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Abstract

Interocclusal discrepancies can be eliminated by a clinical remount procedure, but
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most practitioners avoid it because of the time involved. This article introduces a
new timesaving method, the modified split-cast technique. It uses a semi-adjustable
articulator, tin foil as plaster separator, and an addition-type, silicone bite-registration
material. The technician does most of the remounting procedures before the denture

delivery appointment, so the dentist spends very little time chairside to complete the
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The comfort of a prosthesis in place is a commonly recognized
prerequisite for positive adjustment to a newly fabricated com-
plete denture. Occlusal discrepancy is reported to be one of
many factors that may cause tissue irritation. This discrepancy
may lead to an unstable denture, applying uneven pressure to
both hard and soft tissues.!™ Occlusal discrepancy can result
from warping of the record bases, incorrect centric relation-
ship recording, or other faulty procedures in mounting and
processing.!™3:6-8

Studies have shown that remounting procedures can improve
denture stability, comfort, and chewing efficiency,”!! thus re-
ducing patient recall appointments."3!1:12 Remounting proce-
dures are recommended to correct occlusal discrepancies at the
time of denture insertion.>””-!113 Intraoral occlusal adjustments
may correct the occlusal error, but are less accurate 3-10-14-16
As for the remounting method, laboratory remount procedures
only eliminate the processing error;"7-!7-18 however, a clinical
remount allows adjustment of occlusal error as a result of in-
correct centric relationship recording.’”- 18 Although 91% of
US dental school students are taught the clinical remount pro-
cedure at the time of denture delivery,'® few practitioners use
it,'923 with the excuse that it is time consuming.?311:13:17

Hochstedler and Shannon used irreversible hydrocolloid ma-
terial (alginate) to replace plaster as a remount cast fabrication
material.'3 Ansari shortened the time of remounting procedures
through preformed, custom-made mounting jigs (CMMIJs) and
used putty to construct remount casts.> Both these methods
made the remounting procedure faster than conventional meth-
ods, but they still had drawbacks.

This article intends to introduce a new, timesaving remount-
ing method called “modified split-cast remounting method,”

clinical remount procedure. Compared with the conventional and two other remounting
techniques, the new technique is faster and easier to manipulate.

using a semi-adjustable articulator, tin foil as a plaster separa-
tor, and an addition-type, silicone bite-registration material. A
technician does most of the remounting procedures before the
denture delivery appointment, and the dentist spends very little
time to complete the clinical remount chairside.

Technique
Before appointment

(1) Fabricate maxillary and mandibular remount casts.

(2) Mount the maxillary remount cast and maxillary den-
ture with the preserved facebow record in the upper
jaw member of the semi-adjustable articulator (Denta-
tus Articulator, Type ARH, Dentatus AB, Hagersten,
Sweden).

(3) Fabricate mandibular secondary remount base. The
incisal pin is set at —3 and locked. The articulator is
inverted for convenience in mounting. Using maximal
intercuspation of the maxillary and mandibular den-
tures, secure the mandibular denture along with its
remount cast. Apply plaster separator (tin foil, tin foil
substitute, or lubricating jelly) to the bottom of the
mandibular remount cast (Fig 1). Mount the mandibular
cast, along with its denture, on the lower jaw member of
the articulator with dental plaster, forming a secondary
remount base (Fig 2). Separate the mandibular remount
cast from the secondary remount base, reset the incisal
pin, and lock at zero. Thus, a space approximately 1- to
2-mm thick (Fig 3) is created between the mandibular
remount cast and the secondary remount base.
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Figure 1 Apply tin foil over the bottom of the mandibular remount cast.

(4) Remove maxillary and mandibular dentures from the
corresponding remount casts. Attach maxillary remount
cast and mandibular secondary remount base cast to the
upper and lower jaw members of the articulator, making
ready for the clinical remount procedure.

Clinical remount procedure

(1) Cover the tissue side of each denture with pressure-
indicating paste or disclosing agent and make appropri-
ate corrections intraorally.

(2) Make a centric relation interocclusal record with an
addition-type, silicone bite-registration material (Futar
D, Kettenbach Dental Co, Eschenburg, Germany).

Figure 2 Mount the mandibular cast along with its denture on the lower
jaw member of the articulator with dental plaster, and form a secondary
remount base (f).

Modified Split-Cast Technique

Figure 3 Reset the incisal pin, and lock at zero. A space with approxi-
mated 1 to 2 mm thickness is created between the mandibular remount
cast and the secondary remount base.

(3) Secure the maxillary and mandibular dentures on their
respective remount casts. Relate the mandibular cast to
the maxillary cast according to the interocclusal record
and lute them together with wooden rods and sticky wax
(Fig 4).

(4) Adjust incisal pin height and inject the Futar D into the
space created between the mandibular remount cast and
the secondary mounting base (Fig 5), close the lower jaw
member of articulator, and wait for Futar D to set (Fig 6).
Because Futar D is fast setting (2-minute setting time)
and has low elastic properties (initial Shore D hardness,
43),%% it can be used as a remounting medium.

