior
border. With a worn dentition. it is not
possible to chew without applying exces-
sive occlusal pressure.
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Fig. 59 The lingual of the incisal edges
on the antenor teeth show a difference in
color. The esthetics have been restored by
adding resin on the laal surfaces of the
antenior tecth

Fig. 6-10 Use Coltene Pressure Spot In-
dicator material to check the adaptation of
the nsspe-beanng surfaces. This matenal
has the same consistency as Fi-Checker,
smooth when set hike a sithcone impression
materal, and adheres 1o the denture base
resan. When reducing the resin al an ex-
posed arca. the material does not clog the
pivint. It is used 1o check the borders since
it has sufficient ngidity for an wnder-
extended border area rather than easily
displaced onto the supporting resin. Use
of this matenal depends on the chmcal

st e

Fig. 6-11 Mix the Pressure Spot Indi-
cator and place it on the tissue conditioner
Since the standard base-to-catalvst ratio
seis slowly., add twice the amount of
catalyst to accelerate the setting time

Fig. 6-12 Check the consistency of the
matenial in the anterior border region. 1
the material is sticky when the lips are
retracted . allow more time for the material
1o set. After a few moments, begin muscle
tmmming

Fig. 6-13 Huve the patient open with the
I.1'.'.‘l!|tl.Lll." m 'F‘l'l'hl'l.ll.!l'l.

Fig. 65-14 When the matenal flows poste-
riorly, wipe the excess to the side with the
ndex finger

Fig. 6-13 After the matenal begins (o
sel. muscle tnm the area below the zvgo-
matic bone toward the philtrum by manip-
ulating the lips with the thumbs. Do both
sides at the same time when possible
instead of one side at a ime. Esther hold
the maxillary denture with the index
fingers or use the mandibular denture to
help stabilize the muxillary denture,

Fig. 5-16 Double-check the postenor
palatal area for excess material. Be careful
when removing excess matenal since the
patient mav gag when matenal extends
over the soft palate

Fig. 6-9 Fig. 6-10

Fig. 6-11 Fig. 612

Fig. 6-13 Fig. 6-14
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Fig. 6-17 Fig. 6-18

Fig. 6-21 Fig. 6-22

Fig. 6-24

Fig. 6-17 Evaluate the mandibular den-
fure with the maxillary denture in position
Mix the pressure indicating pasie

Fig. 6-18 Although tissue paper has
been placed mitraorally, it s best 10 use
gauze 1o absorb excess saliva

Fig. 5-19 Place an adeguate amount of
material in the mandibular denture since

it flows easily

Fig. 6-20 Insert the mandibular denture
with the maxillary denture in posinon

Fig. 5=21 After the matenial has  set
shghtly, elevate and press the lower lip.
Remember that only elevating the lip. may
shorten the border extensively

Fig. 6-22 Repeat the procedure for the
premolar regions.

Fig. 6-23 Retract the hps 10 check the
tackiness of the material. Hold the lips in
the camine regions to check the antenor
border while the patient is instructed to
occlude hghtly.

Fig. 6-24 Venfy centnc relabon position
by using light chin-point guidance. If there
m a discrepancy, anstruct the patient to
occlude o centnic relanon 1o prevent
denture rotation or displacement while the
thickness of the matenal changes under
occlusal pressure. Follow careful pro-
cedures when checking centric relation
for both the maxillary and mandibular
dentures
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Fig. 525 Check the border extensions
after the matenal sets. If the denture
moves while the material sets, a space can
be created a1 the border leading to an
undesirable result.

Fig. 5-26 After the matenal has set com-
pletely, use the ar synnge o break the
secal. Do not remove the dentures using
force only,

Fig. 6-27 The maxillary and mandibular
dentures have been removed as a ungle
umit.

Fig. 6-28 Besides the pressure areas in
the night palatal rugae repon. the fovea
palatinae are visihle also

Fig. 6-29 Al maxillary and mandibular
borders are well-formed with the appro-
priate thickness

Fig. 5-30 The lingual tissuc-beanng sur-
face on the mandibular denture which had
been adjusted previously. appears well-
adapted.

Fig. 6-31 Although the premolar region
on the opposite side had been relieved
previously, the pressure area s still
present. Il the matenal uwsed w check
adaptation has a very thin extension, oo
thick, or displaced over the denture. the
mtenm denture has not been completed.
If a border is unsupported and displaced
casalv. i i difficult to determne of it s
correct. The matenal vsed 1o check adap-
tation 15 important for evaloanng both
tissue adapiation and border extensions.

Fig. 6-25 Fig. 6-26

Fig. 6-27 Fig. 6-28

Fig. 6-29

Fig. 6-30 Fig. 6-31
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Fig. 5-33

Fig. 5-32 The lingual border has the
appropniate thickness and contours.

Fig. 65-33 The antenor view of the den-
tures reveals a considerable thickness of
material in the neutral zone adjacent o
the molars. This indicates that the molars
were set lingually and should be posi-
tioned buccally. Verncal dimension of
occlusion 1s important and if increased or
decreased, could affect the shape ol the
neutral zone. When the vertical dimension
15 correct. the shape of the neutral zone s
affected by posterior tooth arrangement.
Although the exact thickness on either
the nght or left sade 1s difficult 10 discern,
the neutral zone appears large. The length
of the borders has hittle influence at this
stage. If there was an inadequate verti-
cal dimension of occlusion with over-
extended borders, the dentures would not
fit properly. creating a difficult situation.
For this reason, the borders are made with
a tissue conditioner and if over-extended.
will adapt after one week of denture use,
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Fig. 6-34

et surface of the denture

Place a red pencil mark on the

Fig. 6-35 Place an additonal mark on
the lamal where the matersal s Drans-
pairent

Fig. 6-36 The
gowod form

maxillary  denture  has

Fig. 6-37 Material Mow along the borders
s good. The outer surface on the right side
has been modibed before completing the
left sade

Fig. 6-38 Remove the material after the
pdjustment marks have been made

Fig. 6-39
m one mece from the maxillary denture
aince it s fiem. Fit-Checker s soft and
does not handle in the same manner as the
Pressure Spot Indicator

I'nie material is removed easily

Fig. 6-40 Reheve all pressure spots indi-
cated by red marks. Alter completing
adjustments, procecd with tissue condi-
tioning

Fig. 6-41 Use the conditioner
following the same procedures used pre-

LSSt

wiously,

Fig. 6-34 Fig. 6-35

Fig. 6-36 Fig. 8-37

Fig. 6-38

Fig. 6-41
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Fig. 6-43

Fig. 6-42 Begin with the maxitlary den-
ture. Mormal wse of 3 bssue conditioner
reguires removal of all previous matenal
as stuted in the ADA specilicanions. How-
ever, if this is followed stnctly, the borders
cannot be defined. Any arcas needing re-
lief are adjusted. then a tissue conditioner
wash 15 done over the matenal present;
use the same consistency mixed earher

Fig. 5-43 An increased vertical dimen-
sion of occlusion may be of concerm when
using a wash reline over the previous
matenal, but since the panent will func-
ton with  the the
continues to adapt dunng the first two
davs. Problems do occur when the tssue
conditioner s mixed improperly or the

dentures, material

matenal has set before mserton  inira-
orallv. I this occurs, repeat the con-
ditioner-wash procedure

The tmsue conditboner  shouwld have

a low viscosity o flow ¢asily as demon-
strated with the onginal reline for the
maxillary denture. A highly viscous mate-
rial will increase the vertical dimension of
The amount of materal s not
critical, but rather the elapsed nme after
mixing i= important 1o get the cormect con-
sistency. Do not place a reline material in
the denture if it is 00 visCous

cecclusion

Fig. 6-44
time of the matenal by placing the denture
mtracrallv. Once the material does not
stick o the muscle trim the
borders on both sides simuiltanecous)y

Accelerate the rate for seiting

L ELATHTRE A

Fig. 6-45 Border mold both sides of the
denture at the same time near the maal-
larv kabial frenum and baccal frena in the
premolar regions.

Fig. 6-46 Have the patient open to check
for excess matenial along the postenor
border. The coromoud  prodess
anteriorly as the patient opens. so by
having the patient posibion into masimum

rivfales

opening, this process border molds the
buccal region distal 1o the second molars.
The regon below the Fvgomulic process
cannol be molded wvsing fingers. pulling
lissugs, or by trving o manipulate the
buccmator muscle since the rypomalic
bone hinders access.
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Fig. 6-47 In maximum open  position,
stabilize the palatal arca with the middle
finger of the nght hand and border mold
the premolar regions. belaterally.  The
opposing teeth do not occlude by muscle
pulling actions alone or the denture could
be displaced. So border molding buccal
areas can be accomplished while mamtam-
ing light finger pressure in the palatal arca

Fig. 648 Remove excess material along
the postenor border as descnibed pre-

viously

Fig. 6-49 Use scissors to cul the tenta-
tive posterior border along the fovea
palatinae and shightly distal 1o the vibrat
ing hne

Fig. 6-50 Cut the regions along the buc-
cal surface and neutral zone when extend-
ing bevond the heght ol contour

Fig. 5-51 While cutting the excess mate-
ruil, keep the up of the scissors i contact
with the denture base matenal

Fig. 6-49

Fig. 6-50

Fig. 6-51
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| Fig.6-52 Imtally cut the matenal along

the level shown in the figure

Fig 65-53 Replace the denture intraorally
and place gauze on the mandibular den-
ture. Do nol use tssuc paper smce
adheres to wet surfaces and tears casily

which could disrupt the procedure

Fig. 6-54 Mix the tissue conditioner

Fig. 6-52
Fig. 6-35 Place the matenal in the man-

dibular denture when it has sufficient
viscosity 50 that of does not flow when

the ITHIRITRE LY 1% myverted

Fig. 6-56 Use a spatula to place the
material in the mandibular denture as
opposed o flowing the matenal used for

the maxillary denture

Fig. 6-57 I the conditioner does not
wrap around the spatula, want a few

moments belore placing 1t in the denture

Flg. 6-58 Time the intraoral placement

Fig B-54
of the denture when the matenal has set
enough so it does not drp off the surface

when inverted

Flg 6-59 The conditioner should main

tam 1s shape. rather than flow easily

Fig. 6-56 Fig. 6-57

Fig. 6-58 Fig. 6-59 |
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Fig. 560 Verify the centric relation
position when the patient occludes since
the tissue-bearing surface adapts under
occlusal pressure

Fig. 6-61 Begin border molding when
the matenal does not adhere 1o the tissues
as the lip s retracted.

Fig. 6-62 Check the postenor regions.
Fig. 6-63 Right lateral view

Fig. 6-64 Left lateral view.

Fig. 6-61 Fig. 6-62
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Fig. 6-65 Left lateral view

Fig. 6-66 FExcess nssue conditioner flows
over the denture teeth durmg border
milding, unlike the first tissue condi-
honing.

Fig. -67 Only a small amount of con-
ditioner  from the mandibular denture
has extruded onto the maxillary denture
demonstrating a large neutral z2one and
good borders

Fig. 6-68 The extent of the neutral zone
regions present bilaterally is easly evalu-
ated from a frontal view. The postersor
tecth should be arranged buccal 1o the
present positions.

Fig. 6-69 Left lateral view.
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Fig. 5-70 The distal area and tssue-
bearmg surfaces are seem when the
dentures are inverted.

Fig. 6-71 The hngual borders appear to
have good contours which are important
in @ denture.

Fig. 6-72 The contour of the antenior
lingual vestibule on the mandibular den-
ture appears good

Fig. 6-73 The anterior region and buccal
surface have good contours and the
neutral zone in the canine-premolar region
is well-formed.

Fig. 68-74 The opposite side shows the
final tissue-bearing surface which had a
pressure arca previcusly corrected.

Fig. 6-70 Fig. 6-71

Fig. 6-72

Fig. 6-73 Fig. 6-74
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Fig. 6-75 View of the tissue-bearing sur-
‘ face of the mandibular denture. The result
= acceptable although the tussues have
created pressure arcas revealing resin and

the borders appear shghtly longer.

Fig. 6-76 Cw the excess materal with

sCIEs0rs 1m the neutral #qone areas

Fig. 6-7/7 Cut excess matenal on the

-~ { [ ‘\]lEI..' plsan
Fig. 6-75 Fig. 6-76 Ve

Flg. E-?ﬂ- l."u..' M1 hl.,"-tll."l.! \Pi:!ll]-l iy ric-
miove excess matenal from the anteror

lingual surface

| Fig. 6T Use a heated spatula to re-
move maierial along lateral, postersor
| lingual surfaces.

Fig. 6-80 Smoke is produced as the
material is cut with the heated spatula

Fig. 6-81 Smooth rough areas where the

material has been cut with a hot spatula
Fig. 6-77 Fig. 6-78

Fig. 6-82 A shcll = formed, the neutral
zone, along the buccals of the molars due
1o the bngual arrungement of posternon
tecth

Fig. 6-79

Fig. 6-81 Fig. 6-82
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Fig. 6-B3 Cut excess matenal on the
opposite side.

Fig. 6-B4 Use a carbade bur and water
spray 10 remove remaming fissuc con-
ditioner over a towel-covered surface. The
wiler spray prevents heat  generation
which could cause matenal 1o stick o the
bur.

Fig. 6-85 Continug InimMmMiNg ¢xoess
material under water spray

Fig 6-83

Fig. 6-B4
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Fig. 6-86

Fig. 5-86 View of the tissue-beaning
surface after most tnmming has been
completed

Fig. 6-87 View of the tissue-bearning
surface, opposate side.
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Fig. 6-B8 Frontal wview showing well-
formed borders and smooth surfaces.

Fig. 6-82 Ogclusal view showing suffi-
cient matenial in the transition regions.

Fig. 6-89



Complete Denture Fabrication

Fig. 6-30

Fig. 6-91

Fig. 6-92

Fig. 6-90 Additonal demonstration of
border molding procedures for the man-
dibular denture.

Fig. 6-91 Carcful attention 1w detml s
important, i particular for the antenor
region. The orbicularis oris muscle s
stronger than buccal muscles and affects
both sides of the laal frena in the region
from canine 1o camine. Do not over-extend
the anterior border or the denture could
be displaced occlusally

Fig. 5-92 Push slightly to compensate for
the buccal frena but do not pinch the hips.
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Chapter 7
Modification of Esthetics and Occlusion

Esthetics is very important in complete dentures. This patient appeared
older than her actual age due to the poor esthetics of her present denture.
The denture teeth were too small, and the position of the labial gingiva and
anterior teeth were arranged for inadequate soft tissue support. After
certain problems are resolved, the patient will feel better and become
cooperative throughout the vanious procedures.

The vertical dimension has been corrected by using tissue conditioner on
| the tissue-bearing surfaces of both dentures. Proceed by evaluating esthetics
then consider adjustment of the occlusal surfaces. Before making any

further changes, clean the denture well and use an acylic bur to remove a
layer of resin from the labial surface.

