Complete denture delivery and denture cleansers 
Slide3: make sure that the denture is ok … check the denture visually and check there is no sharpness no rough areas and no broken end if u but it in the patient mouth he/she will feel a negative sensation and they will not trust anything u will do after that so ….we check :
Tissue surface 
Polish surface 
Flanges :smooth and rounded .
Freni : probably opened .
Slide4:
Keep any previous denture out of the patient mouth for 12-24 hours before the insertion appointment  why??
In order to give the patient  tissues  a chance to be a astressed before deliver the denture because what happens is that when the patient had an ill-fitting denture that distorting the mucosa when u remove it at the day of  insertion and  u are trying to but ur denture ..it will not fit perfectly …because when u take ur impressions its taken for healthy mucosa at rest not distorted …

Slide 5:
PIP remover is as spray after finishing all the adjustments  u spray some of this material on a piece of gauze and clean all the remnants of the PIP .
Slide 7: special brushes for the PIP and they are disposable .
Slide 8: any pressure areas that were visible in the in the 2nd impression can be fixed at this step when u but  it will indicate where is the pressure areas…
The way to apply it >>a very thin layer all over on one side each time we don’t applicate it in the all the denture at one time because most of us will not insert the denture start …a rotation will happen and we gonna wipe some of the PIP on one side with the cheeks and the mucosa of the patient and we will mistaken that the denture is over extended there and we will grind it ….and what is actually happened is that u are loosing ur peripheral seal ….
Slide 10: U simply put the PIP and seat it by ur fingers on the top of the teeth in each side …..and then  remove it without any special movement ….
Slide 11: a very thin layer of the PIP covering everywhere and after removing it from the patient mouth the pressure area will look like the pic in the slide …completely washed away from the fitting surface .
Slide 12: what we do ? Relive it by the acrylic bur this way.
And then you apply PIP again to the same area and keep on doing adjustment  until we get a thin layer all over .
(if tissue were distorted as a result of wearing an old ill fitting …so u might her a false pressure areas ,that u should not really grind it them , so because of that we have to tell the patient to remove the denture for a 24 hrs before the insertion appointment …)
Slide 13:Borders is the same we put on the borders on one side each time …the area that shows it is our over extended we do a very light grinding for it , if freni its not opened properly so we grind it a little bit by a very thin bur …
In general the areas we should put the PIP on is :- 
(1) In the upper denture : the buccal to the tubresites where we find under cut some time u might have some undercuts in the anterior areas ,otherwise at the middle area if u don’t put PIP it should be fine with that …just check for any sharpness.
(2) The lower denture : lingually( the most common area for undercuts in the mandible ) …and any other areas u know that u have an undercuts there .
“some patients have undercuts labially ” 
Note: after check the pressure area now u start checking support , retention , aesthetics and everything else why??? 
Because some time your 2nd impression was really retentive and when u come to the delivery appointment the denture will fall down right away what u should do is to use PIP and make sure that the freni is properly opened for …some time  simply when u open for the freni ur denture will become retentive .
((If the denture is not retentive it might be over extended or the freni not opened ….))
Slide15 :
Support :- resistance toward the tissue …
How to check it ??!!
So u put ur denture and ply a firm pressure bilaterally , it should not sink . It should be stable , unless the patient has a flabby ridge all around .
** slide 16-17:
stability :- resistance for movement  against lateral forces , so you apply alternatives pressure in on side and see other side if it get put ….and try to apply lateral forces on the premolar molar area and see if the denture is coming out …
Very important for stability….the mandibular denture we learn that we cover 2/3 of the retro molar pad>> more than that if u cover the whole retro molar pad area in most of the patients it comes against the ascending ramus , so if the patient open his mouth the denture will be dislodged  automatically  …
Remember some muscles fibers is inserted in the ascending ramus such as temporalis masseter and lateral pteregoid ….
** slide 18-21:
retention :- check it ant and post . 
>>> to check the ant. Retention : you hold the denture from the labial surface and try to pull it down .
>>> to check the post.  Retention : you put ur fingers on the lateral side on the max ant. Teeth and try to dislodge the denture …if it become out easily then you have a problem with the post. Palatal seal area .
Slide 22:
What would change the aesthetics between the try in and the insertion ??? 
(1) A problem that you didn’t see it in the try in and now it just become apparent in the insertion 
(2) Some time teeth can move during processing …
>> remember >> pours around the teeth should be 100% stone , plaster not allowed otherwise with the pressure anything can move and aesthetics will get totally ruined   .
slide22:Aesthetics.
slide23 :Phonetics make sure that they are not changed .
 slide 24-25:
Occlusion :- very last thong to check and fix for our patient during delivery appointment …slide 23
Laboratory remount :- the cast not sot separated from the denture … and you have an index that u already made in the try in stage … then simply you but the cast back through the indices  that u made during ur mounting  and there you do the laboratory remount …
Ask the patient to put both denture in their mouth and bite down slowly and see if there is any premature contacts …ideally the teeth should be interdigitated evenly in the right and left side at the same time without any premature contact   …
Slide 26 :
Errors: 
(1) Small :- not more than 1 mm .
(2) Intermediate :- anything more than 1 mm .
(3) Gross errors:- open bite for 2mm or more than we are looking for redoing one of the denture or both .
If everything is good in the max. dentures support ,stability ,retention then we leave it and redo the lower denture that it has a gross errors…
Slide 27:-if the discrepancy within 1 mm we can do chair side adjustment .
We use the articulating paper and the selective grinding exactly the same as we going to explain in the clinical remount. 
in the chair side adjustment its difficult because its missy and if the denture is not stable so u will get a false reading if the articulating paper is moving or the patient be stressed out .
Slide 29: clinical remount …
** much more cleaner to work with .
** much easier to achieve .
Slide 30: ** allow us to see from the back from the patients throat and allow us to see the palatal cusps of maxillary that it should be in the central fossa of the mandibular molars >>>only we see them when we look from the back …
*** much more time saver froe you . 
*** note : we all have to do the clinical remount in the next  semester because  will be a requirement for us next year …
Slide 32-35: 
How to do the clinical remount ??? 
(1) We have to take the patient bite so how to get that bite ??? We use  ALo wax or the pink base plate wax easily , you only put it on the post. Area from the premolar and molar area , it should be soft ……..
So why only on the post. Teeth >> because we don’t want to get a full interdigetation if there is immature contact we make sure that we grab that premature contact when the patient bite down in a thin wax we make sure that it does not penetrate  through the wax >>> we call this precentric record >>> because we stop the patient before reach the stage that the teeth are contacting “before the centric relation “ we control that by the open bite anteriorly .

