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CPT CODES FOR 
OSSEOINTEGRATED 
IMPLANT RETAINED 
PROSTHESIS 
by Mimis Cohen, MD, FACS and 
David Reisberg, DDS The Craniofacial Center 
University of Illinois at Chicago

Despite advances in reconstructive surgery, some facial defects cannot 
be managed with autologous tissue transfers.  This may be due to the 
location or size of the defect, the quality and quantity of the tissue in the 
area, the patient’s health, or the patient’s desire not to have extensive 
reconstructive surgery.  In such cases, a facial prosthesis may be used an 
acceptable alternative.  This is a custom made medical grade silicone rubber 
replacement for a missing or deformed ear, orbit, or nose.  For many years, 
prosthesis was retained with skin adhesive. Currently they are more reliably 
retained with osseointegrated titanium craniofacial implants.

Presurgical planning by a team of surgical and prosthetic specialists is 
critical to success.  Three dimensional computer imaging of the defect allows 
members of the team to evaluate the quality and quantity of bone in relation 
to the most ideal shape of the planned prosthesis.  A computer generated 
surgical guide based on this planning is used during surgery to locate the 
ideal implant locations.  The surgery is performed on an outpatient basis.  
The bone is exposed, the implant sites are drilled with specially designed 
burs, and the implants are threaded into place.  Following a period of healing 
that ranges from three to six months, the prosthesis is ready to be fabricated.  
It is sculpted in wax on a plaster mold of the patient’s face and then tried 
on the patient for fi nal adjustments of fi t and shape.  Ear prostheses are 
most often retained with metal clips to a gold bar that are connected to the 
implants.  Nasal and orbital prostheses most commonly rely upon magnetic 
retention.

The same osseointegrated implants that are used to retain a facial prosthesis 
may also be used to retain a bone anchored hearing processor (BAHA).  This 
is a small bone conducting hearing aid that attaches to an implant placed 
in the mastoid bone.  These are more comfortable and less noticeable than 
conventional bone conduction hearing aids used for sensorineural hearing 
loss and provide a higher level of hearing for patients.

Both implant retained facial prostheses and the BAHA are recognized 
procedures by Medicare and CMS are reimbursable by most insurance 
carriers.  Applicable CPT codes include:

21208  Osteoplasty, facial bones; augmentation 
 (autograft, allograft, or prosthetic implant)

21085 Oral Surgical Splint

21086 Auricular Prosthesis

21087 Nasal Prosthesis

21077 Orbital Prosthesis

69714 Implantation, osseointegrated implant, temporal bone, with  
 percutaneous attachment to external speech processor/  
 cochlear stimulator; without mastoidectomy

PRESIDENT’S MESSAGE
by Andrew Wexler, MD, MA, FACS 

Today was a good day for me, the Boston fan in a foreign land. The Celtics 
fi nished off the pesky Atlanta Hawks to advance to their next round of the 
playoffs and the Red Sox won against Tampa keeping them securely in fi rst 
place for the moment. That little Super Bowl problem with the Patriots is 
almost forgotten as the perfusions of new fl owers explodes in spring gardens. 
My other favorite team, ASMS, is also having an extraordinary season. As the current manager 
of ASMS I am blessed with a sage coaching staff of Past Presidents Sadove, Evans, Thaller, 
Lewis, and Salyer who never hesitate to email me their advice and continue to actively contribute 
to our organization. In the heart of my line-up I have our heavy hitters Dr. “Knuckles” Kelly, Dr. 
“Screwball” Schubert, Dr. “Hard ball” Havlik and Dr. Mimis “the Greek” Cohen. In addition we 
have outstanding rookies Drs. Pravin Patel, Joe Losee, and Don Mackay (recently brought up 
from the South African League) who are making major contributions to our team. Rounding out 
the order we have, Drs. Vasconez, Hoffman, Gosain, and Mount. Finally, above it all I hear our 
chief cheerleader Dr. Steve Buchman urging us forward while haranguing the other teams.

So, here we are in the middle of the season and here is the current box score.

 •  Dr. Seth Thaller has a hit with the Hyperguide. Multiple sections are already online 
  complete with MOC practice questions. More units are coming online every month   
  with contributors spread across our society. The wealth of expertise we have within   
  our members is truly impressive (see page 7).

 •  The Basic course was a home run at Stanford in January thanks to the efforts of Drs. 
  Peter Lorenz and Sabine Girod our local hosts, as well as the always fanatical 
  oversight of Dr. Warren Schubert. Warren is constantly expanding the faculty base 
  and by doing so bringing more programs into the resident mix. The addition of a 
  cleft refresher course at the end of the basic course has also been a great success, a 
  bonus for the residents, and an asset for older surgeons who wish to brush up on 
  their cleft craft before volunteering for international missions. I expect another 
  winner when Warren brings the team to Chicago in late August (page 7).  
  A special note of thanks to Dr. Pravin Patel for his constant innovations and efforts 
  for the course. Vic Lewis and Pravin will be our hosts in Chicago and I encourage 
  all program directors to send their residents as I am looking for a sell out crowd. 

 •  President-Elect Dr. Kevin Kelly, with the aid of Dr. Bob Havlik and others is preparing 
  us for the future by making sure we are up to speed when the government reviews 
  the Relative Value Scale for Maxillofacial codes. This is a highly complex project,   
  which plays out over several years and is essential for improving the reimbursement   
  schedules for our members.

 •  The Educational committee under the Chairmanship of Dr. Don Mackay is larger and 
  more productive then it has ever been in the past. Aside from the planning of new 
  courses the entire committee has been involved in writing an extensive collection of 
  maxillofacial questions for the MOC examination. This is tedious and exacting work   
  and I thank all our members who have been involved in this project.