Fig. 7-1 The vertical dimension relation
has been corrected by using nssue con-
ditioner on the tssue-beanng surfaces ol
both dentures

Fig. 7-1



Complete Denture Fabrication

Fig. 7-2

Fig. 7-3

Fig. 7-6

Fig. 7-8

Fig. 7-9

Fig. 7-2 Remove a laver resin from the
labual surface to faohtate resin adbesion.

Fig. 7-3 Vanous tooth-colored resins are
avalable for the following procedure
Alike s an excellent matenial, availlable
the same shades a8 the Trubvie shade
gunde.

Fig. 7-4 Determine the shade using the
Trubvie shade guwde. Shade 77 s used for
this patient

Fig. 7-5 Place the monomer (hguid) in
a dappen dish, then add the polvmer
ipowder) mto the hgumd. Although ths
mixing sequence  is best,  additional
monomer was needed for this max shown
in the fgure.

Fig. 7-6 Place a thick laver of resin over
the labial surfaces of the anterior teeth
The Alike resin has a [as1 polvmenzation
time and reguires gquick skills

Fig. 7-7  As the resin polvmenes, use a
spatula 10 create the mterproximal divi-
sions between teeth

Fig. 7-8 Place the denture  intraorally
and use the Mot surface of an nsirument
to create the incsal morphology

Fig. 7-89 The antenor tooth arrangement
has been completed by adding resin to the
labial surfaces, The resin addinon gives
the appearance that the antenior teeth are
posttioned more labially.
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Fig. 7-10 The tissue conditioner  has
been displaced onto the labial surface of
the denture which mdicates that the
prisent  denture base  needs  additional

FesIm

Fig. 7-11  Note the amount and thickness
of resin wsed 1o banld the antenor eeth
this amount corresponds 0 a more labaal

toivth arrangcment

Fig. 7-12  Use a disk 1o himsh the imier-

proxvimal arcas

Fig. 7-14  Modify the shape of the tissue

conditioner on the borders

Fig. 7-15 After modifving the borders
ind  amteror fecth the denture  bhase
appears depressed considenibly and ne-

guires additional resin

Fig. 7-16 Add pink resin ower the den-
ture borse resin: Rooliner was used im this

Calsi

Flg =17 Use a spalula to add the
ke osalinie s Fill in the area 1o make a
smiooth transiion between the border and

cervical areas of the teeth

Fig. 7-12 Fig. 7-13

Fig. 7-14 Fig. 7-15

Fig. 717
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Fig. 7-18

Fig. 7-19 Fig. 7-20

Fig. 7-21 Fig. 7-22

Fig. 7-18 The labial surface has been
corrected.

Fig. 7-19 The size of the teeth appears
larger and the color has been changed 1o
approximate the future denture. These
gradual improvements enhance patient
satisfacthion with treatment.

Fig. 7-20 Prepare the antenor region of
the denture as a temporary restoration Lo
satisfy the patient.

Fig. 7-21 Inform the patient that the
final denture will be better than the
interim prosthesis.

Fig. 7-22 After the patiecnt has become
accustomed to the internim denture. adjust
the wertical dimension of occlusion.
Increase the vertical dimension of occlu-
sion  gradually msteisd of all m once
Determine the appropnate vertical dimen-
sion of occlusion by adding or removing
small amounts of cotton gauze. No accu-
rate method exists for measunng the
vertical dimension of occlusion, although
certan references can be used, There B
some leeway and tolerance for differences.
so physiological aspects are more impor-
tant rather than the numencal values, This
tentative denture method offers an excel-
lent allernalive.
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hlodification of Esthetics and Choclusion

Fig. 7-23 Measure the vertical dimen-
sion of rest and wvertical dimension ol
occlusion using Willis cahipers.

Fig. 7-24 Confirm the measured value

Fig. 7-25 Determine the interocclusal
rest space wsing the cntenon that the
distance between the interpupillary ine
and comer of the mouth B equal 1o the
distance from the subnasal point o the
gnathion. A highly skilled dentist may stll
increase vertical dimension  despate  all
efforts, but an unmotivated or unskilled
dentist will create an inadeguate vertical
dimension that s too “low™. An nter-
occlusal rest space of S8mm 15 not excep-
tionally high.

Fig. 7-26 Since the vertical overlap was
decreased shightly, the mandibular tecth
require modification. The facial surfaces
of the mandibular teeth should be adjusted
ey appear positioned  labially and  the
mersal edges should be “elevated™

Fig. 7-27 It is not crucial whether the
monomer o polvmer s added matially
since  the modification reguires only o
small amount of resin

Fig. 7-28 Add monomer to the polvmer

Fig. 7-28 Apply monomer 1o the facal
surfaces before making addinons

Fig. 7-30 Add the mixed resin, Alke. to
the labtal surfaces.

Fig. 7-23 Fig. 7-24

Fig. 7-29 Fig. 7-30



Complete Denture Fabrication

Fig. 7-33

Fig. 7-35

Fig. 7-31 Since the maxillary teeth pro-
trude shghtly. make the mandibular 1eeth
in hl]TIIli.lI TMEEnner

Fig. 7-32 Apply monomer to smooth the
surface ol the resn

Fig. 7-33 The incisal edges do not con-
tact vet

Fig. 7-34 Note that a consuderable
amouant! of resin = added 10 bwld the
surface sufficiently

Fig. 7-35 The heght is increased as the
thickness 15 mcreased. The mandibular
anterwr feeth are changed to [ollow the
maxtllary  antenor teeth  although the
occlusal hewght m the molar regions is nol
changed.

Fig. 7-36 Use a spatula to add resin on
the anmtenor teeth, including a small
amount on the hngual of the incisal edgpes.

Fig. 7-37 Complete the addinons gradu-
ally as shown in the photo

Fig. 7-38 Use a spatula 1o create the
interproximal divisions
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Fig. 7-39 Although near completon, the
anterior  teeth have an open  occlusal
relationship relative to the postenor teeth
sance the occlusal surfisces have not been

chaunged

Fig. 7-40 From an occlusal wiew, the
mandibular antenior eeth appear  posa-

troned oo far labaally

Fig. 7-41 Lmgusl view of the anternor

TEEIHN

Fig. 7-42 Create mdmdual tooth mior-

phologies

Fig. 7-43 After completing the anteror
regwns, i1 o important o reduce  the
limernial surfaces of the antenor teeth o

create more imtraoral space

Fig. 7-44 Reduce the hingual surfaces on
the antenor teeth

Fig. 7-45 Modifv the mncsal edges.

=

Fig. 7-42

Fig. 7-44 Fig. 7-45
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Fig. 7-46 Prepare the lingual morphology
to enhance tongue movements,

Fig. 7-47 Complete recontouring the lin-
gual surface in the anterior region.

Fig. 7-48 The anterior teeth appear to
have been repositioned labually after ad-
| justing the lingual surfaces.

Fig. 7-49 After making addibons 1o the
antenor teeth, the gingiva appears de-
pressed, so add pink resin 1o the junction
to improve esthetics.

Fig. 7-46 Fig. 7-47

Fig. 7-50 Adjust the molar region,

Fig. 7-49 Fig. 7-50
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Modification of Esthetics and Occlusion

Fig. 7-51 The “old™ dentures have be-
come the intenm dentures. Check the
occlusion after fimshing the mandibular
anterior region. Hold the dentures ntra-
orally with fingers as shown in the photo,
to stabilize centric relation positwon. The
maxillary denture could rotate into centric
occlusion if not stabilized. so hold the
dentures 1o check centnic relation.

Fig. 7-52 Check occlusion on the pa-
tient’s right side.

Fig. 7-53 Smooth the lingual surfaces

Fig. 7-54 Usec a diamond disk to fimsh
the nterproximal areas for opomum
esthetics

Fig. 7-55 Use a diamond disk to create
the interproximal separation from the
meisal edges along the lingual surface.
This improves esthetics since the ares s
visihle when the mouth s open

Fig. 7-52

Fig. 7-55
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Complete Denture Fabrication

Fig. 7-56

Fig. 7-60

Fig. 7-57

Fig. 7-58

Fig. 7-61

Fig. 7-56 Recontour the gingival por-
nons of the antenor teeth before adding

TS

Fig. 7-57 Place Kooliner in the depres-
st below the antenior teeth. Be careful
o avord changing the shape of the con-

ditiomer

Fig. /-8 Use fingers 1o modify  the

shape near the mandibular border

Fig. 7-59 Use the flat blade of an instru
ment o place temporary matenals and

fimish the resin contours

Fig. 7-60 Use monomer 1o smooth the
resan surface. The labtal comours should
be in harmony with the dentare bofders
prior o making the final impression. Since
the mternm dentore is wed lor making the
fmal impression., the contours and position
of teeth are important and the impression
could be compared 10 one made usng o
custom tray, The procedures wsed fo
mtenm dentures are essenbial lor makmg
the final impressions

Fig. 7-61  Place the mandibular denture
intracrally and check the shape of the

resin

Fig. 7-62 Use fingers to mamnpulate the
lpps and shape the resin

Fig. /-63 Use the up of the lingernal 1o
check of the resan has polvmenred
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Fig. 7-64 The labial contours have been
completed to create a smooth transition
between the denture border and cervical
areas of the antenor tecth.

Fig. 7-65 Although the molar region is
still narrow, the tongue space is wider
oward the antenor. Lengthemng the
lingual borders may cause the patient to
feel uncomfortable since the arch width 15
the same. The arch should be made wider
along the lingual surfaces in the molar
regions, then the patent will not be con-
cerned with exiended borders. I the area
is not widened. the pabient may request
cshorter borders since 1t feels as though
the throat is constricted and breathing is
obsiructed.

Fig. 7-65



Complete Denture Fabrication

Fig. 7-67

Fig. 7-66 Frontal view of the dentures.

Fig. 7-67 Observe the dentures with the
lips retracted slightly and note a space
located buccal to the premolars. behind
the commissures; this indicates lingual
placement of posterior teeth. The lingual
placement of posterior teeth is pot ideal
and can compromise esthetic results. It s
not recommended to place premaolars buc-
cally in a mandibular denture since there
are buccal frena in the region. There
should be a balance between the buccal,
lingual, and occlusal surface factors when
arranging teeth: a balance can be attuned
using linguah#zed occlusion
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Fig. 7-68 Add resin on the incisal edges
of the mandibular sntenor teeth  to
stabilize centnic relation  position with
antenor support. Antenor teeth contacts
are necessary for incisang food

Fig. 7-69 Place resin on the mandibular
AniCrir lL'l'-th i‘ll'll'li imsiruct the Paiiemn Lo
occlude

Fig. 7-T0 Incsing food cannol  ocour
withowt anterior tooth contacts and den-
tures lacking antenor contacts are only
s elfective. The frontal view of this
denture shows lingually arranged molars
The nssue conditioner on the buccal has
been reduced lcaving a space between the
tecth and buccal border. The patient com-
plamed of trapped food in thes area since
there was no self-cleansing action. The
check cannot fill the gap created so food
collects  eamly, therefore, the poste-
rior teeth should be arranged buccally.
Buccally arranged posterior tecth may
cause the denture to rotate or dislodge
thus justifving a more hingual arrange-
ment. Il the teeth are arranged toward the
buccal, a linguahzed occlusion should be
uscd

Fig. 7-71  Coat the ooclusal surfaces with
monomer o enhance the bond between
the new resin and artifical teeth. Add resin
on the occlusal surfaces o modify the
occlusal plane and vertical dimension of

iscclusion

Fig. 7-T2 A tooth-colored resin 15 used
to establish the ooclusal plane.

Fig 7-71



Complete Denture Fabrication

Fig. 7-73  Add resin bilaterally on the
mandibular denture

Fig. 7-74  After adding resin, insert the
denture mtraorally and instruct the patient
o occlude m centne relation position

Fig. 7-75 Remove the denture carefully
o prevent distorting the resin

Fig. 7-7T6 Remowve excess resin along the
hngual surfaces 0 enlarge the tonguc
"-.'I.'l.nll..'l.'

Fig. 7-73 Fig. 7-74

Fig. 7-77 Afer adjusuing the hngual
surfaces. the postenor eeth appear 1o be
placed buccally when compared with the
previous tooth positions and the tongue
space s larger

Fig. 7-78 The buccal surfaces have been
extended considerably.

Fig. 7-79 Using the retromolar pad as a
reference point, place a ruler on the nght
side. The hingual surfaces should contact o
hine drawn from the camne 10 the nner
surface of the retromolar pad. The den-
ture hase must be extended over the
retromolar pad or repeat the denture base
modhfication procedures

Fig. 7-80 Placc the ruler on the left side
between the inner surface of the retro-
maolar pad and mesial of the camne. and
check the hngual surlace contacts.

Fig. 7-77 Fig. 7-78
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Fig. 7-B1 The cusp tip of the distalmost
maolar should be at a level between the
center and uppermost part of the retro-
molar pad. Reduce the opposing maxillary
molar contacts if the vertical dimension of
occlusion 15 10 remann the same.

Fig. 7-82 The occlusal plane s evaluated
using the center of the retromolar pad as
the postenor reference and the incisal
edge of the maxillary antenor teeth as the
antenor reference. In order to increase the
vertical dimension. make additions 1o the
maxillary  molars, not the mandibular
molars. To decrease the vertical dimen-
won of occlusion, reduce the maxillary
posicnior teeth when opposing mandibular
tooth contacts.

The maxillary antenior teeth form the
reference for the maxillary  denture
esthetics and if not used as a reference.
the occlusal plane wall not be parallel with
the ala-tragus hine. The incisal edges of the
maxillary central incisors should extend
slightly bevond the occlusal plane but
should not have a vertical overlap bevond
2mm. A deep vertical overlap s an abso-
lute contraindication in complete denture
treatment.

If a patient wants more of the antenor
teeth showing. do not intrude the man-
dibular teeth nor have them obscured
from wview by the hps, Some vertical
overlap s permissable due 1o canine and
premolar gudance in protrusive  move-
ment resulting in a small incisal angle. but
no antenor overlap or a zero degree incisal
angle is besi.

This principle should be followed: the
inctsive angle should never be larger than
the antenor condyvlar inclinaton. If the
mcisive angle is zero degrees, the occlusion
s casy since the angle of the distalmost
molar 15 one-hall the condylar inchnation.
Do it wse a deep vertical overlap when
using the hilateral balance occlusion con-
cept in complete dentures. Achieve bi-
lateral balance between the hngual cusps
of the maxillary postenors and the fossae
of the mandibular postenor occlusal sur-
faces. The retromolar pad s an important
reference used in setting teeth.

Fig. 7-81

Fig. 7-82
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Fig. 7-84

Fig. 7-87

Fig. 7-B3 Since the patient expressed a
desire for an increase in the wvertical
dimension of occlusion. more resin was
placed in the molar regions which created
an open antenor occlusion. Addimonal
resin was placed on the incisals of the
mandibular antenior tecth

Fig. 7-84 Add resin on the mandibular
anlerons.

Fig. 7-85 Instruct the patient 1o occlude
with the dentures in position.

