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Sazetak

Bijeli spuzvasti madez (BSM) rijedak je, autosomno dominantan poremecaj mukoznih membrana.

Zaprimljen: 7. travnja 2011.
Prihvacen: 25. sijecnja 2012.

Karakteristicne oralne lezije bijele su ili sive boje i izgledaju kao nepravilne spuzvaste naslage, a

zahvacaju bukalnu sluznicu (sluznicu obraza), ventralnu (prednju) stranu jezika, labijalnu (usnu)
sluznicu i dno usne Supljine. U ovom prikazu opisuje se proteticka rehabilitacija dvaju slucaja
oralnoga BSM-a s pomocu metalokerami¢kog mosta postavljenog na implantatima i terapijskog
ishoda s osvrtom na osteointegraciju, sacuvanu alveolarnu kost i zdravlje mekog tkiva tijekom ce-
tiri godine. Istaknuta je vaznost plana terapije i mogucih komplikacija tijekom kirurskih i protetic-

kih postupaka u slucaju tako rijetke lezije sluznice.
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Kljuéne rijeci

leukokeratoza sluznice, nasljedna; sluzni-
ca usne 3upljine; membrana sluznice; me-
tal-keramicke legure; zubne proteze, par-
cijalne, fiksne; zubne proteze, poduprte
implantatima

Uvod

Bijeli spuzvasti madez (BSM) rijetka je nasljedna leuko-
keratoza mukoznih membrana. Ta autosomno dominantna
pojava pokazuje veliku, ali nepravilnu penetraciju. Izvjesta-
valo se dosad o slucajevima s obiteljskom povijeséu te bolesti
ili bez nje. Mutacije gena keratina 4 i 13 utje¢u na normal-
nu keratinizaciju sluznice i predstavljaju sekundarni uzrok za
nastanak BSM-a (1, 2). Klinicki izgled je karakeeristi¢an — to
su bijele ili sive naslage, zadebljane i s visestrukim brazdama.
BSM nema dobro definirane rubove te oni neprimjetno pre-
laze uokolno normalno tkivo. Spuzvasta tekstura ¢vrste i ne-
pravilne naslage uglavnom zahvaca oralnu mukozu, a raspo-
redena je ve¢inom obostrano na bukalnoj sluznici, ventralnoj
strani jezika, labijalnoj mukozi, alveolarnom grebenu te u
dnu usne $upljine. Pojava je asimptomatic¢na, a osim nelago-
de koja se pojavljuje zbog promijenjene teksture oralne slu-
znice pojavljuju se ljepljive deskvamacije i estetski problemi.
Karakeeristi¢ne klinicke znacajke, posebice pozitivna obitelj-
ska anamneza, obi¢no su dovoljne za postavljanje dijagnoze.
U slucaju sumnje obavlja se biopsija koja obi¢no otkriva hi-

Introduction

White sponge nevus (WSN) is a rare, inherited leukoker-
atosis of the mucous membranes. The autosomal-dominant
trait shows high but irregular incidence; thus cases with or
without familial background have been reported. Keratin 4
and 13 gene mutations affecting the normal keratinisation
of mucosa represent the underlying cause of WSN (1, 2).
The clinical appearance is distinctive, with diffuse white or
gray plaques thickened with multiple furrows. WSN lacks
well-defined borders, and its margins fade imperceptibly in-
to normal tissue. The spongy texture of non-tender and ir-
regular plaques mostly involves the oral mucosa, with a pre-
dominant distribution of the bilateral buccal mucosa, ventral
tongue, labial mucosa, alveolar ridges, and the floor of the
mouth. The condition is asymptomatic except for discom-
fort due to the altered texture of oral mucosa, stringy desqua-
mation, and aesthetic problems. Its distinct clinical features,
particularly its widespread involvement and positive family
history, are important to diagnostics. When suspicion aris-
es, hyperkeratosis and intracellular oedema with abnormal-
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perkeratozu i nepravilan edem te neprirodno istaknute sta-
ni¢ne membrane (izgled poput tkanja vrece) (3). Pacijenti
koji pate od te rijetke oralne bolesti mogu djelomice ili pot-
puno izgubiti zube. Kod potpune bezubosti ili ako nedostaje
straznji segment zubnog niza, pacijenti se mogu rehabilitira-
ti uz pomo¢ konvencionalnih mobilnih proteza. No, moguée
su i komplikacije jer se zbog promjena i neravnomjernog za-
debljanja povr$ine moze poremetiti stabilnost proteze. Osim
toga stalni doticaj proteticke baze sa spuzvastom sluznicom
moze rezultirati ljustenjem spuzvaste lezije zbog sila Zvakanja
i parafunkcijskih pokreta te se ona moze prosiriti na keratini-
ziranu mastikatornu mukozu.

