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Abstract 

The Twin Tables technique and Twin-Stage procedure, developed by Sumiya Hobo and Hisao Takayama, are 

prosthodontic methods for full mouth rehabilitation, aiming to restore occlusal harmony through precise 

anterior guidance and posterior disocclusion. While both achieve mutually protected occlusion, they differ in 

approach, complexity, and applicability, particularly in modern digital workflows. The Twin Tables technique 

uses two incisal tables: the first for posterior restorations without anterior guidance, and the second to 

incorporate anterior guidance, relying on condylar path and anterior guidance interplay. Whereas the Twin-

Stage procedure simplifies this by using a single incisal table adjusted for two conditions: posterior 

restorations with a standard cusp angle (25° sagittal protrusive) and anterior restorations with guidance. Its 

focus on cusp angle, supported by Fuzzy Logic and Neural Networks, enhances precision 
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INTRODUCTION 

Numerous well-known occlusal philosophies and concepts, including as the Gnathological concept, the 

Pankey Mann-Schuyler concept, the Hobo concept, the Biological occlusion concept, Youdeli's concept, and the 

Nyman and Lindhe concept, can be used to do full-mouth rehabilitations.  Because of its many advantages, the 

twin-stage approach has gained popularity among Dental Practitioners. Because they offer a methodical 

approach to rebuilding worn dentition, Hobo's procedures are essential in full-mouth rehabilitation. They 

address problems such as trauma, poor function, or lack of space.  This approach places a high priority on 

achieving the best possible oral health and stomatognathic system harmony. 

Because Hobo's procedures offer a methodical and efficient way to restore damaged dentition, treat 

occlusal difficulties, and prioritise oral health and function, they are crucial in full-mouth rehabilitation.  These 

methods aid in achieving a stable, useful, and aesthetically pleasing result by carefully taking into account 

every facet of the process. This review article aimed to discuss the role of Hobo’s Twin-Tables technique as 
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well Twin-stage stage procedure in full mouth rehabilitation. 

I. Hobo’s Twin Tables Technique 

Hobo’s Twin Tables technique is a prosthodontic approach used in full mouth rehabilitation to restore 

worn or damaged dentition while achieving functional and aesthetic harmony within the stomatognathic 

system. It focuses on establishing precise anterior guidance and posterior disocclusion during eccentric 

mandibular movements, using two incisal tables to control molar disocclusion. The technique emphasizes the 

interplay between anterior guidance, condylar path, and cusp shape to create a predictable occlusal scheme, 

particularly for patients with severe attrition, reduced vertical dimension of occlusion (VDO), or occlusal 

disharmony. It is relatively simple, not requiring complex equipment like fully adjustable articulators, and is 

applicable to various restorative procedures, including full mouth rehabilitation, fixed prosthodontics, and 

implants. 

 Principles of Hobo’s Twin Tables Technique 

Anterior Guidance and Condylar Path Interdependence: Unlike earlier gnathological concepts that treated 

condylar path as fixed, Hobo’s research showed that anterior guidance influences the working condylar path. 

The technique sets anterior guidance to align with a straight outward movement of the working condyle along 

the transverse horizontal axis. [1] 

Cusp Shape and Hinge Rotation: Molar disocclusion is determined by the cusp shape factor and the angle of 

hinge rotation, derived from the condylar path. Two incisal tables are used to fabricate restorations that ensure 

posterior disocclusion during eccentric movements. [2] 

Simplified Workflow: The technique uses a semi-adjustable articulator and standard values for condylar and 

incisal guidance, reducing the need for complex measurements like pantographs. This makes it accessible and 

efficient for clinicians. [2] 

Mutually Protected Occlusion: The goal is to achieve a canine-guided or mutually protected occlusion where 

anterior teeth guide eccentric movements, disoccluding posterior teeth to minimize lateral forces. [3] 

