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The ASMS continues the excellent
transition to our new management
company PRRI. The change in manage-
ment has allowed us to reinvigorate both
the workings of the Board and the
communication of our committees within the organization.
These operational changes should result in new and im-
proved ways in which the Society works with each other and
with you, our membership. In addition to the routinely sched-
uled conference calls of the Board, I have instituted regularly
scheduled conference calls between all of the committee
chairs and myself to better communicate the work that is
being done, help the chairs to accomplish their goals by
facilitating activities, and give both guidance and direction.
This newly instituted tool has led to a burst of committee

ASMS Visiting Professors Continue to
Educate and Enlighten

Delora Mount, MD, FACS, FAAP
ASMS Visiting Professor Committee Chair

The ASMS is pleased to an-
nounce the 2011-12 Visiting Profes-
sor Program roster and urges all
members to take advantage of this
unique educational opportunity.  The
ASMS VP program brings the leaders
in maxillofacial, craniofacial surgery,
research and aesthetic surgery to
local institutions and training pro-
grams throughout North America.
The program, begun in 2007, has

http://maxface.org/Educational-Programs/Visiting-Professor.cgi
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Editor’s Column:  Highlights of Spring 2011 Maxillofacial News
Arun Gosain, MD, University Hospital (Lakeside)

This issue of the Newsletter highlights the core mission
of the ASMS by addressing a variety of topics relevant to our
members.  We have resumed the panel discussion telecon-
ferences and Chuck Butler presents an insightful discussion
between himself, Peter Cordeiro, and Roman Skoracki on
considerations in post-maxillectomy oncologic reconstruc-
tion.

Warren Schubert has highlighted the accomplishments
of the Education Committee.  While the ASMS is best known
for the Basic Maxillofacial Course which remains strong, the
Education Committee has developed several new initiatives,
including the course on Challenges in Cleft Care in Underde-
veloped Countries that is often held in conjuction with the
Basic Maxillofacial Course, and the newly developed Ad-
vanced Maxillofacial Course.

The Hyperguide and the Plastic Surgery Educational
Nestwork (PSEN) are continued areas of focus for the
ASMS.  Several new courses as well as website improve-
ments are also on the horizon.  In the spirit of education, the
Newsletter features a challenging case highlighting the
interplay between soft and hard tissues in maxillofacial
surgery.  Sean Boutros presents a case of facial asymmetry
resulting from traumatic mandibular injury as a child with
secondary growth restriction in the maxilla.

Our CPT corner helps to clarify the complexity of coding
for open mandibular fractures.  This is particularly relevant,

since the mandible is
considered one bone,
making its coding less
than straight forward.

John VanAalst has
reviewed the book,
“Management of Cleft Lip
and Palate in the Develop-
ing World,” edited by
Michael Mars, Debbie Sell
and Alex Habel.  This text
will prove extremely
helpful to those engaged
in volunteer work in plastic
surgery overseas.

The Resident’s Corner
is provided by Bryan Armijo, a senior resident in plastic
surgery, who reflects on “Taking a look back before moving
forward.”  Dr. Armijo provides a sincere appraisal of the value
that the ASMS has to residents in plastic surgery.  This essay
should encourage all residents in plastic surgery to become
resident members of the ASMS.  In addition, those resident
members who have completed their training should be in
touch with the ASMS to initiate conversion to full member-
ship in the organization so as to further the mission of the
ASMS to extend from education to practice.  The principles of
soft and hard tissue reconstruction in the head and neck is

not specific to maxillofacial surgeons,
and we therefore feel that all resident
members would benefit by seeking
conversion to full membership following
graduation, irrespective of their scope of
practice in plastic surgery.

Along these lines, Mitchell Stotland
has contributed the article, “Guiding the aspiring
craniomaxillofacial surgeon towards a satisfying career path.”
Dr. Stotland acknowledges the limited marketplace for
surgeons who wish only to perform craniofacial surgery in
established centers, and provides guidance for these indi-
viduals so they may develop a clinical niche that is in de-
mand and rewarding.

Steve Chidyllo further elaborates this theme in his article,
“Performing complex maxillofacial surgery in the community
hospital,” pointing out that one need not seek an academic
craniofacial center in order to establish a maxillofacial
practice.  Dr. Chidyllo draws from his personal experience to
suggest that private practice can provide a realistic option for
aspiring maxillofacial surgeons.

This issue of the Newsletter also represents evolution in
our shift from a print version to an online version.  This is the
second edition of the ASMS Newsletter that is completely
online, and we have now provided open access to the
Newsletter to all members of the ASPS.  An advantage of the
online format is that we are able to track usage of the Newslet-
ter, and thereby further refine our format to reach the greatest
target audience.  We have always felt that the ASMS repre-
sents the core of plastic surgery, and by increasing access to
our Newsletter, we hope to encourage a broader scope of
plastic surgeons to participate in the activities of the ASMS.

The ASMS is not only reaching out to facilitate your
education; we are also reaching out to invite your participa-
tion.  The first step in this participation is for each of you to
consider joining the ASMS, and helping to direct the future of
our society.

CORRECTION to  ASMS Winter Issue -
ASMS Fellows Contribute to the

Success of Bruges 2010

Dr Joseph Kamal Muhammat misquoted Dr. Mimis
Cohen when he wrote that “Cohen reminded the audience
that the University of Illinois introduced many innovations
for cleft surgery such as the Naso alveolar molding NAM”.

The direct quote from Dr. Cohen should have read:
“.....we embraced the concept of NAM early on after it was
described.”  As Dr. Cohen noted; this modality was first
presented by Drs. Barry Grayson and Curt Cutting from
NYU.

In addition, Dr. Cohen is at the University of Illinois.
 

... we are also reaching
out to invite your par-
ticipation.  The first
step in this participa-
tion is for each of you
to consider joining the
ASMS, and helping to
direct the future of our
society.
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Panel Discussion:  Maxillectomy Reconstruction
Charles E. Butler, MD, Moderator

Roman Skoracki, MD and Peter Cordeiro, MD

Dr. Butler:   Both Peter Cordeiro and Roman Skoracki are clinical
experts in the field of post-maxillectomy oncologic reconstruction
and over the years have consistently demonstrated expertise at
high-volume major cancer centers in the United States.
Maxillectomy reconstruction is often a challenging area for recon-
structive surgeons because there are still many unsolved contro-
versies.  I would like to try to provide some evidence and try to fill
some knowledge gaps, if we can.  I also hope to introduce some
practical information for the planning and execution.  I would like
to start out with a very common scenario, as we know that there
are a wide variety of different types of maxillectomies.  A com-
monly encountered maxillectomy defect is a unilateral
infrastructural maxillectomy defect caused by resection of squa-
mous cell carcinoma involving the anterior maxilla and hard pal-
ate with the orbital floor intact.  Dr. Cordeiro, in your practice, what
is your most common reconstructive option for this type of defect?

Dr. Cordeiro:   What I do or don’t do, to a large extent, depends on
how much of the palatal arch is intact.  If the resection of teeth
and the hard palate extends to the midline or beyond the midline,
that is when I would start considering a flap reconstruction.  If the
contralateral palate dentition is intact and you can save one or two
of the incisors or the ipsilateral canine, it would be reconstructed
with a skin graft with an obturator.

Dr. Butler:   So, in that situation you would be using an obturator-
based reconstruction without any flap reconstruction.  When would
you consider using a flap and what flap type would you use—
bone or soft tissue?

Dr. Cordeiro:  If the patient had previous radiation, I would con-
sider using a flap.  If close to half the palate and the arch have
been resected or if the resection goes beyond the midline, that’s
when I would consider using a flap.  In that scenario, I would con-
sider an osteocutaneous flap, and I prefer the radial forearm
osteocutaneous sandwich flap. 

Dr. Butler: Do you feel that flap has adequate bone stock for
osteointegrated dental rehabilitation?

Dr. Cordeiro: Yes, I think it does if you take enough bone.  You
really need to harvest close to 50 percent or more of the circum-
ference of the radius, which provides adequate bone.  I think the
real benefit of that flap is that it provides excellent skin; the skin
and fascia are outstanding. Sandwiching it allows you to resur-
face the palate and nasal lining and provides a flap that has a lot
of surface area with relatively small volume.  These are small vol-
ume defects, which is why I favor the forearm flap.

Dr. Butler:  Under what circumstances would you consider a flap
of only soft tissue?

Dr. Cordeiro:  If the defect does not involve the anterior arch or is
relatively small and more posteriorly based, a sandwiched cuta-
neous flap (without bone), like a forearm flap, is a good option to
close the defect.

Dr. Butler:  In these defects, would it be rare for you to utilize an
anterolateral thigh or rectus abdominis flap?

Dr. Cordeiro:  Yes, exceedingly rare, because I think it is a small
volume, large surface area defect that requires a small amount of
bone that does not have to provide a lot of structural support. 

Dr. Butler:  Dr. Skoracki, considering the same defect, what would
your most common reconstructive option be?

Dr. Skoracki:  I have to agree with Dr. Cordeiro.  Let me preface
my comments by saying that the approach I use for midface re-
construction is a collaborative algorithm that has evolved over the
past 8 years with Dr. Matthew Hanasono, with whom I do the ma-
jority of our midface reconstructions. In many of the patients, with
smaller defects, such as isolated hard palate defect or a posterior
alveolar defect that does not extend beyond the ipsilateral first
premolar, we would still consider an obturator.  However, I think
there are a fair number of patients for whom we would consider a
soft tissue reconstruction and/or bony reconstruction.  I think Dr.
Cordeiro touched on this already; certainly for the preoperatively
irradiated patients, we would
be more likely to utilize a flap. 
Also, defects in edentulous
patients, who may have diffi-
culty retaining an obturator,
are often best reconstructed
with either a soft tissue flap or
a bony flap.  In patients who
have significant comorbidities,
we lean toward more liberal
use of obturator-based reha-
bilitation in order to avoid a
lengthy surgery.  However, in
appropriate candidates, a soft
tissue flap may be preferable
for even the limited defects
you describe since they result
in a more reliable seal be-
tween the oral and nasal cavi-
ties.  In fact, many elderly pa-
tients have difficulty handling
and managing an obturator. I
echo a lot of the things that
Dr. Cordeiro has said but dis-
agree on the choice of bone
used for maxillectomy defects.
We prefer the fibula as the
workhorse flap for maxillectomy reconstruction when bone is
needed. This is partly because we typically don’t harvest a large
portion of the radius and partly because of our consistent, reliable
results with the fibula flap.  In particular, the fibula is useful if the
entire unilateral maxilla is missing and/or the defect crosses the
midline.  It is also very helpful for young, healthy patients, who are
often highly motivated and very demanding in terms of the func-
tional and aesthetic outcome of the reconstruction.  In those cases,
I think we would strongly consider a bony reconstruction, even for
a smaller defect. 

Dr. Butler: When choosing between a bone and a soft tissue flap,
it sounds as though you are leaning toward bone flaps both for the
reasons previously mentioned and also for the possibility of post-
operative osteointegration?

(continued on page 15)

Maxillectomy recon-
struction is often a
challenging area for
reconstructive sur-
geons because there
are still many unsolved
controversies.  I would
like to try to provide
some
evidence
and try to
fill some
knowledge
gaps..

          -Charles Butler, MD
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ASMS Education Committee:
ASMS Continues its Educational Commitment and Initiation of New Programs

Warren Schubert, MD, Regions Hospital

The ASMS has expanded to initiate more educational
programs than it has ever previously offered. Many of these
programs are a result of having the largest number of active
members on the Education Committee that we have ever
had. Many of these programs are a result of other active
ASMS Committees and Subcommittees.

The core of our courses continue to be the Basic Maxillo-
facial Course which is structured for Residents, Fellows and
Practitioners, with a focus on teaching dental occlusion,
taking dental models, teaching cephalometrics, orthognathic
surgery, and maxillofacial trauma. In these courses partici-
pants learn to take dental impressions of each other, work
with dental models, and perform osteotomies and plating
using saw bone models.  Our upcoming Basic Courses are
planned for the following dates:

University of Pennsylvania
Philadelphia, August 19-21, 2011

University of California
San Francisco, February 17-19, 2012

Northwestern University
Chicago, August 3-5, 2012

University of Miami
Miami, January 18-19, 2013

In addition, over the last two years, we have initiated an
Advanced Maxillofacial Course, which goes to the next step
in allowing participants to practice surgical approaches and
orthognathic surgery with osteotomies and plating tech-
niques using fresh cadavers. The last two courses have take
place in Jacksonville, Florida. Don Mackay has taken the
helm of this course, with plans to offer an additional course in
2012.

Seth Thaller and Mimis Cohen Co-Chaired our ‘Chal-
lenges in Cleft Care in Underdeveloped Countries’ in Miami
this last January. This course was well attended, and our
plans are to continue this course on a two year cycle, with
the next course being offered January 20, 2013, again at the
University of Miami.