 •  Our collection of All Stars has been on the road for our Visiting Professors program. 
  This program has been a huge success in not only educating residents in 
  maxillofacial surgery but also planting our ASMS pennant in programs throughout 
  the country. Our organization is fi lled with a multitude of world class reconstructive 
  surgeons and this program helps showcase the talents of our membership. I 
  applaud the efforts of Dr. Joe Losee in directing the success of this new diamond in 
  our schedule (see page 8)

 •  Increasing our visibility and branding is a multi year project that requires the efforts of all  
  members; the use of our logo in lectures and communications, and the wearing of our ties 
  and pins is an essential part of that.  Additionally, we are going forward with copywriting 
  our logo and name and improving our website for both our members and the public. 
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TISSUE ENGINEERED 
SOLUTIONS FOR COMPLEX 
CRANIOFACIAL DEFECTS
by John A. Van Aalst, MD

2007 ASMS/MSF and Synthes CMF Bernd Spiessl 
Research Grant Awardee

Development of an ideal scaffold for tissue engineering requires several 
characteristics, including fabrication with a benign material that interacts favorably 
with living tissues, (no cell toxicity or immunogenicity); it must promote cell 
interaction, proliferation, migration, and functional activities; it needs to have a 
controlled shape with predictable mechanical structure, and biodegradability; the 
scaffold must be porous, allowing diffusion of nutrients into and waste out of the 
scaffold; it should allow, and even encourage, angiogenesis and be implantable 
with a reliable method of delivery.1  

Nanofi ber scaffolds possess many of the qualities of an ideal scaffold for tissue 
engineering purposes.  Nanofi bers have diameters under one micron (ranging 
from 10 – 1000 nm). Nanofi bers mimic the collagen fi brils in the extracellular 
matrix, thereby promoting cellular interaction, including attachment, proliferation, 
migration, and functionality.2 Multiple cell types including endothelial cells, smooth 
muscle cells, fi broblasts; stem cells from fat-derived sources, bone marrow, and 
umbilical cord blood (UCB), have been shown to interact favorably with nanofi ber 
scaffolds, and maintain their pleuripotentiality.

Nanofi bers can be created using several techniques, the most popular of which is 
electrospinning; this technique uses a voltage potential across which a viscous 
polymer is passed (Figure 1).

When surface tension of the viscous polymer is overcome, a fi ne jet of the polymer 
is targeted toward a collecting plate, thus forming a nanofi ber.3 Nanofi bers can 
be created from a host of synthetic and natural compounds. Synthetic polymers 
include polylactic acid (PLA), polyglycolytic (PGA), and combinations of the two; 
natural compounds used to electrospin nanofi bers include dextran, collagen, chitin, 
matrigel and silk.4 Variations in the polymer type allow control of fi ber diameter and 
porosity, as well as scaffold density.  These parameters affect cell migration into 
the scaffold, simultaneously allowing nutrient diffusion into the scaffold interstices, 
and waste diffusion egress. Based on the polymer utilized for nanofi ber fabrication, 
the mechanical properties of the scaffold can be predictably varied, as can 
biodegradation rates. Nanofi bers scaffolds can be made to conform to any shape 
requirement and in the presence or absence of cells can be implanted into living 
organisms. These nanofi brils can be modifi ed with the use of imprinting techniques 
that guide endothelial cell ingrowth, suggesting that nanofi bers used in conjunction 
with other nanotechniques may be useful in the induction of angiogenesis.5, 6

Umbilical cord blood (UCB) derived stem cells have been referred to as the largest 
untapped source of embryonic-like stem cells, and have demonstrated maintained 
pleuripotentiality for the generation of cells from all three germ layers.7 Importantly, 
for craniofacial surgeons, cord blood represents a ready, and steady, source of 
stem cells in a patient population that is currently seen clinically during prenatal 
consultations.  However, the value of UCB stem cells goes beyond congenital 
craniofacial defects with potential application in trauma, burns, and cancer 
extirpations.

Our research utilizing nanofi bers and umbilical cord stem cells for tissue 
engineering has focused on craniofacial defects.  The prototypical craniofacial 
defect with which we are concerned is the alveolar cleft, which occurs in 
approximately 1/1000 live births.  The alveolar cleft is thus the most common 
congenital bone defect in humans; yet, the defect is not one of bone alone, but also 
of periosteum and mucosa. Healing of this defect post surgically is not just related 
to the quality and quantity of the implanted bone, but of the soft tissue coverage 
of the bone. To address the tissue defect of the alveolar cleft, all three tissue types 
need to be treated as a basic unit. Our eventual goal is to engineer a combination 
of these tissue types using UCB-derived stem cells. Recent work in our laboratory 
performed in collaboration with investigators from Research Triangle International 
(RTI) and North Carolina State University, include creation of nanofi bers from 
polyvinyl alcohol (PVA), polycaprolactone acid (PCL), and polylactic polyglycolitic 
acid (PLGA) (Figure 2).

On PVA nanofi bers we have documented incorporation of fat-derived stem cells (EG 
Loboa); 3 we have grown fat-derived mesenchymal stem cells on PCL nanofi ber 
scaffolds and demonstrated osteogenesis.  From UCB we have isolated CD 34+ 
stem cells, a CD34 depleted fraction and a mononuclear cell fraction and have 
demonstrated growth on PCL and PLGA nanofi ber scaffolds.

We have also demonstrated the growth of fi broblasts, periosteal cells harvested 
from children undergoing palate repair, and keratiocytes on PCL nanfofi ber 
scaffolds (Figure 4).
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PLASTIC SURGERY CHANGES 
TRAINING REQUIREMENTS
by Robert Havlik, MD, FACS

Plastic surgery training will undergo one of its most 
signifi cant changes over the next few years.  The Plastic 
Surgery Residency Review Committee (PSRC) is mandated 
to undertake review of the plastic surgery training program 
requirements (PR) every fi ve years, and has recently completed its fi rst major 
review in thirteen years.  This included: 1) a detailed review and analysis of the 
individual educational components necessary for plastic surgery training in the 
United States; 2) delineation of the curriculum and technical skills necessary in 
each of these components; 3) review of plastic surgery educational models in 
Canada and England; 4) review of training program requirements changes made in 
general surgery; and 5) review of training program requirements changes proposed 
in thoracic surgery, vascular surgery, neurosurgery, and other fi elds.