Premda u literaturi ima podataka o BSM-u, ni jedan nije
usredotoc¢en na proteticku rehabilitaciju sa zubnim implan-
tatima. U ovom slucaju opisana je proteticka rehabilitacija
dvojice blizanaca s dijagnosticiranim BSM-om kod kojih su
se koristili fiksni mostovi postavljeni na implantatima, a isti-
¢u se i pojedinosti koje utjecu na svaki proteticki rad zbog ra-
zlicitih oblika lezija.

Prikaz slucajeva

Kod dvojice bra¢e dijagnosticiran je BSM na osnovi kli-
nickih i histopatoloskih svojstava, a pozitivna je bila i obitelj-
ska anamneza koja je otkrila ukupno 20 oboljelih ¢lanova u
trima uzastopnim narastajima. Osim dvojice brace, jo§ osme-
ro rodaka bilo je na ispitivanju jer su imali razlicite stupnje-
ve sli¢cnih oralnih manifestacija. Histopatoloski nalaz biopsije
uzorka kod pacijenta I otkrio je akantoti¢ni i hiperkroma-
tiéni epitel. Stanice plocastog sloja imale su unutarstani¢ni
edem i piknozu jezgara. Donja, dublja polovica epitela izgle-
dala je normalno. Nije bilo znakova displazije, ni degeneraci-
je bazalnih stanica (slika 1 a,b).

Pacijent 1

Pacijent u dobi od 37 godina imao je difuzne, ¢vrsto pri-
ljubljene, obostrano bjeli¢aste naslage koje su prekrivale ci-
jelu bukalnu sluznicu, ventralnu stranu jezika i dno usne
supljine. Nakupljanje bjeli¢astih vlakna te vlaknastih pro-
duzetaka sve do alveolarnog grebena bilo je uocljivije u stra-
znjim vestibularnim sulkusima. Gingivna sluznica i bezubi
greben bili su postedeni. Klinicka i radioloska ispitivanja ot-
krila su zube koji su manjkali, trosenje prednjih zuba kako u
maksili tako i u mandibuli, te kroni¢ni adultni parodontitis
u preostaloj denticiji (slika 2.).

Bilo je dovoljno kvalitetne kosti za postavljanje implanta-
ta. Planom terapije bilo je predvideno postaviti $est implan-
tata i izraditi metalokompozitni fiksni proteticki rad koji bi
nosili usadci. Pacijent je dobio upute o odrzavanju oralne
higijene i odredeno mu je svakodnevno koristenje otopine
klorheksidina. Parodont je ociS¢en. Postavljena su dva im-
plantata u maksilu kao zamjena za drugi desni pretkutnjak
i prvi kutnjak, te u mandibulu ¢etiri (SwissPlus®, Zimmer
Dental, SAD; duzine 10 i 12 milimetara i promjera 3,5 mi-
limetara) kao zamjena za prvi lijevi i drugi kutnjak te za pr-
vi desni pretkutnjak i prvi kutnjak. Bio je primijenjen uobi-
¢ajeni jednostupanjski kirurski protokol s cijeljenjem tri do

Bijeli spuzvasti madez i zubni implantati

ly prominent cell membranes (basket-weave appearance) will
be confirmed by biopsy (3).

