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A 36-year-old male patient presented at the Department of Maxillofacial Surgery, University Hospital Clinic Zagreb in December
2010 due to a swelling of the left body of the mandible that was noticed 4 months earlier. The patient was referred regarding an
atypical clinical and radiological finding in the form of a multicystic appearance in the corpus of the left mandible and teeth
mobility in the same region. A probatory biopsy was performed under local anesthesia and sent for histopathologic examination
which reported odontogenic myxoma. The tumor was removed with a marginal resection of the mandible from the left first
incisor to the left second molar. Two years after surgery, in January 2013, the patient was referred to the oral surgeons for
implant-prosthodontic rehabilitation. Two narrow implants were placed at positions 32 and 36, and three months afterwards,
implant-retained denture was made using locator connections to compensate lost teeth and to correct the ratio of soft tissues
and facial contours. The patient was followed-up for 9 years without any functional and aesthetic problems. Loosing function
and aesthetic morbidity, after radical surgical treatment, often have compromised the quality of life of this group of patients. It
is important to highlight the need for multidisciplinary collaboration for the complete rehabilitation of the patient after surgical
oncology of the maxillofacial region.

1. Introduction

Myxomas are very rare benign tumors of ectomesenchymal
origin [1]. These tumors are locally invasive and can occur
in various tissues, such as the heart, bones, skin, skeletal mus-
cle, subcutaneous tissue, genitourinary tract, and aponeuro-
ses [2, 3]. Myxomas of the head and neck region occur
mainly in the jaw bones, with a very small minority occurring
in the pharynx, larynx, paranasal sinuses, and other soft tis-
sues [4]. Odontogenic myxoma, also termed as odontogenic
fibromyxoma or myxofibroma, is a subtype of myxoma
occurring mainly in the hard, bony tissues of the face,
although the lesion may also occur in the surrounding soft
tissues [5]. This neoplasm often has infiltrating and locally
aggressive character, and according to the WHO, it is the
third most frequent odontogenic tumor after odontoma
and ameloblastoma [6, 7]. The WHO [6] reports that odon-

togenic myxoma is up to twice common in females while
others report that there is no sex predilection [3, 8]. The
tumor may be an incidental finding or may cause symptoms,
including pain, paresthesia, and tooth mobility [9]. Thoma
and Goldman [10] first described myxomas of odontogenic
origin, on the basis of site of occurrence, by association with
missing teeth, age at occurrence, and histopathological exam-
ination, which showed structural resemblance with dental
mesenchyme and the sporadic presence of islands of odonto-
genic epithelium.

Diagnosis of odontogenic myxomas is based on radiolog-
ical, histopathological, and clinical findings [11]. Radio-
graphically, a unilocular or multilocular radiolucent image
and mixed radiolucency and radio-opacity have been
reported [12]. Odontogenic myxoma consisted of spindle
shaped to stellate cells in an intercellular matrix rich in
mucoid, with no encapsulation and sporadically scattered
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residual bony trabeculae [13], while the stroma may consist
of collagen bundles, hence the designation of myxofibroma
[14]. Clinically, it can be characterized by cortical expansion,
potential to cause bone destruction, slow growth, soft tissue
infiltration, tooth movement, and root resorption [2]. In
the differential diagnosis odontogenic keratocyst, follicular
cyst, ameloblastoma, aneurysmal bone cyst, central giant cell
granuloma, and intraosseous hemangioma [15] may be
included. The ideal treatment of this neoplasm has not been
fully agreed in the literature. There are different treatment
modalities from enucleation and curettage to en bloc resec-
tion [7, 9]. If the approach is more radical, there is a lower
rate of recurrence but there are more associated morbidities,
especially in the aesthetic and functional point of view [9].

The aim of the present research is to describe a case of a
36-year-old man who developed an odontogenic myxoma of
the mandible 9 years ago and successful implanto-
prosthodontic rehabilitated after resective jaw surgery with
a multidisciplinary approach. The purpose of this case report
was to highlight the need for multidisciplinary collaboration
for the complete rehabilitation of the patient after surgical
oncology of the maxillofacial region.

