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Abstract

Introduction: Functional and aesthetic reconstruction of anatomic defects following ablative
surgery is crucial for the successful treatment in current patients with head and neck pathology.
The overall patient rehabilitation and postoperative quality of life should guide the reconstruction
decisions and choices. Locoregional tissue transfer or free composite tissue transfer from distant
sites, has provided with a variety of options for accomplishing these goals.

Methods: We provide a comprehensive review of the existing literature for available reconstructive
algorithms, in addition to our experience in repairing surgical defects following ablative surgery in
the oral/ head and neck area using such algorithms. Main advantages and limitations of its technique
are also discussed in detail.

Results: The type, size and location of every individual defect requiring reconstruction guide the
reconstruction available options. The current trend is to prefer local or regional flap, keeping the
free tissue transfer for specific difficult to repair cases.

Conclusion: Today, meeting oral cancer patients' reconstructive expectations after tumour resection
process involves is a challenge for the current reconstructive head and neck surgeons. With various
reconstructive options available, it is crucial for the patient’s post-surgery quality to adapt the most
proper technique that meets the unique demands of each case.

Keywords: Reconstruction; Guidelines; Algorithm’s; Oral cancer; Local flaps; Regional flaps;
Free flaps

Introduction

The impact of head and neck cancer ablative surgery can be devastated for patients’
postoperative quality of life. Appropriate aesthetic and functional reconstruction of the arising
defect is highly required for postoperative rehabilitation. Depending on its extent and location,
the ablative defect may include mucosal lining, underneath soft tissues or bony framework, in any
combination. Ideally, any loss of tissue should be replaced by tissue of the same type, to achieve
the best possible aesthetic and functional reconstructive outcome [1,2]. The reconstructive efforts
are mainly focused in maintaining a close to normal speech, mastication and swallowing ability,
together with an aesthetically acceptable face contouring and appearance of the patient. As primary
closure or secondary healing can only be performed for small defects, more complicated surgical
reconstructive procedures cannot usually be avoided. Skin grafts, local tissue mobilization, regional
flaps and microvascular free tissue transfer are among the available reconstructive alternatives, used
in head and neck region. Ideally, the quality and the magnitude of the transferred tissue should be
planned preoperatively and the current reconstrive algorithms could assist in this direction [3-5].

Materials and Methods

In this article, we aim to provide a comprehensive review of the available reconstructive
algorithms for various ablative defects in oral cavity, utilizing local, regional or distant tissue transfer.
In addition, we present our experience in repairing ablative defects following such algorithms.

Results

The individual characteristics of each defect (type, size and location) in combination with the
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patient’s expectations and the surgeon’ s experience, usually guide the
selection of the most proper reconstructive alternative. The current
trend is to prefer local or regional flap, keeping the free tissue transfer
for specific difficult to repair cases.

Discussion

Floor of mouth defects

Small, superficial floor of mouth defects, of less than 1.0 cm,
consisted of mucosal lining and/or underlying soft tissues, without
communication with neck or any involvement of the tongue, could
be easily managed with primary closure. More extensive defects,
calculated from 1.0 cm to 2.0 cm or defects with tongue, that are more
likely to lead in unacceptable functional incompetence, skin grafts or
allograft materials should be strongly considered. Split thickness skin
grafts provide skin of the desired quality and in adequate volume for
covering these defects and should be the surgeons first choice [6,7].

For large (more than 2 cm in diameter) floor of mouth defects,
that may be extended to the neck or have significant tongue or
mandibular (marginal mandibulectomy) involvement, the utilization
of regional fasciocutaneous flap such us submental or nasolabial flap,
seems to be the most optimal reconstructive choice [8,9]. The radial
forearm and the lateral arm free flap are also a reliable alternative for
more extensive defects that could not be easily covered with regional
flaps. The thin and pliable skin of the forearm can be drape over the
contours of oral cavity with excellent functional results. These flap
offers several advantages, including adequate blood supply by a long
and large pedicle, negligible donor-site morbidity combined with easy
donor-site management and simultaneous flap harvest, as there is no
need for changing patient’ s position during the operation [10,11].