A completely new course which will be focused on our
membership and other practicing surgeons will be offered for
the first time on March 31-April 1, 2012, at the new LSU
cadaver facility in New Orleans. The title will be ‘Advances in
Facial Restoration and Rejuvenation’. This will be the first
time that we will offer a course that will include an opportu-
nity for the participants to learn genioplasty, orthognathic
surgery, neck lifts, brow lifts, blepharoplasty, Otoplasty,  the
use of injectable fillers, and laser resurfacing using fresh
cadavers. This new program will be Co-Chaired by Larry
Hollier, Henry Kawamoto and Warren Schubert.

Pravin Patel, Sean Boutros and Patrick Kelley have been
working on the groundwork for a ‘Complex Virtual Surgical
Planning Course’ that we hope to offer in future years.

Henry Vasconez has done a great job
putting together our ASMS / ASPS
Annual Meeting planned in Denver this
fall. The Pre-Symposium meeting will be
‘Solutions to Complex Craniofacial
Problems: Aesthetic and Reconstructive
Surgery’, and will be held on Thursday,
September 22, 2011. This will be followed by great panels
and papers at our Annual Meeting.

Joseph Losee and his Web Team have completely
redesigned our ASMS Web Page with information on our
activities and future plans to include additional educational
materials and links (www.maxface.org).

Reza Jarrahy has initiated an Educational Video Sub-
committee with plans to offer many of these videos on our
Web Page. Our first video that we hope to include is a new
video that Joe Garri and Pravin Patel have completed that is
used at our Basic Course.

Devra Becker Chairs the ‘Web Link’ Subcommittee. The
goal of this Committee is to review materials offered on line,
and include links to these educational materials on our
ASMS web site.

Delora Mount is in charge of the ASMS Visiting Professor
Committee. Information on the application and funding for a
Visiting Professor for you institution may be obtained on our
web site (www.maxface.org).

Peter Taub is working on an update of the ‘Ferraro Book’,
and John Mesa is interested in putting together an ‘Atlas on
Operative Craniofacial Surgery’.

Mimis Cohen is serving as Editor of the ASMS portion of
the PSEN, and Seth Thaller and Mimis Cohen continue to
seek contributions to for the Hyperguide.

Finally, the ASMS Newsletter, under the leadership of
Arun Gosain, continues as a great source of information and
education for our society.

As Chair of the ASMS
Education Committee, I
would like to encourage our
membership to get involved
and contact the various
Committee Chairs to make
a contribution to our
Society.  For surgeons who
are not members of our
Society, the ASMS has
many opportunities for
young surgeons to get
involved, to make a mean-
ingful contribution to
education, and to the
improvement of patient
care.

http://maxface.org/Educational-Programs/basic-course.cgi
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Residents and Fellows Corner:
Taking A Look Back Before Moving Forward

Bryan S. Armijo, MD
University Hospitals Case Medical Center, Cleveland, Ohio

As a senior resident who will be graduating in a few short
months and embarking on the “next chapter”, I figured it
would be the ideal time to reflect on my training experience
and how it was shaped by my exposure to the ASMS.  Upon
accepting a plastic surgery position, I was (and still am) truly
excited about every aspect of plastic surgery.  Given my
perfectionist personality, I had assumed that I would ulti-
mately specialize in a particular area, however, had limited
exposure to the expansive breadth that is plastic and recon-
structive surgery.  I continued through my first 3 integrated
years of residency anxiously awaiting the start of the last 3
three, dedicated, plastic surgery years.

It was at this time, early in my 4th year, that I first discov-
ered the ASMS.  Having been to “workshops” before, I
attended the ASMS Basic Course with expectations of long
lectures and unapproachable staff.  However, my experience
was quite the opposite.  For starters, the recommended attire
was a t-shirt and scrubs.  If this didn’t set the tone, then the
guest faculty, each considered giants in the field of
craniomaxillofacial surgery, did with their highly interactive
lectures and approachability.  Each day these lectures were
followed by hands-on workshops designed to apply the
principles just learned in the classroom.  The topics included
everything from the diagnosis and treatment of craniofacial
fractures/trauma to performing orthognathic surgery in an effort
to obtain a more harmonious relationship to the face/jaws.

In addition to the many lessons learned at that course, I
learned a very important core principle that really extends to
all aspects of plastic and reconstructive surgery.  That is,
without an adequate bony foundation the soft tissue enve-

lope will not drape appropriately.  This
concept can be applied to both the
reconstructive and aesthetic realms, such
as the child with a cleft lip or the patient
seeking rhytidectomy for facial rejuvena-
tion.  It is an “all encompassing” theme
such as this that highlights what the
ASMS represents.

I have since continued my involvement with the ASMS as
a member of the Maxillofacial News Committee and Resident
Co-Representative.  Now, at the end of my residency train-
ing, my only regret is that I did not discover the ASMS sooner
than my 4th year of residency.  Unfortunately, I think this “late
discovery” is more common than not.  So I encourage and
challenge all the senior
residents to enlighten
your juniors and intro-
duce them to the ben-
efits of the ASMS.  This
organization is truly an
educational portal and
an invaluable source for
residents to use.  The
ASMS is also committed
to furthering our specialties knowledge base by way of grant
funding, visiting professorships, fellowships and courses
such as the Basic Course previously mentioned.

In closing, I would like to emphasize that no matter which
practice profile one selects (or think they may select as is the
case for the junior resident), the ASMS is dedicated to
education and fostering the future of our specialty… i.e. YOU.

This organization is truly
an educational portal and
an invaluable source for
residents to use.

Visit www.maxface.org

New Features include:
Enhanced Members Only Area

Easier Navigation, including site

search

Register Online for upcoming

Educational Programs

www.maxface.org
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2011-2012  ASMS
VISITING PROFESSORS

ASMS Visiting Professors (continued from page one)

.. a valuable valuable experience for both learn-
ers and Visiting Professors and allows for a
valuable exchange of information and exposure
to procedures and topics that enhance delivery
of care at individual institutions.

provided 110 visits to date, by 17 leaders in the Plastic
Surgery field.

This year, the committee’s selection has established one
of the most excellent and diverse groups of Visiting Profes-
sors.  Available topics encompass the wide specialty of
craniofacial/maxillofacial surgery, research and aesthetic
surgery and include such diverse topics as reconstruction of
gunshot wounds to the face, optimal treatment of congenital
facial deformities, assessment of rare facial processes such
as necrotizing fasciitis, expert treatment of pediatric facial
fractures, and optimization of orbital reconstruction.

Each year, requests for visiting professors have in-
creased and in the soon-to-be completed 2010-2011 aca-
demic year, five professors visited a total of 33 programs.
We anticipate even more visits in this next year, demonstrat-
ing the continued success and support of the program and
the growing demand for this plastic surgical expertise.  More
than 30 requests for 2011-12 have already been received!

We have found that the ASMS Visiting Professor pro-
gram is a valuable experience for both learners and Visiting
Professors and allows for a valuable exchange of information
and exposure to procedures and topics that enhance deliv-
ery of care at individual institutions.  “This is a terrific pro-

gram. We hope the ASMS continues the great work,” said the
local chair of a recent VP visit.

ASMS Visiting Professors may visit ACGME-accredited
plastic surgery training programs and regional and local
plastic surgery society meetings.  If you are interested in
hosting an ASMS Visiting Professor in the 2011-2012
academic year, please visit the ASMS website at
www.maxface.org and complete an online request form or
contact the ASMS administrative office at (978) 927-8330.
Complete details, requirements and instructions are available
online at www.maxface.org.

The ASMS Visiting Program program is fully funded
annually through a generous educational grant from Stryker.

Complete an on-line request for a
Visiting Professor at

www.maxface.org
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Performing Complex Maxillofacial Surgery in the Community Hospital
Stephen A. Chidyllo, MD, DDS, FACS, Chief, Division of Plastic and

Reconstructive Surgery, Jersey Shore University Medical Center, Neptune, New Jersey

I am referring to the more complex panfacial frac-

tures in which I need a second set of “thinking

hands” to assist with the case.  I have developed a

good support system which has allowed me to feel

comfortable in treating these cases efficiently.

Over the last 18 years I have been in solo private prac-
tice in Monmouth County NJ.  I have been on staff at several
community hospitals; however my practice gravitated to one
hospital which is a Level II trauma center. Jersey Shore
University Medical Center is located between two major
highways, the New Jersey Turnpike and the Garden State
Parkway.  We see our share of motor vehicle accidents,
especially during the summer months.   A significant part of
my practice has been, and is still, focused on the treatment
of primary and secondary maxillofacial fractures and defor-
mities.  I have found it a significant challenge working up and
treating these patients without the support staff I was use to
at the academic medical centers where I trained.

In our hospital at Jersey Shore Medical Center we do not
have a plastic surgical residency or fellowships and therefore
do not have the benefit and luxury of their assistance in the
management of our cases.  The general surgery residents do
not rotate through plastic surgery, or desire to assist on any
of our cases.  The few medical students assigned to the
general surgery rotation similarly are not interested in being
involved in our surgical cases.  This leaves the operating
room staff, either nurses or operating room techs, to assist
during the surgery.  It has been my experience that on these
extensive maxillofacial cases, I usually have an OR staff
member who has either never scrubbed with me before, or
has no idea concerning the instrumentation, set up, or use of
the various rigid fixation systems.  So how have I been able
to keep my interest and sanity along with providing the
necessary care to my patients over the years?  It has not
been easy!

When I first started in practice, I use to ask other plastic
surgeons to assist me in the operating room.  This worked
out well for a while until we all become busy surgeons and
did not have the available time to assist anymore.  So in
short my colleagues have politely deferred not to assist  me
on most of these complex maxillofacial cases.  There are a
few oral and maxillofacial surgeons on staff; however their
interests are in performing “cosmetic facial surgery” not
maxillofacial trauma cases. In most cases of a straight
forward zygomatic complex, orbital floor or mandible frac-
tures,  I can and prefer to perform these surgeries by myself,
along with the OR staff without an issue.  I am referring to the
more complex panfacial fractures in which I need a second
set of “thinking hands” to assist with the case.  I have devel-

oped a good support system which has
allowed me to feel comfortable in treating
these cases efficiently.

Most of these cases are admitted to
the “Trauma Service”, so as long as the
patient is in the hospital during their initial
admission, the trauma service will care
for their day to day hospital orders.  However, if they are
discharged, examined in my office, and return to the hospital
for their surgery, then they are admitted to my service, and
all the hassles thereof.  Why is this important? The first issue
I learned the hard way was that I needed to make time in my
busy surgical schedule to care for these cases, while still in the
hospital on the “trauma service”.  This usually means perform-
ing their surgery on weekends, holidays or in the evenings.  My
other option which I prefer not to do is to cancel an elective
case.  This obviously distresses the elective patient who
prepared for the surgery, and took time off from work or their
busy schedule to have their procedure performed.

Next, I have found a dedicated representative from
Stryker CMF who arranges time in his busy schedule to
make himself available in my operating room during all of the
complex maxillofacial cases.  In this way, if the OR surgical
staff is not familiar with the plating instruments or systems,
which is usually the case; he can give them a quick in-
service in what I need, and direct them during the case.
Over the years I have tried to search out and recruit OR staff
at our hospital, which might be interested in these cases,
however this has been difficult in that these surgeries are
considered “long cases” to them.

Finally when I was in my fellowship in Norfolk VA, I had
the opportunity to spend an extensive amount of time
operating with Dr. Jon Jacobs.  He employed a nurse who
both worked in his office and came to the operating room
with him on all of his cases.  I use to wonder why he would
bring “his” nurse to the operating room, when the hospital
supplied him with an OR staff.  I now know why!  How many
times can we reinvent the wheel?  I found a dedicated nurse
first assistant, who works for several of the local surgeons in
our area.  She was interested, and available to work with me
on my cases, and so I took the time to educate her in maxil-
lofacial surgery.  She may not be present for the total case;
however she is present during the critical times of the case
when I perform the reduction and or fixation. When perform-
ing uninsured non-compensated cases, I reimburse her
privately, and it is well worth it!

Other ways in which I have been able to continue my
cranio-maxillofacial practice are to perform all of my intra-
extra cranial procedures with the neurosurgeons at our
hospital, who are also in private practice.  The
neurosurgeons have an extensive professional support
system in which they employee several physician assistants.

(continued on page 12)
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Case Study: Facial Ssymmetry and Malocclusion
Sean Boutros, MD, Houston, Texas

History: Patient KA is a 22 year old female.  She pre-
sents with a chief complaint of an uneven smile.  She had
undergone prior treatment with Hyaluronic Acid filler and,
though there was an improvement, was not satisfied with the
cosmetic outcome or the longevity of the outcome.  She had
a secondary complaint of an uneven bite and mild pain
anterior to the ears on both sides.  Her history was significant
for jaw trauma at approxi-
mately 7 years of age.
Figure 1.