Patients suffering from this rare oral disease may simul-
taneously present partial or total edentulism. Total edentu-
lism or an absence of a posterior abutment in these patients
can be conventionally rehabilitated with removable dentures.
However, these dentures may lead to complications with the
altered texture and an uneven thickening of the mucosa that
subsequently impairs the stability of the prosthesis. In ad-
dition, the continuous contact of the denture base with the
spongy mucosa under forces of mastication and parafunc-
tional activity may lead to peeling of the spongy lesions that
may extend to the keratinized masticatory mucosa.

Although the literature includes various reports of oral
WSN, no reports have so far focused on prosthetic rehabili-
tation with dental implants. This report describes the pros-
thetic rehabilitation of two siblings with oral WSN with im-
plant-supported fixed prostheses and emphasizes the issues
that interfere with prosthetic work because of the variable
presentation of WSN lesions.

Case Reports

Two siblings were diagnosed with oral WSN based on
their clinical and histopathological features along with a
positive family history which revealed a total of 20 affected
members in three consecutive generations. Apart from the
two siblings, eight more individuals were available for exami-
nation and similar varied oral manifestations were observed.

Histopathologic findings of the biopsy specimen of Pa-
tient I revealed acantotic and hyperchromatic epithelium.
The cells of the prickle cell layer displayed marked intracellu-
lar oedema and nuclear pyknosis. The lower half of the epi-
thelium appeared normal. There was no evidence of dysplasia
and no basal cell degeneration (Figure 1a,b).

Patient 1

A 37-year-old male patient presented with diffuse, firmly
adherent, whitish plaques bilaterally covering the entire bi-
lateral buccal mucosa, ventral tongue, and the floor of the
mouth. Accumulation of the white stringy extensions that
extended to the alveolar crest was more evident in the poste-
rior vestibular sulcii. The gingival mucosa and edentulous al-
veolar crest were spared. Clinical and radiographic examina-
tion revealed multiple missing posterior teeth, tooth wear in
the anterior teeth of both maxilla and mandible, and chronic
adult periodontitis in the remaining dentition (Fig. 2).

Sufficient bone quality and quantity were available for
implant placement. The treatment plan consisted of the
placement of six implants and fabrication of metal-resin im-
plant-supported fixed prostheses. Oral hygiene instructions
and instructions for the daily use of chlorhexidine solution
were provided. Periodontal debridement was performed.
Two implants for the maxilla replacing the right second pre-
molar and the first molar and four implants (SwissPlus®,
Zimmer Dental, USA; 10 and 12 mm in length and 3.5 mm
in diameter) for the mandible replacing the left first and sec-
ond molars and the first right premolar and first molar were
placed. A conventional one-stage surgical protocol was fol-
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Slika 1 a,b.  Edematozni spuzvasti sloj stanica sa stanicama koje imaju kondenzirane piknoticne jezgre (hematokislin i eosin, originalno
povecanije 200 i 400 puta)

Figure 1a,b The oedematous prickle cell layer with cells having condensed pyknotic nuclei (Hematoxylin & Eosin, original magnification
%200 and 400).

Slika 2 a,b,c. Lezije BSM-a preko nekeratinizirane sluznice kod pacijenta 1; uocava se nepravilno Sirenje lezije sve do bezuboga alveolarnog
grebena; c: panoramski radiogram prije terapije

Figure 2 a,b,c WSN lesions over non-keratinised mucosa in Patient 1. Note the stringy lesions extending to edentulous alveolar crest.
c¢: Panoramic radiograph prior to treatment.

Slika 3 a,b,c. Intraoralni izgled nakon zavr3ene terapije; b. panoramski radiogram nakon terapije s implantatima i konacni fiksnoproteti¢ki
nadomjestak

Figure 3 a,b,c Intraoral view at completion of treatment; b. Panoramic radiograph at completion of treatment with implants and definitive fixed
prostheses.

Slika 4 a,b.  Frontalni pogled na pacijenta 2 prije terapije; keratinizirana gingiva je rasirena i zahvacena je cijela bukalna sluznica

Figure 4 a,b Frontal view of Patient 2 prior to treatment. Keratinised gingiva was spared, entire buccal mucosa was involved; b. Panoramic
radiograph at admission.