2. Case Presentation

A 36-year-old male patient came to the Department of Max-
illofacial Surgery, University Hospital Clinic Zagreb in
December 2010 due to a swelling of the left body of the man-
dible that was noticed 4 months earlier. The patient did not
report any other symptoms. After examination, the patient
was referred to a maxillofacial surgeon regarding an atypical
clinical and radiological finding in the form of a multicystic
appearance (bubble-like) in the corpus of the left mandible
and pathological teeth mobility in the region of the swelling.
There were no enlarged lymph nodes in the neck and head
area. Differential diagnosis included keratocystic odonto-
genic tumor, ameloblastoma, central giant cell granuloma,
and odontogenic myxoma.

The patient denied any systemic disease or condition and
reported no previous surgeries. A general physical examina-
tion was unremarkable. The patient did not have any delete-
rious habits such as alcohol consumption or smoking and
without previous history of swelling or trauma of the mandi-
ble. On extraoral examination, the patient displayed some
facial asymmetry with an obvious firm and diffuse swelling
on the left side of the mandible. The overlying skin was nor-
mal in appearance. Intraorally, there was a diffuse swelling in
the buccal vestibule. Teeth in the third quadrant were with-
out any pain sensation but with pathological mobility. Lower
incisors and canine had mobility grade I and premolars and
first molar grade II according to the Miller classification.

The orthopantomogram (OPG) showed a multilocular
radiolucency, with fine trabeculation, extending from the left
canine, towards the first molar (Figure 1) with no root
resorption. A CT scan was made afterwards and revealed
the destruction of the buccal cortex of the left body of the
mandible. A probatory biopsy was performed under local
infiltration anesthesia (4% articaine with epinephrine 1 : 200

000; 1.8mL), and the specimen was sent for histopathologic
examination which reported odontogenic myxoma.

In accordance with the ethical protocol of the School of
Dental Medicine, University of Zagreb, Croatia, written con-
sent was obtained from the patient before surgery in general
anesthesia in January 2011. Lower incisors, canine, premo-
lars, and first molar were extracted just before the first inci-
sion. A mucoperiosteal flap with full exposition of the
buccal aspect of the tumor was performed. The tumor was
removed with a marginal resection of the mandible from
the left first incisor to the left second molar. The surgical site
was examined and precociously cleaned of all myxomatous
tissue, and a reconstruction plate was used to reinforce the
resected mandible. The surgical specimen was a soft, gelati-
nous mass measuring approximately 1 cm in diameter, with
a mucinous appearance. Histologically, the tumor was com-
posed of randomly oriented spindle-shaped cells with long
fine cytoplasmic processes, within an abundant, myxoid
ground substance, containing small capillaries and fragments
of bone trabecula. Odontogenic epithelium was absent, and
clear margins were confirmed (Figures 2 and 3). The patient
recovered completely, with no postoperative paresthesia or
facial asymmetry.

Two years after surgery, in January 2013, the patient was
referred to the Department of Oral Surgery, School of Dental
Medicine, University of Zagreb for implant-prosthodontic
rehabilitation. A control OPG (Figure 4) and clinical exami-
nation (Figures 5 and 6) showed complete recovery with a
residual defect in the alveolar extension and left concavity.

Due to the deep bite, orthodontic therapy was started in
the upper jaw, and in the lower jaw, implant-prosthodontic
rehabilitation was planed with minimally invasive procedures
because of the lack of a support zone and defect of soft and
bone tissues. Regional nerve block anesthesia (4% articaine
with epinephrine 1 : 200 000; 3.6mL) was administered. After
carefully raising the mucoperiosteal flap and isolating the
mental nerve, the bone crest was expanded at the planned
implant sites, with a piezosurgical bone saw (Piezomed,
W&H; Austria: power 90%, cooling 80%, “power” operating
mode), and two narrow diameter implants (Straumann, Bone
Level Roxolid 3:3 × 10mm, Basel, Switzerland) were placed at
positions 32 and 36 (Figures 7 and 8). After implant placement
augmentation was performed with xenogenic bone material
(Cerabone, Botiss, Germany) and a resorptive native pericar-
dium membrane (Jason membrane 15 × 20mm, Botiss, Ger-
many), the sutures were removed on the 10th postoperative
day at which time the surgical site was healing as expected.

