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Abstract

Torus palatinus is an exostosis of the hard palate located along the median palatine suture. With slow growth and usually asymptomatic, torus is usually diagnosed by
accident. Surgical treatment is necessary when it presents an obstacle for prosthetic stabilization. This article presents clinical and therapeutical aspects of torus palat-
inus. The clinical manifestation of palatal torus was oval in shape with longer sagittal projection and normal gingival appearance. The surgical approach depended on
its size and morphology. Local infiltrative anesthesia was used. After palatal Y incision and mobilization, the torus was sectioned in smaller fractions and removed. The
rough bone surface was remolded, and the primary closure was reached with simple sutures. The sutures were removed seven days after the procedure showing signs
of wound dehiscence. The wound healing was postponed and follow ups were scheduled to facilitate the healing by secondary intention. Key words: torus palatinus,
surgical removal, prosthetic stabilization

AncTpakr

Torus palatines npeTcTaByBa €r3ocTo3a Ha TBPAOTO HeMLe koja € MocTaBeHa Jomk sutura mediana. Mopagu cBOjoT BaBeH pacT 1 OTCYCTBO Ha Terobu, MHory YecTo
CryyajHo ce OTKpWBa. XMpypluka Tepanuja e noTpebHa kora TOpycOT ja monpeyyBa ctabunusaupjata Ha npotesara. Bo 0BOj Tpyd ce MpeseHTUpaHu KIMHUYKA 1
TepaneBTCky acnekTy Ha torus palatinus. KnuHudki nanatuHanHuoT Topyc ce MaHudecTipaLLe co oBanHa hopMa, Nofonra carutanta AMMEH3Ija 1 THrBa co HopmaneH
n3rned. XUpypLUKMOT NP1OZ 3aBUCELLE O HeroBata ronemuHa v mopconorvja. OnepaljaTa Gelue 13BeaeHa CO nokanHa MHAMATPATUBHA aHecTeauja. X1pypLUKMOT
npvop Bellie 0BO3MOXEH CO nanaTuHanHa Y uHLM3Mja, a TopycoT belle nofeneH Ha nomany AenoBu 1 oTCTpaHeT. HepamHaTa kockeHa noBpLuMHa belue 3amasHeTa v
0nepaTUBHOTO rofe 3aTBOPEHO Per primam co noeaunHeyHm cytypu. CyTypute 6ea OTCTpaHETV Mo CeflyM fieHa CO BIWAMMBI 3HALM Ha AeXvCLieHLMa Ha paHaTa. Mopaam
OANOXyBatbe Ha 3a3fpaByBareTo, bea MpefBUAEHN MOBEKE KOHTPOMW 3a [a Ce ONecHN 3a3npaByBarbeTO MO CekyHaapeH nat. Knyunu 36oposu: torus palatinus,

XVIpYPLUKO OTCTPaHyBakbe, CTabunusaLuja Ha npoTesa

Introduction

Torus palatinus may be defined as an exostosis of the
hard palate located along the median palatine suture,
involving both the processus palatini and the os palat-
inum '. Hitherto no exact etiology has been identified for
the presence of tori. The most widely accepted theory
today is that this condition has a multifactorial etiology,
which includes mainly genetics and environmental fac-
tors. According to the shape, torus palatinus can be clas-
sified as flat, spindle-shaped, nodular, and lobular *. The
size is highly variable, varying from that of a small pea
to an enormous enlargement that may cover the entire
palate to the extent of occlusal plane. Reichart et al have
classified TP, based on their size, as small (less than 3
mm), medium (3—6 mm), and large (more than 6 mm)
tori *. It is composed of a dense cortical bony structure
and minimal amount of bone marrow covered with a

fragile and limited vascularized mucosa. Larger speci-
mens can have a center of cancellous bone and the only
difference between the palatal torus and other exostoses
is in its being developed at characteristic sites and in a
symmetrical manner’. Diagnosis is frequently in occa-
sional way because those pathologies are asymptomatic
>, Palatal tori are characterized by slow growth and the
torus can reach a large size that requires surgical
removal, for example, when representing an obstacle to
prosthetic treatment®*.

