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ABSTRACT  

Full mouth rehabilitation, also referred to as full mouth reconstruction, is a comprehensive dental treatment 

designed to rejuvenate the overall health, functionality, and aesthetics of the entire dentition. This multifaceted 

procedure often integrates various disciplines, including restorative dentistry, cosmetic dentistry, and 

prosthetic dentistry, to achieve optimal oral health and a stunning smile  

INTRODUCTION  

The primary goal of full mouth rehabilitation extends beyond merely restoring worn dentition; it also aims to 

maintain the overall health of the entire oral system. Successful rehabilitation should restore optimal 

functional and biological harmony, synchronising the intricate relationships between teeth, periodontal 

structures, masticatory muscles, and the temporomandibular joint (TMJ) to achieve seamless coordination 

and efficiency [1] Rehabilitating a patient with a compromised dentition requires a collaborative, 

multidisciplinary approach. Achieving optimal aesthetics and function demands careful planning, precise 

parameter definition, and thoughtful prosthesis design. Successful outcomes hinge on meticulous case 

selection, comprehensive treatment planning, and attention to detail, ultimately ensuring patient satisfaction 

and optimal results.Successful restorative dentistry relies on preserving the health of surrounding tissues to 

ensure a favourable long-term prognosis for the restored tooth. A harmonious relationship between gingival 

tissues and teeth, combined with a deep understanding of oral biology, is crucial for achieving restorations 

that balance both mechanical and biological needs.[2]  

ETIOLOGY  

Functional disharmony in the oral cavity can arise from a variety of factors, including:  

the presence of multiple missing teeth due to caries or trauma, fractured or chipped teeth, and tooth surface 

loss from long-term acid exposure (abrasion or erosion). Additional contributors include temporomandibular 

joint (TMJ) disorders, fluorosis, periodontal disease, and malocclusion. Developmental anomalies such as 

amelogenesis imperfecta, dentinogenesis imperfecta, and enamel hypoplasia, as well as congenital conditions 

like hypodontia, anodontia, and macrodontia, can also significantly impact functional balance in the oral 

environment.[3]  

OBJECTIVES:  

The primary objective of full mouth rehabilitation is to establish and sustain the health of the periodontal 

tissues, temporomandibular joint (TMJ), and associated oral structures.  

 Restoration of compromised occlusal function  

 Preservation and prolongation of the remaining natural dentition  
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 Maintenance of a healthy periodontium  

 Enhancement of facial and dental esthetics  

 Relief from pain or discomfort affecting the teeth and surrounding oral tissues[4]  

CLASSIFICATION  

 

Classification by tuner and Missirlan (1984)  

 

 

 

 

 

  

Category  
 

Definition  Characteristics  
Treatment 

Approach  

Category 

1  

 Excessive wear with loss 

of Vertical  

Dimension of Occlusion 

(VDO)  

-Missing 

posterior teeth  

-Unstable 

posterior 

occlusion  

-Excessive 

anterior 

tooth wear -

Closest 

speaking 

space > 1 

mm  

-Interocclusal 

space >  

4 mm  

- Facial contour 

loss (e.g., 

drooping mouth 

corners)  

- Removable 

splint or partial 

denture worn and 

evaluated for 6–8 

weeks  

- Fixed 

provisional 

restorations for 2–

3 months before 

final  

restorations  

  

 

 

 

 

Patients are categorized into 3 categories:   

  

Classification by Turner and  Missirlan 

(1984) 

Category I 

Category II 

Category III 

Figure 1Classification by Turner and Missirlan 1984 
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Category 

3  

Excessive wear 

without loss of VDO 

and with limited  

restorative space  

- Severe anterior wear over 

time- Minimal wear on 

posterior teeth- Centric 

relation equals centric 

occlusion- Closest speaking 

space ~1 mm- Interocclusal 

distance of 2–3 mm  

- Space creation for 

restoration using:→ 

Orthodontic treatment→ 

Restorative 

repositioning→ Surgical 

repositioning of 

segments [5]  

  

  

Classification by Brecker (1966)  

  

  

  

 

 

 

 

 

  

 

 

 

 

Group I –Class l  

            Patients who have lost the vertical dimension of  occlusion  

because of shifting  of existing  teeth caused  by failure to replace missing teeth  

Class ll: Patients who have lost the vertical dimension of the occlusion due to the loss of all posterior 

teeth with one or both jaws with the remaining teeth in inadequate occlusal relationship. 

Class lll: Patients whose vertical dimension collapses as a result of excessive wear and tear of occlusal 

surfaces   

  

Group II: Class l   

Patients whose natural teeth is complete or sufficient, exhibits satisfying occlusal relationship   

Class ll: Patients with limited teeth present but in a satisfactorily occlusal relationship requiring            

help in the form of occlusal rims.   

Category 

2  

Excessive 

wear  

- History of wear due to bruxism or 

habits- VDO maintained by 

continuous  

- Tooth preparation planned 

for optimal retention- 

Gingivoplasty to  

 without  

loss  of 

VDO  but 

with space 

available  

eruption- Short clinical crown height 

makes tooth preparation difficult  

increase crown height if 

needed- Enameloplasty of 

opposing teeth to create 

restorative space  

Figure 2 Classification by Brecker 1966 
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Group III  

Patients requiring maxillofacial surgery of orthodontic treatment as an aid in restoring the last vertical 

dimension.    