Steps in the Twin Tables Technique 

1. Diagnostic Phase: Diagnostic casts are mounted on a semi-adjustable articulator using facebow 

transfer and interocclusal records. A discrepancy between centric occlusion (CO) and maximum 

intercuspal position (MIP) is assessed, often with bimanual manipulation. [3] 

Articulator Adjustment: The articulator is set according to Hobo’s recommended values (e.g., 

condylar path and anterior guidance angles) to replicate standard cusp angles and disocclusion.[2]  

2. Fabrication with Two Incisal Tables:  

o First Table: Used to develop posterior restorations with cusp shapes aligned to the condylar 

path, ensuring disocclusion without anterior teeth influence. 
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o Second Table: Incorporates anterior guidance to refine the occlusion, achieving a standard 

amount of disocclusion (e.g., 1.0 mm in protrusion, 0.5–1.0 mm in lateral movements).[2,4] 

3. Restoration Fabrication: Restorations (e.g., porcelain-fused-to-metal or all-ceramic crowns) are 

fabricated based on the articulator settings. Provisional restorations may be used to test the new VDO.  

[4]  

Final Cementation: Restorations are tried intraorally for fit, occlusion, and aesthetics, then 

cemented, often in a single appointment for efficiency. [5] 

Advantages [2,5,6,7] 

• Simplicity: Does not require sophisticated equipment, making it practical for clinical settings.  

• Predictability: Uses mathematical analysis to achieve consistent disocclusion and anterior guidance, 

reducing chairside adjustments. 

• Versatility: Applicable to full mouth rehabilitation, single crowns, fixed prosthodontics, implants, and 

complete dentures. 

• Reduced Lateral Forces: Posterior disocclusion minimizes harmful forces, protecting restorations 

and supporting periodontal health. [5]  

Limitations [2,4,8] 

• Contraindications: Not suitable for cases with abnormal posterior tooth inclinations (e.g., severe 

Curve of Spee, Curve of Wilson, or rotated teeth). 

Limited Research: While effective, further studies are needed to evaluate long-term outcomes and 

posterior disocclusion reproducibility.Comparison to Other Philosophies: Less commonly used 

than Pankey-Mann-Schuyler (PMS) philosophy, which is more rigid but widely adopted.  

Clinical Application 

The Twin Tables technique is particularly indicated for patients with: 

Severe tooth wear (attrition, abrasion, erosion) leading to reduced VDO. Occlusal disharmony or loss of 

anterior guidance. Temporomandibular joint (TMJ) disorders following occlusal splint therapy. [3,6] 

The Twin Tables technique has been largely succeeded by the Twin-Stage technique in modern practice 

due to its enhanced precision and reliance on cusp angle. However, both methods remain significant in 

prosthodontics, with Twin Tables being foundational for understanding Hobo’s philosophy.  

Hobo’s Twin Tables technique is a prosthodontic method used in full mouth rehabilitation to achieve 

precise occlusal harmony by controlling anterior guidance and posterior disocclusion during eccentric 

mandibular movements. The technique employs two incisal tables to fabricate restorations, ensuring 

functional occlusion with minimal lateral forces. Below, specific advantages of using the first and second incisal 
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tables: 

Advantages of the First Incisal Table 

The first incisal table is used to develop posterior restorations without the influence of anterior teeth, 

focusing on establishing a standard cusp shape aligned with the condylar path. 