Physical Exam: Her
physical exam is significant
for lower facial asymmetry
with a short right lower third
and a slightly long left lower
third.  There is an occlusal
cant of 12 degrees.  There is
crepitus over the right TMJ.
There is deviation of the chin
point the right side and loss
of the mandibular midline.

Diagnostic Studies:
Panographic and cephalom-
etric radiographs show a
degenerative changes of the
right TMJ and anterior
dislocation of the left TMJ.
There is a relatively thin
mandibular body on the right. Figure 2.

Considerations: On evaluation of this patient, we see
facial asymmetry resulting from traumatic mandibular injury
as a child. With injury to the right condyle, there was growth
disturbances of the mandible with loss of the ramal height on
the right side.  This growth restriction caused the mandible to
be pulled toward the injured and restricted side with resulting
anterior dislocation of the left TMJ.  Due to the lack of man-
dibular growth, the maxilla had secondary growth restrictions
and deformity.

Goals: Our goals of reconstruction are to obtain a level
appearance of the lips, a more symmetric appearance of the
jaw, centralize the chin point, and correct the occlusal cant.
Our further goals are to correct the chronic subluxation of the
temporal mandibular joint on the left side and to provide a
stable long term occlusion with decreased risk of further
degeneration of the both temporal mandibular joints.

Treatment: To accomplish these goals, we first begin
with orthodontic treatment. This included placement of
micro-orthodontic anchors in the zygoma and mandible on
the left side. With this micro-orthodontic anchor, we were
able to level the maxilla and the maxillary occlusal plane; at
the same time, a bite-block was utilized by build up of
composite on the left side mandibular molars and retention
of those molars to prevent hyper eruption with the lower
anchor.

After the maxillary occlusal plane was leveled, we
proceeded with a bilateral sagittal split osteotomy. With
downward movement of the distal segment on the right and
upward movement on the left.  The inferior aspect of the left
proximal segment was removed.  In order to allow for the
seating of the left temporal mandibular joint we did not fixate
the left proximal segment and treated it with a four weeks of
MMF.  The right osteotomy was fixated with lag screws.

Secondary procedure included fat grafting for further

Figure 3: Post
operative result after
placement of micro
orhtodonic bone
anchors for leveling of
the maxilla and BSSO
with rigid fixation on
the right and MMF.

Figure 1: patient
presenting complain-
ing of facial asymmetry
and malocclusion.

Figure 2a-c: Radiographs showing anterior dislocation of the left TMJ, degenerative changes of
the right TMJ and sever mandibular asymmetry.

(continued on next page)
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symmetry and correcting a step-off deformity at the edge of
the osteotomy. At that time, further contouring of the lower
mandibular border on the left side was performed.

The patient is left with a satisfactory cosmetic outcome
(Figure 3) stable occlusion (Figure 4). Current panorex

Figure 4: Post operative radiographs showing left condyle seated
in the fossa with stable occlusion.

Book Review: Management of Cleft Lip and Palate in the Developing World
 Edited by Michael Mars, Debbie Sell and Alex Habel

Review by John vanAalst, MD
For anyone interested in

cleftwork overseas, this is a
book that will challenge many
of our suppositions about
working in the developing
world.

The short book (200
pages) is written by a multi-
disciplinary group of authors,
including surgeons, speech
pathologists, orthodontists,
dentists, anesthetists, and
social workers who have
considerable experience with
volunteer cleft trips in the
developing world.  The book
tries to put into perspective the
magnitude of the problem of
unrepaired clefts worldwide. Of
the nearly 154 million births

anually, 144 million occur in the developing world; of all
children born worldwide with clefts, 250,000 are born in the
developing world, and 17,000 are born in the developed
world. This discrepancy leads to the inevitable export of
services from the developed world (services that are altruis-
tic and well-intentioned), but which can also be problematic
(inexperienced cleft surgeons using the developing world for
skill procurement; well crafted protocols in developed coun-
tries may simply not work in developing countries).

John Wiley and Sons,
Ltd. West Sussex,
England, 2008.

The book does not take sides in a “this is the best model”
argument.  It argues for flexibility and resourcefulness on the
part of the visiting teams; it further argues for cultural sensi-
tivity. If, for example, our team has scheduled a cleft trip that
coincides with a local religious holiday, we may inadvertently
(and unnecessarily) stress local partners. Practitioners from
developed sites may bring all of their equipment with them
(which arguably improves safety), and take the equipment
with them at their departure (which inadvertently communi-
cates to the local practitioners that they can’t do what we do
because they don’t have the equipment).

One author suggests that if a cleft practitioner truly
believes that normal speech is the most fundamental aspect
of cleft care, we should consider prioritizing those surgeries
that repair the palate above surgeries that address facial
aesthetics, namely the lip repair or a lip revision; often the
very opposite is done during overseas volunteer trips:
primary lips are emphasized while palate repairs, palate
fistula closures, or secondary velopharyngeal insufficiency
surgery is de-emphasized.  Another author suggests that
when visiting teams provide free surgery, this altruistic offer
may disrupt the local economy and hinder a local surgeon’s
efforts to provide surgery for a reasonable price; this keeps
patients and families entrenched in the practice of waiting for
the next visiting team.

Consider reading this book if you are new to overseas
volunteer work, have considerable experience, or are re-
considering the volunteer model with which you travel
overseas.

shows seating of the left temporal mandibular joint. There is
no change with the clicking; however, she continues to have
no locking and minimal pain over the TMJs. She has under-
gone cosmetic dental reconstruction as well to correct the
dental abnormalities and she is overall satisfied with both the
aesthetic and skeletal result.

Case Study (continued from previous page)



MAMAMAMAMAXIILLOFXIILLOFXIILLOFXIILLOFXIILLOFACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWSACIAL NEWS SPRING 2011SPRING 2011SPRING 2011SPRING 2011SPRING 2011

10

Guiding the Aspiring Craniomaxillofacial Surgeon Towards a Satisfying Career Path
Mitchell A. Stotland, MD

Department of Plastic Surgery, Dartmouth Hitchcock Medical Center

The main driving force of the ASMS is education: the
propagation of evolving knowledge and technical expertise.
Craniomaxillofacial surgeons have the opportunity to carry
on this tradition and to share our experience and enthusiasm
with the rising generation of surgeons.  However, in order to
properly guide the aspiring surgeon, I believe it is essential
that we step back and consider the history of
craniomaxillofacial surgery as it pertains to the current
landscape of the job market in this field.

I first became exposed to the concept of craniomaxillo-
facial surgery in 1983 after watching Ted Bogosian’s stunning
NOVA episode “A Normal Face”.  That was 28 years ago, and
the surgical discipline was still growing out of its infancy in
the US.  Succeeding Converse and Murray, a cohort of “first-
generation” Tessier trainees were still beginning to populate
academic centers in the major urban areas across the
country.  There was a large backlog of complex syndromic
patients who previously had no access to effective treatment
for their conditions.  Those early American surgeons were
faced with an abundance of demand and were thus able to
rapidly obtain an enormous clinical experience.  The vast
majority of plastic surgery training programs across the
country at that time, though, still did not have exposure to
those revolutionary techniques.  However, within several
years most of the first-generation craniomaxillofacial sur-
geons established fellowships and a “second-generation” of
surgeons soon began to emerge, seeking to ply their trade.
Between 1985 and 2000, dozens of new multi-disciplinary
craniofacial clinics were launched all across the US.  Jump
ahead now to 2011, and craniomaxillofacial surgery has
resolutely moved into its middle-age (not meant as a pejora-
tive!).  Where do we stand, and how should we advise the
young surgeon yearning to soon join our ranks?

On one hand, it is apparent that the first-generation of
craniomaxillofacial surgeons is close to, or has reached,
retirement.  Many of the second-generation surgeons are
also approaching the denouement of their careers.  In
addition, craniomaxillofacial expertise has proven itself to be
a valuable asset not only in the management of complex
congenital deformities but also more broadly in optimizing
the care of a host of acquired conditions including civilian
and military trauma, oncologic deformity, and facial aging.

On the other hand, the past twelve
years has seen 157 individuals graduate
from SF Match-affiliated craniofacial
fellowships (66 of them in just the past 4
years!).  A quick look around the country
today reveals at least 50 busy craniofacial
centers, many of which have two or more
younger surgeons patiently waiting in the
wings to ascend.   If another 66 new
fellows emerge in the next four years, it is clear that a
significant percentage of them ultimately will not find the
opportunity to apply their skills in practice.  The math just
doesn’t add up, and the young surgeon coming to us for
advice needs to be aware of this reality.

So, should we discourage our mentees away from
something that has provided us with so much fulfillment:  a
career in craniomaxillofacial surgery?  Absolutely not.  We
will continue to require some level of ongoing supply of
young surgeons to backfill the attrition in our field.  But in this
middle-age of craniomaxillofacial surgery, those hoping to
one day establish a busy practice fully dedicated to the care
of complex deformities, will need to set their sights with
precision and great forethought.  When a student or trainee
comes to ask me about a future career in craniomaxillofacial
surgery, I try to convey the following points:

1. The unparalleled satisfaction that this type of work
brings.

2. The proud tradition that one can carry on.
3. The implications of the shifting landscape in the

field.
4. The future is always unknown; Converse, Murray,

and Tessier each had to find their own way too.
5. Be patient and methodical in planning your course.
6. Attempt to secure one of the select fellowships that

has a proven track record of successfully grooming
academic surgeons.

7. Consider acquiring a complementary secondary
niche such as expertise in microsurgery or
peripheral nerve surgery.

8. Be adaptable and realistic.

September 23 - 27, 2011
Hyatt Regency Denver

Denver, Colorado
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EUROPEAN ASSOCIATION 
FOR CRANIO-MAXILLO-FACIAL SURGERY 

www.eurofaces.com 

AMERICAN SOCIETY OF  
MAXILLOFACIAL SURGEONS 

www.maxfaces.org 

SOCIETÀ ITALIANA  
CHIRURGIA MAXILLO-FACCIALE 

www.sicmf.org 

Dear Colleagues;
It gives us a great pleasure to invite you to participate in the International Symposium “ORBIT 2011 - Ten Years Later:

Perspectives and Advances in Orbital, Cranio-Orbital Pathology & Surgery” on October 13-16 in Ferrara – Italy.
It is exactly 10 years ago that ORBIT 2001 was held in Ferrara and that was the year in which an International Faculty

established some guidelines in the field of Orbital Surgery & Pathology.  The guest of honour at that time was Dr. Paul L.
Tessier who delivered the main lecture “Craniofacial Surgery: The Origins, Principles, Basic Techniques and Perspectives.”

ORBIT 2011 will also be celebrating the 10th anniversary of Tessier’s very last talk, an honour that was bestowed upon
Ferrara. Internationally known experts will present the current status and likely future developments in all aspects of this field,
thereby focusing in that small anatomical area that is the orbit.

It would be a pleasure to welcome you to Ferrara and to be your host, both scientifically and socially. We trust that you
will find the scientific program to be educational, the social program enjoyable, and the whole event rewarding.

We look forward to seeing you in Ferrara for an unforgettable Symposium and experience that will be remembered for
years to come.

