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Abstract. – OBJECTIVE: Although tumors of

minor salivary glands are rare, the pleomorphic
adenoma is the most common pathology
among the benign neoplasm and can be found
with high prevalence in the junction between
hard palate and soft palate. Most of the maxillary tumors are surgically treated through either a total or partial maxillectomy. However,
surgical defects lead to both clinical and psychologic disorders for the patient.
A postoperative obturator prosthesis is a
good option in patients who underwent maxillectomy. It allows to restore both masticatory
and speaking functions, as well as aesthetic
appearance. When reconstruction of the surgical site is possible, an implant-supported prosthesis can be considered to guarantee a better
function and aesthetic’s rehabilitation.
CASE REPORT: This clinical report presents
the prosthetic rehabilitation of a patient who
underwent maxillectomy because of a pleomorphic adenoma of hard palate minor salivary
glands. The patient was treated with a palatal
obturator prosthesis first and with an implantsupported prosthesis after surgical site’s reconstruction and complete healing.
CONCLUSIONS: The rehabilitation of the patient after maxillectomy through both these devices was an excellent option and provided
clinical benefits, improving the patient’s quality
of life, allowing the patient’s reinsertion into
society.
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Introduction
Tumors of minor salivary glands are unusual
pathologies, and they form a heterogeneous

group of tumors. The incidence of salivary gland
tumors is approximately 3% of all head and neck
cancers. Among those, 8% originate from minor
salivary glands and can be found with high
prevalence in the junction of hard palate and soft
palate, lips, tongue, cheeks, and mouth floor.
Salivary glands neoplasms are rare in children
compared with adults1-3. The pleomorphic adenoma (PA), also known as mixed tumor, is the most
common type of benign salivary glands’ neoplasms. In children, it represents 66.6-90% of benign salivary glands diseases: only 5-10% of minor salivary glands PA occurs in 20 years old or
younger patients, with most of the cases occurring in the second decade of life. Parotid glands
are the first PA occurring sites, presenting an incidence of 70-85%. Minor salivary glands are interested too: the palate is the most commonly affected site, followed by upper and lower lips,
oral mucosa, gingiva and tongue4. The World
Health Organization classified pleomorphic adenoma as a benign salivary glands’ neoplasm,
characterized by cellular and architectural pleomorphism. Microscopically, it is composed by
epithelial and myoepithelial elements immersed
either in a mucoid, myxoid, or chondroid matrix.
A fibrous capsule can be found5,6. Most of the
jaw tumors originated from paranasal sinuses and
palatal epithelium, and minor salivary glands are
treated with either partial or total maxillectomy,
depending on the lesion location and extension.
Maxillectomy is classified into 3 types: with
preservation of orbital floor, with the loss of orbital support, and with orbital exenteration and
ethmoidectomy. The former can be further divided as low or high, depending on the osteotomy
extension, and also as below or above the infraorbital foramen3,7,8.
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Figure 1. Patient with right hemi-maxillectomy, intraoral
view.

Figure 2. Patient with right hemi-maxillectomy wearing a
palatal obturator, intraoral view.

The surgical defect frequently affects the hard
and soft palate, producing an oronasal communication. When this occurs, the possibility of site’s
reconstruction should always be considered 9.
A postoperative obturator prosthesis is a good
option in patients who underwent maxillectomy.
The obturator prosthesis aims to restore both
masticatory and speeching functions, as well as
aesthetic appearance. Obturator prostheses can
be built before surgery, which can cause a prosthesis misfit caused by after surgery anatomy
modifications. Nevertheless, when the obturator
prosthesis is delivered during the transoperative
phase, it can improve the patient’s postoperative
conditions. Thus, the obturator allows to protect
the operated area and optimize the healing
process3,10,11.
This article aims to underline the importance
of implant-supported prosthesis rehabilitation in
post-oncological patients.

anatomy changes due to growth processes.
In 2005 the patient underwent left hemi-maxillectomy to remove recurred PA; during the
surgery, ipsilateral lower orbital margin, orbital
floor anterior area, upper, medium and part of
lower turbinates and part of the nasal septum were
removed. Fibula free flap was used to rebuild the
surgical area (Figure 4). Vascular anastomosis between facial and peroneal arteries, left medial cantopexia and cutaneous left inguinal graft were performed in order to repair the donor site.
After this surgery, obturator prosthesis was no
longer required. A mobile prosthesis was applied
waiting for the possibility to provide a firmer and