**once we remove it from the patient mouth it should look like in the pic in the slide 34.>>> not penetrated and you see the indentations of the max. Teeth on the wax and also we don’t make the open bite ant. 4-5 mm it should be just 1 or 2 mm >> that we leave just 1-2 mm of the wax is not penetrated.
 
Slide 35 :
(2) (mounting ) :
We have the max. and the mand. Dentures as if they are max. And mand. Cast and we have a bite ….
“ before mounting the areas that have an undercuts in the max. And mand. We block them with gauze and the other areas you cover them with Vaseline …don’t over use the gauze it should not be all over the denture its not useful at all if the dentures were moving up and down  >>> the denture should be very stable …
( you have to do a proper block out for the undercuts and by using Vaseline on the fitting no way that the denture will stuck )
Slide 36:-
(3) Selective grinding :   
Steps of the adjustment:
1) Centric occlusion or CR
2) Lateral excretions ….eccentric movements .
3) Protrusive .

Centric relation :
Slide37:**We should flip the paper between the CR and the lateral movements .
Slide 38 -41: 
Dentures on the articulator we put the articulating paper in the centric position open and close tap, tap ,tap on the articulating paper and then we flip it and do the lateral movements ( unlock the condylar elements or the screws in our articulators to do the lateral movements ).
*** now we look at the cusps >>> any cusp regardless functional or non-functional if it got 2 colors you grind the cusp itself ,on the other hand if the cusp have only one color the color of the centric relation we deepen the opposing fossa ….now we finish the centric occlusion .
**Once we get as in the pic in slide 42 no contact on the ant. With even contact post. We stop …
Lateral movements :-
Slide 43:-
Now we switch to the adjustments of the lateral excretions .
Adjust the working relation:
 We use BULL rule: upper buccal and lower lingual  why ?? 
Because  they are the non-functional .
( we don’t touch the functional cusps after we finish the adjustments of the centric relation because they are holding the vertical dimension id u grind then you will loose your vertical dimension )
** we apply the BULL rule on the working side : lingual inclines  of the upper buccal cusps and buccal incline of the lower lingual cusps ,why?? Because those inclines do the interference >> when we move to the working  side >> we get cusp to cusps relation buccal with buccal and lingual with lingual >> on the balancing side what happen is that we will get a contact between the functional cusps or the inclines of the functional cusps …
Adjust the balancing relation
Slide 44 
On the balancing side  we choose either the buccal inclines of the upper palatal cusps or the lingual inclines of the lower buccal cusps which one to choose upper or lower ??? Definitely the lower because this is more esthetic …in the upper we should leave as much as we can from the cusps …so we choose the lingual inclines of the lower buccal cusps .

