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TMEPIAHWH: H mpoobetikr amokatdotaon g Katw
yvaBou og aoBeveic oU exouv uMoPAnOel o ootekto-
A YIO QVTIETWOMON VeorAdoiag, mapouoidlel ApKETEG
1ISlartepdtnTeg aMd kar duokohieg. O1 TepIoodTepeg
SuokoNieg pogpxovtal kKupiwg amd to yeyovdg Ot To
KoASBwpa tnG yvdBou (Tapapévov Turua) éxer Ty td-
on va amokAivel TPo¢ TV XeIpoupynpévn TAeupd,
dnuioupywvtag ouykAeiolakr duoAertoupyia, Suokoia
otn pdonon, otnv opiAia, diatapaxég otn Aertoupyia
TWV PAATKQV 10TWV TOU OTOpatoyvabikol ouoTipatog
Kal oUpETpia Tou TIPoowTou tou aoBevr. ZuvrBwg
TO TUAMA TG KAtw yvdBou Tou ugioTtatal eKTopr] otn
oUyxpovn XePoUpPYIKr oykoAoyia, arokabiotatal pe
autopdoxeupa 1} aMopdoxeupa, amogelyovtag Etol
TNV anékNion Tou KoAoBWHATog ald umdpxouv TTpo-
oBetikég duokolieg Tou oxetiCovtal pe to €idog Tou
pooxelpatog. Ymdpxouv BEBaia Kal TePIMWoEIG, GTTou
yia Sidpopouc Adyoug dev mpaypdtoToleital amokatd-
0Taon Tou eMelppatog g yvdbou. Av kar ol TepITTw-
ogI¢ auTéG efval orjpepa omdvieg, autd dev onpaiver &t
Sev ouvavtwvtal oty KAIVIKY TTedgn.

O okomdg g mapouoag epyaciag ival n mapousia-
on evog KAvikou Tepiotatikoy TTpooBetikiG amokatd-
otaong enf eMelupatog kar voddtntag g kdtw yvd-
Bou, petd amd xeipoupyikr eMEPPaAcn yia agaipeon
VEOTIAQOIAG XwpPIG XeIpoupyikf amokatdotacn Tou
eMelpparog.

AEZEIX KAEIAIA: Extopr kdtw yvdBou, mpooBetikr| a-
TIOKATAoTaon, UMepwIa pApma olykAeiong, pepikr) odo-
viootolxia

SUMMARY: Prosthetic rehabilitation of the mandible in
patients who have undergone ostectomy to treat neo-
plasia, poses a number of special challenges. Most of
these arise from the fact that the stump (remaining
part) tends to deviate towards the operated side,
resulting in discontinuity defects, chewing and speaking
difficulties, soft tissue dysfunction in the stomatognath-
ic system and facial asymmetry. In modern surgical
oncology, the part of the mandible where the resection
is made, is usually reconstructed with an autograft or
allograft, thus preventing the stump to deviate. Yet
there are prosthetic difficulties, related to the type of
transplant used. However, there are cases in which
mandibular discontinuity defects are, for various rea-
sons, not reconstructed. Afthough such cases are
nowadays rare, they still never occur in clinical practice.
The aim of this paper is to present the prosthetic reha-
bilitation of a patient with mandibular discontinuity and
edentulousness after an operation to remove a neo-
plasm, which had not been followed by a surgical cor-
rection of the discontinuity defect.

KEY WORDS: Mandibulectomy, prosthetic rehabilita-
tion, palatal ramp prosthesis, partial denture
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EIZAITQrH

