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Abstract

The mock-up is a diagnostic technique 

that allows for the intraoral try-in of a 

prosthetic rehabilitation. Mock-ups fa-

cilitate significant improvement in com-

munication with patients by showing 

them the potential final outcome of the 

treatment. They also allow for a quick 

and easy comparison of the pre- and 

postoperative situations, and permit the 

clinician to check the functional aspects 

of the therapy. The purpose of this article 

is to describe the use of the full-mouth 

mock-up technique for testing all the 

functional and esthetic parameters of 

extensive rehabilitations associated with 

a VDO increase with completely additive 

wax-ups. The proposed clinical proced-

ures describe an easy and reversible 

technique to manage complex prosthet-

ic cases with a more conservative and 

operator-friendly approach compared 

with conventional prosthetic therapies, 

reducing time and costs. All the clinical 

and technical phases of this approach 

are described step by step.

(Int J Esthet Dent 2018;13:2–16)
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comparisons, the clinician can easily re-

move the mock-up material and return 

the teeth to their original condition. 

The purpose of the wax-up and mock-

up is not only to allow a patient a preview 

of the final result, but also to serve as a 

template for the fabrication of the final 

restorations. Furthermore, the preliminary 

mock-up can be a useful tool for tooth 

preparation, as it allows the clinician to 

perfectly manage the space for the re-

storative materials and to perform cali-

brated preparations over the mock-up.4,5 

The mock-up technique is usually limited 

to the treatment of anterior areas, mainly 

to test esthetics and phonetics. However, 

it can also be used to manage a revers-

ible and effective procedure to evaluate 

and test functional and esthetic aspects 

in cases of extensive rehabilitations.

McLaren introduced the bonded func-

tional esthetic prototype (BFEP) that per-

mits the fabrication of up to 14 compos-

ite teeth, providing either a pretreatment 

restoration or a long-term temporary 

solution until the final treatment can be 

completed.6 After performing conserva-

tive tooth preparations, the BFEP tech-

nique requires the etching of the facial 

surfaces of the teeth, the application and 

light curing of the bonding agent, and 

the intraoral seating of a silicone matrix 

loaded with composite resin. Clinicians 

can benefit from this approach, which 

enables the provision of segmented 

treatments with long-term stability, opti-

mal esthetics, and low initial cost.

This article presents the full-mouth 

mock-up, a clinical approach applying a 

modified BFEP in clinical situations where 

an increase of the vertical dimension of 

occlusion (VDO) is required. Increas-

ing the VDO and opening the interarch 

Introduction

In restorative dentistry, the mock-up is a 

diagnostic technique allowing for the in-

traoral try-in of a ‘trial smile,’ hence im-

proving the communication with patients 

and allowing them to be more directly in-

volved in their prosthetic treatment.1-3 This 

approach permits the application of resin 

materials onto unprepared teeth to tem-

porarily improve their size and shape as 

well as to check occlusal function. From 

an esthetic point of view, the mock-up al-

lows for the closure of diastemata and/or 

black triangles, simulates the ideal bal-

ance between gum lines and teeth, and 

allows the patient to evaluate the potential 

esthetic outcome both at rest and when 

smiling. Therefore, before any esthetic 

treatment, it is recommended that the pa-

tient is enabled to visualize the prosthetic 

restorations intraorally in order to discuss 

the potential limitations and outcomes. 

In this way, the patient is helped to un-

derstand the achievable results, and the 

prosthodontist can assess the patient’s ex-

pectations. Involving patients in the treat-

ment plan and decision-making process 

hopefully leads more easily to mutually 

satisfying outcomes. Furthermore, if the 

mock-up is designed to remain intraorally 

for a certain period of time, the patient 

can carefully evaluate the new smile and 

suggest possible modifications. Hence 

the mock-up can be considered the most 

realistic way of previsualizing the potential 

functional and esthetic changes for both 

patients and clinicians, testing the whole 

impact on the smile.4 

The mock-up technique is complete-

ly reversible: After taking photographs 

and videos of the pre- and postoperative 

situations to make static and dynamic 



5
THE INTERNATIONAL JOURNAL OF ESTHETIC DENTISTRY

VOLUME 13 • NUMBER 4 • Winter 2018

Fabbri et al

distance are crucial aspects for the op-

timization of a variety of complex pros-

thetic therapies. There are many clinical 

advantages of the technique such as 

enhancement of esthetic tooth display; 

