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Our goal is to teach students what to look for when diag-
nosing conditions that impact upon the use and prognosis 
of a complete denture, so that they may be better able to 
provide a complete denture service to their patients. First, 
certain anatomical features will be evaluated, and a judg-
ment rendered as to their possible effects on the prognosis 
and success of a complete denture. We will identify typical 
landmarks that we should be able to find in all patients.

During a clinical examination, anatomical landmarks 
that are present in nearly every patient need to be evalu-
ated to determine if there is any distortion, abnormality, or 
missing landmarks due to severe alveolar bone resorption, 
disease processes, previous surgical alterations, or natural 
physical variation that would indicate a problem area.

In the maxillary arch, we should be able to identify the 
incisive papilla, labial and buccal vestibules, rugae, resid-
ual ridge, maxillary tuberosity, hamular notch, palatine 
fovea, buccal and labial frenula, midpalatine suture, and 
glandular area. We should then be able to determine the 
vibrating line that is so important to maxillary complete 
denture retention.

In the mandibular arch, we should be able to identify the 
tongue, pterygomandibular raphe, residual ridge, buccal 
and labial vestibules, buccal, lingual, and labial frenula, 
buccal shelf, retromolar pad, retromylohyoid fossa, alveo-
lolingual sulcus, lingual tubercle, and submaxillary 
caruncles.

Once these landmarks have been identified, we must 
assess how their size, shape, location, presence or absence 
may affect treatment and prognosis. Patients must be 
informed of any situation that may affect their ability to 
comfortably wear their complete dentures.

The denture‐bearing area is that part of the attached and 
unattached mucosa of the edentulous ridges upon which 
the dentures will rest. This area becomes progressively 
smaller as residual ridges resorb. Maximal biting forces in 

patients with complete dentures are about 5–6 times less 
than patients with natural or restored teeth.

Some conditions will require preprosthetic surgery and a 
healing period prior to the final impression being made for 
complete dentures.

Many complete dentures are made in mandibles with 
impacted wisdom teeth and the patient may experience no 
trouble; however, the patient needs to be informed about 
the risks involved with leaving an impacted tooth in place. 
As the ridges resorb, the bone overlying a tooth remnant or 
impacted tooth will resorb away, and this area will eventu-
ally only be protected from the denture by a thin layer of 
mucosa. When this happens, an infection or traumatic 
ulcer may develop. Retained mandibular third molars com-
monly dehisce. Have them removed!

A torus is a benign outgrowth of bony tissue covered by a 
thin layer of mucosa. Some maxillary tori can be left as 
they are, and a denture placed over them if they are not too 
large and do not adversely affect the retention or function 
of the maxillary complete denture. This may be possible 
because a maxillary complete denture has a broad denture‐
bearing area for support in the palate. Often this is man-
aged by placing a palatal relief chamber over the torus as 
papillary hyperplasia will not form over these tissues, and 
if these areas become traumatized, they will be slow to heal 
due to the limited vascularity in that area.

Mandibular tori are sometimes left in place for a tooth‐
borne removable partial denture (RPD). When the patient 
loses posterior teeth and a distal extension of the flange of 
the denture becomes necessary, they may fail to see the 
need for surgical reduction, but if these are left in place, the 
denture base will erode the overlying soft tissues severely, 
causing intense pain. A tissue conditioner may help tempo-
rarily, but it will not be a long‐term fix. When immediate 
insertion dentures are placed over tori, patients often must 
suffer until the tissues heal. A second surgery may not be 

1

The Diagnostic Appointment



Treating the Complete Denture Patient2

recommended while the tissue is thus inflamed or not 
completely intact.

Exostoses are bony outgrowths on the alveolar ridge. They 
also pose a considerable problem for a complete denture 
patient. The tissue is stretched tightly over them and the 
undercuts they have would prevent a peripheral seal for a 
denture from being evenly remotely possible. Food debris 
generally will collect in the overhangs they provide, and den-
ture movements will denude the soft tissue overlying them.

Tori and exostoses often show signs of trauma because of 
their thin epithelium and prominent profile. This is par-
ticularly true after eating a hard‐crusted food such as pizza. 
Healing will take place slowly in these areas because of the 
lack of adequate vascularization. Infection will have easy 
access to the underlying tissues.

Inflammatory fibrous hyperplasia begins as a traumatic 
ulcer secondary to an ill‐fitting denture flange and devel-
ops into a callous‐like fibroma called an epulis fissuratum. 
These need to be removed and the existing denture relined 
with tissue conditioner to promote healing. Healing must 
be completed before making a final impression for a com-
plete denture.

Inflammatory papillary hyperplasia can also occur under 
a denture. It can arise with or without the presence of 
Candida albicans and is caused by an ill‐fitting denture, 
wearing the denture at night, and/or poor oral hygiene. It 
appears as flattened or grape‐like clusters, dependent upon 
the pressure of a denture over the area. This often occurs 
under a palatal relief chamber that was placed to increase 
suction under a maxillary complete denture.

As resorption progresses, the maxilla shrinks upward 
and inward, while the mandible shrinks downward and 
outward, leading to more and more of a posterior crossbite. 
As the bone resorbs, the area involved becomes less able to 
tolerate the presence of a denture overlying it, due to the 
decreased surface area and a resulting increased instability. 
In a severely resorbed mandible, the inferior alveolar nerve 
may lie on top of the residual ridge. Any pressure on this 
area will be painful.

A sharp mylohyoid ridge will press against the overly-
ing tissue and make it very tender to any pressure of even 
a well‐fitting denture. Trauma to this area can be mini-
mized or prevented altogether if the patient inserts the 
mandibular complete denture in the posterior first, then 
slides the denture forward and down over the anterior 
ridge. This is an important area, as it provides an under-
cut that will improve retention of the mandibular com-
plete denture.