Tongue defects

The reconstructive effort of any tongue defect aims to maintain
a close to normal tongue mobility and minimize any postoperative
speech or swallowing incompetence. For small-to-medium tongue
defects, that not extended beyond the 1/3rd of the tongue, can
usually be successfully managed by primary closure. Skin grafts or
allograft materials are also among the primary reconstructive choices,
especially for defects close to 1/3" of the total tongue volume.
Secondary intention healing should be avoided, as may lead to tongue
dysfunction [1,12].

Reconstruction of medium-to-large size tongue defects, extended
from the 1/3* to 2/3 of the tongue, with minimal or without
communication with the neck, should be preferable attempt by
utilizing a fasciocutaneous radial forearm free flap. The radial forearm
free flap provides tissue of the desired thickness and surface lining
for tongue reconstruction. A neurosensory fasciocutaneous design of
this flap could also be considered if the hypoglossal nerve supply has
remained intact [13,14].

When the ablative defect extends more than the 2/3rds of the
total tongue volume or has significant communication with the
neck, the radial forearm flap may not always provide sufficient soft
tissue coverage to obliterate the dead space, and this may lead to a
subsequent orocervical fistula. The anterolateral thin myocutaneous
flap should then be the main reconstructive alternative [15]. Large,
composite intraoral defects, following the simultaneous performance
of near-total glossectomy and hemimandibulectomy, should be
preferable managed with free fibula osseomyocuteneous flap. The free
fibula flap could transfer to the recipient site adequate vascularized
bone graft in conjunction with large and reliable skin paddle, giving

us the ability to successfully close these defects. A combination of
a radial or anterolateral thin flap with an osseomyocuteneous free
fibula flap should be strongly considered if the defect extents to
oropharyngeal region or a there is a significant risk in limited tongue
mobility [14,15].

Mandible defects

The reconstructive options for the management of mandibular
ablative defects have significantly evolved over the last years, due
to important innovations in instrumentation and virtual planning
technology. The principal objectives of mandible reconstruction
are divided into functional, anatomic and aesthetic. The functional
reconstruction efforts focus on maintaining the speech, mastication
and deglutition competence, as close to normal as possible. The
replacement of the missing bone framework and the preservation
of the mandible inter-arch distance and alignment are the main
anatomic objectives. The efforts of aesthetic reconstruction are
focused on acceptably restoring the facial contouring and symmetry
[16,17].

Marginal resection mandibular defects could usually be managed
with regional flaps like Facial Artery Musculo Mucosal (FAMM),
submental or nasolabial flaps [8,18,19]. The decision between these
three most used alternatives is basically depends on the location of the
defect. Buccal Fat Pad (BFP) flap is also a reliable and easy to harvest
alternative for posterior marginal mandible defects [20].

When a segmental mandibulectomy is required for adequate
oncologic control of the primary the reconstructive effort is mainly
focused on replacing the loss of the bone framework. The utilization
of autogenous non-vascularized bone graft is not considered as a
reliable option even for small defects, as its nutrient supply by the
surrounding tissues would be adversely affected by the subsequent
postoperative radiotherapy [21]. The vascularized free fibula bone
graft is widely accepted as the most reliable reconstructive option
after segmental mandibulectomy. The fibula provides an unlimited
available length, up to 40 cm, well vascularized bone by the peroneal
artery, which could span even the entire length of the mandible
[16,17]. Fibula could also reliably tolerate multiple osteotomies,
without risking the viability of the flap, due to its secondary arterial
supply from the periosteal branches. This is significantly important
for the management of most of the mandibular defect, as the
transferred bone would usually need to be appropriate configured to
adapt to the shape of the recipient site. In case of composite mandible
ablative defects, the free fibula osseomyocuteneous flap also offers
a large and reliable skin paddle, that could also cover mucosa and
soft tissue defects in conjunction with mandible bone reconstruction
[4,22-24]. Additionally, the excellent bone quality of the fibula is
proper for implementation procedures, with a high osseointegration
success rate. It can be used implants of 4.3 mm or 3.5 mm in diameter
and 13 mm long. Successful osseointegration has been described,
even when the dental implants are inserted in the fibular bone during
the harvesting procedure [25].