correction of anterior tooth relationships 

to improve overjet and overbite; retrieval 

of the physiological occlusion; improve-

ment of lip support; reduction/avoidance 

of the need for surgical crown length-

ening procedures and/or endodontic 

treatments; establishment of anatomical 

harmony; and minimization of occlusal 

tooth preparation, recovering vertical 

space for restorative materials.7 Due to 

these advantages, VDO increase is fre-

quently performed in complex rehabili-

tations, particularly in order to proceed 

with minimally invasive procedures and 

optimize prosthetic outcomes;8-11 how-

ever, the treatment plan should be care-

fully evaluated, as it is not possible to in-

crease the VDO in all clinical situations, 

for instance, in cases of hyperdivergent 

skeletal patterns. In such complex cas-

es, a full-mouth mock-up would be use-

ful to test (using a completely reversible 

approach) the functional and esthetic 

aspects of the restoration such as the 

new occlusion with anterior and lateral 

guidances, the new VDO, phonetics, 

and the muscular and temporomandibu-

lar joint (TMJ) responses.7 Ordinarily, all 

these aspects of prosthetic treatments 

are evaluated by means of traditional 

temporary restorations that represent 

an irreversible step (as opposed to a 

reversible one), removing hard tooth tis-

sue and raising the initial cost of the ther-

apy.12,13 Conventional provisional pros-

theses also require tooth preparation in 

cases of minimally invasive procedures, 

to remove the undercuts and obtain a 

correct insertion path. Therefore, the 

traditional approach does not allow for 

the assessment of the effectiveness of 

a prosthetic therapy with the patient’s 

approval prior to undertaking any treat-

ment. This is particularly limiting in cas-

es where significant occlusal, functional, 

and esthetic changes are planned.

This article also describes the break-

through represented by the full-mouth 

mock-up technique in cases of com-

plex, extensive full-mouth rehabilitations 

with additional wax-up where a VDO in-

crease is necessary, particularly in the 

presence of tooth wear and/or erosion 

(Fig 1). In such clinical situations, a full-

mouth mock-up could be a reliable pro-

totype, testing the final prosthetic out-

comes both functionally and esthetically 

with a completely reversible approach. 

Moreover, the proposed technique also 

represents a strategic approach to fab-

ricating temporary restorations after the 

final impression with a unique silicone 

template, particularly in cases of mini-

mally invasive and partial preparations 

(ie, table-tops and occlusal-buccal ve-

neers), where the reduced thickness and 

the presence of undercuts could com-

promise the management of traditional 

temporary prostheses. Of course, if oc-

clusal adjustments are necessary dur-

ing temporarization, a precision impres-

sion of the intraorally modified mock-up 

has to be recorded in order to produce 

a second silicone template to fabricate 

the temporary restorations. 

This article describes step by step 

how to manage the full-mouth mock-up 

technique in case of extensive rehabili-

tations, focusing on the following issues:

1.	�Fabrication of the wax-up. 

2.	�Production of the silicone template. 
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Materials and methods

Fabrication of the wax-up

The wax-up – a crucial aspect of this 

technique – requires adequate data 

collection through a thorough clinic-

al examination, including radiographs, 

digital photographs, videos, precision 

impressions, facebow mounting, and in-

terocclusal registration in centric relation 

(CR). It is crucial to transmit to the dental 

technician all the functional and esthetic 

prescriptions for the creation of the addi-

tive wax-up, these being the new maxil-

lary incisal edge position, the new VDO 

(including its management, ie, whether 

the increase should be performed in 

the maxillary or mandibular arch, or in 

both), the modifications of tooth length 

and position in order to idealize the in-

cisal and occlusal planes as well as the 

buccal corridors. A thorough esthetic 

analysis, combined with functional and 

phonetic evaluations, is paramount to 

obtaining a complete dataset.12

The wax-up should be produced ac-

cording to the clinician’s instructions 

and without modification of the teeth on 

the master casts. It is recommended 

that such casts be very precise, since 

the prosthetic project, transformed in 

the wax-up, will be molded intraorally by 

means of a silicone template. The pre-

cision and reliability of this silicone key 

depends on the exactitude of the casts 

on which the wax-up is set up; therefore, 

it is advisable to work on master casts 

obtained from elastomeric impression 

materials. 