Fig. 7-B6 The anterior teeth have been
lengthened

Fig. 7-87 Postenor view shows a wader
denture than the ongnal with tecth
arranged more facially. With the tongue in
a relaxed position. the up of the tongue
placed along the cervical regions of the
anterior teeth. the tongue will be level
with the occlusal plane. The tongue resting
along the inner surface of the denture
helps maintain the mandibular denture in

position.
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Fig. 7-88 Modify the lingual surfaces

Fig. 7-89 Finish the additional resin
surface

Fig. 7-90 Lateral view ol the panent

Fig. 7-91  Use a compass (o0 measure the
veriical dimension of occlusion

Fig. 7-92 Place the mstrument at a
subnasal pownt then adapt it 1o the chan. A
| or 2mm difference occurs depending on
the measurement method

Fig. 7-93 The measurcment revealed
fimm for the vertical dimension of occlu-
S

Fig. 7-94  Always posion the panent
and chair in an upright position

Fig. /-85 It is important 10 mamntam the
maxiflary denture occlusal surface approx-
mmately parallel with the ala-tragus line

Fig. 7-88 Fig. 7-89

Fig. 7-91

Fig. 7-90

Fig. 7-92 Fig. 7-93

Fig. 7-95
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Fig. 7-96 Fig. 7-97

Fig. 7-96 The interpupillary line and
occlusal plane should be parallel from a
frontal view.

Fig. 7-87 Through these procedures, we
have achieved the mitial goals for the
interim denture procedure
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Chapter 8

The Final Impressinnl

Fig.8-1 LUse a low wiscosity. sihcone
impression material for the final impres-
sion. A silicone impression matenal has a
characteristic flow when maixed, but 15 not
well-suited for humid environments. The
mixing tme should be regulated strictly
since the setting time s affected by humid-
ity and temperature. The affects on the
material prior (o intraoral placement s¢em
10 be relatively small. The temperature
difference in the mouth accelerates the
setting time, a special characteristic of
silicone impression matenal.

There s no need 10 wait up to 15
manutes before placing the material in the
mouth, 3 tme requirement used in the
past. However, keep a card with the steps
and times outlined for easy reference since
it is important to follow the timing critena
strictly. Be certain 1o apply an adhesive on
arcas of exposed resin; the silicone mate-
ral will adhere 1o dry tissue conditioner.

The final impression can now be made since the shape of the denture
has been determined by tissue conditioning procedures. The borders have
been formed through the conditioning procedures and this interim denture
makes an ideal custom tray.

R i e

Fig. B-1
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Fig. B-2

Fig. B-3

Fig. 8-4

Fig. 8-2 The patient should wear the
tissue condiioner-lined demture at Ileast
one week prnor o making the fimal sm-
Pression Wash the hssue-bDedaring surtace
with a denture brush and soap 10 remove
Gimlaminanis [rom .lhl., “.“.i'.i""l-.‘il surface
Brush all undercut areas and do not worry
about creating a rough surface since this

will b used as a custom [ray

Fig. 8-3 LUse a towel to absorb all mons-
ture after washing the surface

Fig. B-4 Llsg a har drver Lo dry the inner
surface with hot mir before placmg any

impression material

Fig. 8-5 Place gauze intraorally over the

tissues before making the impression
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Fig. 8-6 Mix the material rapidly within
the specified time. It 15 difficult o deter-
mne whether or not the maternal has been
completely mixed so mix until the two dis-
tinct cofors are not easily discerned. Mix
as thoroughly as possible using this subjec-

live Crilerion

Fig. 8-7 Quickly place the impression
material mto the mtenm denture within
the time limt

Fig. B-8 Initially spread the material on
the inner surface. then spread o over
the border arcas with a painting motion
Spread the matenal evenly over the sur-
faces since excess matenial from insade the
tray may not flow over all borders

Fig. 8-9 Work guickly within the spec
ified nme penod

Fig. 8-10 Place the denture intraorally
bv seating the postenor border first, then
seating the antenor arca. The posteror 1o
antenior seatimg mobon helps msure Lhat
excess matenal flows toward the antenor
If the direction of placement were re-
versed, excess maternal may flow toward
the postenor. induce the gag reflex, and
result in @ POOT  IMPTEsSSIOn Secat the
patient in an upright position when
making the maxillary impression o
prevent matenal from fowing posteriorly
The patient can be seated m a rechned
position for the mandibular impressson

Fig. 8-6 Fig. B-7

Fig. 8-8 Fig. B8-9

Fig. 8-10
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Fig. 8-13 Fig. 8-14

Fig. 815 Fig. 8-16

Fig. 817

Fig. B-11  Apply pressure to the maxil
lary denture with the patient’s mouth open
and check for excess matenal in the
postenor region. Use a finger to wipe
excess matenal im the postenor region 1o
the side. Instruct the patlent 1o open
widelv 1o muscle tnim the molar regions
with the coronmd processes

Fig. 8-12 Muscle trim the molar regions
using the thumb along the ryvgomatic
arches. Place the index fingers in the
corners of the mouth o hiskd the tray and
us¢ the thumbs 0 nm the orbiculans
ons and bucomator muscles simultane-
ously. Follow the shape of the denture tray
to trim the upper hip, bringing the tips of
the thumbs mto close proxamity

Fig. 8-13 Use the fingers 1o hold the tray
im the occlusal surfaces m the molar

TCEIONS.

Fig. B-14  [mually instruct the patent 1o
open severnl times guickly before the
matenal has set, then repeat this action as
the matenal sets. This action helps muscle
tnm the hilateral areas distal 1o the second
molar and buccal postenor regions

Fig. B-15 Retract the hp and check the
borders.

Fig. 8-16 Usec an ar synnge 0 release
the seal and remove the denture tray

Fig. B-17  View of the tssue-bearing sur-

face of the final IMPrESsiomn
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Fig. 8-20 Frontal view of the finul im-

pression

Fig. 8-21 Lateral view. night side

Fig. B-20

Flg 8-21
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Fig. B-22 The impression of the antenor
region has a distinct maxillary labaal fre

num, as well as left and nght buceal frena

Fig. 8-23 The impressaion has a good re
privfduction of the arca between hamular
niches and fovea palatmae i the poste-

IO region

Fig. B-24 Yiew of the mner surface on
the lell sade

Fig B-25 View of the inner surface on
the rneht e <hows a buccal renum

presenl (mdicated by the armow )

F"'_J B-26 The fowvea palalinae are 1m
portant for locatmg the vibratng line; the
vIDratime Nne s alwiavs bt eid |"1I=-'.L'-'I~"1 L
the fovea palalinae, never m an antenaor
position, | he photo shivws the vibratmg
ine and fovea palatinae marked with a

wWoalet ‘-"I".I"Il.' |"|.'--I.|i

Fig. B-27 Place the mpression nira
orallv to mark the vibrating line. Lise
sharp scrssivs [0 Inmm eXOess  maicri

shightlv distal to the vibratmg line

F”:i B-2B Photo shows the trimmed paos-

terinr bordet

Fig. B-22

Fig. 8-24

Fig. 8-26

Fig. B-28

Fig. 8-23

Fig. 8-25
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Fig. 8-29

Fig. B-33

Fig. B-29 Making complete denture im-
Pressions using an impression paste does
not allow repositioming  the impression
miraorally sance the matenal s bnttle
and can break casmly. With a silicone 1m
presston matenal, the maxillary  final
impression can be reposiioned imtraorally
prior to makimng the mandibular impres-
ston. This allovws an intraoral check of
maxillary denture fit and retention

Flace gauze intraorally pnor (0 making
the final mandibular impression. Instruct
the patient 1o occlude lightly when making
the impression 1o smmobihize the tray. The
opposing teeth mammtam the correct posi-
tion in centne relation rather than if the
operator uses hand-held pressure

Fig. B-30 It is essential to dry the mner
surface of the mandibular denture using a
hair drver, following the same procedure

done on the maxillary denture

Fig. 8-31 Measure the appropriale

lengths of impression matenal

Fig. 8-32 M™ix thoroughly within the
speciiied time until all color streaks have
disappeared

Fig. 8-33 Place matenal in the tray and
ower the borders in the same manner

forllowed with the maxillary impression
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Fig. 8-34 Wan for the matenal to reach
a higher viscosity before placing it intra-
orally so the matenal does not flow or dnp
when the tray is inverted. Do not rush the
imtial placement. Although some ime has
clapsed, complete the remaining pro-
cedures guickly

Fig. 8-35 Reflect the facial tissues after
positioming the trav o allow matenal o
flow in the buccal vestibules.

Fig. 8-36 Muscle tnm the mental region
by rotating the tips of the fingers.

Fig. 8-37 Hold the buccal areas of the
mandibular denture with the thumb and
index finger. Instruct the patient 1o press
the tip of the tongue along the antenor
teeth firmly to tim the lingual borders and
surfaces. Simultancously use the nuddle
finger 1o confirm tension in the mylohyoud
muscle

Fig. 8-38 Follow the same procedures
used in tissue condinomng for muscle
tmmmang the final impression.

Fig. 8-39 Retract the lower hip to check
the border

Fig. B-40 Remove the denfures as onc
unit by rotating the mandibular denture
then removing the maxillary denture

Fig. B-34 Fig. B-35

Fig. 8-36 Fig. 8-37

Fig. 8-38 Fig. B-39

Fig. 8-40



Complete Demnturs Fabricaton

Fig. 8-41 Right view of the final impres

Fig. 8-41




The Final ||'|||1:|_'---:n1|

Fig. 8-43 Frontal view of the final im-

I'.-I AR M

Fig. 8-44 View from the postenor, lin-

I-_'Ll.ll .'\.'-rh [ |

Fig. B-43

Fig. B-44



Complete Denture Fabncation

Fig. 8-45 View of tissuc-beanng surface

of the mandibular denture

Fig. B-46 View showing the shape of the
mental regun

F-q.:ﬂ--:?' Fhe border spreads over the
sublingual glands approximately 1.5cm on
either side of the bhagual frenum. The
length and wadth of these borders arc im
portant since if they are inadequate, the
denture can |ll,, -_||-\.||||-|_;_|_' Flll_'\-'\-uqu_ L ]
can ¢asily occur due io the thin mucosa on
the hngual. especially near the gemial

"
tubercle

Fig. B-48  Frontal view of the mandibular

1Al i ression

Fl-:_J B-48 VYiew of the neutral zone on

the mght buccal sheli regon

Fig. 8-48 Fig. 8-49



ig. B-5U View of the neulral sone oOn

the left buccal shell reon

Fig. B-51 View of the tissue-bearing suf
lace on the lelt side. snce the buccimaton
muscle muns honzontally, there n con
ssdermiable ssueE IDIerance w hen the buccal
shiell region exiends shighily over the ex-

ternal obhgue hne

e "
Fig. B-0¢  View ol the Dissoe-hesnnge sur
face on the nght sikde. A pressure spod
moseen belivw the nght second ok

Pressure Spods occur oflen al Ine  miosd

postenor extent of the mylohyvoud hne

Fig. B-53  Raeght view ol the hin impres

AT

Fli_'.l H-54 Frontal view of the hinal den

fure IMpPpressaom imn ogciseon

Fig. B-52

Flg 8-54

Fig. B-51

Fig 8-53

Final Impression
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Complete Denture Fabrication

Fig. 9-3

Fig. 9-3 Wrap a strip of stick wax around
the impression by following the outer
surface height of contour. If the wax 15 not
placed along the height of contour, the
impression border will not be reproduced
on the cast

Fig. 9-4 Use a hot wax spatula to melt
thie wax (o the impressson materal

Fig. 9-5 The view of the left side shows
a curve formed when the boxmg wax
follows the height of contour around the
IMPressin

Fig. 86 The view of the nght sade shows
the wax along the height of contour in the
antenor region. The adjustments that will
be made on the anterior border at comple-
won do nofd affect boxing

Fig. 8-7 Place the occlusal surface of the
impression on the table and wrap a sheet
of boxing wax around the impression
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Boxing

Fig. 9-8 Wrap the sheet of boxing wax
around the stick beading wax

Fig. 3-9 Use a hot spatula and a prece of
stnp wax to dnp wax and seal the junction
hetween the beading and boxing waxes.
Be careful to avoird making holes when
trving to seal the junction directly wath a
hot spatula

Fig. 9-10 As the wax contacts the hot
spatula, the melted wax drps and flows
inio the gaps

Fig. 9-11  Fill all the gaps between the
shect wax and stick wax. When the sheet
wax does not overlap. seal the open
margins. The previous figure shows over-
lapped sheet wax

Fig. 9-12 After sealing the impression-
side surface, seal the junctions on the
occlusal-side. Follow the same procedure

Fig. 9-13 View of the completed, boxed

I F‘I (=S L)

Fig. 9-14 When boxing an impression
made of sihcone mpression maternal,
mark the height of contour

Fig. 8-15 Flow wax mto asir pockets or
deficient arcas in the impression

Fig. 9-8 Fig. 9-9

Fig. 9-10 Fig 9-11

Fig. 9-12 Fig. 9-13

Fig. 9-14



118

Complete Denture Fabrication

Fig. 9-16

T

LT T A e e

Fig. 9-17

Fig. 9-16 Frontal view showing modifeed
arcas in the mandibular impression and a
boxing line marked.

Fig. 9-17 Right side view.
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Boxing

Fig. 3-1B Left side view shows small
areas filled with wax

Fig. 9-19 Posterior lingual view shows
the transibion between the sthcone impres-
sion material and intenm denture fOlled
with wax to make a smooth transition.

Fig. 9-18

Fig. 9-19
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Complete Denture I abvication

Fig. 9-20 Since wax does not adhere 1o

=% silicone impression matenals, boxing s

b ; done using a 3150 mix of pohshing pumice

\-_t.'-: J and plaster

A=

7 Fig. 9-21 Use slurry water when mixing
the pumice and plaster o accelerate the
sctting time. A boxing plaster can also be
used in the mix
Fig. 9-22 Place the pumice-plaster mix

g 920 on a sheet and push the impression into

the muix to the tissue level

Fig. 9-23 Tnm the arcumicrence quick-
Iv since slurry water accelerates the set
I'mim the mix along the previously scribed

line for the height of contour

Fig. 9-24 Afier the matenal has set. the
S0:50 mix of pumice and plaster s casy
o tnm o the desired shape on a model

LrirmImeT

Fig. 9-22 Fig. 9-23

Fig. 9-24 | |
g
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Boxing

Fig. 925 Completed tnmming leaves
adequate width around the impression

Fig. 9-26 Use a sheet of boxing wax 1o
wrap around the crcumference and scal
the junctions as descnbed previously

Fig. 9-27 Apply separating medium on
the plaster surface prior 10 pounng stone;
the medium also acts as a surfactant

Fig. 9-28 Use a vacuum spatulator to
mix the stone, then pour the stone directly
from the miving bowl. Always mix the
stone with a vacuum spatulator to avod
incorporating air bubbles

Fig. 9-29 Before the stone has set com-
pletely, carve triangular indentations for
a split-cast method

Fig. 9-26 Fig. 9-27

Fig. 9-28 Fig. 9-29
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Complete Denture Fabrication

Fig. 9-30

Fig. 9-31

Fig. 9-30 Boxing wax is made 1o a
umform thickness according o ADA
specihcations. Do not make the base of
the master cast too then or too thick

Fig. 9-31 Use plaster scissors to remove

boxing stone after the cast has sel

Fig. 9-32 Separate the cast from the im

PrCssion

Fig. 9-33 A silicone impression material
can be scparated from the cast or tissue
conditioner more easily than an impres-

SN paste



123

Boxing

Fig. 9-34 The mandibular master cast
shows the retromolar pads clearly repro-
duced. Also, boxing the impression results
in uniform cast land areas surrounding the
cast, adequate base thickness, and good
position of the reproduced anatomy in the
casl.