Plastic surgery has undergone a steady and signifi cant expansion both 
in knowledge base and in the technical skills required to practice current, 
contemporary plastic surgery in all of its major facets.  In the area of 
craniomaxillofacial surgery, plating systems for fractures have developed into 
routine components of care, and distraction osteogenesis has developed into 
a major technique.  Certainly, the use of bilateral mandibular osteotomies 
and distraction osteogenesis in the neonate is more complex and technically 
demanding than the alternative of lip-tongue adhesion.  This increase in knowledge 
base and essential skills is seen in breast reconstruction (expander/implant/
alloderm, DIEP fl ap), in aesthetics (botox/fi llers/differential facelift techniques/
laser surgery/liposuction/rhinoplasty), in trunk and head and neck reconstructions 
(microsurgery/expansion of techniques and refi nement in fl ap and free tissue 
transfers), in hand surgery (open reduction and plate fi xation of distal radius and 
carpal fractures versus closed techniques),  and in the rapid development and 
refi nement of post-bariatric surgery techniques.  These represent only a few of 
the broad changes that have taken place in our specialty and refl ect the impact 
of continual innovation and refi nement in plastic surgery.  The plastic surgeon 
fi nishing training today must have competence in all of these many areas.  

The Program Requirements for General Surgery have recently been changed as a 
result of their thorough 5-year review.  Like plastic surgery, they have determined 
that more time is necessary for optimal training of their general surgery residents.   
They have altered their program training requirements by increasing the amount 
of time spent in ‘core’ general surgery training from 36 months to 42 months (of 
the 60 months in general surgery training).  This change has resulted in decreased 
training in many areas felt to be benefi cial for plastic surgery, such as orthopedics 
and otolaryngology.  

Furthermore, the PSRC considered the changes in preparatory training that have 
occurred as a result of the 80 hour work week.  These three factors – expansion 
in knowledge base and increase in requisite technical skills, change in general 
surgery training programs, and the 80 hour work week—were central issues 
in the decision to recommend that plastic surgery training be lengthened.  It is 
noteworthy that the Institute of Medicine is currently considering proposals to limit 
resident training to 56 hours per week, although this was not a factor in the PSRC 
recommendations.

The PS program requirement changes establish that the length of plastic surgery 
training in ‘independent’ programs be a minimum of three years. Currently, there 
are 40 two-year programs and nineteen three-year programs.  The length of training 
in ‘integrated’ training programs will be established as six years.  Currently, only 
four of the integrated programs are fi ve years in length, and these programs will 
need to change to the six-year format. The PSRC also strongly suggests that plastic 
surgery training include experience in anesthesia, dermatology, ophthalmology/
oculoplastics, orthopedics, and oral/maxillofacial surgery.  These experiences 
are not required, but are encouraged, and can be obtained during the preliminary 
years of training.  In addition, the PSRC recognized that administering a plastic 
surgery training program is more complex than in the past, and has required the 
host institution to provide support for both the Program Director and the Program 
Coordinator.  

The PSRC went through a thorough process of engaging the plastic surgery 
community in the decision making process.  The proposed changes in Program 

Requirements were initially presented to the Association of Academic Chairman 
of Plastic Surgery (AACPS) in Coeur d’Alene Idaho in May 2007.  A web site 
was provided for comments.  The AACPS, the American Board of Plastic Surgery 
(ABPS), and the PSRC held a joint meeting as a Committee on Resident Education 
(CORE) in Chicago in July 2007.  The revised PR’s were presented in an ‘open-
forum’ session to the AACPS in Baltimore in October 2007.  The PSRC met in 
Chicago in March 2008, and made several changes to the PR’s based upon the 
input from the plastic surgery community.  The ABPS was then integrally involved 
in arranging and coordinating an “Open Forum” on the Program Requirements 
in Boston in April 2008.  This open forum provided discussion of the various 
changes, their justifi cation, and their potential implications.  The PR’s were then 
presented to AACPS in April 2008, as well.      

These Plastic Surgery Training Program Requirements changes were presented 
by the PSRC to the Council on Requirements of the ACGME on June 8, 2008, and 
were subsequently approved by the ACGME Board of Directors on June 9, 2008.  In 
order to provide appropriate ‘ramp up’ time for training programs to accommodate 
the changes, they will become effective on July 1, 2009, and apply to all residents 
who begin plastic surgery training programs in 2011, with the fi rst class of 
‘independent program’ graduates fi nishing in 2014, and the fi rst class of ‘integrated 
program’ graduates fi nishing in 2017.      

The PSRC must try to predict the future.  It has the obligation and the mandate to 
establish training program requirements for residents that will fi rst be completing 
training up to ten years in the future.  The continued innovation that has led to 
such a large expansion in the scope and breadth of plastic surgery has defi nite 
implications for the training of future plastic surgeons.  Plastic Surgery must 
assume a greater share of the responsibility for adequately preparing its’ trainees 
for the future. The Plastic Surgery Training Program Requirements provide the 
bedrock for the future of plastic surgery education.



In sum, these experiments represent the fi rst steps in the process of generating 
tissue engineered solutions for the complex tissue requirements of the alveolar 
cleft.  Our eventual goal is to demonstrate viable growth as a single unit, namely 
bone, periosteum and keratinocytes. Our early studies suggest that all three tissue 
types (bone, periosteum--including fi broblasts--and keratinocytes) are capable of 
robust growth on nanofi ber scaffolds.
Multiple remaining issues require resolution, including the defi nition of the optimal 
polymer scaffold for each of the three tissue types. This decision will be infl uence 
by the malleability and absorption rates of the polymer.  To test the integrity of 
the tissue engineered bone, periosteum and keratinocytes, we plan to use a nude 
mouse implantation model. Eventually, the optimized tissue engineered constructs 
will be tested in a canine cleft model.