The wax-up for the posterior segments 

should not be in contact with the soft 

tissue at the cervical margins, so as to 

Fig 1    (a) Preoperative view of an Angle Class III 

malocclusion where the prosthetic treatment requires 

an increase of the VDO. (b) Full-mouth mock-up 

bonded onto both dental arches to increase the VDO, 

correct the occlusal relationships, and perform func-

tional and esthetic evaluations. (c) 3-year follow-up 

of the final prosthetic outcome finalized with mono-

lithic lithium disilicate (IPS e.max, Ivoclar Vivadent) 

prostheses reproducing the functional and esthetic 

modifications tested with the full-mouth mock-up.

3.	�Intraoral molding and finishing  

of the mock-up. 

4.	�Maintenance of oral hygiene.

5.	�Modification and removal of the 

mock-up.

a

b

c
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Fig 2    (a) Physiological occlusion in posterior areas with ideal tooth morphology. (b) Increase of the VDO 

of about 1 mm at the mandibular arch in comparison with the initial situation. (c) The interocclusal space 

obtained from the VDO increase was used to design an additional restoration limited to the occlusal surface 

of the mandible. (d) Diagnostic wax-up of the mandible with an increase of the VDO of about 1 mm in the 

posterior areas. In these clinical situations, the wax-up is limited mainly to the occlusal surfaces of the dia-

toric teeth, in order to finalize the case with anterior veneers and posterior partial restorations (ie, occlusal 

table-tops or buccal-occlusal veneers). (e) Detail of the mock-up seated intraorally during protrusion. The 

black lines indicate the border between the mock-up and the natural tooth. The dental anatomy was fully 

respected, with only the occlusal surfaces covered and without involving the axial walls.

simplify the intraoral finishing. The critical 

issue here is the amount of the VDO in-

crease. In fact, in cases with a posterior 

VDO opening up to 1 to 1.5 mm, it is pos-

sible to limit the posterior wax-up to only 

the occlusal areas (Fig 2), unless there is 

the need to also treat the axial walls, as in 

the case of chemical erosion, abfraction, 

abrasion or attrition.14-16 Conversely, in 

cases of posterior increments greater 

a b c

d e
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than 1.5 mm, it is necessary to extend 

the wax-up to part of the axial walls in or-

der to maintain the natural tooth morphol-

ogy (Fig 3): the higher the posterior VDO 

opening, the wider the coverage of the 

axial surfaces. Regarding the final pros-

theses, significant VDO increases would 

result in minimal supragingival prepar-

ations on the axial walls, defining a slight 

restorative margin to achieve the best 

match between teeth and restorations, 

keep natural morphologies, and avoid 

supragingival overcontours. According 

to a completely reversible approach, in 

the presence of eroded/abraded teeth 

and preexisting prosthetic crowns in-

terfering with occlusion and the VDO, 

previous restorations do not have to be 

removed before fabricating the mock-

up, but can be incorporated in the wax-

up. The mock-up can then be applied 

intraorally, as previously described. In 

case of a diagnostic mock-up, composite 

resin can be applied onto the preexisting 

crowns using only mechanical retention; 

conversely, if the mock-up must be kept 

in function for several months for diag-

nostic purposes, coupling agents such 

as silane can be applied onto preexist-

ing metal and/or ceramic before mold-

ing the mock-up intraorally. Alternatively, 

once the mock-up has been success-

fully tested, preexisting restorations can 

be substituted with temporary crowns at 

the proper increased VDO.

Production of the silicone 
template

As previously mentioned, it is crucial that 

the models used to create the wax-up 

are accurate so as to achieve a reliable 

silicone index that can be repositioned 

precisely in the oral cavity. 

In case of mock-ups limited to anter-

ior areas, the posterior segments not in-

volved in the wax-up should be used as 

reference points for the correct intraoral 

positioning of the silicone template. 