A flabby residual ridge is simply soft tissue that becomes 
soft and flabby over the knife‐edged bone of the alveolar 
residual ridges when an advanced residual ridge 

resorption occurs. It is not a good support area for a den-
ture. This condition most often develops in the maxillary 
anterior region because the tongue protects the lower 
anterior teeth from decay. A mandibular RPD is much 
more stable than a mandibular complete denture (CD), so 
the lower anterior teeth are retained to provide retention 
for a mandibular RPD. This results in Kelly syndrome, 
otherwise known as combination syndrome.

Combination syndrome or Kelly syndrome defines a sit-
uation that develops when a steep anterior guidance angle 
allows minimal or no posterior contacts in working, bal-
ancing or protrusive relationships when the patient goes 
through the chewing cycle. This results from the denture 
tipping anteriorly during the chewing cycle, compressing 
the mucoperiosteum of the premaxilla, leading to resorp-
tion of the bone of the premaxillary area. The negative 
pressure in the posterior can lead to a maxillary tuberosity 
protuberance.

Resorption can be so severe as to require augmenta-
tion with bone grafts in order to prevent idiopathic frac-
ture of the mandible. There are cases on record where a 
patient has suffered a fracture from simply falling asleep 
with their hand on their chin. A mandibular CD is very 
seldom made opposing the maxillary restored arch due 
to the almost impossible task of achieving bilateral bal-
ance of the denture teeth against the restored teeth and 
the increased forces that a patient can generate while 
chewing against the natural or restored teeth. This can 
lead to rapid resorption of the mandibular alveolar 
ridge.

The retromolar pad is a cushioned mass of tissue, fre-
quently pear‐shaped, located on the alveolar process of 
the mandible behind the area of the last natural molar 
tooth. It is composed of nonkeratinized loose alveolar tis-
sue covering glandular tissue, fibers of the buccinator 
muscle, the superior constrictor muscles, and the ptery-
gomandibular raphe, and the terminal part of the tendon 
of the temporalis muscle. Since there were no teeth 
beneath this area, it is usually the most stable area of the 
mandibular edentulous ridge and should be covered by 
the denture flange. Trauma from ill‐fitting mandibular 
complete dentures or the patient failing to wear a lower 
complete denture when chewing can also lead to this area 
being soft and loose. The alveolar process, on the other 
hand, has had teeth which have been removed and 
although these areas have filled in with reparative bone, it 
is not as resistant to resorption.

Some severely resorbed ridges will manifest as knife‐
edged bone under a ridge of soft tissue that feels firm. The 
bone under these ridges is so small that it resembles a knife 
in a sheath. It is very susceptible to spontaneous fracture 
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and will require augmentation with a synthetic material, 
cadaver bone or autogenous bone graft.

House classified the posterior palate by the shape of 
the soft palate according to how it drapes down posteriorly, 
relevant to developing the posterior palatal seal in a maxil-
lary complete denture. In his classification system, a patient 
with a Class I palate will be able to tolerate a complete den-
ture easily because this palate offers the broadest range of 
area (5–10 mm) in which to place the posterior palatal seal, 
but it is also the hardest to locate the exact area because of its 
flat curvature. A Class II posterior palate is the most com-
mon in the Caucasian population, with a range of 3–5 mm. It 
falls between the limitations of the Class I and the Class III 
palate. A Class III posterior palate has a vibrating line that is 
easiest to locate as it drops down suddenly, but it offers only 
1–3 mm of area to place the posterior palatal seal. A patient 

with a Class III palate will have the hardest time of the three 
in tolerating a maxillary complete denture.

Neil classified the lateral throat form by measuring the 
height of the lingual vestibule in the retromylohyoid region. A 
patient with a Neil Class I lateral throat form will have over 
½ in. of depth provided and is very favorable for mandibular 
denture retention and stability. A Neil Class II lateral throat 
form falls between Class I and Class III and is less than ½ in. 
in depth. A Class III lateral throat form has no vestibular 
depth and would have an unfavorable prognosis. Generally, 
around three‐quarters of patients will have Neil Class I lateral 
throat form, about one‐fifth will be Class II, and only 5–6% 
will be Class III. The lateral throat form is bounded anteriorly 
by the mylohyoid muscle, laterally by the pear‐shaped pad, 
posterolaterally by the superior constrictor, posteromedially 
by the palatoglossus, and medially by the tongue.





5

Treating the Complete Denture Patient, First Edition. Edited by Carl F. Driscoll and William Glen Golden. 
© 2020 John Wiley & Sons, Inc. Published 2020 by John Wiley & Sons, Inc. 
Companion website: www.wiley.com/go/driscoll/denture

A preliminary impression is a negative likeness made for 
the purpose of diagnosis, treatment planning, or the fabri-
cation of a tray. It is made in a stock tray that is selected 
from an assortment. These trays are made to fit the major-
ity of patients, but really do not fit anyone well. They sim-
ply provide a vehicle to carry the impression material to the 
patient’s mouth for that first impression as a starting point. 
This is the first impression of the patient’s mouth that is 
made for diagnosis, treatment planning, and then for mak-
ing the custom trays.

There are primarily two types of materials used for pre-
liminary impressions: modeling compound and hydrocol-
loid. Modeling compound is used almost exclusively for 
edentulous patients. It is a thermoplastic material that is 
color coded for working temperature. Thermoplastic means 
that it is softened when heat is added and becomes firm 
when it cools. It comes in cake and stick forms, with the 
stick form most commonly used for border‐molding a tray.