Slika 5 a,b. Intraoralni izgled i panoramski radiogram s implantatima i kona¢nim fiksnoprotetickim nadomjestkom

Figure 5a,b Intraoral view and panoramic radiograph with implants and definitive fixed prostheses.
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Cetiri mjeseca za mandibulu i pet do Sest mjeseci za maksilu.
Tijekom osteointegracije izvaden je prvi maksilarni kutnjak
jer se pojavila fraktura krune zbog dubokog karijesa. Radio-
grafsko ispitivanje obavljeno prije protetickog postupka upu-
¢ivalo je na uspjesnu osteointegraciju. Meko tkivo oko im-
plantata bilo je zdravo. Postavljeni su transferi i uzeti otisci
elastomerom od vinilpoliksilorana. Pritisak na mukozu tije-
kom uzimanja otiska potaknuo je ponegdje ljustenje bijelih
lezija na sluznici. Okolna gingiva bila je krhka, te je djelomi-
ce ometala uzimanje otiska u podru¢ju zubnog vrata. Obav-
ljena je supragingivna preparacija bataljaka kako bi se paro-
dont zadrzao zdravim. Izradena je proteticka suprastruktura
s trima ¢lancima u lateralnim dijelovima mandibule i mak-
sile. Izradene su dvije samostalne krunice na implantatima u
lijevom straznjem dijelu mandibule. Zamjena zuba koji su
nedostajali u lijevom straznjem dijelu maksile postignuta je
fiksnoprotetickim radom postavljenim na zubima kao nosa-
¢ima. Fiksnoproteticki radovi izradeni su prema okluzalnoj
shemi koja je omogudila istodobni kontakt u maksimalnoj
interkuspidaciji i zadrzala o¢njakom vodenu okluziju. Mak-
silarni sredisnji sjekuti¢ i lijevi mandibularni o¢njak te pret-
kutnjaci restaurirani su svjetlosno polimeriziraju¢im kompo-
zitom (slika 3.).

Pacijent 2

Starija sestra (43 godine) pacijenta I imala je djelomice
lobulirane, difuzne bijele naslage bilateralno na obraznoj slu-
znici, te ventralnoj i dorzalnoj strani jezika. Straznji zubi koji
su nedostajali bili su zamijenjeni neodgovaraju¢im i puknu-
tim fiksnoprotetickim radom (slika 4.).

Terapija se sastojala od izrade na implantatima postav-
ljenog troclanog fiksnoprotetickog rada za desni straznji dio
maksile i lijevi straznji dio mandibule. Jednostupanijskim na-
¢inom kirurski su postavljena dva implantata (SwissPlus®, du-
zine 10 i 12 milimetara i promjera 3,5 i 4,1 milimetar) radi
zamjene drugoga desnog pretkutnjaka i kutnjaka u maksili te
dvaju implantata u mandibuli kako bi se zamijenio prvi lije-
vi pretkutnjak i kutnjak. Tre¢i mandibularni kutnjak izvaden
je zbog teskog parodontitisa i opseznog gubitka kosti. Bio je
primijenjen isti kirurski i proteticki postupak kao i kod pa-
cijenta 1. Nakon osteointergacije izraden je metalokeramic-
ki fiksnoproteticki rad. Postojei fiksni radovi na preostalim
zubima zamijenjeni su novim metalokeramickim protetickim
radovima (slika 5.). Nakon razdoblja osteointegracije izrade-
ne su metalokeramicke suprastrukture postavljene na implan-
tatima. Postoje¢e fiksnoproteticke restauracije na preostalim
zubima zamijenjene su novim metalokeramickim fiksnim re-
stauracijama (slika 5.).

Rezultat nakon cetverogodisnjeg pracenja

Tijekom kontrolnih pregleda svakih Sest mjeseci tijekom
Cetiri godine ni kod jednog ni kod drugog pacijenta nisu uo-
¢ene ni klinicke, ni radioloske komplikacije. Klinicki i radi-
oloski osteointegracija je nastavljena bez gubitka kosti. Peri-
implantno tkivo bilo je zdravo i u dobrom stanju. Sondiranje
oko implantata dalo je vrijednosti izmedu 2 i 3 milimetra za
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lowed with healing intervals of 3—4 months for the mandible
and 5-6 months for the maxilla. During the osseointegra-
tion period, the maxillary right first premolar was extracted
because of a crown fracture due to deep caries. Radiograph-
ic examination obtained prior to prosthetic procedures indi-
cated evidence of osseointegration. The soft tissue around the
implants was healthy. Impression copings were placed and
master impressions were made with elastomeric vinyl polysi-
loxane material. Pressure over the mucosa caused by the im-
pression material resulted in the peeling of the white lesions
in some areas. The attached gingiva was fragile, which part-
ly interfered with taking impressions in the cervical areas. A
supragingival margin preparation of the implant abutments
was preferred to maintain periodontal health.

