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ABSTRACT:

In large defects lacking palatal support, the obturator is aggressively extended
vertically to engage the surgical defect and horizontally to the lateral aspect of the orbital
floor, at the expense of its size and weight. A hollow maxillary obturator reduces the weight
of the prosthesis, which is important when the obturator prosthesis is suspended without
bony or posterior tooth support on the defect side. This case report describes successful
fabrication of a hollow obturator with a retentive buccal flange, for a young patient who has
undergone tumor resection of the maxilla. The use a buccal flange in conjunction with
hollow bulb obturator shared remarkable improvement in retention and stability.
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and  functional requirements  for
retention, support, and stabilization of the
prosthesisl®! In large defects lacking
palatal support, the obturator is
aggressively extended vertically to engage
the surgical defect and horizontally to the
lateral aspect of the orbital floor, at the
expense of its size and weight. Remaining
structures are subjected to continuous
stresses from such large, heavy
obturators, jeopardizing the health of the
tissues, and compromising patient
function and comfort!®%, Reduction in
prosthesis weight is of much importance
when the obturator prosthesis s
suspended without bony or posterior
tooth support on the defect side, as is the
case with most maxillary resection
prostheses!1,

Hence to reduce the weight of the
prosthesis, the bulb portion of the
obturator is generally hollowed after it
has been processed into acrylic resin. A
hollow makxillary obturator may reduce
the weight of the prosthesis by up to 33%,
depending upon the size of the maxillary
defect. This clinical report describes the
rehabilitation of a Maxillary defect
following a tumor resection.

CASE DETAIL:

A 11 year old year girl reported to the
Department of Prosthodontics for
prosthetic  rehabilitation of  Partial

Maxilectomy  following  Odentogenic
Kerato Cyst (Fig 1a). Intraoral examination
showed makxillary defect crossing the
midline (Fig 1b). Impressions of the
maxillary arch was made using putty

polyvinyl polysiloxane impression material

(Coltene) due to limited mouth
opening(Fig 2a). The impression was
poured with type Il dental stone
(Kalabhai) (Fig 2b) and a custom tray using
acrylic resin was fabricated.

Border molding was done using soft
putty(Coltene). Defect area was build-up
using impression compound (DPI,
Pinnacle) and light body elastomeric
impression material (Coltene) was used to
record the complex contours of the
surgical defect (Fig 3). The impression was
poured with type IV dental stone (Kal
Rock, Kalabhai) and master cast was
obtained. The defect area was filled with
wax and a base plate was made along
with  occlusal rims to record the
Maxillomandibular jaw relation (Fig 4, Fig
5).

The casts were articulated using semi-
adjustable articulator (Artex) and teeth
arrangement was done after Facebow
transfer (Fig 6). Palatal contours were
optimized and wax try-in was done out to
check occlusal phonation and esthetics.
Prosthesis was flasked and dewaxed in
conventional manner. Fabrication of
Hollow bulb obturator was done
according to Chalian and Barnett
technique®. A additional buccal flange,
with extended adams clasp on the
dentulous side was added (Fig 7, Fig 8),
and the prosthesis was finished and
polished.

Obturator was inserted and instructions
regarding maintenance of the prosthesis
were given to the patient (Figure 9).
Periodic check-up and surgical site
evaluation was done.

213



Zahid M. et al., Int J Dent Health Sci 2015; 2(1): 212-216

DISCUSSION:

Following tumor resection in the maxilla,
reconstructive techniques include
placement of a prosthetic obturator,
restoration by local and regional flaps or
microvascular free flaps. The main aim of
the maxillofacial prosthodontist is to
achieve normal orofacial appearance and
to restore masticatory function. Prosthetic
rehabilitation with an obturator
prosthesis is a predictable intervention to
restore speech, oral food intake, and
deglutition. It is obvious that maintaining
health for the remaining tissues must be
the primary goal of the therapist¥, It is
the prosthodontist’s responsibility to
incorporate the prosthesis on to healthy
abutments and healthy tissues('®!, Before
starting with the fabrication of the
definite prosthesis, it is mandatory that
the remaining soft and hard tissues must
be free of diseases. An obturator is a disc
or plate, natural or artificial, which closes
an opening or defect of the maxilla. The

basic principles of removable partial

REFERENCES:

1. Beumer J, Curtis T, Marunick M.
Maxillofacial rehabilitation:
Prosthodontic and surgical
considerations. Tokyo: Ishiyaku
EuroAmerica Inc. 1996; 377-454.