Green compound has a working temperature above 123 °F 
and red compound has a working temperature above 132 °F. 
Compound must be tempered in a water bath to obtain the 
correct temperature and not burn the patient. The hot water 
tempering bath is set at 140 °F for green compound to allow 
for enough plasticity to be transferred from the bath to the 
mouth and the compound be formed to the desired shape.

The second material used for preliminary impressions is 
an irreversible hydrocolloid (alginate). It is a hydrophilic 
gel made from seaweed, calcium sulfate, and water. 
Hydrophilic means that it mixes completely with water and 
it provides a very good impression in the moisture of the 
mouth. The setting time for alginate impressions is varied 
by the addition of sodium phosphate (a retarder). Fillers of 
diatomaceous earth and silicate powders determine the 
hardness of the alginate.

The dentist must hold the tray still the entire time until 
the alginate is set or distortion will result. A patient should 
never be asked to hold the tray themselves. The tempera-
ture and amount of water should be measured accurately, 

or the efficacy of the material will be greatly reduced. 
Room temperature water (70 °F) should be used for best 
results.

There are three types of impression trays used for con-
taining the impression material: Styrofoam, plastic, and 
metal. A Styrofoam tray is not rigid, is bulky, and does not 
retain the impression material well. Some plastic trays are 
disposable and are not very rigid. They require adhesive to 
retain the impression material. Reusable plastic trays are 
rigid and retain the material by retention holes and rim 
locks. Metal trays are rigid. Some are perforated and retain 
the impression material with retention holes. Others are 
solid and very rigid and retain impression material with 
rim lock retention. Some metal trays can be minimally 
adapted by bending if the tray is not made of stainless steel. 
Stainless trays are not adaptable.

Regardless of the tray selected, a suitable tray for a pre-
liminary impression must conform to the general shape and 
size of the ridge. The flanges of the tray are contoured to 
follow the depth of the peripheral roll, best with a periphery 
wax made specifically for that purpose, although red rope 
wax is often substituted. The tray should allow for 3–5 mm 
of impression material thickness between tray and edentu-
lous tissues. If a tray is not easily adaptable, use a smaller 
tray and use compound to extend and modify the tray.

With metal trays that can be adapted, use pliers or bend 
them with fingers. Shorten the border areas so that adapta-
tion can start with the palate. Smooth and polish the modi-
fied areas with the pumice‐impregnated rubber wheel.

A preliminary impression should have the following 
characteristics. It should show good borders and com-
pletely fill the peripheral roll. It should be centered in the 
tray and be of uniform thickness. It should show good tis-
sue adaptation and be free of bubbles and voids. It should 
extend posteriorly to record the pterygomaxillary notch 
and the vibrating area in the maxilla. It should extend pos-
teriorly to record the retromolar pads and the lateral throat 
form of the mandible.
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Impression materials for preliminary impressions should 
be economically priced. Prepackaged impression materials 
are always more expensive than bulk packaged materials. 
Bulk packaged materials should be kept in air‐tight and 
moisture‐tight containers in a cool area. They should be 
kept in a relatively small container so that the material can 
be used in a fairly short period of time.

When a preliminary impression is poured, a double‐
pour technique is used. An alginate impression should be 
separated from the cast about 45 minutes after pouring to 
prevent damage to the cast as leaving stone in alginate 
overnight will result in extreme shrinkage and binding of 
the impression material to stone models. When com-
pound is used for the preliminary impression, remove all 
compound from the cast before proceeding. Use a boil out 
tank or a hot water bath to remove wax from the cast. You 
must temper the cast for five minutes in warm water 
before a boil out tank is used, or the hot water will frac-
ture the cold cast.

Before using the model trimmer, trim the land area of the 
cast with the laboratory knife. Never use a red handle knife 
or a scalpel for this as the blade can break and severely cut 
your hand. Remove all foreign material (alginate, com-
pound, impression material, and wax) before using the 
model trimmer. Always have the water turned on while 
operating the model trimmer. Light pressure should be 
used to push the cast against the model trimmer wheel, so 
you do not lug the motor down. Slowly move the cast back 
and forth to achieve maximum efficiency. Brace your fin-
gers against the table and keep hand instruments away 
from the model trimmer to prevent damage from the rotat-
ing wheel. Moisten the cast under running water prior to 
grinding on the trimmer to prevent the gypsum/water 
spray from adhering to the cast like concrete.

Preliminary casts should be trimmed to certain dimen-
sions. Trim the edentulous cast to an outline form that is 
flat in the posterior and arched on the facial. Always trim 
the surface of the land areas first to visualize the width of 
the land area. Establish the 2–3 mm depth to the land area. 
(You may find it helpful to use a pencil to outline the width 
of the land areas before going to the model trimmer.) Trim 
the base of the cast to make the residual ridge parallel to 
the base and the bench top. Also make the cast 12–13 mm 
thick to a flat plain occlusion table and a flat bench top. 
Make the posterior side of the cast flat. Finalize the sides of 
the cast and the land area width. Rinse the slurry water and 
debris off the cast immediately. Do not use a heavy scrub 
brush to clean the cast or it may be damaged.

All edentulous casts must meet the same criteria. The 
median foundation plane is horizontal and parallel to the 
base of the cast when the cast is on the bench top. The cast 
is 12–13 mm thick in its thinnest portion. The land area is 
1 mm above the tissue surface between the pterygomaxil-

lary notches and 3–4 mm in facial and 4–5 mm in posterior 
sections. The peripheral roll is 2–3 mm in depth from the 
land area. The facial outline form of the land area should 
follow the outline form of the peripheral roll. The sides of 
the cast are perpendicular to the base. The cast surface is 
free of voids and no nodules of stone are present. The cast 
is free of foreign material and debris.

