
The prosthetic rehabilitation of a residual cleft palate poses many challenges due
to the presence of an oronasal fistula, a deficient premaxilla lacking lip support,
missing anterior dentition, a class III skeletal relationship, lack of keratinized tissue
in the cleft site, a V-shaped palatal arch and a large interocclusal distance. The
treatment of this adult cleft patient with an implant bar, obturator overdenture
enhanced the design of his previous prosthesis by providing additional support,
retention and stability. For a professional singer with a complex oral condition, an
overdenture retained by an implant bar and posterior dentition, successfully
obturated the defect and restored the precise production of his vocal sounds.
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The incidence of cleft palate (with or without cleft lip) is 1:2,5001. Cleft palate
treatment is multidisciplinary and longitudinal, including naso-alveolar molding
(NAM), surgical lip and palate repair, orthodontics, additional surgical procedures
and prosthetic replacement of missing dentition1. Cleft patients experience a high
degree of morbidity due to extensive scarring from multiple surgeries and lack of
supporting structures in the cleft site. Patients who present with a residual cleft
palate often experience challenges with phonation, deglutition and mastication2.
Lifelong prosthodontic care for this population is imperative to enhance esthetics,
replace missing teeth and minimize the number and extent of invasive procedures.

A 60-year-old male presented to Montefiore
Medical Center with a residual cleft palate. His
tooth borne, overlay obturator lacked retention
due to the mobility of his anterior teeth (#’s 6 and
11). As a professional opera singer, he relied
heavily on prosthetic obturation for optimal
performance. Clinical evaluation revealed #’s 6 and
11 were non-restorable. The treatment pursued
was a 2-implant bar, obturator overdenture.
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Bar dimensions were  
determined using a silicone 
index of an artificial tooth 
set-up3 and cast in Cr-Co. 
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