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Abstract
Oral and maxillofacial prosthodontics is engaged in prosthetics of congenital and acquired defects of the
maxillofacial region occurred from resections of the jaws in case of neoplasms and as a result of injuries as
well.
In the presence of defects in the maxillofacial region, various methods of treatment are currently used,
including removable prosthetics, reconstruction of the defect with a vascularized musculoskeletal
autograft, and prosthetics with implants. This direction tends to be further developed and improved, which
will contribute to the full integration of the patient into society.
In this article the method of prosthetic treatment of the defect occurring at maxillary resection (clinical
case) followed by prosthetic rehabilitation is presented.
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Introduction lowering of the corners of the mouth and nose,
maceration in the corners of the mouth, etc. e.

At the same time, the speech function is disturbed, the
patient develops snoring (rhinolalia), the speech
becomes unclear, especially when there is
communication between the oral and nasal cavities.
The last circumstance also leads to the occurrence of
quite serious problems with food intake, since the
absence of teeth makes chewing difficult, and
communication with the nasal cavity leads to the
passage of nutrients into the nasal cavity and adjacent
cavities. As a result, the mucous membrane of the
nasal cavity is irritated, sneezing and coughing occur,
as a result of which the patient refuses to eat. These

Cranio-maxillo-facial defects can be caused by
various factors. One of the most common causes of
acquired defects is surgical treatment of neoplasms in
the area of the face. MF cancer treatment may require
partial or total maxillectomy, which may cause
functional, aesthetic defects and hygiene problems.**
As a result of the defect caused by the resection of the
upper jaw, the integrity of soft and hard tissues is
violated, a communication between the nasal and oral
cavities is created.* The following will be disturbed;
aesthetics, phonetics, breathing, processes of
chewing and swallowing. Depending on the volume
of surgery, patients may experience asymmetry of
the face, lips,lowering of the lower third of the face,
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problems cause psycho-emotional disorders and a
feeling of inferiority in the patient. And if the patient's
disease is cured, but he remains isolated because of his
physiological, aesthetic and psychological defects,
how valuable is the treatment for the patient??

Taking into account a number of inconveniences
caused by resections of the upper jaw, there is a need
to restore them with the help of special obturator
prostheses.®® An obturator is a maxillofacial
prosthesis used to preserve the integrity of the mouth
and nose, closing and overlapping  the
communication between them caused by congenital
or acquired defects.**°

The prosthesis facilitates speech and swallowing due
to the replacement of tissue lost during the
development of the disease, and, as a result, can
reduce nasal insufficiency and hypernasal speech,
improve articulation, swallowing and chewing.
Surgical, temporary and final obturators are
sequentially used to eliminate the defect.®*

The surgical obturator is placed immediately at the
end of the operation. This is a simple device that is
made according to the model obtained in the
postoperative period and, thus, can reduce the
frequency of local infection. Installation of a surgical
obturator during surgery can minimize defects caused
by maxillectomy and provide immediate restoration
of facial contours, preventing their deformations,
which can have important physical and psychological
consequences for the patient.****The surgical
obturator is replaced by a temporaryobturator a few
weeks after the operation. It is madeaccording to a
post-operative cast, has an artificial palate, a part
that goes into the opening of the defect (abutment)
and can initially contain teeth or betoothless with a
tendency to add them later. The surgical obturator is
replaced by a temporary obturator a few weeks after
the intervention. It is made according to a post-
operative cast, has an artificial palate, a part that goes
into the hole of the defect and can initially artificial
teeth or be toothless with a tendency to add them
later. Thetemporary obturator is replaced by the final
obturator, which completely replaces the missing
tissues and fills the defects of the latter. The final
prosthesis can be made 6 months after the operation.
However, the terms may vary depending on the size
of the defect, the progress of healing, the prognosis
of tumor control, the effectiveness of the obturator,
and the presence or absence of teeth.

The size and location of defects affect the course of
prosthetics and the prognosis of successful treatment.

The choice of restoration method depends on the
cause of the defect, its localization, size, degree of
expression, age and willing of the patient, diseases,
complications that occurred during the surgery,
refusal of the patient from further restorative
treatment®**

The lack of tissue, which leads to a decrease in the
support surface of the prosthesis, leads to a decrease
in retention and stability. They are the main
complications  of  orthopedic  treatment  of
maxillofacial patients.” Therefore, at the stage of
prosthetics planning, the available tissues and teeth
should be used as much as possible, trying to minimize
these problems as much as possible. A combination of
surgical and orthopedic treatment of patients with
resection of the upper jaw is mandatory.*®*® It should
be noted that scarring changes that occur in the post-
traumatic or post-operative stage in the maxillo-facial
region directly led to permanent changes in the
contours of the face, the return of which to the
aesthetic norm requires certain surgical interventions.
It is possible to correct deformations with the help of
certain surgical interventions.***8

The purpose of this case report is to demonstrate the
benefits and applicability of appropriate maxillofacial
prosthetic rehabilitation following surgical resection
cancer of the upper jaw.