2. Cheng AC, Morrison D, Maxymiw
WG, Archibald D. Lip prosthesis
retained with resin-bonded
retentive elements as an option for
the restoration of labial defects: a
clinical report. J Prosthet Dent
1998; 80: 143-147.

3. McKinstry RE. Fundamentals of
facial prosthetics. Clearwater (FL):

denture designing should be reviewed. In
the present case a metal framework cast
partial denture was not recommended
because of the presence of young
permanent and deciduous tooth, and
hence an additional buccal flange was
given for retention and support. For
reduction of the weight of the prosthesis,
the bulb portion of the obturator was
hollowed after it has been processed into
acrylic resin. Weight reduction is
especially important when the obturator
prosthesis is suspended without bony or
posterior tooth support on the defect
side, as is the case with most maxillary
resection prostheses.

CONCLUSION:

This case report describes prosthethic
rehabilitation of a maxillary defect
following tumor resection. The technique
described is cost effective, simple, time

saving  and provided remarkable

improvement in retention and stability.

ABI  Professional  Publications.
1995; 19-30.

4. Parel SM, Branemark PI, Tjellstrom
A, Gion G. Osseointegration in
maxillofacial prosthetics. Part Il:
Extraoral applications. J Prosthet
Dent 1986; 55: 600-606.

5. F Keyf. Obturator prostheses for
hemimaxillectomy patients.
Journal of Oral Rehab 2001; 28:
821-829.

6. W Oh, Roumanas ED. Optimization
of Maxillary Obturator thickness
using double processing technique.
Journal of Prosthodontics 2008;
17: 60-63.

214



7.

10.

11.

Zahid M. et al., Int J Dent Health Sci 2015; 2(1): 212-216

Aramany MA. Basic principles of
obturator design for partially
edentulous patients: Part |I:
classification. J Prosthet Dent
1978; 40: 554-557.
Brown KE.
considerations in
obturator retention. J
Dent 1968; 20: 176-181.
Schwartzman B, Caputo A, Beumer
J.  Occlusal force transfer by
removable partial denture designs
for a radical maxillectomy.
Prosthet Dent 1985; 54: 397-403.
Schwartzman B, Caputo AA,
Beumer J. Gravity-induced stresses
by an obturator prosthesis. J
Prosthet Dent 1990; 64: 466-468.
Minsley GE, Nelson DR,
Rothenberger SL. An alternative
method for fabrication of a closed

Peripheral
improving
Prosthet

FIGURES:

12.

13.

14.

15.

hollow obturator. J Prosthet Dent
1986; 55: 485-490.

Wu YL, Schaaf NG. Comparison of
weight reduction in different
designs of solid and hollow
obturator prostheses. J Prosthet
Dent 1989; 62: 214-217.

Chalian V.A, Barnett M.O. A new
technique for constructing a one-
piece hollow obturator after
partial maxilllectomy. Journal of
Prosthetic Dentistry 1972; 28: 448.
Wang RR. Sectional prosthesis for
total maxillectomy patient. J
Prosth Dent 1997; 78(3): 241-4.
Wood RH, Carl W. Hollow silicon
obturator for patients after total
maxillectomy. J Prosthet Dent
1997; 38(6): 643-51.

Figure 1 — (a) Forntal and (b) Intra Oral
view of the Maxillary Defect.

Figure 2 — (a)Primary Impression using Putty polyvinyl polysiloxane (b) Primary Cast.
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Figure 7 — Flasking of the Prosthesis.

Figure 3 — Secondary Impression using
Impression compound and Light body
Elastomeric impression material.

Figure 4 — Secondary Cast with wax
blockout.
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Figure 9 — Pre-insertion and Post-insertion
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Figure 6 — Arrangement of teeth on semi-
adjustable articulator (Artex)
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