This article presents clinical and therapeutical
aspects of torus palatinus.

Aim of the paper

A 72 years old female was referred to the University
department of oral surgery for pre prosthetic teeth
removal. During anamnesis, the patient confirmed to be
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diabetic and hypertensive. Clinically, gangrenous teeth in
the maxilla and a prominence in the midline of the hard
palate were visible. The oval shaped prominence had
longer sagittal projection and normal gingival appearance

(figure 1).
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Figure 1. Clinical appearance of torus palatinus. Note

the mid palate oval symmetrical protuberance, with
longer sagittal projection and normal gingival appearance

It was firm and painless on palpation. Hence a diag-
nosis of torus palatinus was made. The patient was not
aware and she didn’t have any complaints or issues with
the palatal protuberant. But in order to achieve prosthet-
ic stabilization, it was obvious that torus palatinus had to
be removed. The surgical removal was performed with

Figure 2. Y midpalate incision

local infiltrative anesthesia (3% mepivacaine,

Scandonest). Bilateral terminal anesthesia was adminis-
tered in premolar and molar region on vestibular as well
as palatal side. Sagittal Y incision was positioned across
the mid palate using scalpel No.15. (figure 2).
Subsequently, mucosal tissue and the underlying perios-
teum were detached in order to expose the subjacent
lesion to the largest possible extent (figure 3).

Figure 3. Mobilized Y incision

The surgical technique itself was based on the section-
ing of the torus in smaller fractions and their removal. At
first a sagittal groove with a fissure bur and a straight hand

Figure 4. Four squares outlined with sagittal and trans-
versal grooves
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piece was made under abundant irrigation with 0.9%
saline solution followed by transversal, thus four squares
were outlined (figure 4).

Figure 7. Surgical wound sutured, tension free
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Figure 8. First postoperative follow up. Note the palatal
edema

Figure 6.

Figure 5, 6 Remolding of the bone surface

Primary closure of the surgical bed was reached with
simple sutures, tension free (figure 7). In the immediate
postoperative period analgesic therapy was advised and
the patient was advised to consume only cold liquids. At
the first follow up palatal edema was evident (figure 8).
The sutures were removed seven days after the procedure
with visible wound dehiscence (figure 9). The wound ;
healing was postponed and follow ups were scheduled to ~ Figure 9. Wound dehiscence after suture removal
facilitate the healing by secondary intention (figure 10).
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Figure 10. Wound healing by secondary intention

Discussion

According to the literature, palatal tori are the most
common oral exostoses, more common than mandibular
tori. The average prevalence of palatal tori seems to be
20—40% with significant topographical disparities. Most
authors have observed a predominance of palatal tori in
women as well as a larger average size 7.
Epidemiological data differs. Some studies have reported
the appearance and growth to occur in people aged 10-30
years, with a subsequent decline. Others believe that tori
growth may continue beyond the age of 30, in the 40-60
age group, with a variable incidence peak, depending on
the population’ " as was the case with the 72-year female
patient. The exact etiology of tori has not been clearly
established. Genetic theory attributes a preponderant role
to certain genetic factors in the occurrence of palatal tori.
Several authors have cited that environmental factors are
likely to promote oral exostoses. Although not clearly
identified, masticatory hyperactivity and para-functions
appear to be the main factors, with diet (unsaturated fatty
acids and calcium) to a lesser extent™'*". Torus palatinus
has been described as an anatomical variation rather than
a pathological condition, which more frequently affects
the female gender and young population'*". Palatal tori
are mostly asymptomatic as was demonstrated in this
case, which is why they usually go unnoticed, and char-
acterized by a fortuitous discovery during a routine exam-
ination by the practitioner as presented in this case. The
diagnosis of palatal torus is clinical, but radiographic and
pathological examinations may sometimes be useful’®,
For correct clinical diagnosis it is important to remember
that torus palatinus is always symmetrical and located in
the middle of the hard palate. Asymmetrical formations