See you in Ferrara, October 2011.
Chairman Co-Chairman
Prof. Luigi C. Clauser M.D., D.M.D., FEBOMFS Prof. Julio Acero M.D., D.M.D., PhD., FEBOMFS
Director and Chief, Unit of Cranio-Maxillo-Facial Surgery Education and Training Officer EACMFS
St. Anna Hospital & University, Ferrara, Italy Madrid, Spain

PROGRAM HIGHLIGHTS
INVITED FACULTY

Surgical Anatomy
Update in Imaging and Software 3D Simulation

Genetics and Syndromology
Different Approaches in Orbital and Periorbital Surgery

State of the Art in Orbital Surgery&Distraction Osteogenesis
Craniofacial Surgery: Congenital, Trauma, Tumours

Tissue Engineering
Structural Fat Grafting

Surgery of Adnexa
Tumour and Tumour like Lesions

Vascular Lesions
Facial Transplantation and Bioethics

Microsurgery
Endoscopic Surgery

Ultrasonic Bone Surgery
Aesthetic Surgery

Fronto-Orbital Rejuvenation
Botulinum toxins and fillers
Orbital Trauma and Sequelae

Rigid Fixation and Reabsorbable Devices
Biomaterials

Endocrine Orbitopathy (Graves’ Disease)
Orbital and Periorbital Inflammation and Cellulitis

Orbital Pain
Pharmacology and Medical Therapy

Microphthalmia
Anophthalmia

How I do It
Unusual Cases

Complications in Orbital and Cranio-Orbital Surgery

Julio Acero, Spain
Mihaela Baciut, Romania
Juan P. Barret, Spain
Chiara Botti, Italy
Giovanni Botti, Italy
Francesco Brancati, Italy
Roberto Brusati, Italy
Francesco Carinci, Italy
Michael H. Carstens, USA
Luigi C. Clauser, Italy
Mimis N. Cohen, USA
Sydney R. Coleman, USA
Camillo Curioni, Italy
Bernard Devauchelle, France
Concezio Di Rocco, Italy
Barrie T. Evans, UK
Giuseppe Ferronato, Italy
Filippo Franco, Italy
Manlio Galiè, Italy
Enrico Granieri, Italy
Michael P. Grant, USA
Joseph S. Gruss, USA
Mutaz B. Habal, USA
Robert J. Havlik, USA
John F. Helfrick, USA
Richard A. Hopper, USA
Daniel Hrusak, Czech Republic
Giorgio Iannetti, Italy
Ian T. Jackson, USA
Henry K. Kawamoto, USA
Darina Krastinova, France

Christian Krenkel, Austria
Claes Lauritzen, Sweden
Paul N. Manson, USA
Alessandra Marchi, Italy
Rafael Martín-Granizo López, Spain
Riccardo F. Mazzola, Italy
Joseph G. McCarthy,  USA
Shannath Merbs, USA
Edoardo Midena, Italy
Maurice Mommaerts, Belgium
Serge Morax, France
Paolo Nordera, Italy
Neven Olivari, Germany
Mario Pelle Ceravolo, Italy
Oscar M. Ramirez, USA
Dirk F. Richter, Germany
Gino Rigotti, Italy
Kenneth E. Salyer, USA
Alexander Schramm, Germany
Adolfo Sebastiani, Italy
Enrico Sesenna, Italy
Maria Siemionow, USA
Eric Sorrel Dejerine, France
Sylvie Testelin, France
Seth R. Thaller, USA
Henri Thuau, UK
Riccardo Tieghi, Italy
Timothy A. Turvey, USA
Miso Virag, Croatia
Linton A. Whitaker, USA

S. Anthony Wolfe, USA

“ORBIT 2011 - Ten Years Later:  Perspectives and Advances in Orbital, Cranio-
Orbital Pathology & Surgery”, October 13-16 2011, Ferrara – Italy
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Their staff is available to follow our patients post-operatively
and assist as needed in the operating room.  Pre-operative
care can be an issue when dental impressions and or dental
splints need to be fabricated.   I have developed a system to
care for these patients in which, I personally take the alginate
impressions in the hospital, usually in the ICU where the
nursing staff reluctantly assist me.  I then personally deliver
the impressions to a local dental lab which fabricates the
models and  or splints under my directions as needed.    Yes,
there is an additional cost for these laboratory services;
however I have found that it is well worth the expense, vs. the
space needed in your office, along with the time and materi-
als to do this yourself.  Post-operative care on these patients

is fairly routine, and over the years I have chosen to return
these patients to the operating for the removal of any “arch
bars, dental wirers, or external fixators”.  I have found this
more comfortable for both the patient and myself performing
these procedures usually under local anesthesia with
sedation.  I schedule them on a day when I am already in the
operating room.

Performing complex cranio-maxillofacial surgery over the
years, in a community hospital setting has been challenging
to say the least.  Using the above techniques and relation-
ships which I have developed, has allowed me as a solo
private plastic surgeon, to continue performing a plastic
surgical sub-specialty and art which I love and I find highly
rewarding.

Complex Procedures in a Community Hospital       (continued from page 7)

PSEN PORTAL: PSEN is Live! Please Login!
John Everson

We wish to inform all of our readers about the Plastic
Surgery Educational Network (PSEN).  This is an online site
created by ASPS, ASMS and many other plastic surgery
organizations that will continually be updated and provide
educational materials pertaining to all areas of plastic
surgery.  The PSEN site has recently gone live, and the
promotional campaign will begin over the next week with
announcement emails, ads in PSN and PRS.  There is a
section devoted to maxillofacial surgery, for which our past-
president, Mimis Cohen, serves as editor.  You may access
the site through the following URL: www.psenetwork.org
<http://www.psenetwork.org/>

Once you reach this site, use the login link at the top
right of the home page. Your login is the same as what you
use to access the ASPS Members Only side of
www.plasticsurgery.org .

The new site offers a wide array of educational and
community features. The Online Courses area will be of great
interest to most surgeons, as it includes a library of hundreds

of content items, ranging from Lecture and Panel Presenta-
tions recorded at annual meetings and symposia, Surgical
Procedure Videos, Clinical Case Reports, CME and MOC
Courses, and Self Assessment tests.
Other key areas of the site include:

The Library,  which serves as the home to key
journal and book resources as well as PSEN reviews
of new journal article “Literature Reviews.”
The Community area, which offers a place for
surgeons to talk about both clinical and practice
management issues. There are also separate
message board areas for residents and ASPS
Affiliate Members (accessible through the green tabs
at the top right of the page).
And the News area, which offers quick links to the latest
happenings in plastic surgery via Plastic Surgery News,
PSN Extra and the “Smart Brief” news feed. Also in the
News area is a link to the international Calendar of
Plastic Surgery Meetings, providing you with an inclusive
list of all the plastic surgery meetings going on across
the world every month.
 The site also includes sections with basic information on

CME and MOC, some practice management materials and a
My Learning Plan area, which basically is a “clipboard” which
keeps track of all the items on the web site that you want to
review. Throughout the site, videos and courses and presen-
tations all have an “Add to My Learning Plan” button –  when
a user clicks this, that item is added to the list under the My
Learning Plan area for easy access.

In addition, if any of our members wishes to submit a
Case Report, Literature Review or Video, please forward this
to the site’s staff managing editor, John Everson by email
(jeverson@plasticsurgery.org).  We plan to provide monthly
contributions to the site, and the more representative the site
is of our membership, the more useful it will be to all of us in
the ASMS.

http://www.psenetwork.org/default.aspx
http://www.psenetwork.org/default.aspx
http://www.psenetwork.org/default.aspx
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CPT Coding: Open Mandible Fractures
Greg Pearson, MD  and Robert Havlik, MD

Mandibular fractures consist of a broad range of clinical
problems.  A myriad of treatment modalities exist to effec-
tively treat this diverse category of injuries, and therefore
multiple cpt codes exist to accurately document the treat-
ment provided.  For CPT coding purposes, the mandible is
considered one bone, making its coding less than straight
forward.  If the mandible has two separate sites of injury (e.g.
angle of the mandible and the contralateral body of the
mandible) the treatment of these two separate sites merits
the use of two CPT codes.   Codes 21454, 21461, 21462,
21465 and 21470 involve the treatment of open fractures.

Code 21454 describes open treatment of mandible
fracture with external fixation.    Code 21454 is relatively
straightforward regarding its use.  An incision (either intraoral
or extra-oral) is used to expose and reduce the fractures.  An
external fixator is applied to maintain the reduction and the
incision is closed.  This code does not address whether
interdental fixation is utilized.  Code 21454 is typically used
when a fracture is infected and internal plating is contra-
indicated.

Codes 21461 (open treatment of mandibular fracture;
without interdental fixation) and 21462 (open treatment of
mandibular fracture; with interdental fixation) involve placing
an incision (either intraoral or extra-oral) to open the fracture
and reduce the fracture.  The difference between the use of
the two codes revolves around the use of interdental fixation.
In order to use 21462, some form of interdental fixation must
be employed to obtain occlusion.  Traditionally, arch bars
have been used to obtain interdental fixation but code 21462

does not require arch bar use.  Instead, any form of interden-
tal fixation can be performed such as Ernst ligatures, Ivy
loops, or 4-point MMF screws.  For both codes, the fracture
is repositioned and the bones stabilized with plates, screws,
or wires. Codes 21461 and 21462 are properly coded when
a single fracture is treated such as an isolated
parasymphyseal or body fracture, and the fracture is opened
to establish reduction of fracture fragments.  If two fractures
on the mandible are treated with open treatment such as a
right parasymphyseal and a left angle fracture, codes 21461
and 21462 may be coded twice.

Code 21465 (open treatment of mandiblular condylar
fracture) involves placing an incision (either intraoral or extra-
oral) to open the fracture and reduce the condyle (typically a
sub-condylar or neck fracture).  This code states that inter-
dental fixation may be placed but is not required.  Unlike
codes 21461 and 21462, plating is not required with code
21465 as wires, screws, plates or leaving without internal
fixation are described with this code.

Finally, code 21470 (open treatment of complicated
mandibular fracture by multiple surgical approaches includ-
ing internal fixation, interdental fixation, and/or wiring of
dentures or splints) involves the most complexity and has the
highest RVU’s associated with it.  Code 21470 can be used
when multiple incisions are required to open and reduce the
fracture, when the fracture is excessively comminuted, or
when splint fabrication is required.  It may also be appropri-
ate to use 21470 twice for the treatment of “bilateral” complex
mandibular fractures.

THANK YOU to the following for their continued support of ASMS

Douglas Ousterhout, MD

David Genocov, DDS

Carefusion

Operation Smile

American Academy of Pediatrics

Lifecell
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Presidential Address     (continued from page 1)

activity that has already produced a great deal of benefit for
the membership. The Website Committee, in coordination
with our management company, has developed a new
website that has recently launched. The site is more user
friendly, more intelligently constructed, and can easily be
built upon and adapted to accommodate
future growth and programmatic changes.
Please visit our site at www.maxface.org
and peruse all of the new features. We are
always interested in constructive sugges-
tions that will make the site more valuable
to our members, so please take a look and
drop us a note. I want to particularly thank
the hard work of Joe Losee, Anand Kumar,
Reza Jarrahy, and Max Rossin in getting
this long overdue project launched.

The Education Committee, under the
superlative direction of Warren Schubert,
has continued to be a shining star in the
work they all do in order for us to fulfill the
instructive mission of the Society. The
Basic Course in Miami this past January
was an overwhelming success and
coupled with the Cleft Refresher Course
clearly reaffirms our reputation as the premier educational
organization in Craniomaxillofacial Surgery. So as not to rest
on our laurels and to continue to push the boundaries of
continuing surgical education, we have embarked on a new
and exciting project aimed specifically at our members. In the
spring of 2012 we will be offering a course on Advances in
Facial Restoration and Rejuvenation. This innovative course
will be one of the first of its kind and will be a cadaver course
that will focus on the nexus between Aesthetic Surgery and
Craniomaxillofacial Surgery. It will allow participants to
actually use fillers and fat grafts, perform face lifts and
genioplasties, and compare prosthetic and bony augmenta-
tion techniques on cadavers. I am very excited about our
ability to bring this course forward and to expand the focus of
our educational efforts on the practicing plastic surgeons that
make up the majority of our membership.

Our Visiting Professor Committee, under the able
leadership of Delora Mount, has put together an outstanding
program of surgical leaders for the upcoming year. I encour-
age all of our membership to take full advantage of our
program and plan ahead to request one of our outstanding

Visiting Professor Faculty to come to your institution. Please
see the details of the program on page # of this issue and on
our website.

 The same focus and vigor that our committee work has
been able to demonstrate can also be attributed to the work

done on the financial component of our
organization. With great thanks to Kant Lin,
Henry Vasconez , and Don Mackay, we have
organized our finances in a way that allows
us to control expenditures and account for
costs in a very specific and on a very timely
basis. Such hard work has been rewarded
with a much more predictable and reliable
revenue stream that places our organization
on firm financial footing.  Our organization,
however, continues to broaden our efforts to
fulfill our mission and we are dependent on
our members and our sponsors for that
support. You can be assured that the Board
is using your money wisely, responsibly, and
frugally to derive the full benefit from every
dollar that is invested in our Society. The
Maxillofacial Surgeons Foundation (MSF)
was formed in 1988 to promote, develop,

and conduct educational, scientific and charitable activities
related to maxillofacial surgery. The MSF is a 501 (c) (3)
charitable organization. Your generous contributions are tax
deductible and are used to enhance and administer our
various educational programs.

Finally, I would like to thank all of the members that have
volunteered their precious time and resources to support the
Society and also express my gratitude to those members
that have communicated their ideas, requests, and priorities
to me over the past few months. I will continue to listen and
try to institute as many of the great suggestions that have
come my way. I want to continue my efforts to infuse my
presidency with an enduring dialogue with our membership.
Please keep those comments, questions, and suggestions
coming and also let me know if you want to join any of our
activities. Be assured that both the Board and I are always
mindful of bringing value to our membership, but that effort is
a partnership and I look to all of you for valuable feedback on
how we can continue to be a Society both worthy of your
support and an organization of which you can be proud.

I will continue to listen
and try to institute as
many of the great sug-
gestions that have
come my way. I want to
continue my efforts to
infuse my presidency
with an enduring dia-
logue with our member-
ship.

