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Aim
In this examination we identify and systemize postoperative risks and problems of orthognatic surgery to define the orthodontist‘s role in
such cases.
Materials (Subjects) and Method
Up to 80 cases of orthognatic surgery are treated in the authors‘ office per annum. Sometimes postoperative problems appear to be evaluated and treated. Is it possible to systemize these risks in a qualitative way and to define the special roles of the orthodontist and the surgeon?
We tried to build a matrix added with a classification in some cases.
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Results
The Matrix of risk management relating to orthognatic surgery is a tripartition one: only orthodontic, combined orthodontic-surgical and only
surgical intervention.
The theoretical view identified the orthodontist as the gatekeeper to initiate the suitable intervention for the patients. The communication among
orthodontist and surgeon is the pre-condition.
Conclusion
In a former survey the main author veryfied the part of the orthodontist as the patients’ essential contact in combined therapy. The systematical look
at the postsurgical risk management proves this role.
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