Three-unit implant-supported fixed prostheses were fab-
ricated in both the right posterior maxilla and the mandible.
Two single implant-supported crown prostheses were fabricat-
ed in the left posterior mandible. Replacement of the miss-
ing teeth in the left posterior maxilla was achieved through
the application of a tooth-supported fixed prosthesis. The fixed
prostheses were fabricated with an occlusal scheme that pro-
vided simultaneous contact in maximal intercuspation and
conserved existing canine-protected articulation. The maxil-
lary central incisors and left mandibular canine and premolars
were restored with light-cured composite resin (Fig. 3).

Patient 2

The older sister of Patient 1 (43 years of age) showed
partly lobulated, diffuse, white plaques on the bilateral buc-
cal mucosa, ventral tongue, and dorsal tongue. The missing
posterior teeth were replaced by incompatible and fractured
fixed prostheses (Fig. 4).

Treatment involved the fabrication of three-unit im-
plant-supported fixed prostheses for both the right posteri-
or maxilla and the left posterior mandible. The two implants
(SwissPlus®, 10 and 12 mm in length and 3.5 and 4.1 mm
in diameter) for the maxilla replacing the right second pre-
molar and molar and the two implants for the mandible re-
placing the left first premolar and molar teeth were placed in
one-stage surgical procedures. The mandibular third molar
was extracted because of severe periodontitis and bone loss.
A similar surgical and prosthetic procedure as in Patient 1
was applied. Following a sufficient osseointegration period,
implant-supported metal-ceramic fixed prostheses were fab-
ricated. The existing fixed restorations of the remaining teeth
were replaced with metal-ceramic fixed prostheses (Fig. 5).

Outcome of a 4-year follow-up

No clinical or radiographic complications were noted for
either patient at 6-month periodic recalls for 4 years. Clini-
cally and radiographically determined osseointegration con-
tinued with no bone loss. The peri-implant soft tissue was
healthy and in good condition. Peri-implant probing depths
ranged between 2 and 3 mm for Patient 1 and were 1 mm for
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pacijenta 1 i1 milimetar za pacijenta 2. Oba su pacijenta bi-
la zadovoljna povratkom funkcije, estetikom i moguéno$éu
uzimanja hrane.

