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ABSTRACT

Case description: A 60 year old female patient presented to Depart-
ment of Prosthodontics, CODS, BPKIHS, Dharan with a chief com-
plain of loose obturator. History revealed that patient had undergone
partial maxillectomy for squamous cell carcinoma 7 years back. The
patient also has been wearing obturator which was loose when the pa-
tient reported to the department. On examination, the site of surgery
was the maxillary right buccal sulcus area and a part of the hard palate
including teeth number 11, 12, 13, 14, 15, 16, 17. The presented defect
situation corresponded to a Class I situation (resection performed along
the palatalmidline) according to the Aramany classification of defects.
The surgical site showed complete healing. A hollow-bulb obturator
was fabricated for rehabilitation of the defect. Conclusion: The exten-
sive surgical procedures necessary to eradicate cancer of the head and
neck and to prevent local recurrence or regional metastasis often leave
extremely large physical defects which present almost insurmountable
surgical difficulties in restoring acceptable function or esthetics. The
prosthesis rehabilitated the patient in terms of function by providing
better masticatory efficiency, phonetics by adding resonance to the
voice, hence improving the clarity of speech and also improved the es-
thetics of the patient.
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INTRODUCTION
Maxillofacial defects may be a result of congenital

masticatory function, deglutition and esthetics.’

malformations, trauma or surgical resection of tu-
mors. The primary objective of rehabilitating these
defects is to eliminate the disease and to improve
the quality of life for these individuals.' Among
various maxillofacial defects, intra oral defects in
the form of clefts and opening into the palate are
very common. Several methods have been advo-
cated for reconstructing these defects. The use of an
obturator prosthesis is one of them. Effective obtu-
ration of maxillary defects produces sufficient sepa-
ration of the oral and nasal cavity to improve the
quality and intelligibility of speech. It also enhances

CASE DESCRIPTION

A 60 year old female patient presented to Depart-
ment of Prosthodontics, CODS, BPKIHS, Dharan
with a chief complaint of loose obturator. History
revealed that patient had undergone partial maxil-
lectomy for squamous cell carcinoma seven years
back. The patient also had been wearing obturator
which was loose when the patient reported to the
department. On examination, the site of surgery was
the maxillary right buccal sulcus area and a part of
the hard palate including teeth number 11, 12, 13,
14, 15, 16, 17 (figure 1). The presented defect
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situation corresponded to a Class [ situation
(resection performed along the palatalmidline) ac-
cording to the Aramany classification of defects.
The surgical site showed complete healing. A hol-
low-bulb obturator was fabricated for rehabilitation
of the defect.

Figure 1: Maxillary Defect

Preliminary impressions were made with irreversi-
ble hydrocolloid after blocking the defect undercut
with gauze and custom trays were fabricated. Low
and high fusing impression compounds were added
incrementally to record the extension of the defect

area.

The patient was made to perform a variety of move-
ments to shape the impression material according to
the associated muscles. At the completion of mold-
ing, the roof of the bulb was carefully scraped in its
centre to produce a small saucer of 10—-12 mm
depth, with borders of the saucer being at least 2—3
mm wide for collection of secretions, taking care
that the borders were not damaged. This would
form the future open part of the hollow bulb in its
superior half.

This was followed by a routine final impression
with zinc oxide eugenol, and the impression was
poured out. (Figure 2) The record base and occlu-
sal rim were constructed taking due care not to
damage the cast; bite registration records, teeth set-
ting and try in appointment were performed con-
ventionally. (figure 3)

Figure 2: Dual impression of the defect showing a
superior open hollow bulb

Figure 3: Articulation of occlusal rim after bite

registration

After the try in procedure, wax up was done and
dentures were made ready for processing. (figure
4) . The maxillary trial denture was flasked (Figure
5) and dewaxed in the conventional manner (Figure
6). Half of the heat cure acrylic resin in dough
stage was positioned accurately over the dewaxed
mould and then salt crystals were placed over it
(Figure 7).

Above that, the remaining heat cure resin was
packed and cured for 90 minutes. Cured denture
was retrieved and the lid part was removed from
maxillary hollow denture to remove the salt crys-
tals. After making sure that all the salt crystals had
been removed, the two parts were attached with
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self-cure acrylic resin. (Figure 8) The dentures were
inserted in the patient's mouth (Figure 9, 10, 11)

and instructions regarding care, hygiene and main-

tenance were given.

Figure 7: Salt crystals placed over first layer of

dough

Final prosthesis; occlusal view

Figure 9:

Figure 6: Dewaxing
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Figure 10: Final prosthesis; frontal view

DISCUSSION

The method described has advantages over the pre-
viously described techniques. The salt crystals be-
ing heat labile melt during the curing procedure and
thorough flushing after curing results in no crystals
remaining in the denture, thereby maintaining the
integrity of the denture, avoiding the tedious effort
to remove the spacer material from the denture.
This technique of lost salt technique is simple to
execute and utilizes a very cheap and easily avail-

able spacer material.

Extreme resorption of the ridge whether maxilla or
mandible will lead to a reduced denture bearing
area which in turn will affect retention, stability and
support for the complete denture. Problems that are
likely to be faced may be due to narrower and more
constricted residual ridge as the resorption pro-
gresses, causing reduced supporting tissue with lar-
ger restorative space between maxillary and man-

dibular residual ridges.’

In general a heavy denture, whether maxillary or
mandibular, is likely to cause poor denture bearing
ability. Even though it is suggested that gravity and
the additional weight to the mandibular complete
denture may aid in prosthetic retention, it is not a
universally accepted one. Extensive volume of the
denture base material in prosthesis provided to pa-
tients with large maxillofacial defects or severe re-
sidual ridge resorption is always a challenge to a
Prosthodontist. In order to increase the retention
and stability of heavy prosthesis, many methods
have been tried like utilizing the undercuts, modify-

ing the impression technique, use of magnets, use

of implants, etc.

Apart from this, when we look into the history of
bulkier prosthesis reduction in prosthesis weight
also have been tried by making the denture hollow.
Such weight reduction approaches have been
achieved using a solid three-dimensional spacer
including cellophane wrapped asbestos,* silicone
putty,” modeling clay,® plaster index,’ salt® or ther-
moplastic splint material’ during the laboratory pro-
cedures which are removed later to provide a hol-
low denture base. Parel et al'’ and Schneider'' have
used ice, sugar in the defect portion during process-
ing and later removed by creating holes after proc-
essing. Mahdy'? used double-flask technique for
fabrication of the hollow bulb obturator. But these
techniques require more laboratory steps like proc-
essing of the obturator bulb and the dentulous area
separately. Likewise McAndrewet al'> acquainted
an investment method, which requires multiple
flasks for fabrication of closed bulb obturator. On
the contrary, this procedure had dimensional
changes during processing. Tanaka etal'* used poly-
urethane foam as core material to reduce the weight
of the obturator.

The advantages of hollow dentures are reduction in
the excessive weight of the acrylic resin, resulting
in the lighter prosthesis, and decreased load on the
residual alveolar ridges thereby making the patient
comfortable.

CONCLUSION

The extensive surgical procedures necessary to
eradicate cancer of the head and neck and to pre-
vent local recurrence or regional metastasis often
leave extremely large physical defects which pre-
sent almost insurmountable surgical difficulties in
restoring acceptable function or esthetics. The pros-
thesis rehabilitated the patient in terms of function
by providing better masticatory efficiency, phonet-
ics by adding resonance to the voice hence improv-
ing the clarity of speech and also improved the es-
thetics of the patient.
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