Fig. 9-35 The depth and thickness of
both the buccal shelf and lingual regions
have been reproduced well, following
chmcal miormation obtmned from the
micnm denture, and provide the ap-
proximate thickness desired in the final
denture.
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Chapter 10

Posterior Palatal Seal

Fig. 10-1 A border seal is difficult to
achieve in the palate and considered un-
reliable if located immediately distal to the
molars.

The postpalatal seal is established by carving away the necessary amount
of stone between the anterior vibrating line and line connecting the hamular
notches behind the maxillary tuberosities. This is an important area for
creating a border seal. If the posterior border seal is inadequate, the reten-
tion of the maxillary denture is lost and the denture is less than half as
effective.

Fig. 10-1
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Fig. 10-2

Fig. 10-3

Fig. 10-2 The wvibrating line is scnbed
postenor o the fovea palatinae for deter-
miming the posteror palatal seal. The
areas marked m blue are the fovea
palatinae. The postpalatal seal wvanes
among individuals and relates 1o the shape
of the uvula, as discussed later.

Fig. 10-3 This shows the situation when
the postpalatal seal is determined on the
master cast. The black poimis denote the
fovea palatinae. the camel-back shaped
mark anterior o the fovea palatinae
corresponds to the antenor vibrating line
and the postenor line corresponds 1o the
postenor vibrating line or “ah-line”.
Observe the tissues intraorally as thew
vibrate, then transfer the positions to the
cast with an ndelible marker. Note the
uvula clevates as the patient says “ah”
since the nasal cavity s obturated and the
“ah-fine”™ wvibrates.

This cast has a wave-hke extension
along the postenor between  hamular
notches. This represents the best location
for the postenor border seal and does noi
vibrate. The midline area postenor to the
fovea palatinae is not included m the
extension since it is very mobile.
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Postenor Palatal Scal

Fig. 10-4 Two methods are available for
making the postpalatal seal. The first
method uses instruments similar 1o those
shown mn the photo 1o carve the post-
palatal seal and the second method uses a
pressure-lype impression of the posterior
arca. An additional method uses round
burs 1o carve the wave or butterflv-shape
in the cast.

Fig. 10-5 Cut away stone from the cast
by pushing the np of a chisel, rather than
a pulling stroke.

Fig. 10-6 Remove stone in the post-
palatal seal area with the deepest portion
in the postenior, then gradually level
toward the anterior.

Fig. 10-7 Both sides have been carved
using the straight line connecting the
hamular notches as the reference.

Fig. 10-B Extend the postpalatal seal
Imm buccally bevond the hamular notch
peak. The depth of carving increases from
the hamular notch toward the midline and
should be a smooth transition anteniorly,
If a pressure area occurs on the movable
mucosa in the posipalatal seal area, the
resin can be reduced. Adding resin s
casier than trving to add an arbitrary
border seal after processing.

Fig. 10-4

Fig. 10-6 Fig. 10-7

Fig. 10-8
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Fig. 10-9 The mucosa is relatively thick
in the greater palatine foramen arca.
Carve a groove Imm in depth and width
along this arca then taper it gradually
short of the palatal rugae. Keep the same
depth along the posterior areas.

Fig. 10-10 Carve a lmm. uniform layer
of stone from the honzontal plane of the
palate; venfy the depth using the gauge on
the instrument.

Fig. 10-11  The depth of the postpalatal
seal differs between individuals and has
been carved to approximately 2Zmm in the,
photo. When carving the stone level, the
2mm depth may be obsérved along the
vibrating line.

Fig. 10-12 Indicate reliel areas on the
cast.

Fig. 10-13 Scribe the design for the man-
dibular metal base on the cast by drawing
the margin within the mucosa on the
alveolar ndge.

Fig. 10-10 Fig. 10-11
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Chapter 11

Preparations for Interocclusal Registration

Fig. 11-1  Although mterocclusal regis-
tration may include difficult factors, the
procedure is relatively simple. The regs-
tration can be done with a resin record
base or by using the metal base to support
an occlusion rim, The photo shows the
completed occlusion rim on the metal base
framework.

The record base should fit the tissues well to obtain a more accurate
interocclusal registration. Reline the tissue-bearing surface of the record
base using a silicone impression material to improve the fit intraorally.
Interocclusal registration is difficult even with an improved fit since the
record must be transferred from the oral cavity to the artuculator.
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Fig. 11-3

Fig. 11-2 Occlusal view of the metal
hase wath occlusion nim removed from the
cast,

Fig. 11-3 View of the tissuc-bearing sur-
face showing the postpalatal seal along the
posterior border of the metal base. Note
that the nght molar region has a mesh
framework design due 1w anticipated
resorption following healing at the extrac-
ton sale.



Fig. 11-4 Soak the cast in a waler bath
for 100 minutes at 45°C, approximately the
same temperature as a hydrocollowd tem-
pering bath. Soak the cast thoroughly and
aviad placing the cast i very hot waler
since it could cause cracks or breakage
Do not worry about shghtly dissolved
edges on the muaster cast since it s nol

critical in complete dentures

Fig. 11-5 Apply a compatible adhesive.,
m this case Absolute adhesive, on thi
nssue-beanng surface of the meial base
_111.,5 WK SIMe a|||-._'q.'-r"|-|_' ||hr-:r..-~n||'-r| r|1.:[=:||.|'-

does not shick 1 wiax

Flg 11-5 _";.[l]'-l\ 1|'|-|_' .|||i|‘1¢,"-.'.'~L' on the
surface and along the wax borders and

allow it 1o drv shghth

Fig. 11-7  Although a low viscosity sili
cone is pcceplable. a medium  viscosaty
{ Absolute Tvpe 1) was used. Li'se a mixing
pad and follow the speafied rato for the

base and catalyst

Fig. 11-8 Follow the mixing time sug-
gested in the imstructions and mix thor

oughly for a uniform colos

Fig. 11-9 Immediately after mixang, the
medium viscosily material has eood (low
charactensties. Place the matenal where
adhesive has been applicd and spread 1
evenly., Whether vsed on the mandibular
or maxillary record base, minally apply
the matenal in a horseshoe-shape. Do not
place material on the palatal surface n
-'-rLE-_-r i I|'|.|l||_;! |.||'\1.|"||..||.,1|'|;|1 e rl.."l.-.l'!'l.ll' hase
The procedures are identical o making

alginate impressions

F'IZ:.I 11-10 Seat the record hase on the
cast and place heavy pressure on the occlu

siom rom, especally for the maxillary cast

F::g 11-11 W e the exceess sthioone .1||'l|'|5_.1
the borders

Fig. 11-4 Fig. 11-5

Fig. 11-6 Fig. 11-7

Fig. 11-8 Fig. 11-9

Fig. 11-10 Fig. 11-11
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Fig. 11-12 Excess silicone completels
covers the arcumierence o the occlusion

nim as shown in the photo

FII;. 11-13 The silicone matenal covers
!Ill\. CIrcumierency even lIl'\l'll_' T e |'\l|='\-||_

nor hrorder of the record baise

Fig. 11-13



Fig. 11-14  The impression materal seis
|.||1--II'-. e tir The femperatune difference
hetween the matenal and the warmed
cast, stmilar to the temperature difference
present intraorallv. Remove the impres

ST WsINEe INC ar svnng

Fig. 11-15 Prv the record base off the
master cast from the pesternsor border. I
the cast wis not soaked thoroughly, the
mipression o matertal can  infilirate  small
stome  crevices making w0 dufficult 1o

TEmiye

Fig. 11-16  View of the Ussuc-boanng
surface of the record Dase alter removil

frovm 1he coast

Fig. 11-17  Remowe excess malcral usimg

i Bard-Parker knifc

Fig. 11-18  LUse sossors [0 Inm eXcess

sihicone borders

Fig. 11-16

33

Froparations for Internecclusal Hegistrainon

Fig. 1117

Fig. 11-18
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Fig. 11-21 Fig. 11-22

Fig. 11-23

Fig. 11-19 The silicone rehne procedure
creates a precise, well-Atting record base
similar to the final prosthesis. Although
excess silicone was not removed complete-
lv. the record base can be placed intra-
orallv. Check several climical fuctors such
as stability, retention, soft tissuc support,
border thickness. and overall tssue adap-
tation.

Fig. 11-20 Mark the retromolar pads on
the mandibular cast including the peak
and center of the pads as references for the
height of the occlusion rim

Fig. 11-21  Reduce the postenior borders
short of the retromolar pads 1o avoid inter-
fering with record base placement and
remowval, either on the cast or in the mouth

Fig. 11-22 Imierocclusal registration daf-
fers from making impressions since regis-
tration requires a stable record base
Placcment and removal of the record base
on the cast and in the mouth is difficult
with complete posterior border extensions,
w0 termuinste the borders anterior 1o the
retromolar pads. Keep the height of the
mandibular occlusion rim level with the
midpoint of the retromolar pad.

Fig. 11-23 By removing the postenor
segments, the centers of the retromolar
pads are visible and the height of the
ooclusion rim can be adjusted easily. Also,
it s easter o verify the wadth of the
retromolar pad when arranging the pos-
terior teeth in a hingualized occlusion
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Preparabons for Interooclusal Kegistratson

F-q 11-24 Ihoroushly soak the man
ditular cast i warm water, 45°C, in @
simtlar manner [ollowed for ithe maxillars

HETL

Fig. 11-25 1'l|"F'|"' the salicone  adhesivi
i the Issue-beanmg surface of the record

i'._|-\.|;

Fig. 11-26 Mix the medium-bodied sih

cone impression matenal  following  the Flg 11-24 F-‘EI 11-25
directions and spread the matenal along

the horseshoe "'\-r'l-|i1'l."a| ST ey

Fig. 11-Z27 Firmlv  press the  occlusion
i on the Casd I"fL'lll:ll CXLESS "'|E'|'.."|||i.' I
Hlow along the borders

Fig. 11-28 Use a spatuls o wipe and

remove excess sitlicone along the borders
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Fig. 11-31

Fig. 11-32

Fig. 11-34

Fig. 11-33

Fig. 11-35

Fig. 11-29  Excess sitlicone has been re

moved as shown in the photo

Fig. 11-30 Remove the record base from
the cast using an air Or air-water syringe
while lifting the postenor border with an

INSETUmCnt

Flg 11-31 Photo showing the master

cast and relined record base

Fig. 11-32 The silicone matenal repro-
duces the tmsue-beanng surface of the

canl

Fig. 11-33 Remove excess matenial using
a Bard-Parker knife parallel 1w the
occlusal plane. simular 10 procedures for

the maxillary record haesg

Fig. 11-34 It is difficult to trim thin
cdges of matenal wsing a Bard-Parker

kmife

Fig. 11-35 Use sossors o tnm  fhan

edaes
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Preparations for Interocclusal Registration

Fig. 11-36 Occlusal view of maxillary
and mandibular occlusion rims. The
silicone reline improves accuracy of the
mterocclusal registration by  increasing
record base stabihty. When placed intra-
orally, the record bases can be wsed to
verify the accuracy of the impressions and
master casts.

Fig. 11-37 View of the nsspe-bearing
surfaces of the maxillary and mandibular
record bases. This form is the result of
reline procedures and should resemble the
completed denture shapes.

Fig. 11-36

Fig. 11-37



139

Chapter 12

Interocclusal Registration

The interocclusal registration is a very important procedure in denture
fabrication since the maxillomandibular relationship is the basis for occlu-
sion. The relationship should be transferred to an articulator. This is a weak
point for clinicians either in making dentures or crowns and fixed partial
dentures; it is based on a disbelief or an intimidation of articulators. If
transferring the record to an articulator is disregarded or considered diffi-
cult, there is no justification for using an articulator.

Some preparation is necessary prior to making the interocclusal registra-
tion. Figure 12-1 shows the equipment needed for this procedure: the
equipment includes the following: two flat-plate instruments used to estab-
lish the occlusal plane, a guide used to determine the width of the anterior
teeth. a locator to verifv the position of the mandible, and a Fox plane to
check the relation between the occlusal plane and Camper’s line in a sagittal
section, and between the interpupillary line and occlusal plane in a frontal
section. Making an interocclusal record requires registration paste since it
is difficult to make a record without placing matenal between opposing
arches. A burner as shown in Figure 12-1 is important for this procedure.
Alcohol torches such as a Hanau torch produce a variable flame using an
air stream, while a burner maintains an even flame.

The procedures for the interim dentures result in balancing the occlusal
plane and determining the vertical dimension of occlusion relative to the
maxillomandibular relationship. This chapter details the procedures neces-
sary 1o achieve an accurate interocclusal registration.
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Fig. 12-1

Fig. 12-1  Instruments used for the inter-

occlusal registration

Fig. 12-2 Inmtially determune the thack-
ness of the denture in the molar regon:
the photo shows a measurement at the
distal of the hirst molar. Lise the cahpers
i messure the distance between the
occlusal surface and thissue-beanng surface.
and check the dstance on the opposite
side. This dimension can be mamtamed or
changed according to o predetermined
value
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Interocclusal Registration

Fig. 12-3 Posiion the calipers in an area
using an anatomic landmark

Fig. 12-4
s measured and transferred 1o the occlu-
sion rim. Use the same anatomic landmark
on the tissuc-beaning surface of the record
base to verify the measurement. The land-
mark can be located easily since the record
base was relined with a sthcone impression
materal

I'he occlusogingival dimension

Fig. 12-5 Repcal the measurement pro-
cedures in the antenior region.

Fig. 12-6 Use the mdentanion of the -

sive papilla as an anatomic reference.

Fig. 12-7 Place the calipers on the same
reference in the record base and mark the
level on the anterior ooclusion rm.

Fig. 12-8 Repeat the procedures for the
right side

Fig. 12-9 Position the calipers on an
anatomic reference and measure the dis-
Lance.

Fig. 12-10 Transfer the measurement
and mark the level on the occlusion nm.