Figure 1: First OPG with multicystical lesion in the left mandible
surrounding teeth 33 to 36 (2010).
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Three months after surgery, a cover denture was made
with locator connections to compensate for lost teeth and
to correct the ratio of soft tissues and facial contours. No
tumor recurrence was found on the follow-up OPG and
CBCT for 7 years after implant placement and 9 years post-

resective surgery (Figures 9–11). The patient was subjectively
free from functional and aesthetic problems.

3. Discussion

According to the literature [16], it is reported that odonto-
genic myxoma is in 0.5-20% of all odontogenic tumors in
adults. There is also a regional difference in the prevalence
of these tumors, it is more common in the Caucasian and
African populations of those from the far east [17]. Rashid
and Bashir [18] stated that odontogenic myxoma mainly
occurs in the second and third decade of life and is rarely seen
in patients younger than 10 years and older than 50 years,
while Takahashi et al. [19] reported that the median age in
their study of 12 patients was 41.5 years and 5 were over 50
years old. Our patient in this case report was in accordance
with this data regarding its age. The exact predilection of

Figure 2: Representative photomicrograph of odontogenic
myxoma (hematoxylin and eosin, original magnification 100x).

Figure 3: Spindle-shaped cells with long fine cytoplasmic processes,
within an abundant, myxoid ground substance, containing small
capillaries and fragments of bone trabecula (hematoxylin and
eosin, original magnification 200x).

Figure 4: OPG 2 years after resective surgery (2013).

Figure 5: Clinical appearance after 2 years postresective surgery-
frontal view.

Figure 6: Bone splitting with piezo bone saw during implant
placement.

Figure 7: Bone splitting with bone mallet and chisel during implant
placement.

Figure 8: Panoramic view after implant placement-2013.
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odontogenic myxoma to either the upper or lower jaw is also
a matter of discussion. Most authors [20–22] stated that the
lesion is more common in the mandible, especially the molar
and ramus region, whereas Subramaniam et al. [16] found
equal incidence in both jaws in series of 8 cases. Regardless
of the jaw, odontogenic myxoma is usually found in relation
to a tooth, typically a premolar or molar [23]. Some
researchers reported that the lesion is most often found in
the mandibular premolar area in series of 37 cases [24]. In
the present case, the lesion was in the region of the mandible
involving teeth from the canine to the first molar. Odonto-
genic myxoma often expands the cortical plates in one or
more directions, sometimes perforates the cortical surface,
and produces a soft feeling on palpation and impression of
fluctuance. Due to its absence of a capsule, it can penetrate
into marrow space and be very aggressive [25, 26].

Clinically, the presented case showed symptoms that
match all of these mentioned signs but without aggressive
behavior and the lingual cortical plate was preserved.

Odontogenic myxomas have been diagnosed with many
different imaging features like conventional radiography
such as panoramic, occlusal, and periapical, or more accu-

rately like cone beam computed tomography/computed
tomography (CBCT/CT) and magnetic resonance imaging
(MRI) [27, 28]. Wang et al. [29] stated that involved teeth
may have resorption or displacement and a combination of
resorption and displacement. The patient in this case report
did not have either of these, only highly expressed teeth
mobility.

Although benign, odontogenic myxoma is invasive into
surrounding normal bone, sometimes breaking through its
boundaries [5]. This invasiveness has been attributed to the
expression of matrix metalloproteinases (MMP) 2 and 9,
which degrade the extracellular matrix (ECM) due to its abil-
ity to degrade type IV collagen, the major structural compo-
nent of the basement membrane. These enzymes purportedly
cause tumor cells to penetrate the bony trabeculae by acting
on the ECM, thus aiding tumor [30]. On gross examination,
odontogenic myxoma resected from the presented patient
was a nodular heterogeneous mass, grayish-white color,
without demarcation from surrounding tissue. This finding
was in concordance with Takahashi et al. [19] which stated
that this kind of tumor is uncapsulated and poorly demar-
cated from surrounding tissues while Li et al. [23] reported
that in their 25 cases, most of them had minimal capsule.