Conversely, with extensive or complete 

mock-ups, the soft tissue mainly repre-

sents the landmark for the correct place-

ment of the silicone key. Consequently, 

it is mandatory to produce a very accu-

rate silicone matrix that perfectly corre-

sponds to the soft tissue anatomy.

Fig 3    (a) The VDO was in-

creased by 1 mm more than that 

shown in Fig 2a, to a total of 2 mm. 

In such a case, the wax-up also 

has to be extended on the axial 

walls to retain the restoration’s 

natural contour. (b) The drawing 

shows how it is necessary to mod-

ify the wax-up in case of a VDO 

increase of 2 mm. The deep blue 

area highlights the location of the 

margin with an increment of 1 mm; 

according to the new morphology 

(light blue area), it is necessary to 

extend the wax-up apically.

[The colors in this drawing are red and 
yellow? – authors to advise]

a b
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With mock-ups limited to the anterior 

segments, it can be useful to trim the 

silicone key along the gingival outline 

to simplify the intraoral removal of the 

resin materials. However, this approach 

is not recommended in cases of com-

plete full-arch mock-ups. Since all the 

teeth are involved in the mock-up and 

no fixed dental landmarks can be used, 

the soft tissue component of the silicone 

key is fundamental in order to precisely 

replicate its position in the mouth, un-

less the wax-up in the posterior areas 

involves only the occlusal surfaces, in 

which case the axial walls can work as 

reference points. Therefore, the removal 

of the soft tissue component from the 

silicone template could compromise its 

perfect intraoral seating.

The most important features of the 

silicone key are precision, stiffness, 

and thickness. Regarding precision, 

after setting the wax-up, a clear vinyl 

polysiloxane (Elite Transparent VPS, 

Zhermack) is accurately placed onto 

the wax-up with an automix dispenser, 

then adapted with a spatula to achieve 

a perfect fit between the silicone and 

the master cast (Fig 4). This transpar-

ent material can be used with both self- 

and light-curing resin materials as it al-

lows for light transmission. To optimize 

the polymerization of the silicone key, it 

is recommended to place the silicone 

matrix seated onto the master cast in a 

pressure pot at 2 bar for 5 min. 

The stiffness and thickness of the sili-

cone index are also important features. 

The stiffness preserves the silicone from 

possible deformations during the in-

traoral molding, while the thickness is 

paramount for comfortable intraoral pos-

itioning and removal. These issues can 

be managed by combining the silicone 

template with a 2 mm-thick plastic foil 

in a pressure thermoforming unit (Erko-

press, Erkodent). Once the transparent 

silicone key is completely hardened, it 

is necessary to pour dental stone inside 

the silicone index to support the silicone 

during the pressure forming of the plas-

tic sheet (Fig 5). 

With this approach, it is possible to 

obtain an ideal silicone matrix that pre-

serves the integrity of the wax-up, which 

could be jeopardized during the forming 

Fig 4    (a) A clear vinyl polysiloxane material is placed onto the wax-up by means of an automix dispenser. 

(b) The vinyl polysiloxane material is carefully adapted onto the wax-up with a spatula.

a b
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of the plastic sheet. Then, the silicone 

key should be finished in the dental la-

boratory to remove plastic excesses and 

any sharp edges.

Intraoral molding and finishing  
of the mock-up

If the mock-up is planned only to show 

the patient the esthetic outcome and it 

is necessary to remove it briefly, a dis-

closing medium should be applied to 

the tooth surfaces to facilitate its re-

moval, particularly in the presence of 

resin-based restorations. Conversely, 

in the case of complex, extensive re-

habilitations with a VDO increase, the 

mock-up should be tested intraorally for 

several months to properly check all the 

functional, esthetic, and phonetic para

meters. Consequently, when the plan is 

for the mock-up to remain inside the oral 

cavity for a considerable period of time 

(as in the case of the BFEP),6 it is crucial 

to create an ideal mock-up that is reliable 

in terms of volume and morphology, with 

adequate adhesion between the teeth 

and the temporary material so as to have 

a comfortable try-in during function. It 

must also properly seal the underlying 

Fig 5    (a) Dental stone is poured inside the silicone index; its rigidity will avoid any deformation of the 

silicone template during pressure forming of the plastic foil. (b) The plastic foil after pressure forming onto 

the silicone index reinforced with dental stone. (c) The silicone template after finishing. (d) Detailed view 

of the silicone index: the limited thickness of the template facilitates the clinical procedures.