2.1  Making the Preliminary 
Impression

Preliminary impressions are made in stock trays which are 
not capable of making an accurate impression of the vesti-
bules. The vestibules will always be overextended on an 
impression made in a stock tray. The best you can do is to 
pick a tray that will fit over the arch and confine the impres-
sion material to that area.

An appropriate tray is selected to fit the patient as accu-
rately as possible. Remember that a stock tray is not meant 
to be a perfect fit. A main concern is that the tray must be 
able to be placed in the mouth while loaded with alginate 
and removed easily as a unit without damaging the impres-
sion or the patient. The trays are made specifically for 
edentulous mouths. A tray made for patients with teeth 
should not be used to make impressions of an edentulous 
mouth.

If the patient has an existing denture, it can be used to 
determine the best size tray to be used for the impression. 
It is placed in an edentulous tray to determine the appro-
priate size tray to use for the impression (Figure 2.1). There 
should be adequate clearance between the denture and the 
tray to allow the tray to fully seat in the patient’s mouth 
without impinging upon the tissue surfaces when it is 
loaded. If the patient does not have an existing denture, the 
dentist can spread the index finger and the second finger 
apart and use them to measure the width of the arches then 
place them in the tray to determine the best fit.

It is very important that the tray will support the alginate 
in the two most critical areas: the retromolar pad area of 
the mandible and the hamular notch (pterygomaxillary 
notch) of the maxillary. These areas must be captured in 
the impression because they are the most stable areas of 
the residual ridges. The tray should correspond to denture‐
bearing surfaces. Select a tray that is at least 3–4 mm larger 
than the residual ridge. The retromylohyoid space must 
also be captured, because these areas have such a profound 
effect on the retention and stability of the mandibular den-
ture by providing a distal undercut that will resist the den-
ture dislodging posteriorly when the patient bites on 
something anteriorly.

Flange areas and the palate can be modified for a more 
comfortable and uniform fit. Periphery wax is the best 
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material used to modify and support the tray in these criti-
cal areas, but the main objective of placing the tray in the 
mouth and removing it without distorting the impression 
must not be compromised. This blue periphery wax is a 
mouth‐temperature wax and will mold to fit the anatomy 
of the mouth. Red rope wax is often used instead of periph-
ery wax but is a poor substitute as it does not have the same 
properties as utility wax. The impression tray is more com-
fortable for the patient when a strip of periphery wax is 
placed around the entire flange of the tray.

Border‐molded trays should be comfortable and accu-
rately cover the extensions of the arch. Blue periphery wax 
is applied to the complete circumference of the border of 
the tray (Figures 2.2 and 2.3). This wax can be modified to 
fit the mouth more accurately because it will become softer 
at mouth temperature and will allow a certain amount of 
border molding. The frenulum areas require special atten-
tion so that the metal of the tray does not show through.

After the periphery wax is placed on the tray, it is warmed 
in a warm water bath (Figure 2.4). This will soften it so that 
it easily molds to record the vestibular extensions in the 
patient’s mouth. The warmed periphery wax is muscle-
trimmed in the mouth to border mold the tray. When the 
border molding is complete, the tray is soaked in cool water 
to set (harden) the wax. A tray must be cool when loaded 
with alginate impression material before it is inserted in 
the mouth because the alginate will set quicker in a warm 
tray, which will prevent it from making a good 
impression.

A mouth mirror is used to pull the cheek away from the 
tray (Figure 2.5) to allow it to be eased into the mouth. This 
can sometimes be very difficult to do because some 

Figure 2.1  Place a denture in an edentulous tray to determine 
the appropriate size tray to use for the impression.

Figures 2.2 and 2.3  Apply blue periphery wax to the tray 
border for patient comfort.

Figure 2.4  Warm the tray in a warm water bath.
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patients’ lips may have become stiff with old age. The side 
of the tray that is away from the mirror is inserted first, and 
used to push the cheek over to that side of the mouth while 
the fingers or a mouth mirror pull the cheek away from the 
other side of the tray as that side is rotated in.

Sodium alginate is by far the most popular material used 
to make preliminary impressions. Alginate impression 
material is also called irreversible hydrocolloid because it is 
a one‐time use item. It is a very suitable impression mate-
rial for this purpose, because it has enough body when it is 
placed in the mouth to not run excessively from the tray 
and sets rather quickly. It is also capable of making accu-
rate impressions in various thicknesses of material in ill‐
fitting trays. Alginate impressions will pull from undercuts 
with a lower risk of tearing and have a very good elastic 

memory to return to the arch form relatively quickly. 
Alginate is inexpensive when compared to most other 
impression materials. Major drawbacks are that the impres-
sion must be poured within 30 minutes to be accurate and 
the impression tray must be supported by its handle while 
the stone is setting.

Figure 2.6 shows a typical set‐up of the materials used to 
make a preliminary alginate impression.

An alginate tray adhesive is applied to the inside of the 
border‐molded tray. A thin layer of adhesive is sprayed or 
painted over the tissue surface of a tray. An aerosol spray 
can be used to coat the stock tray with alginate adhesive 
(Figure 2.7). The key to applying the spray adhesive is to 
use a thin coat. If too thick a coat is applied, it will take too 
long to get tacky. If alginate is placed in a tray that has wet 
adhesive, the alginate impression will separate from the 
tray when the impression is removed from the mouth. An 
impression will be distorted if it separates from the tray and 
is pressed back into place.

The correct amount of room temperature (70 °F) water is 
poured into a vial supplied by the manufacturer of the algi-
nate and filled to the designated line marked on the vial. 
The measured water is poured into a rubber mixing bowl. 
The powder is poured into the water for the best results and 
stirred to incorporate it into a homogenous mixture using a 
round‐edged flexible spatula in a vigorous manner 
(Figure 2.8). Sweeping strokes are used to press the mixture 
against the walls of the mixing bowl to force out any air 
bubbles and form a thicker mix. The mix will appear dry at 
first but do not add additional water. After several strokes, 
the mix will become smooth and creamy (Figure 2.9). It is 
recommended to use slightly less water to achieve a thicker 
mix when making the maxillary impression on a gagging 

Figure 2.5  Use a mouth mirror to pull the cheek away from 
the tray.