Microscopically, the tumor has a mucoid-rich ECM, with
scattered stellate cells, connective tissue fibers, irregular calci-
fications, bony trabeculae, sparse capillaries, and scant blood
vessels. Nests of odontogenic epithelium are occasionally
seen but not essential for diagnosis [5, 13, 23]. The ECM
comprises eosinophilic mucoid tissue, which resembles the
connective tissue of the umbilical cord. Spindle-shaped or
stellate cells with small hyperchromatic nuclei and cytoplas-
mic processes are interspersed in collagen or reticulin fibers
[31]. Cellular atypia is rare, and the presence of mast cells
has been reported while fibers are oriented toward the tumor
periphery [2]. All of these classical features were seen in our
case.

Surgical treatment of odontogenic myxoma is usually
invasive, and it depends on the size of the tumor from con-
servative, e.g., enucleation and surgical curettage, to radical
treatment like partial or segmental jaw resection with free
flaps. Smaller lesions can be treated only by curettage, but
larger lesions need resection due to their infiltration to the
surrounding bone. Large maxillary and mandibular bone
defects can be reconstructed by fibular and iliac-crest osteo-
myocutaneous or osteomuscular free flaps [32]. Free flap
helps in dental-prosthetic option even if the placement of
implant is a challenge.

Lack of its encapsulation and loose of myxoid composi-
tion is the main reason of recurrence, so the method of
removal is a crucial determinant [28]. According to the
recent literature [6, 33], the recurrence rate is high ranging
from 10% to 43% with a mean of 25%. Recurrence following
incomplete removal usually occurs within 2 years, but also
there are the same cases in which recurrence occurred later
[6]. White et al. [28] found, reviewing the literature, 9 cases
in the literature that provided length of follow-up period
ranged from 3 to 84 months (7 years) with an average of 36
months (3 years) and without recurrences in those patients.
Following-up in the presented case report was 9 years, and

Figure 9: OPG (2020)—9-year follow-up.

Figure 10: Clinical situation with locators (2020).

Figure 11: Clinical appearance after 9 years postsurgery and 7 years
after implanto-prosthodontic rehabilitation.

4 Case Reports in Dentistry



there was no sign of recurrence. The literature showed no
consistent recommendations regarding the ideal treatment
of this tumor. Saalim et al. [34] reported that there was no
significant difference in recurrence between conservative
treatment and resection. They recommend that conservative
treatment should be considered wherever possible to provide
optimal quality of life for the patient.

The reconstruction of the mandible after radical treat-
ment can be made by fixed or removable prostheses retained
by a system attached to the implant. In some cases with
reconstructed mandible with free flaps, there might be a
problem due to inadequate mechanical retention during
mastication so an implant-supported fixed dental prosthesis
is the best solution for treatment [35]. Meloni et al. [36]
reported the advantages of a protocol for rehabilitation con-
sisting of prosthetic-guided implant insertion, a noninvasive
surgical approach, and immediate loading on fixed prosthesis
in oncologic patients.

Implant-prosthodontic rehabilitation after marginal
resection of the mandible requires filling the edentulous
space and compensating the loss of hard and soft tissues,
therefore presenting a particular challenge to prosthodon-
tists. Removable dental prosthesis is preferred to an
implant-supported fixed dental prosthesis to maintain oral
hygiene and recurrent examinations and for long-termmain-
tenance [37]. Elsyad et al. [38] showed that locator attach-
ments were associated with high retention and stability
after wear simulation with minimal retention loss compared
to a Dolder bar. Overdenture improves chewing efficiency,
increases maximum bite force, and clearly improves satisfac-
tion [39]. After consultation with the patient, it was decided
that a minimally invasive approach to reconstruct the result-
ing defect will be made. In order to primarily satisfy the func-
tion as well as the aesthetics and due to the above-mentioned
advantages of the cover prosthesis in oncology patients, the
plan was to make denture worn on two implants retained
with locator attachments.