H ouxvdtnta epgdviong veorAaoiag oto otopatoyva-
Bikd olotnua eivar upnA kai n kétw yvdbog amotehel
ouxvr] B¢on evtdmong (Ayyehdmourog kar cuv. 2000).
H xeipoupyikr) agpaipeon tng veomhaoiag amoteAel v
Bepareia exhoyrig, n omoia peteyxeipnukd Pmopel va
ouvodeletal and akuvoBepareia 1) xnueiobepareia n
ouvduaopd kar twv dUo (Ayyehdtiourog kar Ale€av-
5pidng, 2004). Katd tn xeipoupyikr] avipETQMon TG
veomAaoiag yiveral ektopr] TpApatog Tng yvdbou
(Kurtulmus kar ouv. 2008). To ootikd éMelppa avdo-
ya Pe TV éktaor] tou, dnuioupvel didpopa mpoPArua-
1q, Ta oroia yivovtar egeavr} otnv MPooBeTikr| armoka-
tdotaon (Cantor kai Curtis, 1971a, Kapkalrig kai
MohuCwng, 1998). To ootikd EMelgpa pmopel va aro-
kataotadel pe didpopoug Tpdmoug otov idio 1} og a-
TIWTEPO XPOVO. YTIAPXOUV TIEPITTIWOEIG TTOU TO OOTIKO
EMeIPpa Kai n ouvéxeld g kdtw yvdbou dev avamin-
pouUtal kai To TPANA NG yvdbou Tou agaipeital, dnpi-
oupyel vwdotnta pe coPfapd mpoPAjudta yia tov
aoBevr| kail tnv moidtnta g (wrig tou. O1 MEPTTWOEIS
QUTEG ival TAéoV OrPEPa EAAXIOTES WG OTTAVIEG, OPWG
ol diatapaxég mou dnuioupyoulvial oto otopdatoyvadi-
KO olotnpa twv acBeviv autwy eivar Idiaitepa oofa-
PEG Kal apopouv TO00 ta Pahakd pédpia 6oo Kal Toug
okAnpous 1otoug (Prakash, 2008).

H pn amokatdotaon tng avatopiag g yvabou, €xel
0Qv OUVETTEID TNV amOKNIoN Tou KoAoPwuatog (Tapa-
HEVOV TUAHA) NG KATw yvaBou TIPOG T XEIPOUpYNHE-
vn TAeupd, Pe amotéheopa va dnuioupyouvidl Kal
dMeg diatapaxég, ol omoleg duoxepaivouv KUPIEG Ael-
Toupyieg Tou otopatoyvabikol ouotAiuatog Tou aobe-
voUug, TTPOKaAWVTIAg Aertoupyikd, aioBnukd mpoPArua-
Ta Kkal kakd Puxiopd (Hurvitz kar ouv. 2006, Joshi ka
ouv. 2008). O1 kupidtepeg diatapaxég mou dnuioup-
youvtal eival n ouykAeiolakry diatapaxr, n diatapaxi
NG opINiag kar g pdonong, n dnuioupyia vwddtntag
dMote dMou Babuoy, ol diatapaxég g Aertoupyiag
NG KI'A, aMd kai n évtovn acuppeTpia Tou MpoowTou
(Desjardins, 1979, Kurtulmus kai ouv. 2008, Joshi ka
ouv. 2008).

Ykomdg: O okomdg NG mapouodg epyaoiag eivar n
mapouciacn TG MPooBetikAG amokatdotaong o€
aoBevr| pe pepikd yvabektopr kar vwddtnta g Kdtw
yvabou, petd amd xeipoupyikr| EMEPPAcN yia apaipeon
VEOTIAQOIAG, XWPIG XEIPOUPYIKY] armoKatdotaon Tou
eMelypatoc. 2ulnteitar n 0An mMPooéyyion otnv aro-
KQTAoTaon autwV TwV TIEPICTATIKWOV.

MEPIFTPA®H MEPINTQXHX

luvaika nAikiag 65 €Ty, TTou eixe UTTOPBANBEl og nuiyva-
Bextopr) TG Kdtw yvabou apiotepd amd tnv MePIoXN
TwV TIPOYOH®iwV yIa apaipeon veomAdoiag, Moo B

oAugwng lp. kai ouv./Polyzois G. et al.

