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Dr. Robert Ord 2017 Harrigan Awardee

ROBERT A. ORD, MD, DDS 
RECEIVED THE HARRIGAN 
AWARD AT THE ANNUAL 

meeting in NYC on Nov. 11.  He gave 
a presentation entitled “You Can Never 
Cross the Same River Twice” which 
was a review of the changes that have 
occurred in mandibular reconstruction.  
He began by reviewing Dr. Harrigan’s 
history and accomplishments.  He 
listed some of the developments in 
technology such as CT scans, MRI’s and PET scans; 
plating techniques, implants, myocutaneous flaps 
and microvascular flaps.   He compared the statistical 
changes in the types of radical neck surgeries for 
cancer.  He highlighted the persistent problems with 
restoring continuity for midline deficits, especially 
when chemo and radiation are used.  He reviewed 
cases he had done including one in 1985 in which the 
lesion included the anterior alveolus and the tongue 
which was treated with a rib graft which fractured after 
one week leaving a deformity that greatly decreased 
the patient’s quality of life.   He then showed a similar 
case which was treated with external fixation but also 
left a disfigured patient.   He then showed a case of 
a 90 y/o male whom had total mandibulectomy with 
no reconstruction who suffered very little deformity.  
He referenced the importance of the type of invasion 
seen with the cancerous lesion; erosive lesions had 
better prognosis than invasive lesions. 

Dr. Ord then showed a case involving a pull 

through technique for floor of mouth 
lesions with sparing of the mandible or 
doing marginal resection.   However, 
in invasive lesions, or tumors of large 
size, resection was necessary and he 
referenced a case of a very large ame-
loblastoma  whose removal left a major 
deficit across the midline.  Using stere-
olythic models a preformed plate was 
constructed which was an improvement 
over the plating done in the OR from 

stock plates.   Establishing the chin point and seating 
the prosthesis in the fossa were still difficult.

In 1996 microvascular flap surgery became more 
common but the symphysis area was still problemat-
ic. Nonvascular bone grafts, sometimes using plate-
let rich plasma or bone morphogenic protein, became 
more common. 

In 1997 the vascularized bone grafting became avail-
able for use in large defects and was particularly useful 
for symphyseal cases.  He uses a fibular graft usually.   
Osteoradionecrosis can be a problem in radiated cases.  
He showed a case of a squamous cell lesion using VBG 
and stereolithic modeling and mirror imaging.

Now in 2016 computer imaging and models can 
allow implants to be placed in the graft prior to mov-
ing it to the surgical site.  

Dr. Ord finished by stating that as our 
techniques and instruments develop we will again 
evolve our surgeries in the future just as we have 
done in the past.  

WFHS Business meeting
Dr. Anthony Pavone conducted the 
meeting. The Board positions for 2018 
will remain the same as in 2017.  

A motion to move the meeting to the 
Spring time was defeated.   A motion 
to keep the meeting on Veterans Day 
weekend was passed.

Discussion was made about moving 
to another venue; this will be pursued.   

Treasurer’s report was made; there 
was little activity since the June 30th 
report.  We continue to be financially 
viable, but our expenses have gone up 
and need to be watched.   

RECOGNITION OF 
WFHS SPONSORS

We have been very fortunate to have 
received financial help from two very 
reputable companies that service the 
OMFS practicioners; NobelBiocare 
which is a pre-eminent company in the 
field of implantology is our signature 
sponsor.   We have also been supported 
by the Stryker Company which has been 
a major supplier of fixation and alloplas-
tic replacement hardware.  We thank 
both these fine companies for their help.  

WFHS WEB SITE
The williamfharrigansociety.org web 
site is currently down but we are work-
ing with a new web site manager to get 
it up again.  Please bear with us.

The list for nominees for the 2018 
Harrigan Award was reviewed and  
Dr. Tiwana, an expert in pediatric 
anesthesia, was added.  Further 
suggestions are welcomed.  The Board  
will vote in early February.  

NOMINATIONS LIST
BJ Costello

Rui Fernandez
 Ramon Ruiz
 Sandy Rather
Brett Ferguson

Dan Orr
Dave Batante

Stuart Liehlich
Paul Tiwana
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ALAN SEMANHOFF, DMD FROM NUMC gave a 
case of condylar resorption due to neoplasm in a 34 
y/o male who presented with a lesion on the right 

condyle with deviation of the midline to the left and open 
bite posteriorly.   He had a class III malocclusion with 
cross bite and 35 mm of opening and pain on function.  
The prognathism was exaggerated by a slightly retrog-
nathic maxilla.  CT scan showed a fairly normal right con-
dyle with a dense lesion on the medial aspect extending 
to the zygomatic arch.  While it was clear that there was a 
neoplasm, it was not clear whether it was malignant or not.  
Because of the proximity of the condyle to the Maxillary 
Artery, angiography was done and embolization was per-

formed with care not 
to block the ophthal-
mic vessels (there 
was normal collateral 
circulation).  

The treatment 
plan was to do a 
right condylectomy 
and coronoidectomy  
using gigs formed 
from the CT scan to 
direct sectioning and 

to make a prosthetic allogenic condyle as well as to replace 
the coronoid process.  A le Forte I was done to advance 
the maxilla and then sagittal mandibular splits followed by 
insertion of the prosthetic condyle and the coronoid arch.   
It was stressed that seating of the condyle is critical.