1. Standardized Posterior Cusp Shape:  

o The first table allows the creation of posterior restorations with a predetermined cusp angle 

(e.g., aligned to a standard condylar path), ensuring consistent disocclusion during eccentric 

movements. This reduces the risk of occlusal interferences. [1] 

2. Independent Posterior Occlusion:  

o By excluding anterior guidance, the first table isolates posterior cusp morphology, allowing 

precise control over molar disocclusion based on the condylar path. This simplifies the 

fabrication process and minimizes errors in posterior restoration design. [2] 

3. Reduced Lateral Forces:  

o The first table ensures posterior teeth are disoccluded during lateral and protrusive 

movements, protecting restorations from excessive lateral forces and reducing stress on the 

periodontal ligament and temporomandibular joint (TMJ). [9] 

4. Simplified Articulator Use:  

o The first table works with a semi-adjustable articulator using standard condylar path settings 

(e.g., 40° sagittal condylar path), eliminating the need for complex equipment like fully 

adjustable articulators or pantographs, making the technique accessible. [7] 

Advantages of the Second Incisal Table 

The second incisal table incorporates anterior guidance to refine the occlusion, ensuring posterior 

disocclusion aligns with the anterior teeth’s influence during eccentric movements. 

1. Precise Anterior Guidance:  

o The second table establishes anterior guidance (e.g., canine-guided or group function) to 

achieve a standard amount of posterior disocclusion (e.g., 1.0 mm in protrusion, 0.5–1.0 mm 

in lateral movements). This ensures a mutually protected occlusion, where anterior teeth 

guide movements, protecting posterior teeth. [2] 

2. Harmonized Occlusion:  
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o By integrating anterior guidance, the second table ensures the entire occlusal scheme is 

cohesive, aligning condylar path, anterior guidance, and posterior cusp morphology. This 

reduces chairside adjustments during restoration placement. [10] 

3. Enhanced Aesthetic and Functional Outcomes:  

o The second table allows for precise shaping of anterior restorations to meet aesthetic 

demands while maintaining functional occlusion. This is critical in full mouth rehabilitation 

for patients with worn dentition or altered vertical dimension of occlusion (VDO). [9] 

4. Predictable Disocclusion:  

o The second table uses mathematical calculations to achieve consistent posterior disocclusion, 

based on Hobo’s research showing anterior guidance’s influence on the working condylar 

path. This predictability enhances restoration longevity and patient comfort. [11] 

Combined Advantages of Twin Tables [12] 

• Sequential Workflow: The two-table approach separates posterior and anterior fabrication, 

allowing clinicians to address each component systematically, reducing errors and improving 

efficiency. 

• Versatility: Applicable to various restorative procedures, including full mouth rehabilitation, fixed 

prosthodontics, implants, and complete dentures, as it standardizes occlusal parameters. 

• Clinical Efficiency: The technique’s reliance on standard values and semi-adjustable articulators 

minimizes the need for extensive diagnostic records or prolonged chairside time. 

• Evidence-Based: Hobo’s method is grounded in research demonstrating the interdependence of 

anterior guidance and condylar path, validated through clinical case reports and systematic reviews.  

Limitations  

While the Twin Tables technique offers significant advantages, it is less commonly used today compared 

to its successor, the Twin-Stage technique, which simplifies the process further by focusing on cusp angle as 

the primary determinant of occlusion. The Twin Tables method requires careful case selection, as it is 

contraindicated in cases with abnormal posterior tooth inclinations (e.g., severe Curve of Spee or rotated 

teeth). Additionally, further research is needed to validate long-term outcomes of posterior disocclusion 

reproducibility. 

Step-by-Step Procedure of Hobo’s Twin Tables Technique 

Step 1: Patient Evaluation and Diagnosis 

Objective: Assess the patient’s dental condition, occlusal status, and suitability for full mouth rehabilitation.  

Procedure: Conduct a thorough clinical examination, including history of tooth wear (attrition, abrasion, 
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erosion), temporomandibular joint (TMJ) disorders, or loss of vertical dimension of occlusion (VDO). Evaluate 

occlusal relationships, noting discrepancies between centric occlusion (CO) and maximum intercuspal 

position (MIP) using bimanual manipulation or occlusal splint therapy if TMJ issues are present. 

Take diagnostic impressions using irreversible hydrocolloid (alginate) or polyvinyl siloxane for study casts. 