INTRODUCTION

The incidence of neoplasia in the maxillofacial system is
high, and the mandible is a common site of occurrence
(Angelopoulos et al. 2000). In such cases, the surgical
removal of the neoplasm is the treatment of choice,
which can postoperatively be accompanied by radio-
therapy or chemotherapy or a combination of both
(Angelopoulos and Alexandrides, 2004). The surgical
management of neoplasia involves the resection of a
part of the mandible (Kurtulmus et al. 2008). De-
pending on its size, this bone defect causes various
problems, that become apparent throughout the pros-
thetic rehabilitation process (Cantor and Curtis, 197 I3,
Karkazis and Polyzois, 1998). The bone defect can be
reconstructed in different ways, at that point or later in
time. There are cases in which bone defects and
mandibular discontinuity are not repaired, and the
resection of a part of the mandible leads to edentu-
lousness, with a serious impact on the patient's quality
of life. Such cases are nowadays uncommon or very
rare; however the disorders caused in the stomatog-
nathic system of these patients are very serious and
affect both their soft and hard tissues (Prakash, 2008).
In cases where mandibular continuity is not restored,
the stump (remaining part) of the mandible deviates
towards the operated side. This situation results in
additional disorders related to main functions of the
patient's stomatognathic system, causing both function-
al and aesthetic problems, as well as negative effects on
the patient's psychological well-being (Hurvitz et al.
2006, Joshi et al. 2008). The main dysfunctions caused
include discontinuity defects, speaking and chewing dis-
orders, edentulousness of varying degrees, TMJ disor-
ders and severe facial asymmetry (Desjardins, 1979,
Kurtulmus et al. 2008, Joshi et al. 2008).

Aim: The aim of this paper is to present the prosthet-
ic rehabilitation of a patient with a mandibular defect
and edentulousness after an operation to remove a
neoplasm, which had not been followed by the surgical
reconstruction of the defect. The overall approach for
the rehabilitation of such patients is discussed.

CASE REPORT

A 65-year-old woman, who had undergone left mandi-
bulectomy from the premolar area, to remove a neo-
plasm, came to our department with the intention of
“having her teeth fixed because she could not eat”. As
she mentioned, the surgical reconstruction of the
mandibular defect had not been performed because of
personal reasons, and was her own wish. After the
operation, she had also undergone radiotherapy and
remained in that state for about a decade. In the mean-
time, many of her teeth had been removed, due to
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dnhwvovtag dtu emBupel «va gudEer ta ddvuia g yiat
Se pmopel va @dem. ‘Onwg avépepe n idia, dev eixe
yivel XelpoupyIkr) armokatdotacn Tou eMefupatog otnv
KATw yvdBo, yia TPoowTTKoUug Adyoug kai and Sikr tng
emBupia. Emiong petd v emépPaon umoBAOnke oe
aktvoBepaneia kai Bpioketar otnv mapovoa katdota-
on yia pia dekaetia mepimou. 2to pecodidotnua autd
MoMd Odvua e&ixOnoav Adyw petaktivoPolikwy
mepiodovuikwv A Tepndovikwv BAapwv (Eik. 1). H aobe-
vAG UMoPARBNKe og KAIVIKY Kal aktivoypaegikr e&€taon,
Tipokelgévou va a&loAoynBel n mapoUvoa otopatiky TG
katdotaon. Aiamotwnke n Unapén dovtiwv otnpiypd-
v (17, 15, 24, 26, 33, 35), kakdtexveg akivnteg mpo-
oBetikéG epyaoieg, auxevikég tepnddveg ota ddvia
otnplypata, @Aeypovy) Twv oUAwv Kal ev Yyevel Kakr
otopatkry vyievr). Emiong diamotwbnke to 0oTikd €A-
Aelgpa, n Umap&n kohoBwuatog kar n ouykAeiolakr Su-
oappovia (Eik. 2).
Katd v e€wotopatikr khivikr e&€taon, mapatneridnke
€VTovn aoUpETPia 0To KATw TPITNHOPIO TOU TTPOoW-
Tou, Tou dnpioupyoUoe Kakd Yuxiopd otnv aoBeviy
(B 3). Ané v 8e€id KI'A Sev mapatnperibnke onpel-
ohoyia mou va dnAwvel tn duoAertoupyia g,
Toviotnke 1d1aftepa otnv acBevr| n avdykn yia dpiotn
oTopatKky LYIEVH Kal n avdykn avukatdotaong twv
aKivATwV TTPOOBETIKWY €pyaciv. To TeAKS oxE€dio
Bepameiag kataotpwbnke oe otev) ouvepyaoia padi
NG, Aappdvovtag undyn TG emBUpieg TG Kai TV OIKo-
VOUIKA NG katdotaon. TeAkd amogaciotnke va pnv
avuikataotabolv ol akivnteg MPOoBEeTIKEG epyanieg kal
va KAtaokeuaotolv SUo PEPIKEG OSOVIOOTOIXIEG
(M.O.) pe okomd v Asitoupyikr) Kar aioOnukr TG
arokatdotaon. Eidikdtepa, oy kdww yvdbo kata-
OKEUdOTNKE HIa KAQOIK PEPIKY) 0dovIoaToIXia, eva
otV dvw yvdbo pia M.O. pe urepwia pduma oUykAel-
ong, via v dieubetnon g ouykAeioiakig ducappo-
viac.
Ta kAvIkd kal epyaotnpiakd otddia g mPooBeTikAG
arokatdotaong meplypdeovial apakdtw:
[. Metd v AMyn apxikev anotunwpdtwy Kal Ty Ka-
TAOKEUX QTOMIKWV diokapiwy, éyive N Afgn Twv Teh-