UPCOMING ASMS GRANT AND SCHOLARSHIP DEADLINES:

ASMS Research Grants: July 15th, 2011
Resident Scholar Award: July 15th, 2011
CRANIO Award: November 15th,  2011
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The following ASMS Slate of Candidates was proposed by the 2011 ASMS Nominating Committee, chaired by Mimis
Cohen, MD.  An email will be sent to all Active and Senior Members informing them of the ASMS slate of nominees electronic
balloting process, website information and voting instructions.

2011-2012 ASMS Slate of Candidates

President
ROBERT HAVLIK, MD
Indianapolis, IN

Academic Position/Title: Harbaugh Professor of Surgery, Indiana
University School of Medicine; Interim Chair, Department of Surgery
Indiana University School of Medicine; Vice Chief Division of Plastic
Surgery; Chief of Plastic Surgery, Riley Hospital for Children; Director
Cleft and Craniofacial Program, Riley Hospital for Children
Current ASMS Board Position:  President – Elect
Past ASMS Board Positions: 1st Vice President, Assistant Secre-
tary, Vice President of Administrative Duties, Historian, Parliamentar-
ian, Member-at-Large
Current ASMS Committee Work:  ASMS Development Committee,
ASMS Education Committee, ASMS Finance Committee, ASMS Max-
illofacial News Committee, ASMS Scientific Program Committee,
ASMS Task Force on Socioeconomic Issues and Reimbursement (Vice
Chair)
Other/Past Committee Work:  ASMS Membership Committee (Chair),
ASMS Maxillofacial News Committee (Chair), Coding and Payment
Policy Committee, Strategic Education Council, Quality and Perfor-
mance Measurement Committee, Plastic Surgery Caucus, Mainte-
nance of Certification (MOC) Task Force, Scientific Program Commit-
tee, Program Committee (Craniomaxillofacial/Head and Neck Sub-
committee (Chair), Quality and Performance Measures Committee,
In-Service Examination Committee, Government Relations Commit-
tee, Health Policy Analysis Committee, ASPS/PSEF Young Plastic
Surgeons Forum
Medical Degree: Yale University School of Medicine; General Sur-
gery and Plastic Surgery: Yale University; Hand Fellowship: Harvard
University; Craniofacial Fellowship: Hospital of the University of Penn-
sylvania/Children’s Hospital of Philadelphia
Years In Practice: 17
ABPS Certification: 1995, Re-certification 2003; ABPS CAQ Sur-
gery of the Hand 1996, Re-certification 2005

Immediate Past President
STEVEN BUCHMAN, MD
Ann Arbor, Michigan

Academic Position/Title: M. Haskell Newman Professor in Plastic
Surgery & Professor of Neurosurgery, University of Michigan Medical
School; Director of Craniofacial Anomalies Program, University of Michi-
gan Medical Center; Chief, Pediatric Plastic Surgery, C.S., Mott
Children’s Hospital
Current ASMS Board Position: President
Past ASMS Board Position: President-Elect, First Vice President,
Secretary, Assistant Secretary
Current ASMS Committee Work: ASMS Development Committee;
ASMS Finance Committee; ASMS Nominating Committee; ASMS
Scientific Program Committee; ASMS Task Force on 2nd Edition of the
Fundamentals of Maxillofacial Surgery
Other/Past Committee Work: ASMS Constitution and Bylaws Com-
mittee; ASMS Research Committee (Chair); ASMS Membership Com-
mittee (Chair); ASMS Nominating Committee; ASMS Educational

Grants Committee (Chair); PSEF In-Service Examination Committee
(Craniomaxillofacial); ASPS Bylaws Committee; ABPS Examiner; Sci-
entific Program Committee; Government Relations Committee; Plas-
tic Surgery Research Council (Chair); PSRC Program Committee
(Chair); Research Grants Committee, Annual Meeting Council; Research
Oversight Committee (ASMS Representative); Maintenance of Certifi-
cation Coordinating Council (Advisory Council Representative)
Medical Degree: Medical College of Virginia; General Surgery and
Plastic Surgery: Hospital of the University of Pennsylvania; Craniofa-
cial Fellowship: UCLA
Years in Practice: 18
ABPS Certification: 1995

President-Elect
HENRY VASCONEZ, MD
Lexington, Kentucky

Academic Position/Title: Chief, Professor of Surgery, Division of Plastic
Surgery; Professor, Surgery and Pediatrics; Program Director, Division
of Plastic Surgery Residency Program, University of Kentucky Medical
Center; William Stamps Farish Endowed Chair of Plastic Surgery
Current ASMS Board Position: First Vice President
Past ASMS Board Position: Treasurer, Assistant Treasurer, Assistant
Secretary
Current ASMS Committee Work: ASMS Educational Grants Com-
mittee, ASMS Finance Committee; ASMS Scientific Program; ASMS
Maxillofacial News Committee, ASMS Scientific Program Committee
(Chair)
Other/Past Committee Work: ASMS Membership Committee (Chair);
ASMS Outcomes Committee (Chair); ASMS Auditing Committee
(Chair); ASMS Biomaterials Committee; Finance & Investment Com-
mittee; Scientific Program Committee; ASPS Guidelines Subcommit-
tee; Scientific Program Committee (Craniomaxillofacial);Socioeco-
nomic Committee; Council of Regional Societies Steering Committee;
International Committee; PSEF Nominating Committee; Educational
Technology Committee; ASPS/PSEF Marketing Committee; Under-
graduate Education Committee (Chair); Research Fund Proposals
Committee; In-Service Examination Committee; International Task
Force; CPT/RUC Committee; ASPS/PSEF Joint Outcomes Commit-
tee; Patient Care Parameters Committee; Council of Plastic Surgery
Organizations; Finance & Investment Committee; Computer-Based
Education Committee
Medical Degree: Central University Medical School; General Surgery
Residency: University of Illinois; Plastic Surgery Residency: Emory
University; Craniofacial Surgery Fellowship: International Craniofacial
Institute, Dallas
Years in Practice: 23
ABPS Certification: 1989
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First Vice President
WARREN SCHUBERT, MD
St. Paul, Minnesota

Academic Position/Title: Professor, Department of Surgery, Profes-
sor, Department of Orthopaedics, University of Minnesota; Chair, De-
partment of Plastics & Hand Surgery, Regions Hospital
Current ASMS Board Position: Vice President of Education
Past ASMS Board Positions: Assistant Treasurer, Member-At-Large
Current ASMS Committee Work: Course Organizer for 16 ASMS
Courses, ASMS Development Committee; ASMS Education Commit-
tee (Chair); ASMS Scientific Program Committee; ASMS Web Page
committee
Other / Past Committee Work: ASMS Constitution and Bylaws Com-
mittee; ASMS Ethics Committee (Chair); ASMS Finance Committee;
CME Committee; Scientific Program Committee; Program Commit-
tee; Plastic Surgery Work Force Task Force; Academics Task Force.
Medical Degree: University of North Dakota; Family Practice Resi-
dency: University of Texas, San Antonio; General Surgery Residency:
McGill University; Plastic Surgery Residency: Case Western Reserve
University; Maxillofacial Trauma Fellowship: Atlanta.
Years in Practice: 20
ABPS Certification: 1993

Secretary
PETER J. TAUB, MD
New York

Academic Position/Title: Associate Professor, Surgery and Pediat-
rics, Mount Sinai Kravis Children’s Hospital; Co-Director, Mount Sinai
Cleft and Craniofacial Center
Current ASMS Board Position: Assistant Secretary
Current ASMS Committee Work: ASMS Education Committee; ASMS
Membership Committee; ASMS Scientific Program Committee; ASMS
Task Force on 2nd Edition of the Fundamentals of Maxillofacial Surgery
Other/Past Committee Work: ASMS Best Paper Award Committee;
ASMS Finance Committee; ASMS Membership Committee (Chair);
Public Education Committee; In-Service Examination Committee; Pro-
gram Committee; Finance & Investment Committee Young Plastic Sur-
geons Steering Committee; Curriculum Development Committee; Pro-
gram Committee (Craniomaxillofacial/Head and Neck Subcommittee)
Medical Degree: Albert Einstein College of Medicine, 1993
Years in Practice: 10
ABPS Certification: 2003 (ABS Certification: 2001)

Assistant Secretary
JOSEPH LOSEE, MD
Pittsburgh, Pennsylvania

Academic Position/Title: Professor of Surgery and Pediatrics,
University of Pittsburgh School of Medicine; Chief, Division of Pediat-
ric Plastic Surgery, Children’s Hospital of Pittsburgh
Current ASMS Board Position: VP of Communications
Past ASMS Board Position: Member-At-Large
Current Committee Work: ASMS Education Committee; ASMS Sci-
entific Program Committee; ASMS Visiting Professor Committee;
ASMS Web Page Committee (Chair); ASMS Task Force on 2nd Edition
of the Fundamentals of Maxillofacial Surgery.
Other/Past Committee Work: ASMS Visiting Professor (2011-2012);
ASMS Finance Committee; ASMS Visiting Professor Committee

(Chair); ASMS Task Force on Socioeconomic Issues; Strategic Edu-
cation Council; In-Service Examination Committee; ASPS/PSEF Board
of Directors (AACPS Representative); PRS Editorial Board (Associ-
ate Editor); Research Oversight Committee (AACPS Representative);
Curriculum Development Committee; Group Practice Task Force; PSEF
Nominating Committee; Program Committee; Publications Commit-
tee; CME Committee; ASPS/PSEF Young Plastic Surgeons Forum;
Undergraduate Education Committee; Resident Information Commit-
tee; International Scholar Committee; President-Elect, American Coun-
cil of Academic Plastic Surgeons
Medical Degree: University of Rochester; General Surgery Residency:
Strong Memorial Hospital, University of Rochester; Plastic Surgery
Residency: Strong Memorial Hospital, University of Rochester; Cran-
iofacial Surgery Fellowship: Children’s Hospital of Philadelphia, Uni-
versity of Pennsylvania
Years in Practice: 11
ABPS Certification: 2001

Treasurer
KANT Y.K. LIN, MD
Charlottesville, Virginia

Academic Position/Title: Professor, Department of Plastic Surgery;
Chief, Division of Craniofacial Surgery, University of Virginia School of
Medicine
Current ASMS Board Position: Treasurer
Past ASMS Board Position: Assistant Treasurer, Assistant Secretary,
Member-At-Large
Current ASMS Committee Work: ASMS Auditing Committee; ASMS
Development Committee; ASMS Finance Committee
Other/Past Committee Work: ASMS Finance Committee (Chair);
ASMS Task Force on Socioeconomic Issues; ASMS Research Com-
mittee (Chair); ASMS Best Paper Committee (Chair); ASMS Practice
Parameters Committee; ASMS Scientific Program Committee; ASMS
Nominating Committee; ASMS Fellowship Review Committee; ASMS
Membership Committee; ASMS Education Committee; Scientific Pro-
gram Committee
Medical Degree: Mount Sinai School of Medicine; Residency Gen-
eral Surgery and Plastic Surgery: Hospital of the University of Penn-
sylvania; Fellowship Pediatric Craniomaxillofacial Surgery: Hospital
for Sick Children, University of Toronto
Years in Practice: 19
ABPS Certification: 1994

Assistant Treasurer
DONALD MACKAY, MD
Hershey, Pennsylvania

Academic Position/Title: William P. Graham III, Professor of Plastic
Surgery; Professor of Surgery and Pediatrics, Vice Chair Department
of Surgery, Penn State Milton S. Hershey Medical Center
Current ASMS Board Position: Assistant Treasurer
Past ASMS Board Position: Vice President of Administrative Duties
Current ASMS Committee Work: ASMS Education Committee; ASMS
Finance Committee (Chair); ASMS Scientific Program Committee;
ASMS Task Force on 2nd Edition of the Fundamentals of Maxillofacial
Surgery; ASMS Task Force Socioeconomic Issues/Reimbursements
Other/Past Committee Work: ASMS Education Committee (Chair);
Instructional Course Committee; Program Committee; Curriculum
Development Committee; MOC Coordinating Council (ABPS Advisory
Council Representative, ASMS)
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Medical Degree: Medical School University of Witwatersrand, South
Africa;Residency: Penn State Milton S. Hershey Medical Center
Years in Practice: 24
ABPS Certification: 1997, Re-certification 2006

