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Correct occlusal relationships are part of the successful prosthetic treatment for edentulous patients. Fabrication of complete dentures com-
prises of clinical and laboratory procedures that should be executed accurately for achieving success with fabricated dentures. Errors
occurring during the clinical and laboratory procedures of a denture may subsequently lead to the occlusal errors in the final prosthesis. These
occlusal errors can be corrected in two ways: i) in patient's mouth i) by recording new centric relation and remounting dentures on an articulator.
The latter method is more feasible because the mobility of denture base on the mucosa in oral cavity does not permit the identification of
premature contacts in centric occlusion and tooth guided eccentric excursions. This article describes a modest and effective clinical chair-side
remount procedure using customized mounting platforms. [J Adv Prosthodont 2012;4:170-3]
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INTRODUCTION

Occlusion established during try-in stage is subject to
change because of inaccuracies in mounting procedures, dis-
tortion of the recording bases, unfastened mounting rings, or
processing errors. Minor faults can be corrected by selective
grinding with dentures in patient's mouth, if a split cast
remount procedure was used immediately after the dentures
were processed.* However, a general dental practice sur-
vey revealed that less than 5% of dentists use the split cast pro-
cedure to rectify the errors of processing.” Besides, the dis-
placeable oral soft tissues and saliva also interferes with
selective adjustment procedure. For these reasons, clinical
remount is preferred by few practitioners.® The clinical
remount is an indispensible step in the fabrication of complete
dentures and it is used to ascertain favorable occlusion.*"

Many practitioners consider that the dentures should be
permitted to "settle in" before occlusal corrections are per-
formed."** With this philosophy, however, the dentist fails to
control the change in occlusion because the denture bases will
change position to accommodate occlusal interferences, lead-
ing to irregular pressure on the underlying soft and hard tissues.
Intraoral occlusal adjustment is difficult because of the move-

ment of denture bases over resilient ridges and uneven tissue
contact. Such corrections are less accurate than mounting
the finished dentures in an articulator by means of a centric rela-
tion record and subsequent elimination of interceptive contacts.
Routine remounting of dentures requires making remount
casts or blocking out undercuts and then mounting with
quick-setting plaster.**

The purpose of this article was to provide a simplified
remounting procedure that used customized mounting platforms
(CMP) and has these advantages: (1) remount casts are not fab-
ricated separately for remounting complete dentures; (2) the
mandibular denture can be remounted quickly with a new cen-
tric relation record, in case of incorrect centric relation record;
(3) blocking out undercuts from the tissue surface of denture
is not necessary; (4) mounting can be performed at chair-side
with minimal mess and; (5) the putty impression material can
be conserved as a record to be used in successive appointments
if needed. The putty material is costly; however, the procedure
is expedient and little material is required because maxi-
mum expanse in the articulator will be occupied by the max-
illary and mandibular CMPs and the edentulous ridges fabricated
in acrylic resin.
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PROCEDURE

This clinical remount technique utilizes maxillary and
mandibular CMPs that are fabricated over mounting plates of
articulator. They are made beforehand and used when required.

Fabrication of CMPs

1. Enfold boxing wax (Deepti Dental Products, Ratnagiri, India)
around the outside edge of the maxillary and mandibular
mounting plates to form diverging housing for holding the
dental plaster (Fig. 1).

2. Reduce the boxing wax for the maxillary and mandibular
mounting plates such that the diameter at the opening is
6.5 cm.

3. Similarly, trim the height of maxillary boxing wax at
2.5 cm and that of mandibular boxing wax at 2 cm.

4. Pour a mix of dental plaster (Kalstone, Kalabhai Karson,
Mumbeai, India) to fill both the divergent cylinders.

5. Allow the dental plaster to set and remove the boxing wax
(Fig. 2).

6. Carve a horse-shoe shaped groove on the flat surfaces of
both the divergent cylinders thus formed (Fig. 3).

Fig. 2. Dental plaster poured in boxed mounting plates.

. Form a mix of self cure acrylic resin (DP cold cure,

Dental Products of India, Mumbai, India) into two spools
and place over the grooves of both the maxillary and
mandibular divergent cylinders to form U-shaped positive
replica of edentulous ridges. Adjust the vertical height of
the ridges to 5 to 6 mm.

. Trim these acrylic edentulous ridges with fissure bur to make

buccal and lingual undercuts that will provide port for the
putty impression material during subsequent mounting of
the dentures (Fig. 4).

. Finish and polish both the customized mounting platforms.

Chair-side remounting of the dentures

1.

Check the intaglio surface of each denture in the mouth with
pressure-indicating pastes or waxes and make the need-
ed adjustments.**

. Make a centric relation inter-occlusal record with a soft medi-

um such as warm Aluwax (Bite Registration Wax, DupleP
Global, Mumbai, India) to confirm closure without con-
tact of the denture teeth or bases.*

. Attach the maxillary and mandibular CMPs in the artic-

ulator (Fig. 5).

Fig. 3. Horse-shoe shaped grooves.

Fig. 4. Maxillary and mandibular customized mounting platforms
(CMPs) with acrylic resin edentulous ridges.
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4. Place the putty impression material (Zetaplus, Zhermack, ridge, and close the upper member of the articulator into
Rovigo, Italy) in the form of a U-shaped roll over the the putty material.
mandibular acrylic resin edentulous ridge on the CMP and 6. After the putty impression material has set, open the
position the mandibular denture on it. articulator and remove the interocclusal record (Fig. 6).
5. Secure the maxillary denture over mandibular denture with 7. The putty material serves as remount casts (Fig. 7).
the help of the centric interocclusal record in aluwax, place 8. Close the denture onto articulating paper (PD, Vevey,
the putty material in the denture in the region of alveolar Switzerland) and adjust the occlusion (Fig. 8).

Fig. 6. Mounting done with centric inter-occlusal record. Fig. 8. Articulating paper used to correct occlusal errors.
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DISCUSSION

Correct occlusal relationships are a part of the success in pros-
thetic treatment for edentulous patients with complete dentures.
A clinical remount procedure of the finished dentures is a con-
stituent part of prosthetic patient treatment in practice of
complete dentures. It corrects the clinical and laboratory
inaccuracies in occlusion and establishes an occlusion that ensures
even pressure in all areas of the arch. The clinical remount also
maintains the stability of dentures when the mandible is in cen-
tric relation position. The clinical remount technique described
in this article has utilized a Hanau H2 semi-adjustable artic-
ulator. The dimensions of CMPs are based on the authors' expe-
rience that making a 2.5 cm high maxillary CMP and a 2 cm
high mandibular CMP leaves sufficient inter-ridge space on the
articulator to accommodate almost any denture without inter-
ference. The remount casts obtained in putty impression
material compensates for the setting expansion occurring
with plaster remount casts. The remount platforms can be fab-
ricated in advance, thereby saving the chair-side time of both
the patient and the dentist. The only limitation of this technique
is that the cases with decreased inter-ridge distance might require
more amount of putty material for fabrication of the remount
casts, thereby increasing the cost factor. For such cases, the height
of the edentulous ridges in acrylic resin can be increased to com-
pensate for decreased inter-ridge distance.
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