Future solutions to complex craniofacial defects, such as the alveolar cleft, will 
combine tissue engineering with emerging nanotechnology applications.
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Figure Legends:
1.  The electrospinning apparatus includes a syringe that allows controlled injection of a  viscous polymer  
 across a voltage potential.  When the surface tension of the polymer is overcome by the voltage   
 potential, a jet is directed toward the collecting plate, thus creating a nanofi ber.
2.  Nanofi ber scaffolds created from multiple polymers including polylactic glycolytic acid (PLGA),   
 polyvinyl alcohol (PVA), and polycaprolactone acid (PCA).  Note the relatively uniform diameter of the  
 nanofi bers.
3.  Umbilical cord blood derived stem cells on polycaprolactone nanofi ber scaffolds. Round CD 34+ stem
 cells are present in the top panel, with a CD 34 depleted fraction in the middle panel and a Mononuclear
 fraction.  Growth is shown at days 7, 15 and 21.
4.  Growth of A) human fi broblasts, B) periosteal cells, C) keratinocytes and D) co-cultures of keratincoytes 
 and periosteal cells are shown.  In the last image, fi broblasts within the periosteal layer are stained 
 brown, and the keratinocytes are stained green. 
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THE REFRESHER COURSE ON CLEFT LIP 
AND PALATE SURGERY: A VIEW (AND 
REVIEW) FROM THE EXPERIENCE OF 
DR. WILLIAM SANDO
by William Sando, MD

This course, the fi rst to be offered at the ASPS Executive Offi ce, was titled with 
two hooks for the established practitioner: “Refresher” and “Missions.”   These 
elements were attractive to a 22-year-in-practice veteran who had enjoyed early 
immersion in cleft repair but a paucity of case work in the past decade, and who 
was also now in a period of life marked by practice placidity and an empty-nesting 
home environ that allowed the latitude to pursue surgical mission work.  It was with 
mild trepidation that I enrolled, as the Smile Train course at the Baltimore ASPS 
Meeting last fall (despite an excellent curriculum) had left a clear impression that 
my ‘mission scalpel’ might be too dull to “make the grade” in terms of standards of 
performance.  

Logistics were quite satisfactory. Central national location, proximity to O’Hare 
Airport, and a relatively easy drive from my Midwestern residence were favorable, 
directions were clear, and pre-meeting contact was direct and effi cient.  The 
teaching materials, distributed at the start of the session included Dr. Parsons’ 
monograph on unilateral cleft surgery for mission, Dr. Patel’s bilateral cleft 
surgery article, and Menard & Schendel’s chapter from Advances in Plastic and 
Reconstructive Surgery.  All of these were superb, as was the Smile Train 3-D 
‘Virtual Surgery’ DVD.  One suggestion would be the advance provision of these 
readings, possibly even as e-mail attachments (excepting the DVD), which might 
have stimulated more in-depth discussion during the course as Drs. Parsons and 
Patel were co-instructors. The on-site lunch was tasty.  Duration of the course was 
matched to the goals.

Logistics aside, the course content and presentations were worthy of commentary.  
The faculty, each of whom has left already major footprints in this area of our 
specialty, included Chairman Seth R. Thaller, and co-presenters’: Robert W. 
Parsons, A. Michael Sadove, Pravin K. Patel, and Mimis N. Cohen. The format 
was lecture followed by Questions & Answers for each section. Topics included 
“Introduction,” “Unilateral Cleft Lip,” “Residual Unilateral Cleft Lip Deformities,” 
Cleft Palate Repair,” “Bilateral Cleft Lip,”, and “Correction: Secondary Bilateral Cleft 
Lip Deformities.

The introduction and statement of objectives by Dr. Thaller provided the context 
for the entire course.  This was the third such course. Dr. Thaller enumerated 
consensus statistics based on a 23.9% response by e-mail among 151 surgeons, 
of whom 87% had participated in mission work.  No other major demographics 
of respondents were offered.  The listing of issues was complete:  procedural 
techniques, preoperative antibiotics, use of local anesthetic, steroids, postoperative 
arm restraints, resumption of breast feeding, tongue suture placement for 
palatoplasties, and ancillary speech therapy testing.  Dr. Thaller balanced with 
personal interjections, e.g. caution regarding use of throat packs, avoidance on 
mission trips of lip adhesion or pharyngeal fl ap, and the prioritization of primary 
repair cases in triage of cases.

Dr. Parsons presented unilateral cleft lip.  He prefaced with an admonition to 
participate in several operations before tackling the Smile Train Virtual Surgery 
DVD.  His perspective and tempo were those of an emeritus-style educator: patient, 
gracious, lucid, historically referenced with great familiarity (e.g. enumeration of 
the modifi cations of the classic Millard rotation-advancement procedure), studding 
with pearls and aphorisms, and maintaining a mission-specifi c orientation.  The 
presentation was highlighted by a step-by-step photographic surgical travelogue 
through a sequence of complete unilateral cleft cheiloplasty in an infant and 
incomplete cleft lip repair in an adolescent, both of which were superb.

Dr. Sadove spoke on residual unilateral cleft lip/nasal deformities.  He provided 
a good didactic expose from his vast clinical career.  He shared some technical 
specifi cs in respecting ‘wet’ vs. ‘dry’ vermilion, nasal tip light refl ex, and 
supraperichondrial plane nasal degloving.  It was assumed that his use of coronal 
CT scans was for anatomic orientation only, as these would not likely be available 
“in the fi eld” of mission work. As had Dr. Thaller, Dr. Sadove preached the primacy 
of primary repairs in mission work in triaging the large number of needy patients 

with limited surgical time. It should be noted that his presentation on this topic at 
the Baltimore meeting had been more encyclopedic.