Adjust protrusive relation
Slide 45:read the slide …
Slide 46: there is no contact on the ant. Teeth …
Note: in the protrusive relation all the ant. Teeth should be in contact edge to edge …
Slide 47-52: the post teeth look like this .
The patient teeth look like in the pic….and if u know that the patient is proper class 1 so what is the problem ???
In class 1 relationship mesiobuccal cusp of the upper 6 should be on the buccal groove of the lower …so in this pic  we have a slight  shift of the buccal cusp so this what makes the premature contact  which open the ant. Area so where is the interference ??
It is on the distal incline of the upper and the mesial inclines of the lower >> so what you should adjust for the protrusive we don’t grind the cusps we only grind the inclines ( distal od max. And mesial of mand.) until we get the relation ship as in slide 52.
Now everything is aligned mesial cusp of the max. Exactly with the buccal groove of the mand. All the adjustment is done in the posterior teeth while they are in the centric relation  to fix the ant. open bite that happen in the protrusive movement  
Note : the cusp tips is very pointy >> we round it a little bit .
** in slide 53 is what we should get in the protrusive …even contact everywhere ….
slide 54-55: we have contact anteriorly cause a separation posteriorly . 
So to how to fix it ?
Grind either :-
(1) Palatal surface of the upper ant. 
(2) Or insicel edge of the mandibular ant. Teeth 
(when u do the grinding dont cut just flat you should do the grinding at an inclination)
Slide56: as a result we will get equal contact on the ant and post. 
( different than the centric occlusion we should have a uniform  bilaterally  centric contact on the posterior post teeth and no contact on the ant. Teeth )
Slide 57-58 read them ..
Slide 59:
Once finish the adjustment of the occlusion >>u  remove the denture from the articulator >> and now u should check it on the patient mouth >> make sure that the contacts that in on the articulator exactly the same as in the patients mouth.
*Make sure on the balancing side we make sure that we have contact on the lateral movement and upon protrusion.
*Make sure everything is the same infra orally and the patient is comfortable prior to the movement.
Slide 60: centric relation this is how it should look.
Slide 61-62:
You should polish anything that you adjust it,either the teeth or the flanges.
How to polish: with pumice used on Ragwheel
                           And The Rag wheel should be wet.

*At first you should use the course pumice.   
*Tin oxide is much smother kind of polishing media you should use it on dry ragwheel it gives you the last shine for the dentures.
*You should use a sterile ragwheel and a new pumice for each patient 
*Ideally you should wet on your pumice with Chlorohexiden.
     (Give it to the patient and give them instruction.)

Patient instruction before you dismiss your patient: slide 63:
1. Eat on both sides at the same time, to stabilize the denture and get used to it.
2. Soft food.
3. Small bites. 

· You should tell them that they going to have difficulties eating with the dentures regardless they have experience about the denture or not, every new denture has its own capacity of getting adapted to.
· They should not expect to eat anything hard at least in the first 2-3 weeks
· How about appears??!!!!
>> they should already confirm it on the try in and nothing changed on the insertion however the changes that happen between using a base plate " light cure acrylic" and the final denture because we add wax for the festooning after the try in, so the patient may feel that it is bulk, if you thing it is good for the support for the cheek sand lips then leave it and the patient should just get use to it. 
 