Rasprava

Zbrinjavanje pacijenata s bijelim spuzvastim madezom u
literaturi dentalne medicine izvan je Zari$ta zanimanja — opi-
san je samo jedan ortodontski slucaj (4). Bududi da je lite-
ratura siromasna kad je rije¢ o zubnim implantatima i le-
zijama sluznice, nema ni prikaza o protetickoj rehabilitaciji
BSM-a, ni s implantatima ni bez njih. Kod opisanog sluca-
ja klinicke su slike bile u rasponu od blagih naslaga do ne-
pravilnih i difuznih promjena sluznice opazenih kod dvoji-
ce brace i njihovih rodaka. Od svih ¢lanova obitelji pacijent
I imao je najizrazenije bijele lezije s nakupljenim koncastim
produzecima koji su izgledali poput tepiha. Promjena nor-
malne morfologije sluznice kod podrucja pogodenih BSM-
om nazalost utje¢e na rubno zatvaranje i stabilnost djelomic-
nih proteza. Fiksna protetika ima nekoliko prednosti, poput
poboljsane funkeije, stabilnosti te bolje rasporedenog zvac-
nog opterecenja. Lo§ raspored okluzalnog optere¢enja moze
onemoguciti stabilnost mobilnih proteza i ostetiti pogode-
nu sluznicu. Kod pacijenta 1 djelomi¢na proteza uzrokova-
la bi komplikacije s bijelim koncastim produzecima koji su
se protezali do alveolarnog grebena. Konvencionalna djelo-
micna proteza stvorila bi kontaktnu povrsinu sa sluznicom
i rubom proteze, $to bi rezultiralo trljanjem oralne sluzni-
ce i ljuStenjem spuzvastih naslaga. Na traumatiziranim od-
ljustenim spuzvastim lezijama stvaraju se gola podrudja koja
su podlozna sekundarnim infekcijama (prikazano strelicama
na slici 3a). Nelagoda i bol zbog neprekidne iritacije sluznice
tijekom zvakanja i parafunkcijskih aktivnosti negativno utje-
¢u na kvalitetu zivota. Tesko¢e u odrzavanju oralne higijene
druga su neZeljena posljedica djelomi¢nih proteza, posebice
ako se lezije pruzaju na podrugje baze proteze. Predlozeno je
da se pacijenti s djelomi¢nom bezubo$¢u u straznjim podruc-
jima opskrbe fiksnim protetickim radovima koji se postavlja-
ju na implantate, a ne mobilnim protezama, jer ¢e im se na
taj na¢in omoguditi stabilnost i bolja funkcija te ¢e im biti
poboljsana kvaliteta Zivota (5). Zato su fiksni proteticki ra-
dovi na implantatima metoda izbora za pacijente s BSM-om
koji su ovdje opisani. Fiksnoproteticki radovi na implantati-
ma uspjesno su vratili funkciju i estetiku te omogudili nor-
malno uzimanje hrane kod obaju pacijenata te su poboljsali
kvalitetu njihova zivota. Prezivljavanje implantata bilo je do-
bro tijekom cetiri godine s obzirom na osteointegraciju, odr-
zavanje alveolarne kosti i zdravlje susjednog tkiva.

Ni jedna terapija nije potpuno ucinkovita kad je rijec o
oralnom BSM-u, pa su stru¢njaci pokusali i sa sistemskom
primjenom amoksicilina(6), penicilina (7), tetraciklina (7) i
vodenih otopina tetraciklina za ispiranje (8). Uspjeh je bio
razli¢it. Rezultati terapije bila su velika poboljsanja, ali ne i
potpun oporavak. Buduéi da lezije ostaju tijekom cijelog Zi-
vota, imaju benigni karakter. Kada klini¢aru dode pacijent s
BSM-om, njegov bi zadatak trebao biti poboljsati oralnu hi-
gijenu i rijesiti problem sa zubima. Klinicka slika BSM-a va-
rira u veli¢ini naslaga, pogodenim podru¢jima i rasporedu.

White Sponge Nevus and Dental Implants

Patient 2. Both patients were satisfied with and experienced
restored function, aesthetics, and mastication.

Discussion

Dental management of patients with white sponge nevus
has been out of the focus of published data except for a case
which was treated orthodontically (4). Since the literature on
dental implants and oral mucosal lesions is already sparse,
there is no report on the prosthetic rehabilitation of WSN
with or without dental implants. Regarding the presented
family, varying clinical features of WSN, from mild plaques
to irregular and diffuse mucosal alterations, were observed in
two siblings and their affected relatives. Of all of the family
members, Patient 1 displayed the most pronounced white le-
sions with accumulations of thread-like extensions present-
ing a carpet-like appearance.