Dr. Thaller then spoke on cleft palate repair.  It was nuts and bolts mission- 
pragmatic and valuable.  He reiterated his preference for the Von Langenback 
bipedicle technique, with timing ideally at twelve months.  He shared the technique 
for harvesting iliac bone grafts with the Craig Needle for alveolar clefts, Kleinert-
Kunz elevator use for palatoplasties, ancillary use of Alloderm in fi stulae repairs. 
During Q&A he strongly recommended observing surgery, perusing the Stryker 
e-learning brochures, CMF Hyperguide, the ASMS website, and traveling with a 
more experienced “mission” surgeon on the fi rst trip. He cited internet (e.g. Smile 
Train) web sites for fi nding a suitable mission trip program.

Dr. Pravin Patel provided the bilateral cleft lip lecture.  It was academically and 
anatomically pristine, well-stocked with references as well as historical context.  
His hand-out provided wonderful drawing adaptations by Hami and Wynn from 
Bardach’s section of Salyer and Bardach’s atlas.  Smile Train Virtual Surgery 
segments were excerpted.  He and Dr. Sadove cautioned against excessive 
prolabial narrowing, maintaining at least a 5-6 mm width. He walked through the 
technique of premaxillary setback for instances of “lock-out” and cited growth 
studies supporting the safety of the setback technique. In summary, he articulated 
technique without “mission” colorings, as his purpose was to show good surgery.  
This was not in any way a defi ciency, as mission insights had been proffered by the 
prior presenters.

Dr. Mimis Cohen concluded with “Correction: Secondary Bilateral Cleft Lip 
Deformities.” Among his citations was Mackey’s series of 374 patients averaging 
3.3 cleft procedures per patient. He offered pearls: reliance on secondary healing in 
some cases to preserve tissue, diamond excision lip-lengthening, and avoidance of 
nostril splints due to low compliance. Case examples were excellent. He cautioned 
against performance of vestibuloplasties and Abbe fl aps on mission trips. Gingival 
mucoperiosteoplasty and turbinate reduction techniques were discussed.  During 
Q&A Dr. Thaller urged pre-phayngoplasty posterior oropharyngeal wall exam to 
avoid internal carotid incursion.  Dr. Sadove debated an obvious bias among the 
other instructors toward late secondary alveolar cleft bone grafting.
    
This ASMS “Cleft Refresher” Course lived up to its namesake: it was a refreshing 
review, appropriately thorough, didactic without being pedantic, common sensical, 
encouraging, but precautionary, and sans even a whiff of elitism.  It was, moreover, 
a bouncy springboard for further self-study. There were no conspicuous oversights. 
The Cleft Refresher Course course was of a similar high-caliber presentation as the 
Smile Train course; however, there was an improved atmosphere of engagement 
with and encouragement of the attendees.  An additional session titled “The Next 
Step” might have been helpful to warm up any remaining cold feet in the walk 
toward mission work.  The introductory admonitions by Dr. Thaller of “safety fi rst” 
and “do there what you would do here” must be paramount.    

RECONSTRUCTION OF 
POSTERIOR MANDIBULAR 
DEFECTS: BONE VERSUS SOFT 
TISSUE FLAPS
by Matthew M. Hanasono, MD and 
Charles E. Butler, MD The University of Texas 
M. D. Anderson Cancer Center 

Restoration of the mandible after oncologic resection is among 
the most challenging procedures in reconstructive surgery of 
the head and neck.  Use of vascularized bone fl aps is generally 
considered the gold standard for reconstruction of segmental 
anterior mandibular defects.  Compared to other techniques, 
vascularized bone fl aps best maintain chin projection and facial 
width while resulting in a relatively low complication rate.   However, the choice of 
reconstructive technique for the posterior mandible is more controversial.  

Loss of the posterior mandible is generally not associated with the same degree 
of dysfunction and disfi gurement that is associated with anterior resections.  Oral 
competence, as well as tongue and laryngeal mobility, is usually not signifi cantly 
affected in isolated posterior mandibular defects.  Replacement of the condyle 
and reconstruction of the temporomandibular joint is usually disappointing, 
although numerous methods have been tried.  Failure to precisely restore the 
temporomandibular joint is associated with pain, trismus, and instability. 

When the condyle and superior ramus are not included in the resection, bony free 
fl ap reconstruction generally best preserves mandibular contour and accurate 
dental occlusion.  However, while tumors of the mandible rarely invade the 
condyle, the superior osteotomy in posterior segmental mandibulectomies often 
results in minimal subcondylar bone remaining. In these cases, adequate fi xation 
to the subcondylar remnant is often challenging and sometimes impossible.  In 
addition, the masticatory muscles are detached from the mandible in most posterior 
resections, and the ligamentous support of the joint may be disrupted, further 
decreasing the benefi t of this technique.  

Use of soft tissue free fl aps alone for reconstruction of posterior mandibular defects 
with reasonable results has been reported (Kroll et al., 1998).  For example, the use 
of the vertical rectus abdominis myocutaneous (VRAM) free fl ap results in reliable 
single fl ap closure with adequate tissue bulk to replace the missing mandible and 
associated soft tissues as well as provides a large enough skin paddle to resurface 
signifi cant oral mucosal defects (Butler and Lewin, 2004). While blunting of the 
mandibular angle may be discernable, the cosmetic result can be good.  Other 
advantages include a low complication rate and reduced operative time compared 
to bony fl aps, which are important considerations in patients with signifi cant 
medical comorbidities.  Wound dehiscences and fi stulae are usually easier to 
manage after soft tissue reconstruction than bony reconstruction where bone and/
or hardware may become exposed and infected.

The drawbacks of reconstruction with soft tissue rather than bony free fl aps 
include the inability to perform osseointegrated dental restoration of the posterior 
mandibular region and deviation of the mandible toward the resected side.  
However, most patients with advanced stage oral cancers undergo postoperative 
radiation therapy, a relative contraindication to osseointegrated implant placement.  
In addition, with aggressive posteroperative dental physiotherapy for occlusion, 
results that approximate bony free fl ap reconstruction can be achieved.  It should 
be noted that when the condyle has been resected, bony free fl ap reconstruction 
often results in some degree of malocclusion. Attempts at condylar reconstruction 
often result in temporomandibular joint ankylosis and trismus.