a b

c d
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dental tissue, allowing the patient to 

perform correct home oral hygiene. The 

diagnostic mock-up is placed onto the 

teeth by means of mechanical interlock-

ing only. Once it has been preliminarily 

accepted by the patient, the functional 

full-mouth mock-up can be set intraorally. 

Selective enamel etching and bonding 

must be performed to create an efficient 

link between the temporary material and 

the tooth surfaces. If the mock-up is to 

remain in place for a short period of time 

(up to 1 month), it is advisable to proceed 

with a minimal spot etching approach so 

as to simplify the removal, if necessary. 

Conversely, for longer trial periods, an 

extended etching approach is recom-

mended. Independently of the extension 

of the etched areas, it is suggested that 

a bonding agent be used on all the tooth 

surfaces to properly seal the underlying 

tooth structures and prevent postopera-

tive sensitivity. It is also recommended to 

avoid the etching of the incisal enamel of 

anterior teeth, so as not to compromise 

the incisal edges if removal becomes 

necessary. The intraoral molding of the 

mock-up is performed with self-curing 

bisacrylates or composite resin mater-

ials put into the silicone template and 

placed onto the teeth with finger pres-

sure until fully polymerized. Further light 

curing can be performed through the 

clear matrix. The excess material is then 

removed at the gingival margins using 

No. 12 or 15C blades as well as flame 

carbide or diamond burs. The mock-up 

is then finished with diamond discs and 

burs, combined with silicone polishing 

rubbers and soft wheels. Finally, the 

esthetic optimization of the full-mouth 

mock-up is achieved using superficial 

staining for resin materials, particularly 

on anterior teeth and in the interproximal 

and cervical areas, where the teeth nor-

mally appear more chromatic. 

Maintenance of oral hygiene

The maintenance of adequate home 

oral hygiene is paramount to proper 

periodontal health during the try-in pe-

riod. Therefore, a careful evaluation of 

the interproximal areas should be made 

before creating the wax-up in order to 

verify the presence of easy access for 

interproximal brushes. Before intraoral 

molding, thick Teflon flosses can be 

placed in the cervical portion of the in-

terproximal areas adjacent to the soft 

tissue to simplify intraoral finishing and 

the maintenance of home oral hygiene 

(Figs 6 and 7). In this regard, the accu-

racy of the silicone matrix is crucial and 

can dramatically simplify the removal of 

temporary material excesses. Where ac-

cess to maxillary posterior teeth is dif-

ficult, mainly between the first and sec-

ond molars in cases of extreme tooth 

proximity, both finishing and home oral 

hygiene could become challenging. The 

interproximal areas can be opened with 

thin metal strips, but the procedure can 

be very difficult when the occlusal as-

pect of the mock-up is too thick. Alterna-

tively, the option of molding a complete 

(ie, occlusal and axial) mock-up up to 

the first molars can be considered, with 

only an occlusal coverage of the second 

molars. Alternatively, it is possible to ex-

tend the mock-up until the first molars 

to allow for the use of interdental floss, 

since occlusal stability and function can 

be assured with interarch contacts ex-

tended to the first molars. The latter ap-

proach should be evaluated carefully if 
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the mock-up has to be retained intraoral-

ly for several months because of the risk 

of extrusion of the second molars. In 

clinical situations with untouched sec-

ond molars that do not require a restora-

tive structural treatment, this approach 

can be considered in order to reduce 

the treatment to the first molar. In fact, 

in these situations, during the mock-up 

phase, if the second molars extrude to 

reach a stable contact with the opposite 

teeth, it would be possible to avoid the 

restorative treatment on these teeth. Pa-

tients have to be recalled every month 

for follow-up and professional oral hy-

giene maintenance. Additionally, the 

domiciliary use of 0.05% chlorhexidine 

mouthwash is recommended. This ap-

proach reduces the risk of biological 

complications such as caries and/or soft 

tissue inflammation.