Clinical case

A 52-year-old man was diagnosed with cancer of the
upper jaw, and according to the patient's treatment
plan, resection of the upper jaw was to be performed.
For the manufacture of the surgical obturator, an
impression was made with alginate impression
material. In a well-planned extensive operation, which
will be accompanied by the loss of soft tissues and
bone support, a surgical obturator is applied, obtained
as a result of joint work with the surgeon at the
preparatory stage. The impression was sent to the
laboratory, from which a plaster model was obtained.
The areas to be resected were marked by the surgeon
on the model (figure 1), immediate surgical obturator
was made in the laboratory according to the
instructions (figure 2 a, b). The latter was placed in the
oral cavity during the operation itself. Correction of
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the surgical obturator was performed during several
post-operative appointments (Figure 3).

Figurel. The part to be
removed is projected
onto the initial model

The long and painful edges were polished, the edges
were enlarged in some areas with the help of acrylic
material, and refixation with soft acrylic was also
performed to control the directed regeneration of soft
tissues (Figure 4).

Figure 4. The appearance of the defect after surgery

Only after the final healing of the adjacent tissues is it
possible to make the final prosthesis, which is carried
out in five treatment visits. The first treatment visit,
which is held a few hours after the surgical stage, after
healing of tissues in the area of the defect, is a
preliminary impression of an individual spoon. At this
stage, they determined the class of the defect,
evaluated the tissue of the wound area, the state of the
existing teeth, the appearance, and then proceeded to
take an impression. After resection of the upper jaw,
the patient's aesthetic problem is combined with
functional problems drooping of the upper lip and
asymmetry of the face. According to Aramani, the
defect formed belongs to the VI class of the
classification of acquired defects of the upper jaw.*
There are 27 teeth on the jaw, which were used during
prosthetics as a support with the available tissues,

Figures 2 a, b. Immediate surgical prosthesis

Figure 3. Immediate
surgical prosthesis in the
oral cavity

maximally contributing to the stability and retention
of the prosthesis.

Gauze soaked in Vaseline was placed in the holes
opening into the nasal cavity and adjacent cavities in
the area of the defect to avoid the penetration of the
remnants of the stamp material into the alveolar
cavities surrounding the defect (Figure 5). Then, with
the help of a standard, modified beeswax spoon of the
appropriate size and a modified syringe (for
introducing the impression material into the area of the
defect), an alginate impression (Figure 6) was made
with the subsequent production of an individual spoon
in the dental laboratory.

Figure 5. The opening to the nasal cavity is closed
with vaseline-coated gauze

Figure 6. Initial alginate impression
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During the second treatment visit, an individual
evaluation of the spoon, oral testing, formation of the
edges and areas of the defect with the help of
thermoplastic impression material and obtaining the
final impression with the help of silicone impression
material were carried out.

First, we form the edge of an individual impression
tray with a thermoplastic stamp, and then proceed to
the part of the defect. The design of an individual
impression tray, inserted into the area of the defect, is
of great importance for the complete preparation of
the occlusal part of the future prosthesis, the
elimination of the defect, and is aimed at correcting
the symmetry of the face and the appearance of the
cleft lip. For this, we shape the surface of the
obturator part of an individual impression tray,
directed to the soft tissues of the lip and saliva, with a
thermoplastic stamp, applying several layers.

Then we apply glue on the inner surface and edge of
the impression tray and make a stamp with a silicone
stamp, covering the throat cavities with a stamp
lubricated with petroleum jelly.

After solidification of the impression material, it is
extracted from the oral cavity, evaluated, sent to the

laboratory, where the dental technician receives the
plastic support of the prosthesis and sends it to the
clinic for the next treatment appointment.

During the third visit first, we evaluate the plastic
support in the oral cavity, then we move on to the
confirmation of the back edge of the upper tooth row
(A-line), which is performed in the same way as with
ordinary prosthetics. Then they made a roller and
installed it on the support of the prosthesis at the level
of natural teeth. They noted the vertical height of the
face, the intermaxillary central ratio, the contour of the
smile and the midline of the face (Figure 7). They
conduct buccal protocol and fix the model of the upper
jaw to the articulator, after which the model of the
lower jaw is also fixed to the articulator with a plaster
bandage with the recording of the centric relation. At
the end of the visit, as a result of the conversation with
the patient, the color and shape of the teeth were
determined. Preliminary alignment of the teeth was
performed on the articulator in the laboratory (Figure
8).

