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FIGURE 1. Preoperative occlusion of patient 1, who had pre-
sented with primary occlusal complaints.

Hernandez-Alfaro et al. “Surgery First” in Bimaxillary Orthog-
nathic Surgery. J Oral Maxillofac Surg 2011.

had undergone a 3-year orthodontics-only treatment 6
years earlier, and the bite had reopened shortly after
the removal of the appliances (Fig 1). She had no
esthetic concerns; in fact, she requested no facial
changes apart from those strictly related to the cor-
rection of her malocclusion. She was extremely con-
cerned with having to again undergo a long orthodon-
tic treatment.

Frontal inspection revealed long face syndrome be-
cause of the skeletal open bite. The radiologic and
clinical profile evaluation revealed a biretrusive con-
tour with an anterior open bite (Fig 2). Occlusally, she
exhibited an angle Class II malocclusion with trans-
verse maxillary deficiency, a pronounced curve of
Spee in the upper jaw, and moderate crowding in the
lower. A diagnosis of long face, biretrusive, with an
anterior open bite, transverse deficiency of the max-
illa, and crowding in the mandible was established.

The virtual orthodontics setup excluded the need
for extractions. The treatment plan included a seg-
mented Le Fort I maxillary osteotomy with 5-mm
advancement, 4-mm expansion, and 3-mm posterior
impaction, plus bilateral sagittal split osteotomies
(BSSO) for mandibular advancement of 8 mm and
counterclockwise rotation. Virtual surgical planning
allowed for the generation of an intermediate com-
puter-assisted design, computer-assisted manufactur-
ing (CAD/CAM) splint. The final splint was prepared
using plaster models in a nonadjustable articulator.
Because of the lack of splint support owing to the
absence of regular orthodontic appliances, extra re-
tention was given to the final splint.

Surgery was performed 3 weeks after the first ap-
pointment. The usual maxilla-first approach was fol-
lowed (Fig 3). Before starting the osteotomies, 6 an-
chorage screws were placed transmucosally to assist
in intraoperative stabilization of the segments and

splints. Microscrews were used to avoid loading of
the recently bonded brackets. The planned surgical
movements were executed (Fig 4). Fixation of the
4-piece maxilla was achieved with 4 titanium mini-
plates and 16 screws. The BSSO for advancement was
stabilized with 2 plates and 8 screws. The final splint
was left in place to aid in transversal contention of
the expanded maxilla. The operative time was 78
minutes.

Her postoperative recovery was uneventful. She
was discharged from the hospital 24 hours after the
surgery. At 2 weeks postoperatively, the final splint
was removed, and the orthodontic movements were
begun using round wires and intermaxillary elastics.

CASE 2

A 20-year-old woman checked into our institute
with the complaint of facial disharmony (Fig 5). She
reported emotional and social disability because of
her facial deformity. She requested corrective surgery
as soon as possible and hoped it could occur before
she started university 2 months later.

The clinical and radiologic examination revealed a
skeletal Class III malocclusion with maxillary defi-
ciency and mandibular asymmetry (Fig 6). Cant of the
occlusal plane was also evident on frontal inspection.
Compensations in the lower jaw were accompanied
by discrete crowding. No transverse problems were
present.

FIGURE 2. Preoperative profile of patient 1.
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FIGURE 3. Patient 1. Intraoperative view of segmented Le Fort |
osteotomy, with intermediate CAD/CAM splint in place.
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The virtual orthodontic setup ruled out the need
for extractions and verified an adequate position and
axial inclination of the upper incisors. The virtual
surgical treatment plan included Le Fort I maxillary
osteotomy for 7-mm advancement and 4-mm descent
and a BSSO for 3-mm retrusion and centering. Just as
in the previous case, an intermediate CAD/CAM splint
was generated, and a final splint was crafted from the
plaster models placed in a nonadjustable articulator.

Likewise, temporary screws were placed, and a
maxilla-first protocol was followed (Figs 7-9). Two

FIGURE 4. Immediate postoperative occlusion of patient 1 with
temporary screws in place.
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FIGURE 5. Preoperative profile of patient 2, who had presented
with primary esthetic complaints.
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preformed plates with 7 screws on each were used to
stabilize the maxilla, and 2 more with 4 screws each
were used for the mandible. Autologous fat transfer
for cheek recontouring was performed using the tro-
chanteric areas as donor sites. The final splint was
removed at the end of surgery. The orthognathic
procedure lasted 65 minutes, with another 25 min-
utes needed for the liposculpturing.

Her postoperative recovery was uneventful, and
the patient was discharged from the hospital the next

FIGURE 6. Preoperative occlusion of patient 2.
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