Figure 2.6  Materials used to make a preliminary alginate 
impression.

Figure 2.7  Coat a stock tray with an alginate adhesive aerosol 
spray.
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patient. This is done rather than using warmer water as the 
warmer mix will set before the tray is inserted. Vacuum 
spatulas and other mechanical mixers are very useful and 
do the job very well but are not necessary once a person 
becomes skilled at mixing the material in a rubber bowl.

As you hold the mandibular tray by the handle in one 
hand, load the alginate from the back on one side of the 
tray and distribute it around the tray, pushing all air ahead 
of the mix. Make sure that the tray is filled completely 
(Figure 2.10).

Mandibular impressions are made by placing the loaded 
tray in the mouth while standing in front and to one side of 
the patient. The fingers of both hands are used to spread 
the lips and the tray is centered in the mouth with the 

handle straight out from the midline (Figure  2.11). The 
frenula and lips are manipulated in a procedure called 
muscle trimming while the tray is gently pressed down 
(Figure 2.12).

Have the patient raise the tongue as the tray is inserted 
and push it out over the handle while you press down gen-
tly, then move it to the right and left. This must be done 
several times while the alginate is setting, or the patient 
will relax and place their tongue fully back into the mouth 
and under the tray. The patient may worry that they will 
drool over themselves during this procedure, so be pre-
pared to use a small suction tip and have paper towels 

Figure 2.8  Use a round-edged flexible spatula to vigorously 
mix gypsum powder with water to incorporate it into a 
homogenous mixture.

Figure 2.9  Use sweeping strokes make a smooth and creamy 
mix.

Figure 2.10  Make sure that the impression material fills the 
tray completely.

Figure 2.11  Use fingers to spread the lips and center the tray 
in the mouth.
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available close by. The lower impression should be done 
first because it is less likely to cause the patient to gag and 
they may be less anxious about making the maxillary 
impression.

Check the finished impression for voids and look for 
areas where the tray may have pressed through the algi-
nate. This may lock the tray onto the cast and make it very 
difficult to remove. Be aware that alginate impressions 
always overextend the vestibules unless the tongue relaxes 
and gets under the tray in the lingual vestibule. Remake the 
impression if this has happened or you will not be able to 
make a suitable custom tray on the cast.

There should be an S‐shaped curve in the lingual vestib-
ular area on both sides of the impression. Look for the 
mandibular landmarks in your impression. The labial 
notch, labial flange, buccal notch, buccal flange, alveolar 
groove, and retromolar fossa should all be very identifiable 
in the impression. Likewise, the pterygomandibular notch, 
retromylohyoid eminence, lingual flange, premylohyoid 
eminence, lingual notch, and lingual tubercular fossa 
should also be easy to see (Figure 2.13).

When you “border-mold” the tray with periphery wax for 
a maxillary alginate impression, simply push the lips and 
cheeks in as you massage them (Figure  2.14). This will 
result in overextended vestibules which will enable you to 
better make a custom tray. Since the wax is very soft at this 
point, the tray must be removed very carefully to avoid dis-
torting the wax (Figure  2.15). The tray is then chilled in 
cold water to harden the wax and slow down the setting 
time of the alginate.

Mix the powder and water to a thick, creamy consistency 
according to the manufacturer’s directions. The procedures 
for mixing alginate for the maxillary impression are the 
same as outlined for the mandibular impression. Load the 

Figure 2.12  Manipulate the frenula and lips by muscle 
trimming.

Figure 2.13  Landmarks of a mandibular impression.

Figure 2.14  Massage the lips and cheeks to border mold the tray.

Figure 2.15  Remove the tray carefully to avoid distorting the 
periphery wax.
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alginate into the tray so that the air is pushed ahead of the 
mix, starting at one side in the back of the tray and loading 
the entire tray (Figure  2.16). Distribute and smooth the 
material in the tray using moist fingers (Figure 2.17).

The maxillary tray is seated by the dentist from behind 
the patient (11 o’clock position if the right hand is used). It 
is placed in the mouth with one hand holding the tray han-
dle while using the fingers of both hands to spread the lips 
(Figure 2.18). The tray is rotated into position, making sure 
that the handle comes straight out from the midline and 
that the tray is situated evenly over the ridge (Figure 2.19).

The anterior portion is seated first so that the air is forced 
out the back as the tray is seated (Figure 2.20). Any excess 
impression material that is forced out the back is quickly 

Figure 2.16  Load alginate mix into the tray and push air ahead 
of the mix.

Figure 2.17  Use moist fingers to distribute and smooth 
impression material in the tray.

Figure 2.18  Seat maxillary trays while standing behind the 
patient.

Figure 2.19  Rotate the tray evenly into position over the ridge.

Figure 2.20  Seat the anterior portion of the tray first to force 
air out the back as the tray is seated.
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removed with a mouth mirror and the impression is gently 
border molded to form the borders of the vestibules.

If the patient does feel nauseous, have them lean forward 
to minimize the gagging and raise the napkin to catch any 
drooling (Figures 2.21). Use the mouth mirror to pull for-
ward any excess alginate that is running out the back of the 
tray (Figure 2.22). Have the patient tense the stomach mus-
cles by raising their legs while you hold the tray firmly in 
place for the entire time (Figure 2.23). Although the patient 
will feel discomfort for a short period of time, it will help to 
avoid having to make a second impression.