must be differentially diagnosed as other benign or malig-
nant lesions. If a suspected torus is not midline a biopsy
is needed to rule out this potentially fatal adenoid cystic
carcinoma”. A diverse morphological variation can be
seen such as flat, nodular, lobular and spindle shaped, the
prevalence of which depend on the epidemiological pro-
file of each population'. The size of the tori may fluctuate
throughout life and, when they interfere with function or
partial/full denture placement, surgery is a necessity'”'*.
The torus palatinus reported in this case was medium
sized, spindle shaped with wide base, located in the mid-
dle palate of edentulous maxilla. Palatal tori are benign
maxillary bone tumors that are most often asymptomatic,
slow growing and do not require any specific manage-
ment. However, surgical management may be necessary
in case of prosthetic instability or pre-prosthetic surgery”.
Local anesthesia is indicated in most cases, with large
palatal and nasopalatal nerve blocks allowing complete
analgesia in the intervention area. However, in cases of
large palatal tori or a very posterior localization, general
anesthesia may be considered’*. Various techniques have
been used in the conventional surgical treatment of these
lesions®¢2"1718252° "since the technique will depend on the
extent and location of the lesion, and the epidemiological
profile of the patient. Conventional surgical treatment, in
exception of chisel and hammers that involve possible
risks of traumatic injuries, request to perform excision via
bony burs once the flap has been anchored by different
methodologies or simply elevated and maintained via
suture needle or any other conventional means. The pro-
cedure has two essential phases: mucosal phase and bone
phase. Four main types of incisions can be made depend-
ing on the location and morphology of the palatal torus:
simple linear incision, Y incision, double Y incision, and
double curvilinear incision with a long antero posterior
axis delimiting an elliptical mucosal surface that will need
to be excised’. In the presented case a Y incision was used
to enable anterior flap mobilization. At the time of
mucoperiosteal detachment, there is a risk of tearing of the
adherent palatal mucosa and damage to the large palatal
vessels, most often located at the borders of the palatal
torus”. The palatal mucosa was tin, and submucosa was
obscured, rigid, so flap mobilization was delicate, but not
compromised. The surgery of torus palatines reported in
this case could be done in the few manners: torus removal
by slicing or cutting with burs or pyezosurgery, wearing
away the torus with surgical burs, pyezo or
peeling/smoothing with Er.YAG laser. The cleavage of
the bony torus can be accomplished using rotating instru-
ments, followed by curved bone scissors. Alternatively,
piezo surgery can be performed by continuously monitor-
ing the direction of the cleavage plane to prevent any trau-
matic oral-nasal communication or radiating fractures.
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Large palatal tori may fragment before removal. After
cleavage, bone regularization is performed™**'. The shape
and the extent of torus influenced the treatment plan. Its
spindle shape covered the anterior region of the palatal
vault without extension to the alveolar process, thus torus
was removed by sectioning. Before closing the mucosal
tissue, it is essential to ensure that the mucous membrane
has correctly adapted to the new palatal environment and
to perform a mucosal resection if it has not been per-
formed or if it was insufficient during the incisions at the
beginning of the procedure' which was not the case. The
suturing was delicate, and a steady hand was required to
not tear the gingiva while suturing. The per primam
wound healing was disrupted as in a reported case of
removal of giantiforme torus palatines, with sutures being
removed 15 days post op™. It is the author’s opinion that
due the postoperative edema the wound dehiscence
became apparent. A preoperatively prepared resin palatal
plate or a removable prosthesis in cases of partial or total
tooth loss can be put in place at the end of the procedure
to provide local compression; this would prevent postop-
erative hemorrhaging, protect the mucosal wound, and
decrease postoperative sensitivities. According to some
authors, this may reduce the risk of recurrence. Similarly,
a surgical resection guide can be performed, thereby
reducing the risk of under-correction or over-correction
with the proximity of peripheral anatomical structures’.
A palatal plate could restrain postoperative swelling and
prevent wound dehiscence, so it is advisable to use it in
palatal torus surgery.

Conclusion

Torus palatinus is an asymptomatic bone formation
that has to be surgically removed as a prerequisite for
prosthetic stabilization. The surgical approach depends
on its size and morphology. Asymmetrical palatal for-
mations must be differentially diagnosed from palatal
torus as other benign or malignant lesions.
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