Perform radiographic analysis (e.g., panoramic or cone-beam computed tomography) to assess bone support, 

caries, or periapical pathology.Use photographs and aesthetic analysis to plan restoration design.[2] 

Step 2: Facebow Transfer and Mounting on Articulator 

Objective: Accurately transfer the patient’s maxillary arch orientation to a semi-adjustable articulator. 

Procedure: Record the maxillo-mandibular relationship using a facebow (e.g., Denar or Hanau) to capture the 

relationship of the maxilla to the cranial base. Obtain centric relation (CR) records using a wax bite, polyvinyl 

siloxane bite registration material, or leaf gauge to ensure repeatability. Mount diagnostic casts on a semi-

adjustable articulator (e.g., Hanau Modular or Whip Mix) using the facebow transfer and CR records. Verify the 

articulator’s accuracy by checking MIP and eccentric movements on the mounted casts. [9] 

Step 3: Articulator Adjustment with Standard Settings 

Objective: Set the articulator to replicate standard condylar and incisal guidance values for the Twin Tables 

technique. 

Procedure: Adjust the articulator to Hobo’s recommended settings: 

Sagittal condylar path: 40°; Lateral condylar path: 15°; Bennett angle: 15°; Sagittal incisal path: 40°–45° (for 

the first table, adjusted later for the second table). These values are based on Hobo’s research showing the 

interdependence of anterior guidance and condylar path, eliminating the need for custom pantographic 

tracings. Verify the articulator’s ability to simulate protrusive and lateral movements accurately. [1] 

Step 4: Determination of Vertical Dimension of Occlusion (VDO) 

Objective: Establish an appropriate VDO to restore occlusal harmony and aesthetics. 

Procedure: Assess the existing VDO using phonetic tests (e.g., “s” sounds for closest speaking space), facial 

measurements (e.g., rest position vs. occlusion), or trial restorations. Increase the VDO if necessary (e.g., 2–4 

mm in cases of severe attrition), ensuring patient comfort and TMJ stability. Fabricate an occlusal splint or 

provisional restorations to test the new VDO over 4–6 weeks, monitoring for muscle adaptation and 

speech/function. Record the finalized VDO using interocclusal records for articulator programming. [10] 

Step 5: Fabrication of Posterior Restorations Using the First Incisal Table 

Objective: Create posterior restorations with standardized cusp morphology for disocclusion, independent of 

anterior guidance. 

Procedure: Set the articulator’s incisal table to the first table configuration, which excludes anterior guidance 

influence (e.g., flat incisal table or minimal guidance). Wax up posterior restorations (e.g., molars and 
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premolars) to achieve a standard cusp angle aligned with the condylar path (e.g., 25° sagittal protrusive 

effective cusp angle). Ensure posterior teeth provide disocclusion during eccentric movements (protrusive: 

1.0 mm; lateral: 0.5–1.0 mm), based on the condylar path and hinge rotation. Fabricate provisional or final 

restorations (e.g., porcelain-fused-to-metal or all-ceramic crowns) using the wax-up as a guide. Verify 

occlusion on the articulator, ensuring no interferences in MIP or eccentric movements. [2] 

Step 6: Fabrication of Anterior Restorations Using the Second Incisal Table 

Objective: Incorporate anterior guidance to refine occlusion and achieve a mutually protected occlusal scheme. 

Procedure: Replace the first incisal table with the second incisal table, which includes anterior guidance 

settings (e.g., 40°–45° sagittal incisal path, 10°–20° lateral incisal path). Wax up anterior restorations (e.g., 

canines and incisors) to establish canine-guided or group-function occlusion, ensuring anterior teeth guide 

eccentric movements. Adjust the anterior guidance to achieve standard posterior disocclusion (e.g., 1.0 mm in 

protrusion, 0.5–1.0 mm in lateral movements) when anterior teeth are in contact. Fabricate anterior 

restorations, ensuring aesthetic harmony (e.g., incisal edge position, smile line) and functional guidance. Verify 

the entire occlusal scheme on the articulator, confirming posterior disocclusion during eccentric movements 

and stable MIP contacts. [7] 

Step 7: Intraoral Try-In and Adjustments 

Objective: Verify the fit, occlusion, and aesthetics of restorations intraorally. 