To break the seal under the denture, grasp the handle of 
the tray firmly, raise the cheek on one side, and remove the 
impression in one quick but controlled motion (Figure 2.24). 
You do not want to damage the patient or the impression by 
being too aggressive.

Check the impression for any voids that may make it nec-
essary to remake the impression. Small bubbles (less than 
5 mm in diameter) can be flicked off the stone cast but if 
they are larger than that, the impression should be remade. 
Show‐through of the periphery wax does not mean that a 
new impression needs to be made (Figure 2.25).

Evaluate the impression to ensure that all the maxillary 
landmarks are captured (Figures  2.26 and 2.27). The 
labial flange, labial notch, alveolar groove, buccal notch, 
median palatal groove, buccal flange, and coronoid contour 
should all be very visible in the impression. Likewise, the 
incisive fossa, rugae, tubercular fossa, fovea palatinae, 

Figure 2.21  Ask nauseous patients to lean forward to minimize 
gagging and raise the napkin to catch any drooling.

Figure 2.22  Use a mouth mirror to pull forward any excess 
alginate from the back of the tray.

Figure 2.23  Have the patient raise their legs to fight nausea by 
tensing their stomach muscles.

Figure 2.24  Grasp the tray handle firmly and raise the cheek 
on one side to break the seal and remove the impression tray in 
one quick, controlled motion.



293

Treating the Complete Denture Patient, First Edition. Edited by Carl F. Driscoll and William Glen Golden. 
© 2020 John Wiley & Sons, Inc. Published 2020 by John Wiley & Sons, Inc. 
Companion website: www.wiley.com/go/driscoll/denture

a
AccuFilm® II Double‐Sided Articulating 

Film  105, 151, 186
adhesives  5, 8, 39, 45, 57, 58, 131, 199, 

213, 214, 229, 245
air barrier coating  51, 53
ala–tragus line  93, 111, 126, 245
Al‐Cote®, a tin‐foil substitute   

223–225
alginate  5–12, 205, 245, 250
Aluwax™ Bite and Impression Waxes   

67, 68
alveolar groove  10, 12
alveolar process  2
Angle’s classification system  246
anterior guidance  2, 73
articulating paper  108, 109, 151, 

187, 191
articulators  59–69, 71, 73, 89, 100, 

105, 106, 113, 116, 121, 130, 131, 
151–153, 155, 156, 165, 169, 175, 177, 
178, 182–187, 189, 197, 198, 241, 242, 
245, 267

augmentation  2, 3, 210, 232
autogenous bone graft  3
auto‐mix impression system  41
auto‐mixing instruments  41

b
base plates  17, 18, 21, 51–60, 62–64, 

66–69, 76, 81, 82, 85, 86, 93–95, 105, 
115–117, 121, 123, 126, 129–131, 140, 
144, 151, 175, 234, 235, 243, 245, 246, 
249, 250

basic tooth forms: (square, triangular, 
square tapering, or ovoid)  76, 215

ball abutment  229–232, 234
ball abutment replicas  232, 234
ball abutment transfers  229, 234
ball attachment transfers  231
bar system  232, 233
bench lathe  17
“bimanual technique”  130
bilaterally balanced occlusion  85–92, 

134, 194, 199
bite fork  59, 60, 63
bite registration  59, 66–69, 71, 105, 

106, 130, 175, 176, 182, 234, 245, 
246, 267

Blu‐Mousse®  67, 68, 130
boil out tank  6, 141
border molding  5, 7, 17, 20,  

23, 25, 26, 28–38, 41, 44, 130,  
159, 244

boxing an impression  47–50
Breaking the seal
“brush‐bead” method  215, 218, 220, 

222, 224
buccal flange  10, 12, 44, 172
buccal notch  10, 12, 171, 172
buccinator muscle  2
bulk‐packaged impression material  6
Bunsen burner  17, 18, 25, 31, 51, 54, 

55, 59, 116
butterfly pattern  45, 135

c
Candida Albicans  2, 209
cap attachment transfers  229, 230, 232, 

234, 235
Care & maintenance
Ceka Attachment System

centric relation, centric relation records   
63, 66–71, 99, 105, 106, 108, 112, 113, 
125, 129–131, 134, 151, 152, 169, 
175–177, 179, 182–184, 186–191, 193, 
195, 198, 199, 206, 207, 210, 234, 245, 
248, 263, 264, 267

cheek biting  199, 206, 207, 211
clinical remount  105, 127, 129, 152, 

175–186, 199, 200, 201
COE‐Comfort™ Self‐Cure Chairside 

Edentulous Tissue Conditioner  261
combination syndrome  2, 129, 250
combination tooth forms: (tapering 

ovoid, triangular ovoid or square 
ovoid)  2, 129, 250

complete dentures  1–3, 25, 34,  
41–45, 47, 59, 71, 74, 112, 115–123, 
125–127, 129, 130, 137, 139–151, 
159–163, 169–173, 175, 177, 179, 
184, 197–227, 229–237, 239–251, 
253, 254, 263–270

conditioning unit  51, 53
containment barrier  64, 66, 69, 70, 

156, 179, 181, 182
coronoid contour  12
curing oven, curing unit  17, 20, 51, 

53, 244
cusped teeth  99, 112, 124

d
Deflasking  139, 141
Denar® Slidematic facebow  59, 184
dental compound  28, 244
dental stone
denture adhesive (paste, powder)  123, 

131, 199, 213, 214, 229

Index



Index294

denture‐bearing area  1, 249
denture repairs  215
diagnosis  5, 13, 239
diagnostic casts  14, 240–243
dimensions  6, 25, 55, 59, 63, 76, 79, 