Case Report
In this study is reported the case of a patient
whose clinic history started in 1994. She was 4
years old when palate neoplastic mass was diagnosed. One year later the neoformation mass was
surgically removed. The histologic examination
revealed the mass to be a pleomorphic adenoma
of hard palate’s minor salivary glands.
During the following years, the patient underwent several surgeries – in different hospitals –
to remove recurring pleomorphic adenomas
(Pas).
Six years later, in 2000, ablative surgery of
right hard palate and alveolar process was performed, and a first obturator prosthesis was
placed (Figures 1, 2, 3). Afterward, many obturators were necessary because of patient’s young
age: she was still growing up, and easily replaceable devices were needed in order to support
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Figure 3. Patient with right hemi-maxillectomy, CT.
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Figure 4. Patient after reconstruction with fibula free flap,
CT.

more efficient prosthetic rehabilitation, such as
fixed prosthesis. The patient did not undergo any
radiotherapy.
When the patient was eighteen years old, three
implants were placed in the restored left upper
jaw, and four implants were placed in the right
upper jaw in consideration of definitive prosthetic rehabilitation (Figure 5).
In 2009 the patient underwent another surgery:
fornix deepening and paracrestal incision were
performed, implants were exposed and healing
caps were placed.
Implants were strengthened by solidarizing
them with a titanium bar (Figure 6). This bar was
welded to a second metal structure covering an
extended part of the hard palate in order to sustain the upper prosthesis and guarantee its stability and efficiency by restricting its movements
(Figure 7A-D)12.
In the present clinical report, the patient presented a surgical defect – a communication between oral and nasal cavities – as a result of
maxillectomy performed to remove a pleomorphic adenoma of minor salivary glands of the
palate. To decrease the changes in patients’
chewing, speech and swallowing promoted by
hemi-maxillectomy, an obturator denture was required until the surgical site was restored.

Figure 5. Patient with implants placed, OPG.

The obturator prosthesis guaranteed optimal
tissues’ healing, function and aesthetics restoration and separation of oral and nasal cavities.
Denture base with palatal obturator is a device
built during the preoperative and installed in the
transoperative period. A temporary obturator is
required during postoperative period to enhance
the healing process and to allow patients to speak
and swallow; after healing of surgery site is completed, a final obturator can be provided.
The obturator prosthesis has several advantages: it provides a matrix to guide the healing
process, reduces contamination of the oral surgical defect, restores partition between oral and
nasal cavities, rehabilitates oral functions (speech
and mastication), restores facial contour, reduces
drooping and enhances patients’ self-esteem due
to the aesthetic improvement13.
Although it is an excellent device in terms of
speech, mastication, swallowing and appearance
rehabilitation, some factors can affect obturator’s
efficiency. Size of the maxillectomy defect can
promote regurgitation of fluids or solids while
drinking or eating, especially if it affects also the
soft palate; in these cases, it is difficult to imitate
the movement of the soft palate through a stiff
device such as a prosthesis. In large defects it
may be difficult to correct the nasal voice, especially if the prosthesis is incongruous and does
not close the margins properly. Moreover, increased prosthesis’ weight can affect obturator’s
retention and balance3,13.
According to many studies, the reestablishment
of function (swallowing and speech) and quality
of life of maxillectomy patients is higher in cases
of surgical reconstruction when compared with
rehabilitation with palatal obturator. However,
other papers3,14 reported no statistically significant
difference in the quality of life in patients either
treated surgically or with obturator.

Figure 6. Implants solidarized with a titanium bar, intraoral view.
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Figure 7. A-D, Patient with prosthesis inserted, intraoral view.

Therefore, it is impossible to plan a standard
treatment for maxillectomy patients due to individual factors conditioning medical case and
prognosis.
Nevertheless, the immediate rehabilitation after partial maxillectomy using a denture base
with a palatal obturator is an excellent provisional option of oral rehabilitation for patients who
underwent maxillectomy. This technique promotes several clinical benefits in the immediate
postoperative period. Also, it enhances patients’
quality of life and working activities; it facilitates
patients’ social reinclusion, minimizes the sequelae of surgical treatment and contributes to the
success of further oral rehabilitation in sites
where a second reconstruction is performed.

properties15,16. Otherwise, these devices should
be made so that the operator can remove them
whenever necessary, to periodically check the
health of the oral tissues underneath them, in order to intercept any relapse of the tumor17,18.
Obtaining satisfactory results allows the patients to improve their quality of life. The choice
of rehabilitation is always influenced by the clinical situation, patient expectations and economic
possibilities.
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