As a technical point, we design the soft tissue free fl ap to be slightly larger than 
the defect.  This overcorrection helps mitigate the effects of postoperative atrophy 
associated with radiotherapy. Adequate fl ap volume reduces mandibular drift toward 
the side of the resection and camoufl ages the cut edge of the remaining mandibular 
bone. Suture fi xation of the fl ap to mandible also reduces the step off deformity 
at the bone-soft tissue junction (Butler and Lewin, 2004).   In addition, the fl ap 
is usually suspended to the pterygoid tendons or glenoid fossa to reduce fl ap 
ptosis.  In recent years, the anterolateral thigh (ALT) free fl ap has largely replaced 
the VRAM free fl ap in our practice.  Benefi ts of the ALT free fl ap over the VRAM free 
fl ap include better preservation of shape and volume due to decreased soft tissue 
atrophy (the muscle of a VRAM fl ap usually undergoes a greater atrophic volume 
loss), a longer vascular pedicle, easier simultaneous harvest, and less donor site 

morbidity.  Soft tissue free fl aps are generally preferred over the pectoralis major 
myocutaneous pedicled fl ap, which often results in an inferior functional and 
aesthetic result due to excessive bulk in the neck and inadequate bulk in the face, 
as well as decreased neck mobility due to tethering by the fl ap pedicle.
In summary, we reconstruct oncologic defects that include the anterior mandible 
(anterior to the mental foramen) with vascularized bone fl aps whenever possible.  
For posterior mandibular defects, particularly when the condyle and superior ramus 
have been resected, bony reconstruction does not necessarily have overwhelming 
advantages over soft tissue reconstruction.  In these cases, we generally favor soft 
tissue free fl ap reconstruction because of the potential advantages of decreased 
donor site morbidity, shorter operative times, reliable healing, and good contour 
and mouth opening outcomes with reasonable occlusion.  Bony reconstruction is 
reserved for motivated patients with minimal medical comorbidities, earlier stage 
disease, otherwise intact dentition, and/or good candidacy for postoperative dental 
rehabilitation.  

REFERENCES
 1.  Kroll SS, Robb GL, Miller MJ, Reece GP, and Evans GRD.  Reconstruction of posterior mandibular 
  defects with soft tissue using the rectus abdominis free fl ap.  Plast Reconstr Surg 1998; 51:503-507.
 2.  Butler CE, Lewin JS.  Reconstruction of large composite ormandibulomaxillary defects with free 
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Continued from Remarks from Andrew Wexler, MD on page 1

  This summer in conjunction with ASPS we are kicking off a national ATV safety 
  campaign. We will be highlighting the injuries suffered by adults and children on 
  all terrain vehicles as well as the work of our ASMS members in reconstructing 
  those shattered faces. I encourage all our members who are currently treating these 
  injuries to email Michele Campbell at the ASMS Administrative Offi ce at 
  (mcampbell@plasticsurgery.org) to have your cases considered for the campaign.

 •  ASMS is strengthening its relationships with other organizations in the league.  
  I want to thank Drs. Vic Lewis and Jim Ferraro our representatives to the AMA 
  as well as Dr. Arun Gosain our representative to the ABPS and ASPS or voicing 
  our interests in those organizations. I am happy to report that our relationship 
  with ASPS and PSEF has never been stronger and there is a sense that there is 
  a greater appreciation for reconstructive aspects of plastic surgery within the 
  line-up of the ASPS. We are currently exchanging proposals with regard to 
  our annual meeting revenue sharing and I hope to report an agreement in this 
  area before the next meeting. On the International front ASMS will have a 3 
  hour panel presentation with Ds. Kawamoto, Wolfe, Gruss, Persing, Obwegeser,  
  and Wexler at the European Maxillofacial Society congress in Bologna in   
  September. Additionally several of our members, me included, have been invited  
  to present at the Tenth Brazilian Congress of Maxillofacial and Craniofacial  
  Surgery in Sao Paulo in June. ASMS members are encouraged to attend by our  
  Brazilian colleagues. This is more evidence that our society and our members  
  are gaining in visibility on a world wide stage. Even the Red Sox sometimes play  
  in Japan.

 •  From a fi nancial standpoint we have just completed a review with our accountants 
  and will be changing over from our old accounting system software to a more 
  sophisticated product, which will decrease our administrative time and increase our 
  ability to interact with the ASPS systems currently in place. Initial reports indicate 
  that we are doing well.  I expect a full report on our current standings from our 
  Treasurer Dr. Henry Vasconez and our society administrator Michele Campbell, who 
  have put considerable hours into this project, during our up coming board meeting. 
  As always please pay your dues. Popcorn, peanuts, and crackerjack programs are 
  not cheap. “No margin no mission” is the underlying credo.

 • Our Designated Hitter for the Pre-Conference Symposium and Educational  
  Programs in Chicago this November is Mimis Cohen. Mimis comes to the 
  plate with an ambitious line up of lectures, panels, and speakers. The 
  Pre-Conference Symposium title is “Functional and Aesthetic Reconstruction  
  of the Maxillofacial Skeleton” and it features a truly outstanding schedule of
  speakers. Panel presentations during the main meetings will discuss 1. 
  Creating the Beautiful Smile: Perioral Rejuvenation; 2. Treating Devastating 
  Maxillofacial Trauma: lessons learned from the war abroad and in the inner 
  city; 3. Local Flaps in Head and Neck Reconstruction; 4.Functional and 
  Aesthetic Management of Residual Nasal Fracture Deformities.