111, 113, 123, 125–128, 130–132, 134, 
150–152, 195, 210, 223, 234, 241, 247, 
249, 263, 266, 267

disclosing wax  169, 172–173, 204–206, 
212, 213

“dished‐in” appearance  111
disinfectant, disinfecting an impression   

13, 250
distortion  1, 5, 14, 41, 51, 54, 62, 148, 

150, 169, 257
double‐pour technique  139
drying rack  14
DuraLay Inlay pattern resin  215

e
elastomeric bite registration 

materials  67
Epulis fissuratum  2, 199, 209
equilibration  175, 187, 191, 193, 200, 

201, 210, 245
esthetics, “esthetic indicators”  59, 79, 

99, 103, 111–113, 123, 125–127, 130, 
132, 134, 180, 204, 208, 209, 234, 241, 
242, 247, 250, 263, 266, 269

exostoses  2

f
facebow, facebow registration  59–63, 

65, 68, 105, 151, 152, 175, 184, 245
facebow transfer  59–62, 68, 105, 175, 

176, 245
festooning  79, 112, 113, 115, 127, 134, 

159, 160, 165
facial esthetics  126
final impressions  1, 2, 14, 17–23, 

25–39, 41–45, 47–50, 204, 241, 245
finishing  92, 123, 152
flabby residual ridge  2
flasking  139–150, 205, 250
flasks  139–150, 247, 249, 250
flat‐plane teeth  111, 112, 123,  

124, 129
fovea palatinae  12–13
Fox occlusal plane analyzer  58
frenulum, frenula  1, 7, 9, 10, 25, 28, 

29, 32, 36, 37, 44, 113, 165, 210
fricative sounds  56, 57, 210, 247

g
gagging patient  8, 12, 29, 199
“Golden Mean” (or “Golden 

Proportion”)  126
green stick compound  25, 28, 130, 244
grinding  6, 108, 132, 165, 195
gypsum  6, 9, 47, 48, 70

h
Hamular notch (pterygomaxillary 

notch)  1, 6, 13, 14, 28, 69, 135, 136
“Hanau’s Quint”
Hanau™ Wide‐Vue articulator  59, 

100, 184
healing collar  231
“high‐centering”  170, 208, 219
high lip line  56, 74, 111, 127, 246, 247
horizontal condylar guide  63
house classification of complete denture 

patients  3

i
identifying dots  78
immediate complete dentures   

208–210, 219, 239–251
impacted teeth  1
implants  99, 199, 201, 202, 208, 210, 

229–237
implant transfer abutments  234
impression materials  5–9, 11, 17, 21, 

25, 37–39, 41–45, 106, 171, 172, 231, 
243–245, 253

impressions  1, 2, 5–15, 17, 21, 23, 
25–39, 41–45, 47–51, 106, 169, 171, 
172, 178, 204, 205, 206, 229, 231–234, 
236, 241, 243–245, 247, 249–251, 253, 
257, 261, 263–269

incisal guide table  62, 63, 150, 151, 
177, 179, 191

incisive fossa, incisive papilla  1, 12, 81, 
82, 171, 172

indelible transfer stick  25, 26, 30, 123, 
173, 205, 211

indexing a cast  130
inflammatory fibrous hyperplasia  2
inflammatory papillary hyperplasia  2
insertion appointment  127, 151, 152, 

199, 202, 243, 250
instability  2, 73, 76, 111, 124, 129, 130, 

170, 202, 204
intaglio surface of the denture  147, 

170, 171, 204, 206, 250

interocclusal registration, interocclusal 
record  62, 68, 69, 152, 170, 245

interpupillary line  57, 58, 111, 113, 
125–127, 245, 246, 263

irreversible hydrocolloid  5, 8

j
jaw relationship records (JRR)  182, 185

k
Kelly syndrome (Plummer‐Vinson or 

Paterson‐Kelly syndrome)  2, 111, 
129, 199, 209

“key to occlusion”  85, 88
knife, buffalo, green handled  70, 123, 

135, 136, 149, 159, 169, 175

l
labial flange  10, 12, 36, 44, 125, 127, 

128, 131, 172, 239
labial notch  10, 12, 36, 171–173
laboratory handpiece  17
lab remount  105, 151, 154, 191, 248
land area  6, 14, 15, 17, 18, 21, 22, 47, 

50–53, 56, 68, 76, 81, 82, 139, 142, 175, 
177, 182, 200, 201

landmarks  1, 10, 12–14, 111, 123, 127
lateral condylar guide  63, 64
lateral throat form  3, 5
light‐cured resins  244
light‐curing machines  233
lingualized occlusion  99–109, 182, 

183, 187–190
lingual tubercular fossa  10
Lucia jig  245
Lynal® tissue conditioner and temporary 

reliner  253, 256, 261

m
Macroglossia  201, 207
master casts  17, 18, 47, 50, 51, 53, 64, 

68, 76, 130, 139, 150, 236, 245, 250
maximal biting forces  1
median palatal groove  12
midline fractures  199, 208, 219, 

220, 226
mini‐implant system  235
modeling compound  5
Model Release Agent  51, 52
mold chart  74–76, 123
monoplane occlusion  93–97, 123, 

197, 246



Index 295

mounting casts  61–66, 69–71, 138, 
150, 151, 175, 177–179, 182–186, 
191, 223, 246

muscle‐trimming  9, 10, 44, 59
mylohyoid ridge  2, 171

n
Neil’s classification of lateral throat 

form  3
neuromuscular control  199, 209, 

210, 213
“neutral zone”  112, 132

o
occlusal equilibration  175, 191, 193, 

200, 201
occlusion rims  51–56, 66–69, 81, 83, 

85, 87, 111, 200, 201, 234, 245
“orange peel appearance”  113, 134
organizational chart of representative 

molds  76
overdentures, advantages, 

disadvantages  229

p
packing  47, 115, 139–150, 187, 195, 

205, 235, 250
palatal relief chamber  1, 2
palatal seal  3, 13, 14, 17, 21, 28, 30, 