Eu( 2:Ev600topotn<rﬁ KAIVIKT] €IkOva TG aoBevoug.
Fig. 2: Intraoral clinical view of the patient.

Tépog 12, No 1,201 1/Vol 12, No |, 201 |

post-radiation periodontal or carious lesions (Fig. ).
Intraoral clinical examination and radiographic evalua-
tion revealed the presence of abutment teeth (17, 15,
24, 26, 33, 35), poorly constructed fixed prostheses,
cervical root caries gingival inflammation and, generally,
poor oral hygiene. The bone defect, the presence of
the stump and occlusal disharmony, were also
observed (Fig. 2).

Extraoral clinical examination revealed severe asymme-
try in the lower third of the face, resulting in negative
effects on the patient's psychological well-being (Fig. 3).
The examination of the right TM] did not reveal any
signs of dysfunction.

The need for good oral hygiene, as well as the necessi-
ty of having the fixed prostheses replaced were
explained. The final treatment plan was scheduled in
close cooperation with the patient, taking into account
her state, wishes and financial condition. Finally, it was
decided not to replace the fixed prostheses but,
instead, to fabricate two partial dentures (PDs), in
order to achieve her functional and aesthetical rehabil-
itation. More precisely, a classic partial denture was fab-
ricated for the lower jaw, while a PD with a palatal
ramp prosthesis was constructed to correct occlusal
disharmony in the upper jaw.

The clinical and laboratory stages of prosthetic rehabil-
itation are described in the following paragraphs:

Eic. 1: Apxikr mavopayikr aktivoypagia g acBevolq petd v
eméppaon.

Fig. 1: Initial panoramic radiograph of the patient after the
operation.

Eik. 3: Aouppetpia mpoowrou tng acBevoug Siamotolpevn katd
v e€wotopatikr e&€taot.
Fig. 3: Facial asymmetry observed during the extraoral examination.



48

lMoAudwng p. kar ouv./Polyzois G. et al.

KOV arOTUMWUATWY e AAYIVIKO.

. Kataokeudotnkav yiyiva ekpayeia epyaciag kar Svo
M.O. amd xpwpiokoBaitiouxo kpdua. Xapaktnpl-
otkd otn &e€id mAeupd kal UMEPWING Twv doviiwy
OTNPEIYHATWY, 0 OKeAETSG TG dvw M.O. Epepe TIAEy-
pa yia T ouykpdtnon akpuAikng pdumag (Eix. 4 a-
y). TomoBetrbnkav képiva Uyn yia to otddio twv
KaTaypaewv.

. To otddio twv Kataypagwy otV TePITwon autr
Atav 18iaftepa amartnukd kar xpeialdtav epmeipia,
aeoU UTTPXE amOKAION TOU KOAOBWHATOG TG KATW
yvaBou mpdg v xeipoupynueévn mheupd. O tehikdg
OTOX0G {Tav N KAtaypaer| JIag oxéong Twv yvdbwy
o€ kdBeto kal opIldvtio emimedo, TTou propoUoe va
avarapdyel n aoBevrig kai n omofa Ba pag €dive T
Suvatdtnta amodektriG oUviagng Twv TEXVNTWY
Sovtiwy. 2TG TEPIMTIWOEIG AUTEG ouvABWS TO KoAo-
Bwpa Bploketal Mo kovtd TPOG T pESN UTIEPWIa
yeappn (Ei. 5).

. Metd v avdptnon wwv expayeiwv oe apBpwtripa,
€yIve N oUvtagn Twv TexvnTwy SovTWY Kal n KEPIVN
utlepwia pdpma olykAeiong Siaotdoewy 9-10 mm,
avTKataotdOnke and automoAupePICOPEVN aKPUAIKT
pntivn, yia peyalitepn otabepdtnta kar agjomotia
(B 6).

