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INTRODUCTION 

The maxillary bone rarely experiences 

necrosis because of its rich vascularity. Such 

necrosis can occur primarily because of 

bacterial infections like osteomyelitis or 

viral infections (herpes zoster) or in a few 

cases because of fungal infections like 

mucormycosis. Mucormycosis is an 

opportunistic infection associated with 

debilitation, secondary occurrence to cancer 

patients and in uncontrolled diabetic 

patients.1 Its oral manifestations are 

maxillary sinusitis with swelling of alveolar 

ridges and palate, paraesthesia of branches 

of trigeminal nerve and bony perforations.2 

 

ABSTRACT 

Mucormycosis is an opportunistic fungal infection caused by fungus belonging to order 

Mucorales. Cervicofacial mucormycosis is characterised by the occurrence of triad comprising of 

uncontrolled diabetes mellitus, periorbital infection and meningoencephalitis. Facial pain and 

swelling is common with occasional facial nerve paralysis. The infection usually begins at the 

level of nose and paranasal sinuses primarily because of inhalation of fungal spores. The 

infection spreads to orbital as well as intracranial edifices either by the process of direct invasion 

or can be mediated through the blood vessels. Timely intervention can not only avert the extra 

invasion of this fungus but can also inverse the destruction caused. The present case represents 

maxillofacial rehabilitation of mucormycosis patient which not only provide aesthetics need of 

the patient but also improves the patient’s quality of life 
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The defect may be in the form of a small 

opening into sinus or it may include portion 

of the hard and soft palate, alveolar ridge, 

orbital floor and floor of nasal cavity. This 

disease if left untreated can advance into 

entire maxilla, orbit and cranium. 

Management necessitates an altered 

approach with widespread surgical and 

prosthodontic rehabilitation phases involved. 

Extra-oral communication will not only lead 

to cosmetic deformities but might also result 

in hyper nasal speech. Oro-antral 

communication can result in fluid leakage 

through the nose. The present article 

describes prosthodontic rehabilitation of 

maxillary necrosis secondary to 

mucormycosis. The aim is to alert clinicians 

about the importance of early diagnosis and 

management of mucormycosis.                                                              

CASE REPORT 

A 63 year old female patient reported to 

Department of Prosthodontics with a chief 

complaint of poor facial appearance. She 

had a big extra oral defect (Figure 1) in the 

right maxilla and orbital floor. She also 

complained of nasal twang, difficulty in 

eating and repeated infection of that area. 

She is a known diabetic since last 10 years. 

She was treated with surgical excision3 of 

the lesion and with anti-fungal drugs 

(Amphotericin). Patient wanted to get that 

facial defect restored but had financial 

constraints.  

After evaluation of case, treatment plan was 

to construct a facial prosthesis to close the 

defect. The extra oral impression of the 

facial defect and surrounding tissues was 

made using alginate (Plastalgin, Septodont 

Co.). The margins of impression were 

outlined using impression compound. Gauze 

was packed to prevent and restrict flow of 

impression material.  The impression was 

reinforced with fast setting dental plaster4 

(Figure 2).  

The impression was boxed and poured in 

dental stone. The wax up of defect was done 

using modelling wax. The trial placement of 

wax pattern was done on the patient’s face 

and any marginal discrepancies were 

corrected. The wax pattern was fabricated, 

flasked, packed with heat cure 

autopolymerising resin.  

Shade matching was done, prosthesis was 

then trial fitted. After final finishing and 

polishing it was delivered to the patient 

(Figure 3). The prosthesis had adequate 

retention due to soft tissue undercuts. Patient 

was advised to wear eye glasses for extra 

support and also to make prosthesis less 

conspicuous.  

 

 

Figure1:-Preoperative defect; Mucormycosis 

This prosthesis prevented entry of dust or 

any other harmful substances from entering 

the defect and subsequent reinfection. It also 
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improved her speech, swallowing, 

mastication and aesthetics to some extent.   

 

 

Figure: 2: Impression made with alginate; 

reinforced with plaster. 

 
Figure: 3: Prosthesis delivered. 

DISCUSSION 

Extra oral communication of maxillary 

defect due to mucormycosis leads to 

physiological and psychological trauma to 

the patient. Timely diagnosis and quick 

treatment can reduce the associated rates of 

mortality and morbidity of such lethal fungal 

infections.  Large facial defects are rarely 

rehabilitated by surgical reconstruction 

alone. They usually require a facial 

prosthesis to restore function and aesthetics. 

Fabrication of facial prosthesis challenges 

the artistic ability of prosthodontist. On the 

other hand, size and weight of facial 

prosthesis compromises its retention.  The 

defect created because of this fungal disease 

is of concern as it is a continuous source of 

infection and leads to social as well as 

mental trauma to the patient. The functions 

of speech and swallowing are also disrupted 

because of any defect involving oral cavity. 

Treatment of mucormycosis needs 

involvement of not only oral surgeon and 

prosthodontics but also ophthalmologist and 

plastic surgeon6. If the treatment is delayed 

it can prove to be fatal.7 So awareness 

among patients is necessaary8. In the present 

case, the main issue was retention of the 

prosthesis, which was achieved with the 

help of soft tissue bony undercuts left 

behind by surgical excision. Such prosthesis 

can be critical requirements to improve 

quality of life for individuals whose 

rehabilitation will be a lifelong proposition. 

Though normal function may not have been 

achieved, but optimal function would 

constantly be achieved and normality should 

always be pursued. Moreover, timely 

intervening into any disease especially the 

aggressive and rapidly progressive ones is 

very important to achieve a good prognosis 

for the disease and its associated prosthesis. 

The speciality of maxillofacial prosthetics 

often extends beyond the confines of the 

oral cavity. The training and experience of 

the dentist make him well equipped to 

pursue this area armed with some additional 

specialized training.5 
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