Figure 7. Wax roller after

During the fourth appointment, an initial alignment
test is performed, vertical height and central ratio are
checked, eccentric ratio is recorded, aesthetic
assessment by the doctor and the patient (Fig. 9),
registration of existing inaccuracies, transfer to the
laboratory for correction and final preparation of
prosthetics are completed.

Figure 8. Upper denture on
hard abutment

Figure 9. Esthetic assessment
of dentures.Recording the
intermaxillary relationship

And on the during the fifth appointment, a custom-
made prosthesis (fig. 10 a, b, ¢, d) was placed in the
oral cavity, the final aesthetic appearance of the
patient was evaluated (figure 11), the final aesthetic
appearance of the patient was evaluated (fig. 11),
pronunciation, correspondence of the prosthesis to
the tissues of the oral cavity.
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Figure 10 a. View of
the final prosthesis
from the left side

right side

Figure 10 b. View of the
final prosthesis from the

Figures 10 c, d. Final prosthesis on the
windward side

Figure 11. Esthetic assessment of dentures

Applying zinc oxide paste to the inner surface of the
prosthesis, placing it in the oral cavity, we first found
contact points, then long edges, thick areas and all
asymmetries. Places of premature contact should be
selectively grinded if necessary.

Since the healing of tissues is still ongoing, the tissues
surrounding the defect are constantly changing.
Added to this was the fact that our patient removed the
obturator in the evening before going to bed (which is
undesirable in all cases). And, finally, after all the
corrections, the prosthesis was handed over to the
patient and the necessary instructions for the care of
the prosthesis were given. A final prosthesis was
planned to be made 6 months after the surgery. In the
future, the prosthesis will be relined regularly.
Discussion

Prosthetics of maxillofacial defects, which is the
maximum possible restoration of missing tissues with
the help of an obturator, minimizes both functional
and mental problems of the patient, contributing to his
integration into society.?®# Maxillary obturator is
very important in the speech rehabilitation of patients
with surgically acquired maxillary defects.?
Immediate surgical obturators have facilitated
retention of the surgical bandage, promoting healing

with minimal postoperative infection and scar
contracture formation. This ensured the restoration of
acceptable aesthetics and maintenance of oral function
at an acceptable level in the initial postoperative
period. The definitive obturators restored aesthetics,
oral function, and fluid management to a satisfactory
level. Satisfactory functional and aesthetic results are
achieved in patient with extensive acquired defects of
the upper jaw after surgical resection cancer using
obturator prostheses.

Conclusion

The loss of any part of the maxillary region, in
addition to physical problems, causes severe mental
trauma to the patient. Prosthodontic treatment should
be started before the operation, taking into account
that the patient should be given the best rehabilitation
assistance. Cooperation between the surgeon and the
maxillofacial ~ orthopedist during treatment is
mandatory, as joint activity leads to full recovery.
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Cromarosoruieckas ¥ 4eJIIOCTHO-JIUIIEBAs OPTOINEANS 3aHHUMAaETCsl MPOTE3MPOBAHHEM BPOXKACHHBIX M MPUOOPETEHHBIX
Je(eKTOB YeNIOCTHO-TMLEBONH 00JaCTH, BOSHUKIINX B PE3y/IbTaTe PE3eKLHH HOBOOOPA30BaHUI YENIOCTEH, a TakKe TPABM.
IMpyn Hanuuuy 1eeKTOB YEMIOCTHO-TUIEBOI 00IacTH B HACTOALIEE BpeMsl IPUMEHAIOT Pa3IMYHbIC METOABI JICUSHUS, B TOM
YHCIie CheMHOE MPOTEe3UPOBAHKE, 3aMelleHe JedexTa BacKyIApU3NPOBAHHBIMU ayTOTPaHCIUIAaHTATaMH, [IPOTE3UPOBAHUE
UMIUIaHTaTaMu. JlaHHOe HalpaBieHHE MMEeT TeHACHIMIO K JalbHEHIIeMy pa3BUTHIO U COBEPIIEHCTBOBAHUIO, YTO OyxeT
CIOCOOCTBOBATH MOJIHOM MHTETPALlMK TTALIUeHTa B O0ILECTBO.

B craree mpejicTaBiieHO NPOTE3MPOBAHUE PE3EKIIMOHHOTO JaedeKTa BepxHel uYenmocTH (KIMHUYECKU Cciiydail) ¢
MOCJIEAYIOLIUM OPTOIEINYECKIM BOCCTaHOBJICHHEM.
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