4. Conclusion

Quality of life in patients after radical surgical treatment of
odontogenic myxomas is often compromised by loosing
function and aesthetic morbidity. A multidisciplinary
approach is the basis for complete implanto-prosthodontic
rehabilitation of patients after resective surgical oncology.

Conflicts of Interest

Igor Smojver, Author Marko Vuletić, Spomenka Manojlović,
and Dragana Gabrić declare that they have no conflict of
interest.

References

[1] S. C. White and M. Pharoah, Oral Radiology: Principles and
Interpretation, Elsevier Health Sciences, Amsterdam, 7th edi-
tion, 2013.

[2] G. Martínez-Mata, A. Mosqueda-Taylor, R. Carlos-Bregni
et al., “Odontogenic myxoma: clinico-pathological, immuno-

histochemical and ultrastructural findings of a multicentric
series,” Oral Oncology, vol. 44, no. 6, pp. 601–607, 2008.

[3] Y. Leiser, I. Abu-El-Naaj, and M. Peled, “Odontogenic myx-
oma–a case series and review of thesurgical management,”
Journal of Cranio-Maxillo-Facial Surgery, vol. 37, no. 4,
pp. 206–209, 2009.

[4] B. A. Moore, T. Wine, B. B. Burkey, R. G. Amedee, and R. B.
Butcher 2nd, “Sphenoid sinus myxoma: case report and litera-
ture review,” The Ochsner Journal, vol. 8, no. 4, pp. 166–171,
2008.

[5] B. R. Chrcanovic, M. B. do Amaral, A. Marigo Hde, and
B. Freire-Maia, “An expanded odontogenic myxoma in max-
illa,” Stomatologija, vol. 12, no. 4, pp. 122–128, 2010.

[6] A. K. El-Naggar, J. K. C. Chan, J. R. Grandis, T. Takata, and
P. J. Slootweg, Eds., World Health Organization Classification
of Head and Neck Tumours, IARC Press, Lyon, France, 2017.

[7] B. R. Chrcanovic and R. S. Gomez, “Odontogenic myxoma: an
updated analysis of 1692 cases reported in the literature,” Oral
Diseases, vol. 25, no. 3, pp. 676–683, 2019.

[8] R. Gonzalez-Garcia, F. J. Rodriguez-Campo, L. Naval Gias,
M. F. Munoz-Guerra, J. Sastre-Perez, and F. J. Diaz-Gonzalez,
“Mandibular odontogenic myxoma. Reconstructive consider-
ations by means of the vascularized fibular free flap,”Medicina
Oral Patologia Oral y Cirugia Bucal, vol. 11, pp. 531–535, 2006.

[9] B. W. Neville, D. D. Damm, C. M. Allen, and A. C. Chi, Oral
and Maxillofacial Pathology, Elsevier Inc., Amsterdam, 4th
edition, 2016.

[10] K. H. Thoma and H. M. Goldman, “Central myxoma of the
jaw,” Oral Surgery, Oral Medicine, and Oral Pathology,
vol. 33, no. 7, pp. 532–540, 1947.

[11] H. A. Altug, A. Gulses, and M. Sencimen, “Clinico-radio-
graphic examination of odontogenic myxoma with displace-
ment of unerupted upper third molar: review of the
literature,” International Journal of Morphology, vol. 29,
no. 3, pp. 930–933, 2011.

[12] C. E. Noffke, E. J. Raubenheimer, N. J. Chabikuli, and M. M.
Bouckaert, “Odontogenic myxoma: review of the literature
and report of 30 cases from South Africa,” Oral Surgery, Oral
Medicine, Oral Pathology, Oral Radiology, and Endodontics,
vol. 104, no. 1, pp. 101–109, 2007.

