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Abstract 

The management of patients with largetorus palatinus in denture 

fabrication can be quite challenging for a dental practitioner. A 

large palatal tori usually affect the close adaptation of the denture 

base to the mucosa thereby leading to loss of retention and 

stability of maxillary denture. It is, therefore, very important in 

the ways of management of patients with biglarge Torus 

palatinus. The purpose of this article is to provide an overview of 

the modified approaches during acrylic removable partial denture 

fabrication for a patient with large Torus palatinus. 
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Torus and its plural term tori are benign developmental localised 

bony protuberances occurring within the oral mucosa. Tori, with 

its Latin origins explain the anatomical morphology resembling 

cushion or knots in an entangled rope1. Depending on its location 

intra-orally, tori can be further denoted as torus palatinus and 

torus mandibularis1. Torus palatinus is a slow growth, non-

malignant intra-oral hamartoma that arises from the median 

intermaxillary-interpalatine suture and extends inferiorly through 

the vault of the palate2,3,4. The oral mucosa surrounding the tori 

would be thin and relatively avascular. This contributes to the 

clinical appearance of paled or white mucosa enclosing the torus 

palatinus, whereas other areas in the palate region present a 

deeper red in shade.  

While the exact pathogenesis of torus palatinus remains shrouded 

in mystery,researchers have identified that torus has a 

multifactorial etiology. Few studies have shed some insight 

regarding the role of genetics in the formation of torus 

palatinus5,6,7.Cagirankayaet al8 hypothesised that presence of 

torus palatinus serves as a bio indicator of an adequately 
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developed maxillary arch with little establishment of intra-arch 

malocclusions. However more recent studies seem to 

disproveCagirankaya et al study, instead alluding the formation 

of torus palatinus as a physio-mechanical process that continues 

throughout the dentate period9,10,11. It is imperative to note that 

the association between functional stresses within the oral cavity 

and development with ‘maturation’ of torus palatinus holds little 

water till date12, although the converse is true for formation of 

torus mandibularis13,14. Certain medical conditions such as 

hypothyroidism, trauma, infection, use of certain drugs, 

environmental and nutritional disturbances could increase the 

chances for development of torus palatinus15,16.  

Worldwide prevalence of torus palatinus and torus mandibularis 

varies 8 to 51% and 6% to 32% respectivelyfrom region to region 

16-30.Tori are found to be more common in females.In United 

States of America, prevalenceof torus palatinus were found in 

69.7% of women from all ethnic groups[18]. It is also noted that 

tori is prevalent in specific ethnic and racial groups, especially 

Asians. Sing AK et al reported 33% of prevalence rate among 
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Malaysian population 31.Jainkittivong et al revealed a much 

higher prevalence of torus palatinus (60.5%)in Thai population 

32.  

Thoma and Goldman, in 1960 classified tori as: 1) flat; 2) 

nodular; 3) spindle and 4) lobular types3,4,11,33. Irrespective of its 

morphology, the mere presence of a large torus palatinus 

(diameter exceeding six centimetres) would greatly interfere with 

the placement of any dental prosthesis involving the palate, 

especially for removable partial and complete dentures requiring 

adequate palatal coverage to aid in its retention and 

stability[3,4,11,33]. The thin oral mucosa overlying the palatal tori 

could easily ulcerate without undue pressure from the denture 

owing to poor vascularisation. Repetitive traumatic loading by 

the rigid intaglio surface of denture against soft friable tissue 

during denture seating and masticatory functions could further  

degenerate oral mucosa covering the tori on long-term. Such 

discomfort and painful association would surely reduce the 

comfort and compliance of denture wearer in the long run, thus 

negatively affecting the quality of life thereon3,4,11,33,34.  
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A cursory review of literature published on treatment and 

management options for large torus palatinus would fall back on 

surgical resection, a clinically-proven method, accepted and 

practiced internationally by oral and maxillofacial surgeons and 

operatory teams3,4,11,33,34. As with any elective maxillofacial 

surgery, the expected benefits of the surgery should be weighed 

carefully against the potential risks, especially in medically 

compromised patients, and often it is geriatric and potentially 

frail patients who undergo torus resection as a step toward better 

dental prostheses. Additionally, few authors have expounded the 

usage of softer yet resilient materials on the intaglio surface of 

dentures to minimise traumatic loading and occurrence of palatal 

ulceration36.Soft denture liners provide a cushion like effect 

between the intaglio surface of the denture and the palatal 

mucosa thereby help in even distribution of the functional load 

on the denture-bearing area. They are widely for improving the 

retention of the dentures by engaging undercuts thereby 

increasing patient comfort and compliance to denture 

application. This case report describes the use of Molloplast B on 
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the intaglio surface of the denture in a patient with large torus 

palatinus as an adjunct therapy to improve the retention and 

stability of the removable denture. 
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Case report 

A 60 years old male patient visited Segi Oral Health Care with 

chief complain of difficulty in eating due to loss of teeth. Patient 

did not have any denture wearing experience and had been 

edentulous for 15 years. Patient had no significant medical 

history. Intraoral examination showed thatedentulous maxillary 

arch with only left lateral incisor remaining. The maxillary arch 

was classified as Kennedy’s Class Iand mandibular arch as Class 

II with modification 2. Patient had a large torus palatinus of 

approximately 3cm in diameter. (Figure 1a, 1b) Patient was 

advised to undergo extraction of the remaining left lateral incisor 

in the maxillary arch to fabricate a complete denture but he 

insisted on retaining the tooth. 

