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THE EDITOR’S CORNER

Surgery-First Orthognathics

Some of the most challenging, and yet rewarding,
cases that orthodontists face are those in which the only
way to achieve a suitable outcome is through a combina-
tion of orthodontic treatment and orthognathic surgery. In
such a case, the discrepancy between the maxilla and the
mandible is so great that it cannot be overcome through
mechanical approaches such as headgear, function regula-
tors, or mandibular propulsor appliances. Efforts to treat
the malocclusion through a “camouflage” approach involv-
ing selective extractions and overretraction or -protraction
of the anterior dentition generally result in a compromised
profile. The occlusion may be acceptable, but the patient’s
appearance will leave much to be desired. In my practice,
once or twice a year, an adult patient comes to me seeking
profile improvement after having been treated for a severe
Class II or Class III as an adolescent. The only remedy is
a presurgical phase of orthodontics in which the main goal
is to undo the camouflage treatment that was intentionally
performed 10-15 years earlier. Such a case is extraordi-
narily difficult, and the extent of the surgery required is
significantly greater than if the case had been treated sur-
gically in the first place. An augmentation genioplasty or
similar procedure is often needed to provide the patient
with an acceptable profile.

Generally speaking, a case is treated by camouflage
techniques rather than surgical-orthodontics because the
patient does not want surgery. The reasons for this are
obvious and understandable. Nobody really wants to
undergo a potentially life-threatening surgery under gen-
eral anesthesia, followed by a painful recovery period that
could last several months. And with more and more insur-
ance companies declining to cover orthognathic surgery,
many patients simply cannot afford the procedures. Ortho-
dontists are genuinely caring doctors who want to help
their patients as best they can. Saying “no” when a patient
asks to be treated without surgery can be extremely diffi-
cult. Over the years, however, I have learned that if sur-
gery is really indicated, either it should be done or the case
should not be treated. It took me quite a while, but I final-
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ly learned to say “no” to even the most persistent
patients. As a result, I have been treating an in-
creasing number of cases surgically compared to
my early years in practice. It can still be trouble-
some, and potentially dangerous, when a patient
initially agrees to a presurgical phase of ortho-
dontics, then backs out as the date of the surgery
approaches. At that point, a suitable outcome is
almost impossible to achieve. I've committed the
better part of two years to decompensating the
dentition and setting up the occlusion, and the
resulting tooth positions are usually far from
where they would have been if the original treat-
ment plan had been nonsurgical.

Traditional surgical-orthodontic treatment
has involved a presurgical orthodontic phase in
which the teeth are positioned appropriately rela-
tive to their own arches. Crowding can be ad-
dressed through extractions or reproximation as
indicated. Vertically, the teeth are leveled to a flat
occlusal plane, again relative to their own arches;
it is not uncommon for presurgical cases to have
two occlusal planes, one maxillary and one man-
dibular. Malrotations and malalignments are ad-
dressed so that when the surgeon corrects the
underlying skeletal base, the resulting occlusion
facilitates proper positioning of the jaws, and the
surgeon can use that occlusion as an index prior
to intermaxillary fixation. Following surgery,
only minor orthodontic finishing is needed to
idealize the occlusion and esthetic appearance.

Many cases have been treated successfully
with this approach, but when a patient refuses
surgery after all the preparations have been
made, the results can be catastrophic. The ortho-
dontist is left in a precarious position: do we stop
treatment and remove the braces even though the
final occlusion is wrong, or do we try to move the
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teeth back to their original positions? Under the
first choice, the patient has straight teeth, but an
entirely unacceptable occlusion and function.
With the second option, the patient will need
another two or three years of “round-tripping”,
which more often than not results in external api-
cal root resorption. How do we overcome this
dilemma?

The “surgery first” approach has been pro-
posed by a number of orthodontists and oral sur-
geons over the years—in fact, there was a heated
debate over the sequence of treatment in the early
years of orthognathic surgery. The vast majority
of orthognathic teams have settled on the ortho-
dontics-first approach, primarily because of the
ability to achieve a close approximation of the
final occlusion in the presurgical phase. There is
no good solution for the patient who backs out of
surgery at the last minute. But that situation may
be about to change.

In this issue of JCO, Drs. Nagasaka, Suga-
wara, Kawamura, and Nanda present a convinc-
ing surgery-first method that has been made
possible by the development of temporary anchor-
age devices. Careful model surgery and fabrica-
tion of intra- and post-operative occlusal splints
based on these models eliminate the need for
direct dental indexing. The results shown by
these authors demonstrate entirely acceptable
occlusal and esthetic outcomes, while completely
eliminating the possibility of a patient refusing
surgery following presurgical orthodontic prepa-
ration. The authors document a number of other
decisive advantages of the surgery-first approach.
The technique they present may well represent a
paradigm shift in surgical-orthodontic treatment.

RGK

JCO/FEBRUARY 2009