Modification and removal  
of the mock-up

Follow-up recall appointments allow 

for the verification of the integrity of the 

mock-up, checking the patient’s comfort 

and all the functional aspects of the new 

occlusal arrangements.

During the try-in period, the full-mouth 

mock-up can be modified intraorally to 

optimize the functional and esthetic as-

pects in response to feedback from the 

patient. Selective grinding and chang-

ing of dimensions, shape, and propor-

tions with additive composite increments 

are easy and comfortable procedures 

Fig 6    (a) Teflon flosses are positioned in the cer-

vical interproximal areas before positioning the sili-

cone template intraorally. (b) The Teflon is removed 

after the setting of the temporary material, main-

taining enough space to easily finish the mock-up 

intraorally and to use the interproximal brushes. (c) 
The full-mouth mock-up used to create a temporary 

restoration after minimally invasive tooth prepar-

ation. The presence of minimal thickness and un-

dercuts would not allow for the use of the tradition-

al temporary restoration, which requires a correct 

vertical insertion path and an adequate thickness.

a b

c



Fabbri et al

13
THE INTERNATIONAL JOURNAL OF ESTHETIC DENTISTRY

VOLUME 13 • NUMBER 4 • Winter 2018

that can be performed intraorally with-

out removing the full-mouth mock-up. If 

fractures occur, the mock-up can easily 

be repaired intraorally by means of both 

direct (ie, conventional adhesive resin 

bonding procedures) and indirect (ie, 

resin application by means of the mold-

ing silicone template) approaches.

Once the patient is completely satis-

fied and the clinician has checked the 

functional effectiveness of the prosthet-

ic restoration for an adequate period of 

time (usually ranging from 30 to 90 days, 

depending on the specific clinical situa-

tion), the final prosthesis can be carried 

out. 

Apart from being used as a try-in, the 

full-mouth mock-up can also be used as 

an index to perform calibrated minimally 

invasive preparations.1,2 Moreover, after 

taking the final impression, provisional 

restorations can be fabricated accord-

ing to conventional laboratory proced-

ures or by overworking the same silicone 

template used to mold the full-mouth 

mock-up. In the latter situation, as previ-

ously described for long-term functional 

try-ins, it is mandatory to proceed with a 

limited spot etch technique in areas dis-

tant from the prosthetic margins in order 

to facilitate easy removal of the provi-

sional mock-up and to not compromise 

the marginal reliability of the final restor-

ations.

In very infrequent situations where it 

is not possible to achieve satisfactory 

functional and/or esthetic results, or 

where the try-in period shows negative 

Fig 7    Occlusal view of a full-mouth mock-up after 3 months of function. The hy-

gienic maintenance can easily be performed with interproximal brushes.
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indications for the final treatment, the 

full-mouth mock-up can be completely 

cut out with diamond burs and crown 

removers in a selective and reversible 

procedure, restoring the initial situation. 

To avoid such situations, it is possible to 

have an initial diagnostic temporariza-

tion period using conventional occlusal 

appliances and a purely esthetic short-

term mock-up. Then, once the patient 

has validated both the functional and 

esthetic aspects of the restoration, the 

full-arch mock-up can be used, as previ-

ously described.

Obviously, the removal of a full-mouth 

mock-up bonded with total etching is 

more complicated and should be per-

formed under magnification in order to 

preserve the integrity of the underlying 

tooth structures. Moreover, the removal 

of a full-mouth mock-up after a complete 

bonding approach results in inevitable 

minimal alteration of the original tooth 

surfaces. Although this represents a 

drawback of the proposed technique in 

those infrequent cases where it is nec-

essary to remove the mock-up without 

completing the planned treatment, the 

cost-benefit ratio of this approach can 

be considered very profitable for both 

patients and clinicians.

Furthermore, it is worth noting that 

the only alternative to such a conserva-

tive technique would be a conventional 

prosthetic approach with tooth prepar-

ation and traditional temporary prosthe-

ses, resulting in a definitively irreversible 

and more invasive procedure that would 

not allow for the prevention of unsatis-

factory and uncomfortable results or 

functional complications before starting 

the treatment. 