VP of Administrative Duties
ARUN GOSAIN, MD
Cleveland, Ohio

Academic Position/Title: DeWayne Richey II Professor and Vice
Chair, Department of Plastic Surgery, Case Western Reserve Univer-
sity, Cleveland
Current ASMS Board Position: VP of Administrative Duties
Past ASMS Board Position: Historian, Treasurer
Current ASMS Committee Work: ASMS Maxillofacial News Com-
mittee (Chair); ASMS Education Committee, ASMS Educational Grants
Committee; ASMS Finance Committee
Other/Past Committee Work: ASMS Auditing Committee (Chair);
ASMS Educational Grants Committee (Co-Chair); ASMS Scientific
Program Committee; PSEF Volunteers in Plastic Surgery Steering
Committee; ASPS/PSEF Bylaws Committee; Visiting Professor Com-
mittee; International Scholar Committee; Health Policy Committee;
PSEF Nominating Committee; PRS Editorial Board; Senior Residents
Conference Committee; E-Learning Committee; Scientific Program
Committee; PSEF In-Service Examination Committee; ASPS/PSEF
Maintenance of Certification (MOC)Committee; Computer Based Edu-
cation Committee; ASPS/PSEF Joint Outcomes Committee; Research
Grants Committee; ASPS/PSEF Marketing Committee; PSEF Volun-
teers in Plastic Surgery Steering Committee; ASPS/PSEF Bylaws Com-
mittee; Visiting Professor Committee; International Scholar Committee
Medical Degree: UCLA School of Medicine
Years in Practice: 19
ABPS Certification: 1994

VP of Communications
REZA JARRAHY, MD
Los Angeles

Academic Position/Title: Assistant Professor, Division of Plastic and
Reconstructive Surgery, David Geffen School of Medicine at UCLA
Current ASMS Board Position: none
Past ASMS Board Positions: none
Current ASMS Committee Work: ASMS Best Paper Award Commit-
tee; ASMS Education Committee; ASMS Maxillofacial News Commit-
tee; ASMS Web Page Committee
Medical Degree: State University of New York at Stony Brook
Years in Practice: 4
ABPS Certification: 2008

VP of Education
WILLIAM HOFFMAN, MD
San Francisco, California

Academic Position/Title: Professor and Chief, Plastic Surgery, Uni-
versity of California -San Francisco
Current ASMS Board Position: Secretary
Past ASMS Board Position: Member-at-Large
Current ASMS Committee Work: ASMS Best Paper Award Commit-
tee; ASMS Education Committee; ASMS Finance Committee; ASMS
Web Page Committee; ASMS Task Force on Socioeconomic Issues/

Reimbursements (Chair); ASMS Membership Committee (Chair)
Other/ Past Committee Work: ASMS Best Paper Award (Chair);
ASMS Educational Grants Committee; ASMS Maxillofacial News Com-
mittee; ASMS Task Force on Socioeconomic Issues; ASPS Nominat-
ing Committee; Computer Based Education Committee; ASPS/PSEF
Young Plastic Surgeons Forum; Scientific Program Committee; PSEF
Symposia Committee; Teleplast Committee; Resident Information
Committee; Visiting Professor Committee; CPT/RUC Committee;
PSEF/ASPS Committee on Maintenance of Certification; ASPS Clini-
cal Symposia Committee; Program Committee (Cranio/Maxillofacial/
Head and Neck); Curriculum Development Committee
Medical Degree: University of Rochester
Years in Practice: 25
ABPS Certification: 1987

Historian
DELORA MOUNT, MD
Madison, Wisconsin

Academic Position/Title: Associate Professor, Division of Plastic and
Reconstructive Surgery Chief, Pediatric Plastic Surgery at American
Family Children’s Hospital, Director of Craniofacial Anomalies Clinic
Current ASMS Board Position: Historian
Past ASMS Board Position: Parliamentarian
Current ASMS Committee Work: ASMS Education Committee; ASMS
Membership Committee; ASMS Visiting Professor Committee (Chair);
Other/Past Committee Work: ASMS Constitution & Bylaws Commit-
tee; PSEF Volunteers in Plastic Surgery Steering Committee; Pro-
gram Committee; International Services Committee; In-Service Ex-
amination Committee; Young Plastic Surgeons Steering Committee;
Curriculum Development Committee; PSEF Volunteers in Plastic Sur-
gery Steering Committee; Program Committee (Research/Technol-
ogy Subcommittee);
Medical Degree: University of Illinois; General Surgery Residency: In-
diana University Medical Center; Plastic and Reconstructive Surgery
Residency: University of California; Craniofacial & Pediatric Plastic Sur-
gery Fellowship: Washington University, St. Louis Children’s Hospitals
Years in Practice: 10
ABPS Certification: 2002

VP of Socioeconomic Issues
JACK YU, MD
Augusta, Georgia

Academic Position/Title: Milford B. Hatcher Professor; Chief, Sec-
tion of Plastic & Reconstructive Surgery, Georgia Health Sciences
University; Chief, Pediatric Plastic & Reconstructive Surgery, Children’s
Medical Center
Current ASMS Board Position: Parliamentarian
Past ASMS Board Position: Member-At-Large
Current ASMS Committee Work: ASMS Constitution & Bylaws Com-
mittee; ASMS Educational Grants Committee
Other/Past Committee Work: ASMS Scientific Program Committee;
ASMS Education Committee (Chair); ASMS Educational Grants Com-
mittee (Chair); ASMS Membership Committee; ASMS Nominating
Committee; ASMS Scientific Program Committee; ASMS Fellowship
Grant Committee; ASMS Biomaterials Committee; PSRC Develop-
ment Committee; PSEF/ASMS International Scholar Committee; Cur-
riculum Development Committee
Medical Degree: University of Pennsylvania
Years in Practice: 17
ABPS Certification: 1996, Re-Certification 2004
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Panel Discussion: Maxillectomy Reconstruction (continued from page 3)

(continued on next page)

Dr. Skoracki:  Yes, I think that should be the ultimate goal of bony
reconstruction.  I think that the optimal reconstruction includes full
dental rehabilitation.  In that case, I would always try to provide a
bony foundation that would accept osteointegration.

Dr. Butler: Dr. Cordeiro, for surgeons who don’t do microsurgery
on a daily basis, when you are using free flaps for maxillary recon-
struction, what are your recipient vessels of choice? 

Dr. Cordeiro:    I think that for a vast majority, I would use the
branches of the external carotid artery for arterial anastomosis
and I like going end-to-side to the internal jugular vein or one of its
branches, such as the facial vein. 

Dr. Butler: Dr. Skoracki, what is your choice for recipient vessels? 

Dr. Skoracki:  I use the same ones.  I would add that, in patients
who have not had a neck dissection, the facial vessels at the infe-
rior border of the mandible are easily accessible.  These vessels
have benefits over neck vessels when there is limited flap pedicle
length, such as with the fibula flap.  These recipients vessels are
in close proximity to the defect and allow most flaps to be used
without the need for vein grafts. The other recipients we occasion-
ally use are the superficial temporal vessels, although they are of
smaller caliber.  Overall, I would agree that if a neck dissection
has been performed, the neck vessels are most efficient if there is
adequate pedicle length.  

Dr. Butler: Historically, one of the major shortcomings of
maxillectomy reconstruction has been the aesthetic outcome.  A
number of well-described deformities can commonly occur after
maxillectomy reconstruction, including a lack of malar projection,
zygomatic notching at the osteotomy site, and an upper lip “snarl”
deformity due to the Weber-Ferguson incision.  I have been very
disappointed with the aesthetic outcomes of these and other con-
sequent deformities. Dr. Cordeiro, do you have any tips for im-
proving any of these aesthetic shortcomings of maxillectomy re-
construction?

Dr. Cordeiro:  Yes, I will
share a couple of tricks I
use.  Over time, we have
modified the classic Weber-
Ferguson incision.  The inci-
sion is carried along the na-
sal ala and up along the na-
sal side wall in the same
way; but instead of running
the incision just below the
eyelid, we have modified it so
that it goes through the me-
dial canthus, and then the
upper aspect of the incision
becomes a transconjunctival
approach.  This has helped
maximize the amount of
cheek flap that remains in-
tact, and has, I think, de-
creased the ectropion rate. 
It has maximized the amount
of soft tissue that remains
with the flap and also re-
duced some of the classic

healing problems that you described.  Even more importantly, I
think restoring a large amount of soft tissue to fill the cheek defect
is very important because many of these patients have either re-
ceived radiation before or will receive radiation after reconstruc-
tion.  I personally think there is nothing better than good soft tis-
sue to minimize contraction of the soft tissue envelope. 

Dr. Butler:  Are you specifically referring to overcorrecting the malar
projection?

Dr. Cordeiro: Yes, because I think you should try to over-project
as much as possible.   But I also think that simply providing a lot of
healthy soft tissue minimizes the amount that the external skin
and remaining soft tissue envelope contracts.  Many of these pa-
tients have fairly extensive tumors that not only involve the maxil-
lary bone itself but extend into the soft tissue of the cheek; when
that gets resected, the remaining cheek flap is very thin and tends
to contract downward.   Addressing just the bone alone often un-
derestimates what is going to happen long-term with regards to
the soft tissue envelope.  I think the soft tissue envelope needs to
be sitting on very healthy soft tissue, and that minimizes the amount
of contraction and some of the classic deformities.  I often stress
soft tissue, as opposed to bone, in many of these defects because
I think it actually helps to minimize the deformity long-term.

Dr. Butler:When you say “stress,” do you mean add more soft
tissue only or use more soft tissue than bone? 

Dr. Cordeiro: I mean using soft tissue rather than bone.   Or, if I
am picking a bone flap, this is one of the reasons I would use the
radial forearm flap—the osteocutaneous sandwich—because that
actually provides the proper ratio of soft tissue and skin to bone. 
There isn’t a lot of skin and soft tissue and it minimizes the amount
of contraction of the lip and cheek because those tissues tend to
pull in.

Dr. Butler: Dr. Skoracki, in your experience, have any techniques
been helpful in reducing these well known adverse aesthetic out-
comes?

Dr. Skoracki: Yes, and I would like to echo what Dr. Cordeiro has
said.  I think changing the Weber-Ferguson incision is helpful.   I
like the idea of going transconjunctival.  We often go into the me-
dial canthus, actually, which gives you the same amount of expo-
sure on the cheek flap and avoids an incision along the lower lid
margin.  I think that’s very important.  The principle that I think is
helpful is if you have a patient that’s been preoperatively irradi-
ated, reopening a lower lid incision becomes a real problem, so I
try to avoid reopening that incision, either for the resection or the
reconstruction.  I think the lateral ala on the side of the incision
tends to become very hypotrophic after a second opening after
radiation and tends to pull upward, which is extremely difficult to
correct.  I think that lining the intramaxillary cavity with a soft tis-
sue flap is extremely important to avoid some of the contracture,
in addition to assuring that you have relined the upper lip.  This is
also true for the mucosal lining of the upper lip; you get a lot of
contraction in that area, and it is very difficult to correct.  In
nonirradiated patients, we have had some very good success with
using fat grafting in the malar region to provide a little bit more
projection. 

Dr. Cordeiro: Adding to Dr. Skoracki’s point about restoring the
inferior lining and the lining of the lip mucosa, I think that you need

...if you have a patient
that’s been preoperatively
irradiated, reopening a
lower lid incision becomes
a real problem, so I try to
avoid reopening that inci-
sion, either
for the re-
section or
the recon-
struction.

-Roman Skoracki , MD
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to restore not just soft tissue but also lining to the palate.  In a way,
you’re trying to restore the anterior and lateral sulcus.  Although it
is not a true reproduction of the sulcus per se, using a skin flap
with healthy and sufficient skin to restore the palate and sulcus
can ensure that the lip doesn’t pull up.  I think providing a skin flap
and reconstructing and closing the palate in that way minimizes
the deformity.

Dr. Butler: Dr. Cordeiro has indicated that for the smaller
defects, he would use an obturator for reconstruction.   Dr. Skoracki,
in your practice, under what circumstances would you consider
obturator-only reconstruction? 

Dr. Skoracki: More and more, I offer just about everybody a flap
reconstruction and I leave it up to the patient to decide.  I try to
give them an idea what is in store for them with an obturator re-
construction.  As I alluded to, a lot of the younger patients are not
very accepting of an obturator, which can require multiple sched-
uled or unscheduled revisions of their prosthesis.  But surpris-
ingly, I have found that many of the older patients also would pre-
fer flap reconstruction because they feel it is very difficult for them
to use and maintain an obturator.  I have a fair number of patients
who started off with an obturator reconstruction coming back and
asking for a flap reconstruction or flap closure of their oronasal
communication, and this reconstruction is usually performed with
a soft tissue flap, particularly in elderly patients.   We generally
avoid bone flaps under these circumstances unless the bony de-
fect is extensive and causes functional problems.  

Dr. Butler: Dr. Skoracki, in the era of advanced imaging techniques,
do you think there is a credible role for direct visualization of the
obturation cavity and justification for obturator-based reconstruc-
tion in advanced disease?

Dr. Skoracki: No, there is no data to suggest that anymore. In
fact, we have written a little bit on that subject and have found that
there is no delay in diagnosis of local recurrence using imaging.

Dr. Butler: Dr. Cordeiro, in the cases where the orbital floor is
completely resected with a maxillectomy, in general, what is your
choice for reconstructing the orbital floor?