Procedure: Place provisional or final restorations intraorally, starting with posterior restorations to confirm 

MIP stability. Add anterior restorations and check for proper anterior guidance and posterior disocclusion 

using articulating paper (e.g., 40 µm) and shim stock. Adjust occlusal contacts to eliminate interferences, 

ensuring even distribution in MIP and smooth eccentric movements. Evaluate aesthetics (e.g., shade, contour, 

incisal edge position) and phonetics (e.g., “f” and “s” sounds). If using provisionals, monitor for 4–8 weeks to 

confirm patient adaptation to the new VDO and occlusion. [9] 

Step 8: Final Cementation 

Objective: Permanently place restorations with precise occlusion and aesthetics. 

Procedure: Clean and prepare restorations and abutment teeth for cementation. Use appropriate cement (e.g., 

resin-modified glass ionomer or adhesive resin cement for all-ceramic restorations) based on material and 

clinical requirements. Cement restorations in a single appointment or quadrant-wise, ensuring occlusal 

stability at each step. Perform final occlusal adjustments using articulating paper and diamond burs, verifying 

posterior disocclusion and anterior guidance. Polish restorations to ensure smooth surfaces and aesthetic 

integration. [10] 

Step 9: Post-Treatment Follow-Up 

Objective: Monitor the longevity of restorations and occlusal stability. 

Procedure: Schedule follow-up visits (e.g., 1 month, 6 months, annually) to assess occlusion, TMJ function, and 

restoration integrity. Use occlusal splints if parafunctional habits (e.g., bruxism) are present to protect 
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restorations. Address any patient concerns regarding function, aesthetics, or discomfort. [8] 

II. Hobo’s Twin-Stage Technique 

Hobo and Takayama later developed the Twin-Stage technique as an advancement of the Twin Tables 

method. The Twin-Stage procedure, developed by Sumiya Hobo and Hisao Takayama, is an advanced 

prosthodontic technique used in full mouth rehabilitation to restore severely compromised dentition while 

achieving functional and aesthetic occlusal harmony. It is an evolution of Hobo’s earlier Twin Tables technique, 

designed to simplify the process and enhance precision by focusing on the cusp angle as the primary 

determinant of occlusion, rather than relying heavily on condylar or incisal paths. The Twin-Stage procedure 

aims to establish a mutually protected occlusion with precise anterior guidance and posterior disocclusion 

during eccentric mandibular movements, making it suitable for patients with severe tooth wear, reduced 

vertical dimension of occlusion (VDO), or occlusal disharmony. Below is a detailed explanation of the Twin-

Stage procedure in the context of full mouth rehabilitation, supported by suitable references. This method is 

simpler, more precise, and widely adopted for full mouth rehabilitation. [7]  

The Twin-Stage procedure builds on the principles of the Twin Tables technique but introduces a more 

streamlined approach by using two distinct conditions to fabricate restorations: 

Condition 1: Posterior restorations are waxed up without anterior teeth to establish a standard cusp angle 

aligned with the condylar path, ensuring disocclusion. 

Condition 2: Anterior restorations are waxed up to provide anterior guidance, achieving standard posterior 

disocclusion during eccentric movements. 

The technique leverages the finding that the cusp angle is four times more reliable than condylar or incisal 

paths in determining occlusion, incorporating concepts like Fuzzy Logic and Neural Networks for precision. It 

uses a semi-adjustable articulator with standard settings, making it practical and efficient for clinical use.[4] 

 Principles of the Twin-Stage Procedure 

Cusp Angle as Primary Determinant: The procedure prioritizes the effective cusp angle (e.g., 25° for sagittal 

protrusive effective cusp angle) to control disocclusion, reducing reliance on complex articulator adjustments. 