Fig. 12-3 Fig. 12-4

Fig. 12-5 Fig. 12-6

Fig. 12-7 Fig.12-8

Fig. 12-9



142

Complete Denture Fabrication

Fig. 12-11

Fig. 12-12

Fig. 12-13

Fig. 12-17

vy

Fig. 12-18

Fig. 12-11  Use a Bard-Parker kmie 1o
connect the antenor and posterior marks
on the occlusion nm: the marks mdbhcane
the level of the occlusal plane corresponid-
ing 1o the same occlusal plane of the
interim denture

Fig. 12-12 Cut the occdusion nm along
this line

Fig. 12-13 The Occlusal Rim Inclinator
has a shght curvature and inclination
which is reproduced on the occlusal sur-
lace of the ooclusion rom

Fig. 12-14 The instrument has a poste-
nior rim which s placed in the hamular
nolch regions then rotated onto the oc-
clusal surface o reproduce the inclination

Fig. 12-15 Apply the heated inchinator
and melt the wax to the level of the marks
scribed into the occlusion nm

Fig. 12-16  After removing the inchnator.
the occlusion nim has a flat occlusal plane
ol the marked level

Fig. 12-17 Place the maxillary occlusion
rim intraorally and mark the madhine. The
midline mav not be a straight line of drawn
from the patient’s side and could be ofi-
center if not checked from a distant posi-
fin

Fig. 12-18 Prepare the facebow fork to
transfer  the position
of the maxilla to the articulator, prior to
making the mterocclusal records. Place
the facebow fork on the occlusion nm 1o
check the onentation

fhree-dime nsional
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Interocclusal Registration

Fig. 12-18 Fix the faccbow fork to the
occlusion mim using sticky wax. The
facebova fork s difficull (o reémove of fixed
to the occlusion nm usimg baseplale wax
or if it was heated and melied directly o
the ooclusion rim

Fig. 12-20 Muke a reference mark 43mm
above the masal edge of the central
incisors or use a reference in the Frankfort
plane between the infraorbital margin and
the trogus. The distance between the
reference mark and the mner canthus
of the eve 15 used 10 make an accurate

recording

Fig. 12-21 5S¢t the facebow while holding
it intraorally since the weight of the face-
how might displace the record base

Fig. 12-22 Mark the reference point.

Fig. 12-23 Set the facebow parallel 10
the mterpupillary line in a frontal section
and parallel to the face i the coronal

Secim

Fig. 12-19 Fig. 12-20

Fig. 12-21

Fig. 12-22 Fig. 12-23
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Fig. 12-24

Fig 12-25

Fig. 12-26

Fig. 12-24 The Occlusal Pressure Eguih-
brator is a thin plastic template filled with
liquid. Place the equilibrator beiween the
occlusal surfaces and when the patient
occludes, the record bases are held in
position intraorally rather than displaced
by movable tissues or the weight of the
facebow.

Fig. 12-25 The record bases arc stable
and held i posinon when the patient
occludes on the equilibrator. The occlusal
forces are balanced with this method even
when the opposing arch s dentulous
Cotton rolls can be used if the Occhusal
Pressure Equilibrator i unavailable. How-
CVET. Inaccuracics can occur between
opposing arches since the cotton rolls are
firm and create an imbalance or a fulcrum

Fig. 12-26 Mount the maxillary occlu-
sion Tim i an ariculator; the photo shows
a Denar amiculator. After making the
facebow record, remove the facebow fork
and anterior jig from the earbow. Transfer
the facebow fork and pig to the laboratory
without the earbow. Attach the anteror
jig into the incisal mounting index on the
articulator; this reproduces the three-
dimensional posinon recorded chimically
Mount the cast on the articulator by posi-
nommnmg the cast into the occlusion nm in
the facebow fork.
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Interocciusal Registration

Fig. 12-27 When mounting the cast, sup-
port the facebow fork using wedges or
“door-stops” to prevent the weight of the
cast from distorting the record

Fig. 12-28 Afier mounting the maxillary
cast, make the interocclusal registration to
mount the mandibular cast. Adjust the
occlusion rim in the same manner followed
for the maxillary occlusion nim. by re-
ferring to the micnm denture.

Fig. 12-29 Transfer the occlusogingival
measurement of the interim denture 10 the
occlusion rim.

Fig. 12-30 Locate an anatomic landmark
for a reference on the tissue-beanng sur-
face of the denture.

Fig. 12-31 Place the calipers on the same
landmark in the occlusion nm and mark
the level

Fig. 12-27

Fig. 12-29

Fig. 12-30 Fig. 12-31
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Fig. 12-32 Measure three areas. one an
tenor and two postenor regions, as shown

in the photbo.

Fig. 12-33 LUlse a Bard-Parker kmife 1o
comnect the marks that form the oeclusal
plane

Fig. 12-34 Cwt the occlusion nm along
the line made with the Bard-Parker knife

Fig. 12-32 Fig. 12-33
9 9 Fig. 12-35 The maxillary record base

extends postenorly (o the postpalatal seal
and the postenor eéxtensions of the man-
dibular record base were reduced antenor
i the retromolar pads. The occlusion nms
will be stable intracrally since a silicone

impression matenal was used 1o reline the
TIF-'!-"*L"'""UII"I“!! SUTTBTES

Fig. 12-36 Occlude the maxillary and
mandibular internim dentures after adjost-
mg intraorally and measure the distance
between ithe bssue-beanng surfaces of
both dentures, as shown in the photo

Fig. 12-34 Fig. 12-35 : - -
Fig. 12-37 Since the occlusogingival

heights of the occlusion rims were adjusted
according o the same heights in the
imtenm dentures, the measurement be-
iween hissue-beanng surfaces of the occlu-
sion nims in occlusion 15 essenhally the
same a5 belween intenm dentures in

occlusion

Fig. 12-38 Veniv the measurement of
the occlusion rims in occlusion by compar-
img 1t with the measurement made of the
imtenm dentures i occlusion

Fig. 12-36 Fig. 12-37 Fig. 12-39 Reduce the antenor regron of
the mandibular occlusion im o create
space for the mterocclusal registration
matenal

Fig. 12-38 Fig. 12-39
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Fig. 12-40 The antenor region between
the cammes s reduced by approximately
Jmm. Avoid having the patient thrust the
mandible forward 1o make anteror con-
tact duning the interocclusal registration

Fig. 12-41 The ala-tragus hne or
"-..-I"'I['"..'r."- pl.m-; % wsed o esiabhsh the

occlusal plane

Fig. 12-42 The incisal edges of the ante-
nor teeth are parallel o the imterpupsllary
line in a frontal section

Fig. 12-43 The vertical dimension of rest
can be determined uwsing the Willis
method, Measure the distance from the
interpupiliary line to the corner of the
mouth 8% the standard for the wvertical

dimenston of rest

Fig. 12-44 The distance from the base of
the nose 1o the chin B approximately the
same 8% the previously mentioned mea-
surement (Fig. 12-43)

Fig. 12-41 Fig. 12-42

Fig. 12-43
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Fig. 12-45 Fig. 12-46

Fig. 12-47

Fig. 12-48 Fig. 12-49

Fig. 12-45 Afer adjusting the antenor
region, check both occlusion nms intra-
orally and venfy the antenor gap.

Fig. 12-46 Mech utility wax onto the
ooclusal surface of the mandibular occlu-
S0 T

Fig. 12-47 Place utility wax or aluwax in
four symmetrical positions correspond-
ing 1o the molar and premolar regions
Observe the relation as the patient og-
cludes lightly. The utility wax softens at
mouth temperature and the symmetncal
positions create even occlusal pressures as
the panent occludes. If using a tnpod
arrangement for registration. a  heavy
anterior contact can displace the maolar
FCENms.

Fig. 12-48 Use a firm brush to apply a
lubricant such as petrolatum. A cotton roll
can be used but a brush s better

Fig. 12-49 Apply the petroleum jelly on
the maxillary occlusion nim; do not add
utility wax to the occlusal surface ol the
maxillary occlusion rim.
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Fig. 12-50 After verifying the dimen-
sions of the occlusion nms, make the
mitcrocclusal record. Some methods for
registration include having the patient
occlude while fixing the opposing wax
occlusal surfaces with a hot instrument or
using rivet devices to connect the opposing
rims. The method is not important as long
as the maxillomandibular relation is accu-
rate and secured

An asccurate interocclusal record re-
quires registration without uncven forces
s0 instruct the patient 10 occlude hightly.
The utility wax has some elastety with
light occlusal pressure, but the dentures
can rotate or the tissues are compressed
under heavy occlusal pressure. Place the
registration paste between opposing oc-
clusal surfaces and try o prevent uneven
forces.

Fig. 12-51 Mix then place the Bite Re-
gistration Paste on the occlusal surfaces;
this material has a fast setting time intra-
orally. Use a fast-set registration matenal
and have the patient occlude lightly to pre-
vent muscle fatigue or deviations in the
centric relation position.

Fig. 12-52 Use the centric localor 1o
guide and verify the centric relation posi-
tion using utility wax before making the
mterocciusal registration. When making
the registration, hold the jaw hghtly wath
the centnic locator as the material scts

Fig. 12-53 Remove the maxillary and
mandibular occlusion nms as one unit
when the registration paste has set. Dis-
place the mandibular record, then displace
the maxillary record to remove them
together

Fig. 12-54 Dislodge the maxillary record
using an air synnge o release the seal and

facilitate removal.

Fig. 12-52
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Fig. 12-56

Fig. 12-57

Fig. 12-59

VA

Fig. 12-55 The maxillomandibular rela-
tion between occlusion rims is maintained
since both nms were removed as one unit
and fixed with registration paste. The low
viscosity property of the registration paste
msured that no unreasonable forces oc-
curred due to the matenal and the close
tissue adaptanon was mantained by the
sthcone impression reline.

Fig. 12-56 The papillameter 5 used 1o
observe the relation between the lip and
alveolar ridge. the basis for the anterior
tooth arrangement.

Fig. 12-57 The edge of the instrument is
matched 1o the location of the incisive
papilla to determine the length of the
anterior teeth. The incisive papilla is
relatively fixed in both dentulous and
edentulous arches.

Fig. 12-58 Position the instrument in the
vestibule at an inclinabon approximating
the inchnation ol the ceniral nosors.
Moisten the hps and determine the hip hne
on the instrument

Fig. 12-58 Place the small ledge on the
back of the instrument against the mcsive
papilla on the cast.
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Fig. 12-60 The next chapter discusses
how the value obtained chmically s trans-
ferred to the cast,
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Chapter 13

Laboratory Procedures
(Tooth Arrangement, Processing, Occlusal Adjustment)

The laboratory procedures in complete denture fabrication are very
important but are time-consuming when compared to all other procedures.
Recent developments in materials and equipment make the actual
technique less critical. The laboratory procedures involve efficient use
of the best available system, although the operator must have the necessary
technical skills. A minimum amount of technical knowledge is necessary 1o
make a judgement regarding efficient use of a particular system.

Fig. 13-1  Maxillary and mandibular casts
have been mounted on the articulator and
the artificial reeth have been sclected

Fig. 13-1
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Fig. 13-3

Fig. 13-2 The incisal mounting index 15
removed and replaced wath the moisal
table

Fig. 13-3 The mandibular cast has been
mounted on the sriculator
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Fig. 13-4 The armficial teeth have been
sclected using a tooth indicator and the
shade was selected uvsing a shade gude.
In the past, porcelain teeth were used
routinelv but with developments in high
polvmer chemistry. resin teeth have prop-
ertics that surpass the porcelain matenal.
The porcelan tecth had a tendency o
fracture and wear casilv. The hard resin
used 10 manufacture arificial teeth signifs-
cantly reduces the occurrences of fractures
and resists wear. The shades of resin teeth
are excellent when compared to porcelain
shades.

Resin teeth are casy 1o arrange when
compared to the problems that occur with
porcelain teeth, Porcelain teeth are held in
position in the fnal prosthesis by a
mechanical bond mstead of a chemical
bond. The chemical bond between resin
teeth and the denture base matenal forms
a foundation supenor 1o the mechanical
hond i porcelain teeth

A decrease in the vertical dimension of
occlusion may occur over me. The de-
crease can be due 1o wear of the occlusal
surfaces and alveolar bone resorption
which could result in an increased load on
the anterior teeth. Flabby or unsupported
alveolar tssues can casily occur m the
maxillary antenor region with porcelain
antenor teeth with mereased load ante-
norly. Resin teeth appear to wear
a balanced pattern: they can be used
throughout both arches in antenor and
POSIENOr regions

Fig. 13-5 Different instruments such as a
compass, ruler, and papillameter arc used
to transfer patient messurements made
chinically 1o the articulator

Fig. 13-6 The ledge on the opposite sade
of the papillameter is placed on the nci-
sive papilla

Fig. 13-7 A frontal wview shows the
number 10 seribed on the cast. This corre-
sponds to the contact of the patient’s hp
line clinically on the I0mm line of the
papillameter
between the papilla and the lip line

It represents the distance

Fig. 13-8  An arbitrary length s selected
as a reference measurement from a point
on the cast. in this instance, Mmm was
used 1o set the compsass

TelA R

CULINE T A

5 -
"

Fig. 13-4

Fig. 13-5

Fig. 13-7
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Fig. 13-9 Use the set compass 1o place a
mark on the cast measured from the 10mm
line on the pamllameter

Fig. 13-10 The reference mark is used 1o
determine the lip line with or without the
occlusion nim in position

Fig. 13-11 Before arranging the anterior
teeth, apply sticky wax on the occlusion
nm at the approximate looth positions or
om the backs of the teeth 1o prevent tooth
movement dunng arrangemen! or denture
try-in

Fig. 13-9 Fig. 13-10

Fig. 13-12 Begin arranging the teeth by
placing the central incisor mitially.

Fig. 13-13 Arrange the lateral incisor
and canmine following the facial curvature
of the occlusion rim.
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Fig. 13-14 Arrange the antenior teeth
and use a template 1o venfy the teeth have
been set on a horizontal occlusal plane

Fig. 13-15 Venfy the position of the
anterior teeth using the compass set on the
reference mark for the hp line. When the
anterior teeth are set on the honzontal
occlusal plane, the incisal edges may be
even with the lip or shorter than the hp
line, correct for a male patient over 40

yiears old

Fig. 13-16 When the antenos tecth are
sel 1-2mm longer than the compass reler-
ence length, the teeth will show beyond
the lip line, usually done for a younger
look m women

Fig. 13-17 When the doctor has some
control over the procedures. the artificaal
tecth are set to the measurements made
from the patient. The incisal edges of the
anterior teeth are et 10 the compass refer-
ence iength

Fig. 13-18 Set the mandibular aniernor
teeth following the maxillary antenor
teeth. The vertical overlap should not

exceed 2mm

Fig. 13-14

| Fig. 13-17 Fig. 13-18
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Fig. 13-19 The mandibular antenor
teeth should not touch the lingual surfaces
of the maxillary antenors. A minimum of
Imm horzontal overlap s required for
complete dentures which differs from
overlap in fixed restorative treatment. The
amount of honzontal overlap also differs
according to the patient’s Angle classifica-
tion, cither Angle Class I, Class 0, or
Class M.

Fig. 13-20 The lateral view shows the
2mm wvertical overlap has considerable
depth. If the overlap s increased further,
problems occur between balancing ante-
nor guidance with the condvlar inchina
Tiins

Fig. 13-21 A reference line for setting
the mandibular teeth = marked on the
mandibular occlusion nm. Place a ruler
along the inner side of the retromofar pad
to the mesial hine angle of the comne and
scribe a hine

Fig. 13-22 Scrnibe another line on the
pcclusion nim between the mesial line
angle of the camine and the buccal side of
the retromolar pad. This line procedure
uses Dr. Pounds method for arranging
posterior teeth. Another method, Watt's
method, wses one hine marked from the
canine cusp tup to the center of the retro
molar pad.

