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When counseling a patient as to whether surgical or prosthetic 
reconstruction is the best option, it is important to remember that the 
goals of reconstruction are to restore both form and function and a 
sucessful result starts when surgeon listen to the patient and thoroughly 
analyzes his expectations [4].

Surgeons always must try to provide our patients with the best 
alternative but sometimes we don´t listen to what rehabilitation 
the patients really want to get, or we too much focused on our own 
technical solutions.

The three main facial features most commonly reconstructed with 
facial prosthetics are the nose, orbit, and ear. 

The ablative surgeon should understand the different concepts in 
of all three locations to comprehend the need of an optimal tissue bed. 
Basic principles for the surgeon to remember when ablative surgery is 
performed are to maintain symmetry of the face, to avoid distorting 
adjacent facial structures when using a primary closure or flap to cover 
a surgical site, to create non-hair-bearing tissues where the prosthesis 
needs to be placed and maintain slightly mobile and healthy tissue for 
the defect site [5].

The success of facial prosthetic rehabilitation depends on the 
surgeon’s commitment to following prosthodontic guidelines during 
the ablative and reconstructive procedures. The team approach is the 
best way to achieve optimal rehabilitative results.
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Facial defects can result from trauma, ablative surgery for neoplastic 
processes or congenital malformations. Correction of such defects goes 
far beyond aesthetic considerations so the choice between the surgical 
reconstruction and prosthetic restoration of large defects remains 
a difficult one and depends on the size and etiology of the defect as 
well as on the wish and condition of the patient [1]. Reconstruction 
of facial defects is a difficult challenge and up to the present, on the 
cusp of new transplant era, surgeons must not forget the possibility of 
prosthodontic restoration. 

Surgeons are limited by the availability of tissue, the compromised 
local vascular bed, the need for periodic oncological control and 
physical condition of the patient. When surgical reconstruction is not 
possible for patients with facial deformities, the choice of treatment 
is prosthetic rehabilitation. However, facial prosthetics are often not 
considered as a reconstructive option because the patient and surgeon 
alike are not familiar with their application [2]. 

Although surgery can correct the majority of defects, it may fall 
short of patient’s expectations. It is important for the reconstructive 
surgeon to be able to accurately advise and explain the patient’s 
reconstructive options both in terms of surgery and prosthetics.

These prostheses are retained with adhesives, tissue undercuts, or 
in some cases with extraoral osseointegrated implants. The aesthetic 
result depends on the amount of tissue removed, type of reconstruction, 
morbidity of multimodality adjunctive treatment, and the physical 
characteristics of the supporting tissue available to retain the prosthesis. 

Facial prosthetics has expanded over time as improvement in 
surgical techniques and materials developed. Anaplastology is the art 
and science of creating artificial anatomy.

The process is relatively inexpensive, allows for periodic evaluation 
and cleaning of the surgical site, and is an alternative to surgery in 
unsuitable candidates. The fabrication process is relatively short, and 
unlike the surgeon, the anaplastologist has complete control of the 
color, shape, and position of the prosthesis. Disadvantages include 
possible irritation of the tissue site, the need for periodic remakes, and 
reliance on adhesives or some other form of retention. Furthermore, 
the patient may view the prosthesis as a mask and not a part of his or 
her body [3].
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