Group IV  

Patients requiring maxillofacial surgery of orthodontic treatment as an aid in restoring the last vertical 

dimension. Patients in whom sectional treatment is required over extended period of time because of 

status of health of patient, age or economic factor [6]  

  

  

TREATMENT  

 

Figure 3 Treatment phases 

The treatment plan in full mouth rehabilitation is designed to restore occlusal harmony, function, esthetics, 

and comfort. It is broadly classified into two categories:   

Occlusal treatment, which involves modification of the occlusal scheme, and collateral treatment, which does 

not alter the occlusion directly but aids in managing associated symptoms. Occlusal treatment includes 

temporary measures such as the use of occlusal splints, and definitive treatments like orthodontics, selective 

grinding, and prosthodontic restoration. In some cases, occlusal or articular surgical therapy may be required.  

Collateral treatment, on the other hand, encompasses supportive approaches such as biofeedback, relaxation 

techniques, physiotherapy, exercise therapy, electrogalvanic stimulation, and drug therapy.[7]  

Treatment typically begins with temporary occlusal and collateral interventions to stabilize the patient's 

condition, followed by definitive occlusal treatments once the case is under control. The duration of therapy 

may vary from a few weeks to several months depending on the complexity of the case. Once the general 

treatment direction is established, full mouth rehabilitation is carried out in a structured sequence of phases to 

ensure successful and long-lasting outcomes.   
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Phase 1 will be removing all the faulty restorations and assess each teeth for structural worthiness.  

Phase 2 will be Basic work and Surgical Phase: Extractions, Implants and Crown lengthening carried out 

based on their needs and other periodontal procedures as required. Any restorations, coronoplasty, endodontic 

treatments if necessary, is done during this phase [8]  

Phase 3 will be Final restorative phase, during which crown is cemented.  

Phase 4 is the maintenance phase [9]  

CONCEPTS:  

• STURAT AND STALLARD CONCEPT  

They observed that the upper lingual cusps stamp into lower fossae and lower incisors, canines and buccal 

cusps stamp into the upper fossae.   

They observed that canines discludedall other teeth in laterotrusive(working) excursion. In their report in 1960, 

they adopted the concept of mutually protected occlusion (canine-protected /organic occlusion ) which 

replaced the concept of balanced occlusion. In mutually protected articulation, the anterior teeth protect the 

posterior teeth in eccentric movements and conversely have the posterior teeth protect the anterior teeth in 

maximal intercuspationwithout any deflective occlusal contacts or interferences in speech  

• PANKEY–MANN–SCHUYLER (PMS) TECHNIQUE  

It was  introduced by Pankeyutilizing the principles of occlusion advocated by Schuyler  

Their philosophy was pertinently based on the spherical theory of occlusion, the ‘‘wax chew-in’’ technique 

described by Meyer and Brenner and on the importance of cuspidteeth as discussed by D’Amico. As a 

modification of canine disclusion, the PMS philosophy was to have simultaneous contacts of the canine and 

posterior teeth in the working excursion (group function), and only anterior teeth contact in the protrusive 

excursive movement. The PM instrument was based on Monson’s spherical theory of occlusion and Monson 

articulator. It was used to establish functional occlusal plane on the mandibular teeth . The ‘‘wax chew-in’’ 

technique was modified and the occlusal scheme was developed by intraoral recording of the functional 

occlusal path . In this, both maxillary cuspidshad to be in good functional contact in centric and eccentric 

positions before beginning the reconstruction of the posterior teeth. If not it must be obtained by reconstruction 

of the cuspids.  

PMS Technique  

Develops incisal guidance intraorally with acrylic resin for estheticsand function.  

Mandibular posterior teeth are restored in harmony with anterior guidance, avoiding interference with 

condylar guidance.▪Maxillary posterior occlusal surfaces are developed using the functionally generated path 

(FGP) technique after mandibular restorations.  

Occlusion is equilibrated in centric relation with specific contact patterns and group function in working 

excursions  

FGP records eliminate occlusal interferences and establish functional occlusal surfaces.  

• HOBO AND TAKAYAMA CONCEPT  

In their study revealed that anterior guidance influenced the working condylar path and concluded that they 

were dependent factors. Hobo adopted the concept of posterior disclusionand gave the Twin-tables Technique. 

According to him, posterior disclusionis dependent on; the angle of hinge rotation created by the angular 

difference between anterior guidance and condylar path, and on inclination and shape of posterior cusps which 

helps in controlling harmful lateral forces. In this technique, molar disclusionis achieved by the use of two 

incisal tables.The first incisal guide table termed as the incisal table without disclusionis used to fabricate 

restorations for posterior teeth. The second incisal table termed as the incisal table with disclusionis used to 

achieve incisal guidance with posterior disclusi  

CONCLUSION :  
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Full mouth rehabilitation is a comprehensive and methodical approach aimed at restoring the function, 

aesthetics, and health of the entire dentition and associated oral structures. A proper understanding of its 

classification—particularly based on the condition of vertical dimension and tooth wear—guides clinicians 

in tailoring individualized treatment plans. Differentiating between occlusal and collateral therapies ensures 

that both the structural and functional aspects, as well as the patient’s comfort, are addressed effectively. By 

following a phased treatment protocol, clinicians can systematically diagnose, intervene, and maintain the 

rehabilitated oral condition, ultimately achieving long-term success and patient satisfaction.[10]  
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