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Abstract: Orthognathic surgery involves correction of functional and often esthetic disharmonies. The purpose of this case report is to 
present the case of a 22 years-old female with class III dentofacial deformity that required orthognathic surgery to treat her 
malocclusion and buccal fat pad excision for optimizing soft-tissue facial contour. Treatment planning involved a counterclockwise 
rotation of the maxilomandibular complex with genioplasty based on digital 3D surgical planning using the Dolphin Imaging® 11.7 3D 
Premium software. Prototyping splints allowed surgical procedures (bilateral sagital mandibular osteotomy associated to a Le fort I 
osteotomy) that corrected position of the gnathic bones. In the same surgical procedure, the buccal fat pad was partially removed for a 
sharp cheek contour giving a slimmer appearance to her face. After 5 months, the patient was reassessed and reported no complaints 
regarding esthetics or function. This case illustrates that a combination of orthognathic surgery and an esthetic procedure can result in a 
stable and harmonious facial as well as occlusal outcomes. 
 
Key words: Orthognathic surgery, occlusal plane, malocclusion, buccal fat pad, aesthetic procedure. 
 

1. Introduction 

Orthognathic surgery aims to correct skeletal and 

dental discrepancies, providing varying degrees of 

changes to facial soft tissues. Currently, surgical 

planning should contemplate symmetry, proportion, 

and, above all, facial harmony [1]. In order to 

maximize the benefits of surgery, however, it may be 

necessary to focus on supporting procedures to 

optimize esthetics [2]. 

In order to optimize facial appearance, orthognathic 

surgery planning should consider which co-operative 

procedures might be indicated. Among the treatments 

for facial esthetics optimization, the following may be 

highlighted: rhinoplasty, V-Y suture for increased 

vermilion exposure of the upper lip, and paranasal 

                                                           
Corresponding author: Daniel Marlière, DDS, MSc, 

research fields: orthognathic surgery. 

filling with alloplastic materials [2]. 

Since 1977 when Egyedi [3] first recommended the 

use of the pedicled buccal fat pad to repair oral defects, 

this flap also has been used for facial aesthetic surgery 

[4, 5]. Rubio-Bueno et al. [6] demonstrated a method of 

manipulating pedicles of the buccal fat pad 

simultaneously with a Le Fort I osteotomy for maxilla 

advancement aiming at obtaining paranasal filling and 

upper labial support in patients with Class III 

malocclusion, thus highlighting the usefulness of such 

combined approach for esthetic refinement. 

Hernández-Alfaro et al. [7] performed a subjective and 

objective three-dimensional evaluation of six patients 

with dentofacial anomalies and bilateral malar 

hypoplasia were managed with simultaneous 

orthognathic surgery and pedicled buccal fat pad 

augmentation. In conclusion, the pedicled buccal fat 

pad technique is a reasonable alternative for malar 
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relation to the lower lip and lower incisors, and such 

parameters should be catered for each patient 

individually. 

Therefore, the balance among the 5 aforementioned 

clinical characteristics described by Parente et al. [16] 

was used in the case presented herein to achieve a 

reasonable esthetic outcome. The patient benefited 

from counterclockwise rotation because the chin 

rotated anteriorly, the angle of the mandibular plane 

decreased, the prominence of the mandibular angles 

increased and the mandibular contour was thereby 

improved. Based on this concept, it is believed that the 

counterclockwise rotation moved the mandibular 

incisors backwards while the chin moved forward, 

probably reducing the actual mandibular retreat and 

thus preserving the pharyngeal airway space (Fig. 2G). 

Esthetic optimization was achieved using partial 

lipectomy of the buccal fat pad (partial removal) 

through the same access window used for the 

mandibular sagittal osteotomy. In general, such 

procedure has been reported as an incision 2 cm above 

or below the parotid duct in the buccal mucosa at the 

level of the second upper molar [8-10]. For 

Rubio-Bueno et al. [6], the buccal fat pad is frequently 

found accidentally during orthognathic surgery. 

Therefore, a new incision was not needed for access to 

the adipose pad and, in addition, greater protection was 

given to the parotid duct, since dissection was 

performed safely below it. 

Partial removal of the buccal fat pad reduces the 

prominence of the cheeks and accentuates the 

zygomatic region, contributing to the zygomatic bone 

contour in the middle third of the face in patients whose 

“chubby cheeks” may conceal this feature [8]. 

According to Matarasso [9], it provides a sculpted 

facial appearance and refines the mandibular contours. 

In order to obtain such an effect, Matarasso [9] 

speculatively suggested the removal of up to 3 grams of 

adipose tissue. Hasse and Lemperle [8] suggested the 

loss of 4 to 5 grams, though no scientific evidence has 

been found to support either quantity. It is also worth 

noting that partial removal of the buccal fat pad in the 

immediate postoperative period may be impaired by 

transoperative edema [2]. In spite of that, evaluating 

the facial contour after orthognathic surgery, even with 

possible unpredictability due to slight immediate facial 

edema, was deemed acceptable based on clinical 

judgment and common sense that the adjuvant 

procedure enhanced facial contour refinement (Fig. 

4C-D). 

4. Conclusions 

This case report showed that a stable and harmonic 

result between facial esthetics and occlusion is possible 

to achieve combining orthognathic surgery with partial 

lipectomy of the buccal fat pad.  

Subjectively, simultaneous surgical procedures were 

associated with minimal morbidity and high patient 

satisfaction. It is clear, however, that scientific 

evidence is lacking to minimize possible imprecisions 

of such adjuvant esthetic approach and to ameliorate 

predictability. 
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