Although donor-site morbidity is relatively low, and patients are
usually able to resume normal ambulatory activities postoperatively,
they might be serious if they should occur [17]. The Deep Circumflex
Iliac Artery (DCIA) bone flap provides a thick and strong bone
graft, and it could be a reliable alternative for segmental mandible
defects up to 14 cm in length [26,27]. The scapula free flap, even
though it provides an extensive bone graft, has limited indications
in mandible defects management, as it is barely adequate for dental
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implant osseointegration procedures [28]. In elderly or poor-risk
patients, where major reconstructive procedures would be inhibitory
or useless, the deltopectoral or the pectoralis major flap should be the
primary reconstructive choice, despite the functional incompetence
and long-term deformity [29].

Maxillary defects

Maxillary defects, following malignant tumour resection, could
lead to significant facial deformity and functional incompetence,
associated with oro-nasal and/or oro-sinus communication. Proper
reconstruction of the ablative defect is thus important to maintain
an acceptable postoperative quality of life. Clinical experience has
resulted in the general agreement that local or regional flaps should
be preferred for the restoration of defects within the maxillofacial
region whenever possible, as their performance is associated with
less complications, shorter intraoperative time and less donor site
deformity in comparison with microvascular free tissue transfer
procedures [3,30].

Local flaps, including palatal mucoperiosteal, buccinator
myomucosal flaps or buccal fat pad flaps, could only be used for
small size maxillary or palatal defects with minimal oro-antral fistula,
because of their random blood supply and the fact that their width-
to-length ratio cannot be more than 1:2 and could only be used for
small size maxillary or palatal defects with minimal oro-antral fistula
[20,31]. On the other, hand regional flaps are in general more reliable
due to their axial blood supply by an identifiable vascular pedicle.
The width-to-length ratio of a regional flap can thus be as much as
1:5 without risking its viability. The temporalis myofascial flap and
the Facial Artery Musculo Mucosal (FAMM) island flap are the most
used techniques for medium and medium-to-large, low maxillectomy
defects, involving the alveolus and antral walls, and high maxillectomy
defects that not involve the orbital floor [18,19,32,33]. Radial forearm
myocutaneous free flap could also be a reliable alternative for high
maxillectomy defects that do not involve the orbital floor [5]. In
case of being medical contraindications for surgical reconstructive
procedures or in poor-risk patients, maxillary restoration could
possible based only on maxillofacial obturator prosthesis’s, especially
when the remained bone fracture is adequate to insure acceptable
stability of the prosthetic constitution [3,32].

The temporalis muscle flap is usually the reconstructive method
of choice for high maxillectomy defects that extend to the orbital
floor, providing adequate tissue for covering, together with a quite
suitable bed for a postoperatively dental prosthesis [32]. For more
extensive or complicated maxillectomy defects, where the use of local
or regional flaps is relative inadequate, reconstructive procedures
should be based on distant tissues transfer [1-3]. The need of a specific
surgical team, the donor site complications and the unavoidable
prolongation of the operative time and hospital stay remain their
major disadvantages. Free fibula osseomyocuteneous flap, DCIA free
flap, scapula free flap and vascularized iliac crest are among the most
preferred reconstructive options [3,26-28,34,35].

Conclusion

The functional and aesthetic reconstruction of the surgical
defects following major oncologic operations presents a challenge
for the current head and neck reconstructive surgeon, as patients’
expectations for postoperative rehabilitation and quality of life are
higher than before. With various reconstructive options available, the
reconstructive surgeon should be able to choose and adapt the most

proper technique that meets the unique demands of each defect. The
use of local or regional flaps should be preferred, when possible, while
free tissue transfer should be the reconstructive method of choice for
major and complicated ablative defects within the head and neck
region.

References

1. Quadri P, McMullen C. Oral cavity reconstruction. Otolaryngol Clin
North Am. 2023;56(4):671-686.

2. Cordeiro P, Santamaria E. A Classification System and Algorithm for
Reconstruction of Maxillectomy and Midfacial Defects. Plast Reconstr
Surg 2002;10(7)5:2331-46.

3. Brown J, Shaw R. Reconstruction of the maxilla and midface: introducing
a new classification. Lancet Oncol. 2010;11(10):1001-8.

4. Eckardt, A, Meyer A, Laas U, Hausamen JE. Reconstruction of defects in
the head and neck with free flaps: 20-year experience. Br ] Oral Maxillofac
Surg. 2007;45:11-15.

5. Faria ], Rodrigues M, Scopel G, Kowalski L, Ferreira M. The versatility of
free lateral arm flap in head and neck soft tissue reconstruction: clinical
experience of 210 cases. ] Plast Reconst Aesth Surg. 2008;61(2):172-9.

