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Prosthetic rehabilitation for a maxillectomy patient
– A case report

Case Report

Surgical correction of benign or malignant tumors of the oropharyngeal regions often 
results in maxillofacial defects. Patients suffering from these defects often present 
themselves with problems like speech disturbances, difculty in mastication and poor 
aesthetics. Prosthodontic rehabilitation of these defects will improve the quality of their 

1life. This article describes the fabrication of a simple hollow bulb obturator  with better 
retention, comfort, and light in weight for a hemimaxillectomy patient.
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Maxillary defects can be due to congenital abnormalities or 

may be acquired and caused by trauma or surgical 

resections to treat different pathological conditions. An 

obturator is designed for patients after maxillectomy as a 
2part of management of these defects . It is dened as a 

prosthesis used to close a congenital or an acquired 

opening in the palate. The major concerns while restoration 

is correction of speech, mastication, deglutition, and 

esthetics. Since the weight of an obturator is often the most 

common reason to dislodge, it should be as light as possible 

which is attained by hollowing the prosthesis. By 

decreasing the weight of the prosthesis, the retention and 

stability may be optimized to allow the obturator to 

function comfortably during mastication, deglutition and 

speech. This case report describes the fabrication of a 

hollow bulb obturator by a simple impression technique 

and thereby enhancing the retention, speech, mastication, 

deglutition and aesthetics.

A 20 year old gentle man from Jharkhand, presented with 

complaints of a swelling in the right cheek for the past 2 

years, which was progressively increasing in size, and was 

associated with nasal discharge. He underwent right 

lateral rhinotomy in Jharkhand, following which there was 

no relief of the symptoms. On examination the swelling 

was diffuse in nature extending from the right infraorbital 

rim, inferiorly upto the alveolar process, laterally upto the 

zygoma, medially obliterating the nasolabial and 

nasomaxillary groove pushing the right lateral wall of the 

nose  media l ly .  He was  diagnosed of  juveni le 
3psammomatoid ossifying broma of right maxilla . Whole 

of the right maxilla and the oor of the orbit were excised in 

toto under GA. (Fig. 1)

Fig 1: Clinical Picture of the Defect

The treatment objective was to provide prosthesis to 
obturate the defect to improve the speech, mastication and 
aesthetics. Impression was made with irreversible 
hydrocolloid (cavex) with stainless steel stock tray. Since 
the defect was more than 10mm in depth and width, it was 
not blocked because the hydrocolloid can with stand the 
tearing strength. (Fig. 2)

Fig 2 : Impression made with irreversible hydrocolloid (cavex)
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4An impression extending into the defect was made . Master 
cast poured with Type IV dental stone after beading and 
boxing. Permanent denture base made with acrylic resin 
(DPI-heat cure clear acrylic) after minimally blocking the 
cast with wax. (Fig. 3) A conventional C clasp anteriorly 
and adams clasp on the posterior were incorporated for 
better retention. Trial was done in the patient mouth after 
trimming to check the t. Occlusal rims were fabricated 
and jaw relation done. Wax trial was done after doing teeth 
setting and adjustments were made chair side. Processing 
was done conventionally with heat cure resin (DPI-heat 
cure pink acrylic). A hollow bulb was fabricated by using 
salt and water technique with self cure acrylic (DPI-cold 
cure clear acrylic) after the initial processing.(Fig. 4) The 
obturator was tried in the patient's mouth after trimming 
and polishing. The soft tissue undercuts present in the 
defect and the weightlessness due to hollow bulb aided in 
good retention of the prosthesis.(Fig. 5) The patient was 
recalled after 24 hours after insertion of the prosthesis, after 
one week, then after three months and found satised.

Fig 3: Permanent denture base made with acrylic resin

Fig 4 :  Denture After Teeth Setting

Fig 5 : Post Operative

Rehabilitation of patients who have undergone resection of 
the maxilla requires restoration of function, speech and 
aesthetics. A prosthesis which satises these goals should 

5have good retentive properties also .  Reducing the weight 
of the prosthesis by hollowing the obturator is found to be 
benecial. Several techniques have been advocated in the 

6fabrication of hollow obturators. Parel and La Fuete  lled 
the hollow part of the obturator with sugar and covered it 
with acrylic resin. The sugar was later removed by making 

7an opening in the acrylic lid. Aaron Schneider  used 
crushed ice to ll the defect, which was covered by acrylic 

8resin.  Elliotts  used clay to ll the hollow bulb, which was 
later removed by making an opening and ushing it out. 

9Ashok Jhanji  and Steve T Stevens resented a technique to 
make a one - piece obturator using silicone putty. 
Numerous studies have been put forth in the literature for 
the fabrication of hollow bulb obturator using variety of 
materials. These materials used should be biocompatible, 
impermeable, smooth and easily made. Hollow obturators 
are made with acrylic resin in either open or closed 
conguration. However silicone either solely or in 
combination with other materials has also been used for 
this purpose.

The concept of rehabilitation of patients with large defects 
of the maxilla with hollow bulb obturators provides a 
means of enhancing the retention, mastication, deglutition, 
speech and esthetics in the post-operative period. A 
prosthesis so designed provides a functional solution to the 

10compromised state of the patient . The size of the 
maxillectomy defect and its extent is one of the main factors 
governing the prognosis of the treatment. 
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