Alteration of the normal morphology of mucosa in
WSN-affected sites unfavourably affects the peripheral seal
and stability of a removable prosthesis. Fixed prostheses have
several advantages over removable ones, such as improved
function, stability, and distribution of the masticatory load.
The occlusal load distribution may impair the stability of re-
movable prostheses and damage the affected mucosa. In Pa-
tient 1, a removable prosthesis would have caused complica-
tions with the white stringy extensions that extended to the
alveolar crest. Conventional partial prostheses would create
load-bearing contact with the mucosa and the denture bor-
der extensions, leading to a rubbing of the oral mucosa and
a peeling off of the spongy plaques. Traumatized and peeled-
off spongy lesions tend to result in raw areas that have an
increased susceptibility to secondary infections (shown with
arrows in Fig. 3a). The discomfort and pain induced by con-
tinuous mucosal irritation during mastication and parafunc-
tional activity have a negative impact on oral health—relat-
ed quality of life. Difficulty in maintaining oral hygiene is
another undesirable consequence of a removable prosthesis,
particularly when the lesions extend to the denture-bearing
area. It has been suggested that patients treated with implant-
supported prosthesis for distal extension edentulism rather
than with removable dentures benefit from the security and
function of this treatment and have an improved quality of
life (5). Thus, implant-supported fixed prosthetic rehabilita-
tion was the treatment of choice for the patients with WSN
reported here. Implant supported fixed prostheses success-
fully restored function, aesthetics, and proper nutrition in
both patients and consequently improved the patients’ quali-
ty of life. Implant survival was good over the 4-year period in
terms of osseointegration, preservation of the alveolar bone,
and health of the adjacent soft tissue.

No standard therapy is completely effective for oral
WSN, although experts have tried many therapies, including
systemic amoxicillin (6), penicillin (7), tetracycline (7), and
aqueous tetracycline mouth rinses (8), with varying degrees
of success. Treatment outcomes have resulted in significant
improvements but with incomplete success. As the lesions
persist throughout life, the patient should be reassured of the
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Pacijent 1 imao je jako opseine spuzvaste naslage i mnogo-
struke nabore, posebice u obraznom sulkusu straznjeg dijela
mandibule. Izrada proteze za tako veliku leziju BSM-a zahti-
jeva posebno planiranje i multidisciplinarni tim koji uklju-
¢uje specijaliste oralne medicine i oralne kirurgije, te svaka-
ko proteticara, kao $to se i postupilo u opisanim klinickim
slucajevima. Moguée komplikacije tijekom terapije ukljucu-
ju teSkoce u odizanju reznja zbog promjena na sluznici, nega-
tivni u¢inak spuzvaste lezije na podmazivanje sluznice i suho-
¢u zbog koristenja svitaka stani¢evine koji mogu potaknuti
otkidanje naslaga, pa ostaje stanjena bjelicasta sluznica ili ¢ak

goli epitel.

Ovaj klinicki slucaj prezentiran je na 1COI— Europskom
simpoziju odrzanom od 15. do 17.travnja 2010. u Istanbu-
lu u Turskoj.

Bijeli spuzvasti madez i zubni implantati

benign character of the lesions. When a clinician encounters
a patient with WSN, the goal should be to improve oral hy-
giene and resolve the dental problem. The clinical expression
of WSN varies in terms of the size of the plaques, the affected
areas, and the distribution. Patient 1 demonstrated excessive-
ly widespread spongy plaques and multiple folds, particular-
ly at the buccal sulcus of the posterior mandible. Fabrication
of a prosthesis for such extensive WSN lesions requires spe-
cial planning. Involvement of a multidisciplinary team that
includes an oral medicine specialist, an oral surgeon, and a
prosthodontist is essential, as was done in the present cas-
es. Possible complications that may occur during the treat-
ment include the difficulty of flap elevation due to mucosal
alteration; negative effects of spongy lesions on the lubrica-
tion of the mucosa; and dryness caused by the use of cotton
rolls which results in an exfoliation of plaques, leaving either
a thinned whitish mucosa or raw epithelium.

This clinical report was presented at the [COI Europe Sym-
posium, April 15-17", 2010, Istanbul, Turkey.

Abstract

White sponge nevus (WSN) is a rare, benign, autosomal dominant disorder of the mucous mem-
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branes. Typical oral lesions are white or gray, diffuse and irregular plaques with a spongy texture

involving the buccal mucosa, ventral tongue, labial mucosa, and floor of the mouth. This clinical
report describes the prosthetic rehabilitation of two oral WSN cases with implant-supported met-
al-ceramic fixed prostheses and the treatment outcomes regarding osseointegration, preserva-
tion of the alveolar bone, and soft tissue health over a period of 4 years. Relevance of treatment
planning and associated complications of surgical and prosthetic procedures in such a rare oral

mucosal lesion are emphasized.
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