Subspecialty Recognition of Maxillofacial Prosthetics
The National Commission on Recognition of Dental Specialties and Certifying Boards (NCRDSCB)
recognizes Prosthodontics as the specialty within dentistry that pertains to esthetic and functional
rehabilitation of missing teeth and associated structures.1 The NCRDSCB is comprised of
representatives from all the recognized advanced dental education programs, an equivalent number of
general dentists, and one public member. The American Dental Association (ADA) Board of Trustees,
as the national sponsoring organization of general dentistry, appoints the general dentists and the public
member. Similarly, the sponsoring organization of each specialty appoints a corresponding
representative. Currently, there are no subspecialties recognized in dentistry; however, the NCRDSCB
is considering support to define a path for such recognition. Maxillofacial prosthetics, which requires
additional subspecialized training within the extensive and complex field of prosthodontics, would
greatly benefit as an officially recognized subspecialty when the process is developed.
The discipline of maxillofacial prosthetics falls under the scope of prosthodontics but includes
additional clinical skills, knowledge, and experience in the rehabilitation of patients who have acquired
and congenital deformities of the head and neck due to cancer, surgery, trauma, or developmental
defects. Fortunately, maxillofacial prosthodontists are key providers in the rehabilitative pathway of
these patients at major cancer centers, trauma centers, hospitals, and in the military. In contrast to
prosthodontists and all other disciplines in dentistry, maxillofacial prosthodontists treat a unique
population of patients with missing or defective craniofacial anatomy through a variety of medically
necessary prostheses and restorative procedures to improve quality of life and normal orofacial
function. The scope of prosthetic services provided by maxillofacial prosthodontists commonly
includes rehabilitation of maxillary, mandibular, palatal, palatovelopharyngeal, tongue, cleft lip and
palate, and facial defects. Common prostheses include obturator prostheses, resection prostheses,
palatal lift prostheses, craniofacial implants, speech aids, surgical stents, radiation devices, trismus
devices, auricular, nasal and orbital prostheses, or a combination thereof.
Head and neck cancers account for 3-4% of all cancers in the United States, and it is estimated that
approximately 65,000 people will develop head and neck cancer in 2020.2 Over the past three decades,
there has been an increased burden of human papilloma virus (HPV) related cancers that affect a much
younger population and likely account for 70% of the oropharyngeal cancers.3,4 Consequently, there is
a growing number of younger survivors who live with long-term morbidities as a result of cancer
treatment with surgery, adaptive radiation, and chemotherapy.
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In addition to rehabilitation of craniofacial defects, maxillofacial prosthodontists play a key role in
managing acute and chronic oral morbidities such as oral mucositis, xerostomia, trismus, dysphagia,
dysgeusia, compromised speech, radiation-induced caries, chronic pain, burning mouth syndrome,
neurotoxicity, and osteoradionecrosis.5,6 Furthermore, as novel drug therapies are introduced for
managing other cancers, such as immunotherapy, multi-drug targeted therapies, anti-resorptive and
anti-angiogenic drugs, maxillofacial prosthodontists are instrumental in evaluating and managing the
oral toxicities as well as rehabilitating patients with catastrophic morbidities such as medication-related
osteonecrosis of the jaw.
Most of the patients with maxillofacial rehabilitation needs struggle daily with essential life functions
such as swallowing, articulation, mastication, as well as self-esteem and body image.7 Nearly 90% of
malignant head and neck cancers result in varying degrees of facial disfigurement or compromised oral
function.8 Although all cancers are life threatening, head and neck cancers also threatens one’s identity,
causing profound psychological trauma.9-11 Patients with head and neck cancer report a heightened
sense of shame and self-consciousness resulting in psychologically destructive stigma, depression,
reduced social functioning, and one of the highest suicide rates amongst cancers. 10, 12-17 Maxillofacial
prosthetic rehabilitation plays a sentinel role in restoring a state of psychosocial and functional
normalcy in these patients.
To manage such unique needs, maxillofacial prosthodontists are trained extensively in craniofacial
reconstruction and rehabilitation, operating room protocols, and coordination with multidisciplinary
care teams to include multispecialty oncologists, surgeons, speech pathologists, radiologists,
anaplastologists, social workers, and other dentists. While residents in a 3-year Commission on Dental
Accreditation (CODA) accredited prosthodontics training program receive preliminary exposure to
maxillofacial prosthetics, it is important to note that maxillofacial prosthodontists take an additional
year of CODA accredited fellowship-based training in the field of maxillofacial prosthetics. CODA
conducts site visits specifically for accreditation of these fellowship programs based on the additional
standards for maxillofacial prosthetics delineated in the CODA prosthodontic standards. 18 The goals of
maxillofacial prosthetics training are to provide in-depth knowledge and competency in clinical skills
pertaining to differential diagnosis, etiology, risk assessment, multidisciplinary treatment, supportive
care, prognosis, treatment sequela, and treatment planning; subsequently, the implementation of preprosthetic, prosthetic, and post-prosthetic management of cranial and orofacial defects. Advancements
in digital technologies, laboratory procedures, and biomaterials used in maxillofacial prosthetics are
also included within the maxillofacial prosthodontist’s area of expertise. The unique skills acquired by
formal education and clinical experience are distinct and essential to achieve optimum patient care for
this niche of patients with more complex maxillofacial rehabilitation needs.
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Today, there are a total of seven CODA accredited maxillofacial prosthetics (civilian and military)
training programs in the United States.18 While a large percentage of treatment for patients with
maxillofacial prosthetic needs are performed at these training centers, access to care can be a challenge
due to travel and financial restraints. The resultant economic impact to the individual and society can be
profound. While head and neck cancers are one of the most expensive tumors to treat, the lack of
adequate rehabilitation and reimbursement is reflected by much higher indirect costs. More than half of
the patients with head and neck cancer without adequate prosthetic rehabilitation indicate a status of
being disabled, and only 48% return to work.19-22 Unemployment, disability insurance, lower wages,
and loss of productivity of patients and caregivers are a few examples of indirect costs. Furthermore,
patients are commonly unable to afford the expenditures of their maxillofacial prosthetic rehabilitation
with ongoing, often financially burdensome, multidisciplinary treatment due to other out-of-pocket
expenses such as travel expenses to geographically distant major cancer treatment centers. Thus, lack of
adequate prosthetic rehabilitation opportunities has inevitable negative societal and economic
consequences.
Access to care for many patients who require maxillofacial prosthetics outside of well-established
medical treatment facilities can be challenging due to the lack of colloquial and formal recognition of
the subspecialized niche of maxillofacial prosthetics. Just as specialty recognition is essential for
outlining practices, the recognition of subspecialties is equally as important to specify the providers’
focused knowledge, experience, and scope of practice. Similar to a surgeon with additional training in
oncologic surgery who is recognized within the medical field as a subspecialist, a recognized
maxillofacial prosthetics subspecialty is of great benefit for patients who are at the core of
multidisciplinary rehabilitation team efforts. Subspecialty status will be ultimately beneficial to patients
for understanding their provider’s precise involvement in the multidisciplinary care team, and more
importantly appropriate recognition by the third party or government (Centers for Medicare and
Medicaid Services) reimbursements. Under the current dental specialties recognition model,
maxillofacial prosthetics has an ad-hoc position within prosthodontics rather than an officially
established subspecialty status.
The current dental specialty recognition does not adequately consider the evolving nature of the
medical profession. Many patients requiring maxillofacial prosthetic services are treated in a medical
necessity pathway with life-essential orofacial prostheses and require financial reimbursement through
medical pathways for the complex skillsets and custom prostheses provided by a maxillofacial
prosthodontist. Routinely, compensation for maxillofacial prosthetics is billed through International
Classification of Diseases version 10 and Current Procedural Terminology (CPT) Medical Codes.
Procedures with listed CPT codes are generally preauthorized and reimbursable, however, maxillofacial
prosthodontists must frequently perform procedures that are not listed or use unlisted maxillofacial
codes that may not be reimbursed as a result. Therefore, reimbursement remains a challenge for
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hospitals, non-hospital-based treatment facilities, and private maxillofacial prosthetics practices, which
is ultimately detrimental to all stakeholders that provide or receive care.
To address reimbursement issues at the national level, the American College of Prosthodontists (ACP)
is sponsoring initiatives via congressional and state-driven advocacy. These efforts are led by members
of the sponsoring sister organization, the American Academy of Maxillofacial Prosthetics (AAMP),
which is the association of prosthodontists that the ACP recognizes to represent the care for patients
with acquired, congenital, and developmental defects of the head and neck. To foster the relationship
between these organizations, an AAMP Past President has a position as the Maxillofacial Director on
the ACP Board of Directors to provide guidance on key subjects and initiatives.
It is the position of the American College of Prosthodontists that the affirmation of maxillofacial
prosthetics as a subspecialty within prosthodontics will emphasize the growing importance of
specialized dental medicine within the medical community. Consequently, this acknowledgement will
enhance referral networks within the dental and medical communities and promote awareness through
advertisement of medical facilities that employ maxillofacial prosthodontists. It further strengthens the
public and professional perception of the medically integrated practice of dentistry and uniqueness of
the specialty of prosthodontics. The subspecialty recognition of maxillofacial prosthetics will truly
bridge medicine and dentistry in achieving common goals in maxillofacial rehabilitation as
distinguished by successful patient outcomes.
Among the twelve specialties that are currently recognized, prosthodontics is uniquely positioned to
allow subspecialization of maxillofacial prosthetics. The official recognition by the National
Commission on Recognition of Dental Specialties and Certifying Boards of this subspecialty is crucial
to advance the cause of maxillofacial prosthetics, to reduce the direct and indirect economic burden of
patients with maxillofacial prosthetic needs, and ultimately to improve access to care for treating a
deserving and challenging patient population.

