Maxillofacial prosthesis 2
our lecture will be continuation of the previous one :

*Outline of the lecture:

1. Definition of obturators.
2. Disadvantages of obturators.

3. Classification of obturators.
4. Aramany classification.

1. Definition:
*Obturators: prosthesis that are used to close congenital or acquired defects (openings) in the palate (separate between oral and nasal cavity).
2. Disadvantages of obturators:
1. Bulky and difficult to insert (especially in pt. with difficulty in mouth opening).

2. Frequent adjustment of the obturator
this point is also considered as an advantage cuz by frequent adjustment the plane prosthesis will adapt to the newly healed tissue 
3. Oropharynx  reflux

4. Crusting of the defect ,the borders of the obturators support the prosthesis by contacting the tissue causing irritation to them.  ""continuous functional load""
5. Obturators are a removable prosthesis; so every time the patient removes it, the Residual defect will remind the patient about his condition or their previous problem.(cancer, gunshot) 
3. Classification of obturators:
-Classification of obturators according to the origin of the discrepancy:
1. Congenital.               2. Acquired.
-Role of obturators:
1. Obturate the defect (close it).
2. Restore the palatal form after the surgery (which is important for tongue space ,speech and swallowing process ) 

3. Aid in breathing(when we have pharyngeal defect) , speech and swallowing.
4. Support of previously existed oral prosthesis (lost teeth)
-Classification according to location of defect: 
1. Labial or buccal obturators. (plumber obturator that support the tissue and give normal appearance >>more details about in the next pages )
2. Alveolar obturators.  

3. Hard palate obturator.
4. Soft palate obturators.

5. Pharyngeal obturators.

 
-Congenital defects obturators (most common: cleft )
According to the defect site and extension, the obturator will close it.  
 If the problem is in the pharynx it will be closed by Pharyngeal section, also there is velar sections and palatal portion. (look at the figure below)
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As an answers to a questions :

How we make an impression for this area??(Subspecialty level) 
>> We use the impression compound with good hand support to reach this area then we use the compound as vehicle (as tray) to carry the impression material, we ask the pt to do certain movement, it's not easy to do it .

The gagging reflex in pt with congenital anomalies like cleft lip and palate is decreased >>so the idea is how to reach this area and make a precise impression.

We take the final impression  with any viscous material ,according to the area and the defect  >>

If there is an undercut>>we use elastic material

 Thin area >>we can't use alginate >>it will tear 
The best material is the impression  wax (aluwax) >>lengthy procedure but it's very accurate( we can identify the pressure areas through it and correct them ).
-Acquired defect obturators types:
Classification according to the time  of preparation 
1. Immediate (surgical) obturators.
2. Interim (transitional) obturators.
3. Definitive obturators.

Immediate (surgical) obturators,(we prepare them before the surgery)

The dr. showed a case for adenoid cystic carcinoma 
- The impression is taken before the surgery; we demarcate the part intended to be removed on the cast, Scraping of the cast to achieve the normal anatomical contours, we try to preserve teeth as much as possible ,we made it with clear acrylic without teeth because the wound is fresh and we want to prevent any type of occlusal load on it in order not to interfere with healing unless it's an anterior defect and we want to restore the appearance >>so we remove the tumor then clean the area >>pack the cavity with gauze and insert the prosthesis 
We use it in the 1-2 week then after the healing we construct the interim one. 
-The rationale for using maxillary immediate surgical obturators:

1. Functional: separation between the oral and nasal cavity, aid in speech and swallowing, restore palatal form.

2. Hygienic: bacteria in the oral cavity will delay the healing of fresh wound.
3. Psychology.

-Advantages of immediate obturators:

1. Close the defect.
2. Aid in mastication and speech.
3. Maintain palatal form.
4. Give normal appearance (in case the defect affects the cheek support or soft tissue support). 
5. Uncontaminated healing 

6. Reduce the recovery time.

*Notes: 
-When the patient is during the surgery, the obturator is inserted.
-Skin grafts are needed to line the defect to aid in healing.

-we can use grafts from the oral cavity like hard palate.

-Advantages of skin grafting:
1. Create a lateral wall which when engaged by the obturator prosthesis will facilitate retention, stability and support.(the obturator itself is bulky and we need to utilize any area to gain retention ,support and stability regardless the defect size)
 2. The scar band at the mucosal skin graft junction create an undercut superior to this junction which aid in support, retention and stability of the prosthesis.

3.flaps are more flexible and the epithelization process is faster.

-The doctor viewed pictures for two patients one with skin graft used to line the defect. The other one the wound was allowed to re-epithelize spontaneously. >> in the pt. with graft we use the scar band to gain retention  
-Such cases need cooperation between maxillofacial surgeons and prosthodontics. Plastic surgeons also have a role in cases when the defect extends to the face.