The pathology report was a benign osteoma(or 
hyperplasia).

Questions included the prognosis for the prosthetic 
condyle and the benefits and risks of allogenic prostheses 
versus autogenous replacement or even using the posterior 
ramus as a replacement for the removed condyle.

Dr. Robert Hanna, DDS from Montefiore presented a 
case of mandibular reconstruction for deformity second-
ary to amniotic band syndrome which is posited to be due 
to in-utero constriction due to amniotic rupture in-utero 
with subsequent fibrous band constriction of the devel-
oping fetus.  This was a complicated case of a 19 y/o 
female whom had had a trach done in her first few years 
and then a maxillary osteotomy as well as mandibular dis-
traction.    She presented with severely restricted opening, 

Residents’ Case Presentations
multiple missing and 
carious teeth and sev-
eral embedded teeth 
as well as hypoplastic 
condyles and severe 
retrognathia and open 
bite.

It was thought 
that the cranial base 
was intact and that 
the dystrophic man-
dibular remnants were restricting movement.  The first 
stage of treatment was to remove the dystrophic bone and 
the carious teeth and then to create new glenoid fossae.   
Using stints and surgical guides and keeping the remain-
ing condylar fragments, the dystrophic bone was removed 
and alloplastic prostheses were placed to create new con-
dyles and fossae.  Unfortunately the prostheses did not fit 
as planned and had to be revised.  The planned mandibu-
lar projection was not obtained(soft tissue cover was not 
adequate) and there was insufficient mandibular bone for 
implants.  

Comments included questions concerning the fate of 
these alloplastic prosthesis placed against the cranial floor.   
Using the remaining condyles(which were functioning) 
and using alloplastic material distal to them was sug-
gested.   It was agreed that the initial surgery done in her 
chilldhood was inadequate.   Distraction of the mandible 
was suggested.  Augmentation of the mandible with vas-

cularized grafts was 
also suggested.  Long 
term scarring with 
subsequent lack of 
soft tissue was noted.  

Dr. Lee Kojanis, 
DDS from NYU/
Bellevue presented 
a case of a 27 y/o 
female with an open 
bite and a progressive 

retrusion of her chin post orthodontia giving her a class II 
facial deformity, lip incompetence, open bite, decreased 
lower facial height and bilateral TMJ pain.  Xrays showed 
flattened condyles with decreased joint space.  She had a 
steep occlusal plane with retrognathia and snoring. 

BRIAN ALPERT, FORMER HARRIGAN 
AWARD WINNER and Chairman of OMFS 
at Louisville gave a far ranging review 

of changes in orthognathic surgery during his 
career.  While techniques were taught differently 
in different institutions and personal preference 
differed, OGS is now largely back where it started 
in teaching centers, due mostly to the changes in 
insurance coverage.  Most developmental facial 
deformities(DFD) are really esthetic problems 
rather that functional.  New developments such 
as rigid fixation and computer modeling have  
improved our surgeries.  Factors to be considered 
include nasal profile, lip line, malar eminences, 
submental profile, relapse tendency, and morbidity.

Dr. Alpert charted the history of OGS 
from closed subcondylar osteotomy, to body 
osteostomy, extraoral oblique osteotomy, intraoral 
vertical oblique, C and L-osteotomy, sagittal 
splits, genioplasty, subapical osteotomy, maxillary 
segmental osteotomies and LeFort fracturing of 
the maxilla.

He spent some time discussing treatment 
planning and pushed using a problem oriented 
approach to planning your surgery.  He likes to 

Dr. Brian Alpert

use articulated models and staged splints to guide 
the surgery.  

He cautioned against the use of dis-impaction 
forceps and the tendency for nasal intubation to 
distort the lip line and soft tissue drape.  He also 
is against using rigid fixation of the sinus walls.  
He prefers bicortical screws over plating.  He 
likes to avoid IMF if the occlusion is good and the 
TMJs are relaxed and in anatomical position.   He 
concluded by stating that there is a high recurrence 
rate in cases using distraction techniques.

The diagnosis was condylar resorption with open bite 
and airway impingement.   She tested negatively for 
rheumatoid factor as well as autoimmune activity, and 
her Vitamin D level was WNL.  Her serial bone scans 
showed rapid uptake in her TMJs which diminished over 
the last two years.  There was no history of trauma.  The 
diagnosis was idiopathic condylar resorption (currently 
inactive).   The possible role of estrogen levels associ-
ated with birth control medications was noted.  Studies 
suggest that if the resorption is not active for 2 years or 

more, joint replacement can be done. 
Treatment included bilateral condylectomies with 

alloplastic replacement, and maxillary le Fort surgery, and 
genioplasty.  The maxillary surgery was done first.

Comments included questions as to long term prog-
nosis and, again, the choice of alloplastic replacement.  
Comment was made that stripping of the temporalis 
insertion leads to lack of lateral mandibular function.  
Also, a wider incision may aid in proper placement of 
the condyles.

Residents’ Case Presentations cont.