(5) Check the interocclusal relationship on the articulator,
if necessary. Separate mandibular remount cast, then
repeat steps 4 and 5 until a repeatable and stable centric
relation position is obtained. After the accuracy of the
articulator mountings is verified, occlusal errors can be
corrected by selective grinding procedures.

Discussion

Conventional clinical remounting of dentures requires making
the remount casts and mounting the upper denture by preserving
the facebow record in advance. At the delivery appointment, the
clinician uses fast-setting plaster’-'17 as a remounting medium
to shorten the setting time. Past experience indicates that
20 minutes is often needed to complete a clinical remount pro-

cedure. Although 20 minutes is not a very long time, additional
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time may be needed to check and recheck the bite to establish
a repeatable jaw relationship in a difficult situation.

Plaster as a remounting medium has certain disadvantages.
Excessive water absorption by the plaster in the mounting stone
and in the remount cast has always been a problem, affecting
the fluidity of the plaster as a remounting medium. As a result,
the clinician must trim excess mounting stone to create more
space and soak it in water to prevent water absorption. Second,
increasing space for the remounting medium may also worsen
the dimensional change.'#?”28 Third, the mixing and setting of
the plaster adds to the time. Thus, the remounting procedure
becomes more complicated and time consuming.

Hochstedler and Shannon used irreversible hydrocolloid ma-
terial (alginate) to replace plaster as the remount cast fabrica-
tion material and succeeded in reducing the time for clinical
remount procedures'® because their technique eliminated the
time needed to block out the undercuts in the denture or to con-
struct the remount casts. It also eliminated the waiting period

Figure 5 Inject addition type silicone bite registration material into space
created between the mandibular remount cast and secondary mounting
base.

Liu et al

Figure 4 Relate the mandibular cast to the
maxillary cast according to the interocclusal
record, and lute them together with wooden
rods and sticky wax. Adjust incisal pin height
and create 1 to 2 mm space for remounting
medium.

needed for the gypsum mounting medium to set;!” however, its
first disadvantage was that the casts and records cannot be saved
to use at subsequent appointments for further adjustments. Sec-
ond, occlusal adjustment on the articulator must not be delayed,
because irreversible hydrocolloid changes dimensions over ex-
tended periods of time.!? Third, the special articulator with a
resin remounting plate is not indicated for checking the bite.

Figure 6 Close the lower member of articulator and wait for Futar D to
set.
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Table 1 Comparison of four remounting methods

Modified Split-Cast Technique

Modified split Conventional Hochstedler
Method cast technique remounting technique Ansari? and Shannon'®
Prepare procedure in advance Vv v - -
Preformed remount cast Vv Vv - -
Preformed remounting base J Vv J -
Preserved facebow record Vv Vv - -
Special articulator - - - J
Checked bite Vv Vv - -
Remounting medium Futar D Plaster Putty Alginate
(1) Dimensional change 0.2%2% 0.30%2%8 0.7%2%° 0.4 (£ 0.2)%%°
(2) Dimensional stability Good?® Excellent?® Good?® Poor?®
(3) Modulus of elasticity, rank 229 128 329 429
(4) Setting time of materials 2 min% 8to 16 min?® 91to 11 min? 1.5 to 3 min (fast)?®

3 to 4.5 min (normal)?®

Estimated chair time for remounting procedure 3 min 20 min 15 min 5 min

Ansari shortened the remounting procedure with preformed
CMMIJs and used putty to construct the remount cast, saving
both preclinical and clinical chair time.> This technique was
more convenient and faster than the conventional method; how-
ever, in some cases the arch form of the CMMIs failed to match
that of the dentures, causing insufficient retention between the
CMMIJ and the putty, increasing the height of the remount-
ing base. Also, Ansari did not mention how to deal with the
problem of checking the bite and repeating the mounting when
an incorrect jaw relationship is found. In our opinion, remak-
ing the putty-mounted cast for adjusting the jaw relationship is
unreasonable and a waste of material.

In the new remounting method, a small space between the
remount cast and the secondary remounting base is created,
then filled with addition-type silicone material (Futar D) as the
remounting medium. The setting time of auto-mixed Futar D
is 2 minutes,?® and the clinical remount procedure by the mod-
ified split-cast technique may take only 3 minutes. Thus, the
remounting procedure becomes simple, fast, and clean, saving
chair time for verifying centric relation and adjusting occlusal
discrepancies. Chair time is shorter than that of the conventional
remounting method; the amount (hence, cost) of the remounting
medium is lower than the CMMJ method. Dimensional change
of the remounting medium is minimal, while the modulus of
elasticity is high.?%-2

Comparison of four remounting methods is presented in
Table 1. Our method is listed under the heading ‘“Modified
split cast technique.”

Future studies of the dimensional stability of Futar D, as used
in this method, should be made. The method may be used in
cast-mounting cases such as surgical-orthodontic procedures
and verifying centric relation in denture try-in appointments
involving wax-ups of complete dentures, in which repeated
mounting and bite checking is needed. Its advantage is faster
separating and remounting of casts.
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