 • Make sure you plan on joining us for this year’s Annual Meeting in Chicago. 
  As always the fellowship and social events for ASMS would be reason enough 
  to come even without the terrifi c educational opportunities. Remember as 
  well to get your absentee ballot if you plan to vote in the US Presidential 
  elections. Election Day will take place the same day as our ASPS/PFEF & 
  ASMS Presidential dinner, so excitement should be high and we have some 
  great entertainment planned for the evening, which will culminate in the 
  installment of new Presidents for both our societies and our country. 

What has been particularly gratifying this year for me is the apparent up turn in 
participation by our members working (yes, actually working) on our committees and 
contributing to the activities of our society. This indicates to me that our membership 
shares with me the belief that the work of our society is important.  We help people. We 
change our patient’s lives for the better and I wish to thank all our members who have 
contributed their time, effort, and fi nancial resources to help make ASMS the premier 
organization for facial restoration. A heart felt thanks as well to the home offi ce of 
Michele Campbell and Yolanda Amjad without whom nothing would get done.

So, here is my windup and my fi nal pitch. Please participate in the functions of our 
society and please continue to do so if you are already a participant. Your involvement 
is what makes our society strong. We are on the way to a championship season and we 
want everyone off the bench. 

Have a great summer season!
 
Andy Wexler 

ASMS/PSEF INTERNATIONAL SCHOLARS
by Arun Gosain, MD and Joseph Losee, MD

The ASMS offers International scholarship positions for 
plastic surgeons throughout the world who wish to study in 
the United States, Canada or Mexico so as to observe current 
techniques in craniomaxillofacial and cleft surgery from world 
renowned experts.  The program is geared to help aspiring 
surgeons in developing countries to develop craniofacial and 
cleft centers in regions of greatest need.  Three scholars have 
completed their fellowships in 2007.  These scholars were 
Syed Altaf Hussain from Chennai, India; Tahmeed Ullah from 
Peshawar City, Pakistan; and Ahmed A.M. Nawres from Hlla, 
Iraq.  Drs. Hussain and Ullah were funded by Biomet, and Dr. 
Nawres was funded by the World Craniofacial Foundation.  An 
additional fellow, Peter Chanwoo Kim from South Korea, was 
also funded by Biomet and is in the process of completing his 
fellowship.   

Dr. Syed Altaf Hussain is a cleft and craniofacial surgeon at Sri Ramachandra 
University in Chennai, India.  Dr. Hussain spent one month each with Dr. John 
Mulliken at the Boston Children's Hospital, Dr. Chris Forrest at the Hospital for 
Sick Kids in Toronto, and Dr. Arun Gosain at Rainbow Babies and Children's 
Hospital in Cleveland.  Among the highlights in Boston included a visit to Dr. 
Judah Folkmann's laboratory in angiogenesis.  Dr. Hussain felt that he learned a 
tremendous amount from all of the craniofacial surgeons whom he visited, and he 
was particularly interested in the research activities in these centers in the United 
States, as this is often lacking in the centers in India.   

Dr. Tahmeed Ullah works as an assistant professor of plastic surgery at the 
Hayatabad Medical Complex in Peshawar, Pakistan.  Dr. Ullah visited Rainbow 
Babies and Children's Hospital in Cleveland to work with Dr. Arun Gosain, the 
Craniofacial Institute in Southfi eld, Michigan, to work with Dr. Ian Jackson, 
and the Institute of Reconstructive Plastic Surgery in New York to work with Dr. 
Joseph McCarthy.  Dr. Ullah concluded that he was very impressed in seeing all 
of the American surgeons he observed working so hard and having the ability to 
excel in their respective fi elds.  He felt that the fellowship particularly helped him 
both in personal development as well as skills and surgical techniques related to 
craniomaxillofacial and cleft surgery. 

Dr. Ahmed A.M. Nawres is the head of plastic and reconstructive surgery at the 
Hilla General Teaching Hospital of Babylon University.  Dr. Nawres visited 5 
centers while in the United States.  These centers were the Providence Hospital 
in Southfi eld, Michigan under Dr. Ian Jackson, Yale University Medical Center 
under Dr. John Persing, the New York University Medical Center under Dr. Joseph 
McCarthy, Medical City Dallas under Dr. Jeffrey Fearon, and the University of 
Southern California under Dr. John Reinisch. 

All International Fellows met at the annual meeting of the ASPS/PSEF & ASMS 
in Baltimore where they were able to exchange ideas and information on the 
programs they had visited.  The experience was uniformly positive and each fellow 
recommends that the International Fellowship continue.  They feel the experience 
will help them tremendously in developing centers in their own countries.  We 
encourage all members of the ASMS to seek qualifi ed surgeons in developing 
countries who might benefi t from such a fellowship.  Interested individuals can 
obtain an application at either the ASMS (www.maxface.org) or PSEF (www.
plasticsurgery.org) websites.  The applications must be completed and received by 
June 30, 2008.  

An additional fellowship sponsored solely by the ASMS is the CRANIO Fellowship 
which is intended for North American surgeons within 3 years of completing their 
craniofacial fellowship to visit centers in North America or Mexico.  This fellowship 
is generously sponsored by Dr. Douglas Ousterhout.  The CRANIO fellows for 2007 
are Dr. Aaron Mason from the University of Texas at San Antonio and Dr. Steven 
Warren from New York University.  Both fellows are currently completing their 
programs.  Applications for the CRANIO Fellowship can be obtained through the 
ASMS website (www.maxface.org), and we encourage all craniofacial fellows who 
are within 3 years of completion of their fellowship to apply. 
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THE SMILE TRAIN ALONG WITH THE 
ASPS/PSEF AND ASMS WILL AGAIN OFFER 
NO-COST REFRESHER CLEFT TRAINING 

These half-day workshops are aimed at providing 
plastic surgeons with refresher course training 
in cleft surgery.  The Cleft Refresher Course is 
intended to meet the needs of plastic surgeons 
interested in participating in a surgical mission 
trip to developing countries.

