
163 Locust Fence Road
St. Helena Island, SC 29920

Official Publication of the 
William F. Harrigan Society

Volume 29 • No. 2 • Summer 2019 

Newsletter

Stuart 
LiebLich 

Honored at  
annual Meeting

Stuart E. LiEbLich, DMD . rEcEivED thE 
2019 William F. Harrigan Award at our annual 
dinner  meeting on November 9, 2019.

Dr. Leiblich spoke earlier in the day at NYUD. His chosen 
topic was office anesthesia and the title of his talk was 
“Hey, let’s be careful out there” or “Bad day in the office”. 
While it would be daunting to report his whole lecture since 
he covered such a wide range of topics, I will attempt to 
capture some of his key points.  He distinguished between 
the dangers of the sedation versus the dangers of the planned 
procedure.  Five points he emphasized were (1) you should 
stop the procedure if things are going badly, especially with 
outpatient sedation cases; (2) vigilant monitoring is essential; 
(3) you need to hone good skills in practicing OPT sedation; 
(4) you need to train your staff in crises intervention; and (5) 
patient selection is very important (look for risk factors).
While the actual incidence of fatalities with OPT sedation 
are quite rare, the consequences are devastating.  

   Starting with patient evaluation, he stresses taking 
the candidate’s vital signs; taking a good medical and 
surgical history; noting recent health problems; and 

noting medications the patient is taking (more than five 
is worrisome).  He prefers determining the patient’s MET 
status versus the ASA rating.  What is their Metabolic 
Equivalent or their functional capacity?  Ask simple 
questions aimed at this.   Always ask about sleep apnea 
and snoring which are warnings for bad airways.  

   Dr. Lieblich likes to think of the three R’s when talking 
about sedation incidents: (1) readiness: have an organized 
staff and practice incident drills using simulation and the use  
of emergency equipment; (2) recognition: patient 
monitoring both clinically and with monitors; (3) 
reaction: appropriate response. While BLS and ACLS 
are useful, most incidents involve respiratory problems 
rather than cardiac issues.  Hypoventilation and over-
sedation are the usual culprits, with increased CO2 and 
decreased O2.  High fidelity manikins are best but cost 
is an issue.  Team work is critical.  Airway management 
is also critical; he likes one person holding the mask/
chin and one person bagging the patient.   The use of an 
airway devise such as CRM can be helpful.   After an 
incident, debriefing and assessment are indicated.  

2019 business Meeting  President Scott Fauvell presided.
1. Treasurer’s report: The treasury has improved since last year 
with approximately $27K in our account. Dr. Williams reported 
that the Cozzi Fund had roughly $25K in account. There is $2.5 K 
owed from the Society account to the Cozzi account and we 
have roughly $3K still outstanding for the Harrigan account.
2. Dr. Lee Kojanis and Dr. Pat Nolan were duly nominated,  
seconded, and approved respectively for secretary and member-
at-large Board positions.
3. Nominees for the 2010 Harrigan Award were solicited. Dr. 
Bill Nelson was nominated to the list of candidates.Deborah 
Sacco was nominated by Gayle Miranda. Further nominations 
can be made from members until Jan. 31, 2020.
4. Under New business, Larry Herman asked about the Cozzi 
Fund and what was being done with the money in it. Dr. Williams 
said that currently residents are being funded by the AAOMS. 
Discussion occurred about how we would use our funds. It was 
proposed and voted that we try to fund three residents for $1.500 
each for next year.
5. Vasiliki Karlis asked that we consider having breakout 
sessions next year for the residents with some our distinguished 
members. This was endorsed and we will work toward this.
6. The date of the meeting was discussed because of conflicts 
with the present date. We will look into moving it to another 
weekend in Nov. to avoid the NYSOMS meeting.
7. The site for the meeting was discussed. We will investigate 
whether it is feasible to have the meeting at NY/Cornell next year.

8. We are planning for the Newsletter to go digital in the next 
year. We will be asking members to give us their email addresses 
when we send out the dues notice in Feb./March of 2020.
9. It will continue to be uploaded to the website  
<williamfharrigansociety.org>. This will save money.

The following is the slate of officers for 2020:
President: Scott Fauvell
Past President: Anthony Pavone
Vice President: Steve Caldroney
Treasurer: Gayle Miranda and Claudine Cafferata
Secretary: Lee Kojanis
Editor: David Dolan
Cozzi Fund: Tom Williams
Education Director: Claudine Cafferata
Director Emeritus: Carmine Caponigro
Directors at large: Bobby Licul, Dale Misiek, Terry  
Slaughter, Dick Geisler, Hunter Martin, Patrick Nolan, Jario 
Bastidas.

