Merging Conventional and Digital Workflows to Fabricate an Obturator Prosthesis for a Patient with Limited Mouth Opening
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TREATMENT SEQUENCE

INTRAORAL SCAN

INTRODUCTION

Trismus is a common complication following radiation : DIAGNOSTIC CAST ™ -
and post-surgical head and neck cancer treatment,
which impairs function and affects the fabrication of

maxillofacial prosthesis. Additionally, treatment is
made more complex by the presence of scar tissue
after cancer surgery. The objective of this case report
IS to determine the accuracy of combining digital and
conventional workflows to fabricate a cast and
framework of high accuracy and a prosthesis that
completely obturates a maxillary defect for a patient
with limited mouth opening.

PATIENT OVERVIEW

= DENSITY SURFACE MODEL .

A 63 year old male presented with Aramany Class |  MERGED | DE'(::'R'Q'!I'_'VEE
defect of maxilla, floor of the mouth and ventral " DATA - ST -
tongue resection with segmental mandibulectomy, - I

bilateral neck dissection, and fibular free flap. Patient
required a definitive obturator prosthesis to aid In
speech and deglutition. However, the patient had
severe trismus and tight scar tissue in the upper right
vestibule from multiple surgeries, which made it
difficult to make an impression using conventional or
Intraoral scans alone.

To fabricate the definitive cast, a scan of a diagnostic cast from a conventional PVS impression
was merged with an intraoral scan of the soft tissue. This was then merged with the volumetric
data of the hard and soft tissues of the maxillary defect obtained from a CBCT using Meshmixer.
The STL file of the definitive cast was used to design and print the framework in titanium then wax-
up and process the definitive obturator.

OUTCOME

Minor adjustments were made on the framework until
fully seated. The definitive obturator was deemed
retentive with no pain nor discomfort upon insertion.
Proper instruction was given for insertion and
removal of the obturator. Patient reported that he can
now eat and drink without regurgitation thus no
additional reline visit was necessary.

CONCLUSION

Combining conventional and digital workflows can
produce an maxillofacial obturator prosthesis of high
accuracy and adequately seal the palatal defect thus
can be considered in managing patients with severe
trismus.
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