6. Qureshi S, Chaukar D, Dcruz A. Simple technique of securing intraoral
skin grafts. ] Surg Oncol. 2005;89(2):102-3.

7. Larson A, Han M, Webb K, Ochoa E, Stanford-Moore G, El-Sayed IH, et
al. Patient-Reported Outcomes of Split-Thickness Skin Grafts for Floor
of Mouth Cancer Reconstruction. ORL ] Otorhinolaryngol Relat Spec.
2021;83(3):151-8.

8. Hu S, Fan C, Pecchia B, Rosenberg JD. Submental island flap vs free tissue
transfer in oral cavity reconstruction: Systematic review and meta-analysis.
Head Neck. 2020;42(8):2155-64.

9. Patel AA, Cheng A. The Nasolabial Flap. Atlas Oral Maxillofac Surg Clin
North Am. 2020;28(1):7-12.

10. Napolitano M, Mast BA. The nasolabial flap revisited as an adjunct to
floor-of-mouth reconstruction. Ann Plast Surg. 2001;46(3):265-8.

11. Santamaria E, Granados M, Barrera- Franco JL. Radial forearm free tissue
transfer for head and neck reconstruction: Versatility and reliability of a
single donor site. Microsurgery. 2000;20(4):195-201.

12. Cortina LE, Moverman DJ, Zhao Y, Goss D, Zenga ], Puram SV, et al
Functional considerations between flap and non-flap reconstruction in
oral tongue cancer: A systematic review. Oral Oncol. 2023;147:106596.

13. Jeng SF, Kuo YR, Wei FC, An PC, Su CY, Chien CY. Free radial forearm
flap with adipofascial tissue extension for reconstruction of oral cancer
defect. Ann Plast Surg. 2002;49:151-5.

14. Kuriakose MA, Loree TR, Spies A, Meyers S, Hicks WL, et al. Sensate
radial forearm free flaps in tongue reconstruction. Jr.Arch Otolaryngol
Head Neck Surg. 2001;127(12):1463-6.

15. Chen H, Zhou N, Huang X, Song S. Comparison of morbidity after
reconstruction of tongue defects with an anterolateral thigh cutaneous
flap compared with a radial forearm free flap: a meta-analysis. Br ] Oral
Maxillofac Surg. 2016;54(10):1095-1101.

16. Markiewicz MR, Melville JC, Fernandes RP. Reconstruction of the
Mandible. Atlas Oral Maxillofac Surg Clin North Am. 2023; 31(2):xiii-xiv.

17.Disa JJ, Cordeiro PG. Mandible reconstruction with microvascular
surgery. Semin Surg Oncol. 2000; 19(3):226-34.

18. Ayad T, Xie L. Facial artery musculomucosal flap in head and neck
reconstruction: A systematic review. 2015; 37(9):1375-86.

19. Khismatrao VN, Popat SP, Sharma P, Gupta A. Versatility of Facial Artery
Musculomucosal (FAMM) Flap for Reconstruction of Oral Cavity Defects.
J Maxillofac Oral Surg. 2023;22:44-50.