Thanks to a generous restricted educational grant from The Smile Train, 
the workshops are offered at no charge to ASPS and ASMS members and 
plastic surgery residents.

The course will be held:
 •  August 24th in Chicago, IL at Northwestern University
 •  February 22nd in Miami, FL at the University of Miami
 •  September 2009 in Philadelphia, PA at the University of Pennsylvania

This course is not designed to provide credentials in cleft surgery.  Rather, 
it targets plastic surgeons who have been surgically trained in cleft surgery, 
but see relatively few of these cases in their practice and feel they would 
benefi t from additional cleft training.

Program topics include Primary Unilateral Cleft Lip Repair; Primary 
Bilateral Cleft Lip Repair; Secondary Deformities Unilateral Cleft Lip; 
Secondary Bilateral Cleft Lip; and Cleft Palate Primary and Secondary. 

REGISTER BY PHONE AT 800-766-4955 or 847-228-9900, ext. 471.  

PLASTIC SURGERY HYPERGUIDE
by Mimis Cohen, MD, FACS

The Hyperguide is a free, password-protected website sponsored by Vindico Medical Education, supported by an unrestricted 
educational grant from Stryker, and endorsed by the ASMS.  The site provides a unique, user-friendly opportunity for surgeons to 
earn CME credits.  It features topic areas called modules, which include Craniofacial Trauma and Congenital: Cleft/Craniofacial.  
Each module contains tutorials, which are narratives describing clinical topics. Test questions, surgical video, and lectures will 
be incorporated as the site progresses.  

Please log on to the Hyperguide website at: http://www.plasticsurgery.hyperguides.com; if you are in need of an access code, you 
can obtain one from the registration page of the website.

PLASTIC SURGERY LEADERSHIP 
ENCOURAGED TO SEND RESIDENTS TO THE 
ASMS BASIC MAXILLOFACIAL COURSE
By Warren Schubert, MD, FACS 

On August 22-24, 2008 we will be having our next ASMS 
Basic Maxillofacial Principles and Techniques course at 
Northwestern University. Drs. Victor Lewis and Pravin 
Patel will serve as the local hosts and has organized an 
exciting program with support from Biomet Microfi xation 
and various other corporate sponsors.

The ASMS Basic Course is a unique program to introduce 
both plastic surgery residents and craniofacial fellows to maxillofacial surgery 
with a special emphasis on dentition, occlusion, facial trauma, cephalometric 
analysis, and other aspects of craniofacial surgery.  It is a unique symposium 
that stresses ‘hands on’ labs with an opportunity to perform dental 
impressions, construction and mounting of dental models, and the making of 
dental splints.

The course is an opportunity for plastic surgery residents to learn 
maxillofacial principles.  It is also a unique opportunity for residents and 
surgeons beginning their practice to review the dental aspects of maxillofacial 
surgery which are not emphasized in many residency programs.

We would like to strongly encourage surgeons involved in academic 
programs to send their residents to the ASMS Basic Course.

To request a Brochure email asms@plasticsurgery.org 
to Register by phone call 800-766-4955 or 847-228-9900, ext. 471.

The ASMS Basic Course is a unique program to introduce 



ASMS UPCOMING MEETINGS AND EVENTS

AUGUST 22-24, 2008
ASMS Basic Maxillofacial Principles and Techniques
Northwestern University,
Feinberg School of Medicine
Chicago, IL 
Local Host: Victor Lewis, MD and Pravin Patel, MD
CME: 19.75 Category 1 Credits Available

AUGUST 24, 2008
Refresher Course on Cleft Lip and Palate Surgery 
Northwestern University
Chicago, IL 
Sponsor: Smile Train

OCTOBER 31, 2008
ASPS/ASMS Pre-Conference Symposium
Functional and Aesthetic Reconstruction of the Craniofacial Skeleton 
Symposium
Chicago, IL 
Co-chair: Mimis Cohen, MD and Pravin Patel, MD
Sponsors: ASPS and ASMS
CME: 8.5 Credits, 1 Patient Safety

ASMS VISITING PROFESSOR PROGRAM
By Joseph Losee, MD 

The American Society of Maxillofacial Surgeons (ASMS) Visiting Professor program has been a tremendous success.  We would 
like to express our sincere thanks to our 2006-2007 Visiting Professors Dr. Joseph Gruss of Seattle, WA; Dr. Henry Kawamoto of 
Santa Monica, CA; and Dr. John Persing of New Haven, CT who were our inaugural visiting professor that started this program.  
Our current Visiting Professors for the 2007-2008 academic year, Dr. Ronald Gruber of Oakland, CA; Dr. Doulgas Ousterhout of San 
Francisco, CA; Dr. Kenneth Salyer of Dallas, TX; and Dr. S. Anthony Wolfe of Miami, FL have received great reviews from training 
programs they have visited.

For the 2009-2010 academic year ASMS has assembled another team of fi ve prominent plastic surgeons to participate in the program.  We are 
pleased to announce Dr. Steven Buchman of Ann Arbor, MI; Dr. Jeffrey Fearon of Dallas, TX; Dr. Christopher Forrest of Ontario, Canada; Dr. Glenn 
Jelks of New York, NY; and Dr. Frederick Menick of Tucson, AZ .  It is our hope this team of doctors will enhance the educational experience of 
plastic surgery residents through lectures, discussion groups and patient evaluations.

The ASMS Visiting Professor program is supported by an educational grant from Stryker.

OCTOBER 31, 2008-NOVEMBER 4, 2008
ASPS/PSEF & ASMS Annual Meeting
The ‘New’ McCormick Place West
Chicago, IL

FEBRUARY 20-22, 2009
ASMS Basic Maxillofacial Principles and Techniques
Miami University,
The Miller School of Medicine
Miami, FL
Local Host: Seth Thaller, MD

FEBRUARY 2009
Refresher Course on Cleft Lip and Palate Surgery
Miami University,
The Miller School of Medicine
Miami, FL
Sponsor: Smile Train
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