[13] E. N. Simon, M. A. Merkx, E. Vuhahula, D. Ngassapa, and P. J.
Stoelinga, “Odontogenic myxoma: a clinicopathological study
of 33 cases,” International Journal of Oral and Maxillofacial
Surgery, vol. 33, no. 4, pp. 333–337, 2004.

[14] Y. Kawase-Koga, H. Saijo, K. Hoshi, T. Takato, and Y. Mori,
“Surgical management of odontogenic myxoma: a case report
and review of the literature,” BMC Research Notes, vol. 7,
p. 214, 2014.

[15] F. Titinchi, B. A. Hassan, J. A. Morkel, and C. Nortje, “Odon-
togenic myxoma: a clinicopathological study in a South Afri-
can population,” Journal of Oral Pathology & Medicine,
vol. 45, no. 8, pp. 599–604, 2016.

[16] H. A. A. SubramaniamSS, R. Kumar, and J. M. Shand, “Odon-
togenic myxoma in the paediatric patient: a review of eight
cases,” International Journal of Oral and Maxillofacial Surgery,
vol. 45, pp. 1614–1617, 2016.

[17] R. E. Friedrich, H. A. Scheuer, and W. Hoeltje, “Recurrent
maxillary odontogenic myxoma following partial maxillary
resection and consecutive osseous reconstruction including
tooth transplantation,” Anticancer Research, vol. 36,
pp. 3155–3160, 2016.

5Case Reports in Dentistry



[18] H. Rashid and A. Bashir, “Surgical and prosthetic management
of maxillary odontogenic myxoma,” European Journal of Den-
tistry, vol. 9, pp. 277–283, 2015.

[19] Y. Takahashi, K. Tanaka, H. Hirai, E. Marukawa, T. Izumo,
and H. Harada, “Appropriate surgical margin for odontogenic
myxoma: a review of 12 cases,” Oral Surgery, Oral Medicine,
Oral Pathology, Oral Radiology, vol. 126, no. 5, pp. 404–408,
2018.

[20] W. G. Shafer, M. K. Hine, and B. M. Levy, “A Textbook of Oral
Pathology,” in Cysts and tumors of odontogenic origin,
pp. 258–317, Elsevier-Saunders, Pennsylvania, 4th edition,
2003.

[21] J. Zhang, H. Wang, X. He, Y. Niu, and X. Li, “Radiographic
examination of 41 cases of odontogenic myxomas on the basis
of conventional radiographs,” Dentomaxillofacial Radiology,
vol. 36, no. 3, pp. 160–167, 2007.

[22] P. Boffano, C. Gallesio, A. Barreca, F. A. Bianchi, P. Garzino
Demo, and F. Roccia, “Surgical treatment of odontogenic myx-
oma,” Journal of Craniofacial Surgery, vol. 22, pp. 982–987,
2011.

[23] T. J. Li, L. S. Sun, and H. Y. Luo, “Odontogenic myxoma: a
clinicopathologic study of 25 cases,” Archives of Pathology &
Laboratory Medicine, vol. 130, no. 12, pp. 1799–1806, 2006.

[24] B. S. M. S. Siriwardena, H. Crane, N. O'Neill et al., “Odonto-
genic tumors and lesions treated in a single specialist oral
and maxillofacial pathology unit in the United Kingdom in
1992-2016,” Oral Surgery, Oral Medicine, Oral Pathology, Oral
Radiology, vol. 127, no. 2, pp. 151–166, 2019.

[25] M. Tavakoli and R. Williamson, “Odontogenic myxomas:
what is the ideal treatment?,” BML Case Reports, vol. 12,
no. 5, article e228540, 2019.

[26] V. Rani, M. K. M. Kadar, A. Babu, L. Sankari, and
G. Krishnasamy, “Odontogenic myxoma diagnostic dilemma:
a case report and review of literature,” Journal of Cranio-
Maxillary Diseases, vol. 3, p. 163, 2014.