Remedy Publications LLC., | http://clinicsinsurgery.com/

2026 | Volume 10 | Article 3737


https://pubmed.ncbi.nlm.nih.gov/37164898/
https://pubmed.ncbi.nlm.nih.gov/37164898/
https://pubmed.ncbi.nlm.nih.gov/10845285/
https://pubmed.ncbi.nlm.nih.gov/10845285/
https://pubmed.ncbi.nlm.nih.gov/10845285/
https://pubmed.ncbi.nlm.nih.gov/20932492/
https://pubmed.ncbi.nlm.nih.gov/20932492/
https://pubmed.ncbi.nlm.nih.gov/16464523/
https://pubmed.ncbi.nlm.nih.gov/16464523/
https://pubmed.ncbi.nlm.nih.gov/16464523/
https://pubmed.ncbi.nlm.nih.gov/18042444/
https://pubmed.ncbi.nlm.nih.gov/18042444/
https://pubmed.ncbi.nlm.nih.gov/18042444/
https://pubmed.ncbi.nlm.nih.gov/15660369/
https://pubmed.ncbi.nlm.nih.gov/15660369/
https://pubmed.ncbi.nlm.nih.gov/33582667/
https://pubmed.ncbi.nlm.nih.gov/33582667/
https://pubmed.ncbi.nlm.nih.gov/33582667/
https://pubmed.ncbi.nlm.nih.gov/33582667/
https://pubmed.ncbi.nlm.nih.gov/32092220/
https://pubmed.ncbi.nlm.nih.gov/32092220/
https://pubmed.ncbi.nlm.nih.gov/32092220/
https://pubmed.ncbi.nlm.nih.gov/32008710/
https://pubmed.ncbi.nlm.nih.gov/32008710/
https://pubmed.ncbi.nlm.nih.gov/11293518/
https://pubmed.ncbi.nlm.nih.gov/11293518/
https://pubmed.ncbi.nlm.nih.gov/10980521/
https://pubmed.ncbi.nlm.nih.gov/10980521/
https://pubmed.ncbi.nlm.nih.gov/10980521/
https://pubmed.ncbi.nlm.nih.gov/37839153/
https://pubmed.ncbi.nlm.nih.gov/37839153/
https://pubmed.ncbi.nlm.nih.gov/37839153/
https://biomaterialdatabase.com/search/publications/12187342
https://biomaterialdatabase.com/search/publications/12187342
https://biomaterialdatabase.com/search/publications/12187342
https://pubmed.ncbi.nlm.nih.gov/11735815/
https://pubmed.ncbi.nlm.nih.gov/11735815/
https://pubmed.ncbi.nlm.nih.gov/11735815/
https://pubmed.ncbi.nlm.nih.gov/27516163/
https://pubmed.ncbi.nlm.nih.gov/27516163/
https://pubmed.ncbi.nlm.nih.gov/27516163/
https://pubmed.ncbi.nlm.nih.gov/27516163/
https://pubmed.ncbi.nlm.nih.gov/37500205/
https://pubmed.ncbi.nlm.nih.gov/37500205/
https://pubmed.ncbi.nlm.nih.gov/11135479/
https://pubmed.ncbi.nlm.nih.gov/11135479/
https://pubmed.ncbi.nlm.nih.gov/24798986/
https://pubmed.ncbi.nlm.nih.gov/24798986/
https://pubmed.ncbi.nlm.nih.gov/37041950/
https://pubmed.ncbi.nlm.nih.gov/37041950/
https://pubmed.ncbi.nlm.nih.gov/37041950/

Chatzistefanou |, et al.

Clinics in Surgery - Oral and Maxillofacial Surgery

20.

21

22.

23.

24.

25.

26.

27.

Kim MK, Han W, Kim SG. The use of the buccal fat pad flap for oral
reconstruction. Maxillofac Plast Reconstr Surg. 2017; 25;39(1):5.

. Kummoona R. Reconstruction of the Mandible by Bone Graft and Metal

Prosthesis. ] Craniofac Surg. 2009;20:1100-1107.

Brown J, Magennis P, Rogers S, Cawood J, Howell R, Vaughan E. Trends
in head and neck microvascular reconstructive surgery in Liverpool
(1992-2001). Br J Oral Maxillofacial Surg. 2006; 44:364-370.

Deleyiannis F, Rogers C, Ferris R, Lai S, Kim S, Johnson J. Reconstruction
of the Through-and-Through Anterior Mandilbulectomy Defect:
Indications and Limitations of the Double-Skin Paddle Fibular Free Flap.
Laryngoscope. 2008;118:1329-34.

Kim E, Evangelista M, Evans G. Use of free tissue transfer in head and neck
reconstruction. J Craniofac Surg. 2008;19:1577-82.

Ferrari S, Bianchi B, Savi A, Poli T, Multinu A, Balestreri A, et al. Fibula Free
Flap with Endosseous Implants for Reconstructing a Resected Mandible in
Bisphosphonate Osteonecrosis. ] Oral Maxillofac Surg. 2008;66:999-1003.

Chandra SR, Morlandt A, Ying Y, Rana M, Acero J, Parmar S. Deep
Circumflex Iliac Artery-Based Composite Flap or Vascularized Iliac Crest
Flap. Atlas Oral Maxillofac Surg Clin North Am. 2023; 31(2):113-120.

Kim HS, Kim BC, Kim HJ, Kim HJ. Anatomical basis of the deep circumflex
iliac artery flap. J Craniofac Surg. 2013;24(2):605-9.

