Maxillary Rehabilitation for a patient with cleft palate:
Achieving Aesthetic and Functional Equilibrium in Complex Malocclusion
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Introduction

This study undertakes an in-depth examination of the intricate challenges faced by a patient afflicted with severe skeletal malocclusion, who underwent maxillary reconstruction but encountered difficulties in adapting to the resultant occlusion. The primary objective of this investigation is to elucidate the potential of prosthodontic intervention in achieving a harmonious alignment between the patient's
aesthetic aspirations and functional requisites. The patient's medical history reveals a congenital condition involving cleft palate and lip, necessitating early maxillofacial reconstruction. Despite diligent orthodontic and advanced dental care, persistent malocclusion of Class III nature and congenitally and acquired missing teeth, coupled with both aesthetic and functional impediments, persisted.
Consequently, the patient sought comprehensive dental reconstruction with the aim of attaining a Class I occlusion.

In 2021, the patient underwent extensive reconstruction surgery, which included the placement of eight implants, four of which were zygoma implants and two of which were pterygoid implants. However, due to the complexity of the maxillary skeletal malformation and the extensive prior surgeries, the maxillary fixed implant-supported prosthesis had to be divided into two sections and then delivered to
the patient. Initially, the patient expressed great satisfaction with the improved aesthetic appearance and enhanced masticatory function. However, he encountered difficulties in adjusting to the new occlusion. This manifested in symptoms of Temporomandibular Disorder, including jaw pain and tension headaches in the morning, hygiene problem because he couldn’t get to pontic area properly with his

floss to clean, which lead to inflammation and recessions around some implants. Additionally, the micromotion of the two-piece prosthesis, though minimal, caused discomfort for the patient. He reported the need for constant awareness of the position and movement of his lower teeth. In light of these challenges, the clinical team made the decision to design and fabricate a new prosthesis, this time opting
for a removable implant-supported prosthesis.

Figure 7, 8, 9 —endosteal implants in the makxillary defect area. Only #9 implant was placed
in due to lack of bone in #8
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Figure 21, 22 — retracted facial view of the

removable prosthesis & the milled bars — note the
- : ' _ , _ _ , . . _ _ _ _ _ _ gap between the bar and the implants for easy
Figure 13, 14 — Occlusal view of fixed prosthesis abutments and prosthesis. Note the split between #7 and #8 to compensate for the #9 angled implant. Figure 16 — panoramic radiograph of fixed prosthesis Figure 18 — panoramic radiograph of the milled bars Figure 19 — Occlusal view of removable prosthesis Figure 20 — Occlusal view of the milled bars cleaning
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