. Katd v tehk Sdokipry oto otépa eéyxBnkav n
ewvnon, n aiodnukr kai n olykAeion. EmaAnBeltnke
N eMavaAyIpdTNTa Twv OUYKAEIOIAKWY OXECEWV KAl
e161kdTePa N dpBpwon twv KAtw dovuwy Je TV UTTE-
pwia pduma otn Béon G peyiotng ouyyouQwong.
Akoloubnoe n ormnon kai mapddoon twv M.O. H
aoBevr|g evnuepwbnke yia TG anapartnteg enavege-
Tdoelg Kal NG 56Bnkav odnyieq OTOPATIKAG UYIEVAG
kai uylevig twv M.O., kabwg Kkal tou Tpdmou Xprong
touc. Katd tg emaveEetdoeig motomoirfnke n arno-
katdotaon NG paonukig Aetoupyiag kar opiAiag n
8¢ aoBevrig rtav Ikavortoinuévn, apoy ektdg autwy,
N Yuxohoyia kar n koivwvikA TG ¢wr emavirbav otd
(QUOIONOYIKO peTd amd oMd xpdvia (Eik. 7 af).

|. After primary impressions had been taken and indi-

vidual impression trays had been fabricated, final
impressions were taken with an alginate material.

. Plaster casts and two cobalt-chrome alloy PDs were

fabricated. On the right palatal side of the abutment
teeth, the framework of the upper PD was equipped
with a mesh to retain an acrylic ramp (Fig. 4a-c).
Wax rims were also fixed in place, in order to be
used at the recording stage.

. In this particular case, the recording stage was very

challenging and a high level of expertise was re-
quired, since the mandibular stump was deviating
towards the operated side. The final aim was to re-
cord the relation between the jaws on the vertical
and horizontal planes, which would allow the fabri-
cation of an appropriate set of artificial teeth. In such
cases the stump is usually closer to the medial palatal
suture (Fig. 5).

4. After the casts had been mounted on an articulator,

the artificial teeth were fixed in place, and the 9-10
mm wax palatal ramp was replaced by autopolymer-
izing acrylic resin to achieve greater stability and reli-
ability (Fig. 6).

. At the final try-in stage, the patient's phonation, aes-

thetics and occlusion were tested. We also verified
the repeatability of occlusal relations, and especially,
the articulation between the lower teeth and the
palatal ramp in maximum intercuspal position.
Subsequently, the PDs were cured and delivered to
the patient. Moreover, the patient was informed
about the necessary follow-up examinations, and
received instructions on oral hygiene, as well as on
how to clean and use the PDs. Follow-ups confirmed
the restoration of masticatory function and speaking
ability and the patient was generally satisfied with the
result, since her self-esteem and social life were back
to normal after several years (Fig. 7a-b).

Eix. 4: ) Mepikriy odovtootoixia tng kdtw yvabou pe képiva Gyn B) Mepikry odovtootoixia g dvw yvdbou pe Képiva Ugn v) ZkeAetdg g dvw Pepikrg odovtootoixiag e
TIAEY[A YIa T ouykpdTnon NG Umepwiou akpUAIKAG pAumag.

Fig. 4: a) Mandibular partial denture with wax rims b) Maxillary partial denture with wax rims c) Upper partial denture framework equipped with a mesh to retain the acrylic
palatal ramp
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Eik. 5: Kataypapr twv oxéoewv Twv yvdbwv.
Fig. 5: Jaw relation recording.

*‘an-*j,

Eik. 7: @) Or pepikég odovtootoixieg TG dvw Kal Kdtw yvdbou katd tnv tehikr Tomobémaor Toug oto otdpa g acbevoug B) H pepiki

Eik. 6: H M.O g dvw yvdbou ormou @aivetar To mAGTog tng
uTiepwiou pdumac.

Fig. 6: Maxillary partial denture (notice the range of the palatal
ramp)

Raca i

odovtootoixia g dvw yvabou We v umepwia pduma Omwg @aivetal evoooTouatikd.
Fig. 7: a) The final try-in of the upper and lower partial dentures b) The upper partial denture with the palatal ramp, as seen intraorally.