Fig. 13-23 Arrange the maxillary poste-
rior teeth in wax

Fig. 13-24 The 1ooth arrangement s
based on a hingualired occlusion advocated
by Dr. Pound. The lingual cusps of the
mandibular teeth are posiboned between
the two hnes marked on the mandibular

oeclusaon rm.
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Fig. 13-25 Alfter semung the poslenor
tecth. the tooth contacts can be seen
the reflection-view on the template. The
lingual cusps of the first and second pre-
molars, the mesial and distolingual cusps
of the first molar, and the meswolingual
cusp of the second molar contact the oc-
clusal template. The diswohingual cusp
of the second molar does not touch the
template in order to creale a compensanng
Cure

The compensating curve i the frontal
section, Wilson's curve, s formed by
clevating the buccal cusps of the first and
second premolars, and gradually elevating
the buccal cusps of the first and second
moldars more than the pr:.'mﬂ!;lr-.. The
tooth  positions  are  illustrated the

following hgares.

Fig. 13-25a The hingual and buccal cusps
of the first premolar contact the occlusal
template

Fig. 13-25b The buoccal cusp of the
second premolar is elevated Imm [from the
template

Fig. 13-25¢c The buccal cusps of the first

molar are elevated 1-2mm.

Fig. 13-25d The buccal cusps of the
seoond molar are elevated 2mm and the
distolingusl cusp s clevated approxi-
mately lmm

Fig. 13-25a Fig. 13-25b

Fig. 13-25c Fig. 13-25d
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Fig. 13-26 The maxillary postenor teeth
occlude on the mandibular occlusion rim.
shown on the left sude

Fig. 13-27 The hingual cusps indent the
mandibular occlusion nm at five points on
either side. Although the indentations
appear to be positioned buccally, they are
actually positioned in the central fossac
of the mandibular molars. A lingualized
occlusion follows a tooth arrangement

Fig. 13-26 Fig. 13-27

amilar o the posinons of the natural
tecth. Conventional methods do not posi-
B1on posterior tecth buccally which creates
problems with denture rotation and other
functions. A lingualized occlusion has
postenior leeth posiioned buccally which
creates a wider tongue space while stabiliz-
mg the occlusion simultancously.

Fig. 13-28 Check the cusp contacts on
the template for the nght side

Fig. 13-29 Determine the ooclusal plane
from a pownt selected between the center
and UppcT Margin of the retromolar p;n.it.
This reference hine 15 used 10 determine
the mandibular occlusal plane. The maxil-
lary lingual cusps indent the mandibular
iocclusion nim corresponding to the central
fossa of the mandibular molars, located

slightly below the retromolar reference
point

Fig. 13-30 The five lingual cusp indenta-
tioiis on either side dre located inzide ol

Dr. Pound's line.
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Fig. 13-31 Bepin sctting the premolars
I'he premolars are ot cnncal 1o occlusion
but are important for esthetwes, Conven
tonal tooth arrangement has the pre-
molars  posiboned  hingually, producing
shadows. This method positions  both

muaxillary and mandibular premolars buc-
cally

I'he occlusion rim has been reduced so
that the retromolar pads are exposed. This
helps when imserting or removing the
pcclusion oom chmically o on the cast. The
shorl postenor borders do not affect inter-
occlusal registration since  the  sithoone

relineg material helps record base stability

Fig. 13-32 Frontal wview of maxillary
posterior tooth armngement

Fig. 13-31

161

Laboratory Procedures




162

Complete Denture Fabrication

Fig. 13-33

Fig. 13-34 Fig. 13-35

Fig. 13-26 Fig. 13-37

Fig. 13-33 Try in the tentative arrange-
ment although the mandibular posterior
teeth have not been set. Venfy the centric
relation positon. Consult the patient on
antenor esthetics since this is the first ime
the patient has seen the tooth arrange-
ment. The anterior tooth arrangement
should appear natural and does not in-
clude a metal crown on an antenor tooth.
Check the shade in addition to the tooth
arrangement since the patient was only
shown the shade guide sample previously.

Fig. 13-34 Check the maxillary tooth
arrangement in relation o the inner sur-
face of the check. If the teeth are armanged
lingually, a large triangular space
formed where food collects easily. The
cheeks and tongue are important in mast-
cation and cannol function properly if
there 15 a large space adjacent 1o the tecth,
The teeth should be arranged toward the
buccal. near the ongimal posinons,

Fig. 13-35 Check the maxillary tooth
arrangement on the left side.

Fig. 13-36 Rcmove the mandibular trial
denture o check the esthetics and tooth
arrangement: the premolars appear 1o be
in good positions, not placed oo far hin-
gually.

Fig. 13-37 Check the esthetics and tooth
arrangement on the left side
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F19.13-38 Note the amount of overlap in
the antenor region.

Fig. 13-339 Check the amount of vertical
overlap by marking the length of maxillary
incisal edges onto the mandibular antenor
teeth

Fig. 13-40 Measure the verucal overlap
mcluding the slope of the incisal edge; the
vertical overlap limit s approximately
2mim

Fig. 13-41 Observe the degree of over-
lap in this view. Even with a 2mm overlap,
the maxillary hngual surfaces touch the
mandibular incisal edges since the maxil-
lary hingual surfaces gusde the mandibular
antenor becth n profrusive movemenls,
Excessive vertical overlap can create prob-
lems i the dentures.

A zero degree honzontal overlap s
ideal but creates esthehc problems. Not all
esthetics problems can be resolved in com-
plete denture (reatment since there are
certain restraints, especially with the ante-
rior teeth

Patients with prominent maxillary teeth
can be handled in two ways. First, in an
Angle Class Il patient. the maxillary teeth
are positioned anteriorly 1o maintain this
relationship. Secondly. the antenor teeth
mav be positioned amenorly for esthetic
reasons rather than conforming o the
maxillomandibular relationship. Although
the two methods differ, they seem similar
since the tooth arrangement incorporailes
horizontal overlap. The contacts between
the maxiliary and mandibular antenor
teeth should also be considered since a
patient may protrude into antenor tooth

contact

Fig. 13-41
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Fig. 13-42

Fig. 13-43

Fig. 13-42 The lingual cusps of the man-
dibular molars have been arranged adja-
cent to a hne connecting the buccal surface
of the retromolar pad and the mesal
line angle of the canme. This may be
considered too far buccal but with a
lingualized occlusion, there 15 no denture
rotation since halance has been achieved

Fig. 13-43 The mandibular occlusal
plane is compared to the reference mark
al the center of the retromolar pad: i
should not be either above or below this
level. This is important o achieve a
balance between the surface of the tongue
and hnguo-occlusal surfaces ol the man-
dibular molars. The tongue will cover the
tecth if the occlusal plane is low. If the
plane s high, greater tongue movements
are reguired since mastication 15 ob-
structed

A curve of Spee 15 notl incorporated
when setting the maxillary postenior teeth
o avord including comphcating [actors
into the occlusion. Zero degree teeth are
uscd to simplify the occlusion but also
decrease masticatory capacity since there
15 no cusp-fossa relationshap. Since natural
tecth have a cusp-fossa relationship, some
people think this same relation contributes
10 denture stability. However, a cusp-tfossa
relationship may cause maxillary denture
displacement

Fig. 13-44 Check the nght side following
the same compansons used for the lefr

side



Fig. 13-45 Lateral view, left side of the
ooclusal relationshop between the maxil-

lary and mandibular tnal dentures

Fig. 13-46 Lateral view. nght side. The
opposing buccal cusps do not contact from
the second premolar to the second molar;
the space between the buccal cusps s
2mm. For esthetic reasons, the first pre
miolar has both baccal and !ln!:u.:l Culsps on

the honzontal plane

Fig. 13-45

| Fig. 13-46
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Fig. 13-47

Fig. 13-47 Ogclusal view of the maxl-
Lary tooth arrangement shows  buccal
placement of the postenor teeth. The
space m the mabir region s restored with

Ihl..' l“'Ln.'-..|| |1-|1-.|||.-.:-:1'-.

Fig. 13-4B Occlusal view of the man-
dibular tooth arrangement shows a lem
space between the distal of the second
maolar 1o the base of the retromolar pad
The postenor tecth can be changed 1o
create this space, [or example one pre
modar can be removed leaving one pre-
madar and mwo modars, instead of placing
four teeth in the postenor region
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Fig. 13-49 Place wax on the buccal
surface for gingival festoonmng

Fig. 13-50 Use a hot spatula to soften
the wax in the cervical regon so the wax
adheres to the artificial tecth

Fig. 13-51 Carve the cervical regon
using the same instrument angulation from
ANteror 10 posterion.

Fig. 13-52 Carve the cervical regions of
the antenor teeth using the mstrument.
Do not create a pronounced step. taking
mto consideration the flow of (ood

Fig. 13-53 The cervical margins are im-
portant for wdeal esthetics and there should
not be large variations created beiween
teeth, mesiodistally. From the frontal
view, the cervical inclinations in the wax
around the postenior teeth were carved
samilariy.

Fig. 13-54 From a lateral view, the first
and second premolar cervical margins are
simlar, A protroding cervical  collar
around the first premolar may be in-
evitable.

Fig. 13-55 Remove excess waX contours,

Fig. 13-56 Carve the cervical arcas and
place contours in the gingival regions.

Fig. 13-49 Fig. 13-50

Fig. 13-51 Fig. 13-52

Fig. 13-53 Fig. 13-54
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Fig. 13-57

Fig. 13-59

Fig. 13-61

Fig. 13-58

Fig. 13-57 Carve the cervical areas on
the hingual surfaces but do not make &
sharp ledpge since it can affect natural

cleansing

Fig. 13-58 Remove excess wax between
the teeth using a knife

Fig. 13-59 Gungwval festoomng 15 impor-
tant for esthetic reasons, as well as natural
cleansing. An elderly patient may not have
the dexterny 1o perform adeguate dental
hyvgene procedures, so make the cervical
regions smooth and shallow 1o avioed col-
lecting debnis,

Fig. 13-60 Ulse¢ an alecohol torch 1o

smadiath the wax surface

Fig. 13-61 The cenvical remons on the
lingual surfaces are made smooth using a
PKT waxing instrument or probe to create
a smooth form that will not trap debns
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Fig. 13-62 Wax palate patterns can be
used o form rugae and are simple to use
Sharp surfaces should be reduced and
polished in the completed denture so the
patient’s tongue will not become mitated
Palatal rugae function by acting 1o collect
and distnbute food while the tongue con-
trols the bolus: smooth rugse do nol
contribute 10 this role.

After extractions and alveolar ndge re-
sorption, a paticnt will feel a ditference
between the natural tssue level and
the denture. Avoid overcontouring the
anterior palate area or the panent will
complain of discomfort

Fig. 13-63 Ready-made palatal rugae
forms are available in wax for single use
only or in a material that can be reuscd
The rugae patterns vary i depth and
form

Fig. 13-64 Fromtal wiew showing the
completed gingival festoomng. A diastema
can be made. as shown between central
incisors. for esthetic reasons according 1o
the patient’s age and ability 10 mantain

hvmene procedures

Fig. 13-65 Lateral view: buccal cusps do
nol appear 1o have occlusal contact. Alter
processing and  selective  gninding.  the
shapes will appear differently

Fig. 13-62 Fig. 13-63
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Fig. 13-86 Prepare the base of the casts
for the split-cast method which is neces-
sary for remount procedures and occlusal
corrections after processing the resin,

Fig. 13-67 Occlusal view of the pro-
cessed mandibular denture; the SR Ivocap
Svstem was used as the resin system.

Fig. 13-68 Occlusal view of the pro-
cessed maxillary denture.



Fig. 13-68 Remount the casts on the
articulator using the split-cast method

Fig. 13-70 The processing error s
checked at the incisal pin and estimated at

approsimately lmm

F||;|_13-Tt Proceed with the selective

erinding procedures

Fig. 13-72 Selective gnnding procedures
for a bnguahzed occlusion reguires
decpening the mandibular fossae and
sharpening the maxillary lingual cusps

Fig. 13-73 The maxillary second molar
contacts the corresponding buccal surface
of the mandibular tooih. Adjust enther
contact and be certmn o sharpen the
maxillary cusps rather than reduce the

cusp height

Laboratory Procedures

Fig. 13-69 Fig. 13-70

| Fig. 13-71
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Fig. 13-74

Fig. 13-75

Fig. 13-74 Deepen the mandibular fossae
durning the selecuve gnnding procedure

Fig. 13-75 The contact paoants arc secn.
five on either side, after occlusal adjust-

menl

Fig. 13-T6 Omly the lingual cusps contact
in occlusion: the buccal cusps do not

cosniaact.

Fig. 13-77 After occlusal adjustment,
there i1s minimal overlap and minimal
influence from the maxillary buccal cusps
on the occlusion; these factors will be
corrected. Duning selective gninding. the
posterior borders of the denture bases
may contact and prevent accurate occlusal
adjustment. Check for contacts between
postenor denture bases or between oppos-
ing casts throughout the procedures.

Fig. 13-78 From a postenor view, the
cuspal inchines of the buccal cusps appear
to b at an angle rather than parallel wath
the occlusal plane

Fig. 13-79 Reduce the cuspal inclination
om the buccal cusps

Fig. 13-80 Reduce the mandibular buc-
cal cusps parallel wath the occlesal planc
since the opposing buccal cusps do nol
contact in a ingualized occlusion

Fig. 13-81 Adier selective gninding has
been completed. the overlap s casily dis-
cerned in the photograph. The overlap
increases from the second premolar to the
second molar and the adjustments prevent
contacts between cuspal inclines of the

buccal cusps
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Fig. 13-82 Do occlusal adjustments in

latera | F|-|.1-"'-I'|.Il.lllh i

Fig. 13-B3 A fully balanced occlusion for
complete denture occlusion was advocated
by Gysi. Ideally, fully balanced occlu-
sion helps stability but s difficult w0
maintain after denture insertion due to
the compressibility of mucosa snd changes
in occlusion. Pound felt that unilateral
balance was better than hilateral balance
Unilateral balance has working side con-
tacts without balancing contacts and o
the dentures have adequate retenbion, no
denture rotation occurs. Denture stability
s improved with the postenor teeth ar-
ranged medial o the alveolar ndge but
also results in madeguate tongue space
and poor food bolus control by the buc-
cinator muscles.

When a bngualized occlusion 15 used
with poor denture retention. denture sta-
bility is compromised. Adequate denture
retention s important when a unilateral
balance 15 wsed in linguahzed ooclusion
The required procedures can be done on
a semiadjustable articulator rather than a
sophisticated articulator

Fig. 13-82

Fig. 13-83
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Fig. 13-84

Fig. 13-86

Fig. 13-84 Antenor gurdance and balance
with the postenor occlusion s imporzant
o prevent denture rotation duc 1o excess
antenor contacts.