List of Nominees for the Harrigan Award
Rui Fernandez, Ramon Ruiz, Sandy Rather, Dan Orr, Paul 
Tiwana, Myron Tucker, Dan Spagnola, Bill Nelson, Deborah 
Sacco 
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brian WoLf, DMD froM nuMc  gave a presentation 
of a case of repair and reconstruction requiring staged 
corrective surgeries.  Their patient was a 25 y/o female 

referred by an orthodontist.  The patient had surgery in her 
native country with unsatisfactory results.  The patient was in 
good health with NKA.

She displayed a convex profile with a deficient mid-face 
and she was missing #5, 11 and 12.  She also had a transverse 
discrepancy with an edge to edge bite and a shifted midline 
and apertognathia.  She had been under orthodontic care with 
mixed results.  She presented with a psuedo-class III facial 
bone relationship with a retrognathic maxilla and a transverse 
discrepancy.  

   A leForte I osteotomy was done with segmentalization 
of the left posterior maxilla to move the maxilla forward and 
down 3 mm.  The segmentalization was done through the  
#11/12 space.  Subsequently, orthodontia was to correct the 
residual posterior open bite.  The procedure involved a normal 
maxillary osteotomy but the challenge was the segmental 
surgery through the #11 area and then carried posteriorly 
through the mid palate without creating tissue dehiscence and 
too much loss of bone in the #11 area.  (Alternative options 
were to use a SARPE appliance  to spread the palate or to do a 
three piece osteotomy of the palate.)

  The patient recovered from the surgical procedure but was 
still unhappy with the gap in her dentition in the #11 area.  
Six months later, they did a bone graft to the area which was 
deficient in both the horizontal and buccal aspects.  Since the 
patient  did not want any more major surgery, it was elected to 
use Bio-Os which is an engineered bone product.  

   This area was exposed by raising a buccal flap and then a 
screw used in the plating of the previous surgery was removed 
and the grafting material placed and then a membrane was 
placed and secured with a screw.   Subsequently, an implant 
was placed in the area which is now ready to be restored with 
a crown.

   Multiple comments were made by those in the audience.   
Dr. Misiek said you need to graft both the buccal and palatal 
aspects of the defect. He also  prefers other grafting options 
than Bio-Os because it doesn’t resorb.  He commented that 
membrance dehiscence could be a problem; he doesn’t use 
Gortex, but,  rather, plain mesh with antibiotic rinses.  Dr. 
Lieblich suggested using a “Stack” splint in the palate which 
is wired in for 6 to 8 weeks.  Dr. Bussard prefers using a block 
graft to the void left by the segmental surgery.   Dr. Thomas 
prefers to graft the original osteotomy defect to prevent 
contracture of the soft tissue.   Dr. Bastidas advised using 
generous flaps to allow full coverage of the grafted area.  

JoSEph YouSEff, DDS, Mba froM MontEfiorE gave 
a case presentation entitled “Sedation”.  It reported a study 
done at their institution on the agent Dexmeditomidine 

or Precedex which is used for anxiolysis, amnesia, anesthesia 
and analgesia.   The study compared this agent with Propofol 

which is a bronchodilator, cardiovascular depressent and is non-
reversible and  Fentanyl which can be reversed  and provides 
analgesia.   Precedex is an alpha2adrenergic agonist.   He noted 
that Propofol is more apt to lead to respiratory incidents and 
more movement during procedures. Precedex is prone to longer 
recovery times and decreases heart rate and blood pressure but 
has less respiratory events.  

   The study was a comparative study between Precedex 
and Propofol.   It was done in a randomized, double blind 
series of cases using two regimens:  (1) propofol, fentanyl 
and midazolam and (2)precedex and midazolam. It recorded 
respiratory events that required intervention, facial expressions 
of the sedated patient, patient cooperation, patient satisfaction, 
surgeon satisfaction, post op recovery time and hemodynamic 
stability.   

  The results showed that Precedex was more stable 
hemodynamically than Propofol. There were more incidents 
of pain on injection with the Precedex. Respiration and Mean 
Arterial Pressure were more stable with Precedex, but it did 
tend to give lower blood pressure. The cost of Precedex is high; 
it costs ten times as much as Propofol but a generic may soon 
be available. Precedex required an infusion pump and is non-
reversible.

   Questions were asked about the respiratory incidents.  
While there were more for the Propofol regimen, the incidents 
were all non-major. Dr. Misiek suggested that frequently the 
problems encountered with sedating patients in the office are 
due to not having adequately deep levels of sedation.  

paSquaLE G. toLoMEo, D.M.D., M.D. froM 
bELLEvuE/nYucD presented a case of autogenous 
fat grafting to an area of irradiated tissue in the lateral 

head and neck in a 54 y/o Hispanic male who had squamous 
cell carcinoma that required resection of the left mandible with 
plating and subsequent radiation. The surgery was complicated 
by a fistula which led to more scarring. The patient presented 
to their service complaining of the residual defect; he wanted 
to look normal. Clinically, there was obvious defect of the left 
face with skin that showed heavy damage from post-surgical 
radiation.  