                           

Figure:1a                                                            Figure:1b 
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After discussing the treatment optionswith the patient,which 

included implant supported overdenture, conventional removable 

denture and cast removable denture, the treatment plan was to 

fabricate a conventional removable partial denture for both 

maxillary and mandibular arch. This treatment option was 

devised based on financial concerns of the patient and time 

constraints. The maxillary and mandibular dentures were made 

following the standard clinical and laboratory protocols. The 

maxillary denture was modified to relief the toruspalatinus. The 

posterior border of the maxillary denture was made following the 

contour and outline of the torus palatinus. (Figure 2). When the 

maxillary denturewas inserted, it appeared to non- retentive due 

to the interference of the torus and failure to achieve a tight 

contact between the soft tissue and the denture base. 

 

(Figure 2) 
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The maxillary denture was then planned to modify the posterior 

border by using Molloplast-B around the tori region to improve 

the retention and stability of the denture. First, the maxillary 

denture was trimmed to resemble a U-shaped denture (Figure 3) 

and approximately 2mm away from the tori region using 

diamond acrylic bur. 

 

Figure:3 

 The acrylic portions that have been trimmed off were then 

replaced by Molloplast-B. (Figure 4).  
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Figure-4 

The maxillary denture was invested in the dental flask using 

dental plaster. Molloplast-B was compacted into the gap between 

the denture and the torus palatinus. The denture was then cold 

cured , excess flash of the Molloplast-B was removed using a 

lecron carver and acrylic diamond bur. The final maxillary 

denture was finished and polished. 

The modified maxillary denture was then inserted in the patient’s 

mouth. The denture border modified by Molloplast-B around the 

tori engaged into the undercut of the tori without causing any pain 

or discomfort. (Figure 5) The modified maxillary denture had 

good retention after the relining of the surrounding of the torus 

palatinus using Molloplast-B. 
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Discussion 

Soft denture lining materials are widely used in the treatment of 

traumatized oral mucosa, ridge atrophy, bony undercuts, 

bruxism, xerostomia, edentulous arches opposing natural 

dentition, congenital oral defects requiring obturation to enhance 

the retention and comfort of the prosthesis. There are two types 

of denture intaglio lining surface material which are soft in 

consistency: 1) acrylic compounds and 2) silicone elastomers 

which are widely used in clinical dental practices worldwide37. 

In this case report the tori observed was of Nodular type 

according to Thomas and Goldman classification, extending upto 

the border of the posterior palatal seal area. Hence, obtaining 

adequate retention with conventional technique was challenging 

since the denture seal would be jeopardized. We opted to use 

Molloplast-B (Regneri GmbH & Co., KG Karlsruhe, West 

Germany and distributed by Buffalo Dental Mfg. Inc., United 

States of America) a silicone elastomer becauseit can retain its 

‘elastic’ dimensional stability for a greater length of time 

compared to soft acrylic compounds38.Previously, Molloplast 



109 

Asia Pacific Journal of Health Sciences & Research. 

2019:4(2) 

because of its unique properties has been used as a permanent 

liner under denture bases to prevent trauma to the tissues, but 

never attempted for fabricating a palate less denture. This 

technique was a novel approach to improve the retention of the 

maxillary denture using Molloplast to engage the undercuts 

around the tori. While the maxillary denture is being seated over 

the palatal surface, the mucosa overlying the extensive torus 

palatinus would be subjected to less traumatic force as the 

permanent soft silicone denture intaglio surface liner deforms 

readily and returns to its original intended dimensions after 

successful seating of denture37-40 .Also, the material would 

engage within the undercuts present surrounding the margins of 

the torus palatinus, further enhancing the retention of maxillary 

denture against gravitational and adhesive forces of macerated 

foods37. During mastication, the permanent soft silicone denture 

intaglio surface liner would undergo transient deformation under 

functional loading thereby ensuring forces are distributed evenly 

throughout the material before being transmitted into the 

underlying oral mucosa37-40. 
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Limitations 

One of the drawbacks of such design being incorporated into the 

fabricated maxillary denture would be iatrogenic-induced 

degradation of the permanent soft silicone denture intaglio 

surface liner. Such degradation occurs when the patient fails to 

adhere proper hygiene instructions regarding maintenance and 

care of denture. The usage of abrasive toothpastes to clean the 

intaglio surface of denture and utilization of excessive brushing 

force are strongly discouraged. Not only the permanent soft 

silicone liner would lose its ‘elastic’ dimensional stability 

rapidly, the roughened and surface porosities present would 

greatly increase the chances of plaque maturation. Subsequent 

exposure of the intaglio surface of denture directly in contact 

with the oral mucosa overlying the torus palatinus would lead to 

bacterial invasion and infection of the friable tissues. This could 

compromise healing rate due to relatively poor 

vascularisation3,4,33,34As such, the manufacturers of Molloblast-

B claimed to have developed specific oral plaque inhibitors 

within the material in attempts to negate such unfortunate 
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occurrences. The efficacy of the plaque inhibitors within the 

permanent soft silicone denture intaglio surface liner after 

following the manufacturer’s recommended heat-curing process 

has yet to be established via clinical means. 

 Another drawback of soft denture liners is the failure or poor 

adhesion between the soft denture liner and the denture base. Few 

studies 41,42,43indicate that bond strength is higher when 

Molloplast-B was applied to unpolymerized polymethyl 

methacrylate (PMMA) and processed together while Kawano F 

et al  report better boning on polymerized PMMA. In this case 

we have applied the Molloplast- B on the polymerized denture 

surface to improve retention since the treatment plan was 

modified after denture issue.  

Conclusion 

Torus palatinus present in patients can be quite difficult to 

manage using conventional methods and materials. In some 

situations, patient may refuse to undergo surgery to remove their 

tori. Therefore, a combination of materials and methods may be 
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required to effectively increase the function and retention of the 

prosthesis without the need of surgical procedures. 
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