Dr. Cordeiro: In general, I like a bone graft for orbital floor recon-
struction, and over time, I have come to favor cranial bone if there
is cranium that is already exposed, such as with a craniofacial
approach.  If not, I prefer the iliac crest, and I usually use the inner
table of the iliac crest.  You can select a section that very nicely
duplicates the orbital floor contour.  In cases in which bone grafts
are used and the entire maxilla is missing, it is important to cover
the bone grafts with a good, healthy soft tissue flap.  

Dr. Butler: When there is an extensive medial floor resection, it is
often challenging to get the appropriate fixation for your orbital
floor reconstruction.  Do you have any tricks or methods for cases
in which the medial floor is disrupted?

Dr. Cordeiro: In terms of fixing the bone graft, we described a
technique called a “tongue and groove” inset, which utilizes a
tongue and groove on the lateral fixation and uses the groove to
adjust the bone graft’s curvature. You can place the bone graft
very precisely in the inferior portion, and it will rise high up on the
medial wall.  Fixation on the medial wall usually is achieved with
very small microplates and screws.  Generally speaking, I like rigid
fixation, and I think it’s important to exactly fix the bone graft so
that the orbital contents don’t drop down.  It is also important to

make the bone grafts as long posteriorly as is necessary because
in these resections, the amount of bone missing isn’t your typical
orbital floor fracture type defect; these are quite extensive.

Dr. Butler: You mentioned that flap coverage of your plating sys-
tem and nonvascularized bone graft is important.  Are there any
techniques or recommendations that you could give us about
managing that type of flap and securing it in place?

Dr. Cordeiro: Yes. Generally, I consider a total maxillectomy with
the orbital floor missing a mid to large volume defect, so I usually
select a flap to cover the bone graft and close the palate using
skin. The flap should provide enough soft tissue to close the
midfacial soft tissue defect and fill out the cheeks, bring well-vas-
cularized tissue to the often poor-quality overlying skin, and posi-
tion enough good soft tissue—often muscle—up against the bone
graft.  In my experience, the most useful flap tends to be the rec-
tus abdominis flap because the skin island replaces the palate,
and healthy fat and muscle is in contact with the bone graft.  If the
patient is thin, I will often use a rectus abdominis myocutaneous
flap with two skin islands: one to close the palate and the other to
restore the lateral nasal lining.  Using this technique, the flap pro-
vides the soft tissue lining requirements, and there is healthy
muscle against the bone graft.

Dr. Butler:  Dr. Skoracki, what is your most frequent method of
orbital floor reconstruction?

Dr. Skoracki:  I also use bone grafts. I agree that a bone graft is
better than any type of mesh plating system alone, especially along
the infraorbital rim.  I think that area is analogous to the anterior
mandible. If you don’t have anything other than a metal plate in
that location, it will erode over time, especially in irradiated pa-
tients, no matter how carefully you wrap it in soft tissue anteri-
orly.   I have also had good results using a vascularized bone flap,
such as the serratus anterior muscle with rib free flap, for cases
involving preoperative or postoperative radiation.

Dr. Butler: It seems as though a number of reconstructive sur-
geons are using preformed titanium plates, polyethylene, and other
alloplastic materials for the orbital floor and then covering that
with soft tissue.  In what situations would you consider using
alloplastic materials for the orbital floor? 

Dr. Skoracki: In our patient population, I really avoid it.  In a trauma
setting, it may be very different.  For oncologic reconstruction, I
think nothing is as good as a bone graft and/or vascularized bone
flap in that area.  I also want to point out, as you alluded to Dr.
Butler, that the medial orbital wall area is often very difficult to
cover with a lining flap, especially if there is some missing medial
orbital wall.  If you don’t have adequate flap coverage of the me-
dial orbital wall and surrounding area and of your bone graft and it
gets irradiated, there is a high risk of fistula formation.  Fistulas in
this medial canthal area are very difficult to treat secondarily, and
many will need a second free flap for repair.  Lining coverage of
the medial orbital wall area is extremely difficult, and I agree with
what Dr. Cordeiro said about this.  Some of the other choices of
flaps include a double skin island anterolateral thigh flap. In that
case, we would try to reconstruct the lateral nasal lining, carry
that flap up as high as possible, and anchor it to the remaining
craniofacial skeleton well beyond the end of the bone graft, often
using muscle with the flap to cover the bone graft of the orbital

Panel Discussion: Maxillectomy Reconstruction (continued from previous page)

(continued on next page
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floor.  If the rectus abdominis flap is an option and a good thick-
ness, then that is also a good choice.  The anterolateral thigh flap
is usually a little bit thinner and may be a better choice, depending
on the patient’s body habitus.  The other option is a latissimus
dorsi or split latissimus dorsi flap with a small overlying skin is-
land.  This flap can include a small amount of vascularized rib on
a slip of serratus muscle.

Dr. Butler: Both of you mention free tissue transfer for these large
volume maxillectomies.  You describe a wide variety of different
flap configurations: single or multiple skin islands, chimeric flaps
with muscle and/or bone, rectus abdominis myocutaneous flaps,
anterolateral thigh flaps, and latissimus flaps.  Dr. Cordeiro, how
do you choose between these for different patients?

Dr. Cordeiro:  For the vast majority of these defects, if I am going
to use a free flap, I favor the rectus abdominis flap for two rea-
sons: it is very reliable, and it has large vessels.  We have de-
scribed extending the length of the pedicle beyond the typical 5 to
8 cm by dissecting into the muscle. By dissecting intramuscularly,
similar to that for a perforator flap, the pedicle can be dissected
almost to the umbilicus, which can extend the length to 10 or even
20 cm, allowing the pedicle to reach down to the neck.  So, that is
one reason for the rectus abdominis flap.  The second reason for
using the rectus abdominis is its reliable number of perforators.
You also can design multiple skin islands; it provides you with skin,
soft tissue, and muscle, and it works well for a vast majority of
these defects, even for relatively overweight patients because you
are using the portion of skin and subcutaneous tissue above the
umbilicus.  You can still whittle it down to a relatively smaller vol-
ume flap, and in the thinner patient, you can make two or even
three skin islands if you need external skin coverage.  So, for the
vast majority of cases, the rectus abdominis is, in my practice, the
best choice.  I tend not to use anterolateral thigh flaps mostly be-
cause the pedicle is not quite as long as in the rectus abdominis. 
I personally don’t have quite as much experience making two or
three skin islands with anterolateral thigh flaps, and I think the
quality of the tissue is not quite as good.  I use the latissimus flap
in patients for whom a rectus flap is too bulky a choice, and in that
scenario I often use just the latissimus dorsi muscle. It is not quite
as good an option, however, because the muscle will tend to atro-
phy, and the cheek and soft tissues will tend to shrink in.  Those
three flaps tend to be my most common choices.  One other op-
tion is not to use a free flap in elderly patients who may not toler-
ate the longer operation and in patients with insufficient or inad-
equate donor vessels.  In this case, the temporalis muscle flap is
an excellent choice. You can rotate the temporalis down by remov-
ing the zygomatic arch and then replacing it, passing the muscle
underneath.  It actually provides quite a bit of very good, healthy
muscle to cover the bone graft.  Again, it is not quite as good in
terms of soft tissue as the free flaps, but it is a very rapid opera-
tion, and in sicker elderly patients, it becomes a very good choice
as a backup.

Dr. Butler: First of all, I would agree with you in the general
philosophy for flap choice.  In addition to those choices, the pedicled
temporoparietal flap also is a relatively versatile flap for smaller
volume defects in the maxilla.  One of the difficulties I have found
with the latissimus flap is repositioning the patient, which can be a
challenge and shortcoming of this flap option.  Dr. Skoracki, how
do you feel about those relative options in your practice?

Dr. Skoracki: A split latissimus muscle flap with one or more skin
islands can be harvested in the supine position and would not
necessarily require patient re-positioning. However, all of these
are good options. I think that the patient’s body habitus will often
dictate what the appropriate volume replacement for that area is. 
I agree that you do need to overcorrect these defects, as all the
flaps mentioned will shrink.  In my experience, the rectus shrinks
more than the anterolateral thigh flap, so I think you need to figure
out what would be the most appropriate donor site on a case-by-
case basis. 

Dr. Butler: The ratio of skin and fat to muscle seems to be an
indicator of how much postoperative volume loss will occur, re-
gardless of whether it is attributed to radiotherapy or simply atro-
phy of the existing muscle.  There have also been a number of
published reports of multipaddle anterolateral thigh flaps.  Is that
becoming more of an option, in your practice, with the experience
that has been described?

Dr. Skoracki:  In my practice, the multi-island anterolateral thigh
flap would probably be the first choice, with the rectus abdominis
flap being the second.  Our population here in Texas might be a
little bit larger, in which case the thigh might be relatively thinner
than the abdominal wall tissue. I also find that in the rectus flap,
the subcutaneous fat and the skin are a little bit more supple and
tend to shrink a bit more.  Additionally, I find it difficult to suspend
the rectus flap in some of these reconstructions, whereas with the
anterolateral thigh flap, there is more fascia closely related to the
fat, which allows me to suspend it to the craniofacial skeleton  to
give a  more  a reproducible result.

Dr. Butler: Let’s move on to slightly more complex defects.  We
encounter bilateral maxillectomies from time to time.  Many times,
the orbital floor and globes are intact.  Dr. Cordeiro, you had men-
tioned before using bone flaps to cross the midline.  When you
are faced with a large anterior resection defect and bilateral
maxillectomy, what is your general approach to these massive
defects?

Dr. Cordeiro: These tend to be defects that involve the anterior
hard palate and the arch, but they tend not to extend that high up,
so the floor of the orbits are intact, as you said.  It is an
infrastructural maxillectomy. This type of a defect is very similar to
what we were discussing before.  A large surface area needs to
be reconstructed completely.  You need to restore a lot of nasal
lining to maintain the nasal airway, but importantly, you also need
to reconstruct the anterior arch.  In my hands, I think the forearm
osteocutaneous sandwich flap works very well.  It is essentially
the same concept as described earlier: use the bone of the fore-
arm to reconstruct the arch, and then close the palate and restore
nasal lining.

Dr. Butler:  In doing so, how do you identify, mark, and maintain
the arch width, alveolar position, and the midface and nasal pro-
jection?  It is not uncommon to lose the initial reference points and
contour during the resection.

Dr. Cordeiro:  I don’t use any specific measurements and go mostly
based on aesthetic position of the neo maxilla.  I create a tem-
plate with a paper ruler to decide where to shape the bone flap,
usually with a couple of osteotomies.  I place the template under
the skin and soft tissues, try to duplicate the arch that has been
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removed, and then go from there.  The soft tissues provided by
this flap actually do provide some support to the lip because they
are overlying the bone; you need to take those soft tissues into
account, otherwise you will have over projection of the upper lip
and have difficulty closing the skin incisions.  Basically I make my
osteotomies, create an arch that is the appropriate dimension and
then go from there.  This does require a lot of experience, and it is
an art, I think.

Dr. Butler:  How do you manage these bilateral defects with ante-
rior bony resections and maintain the facial aesthetics and func-
tion, Dr. Skoracki?

Dr. Skoracki:  I really like to use the preoperative planning for this,
along with intraoperative navigation; it gives you an incredible de-
gree of accuracy and reproducibility.  I would usually use a free
fibula osteocutaneous flap for these types of defects; the bone is
very long, and you need a bony segment that provides about 4 cm
for projection on each side and 4 cm for anterior width.  That’s
about 12 cm, and you need a little piece on either side to dock to
the remaining facial skeleton wherever the resection edge may
be.  The piece of bone required is about 16 cm in length, plus
whatever you take out for closing wedge osteotomies.  Therefore,
I usually use the fibula, which gives me enough length to span
that entire distance.  I usually use the soft tissue component of
the fibula flap or a second free flap if the leg is too thick.  A second
soft tissue flap, such as a radial forearm flap, can be used to close
over the palate and provide nasal lining. 

Dr. Butler:  Dr. Skoracki, you have mentioned preoperative plan-
ning and intraoperative navigation.  Could you elaborate on those
systems and describe them briefly?

Dr. Skoracki: It really depends on the type of reconstruction: im-
mediate or delayed.  There are a fair number of patients out
there who have had these resections previously, tried obturation
unsuccessfully and subsequently returned to have bony recon-
struction; sometimes in these cases you have no bony landmarks
remaining.  CT scans with three-dimensional reconstructions are
helpful because you can recreate the patients’ preoperative
anatomy, and obviously, this is the best way to reproduce their
facial dimensions, as you described.

Dr. Butler: How do you actually go about this preoperative plan-
ning?  What does this involve?