36–38, 45, 115, 116, 125, 134,  
135–136, 170, 171, 199, 203–206, 
211, 244, 254

palatal torus  45, 170, 203, 205,  
206, 208

papillary hyperplasia  1, 2, 199, 206, 
209, 210

patient remount  170, 199, 210, 248
periphery wax  5–7, 10, 12, 13
permanent soft liners (silicone 

elastomers)  213, 214
planes: horizontal, sagittal and 

vertical  6, 67
plaster/pumice mix  47–49
Playdough (Play‐Doh)  215
polishing  159, 163, 165, 166, 224, 268
polishing lathe  159, 162
polishing materials  5, 223
polyether
polymethylmethacrylate  263
polysulfide rubber base  41
polyvinylsiloxane  41, 43, 179, 215, 217, 

219, 220, 222, 233, 263, 265, 267

posterior palatal seal (arbitrary, 
functionally‐generated)  3, 13, 14, 21, 
28, 30, 36–38, 45, 115, 116, 125, 
134–136, 170, 171, 199, 203–206, 211, 
244, 254

pouring a final impression  47–50
pouring time  6, 8, 14
preliminary casts  6, 17, 25, 243, 245
preliminary impressions  5–15
premylohyoid eminence  10
processing error  51, 139, 150–153, 

182–184, 187, 191, 248
pterygomaxillary seal  1, 2, 5, 6, 10, 13
prepackaged impression material  6
preprosthetic surgery  1
presses  112, 144
pressure indicator paste (PIP)  39, 169, 

170–172, 175, 191, 211, 236, 250
processing
“processing error”  51, 139, 150–153, 

182–184, 187, 191, 248
protrusive relation record  175
pterygomandibular raphe  1, 2, 10
pterygomaxillary notch  5, 6
pumice  5, 159, 175, 177, 219
“punched‐out” appearance  111

r
“rabbeting”  220, 223–225
rare earth magnets  229, 236
red rope wax  5, 7
“refractory patient”  240
Regisil®  67
registration index  69, 71
relief chamber  1, 2, 232, 233
remount casts  105, 106, 175–186, 191
remount index  151, 152, 155–157, 169, 

175, 177, 179, 183
remounting casts  130
repairs  73, 74, 199, 203, 204, 207, 208, 

211, 215, 217–227, 232
Reprosil® 50ml cartridges
resorption  1, 2, 14, 111, 129, 130, 132, 

170, 199, 203, 204, 208, 213, 226, 227, 
229, 242, 250

retarder  5
retromolar pad  1, 2, 5, 6, 13, 14, 21, 55, 

56, 69, 76, 111, 123, 124, 126, 197
retromylohyoid eminence, 

retromylohyoid space  6, 10, 119, 
202, 203

reusable plastic trays  5

reverse crowfoot pattern  105, 187
rugae  1, 12, 115, 165, 171, 210
rule of BULL  191
ruler, flexible plastic  81, 83

s
sandpaper, wet/dry  70, 175, 177, 

197, 198
seating the tray  44
selecting teeth  73
selective grinding for esthetics  132
selective pressure technique  28
semiadjustable articulator  100, 

241, 242
separating impressions from casts   

220, 222
separating medium  139, 141, 142, 

220, 222
setting articulators  63, 67
setting teeth  73, 76, 99–109, 111, 206
setting time  5, 10, 41
S‐shaped curve  10
stippling  112, 113, 115, 134, 165
stock trays  5, 6, 8, 17, 245
superior constrictor muscle  2
surgical stent  247–250
styrofoam tray  5

t
Take 1TM bite registration material   

67, 245
tempering bath  5, 28
tempering thermoplastic materials  5
temporalis muscle  2
thermoplastic materials  5
third point of reference  59, 63, 64
tissue conditioner relines  243, 250, 

253, 255, 261
tongue exercises  253
tooth repairs  73, 74, 199, 203, 204, 207, 

208, 211, 215
torus, tori  1, 2, 45, 135, 170, 171, 199, 

203, 205, 206, 208, 250
transfer analog  234
trays  5–8, 11, 17–23, 25–39, 231, 

243–245, 263–265, 267–269
treatment planning  5
Triad® TruTray™ VLC Custom Tray 

Material, Dentsply Triad Denture 
Base Material  17, 19–22, 51–53, 76, 
77, 115, 140, 215, 234, 244

trimming casts  6, 47, 50, 139, 142
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trimming flash  257
trimming impressions  44
troubleshooting  199–214
Trubyte® Tooth Indicator‐Dentsply 

International  75, 76
tubercular fossa  10, 12
two‐tray impressions, two‐tray method   

244, 245

v
vacuum spatulas  9
vermillion border

vertical dimension at rest (VDR)  125, 234
vertical dimension of occlusion (VDO)   

79, 123, 125, 152, 210, 234, 247, 263, 
266, 267

vestibule, vestibular depth  1, 3, 6, 10, 
12, 17, 18, 21–23, 25, 28, 29, 43, 50–52, 
55, 56, 81, 82, 89, 111, 113, 124, 131, 
172, 200, 204, 210, 243–245

vibrate the impression  14

w
waxing instruments  47, 49, 123

wax try‐in  79, 111–113, 123–134, 210, 
241, 247

z
zero‐degree teeth  76, 92, 93–97, 

99–102, 104, 112, 123, 125, 151, 152, 
154, 169, 182, 197, 198, 200, 206, 207, 
210, 246

ZEST Anchors, Inc., LOCATOR® 
Attachment System

ZnOE Bite Registration Paste  67


