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ABSTRACT 
Surgical obturator is a maxillofacial prosthesis used in post-hemimaxillectomy patients to close defects and main-
tain the integrity of components presents in the oral and nasal cavities due to sinonasal cancer. Maxillary defects in 
maxillofacial patients will lead to stomatognathic disorders and loss of confidence. Prosthetic rehabilitation is an im-
portant procedure in palate reconstruction after sinonasal cancer surgery, include forms of treatment carried out in 
multidisciplinary cooperation with the ear, nose and throat, surgical oncology, oral surgery, and prosthodontics. This 
article provides information on post-hemimaxillectomy patient management with a surgical obturator. A 65-year-old 
female patient came to the prosthodontist of Gusti Hasan Aman Banjarmasin Dental and Oral Hospital, on referral 
from the Banjarmasin Alert Surgery Special Hospital with a diagnosis of sinonasal cancer with hemimaxillectomy 
and palate reconstruction. Before the operation, impression is carried out first on the maxillary area using algi-
nate. The obturator shape is created by optimizing the retention of the remaining anatomical structures, creating de-
signs on the model, creating clasp retention using wire 0.8, processing with acrylic, followed by postoperative obtu-

rator insertion. It is concluded that surgical obturator can be used as post hemimaxillectomy rehabilitation. 
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INTRODUCTION 
Sinonasal cancer or sinonasal malignant tumor 

is a malignancy that occurs in the area of the nasal 
cavity and paranasal.1 The overall incidence of si-
nonasal cancer in the United States is 0.556 ca-
ses per 100,000 inhabitants per year with a male-
to-female ratio of 1.8:1. The most common histolo-
gy is squamous cell carcinoma (51.6%) and adeno-

carcinoma (12.6%), while the most common prima-

ry places are the nasal cavity (43.9%) and maxil-
lary sinuses (35.9%).2 The incidence of sinonasal 
carcinoma in Indonesia based on research at the 
ENT Department of FKUI Cipto Mangunkusumo 
Hospital found 10-15% sinonasal malignancy from 
all ENT malignant tumors.3 According to Barnes, 
factors that can trigger act as sinonasal cancer are 
exposure to wood dust, nickel, other metal mate-

rials, and smoking.4 Other studies have also said 
that smoking and being in an environment with ci-
garette smoke have been established as risk fac-
tors for sinonasal cancer.5 Symptoms that can be 
experienced by patients with sinonasal cancer in-
clude nasal obstruction, facial pain, persistent rhi-
norrhea (runny nose), or epistaxis (nosebleeds). 
The symptoms of sinonasal cancer are not speci-
fic, and cannot be distinguished from the symptoms 
of benign sinonasal diseases, so sometimes the pa-

tients have had an advanced state.6 

The American Joint Committee on Cancer (AJCC) 
classification is used in Indonesia to determine the 

stage assessed from tumors, nodules, and meta-
stases (TNM) and is divided into stages I, II, III, IVa, 
and IVb.7 Optimal care management is determined 
through a multidisciplinary approach, which invol-
ves ear, nose, and throat specialists, oncology spe-

cialists, prosthodontics specialists, oral surgeons, 
and other professionals.3 The principle of mana-
gement of sinonasal carcinoma is surgery in the 
form of a maxillectomy as the main option followed 
by radiotherapy and or chemotherapy.8 Surgery in 
patients with sinonasal can cause defects in the 
palate area which will have an impact on the nor-
mal functioning of the oral cavity such as speech 
disorders, mastication, and swallowing so that re-
habilitation treatment is needed.9  

Prosthodontic rehabilitation uses maxillofacial 
prostheses called surgical obturators as a follow-
up to post-surgery.10

 Surgical obturators are pros-
theses used to close palatal defects after a maxil-
lectomy, restore masticatory function and improve 
speech.11 Surgical obturators can be used in pa-
tients with intact teeth, total edentulous or partially 
edentulous.12,13 

 

CASE  
A 65-year-old female patient came to the Pros-

thodontics of RSGM Gusti Hasan Aman Banjar-
masin, on a referral from an ear, nose, and throat 
specialist at RSKB Siaga Banjarmasin to make a 
surgical obturator that will be installed after surge-
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ry. From the anamnesis, it is known that the patient 
is diagnosed with sinonasal cancer in the palate 
area and surgery will be performed. An extraoral 
objective examination shows a convex profile of 
the patient's face, there is swelling of the maxillary 
(Fig.1A), while intraorally the teeth left only teeth 
23 and 26 (Fig.1B). Based on the panoramic ra-
diographic supporting examination, abnormalities 
were seen in the maxillary area to the patient's na-
sal cavity area as well as dental impactions 14 and 
28 (Fig.2). The patient must be surgically performed 
immediately and plan for rehabilitation due to pa-
late defects that will be caused after surgery later. 
 

 
 
 
 
 

 
Figure 1A Patient's profile, B intraoral condition (Source: 
own documentation) 

 
  

 
 
 
 
 

 
 

Figure 2 Panoramic radiographic (Source: own documenta-
tion) 
 
MANAGEMENT 

For the rehabilitation of this patient, a plan is 
made to make a surgical obturator to cover the pa-
late defect due to surgery. Before surgery, impres-
sion is done using stock trays with alginate mate-
rial on the upper jaw and then filled with a type IV 
stone cast (Fig.3A) as a working model. The im-
pression is done carefully because the condition 
of the palate area is very soft, using a 50 mL sy-
ringe to assist in anatomical printing. Because of  
the patient's condition that only left teeth 23 and 26, 

retention was made in the form of adam clasp on 
tooth 26, and a C clasp on tooth 23 using wrought-
wire. Then a night obturator model was made that 
covered the entire surface of the printed product 
to the limit of the movable and immobile mucosa. 
Surgical obturators with nights are sent to the den-
tal lab for acrylic processing (Fig.3B). The obtura-
tor is made using acrylic resin material, after the 
processing is completed, finishing, and polishing 
(Fig.4). 