Anterior Guidance and Posterior Disocclusion: Anterior teeth guide eccentric movements (protrusive and 

lateral), ensuring posterior teeth disocclude to minimize lateral forces and protect restorations. 

Standardized Values: Uses predetermined articulator settings (e.g., 40° sagittal condylar path, 15° lateral 

condylar path) to achieve consistent results without requiring custom pantographic tracings. 

Mutually Protected Occlusion: The goal is a canine-guided or group-function occlusion where anterior teeth 

bear lateral forces, protecting posterior teeth and the TMJ. 

Simplified Workflow: Eliminates the need for dual incisal tables (as in Twin Tables), using a single incisal 

guidance table adjusted for two conditions, reducing complexity. 

Step-by-Step Procedure in Full Mouth Rehabilitation 
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The Twin-Stage procedure follows a systematic approach to restore the entire dentition, ensuring occlusal 

stability, aesthetics, and function. Below is the step-by-step process: 

Step 1: Patient Evaluation and Diagnosis 

Objective: Assess the patient’s dental and occlusal condition. 

Procedure: Perform a clinical examination to evaluate tooth wear (attrition, abrasion, erosion), VDO loss, TMJ 

function, and occlusal relationships. Use diagnostic tools-impressions (alginate or polyvinyl siloxane), 

radiographs (panoramic or CBCT), intraoral photographs, and occlusal analysis (e.g., bimanual manipulation 

for centric relation). Identify discrepancies between centric occlusion (CO) and maximum intercuspal position 

(MIP). [1] 

Step 2: Facebow Transfer and Articulator Mounting 

Objective: Transfer the patient’s maxillary orientation to a semi-adjustable articulator. 

Procedure: Use a facebow (e.g., Denar or Hanau) to record the maxilla’s relationship to the cranial base. Obtain 

centric relation (CR) records with wax, polyvinyl siloxane, or a leaf gauge. Mount diagnostic casts on a semi-

adjustable articulator (e.g., Hanau Modular or Whip Mix) using the facebow transfer and CR records. Verify 

MIP and eccentric movements on the articulator. [9] 

Step 3: Articulator Adjustment 

Objective: Program the articulator with standard settings for the Twin-Stage procedure. 

Procedure: Set the articulator to: Sagittal condylar path: 40°; Lateral condylar path: 15°; Bennett angle: 15°. 

Incisal guidance: Adjusted for Conditions 1 and 2 (initially flat for posterior wax-up, then customized for 

anterior guidance). These settings are based on Hobo’s research on the interdependence of cusp angle and 

condylar path. [1] 

Step 4: Determination of Vertical Dimension of Occlusion (VDO) 

Objective: Establish an appropriate VDO for function and aesthetics. 

Procedure: Assess the existing VDO using phonetic tests (“s” sounds), facial measurements, or trial 

restorations. Increase VDO if needed (e.g., 2–4 mm for severe attrition), ensuring TMJ comfort. Test the new 

VDO with an occlusal splint or provisional restorations for 4–6 weeks, monitoring adaptation. Record the 

finalized VDO with interocclusal records. [10] 

Step 5: Wax-Up for Condition 1 (Posterior Restorations) 

Objective: Fabricate posterior restorations with a standard cusp angle, without anterior guidance. 

Procedure: Set the incisal guidance table to a flat or minimal setting to exclude anterior influence. Wax up 

posterior teeth (molars and premolars) to achieve a standard cusp angle (e.g., 25° sagittal protrusive effective 
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cusp angle). Ensure disocclusion during eccentric movements (protrusive: 1.0 mm; lateral: 0.5–1.0 mm) based 

on the condylar path. Fabricate provisional or final restorations (e.g., all-ceramic or porcelain-fused-to-metal 

crowns) using the wax-up. [7] 

Step 6: Wax-Up for Condition 2 (Anterior Restorations) 

Objective: Incorporate anterior guidance to achieve a cohesive occlusal scheme. 