Dr. Skoracki:  It entails using current CT or MRI data to create a
hard model using rapid prototype modeling and three-dimensional
printing technology, for hands-on planning.  There are also a num-
ber of software platforms that allow you to utilize the imaging data
to actually perform electronic virtual surgeries ahead of time.  In
addition, rapid prototype modeling can be used to print out cutting
guides for accurate and reproducible osteotomy creation intraop-
eratively.  In cases in which patients have no preoperative bony
landmarks available, intraoperative stereotactic navigation is par-
ticularly useful.  It allows you to position the created bone con-
struct accurately in three-dimensional space within the midface.
Accurate placement of the bone construct is important because if
it is positioned too far inferiorly, it takes up some of the patient’s
oral cavity, leaving inadequate space for dental rehabilitation.  If it
is placed too high, the jaw can over-rotate.

Dr. Butler: To clarify, the rapid prototype modeling will yield a guide
able to be used in the operating room for planning osteotomies

and construct positioning?

Dr. Skoracki:  Absolutely, that’s one of the pieces of the puzzle. 
But we are actually also using computerized design software that
allows you to perform the surgery—both the resection and the
reconstruction—virtually on the patient’s data set so the physical
model becomes less important.  It is actually the aids that you
use, such as the cutting guides, that almost replace the physical
model of the patient’s existing anatomy, because you have done
all your three-dimensional work on the computer screen.  You are
then just looking for ways that allow you to translate that virtual
data set into reality, such as cutting guides that are printed out
three dimensionally and can be applied to the fibula.

Dr. Butler: Again, for clarification: intraoperative navigation is a
technology that allows reconstructive surgeons to identify struc-
tures in three-dimensional space and confirm the location of the
probe tip using a three-dimensional CT scan visualized on a com-
puter monitor in the operating room. 

Dr. Skoracki: That is correct.  It is analogous to an intraoperative
GPS system, in which you know the patient’s head position and
the exact position of your probe, or whatever instrument you may
be using. That probe is interfaced to the system so you can check
points within the patient’s actual physical skeleton against your
CT scan or your preoperative plan, which have been imported
into the system.

Dr. Butler: Both of you have mentioned postoperative dental re-
habilitation.  In your practice, Dr. Cordeiro, what is the most com-
mon type of dental rehabilitation used?

Dr. Cordeiro: For midfacial defects, particularly the small ones,
dental obturators tend to be the most common technique. When
assessing these patients, their preoperative dental status and what
dentition they are going to have postoperatively are critical be-
cause whether you can use an obturator and/or provide an ad-
equate denture in these patients is significantly impacted by pa-
tients who are edentulous.  In the edentulous patient, the need for
dental implants becomes critical.  As you lose more of the denti-
tion and more of the anterior arch, osteointegrated dental implants
become critical.  But in my experience with these defects, it is
relatively unusual to be presented with a total bilateral maxillectomy.
I think one of the critical points is that, as reconstructive surgeons,
we need to get involved with helping to decide what portion of the
dentition can be saved.  For example, having an intact posterior
maxillary tubercle is critical in helping you to decide where
exactly you are going to fix the bone grafts.  Leaving one or two
teeth posteriorly can make a huge difference, and it is relatively
rare to see tumors that involve both sides of the palate that go that
far back.  Being involved with making those decisions is critical,
and you should get involved with preoperative planning. This can
be as simple as having a discussion with the ablative surgeon or,
as I think Dr. Skoracki has described, performing preoperative plan-
ning that allows you to use some relatively new technologies to
decide where exactly the osteotomy is going to be made and how
much bone is going to be removed.  Being able to plan your os-
teotomies up-front is critical. 

The one other point that needs to be made is: in all of these resec-
tions and reconstructions, we really haven’t discussed the soft
palate to any extent.  Leaving an intact soft palate when you don’t
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need to resect it is critical because when you violate a portion of
the soft palate posteriorly, it becomes essential that the patient
have some sort of obturator to prevent liquids from going up into
the nasal cavity—a problem that can convert a beautiful aesthetic
reconstruction to a functional nightmare.

Dr. Butler: That’s a good point.  What we also haven’t mentioned
is that many of these patients will receive postoperative radio-

therapy or have received it
preoperatively.  In the event
of dental rehabilitation with
osteointegrated implants, Dr.
Skoracki, how are your fix-
tures placed, and what is the
timing of it?  For example,
are they placed at the time
of surgery with some type of
estimate or guides, or do you
wait some period of time af-
ter radiotherapy, with or with-
out hyperbaric oxygen, and
place them in a delayed set-
ting?

Dr. Skoracki:  I think all of
the above.  If at all possible,
we will try to place the den-
tal implants before radiation
therapy; however, we are
talking about a very small
space and a significant num-
ber of osteotomies per bony

segment, so it is often difficult to do the osteointegrated implants
at the time of the reconstruction. Therefore, we generally perform
the reconstruction and place the osteointegrated dental implants
later.  If the patient does require radiation, most of this is initiated
within 6 weeks of the resection, which doesn’t give enough time
for adequate bone healing to be able to remove screws and hard-
ware so that osteointegrated implants can be placed before the
radiotherapy. In that case, we would wait about 6 months after the
completion of radiation therapy. Our prosthetedontic department
does use hyperbaric oxygen therapy according to the Marx proto-
col.  We will sometimes consider delaying the reconstruction until
just after the radiation, but I think that carries a number of issues
because then the reconstruction is much more difficult since you
end up with a tremendous amount of soft tissue contracture that
already needs to be overcome and sometimes it cannot be cor-
rected in a delayed fashion.  So, it is better to do the reconstruc-
tion prior to irradiation whenever possible, but I think you need to
be aware of the implications of the radiotherapy.  We have recently
looked at some of our results for osteointegrated implants placed
in irradiated fibulas, and we have had retention rates better than
90 percent at 2 to 3 years out. I think it is a very reasonable option,
although if given the choice, I would prefer to put in the
osteointegrated implant prior to radiation.

Dr. Butler: To summarize, the obstacle to immediate, intraopera-
tive osteointegrated implant placement is really the number and
location of screws and osteotomies, rather than the potential inac-
curacies of position and inclination that can impact postoperative
dental occlusion.

Dr. Skoracki: I would agree with you. I think that we have enough
technology now that we can overcome those inaccuracies. 

Dr. Cordeiro:  I would say that it is a combination of both of those
factors.  Another helpful technique is to place osteointegrated im-
plants into the remaining native maxillary bone.  One of the things
we look at carefully is the quantity and quality of the remaining
maxillary bone, as well as, of the remaining dentition.  One of the
options in these patients, who often have poor dentition, is to ex-
tract teeth that are of extremely poor quality and may become a
problem after radiotherapy.  One can actually place immediate
implants in the remaining bone segments.  Those implants be-
come exceedingly useful later on when you are trying to attach
obturators to provide dentition.  Implants can also be placed in
the arch that is left behind, if at all possible.  Much longer implants
placed in the zygoma can be useful too. 

Dr. Butler:  Preoperative placement of osteointegrated implants
in the native maxilla is a valuable adjuvant because there are no
major concerns of avoiding osteotomies and minimal concerns
with subsequent screw placement.   

Dr. Cordeiro: The preoperative dental assessment is extremely
important.  We have all the standard technology that dentists use
to place implants.  So it is important to evaluate what is going to
be left behind and decide whether the patient will have adequate
dentition or not.  It is helpful if you can plan the implants so that
they can be placed at the time of resection. Implants placed into
the maxillary remnants will integrate better than if they were placed
after radiation. 

Dr. Butler: Assuming that there is adequate bone stock in those
locations, do you believe that postoperative hyperbaric oxygen is
beneficial in these patients who receive radiotherapy?

Dr. Cordeiro: Yes, I think it is a useful adjunct in patients who have
had radiation either to the osteocutaneous flap or to the native
maxilla.  It is hard to say whether hyperbaric oxygen actually makes
a difference or not, but most plastic surgeons feel better using it in
previously irradiated patients. However, because one relative con-
traindication to hyperbaric oxygen is cancer, we need to evaluate
the patient’s oncologic status to decide whether patients may re-
ceive it or not.  This is often a useful adjunct in patients who have
had previous radiation and need dental implants. The patients will
usually receive it prior to placement of the osteointegrated im-
plants to improve the quality of the bone and soft tissues.

Dr. Butler: As we wrap up here, I wanted to ask each of you a
question based on your experience.  Over the years, techniques
obviously change with new technologies and ongoing experience
and learning.  Dr. Skoracki, how has your technique changed for
maxillectomy reconstruction with ongoing experience?

Dr. Skoracki:  I think it has changed in the sense that we, as
plastic surgeons have become more likely to perform a flap re-
construction and thereby have become a more integral part of the
patient’s medical team.  The communication is critical with your
resecting surgeon, and dental teams, as well as your speech pa-
thology colleagues, both preoperatively and postoperatively.  As
our techniques have evolved, so too have the opinions of some of
our other team members, and we are finding that we are getting a
shift in their philosophy.  I think that is reflected in what we do in
the sense that we tend to use flaps more often than we used to,
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whereas the previous tendency was for obturation.  We are now
finding that our results are good or excellent for many of our pa-
tients, including some of the very elderly, and that some previous
patients are requesting flap reconstruction and abandoning obtu-
ration.  I have become more aggressive about flap reconstruction
and use obturation less as a result of my colleagues from head
and neck surgery, dental, and speech pathology giving us the feed-
back that functional outcomes have greatly improved in recent
years with the more widespread use of flap reconstruction.   In
addition, technology has had a significant impact on our recon-
structive approach: combining three-dimensional printing technol-
ogy, rapid prototype modeling with computer aided design, and
intraoperative navigation has increased our surgical precision.  We
understand much more precisely what is going to be resected
from the head and neck surgeon’s point of view, and we can dis-
cuss the cases using the actual three dimensional model (either
virtually or physical) in front of us. It has been a tremendous ben-
efit for the reproducibility of the reconstruction and the involve-
ment of the entire team caring for these patients.   

Dr. Butler: Dr. Cordeiro, in your protocol, what has changed and
do you really think these changes have directly impacted surgical
outcomes?

Dr. Cordeiro:  We are certainly doing more flap reconstructions
for many defects, not just the bigger ones.   I think what has evolved
over time has been a variety of refinements in technique.  We have
gone from using any flap that would close the defect 15 years ago
to insetting flaps that address all the different surfaces that are
required and also to provide soft tissue where it is needed.  In
some cases, we are using much less flap volume than we used
to.  I think one of the big criticisms that reconstructive surgeons
had with placing a flap in the maxilla was that it was too large and
that the skin bulged down into the oral cavity.  Now, criticism from
my dental colleagues about not being able to fit obturators signifi-
cantly decrease because of refinements in how the flaps are in-
set, what flaps are used, and how we manage bony defects and
adjuncts, such as dental implants.  I have gone from not just se-
lecting a flap that fills the defect to placing something in there that
works both functionally and aesthetically.

Dr. Butler:  Well Dr. Cordeiro, in our final few minutes here, is
there any advice you would give reconstructive surgeons entering
this field to help them navigate the learning curve in reconstruct-
ing these very complex defects?

Dr. Cordeiro:  I think, as with any head and neck reconstruction,
you need a team that has experience and that works together. 
Working closely with the head and neck oncologic surgeon and
the dental service is extremely important.  Planning both the re-
sections and reconstructions well in advance and having a very
good idea of what you are dealing with preoperatively is abso-
lutely critical.  For somebody who is just starting out, ideally, you
don’t want to be there by yourself.   You really should involve all
the other experts in this area, in order to help you to maximize the
outcome. 

Dr. Butler:  That’s a great piece of advice, Dr. Cordeiro.  Dr.
Skoracki, do you have any words of wisdom for those that are
interested in pursuing this type of reconstruction?

Dr. Skoracki: I think that 1) the team approach is absolutely nec-
essary for this type of reconstruction, and 2) new surgeons should

read Dr. Cordeiro’s article on maxillectomy classification and re-
construction.  The classification system and the associated recon-
structions presented in that article are a useful summary of this
topic.  The topic of maxillectomy reconstruction is in constant evo-
lution and, as Dr. Cordeiro said, I think we are always refining
what we do and pushing the limit a little bit in a space that is
extremely small and has a tremendous number of functional and
aesthetic demands.  I think we will continue to see some very ex-
citing developments over the coming years.   Be aware of what
has been published and never be afraid to “call a friend,” because
this is a very difficult area to reconstruct.

Dr. Butler:  I would like to thank the two of you very much.  We
have had an excellent dialogue; a lot of ground was covered here.
Given the complexity of the types of reconstruction and the vari-
ety of different reconstructions, this conversation could have gone
on forever. However, I think we have highlighted many of the im-
portant points and addressed some of the controversies in
maxillectomy reconstruction.  So again, thank you both, and I hope
to see great outcomes and great contributions from the two of you
in ongoing clinical and research activities.

Thank you very much.
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