After surgery, a defect was obtained on the du-
rum palate, the obturator that had been made be-
fore installation was soaked first with a 0.2% chlor-
hexidine gluconate solution. Still, under the influen-

ce of general anesthesia, the operating area was 
cleaned with sterile gauze, and conduct an intra-
oral examination first. The defect area of the palate 
has been given sterile gauze with 0.2% chlorhexi-
dine gluconate. Inserter surgical obturator to the 
patient to see the edge boundary and retention of 
the obturator. It is necessary to be careful of def-
ects in the maxilla of the former operation (Fig.5A). 

After 1x24 hours of surgery, the first control is 
carried out to find out whether the surgical obtura-
tor is still retentive or not, whether there are no in-
juries to the wings of the surgical obturator, and 
whether defects in the palate are still well closed. 
Cleaning of obturators and soft tissues of the oral 
cavity using sterile gauze with 0.2% chlorhexidine 
gluconate material. The patient is asked to per-
form repeated swallowing movements so that the 
patient can adapt to the obturator. The second con-

trol was carried out 3 days after the first control (Fig. 
5B), there was food debris attached around the 
wing of the surgical obturator, and the defect in the 
palate was still well closed even though from the 
patient's description there was fluid entering the 
nasal cavity and the fluid came out of the nose. In 
the second control, the swelling on the face has be-
gun to decrease. The third control was carried out 
3 days after the second control, there was still food 
debris attached around the wing of the surgical ob-
turator, and the patient had not dared to clean the 
surgical obturator himself (Fig.6) and was subse-
quently evaluated after one month; the results of the 
examination showed that the patient could swal-
low food well, and could also speak well compared 
to when not wearing an obturator. After checking the 
obturator and there are no problems, the patient is 

 
 
 
 
 

 
Figure 3A Working model, B surgical obturator using acrylic 
(Source: own documentation) 
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Figure 4 Finished and polished surgical obturator viewed from 
the outer and inner surfaces (Source: own documentation) 
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Figure 5A Postsurgery with a surgical obturator, B third con-
trol (Source: own documentation) 

 
 
 
 
 
 
 

 
Figure 6 Fourth control (Source: own documentation) 

 

taught to install and remove the obturator and 
teaches how to clean the obturator and the soft 
tissues of the oral cavity. 
 

DISCUSSION 
Defects of the maxillary are caused by surgical 

treatment of benign or malignant neoplasms, co-
ngenital malformations, and trauma. The size and 
location of the defect affect the degree of damage 
and difficulty in prosthetic rehabilitation. Lack of 
support, retention, and stability are common pro-
blems of prosthodontic treatment for patients who 
have undergone a maxillectomy.12 

Maxillectomy is an action in the maxilla that 
causes defects in the face and oral cavity in the 
form of damage and deformation to the face and 
oral function. Maxillary reconstruction is the reha-
bilitation of the treatment of maxillary defects af-
ter a surgical procedure involving the loss of part 
or all of the maxilla.14 Prosthodontic rehabilitation 
of acquired defects on the upper jaw can be or-
ganized into three stages of treatment. For each 
step, a different type of obturator is made.15

 In 
this case, the post-maxillectomy defect is closed 
with a surgical obturator made of acrylic resin to 
prevent the entry of food into the respiratory tract.16 
The main purpose of surgical obturator is to main-
tain the remaining teeth and tissues and to pro-
vide comfort, function, and aesthetic to patient.17 

This type of tool is made from molds obtained  

before the day of operation and inserted at the end 
of the maxillary resection action. The many bene-
fits of using a surgical obturator include providing 

a stable matrix for surgical packing, being able to 

form a barrier between the oral cavity and the 

wound during initial healing, and allowing the pa-
tient to speak and swallow more effectively.18

 The 
main difficulties that occur after resection may 
have a psychological impact on the patient that 
can be reduced by the presence of a surgical ob-
turator. For this case, a surgical obturator is im-
mediately made before surgery and inserted on 
the day of surgery immediately after maxillary re-
section. No teeth were added and retention was 
obtained from the remaining teeth.15 

In surgical obturators, education to maintain 
oral hygiene is very important to support the heal-
ing process and postoperative tissue regenera-
tion and avoid local infections that can hinder the 
healing process. Ultimately the prosthesis for 
maxillofacial defects has a significant impact on 
the patient's quality of life when returning to the 
social environment.19

 The quality of life of patients 
with maxillary defects can obviously be improved 
by the provision of well-designed obturators. Pros-

thetic obturators can restore mastication, ingest-
ion, aesthetics in particular the middle of the face, 
resonance, and speech. Patients with maxillofaci-
al defects undergoing rehabilitation can continue 
their social habits as usual.20 

It is concluded that surgery in sinonasal cancer 
involving the maxillary area and nasal cavity of-
ten causes defects in the area that disruption of 
the normal functioning of the patient's oral cavity 
such as chewing, swallowing, and talking so that 
rehabilitation is needed for the patient's condition. 

A surgical obturator as a post-hemimaxillectomy 

rehabilitation treatment has been shown to close 
defects in the maxilla and restore speech funct-
ion, chewing, and swallowing in patients. 
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