[27] G. Varghese, S. Singh, and L. Sreela, “A rare case of breast car-
cinoma metastasis to mandible and vertebrae,” National Jour-
nal of Maxillofacial Surgery, vol. 5, no. 2, p. 184, 2014.

[28] J. A. White, N. Ramer, T. R. Wentland, and M. Cohen, “The
rare radiographic sunburst appearance of odontogenic myxo-
mas: a case report and review of the literature,”Head and Neck
Pathology, vol. 14, 2020.

[29] K. Wang, W. Guo, M. You, L. Liu, B. Tang, and G. Zheng,
“Characteristic features of the odontogenic myxoma on cone
beam computed tomography,” Dentomaxillo Facial Radiology,
vol. 46, no. 2, pp. 2016–2032, 2017.

[30] S. P. Miyagi, K. R. Hiraki, M. D. Martins, and M. M. Marques,
“Expression of matrix metalloproteinases 2 and 9 in odonto-
genic myxoma in vivo and in vitro,” Journal of Oral Science,
vol. 50, no. 2, pp. 187–192, 2008.

[31] A. L. N. Francisco, T. C. Chulam, F. O. Silva et al., “Clinico-
pathologic analysis of 14 cases of odontogenic myxoma and
review of the literature,” Journal of Clinical and Experimental
Dentistry, vol. 9, no. 4, pp. 560–563, 2017.

[32] D. A. Hidalgo, “Titanium miniplate fixation in free flap man-
dible reconstruction,” Annals of Plastic Surgery, vol. 23,
pp. 498–507, 1989.

[33] M. Kauke, A.-F. Safi, M. Kreppel et al., “Size distribution and
clinico-radiological signs of aggressiveness in odontogenic
myxoma—three-dimensional analysis and systematic review,”

Dento Maxillo Facial Radiology, vol. 47, article 20170262,
2018.

[34] M. Saalim, K. Sansare, F. R. Karjodkar, A. G. Farman, S. N.
Goyal, and S. R. Sharma, “Recurrence rate of odontogenic
myxoma after different treatments: a systematic,” The British
Journal of Oral & Maxillofacial Surgery, vol. 57, no. 10,
pp. 985–991, 2019.

[35] M. Chiapasco, F. Biglioli, L. Autelitano, E. Romeo, and
R. Brusati, “Clinical outcome of dental implants placed in
fibula-free flaps used for the recon-struction of maxilloman-
dibular defects following ablation for tumors or osteoradione-
crosis,” Clinical Oral Implants Research, vol. 17, pp. 220–228,
2006.

[36] S. Meloni, M. Tallarico, G. Riu et al., “Guided implant surgery
after free-flap reconstruction: four-year results from a pro-
spective clinical trial,” Journal of Cranio-Maxillo-Facial Sur-
gery, vol. 43, no. 8, pp. 1348–1355, 2015.

[37] J. H. Lee, S. H. Kim, H. I. Yoon, I. L. Yeo, and J. S. Han,
“Implant-assisted removable prosthetic rehabilitation after
distraction osteogenesis in a patient with ameloblastoma
recurrence: a case report,” Medicine (Baltimore), vol. 98,
no. 49, article e18290, 2019.

[38] M. A. Elsyad, M. A. Dayekh, and A. K. Khalifa, “Locator versus
bar attachment effect on the retention and stability of implant-
retained maxillary overdenture: an in vitro study,” Journal of
Prosthodontics, vol. 28, no. 2, pp. 627–636, 2019.

[39] G. C. Boven, G. M. Raghoebar, A. Vissink, and H. J. Meijer,
“Improving masticatory performance, bite force, nutritional
state and patient's satisfaction with implant overdentures: a
systematic review of the literature,” Journal of Oral Rehabilita-
tion, vol. 42, no. 3, pp. 220–233, 2015.

6 Case Reports in Dentistry


	Multidisciplinary Approach to Rehabilitation after Tumor Resective Jaw Surgery: A 9-Year Follow-Up
	1. Introduction
	2. Case Presentation
	3. Discussion
	4. Conclusion
	Conflicts of Interest