Another thing is that the patient in the try in  appointment they come alone and when they take their denture  and go back home they start getting comments from friends, wife ,daughter and sons  and they start give their opinion as u should have a larger teeth or whiter ones and all that …and then they come to the post insertion appointment asking for changes  that is impossible now … that’s why we said during the try in if there is anybody the really want to get their opinion  they have to bring them to the try in appointment or otherwise they should just  sign a paper that they are fine with this and they don’t ask for any changes afterword’s .
Speaking : it should be almost fine , because we check phonetics in the try in stage , however some of them would have some changes especially with the S sound that become an th sound  ..and make sure that ur patient doesn’t have any lisp acquired  …
We ask the patient to read loudly >> a newspaper or anything that would help them to adapt within a few hrs rather than weeks >> so they should come to the post insertion appointment and everything is completely fine 
Speech should not take much time to adapt to it .
slide
Cleaning: 
Should they sleep with their dentures ??
No 
Why??
Because while sleeping >> no saliva , nothing to wash put , no circulation >> so candida and bacteria will grow in the fitting surface if the denture and in the oral cavity causing infections especially denture stomatitis which is 10 times more prevalence on the patients who sleep with their dentures compare to the patients that take their denture out.
Instructions about cleaning ?? After each meal they should take pit the denture clean it , they should use a very soft brush they should brush their gum and their denture itself and during night time they should put it in a cup of water or water with a specific cleaning agent . 
Some patient told you that they cant take their dentures out at night time simply u tell them that the have to take them out at the day time at least they give their selves an 8 hrs break .
Slide 64-65
Denture cleansers :
Why we need to brush the gum??  Because by that we increase the stimulation and the circulation in the tissues , make them healthier .
Slide 66:
What about using hot water ??
 No , we don’t use hot water because the acrylic undergo workage if they put it in the boiling water or hot water …
Just room temperature water that is all what we need , don’t use hot water …the workage happen when u put it in hot water for more than 20 min , not like when u drink hot drinks , it doesn’t stay that long …
Note: we have to tell the patient that they are not going to feel the temperature of the fluids they are drinking because the whole roof of the mouth is covered and they are not going to feel  the temperature as if they used to before also they are not going to tast the food as they used before . This is temporary and get better with time . 
Slide67:
Denture adhesives : 
We use it in the try in if the base plate is not retentive , but in the final denture we should not use it , the final denture should have good retention that make adhesive not indicated .
There are specific indication for specific cases that is actually u can prescribe adhesive for ur patient other wise in most of the cases its not indicated .
Slide68:
Patients instructions all what we talk about and you should see ur patient in the post insertion .

Slide 69-71:-
Denture cleansers :- wide variety of denture of denture cleansers they differ in their ingredients and their action that they do .
What suits the acrylic denture doesn’t suite the RPD denture that have a metal parts >> there are specific solutions that we use them only for dentures with metal parts like those with varnishes and metal reinforcement .
Slide 72:- read it ..
In 2010 starten in the USA there were a big issue for the adhesives and denture cleansers side effects and their poisonous amount of zinc …zinc we need it in pir diet but in the patient that use adhesives that contain zinc for a prolong time ,in a large amounts , that have a serious effect on the patient health , so make sure to prescribe a non zinc containing cleaners  and adhesives for your patients .
Denture cleansers : Definitely it should be easy to remove and apply and it should be able to remove both the organic and the inorganic portions of the plaque .
Slide 73:
Types of denture cleansers are : 
(1) Mechanical action :

-abrasive pasts : since its abrasive it will abrade the denture surface and it will make it more prone to collect stains and plaque so its not so beneficial to advise your patient to use it .
-ultrasonic cleansers : are really food we prescribe it to the patients who have difficulty with their manual dexterities  they cant  really clean their denture well and they are expensive that’s why not all the patients can offer it .
(2) chemical  action :slide 74 
Slide 75: Effervescent peroxides: 
It’s a peroxide so it release oxygen it cleans the denture however its not very efficient in cleaning stubborn  stains or heavy plaque deposites
Slide 76:** there are some types that had a proteolystic and yeast lytic enzymes added to these cleaners they become better at to remove debries
Slide 77: alkaline hypochloride it’s a specific concentration for hypochlorite that removes stain much better that the Effervescent peroxides .

Slide 78-80 read them.
Slide 81: an article they look for the    and if they are enough to clean the dentures but not enough for the incedince or prevelance of denture stomatities.
So chemical action alone is not enough u should also use mechanical action that’s why that we should advise our patients to do is to use clening tablets and agents alsonwith some mechanical action by brushing with water .
Recomndation …slide  83-89
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