There were two options proposed: (1) submental flap to the 
left mandible. (this was rejected due to lack of blood supply 
due to vessel ligation during the resection, and subsequent 
radiation); and, (2) autogenous fat grafting to the area.  

   While autogenous fat grafting from subcutaneous sources 
provides a significant amount of stem cells, it can become 
necrotic and also tends to resorption. The second layer of 
subcutaneous fat is critical, but the inner layer is where necrosis 
usually occurs; normally there is a 40 to 50% retention of the 
grafted material, so it is necessary to over graft the defect. The 
stromal cells are critical for the persistence of the graft material 
because they can regenerate. The source of the fat graft material 
is not important. The viability of the fat in the graft is technique 
sensitive. There are three ways to process the fat graft material: 

(1)centrifuging allows retention of higher amounts of stem 
cells;  (2)washing of the graft material using solvents; and (3)
using telfa strips which removes unwanted aqueous and oil 
material but saves stem cells.           

   To obtain the graft, use a liposuction cannula with manual 
pressure inserted via a stab incision. He normally uses the 
abdominal fat layer as his source and uses a stab incision to 
insert the cannula and pinching the abdominal skin to avoid 
perforation.

    To place the graft use a blunt tip canulla. Beware of 
landmarks such as the Facial Nerve and the Mental Nerve.  
The aim is to place the graft material right under the irradiated 
tissue using multilayer injections and  depositing it during 
withdrawal and using digital manipulation to help distribute 
it.  This is called a rigottomy.  

   The patient in this case was treated by obtaining 46 CC 
of fat from his abdomen which was treated with the teflon 
strips and then injected into the deficient area of the left face 
and neck.  Post operatively, the patient should keep the head 
elevated for forty days.  

    This patient showed quite dramatic improvement in his 
appearance.  There will be some swelling and bruising and, 
ultimately,  there will be some loss of graft bulk.  It is common 
to go back and augment the area further.

   Dr. Bertz suggested reducing the unaffected side of the 
face to aid in balancing the profile.  He also said that nerve 
damage limits the desired result.  A question was raised 
about the size of the canulla; it was felt that the larger canulla 
minimalized damage to graft fat cells.   

residents’ Presentations 
For patient selection, Dr. Lieblich limits his sedation to 

patients who are ASA class 1 or 2; age limits are over 12 
and under 60; BMI should be under 30.   The duration of the 
procedure should be considered.  A key thought is the patient’s 
resiliency(how much can they take?) and reserve(how much 
can they stand?)

   Dr.  Liebl ich stressed the importance of pre-
oxygenating the patient; this gives you from 8 to 10 minutes 
of time to intervene in a crisis before O2 levels fall too low 
and CO2 levels rise too high.   Remember that the obese 
patient and the child are more sensitive and you don’t have 
as much time; it may be wise to use shorter term agents with 
these.  Remember that hypoxia leads to tachycardia and then 
hypotension.   Acidosis leads to decreased protein binding 
of drugs and can therefore lead to deeper sedation; with 
increased CO2, the crisis worsens.  

   The indications for emergency drugs were discussed.  He 
advocates having a crash tray which is labeled and dosages 
given with adjustments for children and the patients’ weights.  

     Most respiratory problems can be classified as (1) upper 
airway obstructions which are usually managed with airway 
manipulation and suction; (2) laryngospasm which is usually 
treated with succinyl choline and is more frequently seen 
with Brevital; (3) bronchospasm which is usually treated with 
albuterol but epinephrine can help and should be considered 
early; and (4) acid in the lungs due to reflux or vomiting  
should be managed with positioning the patient to the right 
side and suction with subsequent xray.  Remember that it is 
wiser to stop the procedure if things are deteriorating.  

   Dr. Lieblich went on to discuss sedation in the elderly 
and in the very young and in patients with cardiac disease 
and patients on coagulation regimens. He also spoke about 
patients with severe hepatic disease and such conditions as 
ASHD and marijuana usage. 
You would do well to get a copy of the book  “Anesthesia 
Complications in the Dental Office” which  he co-
authored with Dr. Bosack. Finally, he urged that we all 
consider subscribing and reporting adverse events to  
<www.dentalpatientsafety.org> (fully protected from 
medicolegal or licensing agency discovery) so we can all 
learn from each others events.