Fig. 13-B5 Use a pneumatic chisel 1o
remove stone from the processed denture:
this instrument 15 strong, durable, and
effective. Other instruments are available
such as large stone scissors, but are infenor
1o the chisel.

Fig. 13-86 The chisel used to remove
stone 15 effective in reducing labor nme
duning denture fabricabion; the mandibu-
lar denture s shown

Fig. 13-87 Photograph shows the stone
removed and separated.

Fig. 13-BB Dunng polishing procedures,
make all adjustments using a vacuum
mtake whech s important for the oper-
ator’s health.
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Fig. 13-89 Use a carbwde bur to reduce
the thickness of matenal. Be careful when
reducing the material i the antenor
region, including the six antenor teeth,
since this is an important arca for esthetics,
It is best 1o determine adequate thickness
for the antenior regon by checking the
appearance climically. If the antenor
border s reduced significantly. it could
affect denture retention and stability

Fig. 13-90 Use the Exa Dental pomint to
polish the resin since s produces less dust,
less heat, and does not need 1o be replaced

frequently

Fig. 13-91  After polishing the borders
and other resin arcas. remove  slone
remnants between the teeth. Although a
plaster solvent can be used, microblasting
with glass beads removes pieces of stone

gastly.

Fig. 13-92 Pohsh the arcas using a brush
and polishing pasic

Fig. 13-93 Use a denture brush and
tapping-hke monion o remove paste and
plasicr particles

Fig. 13-91 Fig. 13-92
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Fig. 13-4

Fig. 13-95

Fig. 13-84 Occlusal view of completed
maxillary denture.

Fig. 13-95 Occlusal view of completed
mandibular denture. Although some of
the contact points are not clear, a selective
gnnding procedure will be done climically.
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Fig. 1396 View of the ussue-bearnng
surface of the maxillary denture. Remove
any resin flash between the metal base and
resin fimsh hine but do not remove resin in
the hamular notch areas. Do not reduce
the frena arcas until checked chmically.

Fig. 13-97 View of the nssue-beanng
surface of the mandibular denture. Note
the metal base has & mesh design between
the nght premolar arca to the left canine:
this design 15 based on the assumption that
more resorplion may occur in this region.,
requinng a reline at a later ime.

Fig. 13-96

Fig. 13-97
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Fig. 13-98

Fig. 13-99

Fig. 13-98 Frontal view of maxillary and
mandibular denture in occlusion. The
molars appear positoned hingually, but
when checked chimcally, were found to be
in the correct position. Finish the tissue-
beanng surface lightly with a brush to
remove any sharp edges.

Fig. 13-99 Luateral view shows no con
tact between the retromolar pad area and
the maxillary tuberosity. The dentures
should be checked climically since some
patients will protrude into contact in this
arca. Although the anterior overlap can
compensate durlng A Profrusive  mave-
ment, interference between the denture
bases could compromise denture stability
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Fig. 13-100 From a postenor view, the
hingual frenum border appears jagped
although the mmpression was smooth
amooth the notches 10 prevent irmiatng
the tongue. Make the tongue space wider
by reducing the lingual flange thickness,
especially in the second molar arca
Although the tendency is 1o create large
denture bases, a wide 1ongue space 15 1m-
portant and a decsive factor to denture
comfort

The postpalatal seal should be smooth
at the postenor border even though the
tongue cannol reach this arca. Do not
reduce the postpalatal seal thickness; the
pressure areas can be reduced climcally
without compromising the postenor exten-
S0

Fig. 13-100
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Chapter 14
Denture Insertion

Fig. 14-1 Occlusal view of the completed
maxillary denture. The molars have a
narrow buccolingual dimension which de-
creases the occlusal forces and load on
the supporting tissues. Since a lingualized
occlusion was used, the molars appear 1o
be arranged buccally when compared 1o
a conventional tooth arrangement. This
creates a wider tongue space which is more
comfiortable for the patient.

Fig. 14-2 Occlusal view of the completed
mandibular denture. The notch placed
the denture base below the molars creates
space for a postenior, buccal frenum. The
buccal placement of postenior teeth creates
more tongue space and a ledge for the
tongue on the lingual surface. both impor-
tant for mandibular denture stability.

The last step in the denture treatment sequence is denture insertion in
the patient’s oral cavity. The result of clinical and laboratory treatment is
the creation of dentures as an artificial organ.

v Y959

~_ a

Fig. 14-1

Fig. 14-2
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Fig. 14-3

Fig. 14-4

Fig. 14-6

Fig. 14-3 A comparison of the mienm
and final maxillary dentures shows the
final denture completed to a form similar
w the mterim denture. The exceptions
include the posterior border region and
margins, the resin thickness, and the
antenor tooth arrangement.

An important factor in the denture was
the metal base which was used 1o rapid-
ly transmit temperature changes to the
palate. The dome of the palate does not
change so it is desirable to make this
denture area as thin as possible. Increased
thickness in resin. bilaterally, was created
to compensate for resorption.

Fig. 14-4 A comparison of the nssue-
beanng surfaces of the mtenm and final
muxillary denture shows similar forms.
The anterior region of the metal base
between premolars has a mesh design
which allows for resin adjustments a1 a
later time. Increased loads in the antenor
region are inevitable so when the occlu-
sion changes, alveolar bone resorption

Contimues,

Fig. 14-5 A companson of the ntenm
and final mandibular dentures shows the
buccal placement of the molars due 1o the
linguahzed ooclusion.

Fig. 14-6 A comparnson of the nssue-
bearing surfaces of the intenm and final
mandibular dentures shows similar border
shapes. The metal base was designed to
cover immobile mucosa. where minimal
changes in the alveolar ndge occurs.
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Denture Insertion

Fig. 14-7 After a trv-in intraorally, use
Fu-Checker to evaluate the tissuc adapia-
LR

Fig. 14-8 Place Fit-Checker in the areas
corresponding to the alveolar ndges. not
over the palate

Fig. 14-8 When checking the tssue
adaptation. use the Occlusal Pressure
Equilibrator to examine the denture occlu-
sion at the same tme. The Equilibrator
does not create uneven pressures of inter-
ferences.

Fig. 14-10 Place the denture with Fit-
checker intraorally and instruct the paticnt
to occlude on the Occlusal Pressure Equil-
ihiator. The maxillary and mandibular
dentures do not appear 1o be 1n contact

Fig. 14-11  Use a pencil 1o mark exposed
resin areas on the dentore

Fig. 14-12 Evaluate the surface where
the Fit-Checker has been displaced and
the resin shows through the matenal
Make pencil marks on the exposed areas.

Fig. 14-13 Usec a bur to reduce and
eliminate the pencil-marked arcas

Fig. 14-14 Dunng this evaluation pro-
cedure, tryv-in the denture after adjusting
sharp. rough areas created when eliminat-
INg pressure areas I'l'..r.'|11.".|1 the pn‘n..::dun.‘“.-
to fit the denture intraorally

| (1 et

‘- e

825 Checker

Fig. 14-7 Fig. 14-8

| Fig. 14-9 Fig. 14-10

Fig. 14-11 Fig. 14-12

Fig. 14-13 Fig. 14-14
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Fig. 14-15

Fig. 14-16

Fig. 14-17

Fig. 14-18

Fig. 14-15 The dentures have been re-
moved after the patent occluded on the
Occlusal Pressure Equilibrator between
the dentures. The buccal spaces adjacent
1o the cheeks are considered satisfactory
after evaluating regions such as the left
and nght premolar areas where the Fit-
Checker flowed

Fig. 14-16 Evaluate the Fu-Checker on
the tssue-beanng surface of the mandibu-
lar denture. Good nssue adaptation 1
evident from a umform. than laver of Fit-
Checker covenng the surlace. Pressure
areas are seen antenor (o the retromolar
pad but the remaiming surfaces are fine.

Fig. 14-17 Evaluate the nght buccal
space in the molar area by checking the
amount of Fi-Checker present.  This
amount of space s important o prevent
cheek biting due to an overcontoured
denture or teeth placed oo far buccally.
If the denture base 15 over-exiended
buccally. muscle actwns could lead 10
denture instabality,

Fig. 14-18 Evaluate the left buccal
space. The denture base contour near the
junction of the buccmator and masseter
muscles protrudes slightly due to increased
muscle tension when the teeth occlude
This s thought to be a phvsiologic condi-
tion and only regquires observation.
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Fig. 14-19 Evaluate the ussuc-beanng
surface of the mandibular denture. Check
the pressure spot on the mner surface of
the retromolar pad. located at the poste-
nor extent of the mylohvoud hine.

Fig. 14-20 Muark the pressure  areas
where Fit-Checker has been displaced
with a p.._-n-._'ﬂ This = 4 common arca [or

Pressure spots.

Fig. 14-21a After completing the cva-
luation of the Dssue-Dearnmg surface,
use occlusal mdicator wax o check the
occlusion. Checking the occlusion with
articulating paper s not precise chimcally

Fig. 14-21b Checking denture occlusion
differs from checking occlusion in natural
dentition since dentures are nod  fixed
intraorallv. Be careful using occlusal indi-
cator wax since different occlusal forces
result in changes i the occluson. For
example, when the dentures occlude um-
laterally as m (1). they may scem (o
occlude bilaterally as in (2

Fig. 14-22 Wet the occlusal surface of
the denture. then place the smooth, glue
surface of the mdicator wax on the
occlusal surface. Lightly press the wax on

the surface

Fig. 14-23 Afier placing wax over the
mandibular occlusal surface. pamt a light
coat of petrolatum over the wax and
instruct  the patient to tap the teeth
together several imes.

Fig. 14-24 Check for translucent arcas in
the wax which correspond o heavy oc-
clusal contact arcas. Reduce the hoavy
occlusal contacts. The indicator wax was
placed on the mandibular denture 1 this
photo since 8 hingualzed occlusion was
utilized. If mandibular natural tecth are
present opposing a maxillary . complete
denture. the wax would be placed on the
maxillary denture

Fig. 14-19 Fig. 14-20

=
o

Fig. 14-21A Fig. 14-21B

Fig. 14-21B Fig. 14-22
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Complete Denture Fabrication

Fig. 14-25

Fig. 14-25 Frontal view of maxillary and
mandibular demures placed intraorally
I'he buccal spaces have been filled ade-
quately when companng the relationship
between the denture and the cheek

Fig. 14-26 Although reliming may be

necessary in six months o one year,

well-fitting denture can improve the prog-
[ nosis of the alveolar bone.
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Denture Insertion

Fig. 14-27 A good relatonship is seen
on the nght side between the artifical
tecth and buccal contours on both de-
ntures

Fig. 14-28 A good relationship s seen
on the left side also

Fig. 14-29 Tissuc color changes are evi-
dent one dav after denture imsertion. Mark
the areas with red ink, dry the tissue-bear-
ing surface of the denture, then adapt i
iniraorally

Fig. 14-30 Remove the denture and

check the mark that was transferred from
the mucosa to the denture surface.

Fig. 14-27 Fig. 14-28

24-Hour Post-Delivery Adjustments

Recall the patient o check the denture intraorally the following day.
Changes in tissue color are evident if the denture has rubbed or irmtated
the mucosa. Although the patient may not have a complaint. these areas
should be adjusted. It is rare to find an intolerable pressure spot after 24
hours of denture use. If the post-delivery check i1s postponed for two days
following insertion. the patient may have a complaint regarding a sore spot
and denture adjustment can be considered late. By having the post-delivery
check after one day of use, the patient may not feel the pain due to a
pressure spot and future problems can be avoided.

Fig. 14-28 Fig. 14-30
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Fig. 14-31 The incisal edges of the an-
tenor teeth could have been placed more
lamally since the pantnent ongmnally had
maxillary protrusion. The wet-dry lip bine
appears shghtly postenor 1o the incisal
edeges of the antenor teeth; exthebics re-

quires a compromise with facial features.

Fig. 14-32 Frontal view of facial features
with dentures placed intraorally

Fig. 14-32
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Supplement

I. The Double Alginaie Impression
II. The Essentials of Using Tissue Conditioner

Fig. 5-1 Intraoral view of the maxillary
alveolar ridge following suture removal.
The extraction sockets have not healed
completely but an impression must be
made to fabricate a provisional denture.
Alginate impression matenal will be used
0 make an impression.

1. The Double Alginate Impression

Alginate is the most commonly used impression material even though
many impression materials and methods are available for use in fabricating
complete dentures. This chapter offers some techniques which are useful in
fabricating complete dentures, such as the alginate impression method and
the double impression technique. The operator should master these
technigues since they have characteristics inherently distinctive and helpful
to the particular complete denture technique described throughout the
previous chapters.
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Fig. §-2

Fig. 5-3

Fig. 5-2 The most imporiant aspect to a
successful alginate impression depends on
tray selection. The operator may be accus-
tomed o 2 or 3 different stock travs and
although they may not fit ke a custom
trayv. It is important 1o select the appro-
priate stock tray for the impression. In
order 1o se¢lect the best stock tray, evaluate
the alveolar ridge and the width of the
ndge. A wider ndge may interfere with
placement of a tray mtraorally so this
problem should be avoided if possible

Fig. 5-3 Use a compass 10 measure the
distance between buccal surfaces of the
alveolar ndge. The tips of the compass
should be rounded not sharp, to avod
mnjuring the oral tissues. The compass
should be easy 1o adjust and at the same
time. should maintain the correct position
upon removal, resisting forces of the
orbicularis oris muscles.

Fig. 54 Afier measunng the width of
the alveolar ndge. the width at the tips of
the compass should fn withan the buccal
flanges of the tray. If the measurement fits
within the trav, the tray should fit over the
alveolar ndge n the postenor region
There s some leeway between the width
measured with the compass and the width
of the alveolar ndge. The wadth should not
exceed the measurement between the tray

flanges.



191

1. The Double Alginate Impression

Fig. 55 Many stock travs are available
for use such as the Caulk nmlock travs
{shown m the photo), Schurememakers
nmiock trays (Fig. 5-4), or COE nmlock
trays; the trays are designed basically the
same

Fig. S-6 Seclect a tray and try it in the
mouth. Since many sizes are available,
sclect a size that fits over the alveolar ndge
well. Use a trav for an edentulous arch
snce the dentulous stock travs incorporate
space for tecth. If there is a large space in
the tray. a larger amount of alginate 15
used to fill the space and the matenal is
considered less stable. The edentulous
stock trayvs msure a uniform thickness of
impression material over an edentulous
arch.