Procedure: Adjust the incisal guidance table to include anterior guidance (e.g., 40°–45° sagittal incisal path, 

10°–20° lateral incisal path). Wax up anterior teeth (canines and incisors) to establish canine-guided or group-

function occlusion. Ensure anterior guidance provides standard posterior disocclusion during eccentric 

movements. Fabricate anterior restorations, balancing aesthetics (e.g., incisal edge position) and function. 

Verify the entire occlusal scheme on the articulator. [9] 

Step 7: Intraoral Try-In and Adjustments 

Objective: Confirm fit, occlusion, and aesthetics intraorally. 

Procedure: Place posterior restorations first, verifying MIP stability with articulating paper (e.g., 40 µm). Add 

anterior restorations, checking anterior guidance and posterior disocclusion. Adjust occlusal contacts to 

eliminate interferences and ensure even MIP distribution. Evaluate aesthetics (shade, contour) and phonetics 

(“f” and “s” sounds). Use provisional for 4–8 weeks if needed to confirm adaptation. [10] 

Step 8: Final Cementation 

Objective: Permanently place restorations. 

Procedure: Clean and prepare restorations and abutments.Cement with appropriate materials (e.g., resin-

modified glass ionomer or adhesive resin cement). Perform final occlusal adjustments and polish restorations. 

[8] 

Step 9: Follow-Up 

Objective: Monitor long-term outcomes. 

Procedure: Schedule visits (1 month, 6 months, annually) to assess occlusion, TMJ, and restoration integrity. 

Provide occlusal splints for patients with parafunctional habits. [7] 

Advantages [7,9,10] 

Simplicity: Uses a single incisal guidance table and standard articulator settings, reducing complexity 

compared to Twin Tables. 

Precision: Cusp angle focus enhances occlusal reproducibility, validated by Fuzzy Logic and Neural Networks. 

Efficiency: Minimizes chairside adjustments due to accurate articulator-based fabrication. 
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Versatility: Applicable to full mouth rehabilitation, fixed prosthodontics, implants, and dentures. 

Reduced Lateral Forces: Posterior disocclusion protects restorations and TMJ. 

Limitations [8,10] 

Contraindicated in cases with severe posterior tooth inclinations (e.g., extreme Curve of Spee or rotated teeth). 

Requires operator skill for accurate articulator programming and wax-up. Limited long-term studies on 

posterior disocclusion reproducibility. 

Hobo’s Twin Tables technique and Twin-Stage procedure are prosthodontic methods used in full mouth 

rehabilitation to restore occlusal harmony, focusing on anterior guidance and posterior disocclusion. While 

both aim to achieve a mutually protected occlusion, they differ significantly in their approach, complexity, and 

clinical application. Below is a detailed comparison of the main differences between the two techniques:   

TWIN TABLES V/S TWIN STAGE TECHNIQUES 

Aspect Twin Tables Technique Twin-Stage Procedure 

Conceptual Basis 

Emphasizes the interplay between condylar 

path, anterior guidance, and cusp shape. Uses 

two incisal tables to control occlusion. [1] 

Prioritizes the cusp angle as the primary 

determinant of occlusion, using Fuzzy Logic 

and Neural Networks for precision. 

Simplifies the process with two conditions. 

[11] 

Incisal Table Usage 

Requires two separate incisal tables: <br> - 

First table: Flat or minimal guidance to 

fabricate posterior restorations without 

anterior influence. <br> - Second table: 

Includes anterior guidance to refine occlusion. 