28.

29.

30.

31.

32.

33.

34.

35.

Blumberg JM, Walker P, Johnson S, Johnson B, Yu E, Lacasse MC, et
al. Mandibular reconstruction with the scapula tip free flap. Head Neck.
2019;41(7):2353-58.

Hwang K. The Origins of Deltopectoral Flaps and the Pectoralis Major
Myocutaneous Flap. ] Craniofac Surg. 2016;27(7):1845-48.

Spence R. An Algorithm for Total and Subtotal Facial Reconstruction
Using an Expanded Transposition Flap: A 20-Year Experience. Plast
Reconstr Surg. 2008;121(3):795-805.

Jamali JA. Palatal flap. Oral Maxillofac Surg Clin North Am. 2014;26(3):305-
11.

Michaelidis I, Hatzistefanou I. Functional and Aesthetic Reconstruction
of Extensive Oral Ablative Defects Using Temporalis Muscle Flap. A Case
Report and a Sort Review. ] Cranio-maxillofac Surg. 2011;39(3):200-5.

Tan O, Atik B, Ergen D. Temporal flap variations for craniofacial
reconstruction. Plast Reconstr Surg. 2007;119(7):152.

Wilkman T, Husso A, Lassus P, Clinical Comparison of Scapular, Fibular,
and Iliac Crest Osseal Free Flaps in Maxillofacial Reconstructions. Scand |
Surg. 2019;108(1):76-82.

Costa H, Zenha H, Sequeira H, Coelho G, Gomes N, Pinto C, et al.
Microsurgical reconstruction of the maxilla: Algorithm and concepts. |
Plast Reconstr Aesthet Surg. 2015; 68(5):¢89-e104.

Remedy Publications LLC., | http://clinicsinsurgery.com/

2026 | Volume 10 | Article 3737


https://pubmed.ncbi.nlm.nih.gov/28286743/
https://pubmed.ncbi.nlm.nih.gov/28286743/
https://pubmed.ncbi.nlm.nih.gov/19521256/
https://pubmed.ncbi.nlm.nih.gov/19521256/
https://pubmed.ncbi.nlm.nih.gov/16169640/
https://pubmed.ncbi.nlm.nih.gov/16169640/
https://pubmed.ncbi.nlm.nih.gov/16169640/
https://pubmed.ncbi.nlm.nih.gov/37500194/
https://pubmed.ncbi.nlm.nih.gov/37500194/
https://pubmed.ncbi.nlm.nih.gov/37500194/
https://pubmed.ncbi.nlm.nih.gov/23524755/
https://pubmed.ncbi.nlm.nih.gov/23524755/
https://pubmed.ncbi.nlm.nih.gov/30869822/
https://pubmed.ncbi.nlm.nih.gov/30869822/
https://pubmed.ncbi.nlm.nih.gov/30869822/
https://pubmed.ncbi.nlm.nih.gov/27763977/
https://pubmed.ncbi.nlm.nih.gov/27763977/
https://pubmed.ncbi.nlm.nih.gov/18317129/
https://pubmed.ncbi.nlm.nih.gov/18317129/
https://pubmed.ncbi.nlm.nih.gov/18317129/
https://pubmed.ncbi.nlm.nih.gov/25086692/
https://pubmed.ncbi.nlm.nih.gov/25086692/
https://pubmed.ncbi.nlm.nih.gov/20488720/
https://pubmed.ncbi.nlm.nih.gov/20488720/
https://pubmed.ncbi.nlm.nih.gov/20488720/
https://pubmed.ncbi.nlm.nih.gov/17519688/
https://pubmed.ncbi.nlm.nih.gov/17519688/
https://pubmed.ncbi.nlm.nih.gov/29732952/
https://pubmed.ncbi.nlm.nih.gov/29732952/
https://pubmed.ncbi.nlm.nih.gov/29732952/
https://pubmed.ncbi.nlm.nih.gov/25778873/
https://pubmed.ncbi.nlm.nih.gov/25778873/
https://pubmed.ncbi.nlm.nih.gov/25778873/

	Title
	Abstract
	Introduction
	Materials and Methods
	Results
	Discussion
	Floor of mouth defects
	Tongue defects
	Mandible defects
	Maxillary defects

	Conclusion
	References