Discussion

This article describes the use of a modi-

fied full-mouth mock-up technique for 

testing the functional and esthetic par-

ameters of complex, extensive rehabili-

tations associated with a VDO increase 

with completely additive wax-ups. The 

mock-up represents a powerful diag-

nostic tool in many aspects of restorative 

and prosthetic therapies.1-6 Generally, 

it is used in the preliminary reversible 

phases of a treatment to improve com-

munication with patients and to show 

them the potential final esthetic outcome 

of the therapy. 

Moreover, the mock-up is very useful 

during the clinical procedures to control 

the thickness of tooth preparations in re-

lation to the final restorative volumes.1-5 

The most challenging restorative and 

prosthetic treatments are usually char-

acterized by significant modifications 

in terms of occlusion, VDO, and es-

thetic parameters.7 A traditional pros-

thetic approach considers the applica-

tion of temporary restorations after the 

preliminary preparation of the residual 

tooth structures. Consequently, signifi-

cant tooth tissue sacrifice is required 

to completely remove the undercuts 

and achieve a correct vertical insertion 

path. This procedure represents an ir-

reversible step that does not allow for 

the reestablishment of the original situa-

tion in case of functional and/or esthetic 

complications. This could represent an 

important limitation in complex clinical 

situations in terms of occlusion as well 

as muscular and TMJ responses (see 

Fig 1).

Furthermore, a traditional provisional 

approach necessitates an adequate 
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thickness of the occlusal and axial walls 

of the temporary prostheses that nowa

days could be excessive for the final 

restorations due to the possibility of us-

ing very thin monolithic crowns.17-19 The 

clinical procedures required to apply the 

modified full-mouth mock-up minimally 

change the teeth surfaces without com-

promising the original structural integ-

rity and functionality of the oral cavity; in 

fact, only adhesive techniques and fin-

ishing burs are used to correctly carry 

out the proposed approach. However, 

this compromise is absolutely accept-

able considering the cost-benefit ratio 

that the full-mouth mock-up technique 

offers compared with a conventional 

prosthetic approach.

Conclusion 

The full-mouth mock-up technique is an 

easy and reversible approach to man-

age complex prosthetic rehabilitations, 

particularly when an increase of the 

VDO is required. It is a more conserva-

tive approach compared with conven-

tional prosthetic treatments requiring 

full-contour interim restorations. Fur-

thermore, it offers patients more psy-

chological comfort as it allows for the 

reestablishment of the initial situation 

without compromising the structural in-

tegrity of the teeth.

The advantages of the proposed clin-

ical procedure are: 

�� It allows for a completely reversible 

testing of all the functional and esthet-

ic parameters involved in a complex 

rehabilitation. 

�� In cases with no occlusal and/or es-

thetic modifications, it permits the use 

of a unique template to fabricate a di-

agnostic mock-up, a functional long-

term mock-up, a preparation index, 

and the provisional restorations, redu-

cing both the treatment time and cost. 

In cases with occlusal and/or esthetic 

changes, a second silicone index can 

easily be fabricated to record an im-

pression of the modified mock-up. 

�� It makes possible the management 

of temporary restorations in cases 

of reduced prosthetic space, where 

a conventional approach would be 

more complicated and less reliable 

(see Fig 6c). 

�� It allows for intraoral modifications 

over time of the temporary prosthesis 

with additive techniques, significantly 

improving patient comfort.

On the basis of the authors’ experience, 

the full-mouth mock-up technique can be 

considered a safe and operator-friendly 

approach, particularly in patients with 

the very compromised occlusal condi-

tions sometimes associated with TMJ 

and muscle disorders, which require ex-

tensive rehabilitations. However, some 

drawbacks are that the technique, de-

spite being very user-friendly, is oper-

ator-sensitive and requires a properly 

trained and very skilled clinician as well 

as an expert dental technician. Further-

more, the technique calls for precision 

impressions, a careful wax-up, and very 

detailed silicone indexes. 

Further clinical studies are necessary 

to validate the effectiveness of the pro-

posed technique.
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