Fig. 5-7 Despite the impression material
used for making impressions. the impres-
sion will be maccurate of thick mucosal
secrenons are present of the oral mucosa
For example. if a static-type impression
matenal s used. the matenal cannot dis-
place a large amount of sabva and the
impression 15 inaccurate. To avosd this
problem. place gauze intraorally to absorb
some of the secretions, Blotting the tissues
with gauze wall leave a shight amount of
moisture. s0 do not expect 1w drv the
mucosa completely

Fig. 5-5

Fig. S-7
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Fig. 5-8

Fig. S-9

Fig. 5-10

Fig. S-11

Fig. 5-8 A gag reflex tendency can be
ascertained when the gaure 13 placed
intraorally, @nd if present. the gaure
placement can help suppress the gag reflex
prior to making the impression. [he photo
shows a mux of Jeltrate alginate placed
in the trav. The regular tvpe of alginate
has the necessary viscosily for making an
impression of the edentulous arch. The
preliminary impression can be diffcult of
the matenial flows oo casly, This s
similar 1o the use of putty for a sihcone
impression in that a firm base s needed
for the wash impression

Fl.g_ S-9 PMace an excessive amount of
algnate in the tray, more than normally

used for preliminary impressions

Fig. S-10 The alginate matenal should
not Mow or drp from the truy when
inclined as in Figure %Y. Excess salva
should be absorbed by placing gaure in the
mouth, If saliva s present after the gauze
has been removed. alginate placed with a
finger wall not adhere to or spread over the
LRSS,

Fig.- 5-11 Spread hiberal amoants ol
alginate impression material i bilateral.
buccal regrons
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Fig. S-12 Seat the patient in an upnght
position when making the impression.
Insert the tray using the right hand and
hightly move it side-to-side whale holding
the tray with the left middle hinger. The
amount of trav-seating force s difficult 10
quantify for obtaiming an ideal matenal
thickness: do not press the tray into posi-
tion with excess force. Check for excess
matcrial i the postenor region since @
large amount of alginate is placed in the
impression tray. Low viscosity materials
are not good lor this procedure since 2
certain consistency 15 wsed to avoid flow of
matenal towards the throat

Fig. 5-13 From a positin behind the
patient. place the pads of the thumbs
below the rvpomate process and muscle
tnm the alginate on either side of the
maxillary laal frenum using the tps ol
the thumbs. The tray can be placed from
a position in front of the patient by seating
it with the right hand while supporting it
from below with the left index Linger

Fig. 5-12

Fig. $-13
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Fig. 5-14

Fig. S5-15

Fig. 5-16

Fig. S-17

Fig. 5-14 Retract the lip and check the
border of the trav. The alginate has filled
the vestibule above the margin of the tray.
with air bubbles incorporsted on either
side of the labial frenum. To avoud trap-
ping air bubbles. use the fingers 1o spread
alginate into the vestibules prior 10 seating
the tray.

Fig. 5-15 Remove the impression and
inspect it for accuracy. Awr was trapped in
the posterior palate and the antenor arca
shows an exposed tray margin that possi-
blv contacted the alveolar ndge. The
handle of the tray should be held and
vibrated side-to-side 1o avoud being pressed
on the alveolar ridge. In this instance.
atility wax could be wsed 10 adapt the
margins of a well-fitting tray.

The method desenbed in these pro-
cedures does not reguire utility wax since
excessive pressure areas or deficient areas
are trimmed for the double impression
technique. Based on the author's expen-
ence, it v difficult to obtin an adequate
impression with alginate the first me.

Fig. S-16 Trim excess material with a
knife. Due 1o the large amount of impres-
sion matenal, cerain arcas may reguire
timming such as unsupported extensions.
modar regions, or facial surfaces of the tray
Margins.

Fig. S-17 View of the impression surfacs
after tnrymng s completed.
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Fig.5-18 Do not be concerned with
voids in the impression nor excess nm
mang around the circumference of the
IMPression  simce a double impression

techmigue s used

Fig. 5-19 Use a hot-air har drver to dny
the alginate impression surface. Il the
surface is wet, the second impression i
the double impression techmgue will not
adhere 1o the first impression

Fig. 5-20 The algmatc ﬁ.l[L'r-ILI-F"II'-’l-dL'f
ratio is 2:1 for the wash impression so The

mix will have a low viscosity

Fig. 5-18

Fig. S-19

Fig. 5-20
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Fig. 5-21

Fig. S-22

Fig. 5-23

Fig. S-24

Fig. 5-21  Place a thin laver of alginate
over The impression.

Fig. 5-22 Place enough alginate to cover
the impression surface and borders

Fi1g. 5-23 Place the tray intraorally and
hghtlv vibrate it mto position. Hold the
tray  firmly  while muscle-trimming  the

Anlernor regwon

Fig. 5-24 The gencral impression shape
w detcrmined from the first impression so
IS ol mecessary by wipe matenial into the
viestibules belore seatmg the ray. al-
though air bubbles may sull occur. Place
the algmate in the tray and be certain 1o
check the postenor area alter seating the
tray since the thin mix flows easilv. Wipe
the excess matenal to the side wath the nps
of the fingers. Retract the lip after some
time clapses to check the border.
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Fig. 5-25 HBe careful when removing the
IMPICSSICN SINOC CXCEhsS T ill f. M Cin
distort it. Use an air syoinge i the maxil-
lury labual frenum arca to release the scal.
then remove the impression

Fig. 5-26 The impression  reproduced
the fovea palatinae  with  well-formed
borders. There are adeguate border exten-
sions bevond the margin of the ray which
s important for a successiul alginate im-
pression. Il the tray displaces the materal
and impinges on mucosia. the impression
i5 ROt accurale,

Fig. 5-27  The lateral view of the left side
shiws adequale posierion ¢XICRsIon cover-
mg the maxillary tuberosity.

Fig. 5-28 The deficient area in the poste-
rior buccal area 5 filled with inlay wax
to remforce the matenal P‘n:pnfu the im-
pression for boxing procedures o insure
adeguate reproduction of the borders and
impression surface. Seribe a hine using an
indelible marker along the height ol
contour. The impression should be viewed
from above and the line should follow the
height of contour: the line may be as much
as 3 1o dmm or less than 2mm from the
border. Do not mark a line measured from
the peak of the border to a set distance.
such as 2mm, around the arcumference

Fig. 5-25

Fig. 5-26

Fig. 5-27

Fig. 5-28
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Fig. 5-30

Fig. 5-31

Fig. 5-29 Lateral view of the impresswm
surface

Fig. 5-30 A mandibular impression s
more difficult than a maxillary impression
since the former s affected by the tongue
and sublingual regions. The impression
should reprisduce the retromolar pads and
alveolar ndges

Fig. 531 Although the outer dimension
of the alveolar ndges are measured for
selecnon of a maxillary impression tray,
the compass s used 1o measure the dis-
tance between hingual surfaces of the
retromolar pads for a mandibular tray
The buccal surfaces can be measured also
but the hngual dimension should be
measured mtially

Fig. 5-32 Place the compass in the poste-
nor areas Of the mandibular mpression
trav. Il the tray 1 shghtly wader than
the compass measurement, the space con
accommaodate a good impression of the
refromolar pads since the matenal will
flow over the arca
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Fig. 5-33 The appropnate tray is sclected
and tried in intraorally; a Schurecinemaker
trav was sclected since it adapts well in the
POSIETION TCZION

Fig. 5-34 View ol the nght postenor
arca showing adequate tray adaptation

Fig. 5-35 Place two pieces of gaure over
the mandibular alveolar ndges and under
the wongue. The gauze s essential for both
maxillary and mandibular impressions.
and can help ascertain a gag reflex. Do not
Use coiton or DssUe since remnants H-IJ!'IE e
1o the mucosal surface making it difficult
to remove and disrupting the impression
timing sequence. Recline the patient with
the head in a honzontal position to pre-
vent saliva from pooling and atfecting the
impression adversely

Fig. 5-36 Mix the alginate following the
normal water-to-power ratio. Remove the
gaure and place some impression matenial
in the vestibules using the fingers.

Fig. 5-33

Fig. 5-34

Fig. 5-35

Fig. S-36
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Fig. 5-37 For the first impression, use
the normal water-to-powder rato and
place an excessive amount of matenal
the tray, samilar to the maxillary. impres-
sion procedures.

Fig. 5-38 Muscle tmmming while the
tray is suspended above the ndge i1s similar
to procedures for the maxillary impres-
sion. Since the algmate adheres 1o dry
mucosa and has high viscosity. some mate-
nal s wiped into the vestibules before
scanng the tray. The antenor region of the
mandibular impression does not reguire
special muscle tnmming, such as pro-
truding the tongue. Muscle tnmming the
maxillary impression reguires having the
patnent open so the coronoid processes
mold the buccal surfaces; use the thumbs
to mold the antenor region. Remove the
impression and trim excess material using
4 Bard-Parker kmife

Fig. 5-39 The first impression has air

| bubbles and exposed tray areas in the right

premolar region and posterior mylohoid
region. The impression has been trimmed
with a knife and i ready to be used ax a
base for the wash mmpression, similar (o
maxillary impression procedures

Fig. 3-40 Owverextended areas in the kel
buccal region have been tnmmed with a
kmife
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Fig. 5-41 Dry the impression surface

with 3 hot-ar har drver

Fig. 5-42 Use a 21 water-o-powder
ratiy for the wash impression. Check the
consistency of the alginate using a spatuls
[he matenal fows casily due 1o the low

wERLOSETY

Fig. 5-43 Place the matenial over the

impression surface guickly

Fig. S-44 Scat the tray intraorally

Fig. 5-41

Fig. S5-42

Fig. 5-43

Fig. 5-44 ‘
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Fig. 5-45 Insert the trayv and gently
vibrate it side-to-side. Keep the tongue in
the normal position while holding the tray

Fig. 5-468 Retract the lip afier a shor
time to check if the maienal has set. Small
bubbles can be observed in the border

Fig. 5-47 Use the air synnge to release
the seal along the antenor border. Re-
move the impression using a quick. snap
removal

Fig. 548 Evaluate the impression sur-
face. The nght premolar regon has been
covered but the tray s exposed in the
postenior mylohvoid region.
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Fig. 5-49 The lateral view of the left sade
shows a good reproduction of the retro-

malar pad regon

Fig. 3-50 From a frontal view, the innes
surface of the hngual flanges reproduced
the mvlohyoid lines; the lingual borders
extended deep sublingually

Fig. 5-51 Box the maxillary  alginate
impression using a 11 ratio of pumice and
plaster. Use slurry water to mix the
pumice and plaster. then place the stone
on a plastic sheet. Place the impression
into the mix then remove stone to the level
previously scribed around the borders

Fig. 5-52 Pumice and plaster are used to
box an alginate impression since boxing

wix does not stick to alginate
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Fig. 5-53 Afiter the boxmg stone sets,
trim the pumice and plaster then wrap a
sheet of boxing wax around i,

Fig. 5-54 Photo shows the cast (left)
poured in diestone and the boxed impres-
s (rght ).

Fig. 5-55 The completed cast has been
made using a double alginale impression
techmgue. The red line connects the
hamular notches and two red marks indsi-
catc the fovea palatinae; the impression
covered the necessary anatomical land-
marks. This cast s wsed o making an
immediate provisional denture.
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l. The Essentials of Using Tissue Conditioner

Fig. 5-56 COE-Comfont tissue condi-
(HTRT T

Fig. 5-57 This matenal s normally used
for tissue condinomng and also can be
used to build denture borders by increas-
ing the viscosity, Decrease the higuid by
A% from the standard recommendation
o increase the viscosity of the mix. Mark Fig. S-56
a line o indicate the 2% reduction for
this special mix.

Fig. S-58 M the conditioner for the
mandibular denture unul the matenal
adheres to the spatula.

Fig. 5-59 Place the mix i the denture
and guickly msert o imtraorally  after
confirming the mix does not dnp off the
prosthesis when mveried




Complete Dénture Fabrcation

| Fig. 5-60 Border mold the mandibular

conditioning malenal

Fig. 5-61 View of the impression surface
shows the tissue condiboner on the lefi
hingual border 15 overextended. Any con-
ditioner extended longer than Zmm should
be supported by resin

Fig. 5-62 Place Kooliner in the unsup-
i'lll'lrll,'l.! arca

Fig. 5-63 Usc a hol spatula 10 tnm ex-

Fig. 5-60 cess conditioner; the heated spatula will
produce smoke when tnmming the mate-
ral

Fig. 5-61

Fig. 562

Fig. 5-63



. The Essentials of Using Tissue Conditioner

Fig. 5-64 Trim the material with a
Meisinger abrasive pink point under a
waler spray.

Fig. 5-65 Finish the surface with a
Masamune point under a water spray.

Fig. 566 Two wviews showing comple-
tion of tissue conditioner apphcation on
the mandibular denture.
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Complete Denture Fabrication

Fig. 5-67 Apply a surfactani (benzal
konwm chlonde) to prevent surface con
tammation by food or drink

Fig. 5-68 Rinse the denture with water

then seal of antraorally

Fig. 5-62 It 15 necessary 1o microblast
the meial base with alumona and reline
with resin, since tssue conditioner does
mol aecdhere 1o o metal surface

Fig. S-T0 Secat the demure intraorally



. The Essentils of Ulsing Tisoe Condimoner

Fig. 5-71  View of the tissue-bearing sur-
face of the maxillary denture after rehining
the surface with resin.

Fig. 5-T2 Use a tissue conditioner con-
sistency as shown in the photo for the
miaxillary denture.

Fig. 5-73 After mang, place the tssue
conditioner into  the maxillary denture
directly from the mixing cup, then insen
the denture immediately

Fig. 5-74 View of the tissue-beaning
surface o the maxillary denture after
placing the tissue conditioner. Apply a
surfactant. mmse the denture with water.
then seat i imtraorally.

Fig. 5-72

Fig. 5-73




Dental Materials at a Glance_

Absolute Modium Viscosity

Absolute Low Viscosity

Occlusal Pressure Equilibrator (Omnibite)
Alike

S5R-Ivocap System Resin

Occlusal Indicator Wax

Navigator's Compass

Surface Actuve Agent

Gas Torch

HMA416 Cone }
HM795 Bullet

Kooliner

Carbide Bur

Comfort Tissue Conditioner
Schurcinemakers Travs
Jeltrate Impression Maternial
Centric Locator

Denar Shdematic Facebow
Dental Timer

Denture Calipers

Template

Vermer Calipers

Nogenol

Bioblend Resin Teeth

Bio Stabil Resin Teeth

Livdent 20F Mandibular Resin Molars
Livdent 30° Maxillary Resin Molars

Hvdroflask {Dacol)
Papillameter

Paraffin Wax
Heatless Stone
Fasteeth { Powder Denture Stabilizer)
Fit-Checker

Fit Tissue Conditioner
Boxing Stone

Boxing Wax

Boxing Wax Stick
Post Dam Carver
Poly Sand

Masamune Point, M1

COE Company
COE Company
Omnico
COE Company
Ivoclar
Kerr Company
Itova
Fuji Film
Prince

Meisinger Company

COE Company
COE Company
I Yoshida Company
Caulk Company

Yoshida Company
COE Company
GC Dental Industnies
Omnico
Hayashi Dental Supply
Yamaura Manufacturning
COE Company
Dentsply Company
De Trev

GO Dental Industries

Yoshida Company

| Dentsply
GC Dental Industries
Mizzy
Vick Chemical Company
GC Dental Industries
Kerr Company
Kev Sec

Movoo

Kerr Company

Hibino Dental Equipment
| Yamada Dental Industnies

MNuaigai Dental Matenals
Nisshin Dental Company
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