2YZHTHZH

levikg, n pepikd A oAk vwddtnta g kdtw yvdbou,
efval mévtote éva 161aftepo MESBANpa otnv emavopbw-
Tk odovuatpikr. 2ta mAalola g KAaoikrg odovtia-
TPIKAG, N TTPOOBETIKY aMokatdotaon NG HEPIKAG 1 ONI-
KNG vwddtntag, vivetal pe KIVNTEG TTPOOBETIKEG epya-
ofeG. H pikpdtepn emedvela €5paong Twv KIVATWY
€PYAcIWV Tou unidpxel otV KAtw yvdbo og oxEon [e
TNV dvw, AMd Kal n TapepBoAr] paAak®y Hopiwy, OTwg
Tou £5dpoug Tou otdPatog aMd kal NG yAwoodg,
pmopel va dnuioupyrioouv MPOPARUaTa oty EUOTA-
Beia kal ouykpdtnon NG KIVNTAG TPooBetikiG epya-
ofag (Anuntpiou kar ouv. 2001). Mepicodtepeg SUwG
SUoKONEG Kal apkeTég 1dIatepdTnteg dnpioupyouveal
OTIG TIEPITIWOEIG EKENVEG, TTOU UTIAPXEI OOTIKO EMEIPA
otV Kdtw yvdabo petd amd xeipoupyikr) apaipeon veo-
nhaofag (Kapkadrig kar IMNoAudwng, 1998). H mpoobet-
Kr] arokatdoTacn OTG TTEPITTIWOEIG AUTEG, €XEI VA KAVEI
pe S1dpopeg Tapap€tpoug, mou dnpioupyolvial and
TNV PEIOVEKTIKY eM@dveid otipIgng NG Kdtw yvabou,
aMd kar and v éktaon tou eMelppatdg g (Cantor
kal Curtis, 1971a, 1971b, Firtell kar Curtis, 1982).

> € TIEPITTIWOEIG TTOU UTdpXel ap@iyvadikr oAk vwdo-

Tépog 12, No 1,201 1/Vol 12, No |, 201 |

DISCUSSION

In general, partial or complete mandibular edentulous-
ness, has always been a major challenge for restorative
dentistry. In classic dentistry, the prosthetic rehabilita-
tion of partial or complete edentulousness, is achieved
by removable prostheses. The limited basal seat area
available to support removable prostheses in the
mandible (compared to the maxilla), as well as the
interference of soft tissues, such as the floor of the
mouth and the tongue, may cause problems related to
the stability and retention of removable prostheses
(Dimitriou et al. 2001). However, even more difficulties
arise in cases, where a bone defect has been created in
the mandible, due to the surgical removal of a neo-
plasm (Karkazis and Polyzois, 1998). In such cases, the
prosthetic rehabilitation is affected by various parame-
ters, related to the disadvantageous basal seat area of
the mandible, as well as to the extent of the defect
(Cantor and Curtis, 1971a, 1971b, Firtell and Curtis,
1982).

In cases where both jaws are edentulous and, at the
same time, the partial defect in the mandible has not
been repaired with a graft, the recommended pros-
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TNTA Kal OUYXPOVWG EMEIPPA THAPATOG TG KAtw Y-
Bou xwpig amokatdotacn pe pooXeupa, TOTE N evoe-
Selypévn TPOOBETIKY) aVUIIETWMON €ival n KATtaokeur
ONKGV 0OOVIOOTOIXIWY, OTIG OTOlEG OWG TIPETE! Va
KATAOKEUAOTEl UTIEpWIa pdpma otnv dvw oSovtooTol-
xia, yia va dieuBetnBel n ouykheioiakr) dSuoappovia ou
dnuioupyeftal, Adyw NG tdong tou KoAoPwuatog va
amokAVel TIPOG TN xelpoupynuévn meupd. O1 epITtw-
O€IG QUTEG TTAPOUCIALouV Kal TG HeYaAUTEPEG OUOKO-
Neg Kkar n mpdyvwor] Toug dev eival kal Téoo IKavoTTol-
nukry (Moore kai Mitchell, 1976, Kapkalig kai MoAu-
{wng, 1998).