[2] 

Uses a single incisal guidance table 

adjusted for two conditions: <br> - 

Condition 1: Flat or minimal guidance for 

posterior wax-up. <br> - Condition 2: 

Adjusted for anterior guidance to achieve 

disocclusion. [7] 

Primary 

Determinant of 

Occlusion 

Relies on the condylar path and anterior 

guidance to determine posterior disocclusion, 

with cusp shape as a secondary factor. [1] 

Focuses on the cusp angle (e.g., 25° sagittal 

protrusive effective cusp angle), which is 

four times more reliable than condylar or 

incisal paths. [11] 

Complexity 

More complex due to the use of two incisal 

tables and the need to switch between them 

during fabrication. Requires precise 

coordination of condylar path and anterior 

guidance. [9] 

Simpler and more streamlined, using a single 

table adjusted for two conditions. Reduces 

the number of steps and equipment 

adjustments. [8] 

Workflow 

- First table: Wax up posterior restorations to 

align with condylar path, ensuring 

disocclusion. <br> - Second table: Wax up 

anterior restorations to establish anterior 

guidance, refining disocclusion. <br> - 

Requires switching tables, increasing 

- Condition 1: Wax up posterior restorations 

without anterior teeth, focusing on standard 

cusp angle. <br> - Condition 2: Wax up 

anterior restorations to provide anterior 

guidance, achieving disocclusion. <br> - 
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procedural steps. [2] Single table adjusted, reducing steps.[10] 

Clinical Efficiency 

Less efficient due to the need for dual tables 

and more articulator adjustments, potentially 

increasing chairside time for occlusal 

refinements.[9] 

More efficient, with fewer adjustments and a 

standardized cusp angle approach, 

minimizing chairside occlusal corrections.[8] 

Precision and 

Reproducibility 

Precise but less reproducible due to reliance 

on condylar path and anterior guidance, which 

can vary slightly between patients.[1] 

More precise and reproducible, as the cusp 

angle is a stable and mathematically 

validated parameter, enhanced by advanced 

computational models.[11] 

Clinical Adoption 

Less commonly used today (7.69% of case 

reports in a systematic review), as it is 

considered foundational but outdated 

compared to Twin-Stage. [8] 

More widely adopted (34.61% of case 

reports), reflecting its simplicity and 

precision in modern prosthodontics. 

Technological 

Integration 

Based on traditional articulator-based 

methods without advanced computational 

support. [2] 

Incorporates Fuzzy Logic and Neural 

Networks to enhance cusp angle precision, 

reflecting a more modern approach. [11] 

Learning Curve 

Steeper learning curve due to the complexity 

of managing two tables and coordinating 

multiple occlusal parameters. [7] 

Easier to learn, as the focus on cusp angle 

and single-table adjustments simplifies 

training and application. [10] 

 

CONCLUSION 

The Twin Tables technique and Twin-Stage procedure are significant prosthodontic approaches for full 

mouth rehabilitation, both aiming to achieve a mutually protected occlusion with precise anterior guidance 

and posterior disocclusion. The Twin Tables technique, while foundational and effective in analog workflows, 

is complex due to its reliance on two incisal tables and the interplay of condylar path and anterior guidance. 

Its partial validity in CAD/CAM and digital workflows is hindered by the need for significant modifications to 

simulate dual tables, making it less practical and less commonly used today (7.69% of case reports). In 

contrast, the Twin-Stage procedure, an evolution of Twin Tables, simplifies the process by focusing on the cusp 

angle as the primary occlusal determinant, using a single incisal table adjusted for two conditions. Its 

streamlined workflow, enhanced precision through Fuzzy Logic and Neural Networks, and seamless 

integration with virtual articulators make it highly valid for digital workflows and more widely adopted 

(34.61% of case reports). For modern prosthodontics, particularly in CAD/CAM applications, the Twin-Stage 

procedure is superior due to its efficiency, reproducibility, and alignment with digital technology. However, 

further research is needed to validate the long-term outcomes of both techniques in digital settings and to 

address their limitations in complex cases. 
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