-as we said If the defect located in the anterior area, in order to improve the psychology and appearance of the patient; we will place teeth but these teeth are free of occlusion in both centric and eccentric occlusion or if there is no opposing to them in order to prevent any load on the wound>>in this case we can do relining for it to use it as interim obturator.
2. Interim obturators: (to make proper restoration that adapts with newly healed tissue )
- 2-4 weeks after the initial surgery.
- Part of the prosthesis will enter inside the defect unlike the surgical one which just acts as a separator between oral and nasal cavity.
- Impression is taken with compound first then alginate wash(alginate needs support, and we can't use it when there is severe undercut in the defect to avoid tearing of  it) , or using silicon putty and then for more details we use light body(preferable in deep cavities)
-if the cavity is too large from inside (reaching the orbital floor)  it's not necessary to fill the whole cavity >> so we fill part of  it with gauze and we apply petroleum jelly to allow easier removal of the impression, the rest of the cavity and its borders are reproduced by the impression material .  
- Block out the undesirable undercut on the primary cast before taking the final impression.
- as we said we try to preserve the teeth as much as we can because there is an extra load compared to the conventional prosthesis because the obturator s are bulky , we use part of acryl as wings in the sulcus undercut to prevent over-loading on it .
Note: construction of interim obturators has the same conventional steps of construction of prosthesis (primary impression, border molding, secondary impression, jaw relation, try in and insertion).
3. Definitive obturators:
-They are constructed after a long period of time (6 months). After we ensure that all the conditions of the patient are good with no problems. 
- They are made of Co-Cr (so we need to put a design for the prosthesis),more expensive tx .
- The abutment teeth should be periodontally healthy.
-Design principles of definitive obturators:
-The same as removable partial denture design principle (support, retention and stability should be gained from the design to prevent movement of the prosthesis toward the tissues, away from the tissue and in lateral direction).the differences are :

1- the obturator are more heavier 

2-large part of the supportive structure are missed 

3-more load on the remaining teeth.

Principles are the same:
-teeth are healthy and in good condition .
-Rigid major connector.
-Occlusal loads should be directed along the long axis of the abutment teeth this achieved by preparing the rest seats in proper way.

-Guiding planes should be parallel to facilitate the insertion and removal of the prosthesis and provide support, bracing and sometimes retention.
-Retention should be within the physiological limit of the periodontal ligament during function (the prosthesis should be passive at rest and not exert any pressure on the tissues).

-Maximum support should be gained from the residual tissues either soft or hard.
Aramany classification:
-Aramany class I: linear or tripodal design depending on the condition of the remaining teeth.
Linear design all the teeth will have rests and clasps, tripodal only 3 teeth will have rests and clasps( one in the anterior area, other one in the middle and one in the posterior area) .

Too big defect>>linear (I want to use the max. numbers of teeth) [image: image2.jpg]



-Aramany class II: similar to class II Kennedy classification (unilateral distal extension) we need indirect retention.
Tripodal design is recommended. 

The same principles of class II Kennedy design but we will exaggerate the retention, support and stability by using more rests and double aker clasps, the defects will not aid in retention, support and stability of the prosthesis unless we engage part of it with the obturator.
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-Aramany class III: all the teeth are present (quadrilateral configuration). (We need ant and post. clasps)
Retention is gained from the clasps and we try to distribute the load.
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-Aramany class IV: few teeth remain (linear design to obtain support from all the teeth present) retentive arms of the clasps are placed buccal on the premolars and palatal on the molars to counteract each other during the movment to gain the maximum retention and support. 
Class IV is the most difficult case and cross the mid line.
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-Aramany class V: similar to Kennedy class I (bilateral distal extension).
RPI system on the first abutments, we do covering to gain the indirect retention.
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-Aramany class VI: similar to class IV Kennedy classification, the defect is anteriorly located.

The design has Quadrilateral configuration.
Clasps near the saddle area, and clasps in the post. area for indirect retention
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-the dr showed a picture for a case with burn that makes difficulty in mouth opening, upper anterior teeth keep hitting the lower lip causing ulceration.
In this case we couldn't  use tray due to limited mouth opening, so we use silicon putty as a tray to take the impression then wash impression. After that we construct the prosthesis which has buccal and lingual acrylic pieces connected with wrought wire pass above the teeth. We add acrylic layers gradually to buccal piece to enhance the mouth opening until reaching the desired result after that we can proceed in the needed treatment for the patient.(( Plumber prosthesis)) 
-In maxillofacial prosthesis we use swing lock a lot because we use one clasp around all the remaining teeth .
-many surgical trials were done to close oroantral fistula, as soon as we try to close it the better outcome (more supportive structure will be there)  

Done by:Lubaba Qatawneh 
Best of luck 
pharyngeal portion 
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palatal portion 





Note that the resection is performed along the midline of the maxilla
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