2 € TIEQITIWOEIG TIOU UTTAPXEl au@Iyvabikr) pepikh vo-
&dtNta kai To EMeIgpa TG katw yvdbou dev éxel ava-
TANPwOel Pe pdoxeupa, téte n MPooBeTikr] amokatd-
0Taon TIPEMEl va Yivel Je KIvtr TIPooBetiky| epyaaia
(Firtell kar Curtis, 1982, Martin kai ouv. 1985, Schneider
kar Taylor, 1986). 20ppwva pe tv avaokdmmon g
nipoortis PiPAioypapiag, n 1davikdtepn Kivntr mpoobe-
TIK aMmokatdotaon otG TEPITIWOEIS PEPIKAG VwdATN-
Tag tou TUmou autoy, eival n kataokeur] khaoikig M.O.
yia TV kdtw yvdbo kar M.O. otnv dvw yvdbo pe xprion
UTIEPWIOU OUYKAEIOIAKNG PAWTIAG, TETOIoU EUPOUG, TIOU
Va ETMTEEME TNV KAAUTEPN OUYKAEITIAKN AEToupyia kai
va Sivel tn duvatdtnta anodektrig oUvtagng ota Texvn-
1d &évua (Desjardins, 1979, Beumer kai ouv. 1996,
Taylor, 2000). O oxedlaoudg evog tétolou eidoug Tpo-
0Btk amokatdotaong, onpuioupyel TPolmobéceig
wote va amokabiotatar n paonukr Asrtoupyia, n Ael-
Toupyia TG opINiag Kal va PeAtiwveTal N douppeTpia
Tou Tpoowou Tou acBevouc (Hurvitz kar ouv. 2006,
Kadota kar ouv. 2008). H pébodog autr xpnoiporoir-
Bnke otnv TEPITTIWON TIOU TIAPOUCIACTNKE, HE IKAVO-
ToiNtkd anoTeAéopata.

2YMIMEPAXMATA

H mpoobetikr) anmokatdotacn acBevwv mou urtoAOn-
kav og yvabektopr TG Kdtw yvdbou, xwpig amokatd-
otaon e kdmolo €idog Hooxelpatog, mapoucidder 1d1-
arepdTTeG Kar onuavtkd mpoPAiuata. H kataokeun
M.O. oty dvw yvdBo pe eidikry oxediaon (ouykAeioia-
K pduma), pag diver ) duvatdtnta Aeroupyikig Kdal
aI00nTkrg amokatdotaong Kar eEacealiCel Tautdxpo-
va IkavoToinukd emimedo (wrg ¢’ autoug toug aoBe-
VEIG.

oAugwng lp. kai ouv./Polyzois G. et al.

thetic treatment involves the fabrication of complete
dentures, of which the upper must be equipped with a
palatal ramp, to correct the occlusal disharmony caused
by the tendency of the stump to deviate towards the
operated side. These cases are the most challenging,
and their prognosis is rather poor (Moore and Mitchell,
1976, Karkazis and Polyzois, 1998).

In cases where both jaws are partially edentulous and
the mandibular defect has not been repaired with a
graft, the prosthetic rehabilitation should be achieved
by means of a removable prosthesis (Firtell and Curtis,
1982, Martin et al. 1985, Schneider and Taylor, 1986).
According to a review of the available literature, the
ideal removable prosthetic rehabilitation in such cases
of partial edentulousness, involves the fabrication of a
classic PD for the mandible, and a PD equipped with a
palatal ramp for the maxilla. The extent of this ramp,
should allow a better occlusal function, and an accept-
able intercuspation of the artificial teeth (Desjardins,
1979, Beumer et al. 1996, Taylor, 2000). The develop-
ment of such a prosthetic rehabilitation plan, enables
the restoration of masticatory and speaking functions,
as well as the improvement of the patient’s facial asym-
metry (Hurvitz et al. 2006, Kadota et al. 2008). In the
present case, this method was used with satisfactory
results.

CONCLUSIONS

The prosthetic rehabilitation of patients who have un-
dergone mandibulectomy, without rehabilitation with
some type of graft, poses a series of special challenges.
The fabrication of a specially designed PD for the max-
illa (equipped with an occlusal ramp), enables the func-
tional and aesthetic rehabilitation, and ensures a satis-
factory quality of life for these patients.

Apxeia EMnvikig 2topatikrig & M'vaBompoowrikig Xeipoupyikic/
Hellenic Archives of Oral and Maxillofacial Surgery
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