ACP members may download ACP position statements and may distribute copies to patients and referring dentists.
© Copyright 2020 American College of Prosthodontists. All rights reserved.
211 E. Chicago Ave., Suite 1000, Chicago, IL 60611| TEL: 312-573-1260 | FAX: 312-573-1257 | acp@prosthodontics.org

4

References
1.

Recognized Dental Specialty Certifying Boards. 2019, April 29 [Available from: American Dental Association:
https://www.ada.org/en/ncrdscb.

2.

Society AC. Cancer Facts and Figures 2019. Atlanta; 2019.

3.

Chaturvedi AK, Engels EA, Pfeiffer RM, Hernandez BY, Xiao W, Kim E, et al. Human papillomavirus and rising
oropharyngeal cancer incidence in the United States. J Clin Oncol. 2011;29(32):4294-301.

4.

Saraiya M, Unger ER, Thompson TD, Lynch CF, Hernandez BY, Lyu CW, et al. US assessment of HPV types in
cancers: implications for current and 9-valent HPV vaccines. J Natl Cancer Inst. 2015;107(6):djv086.

5.

Lu H, Zhao Q, Guo J, Zeng B, Yu X, Yu D, et al. Direct radiation-induced effects on dental hard tissue. Radiat Oncol.
2019;14(1):5.

6.

Taylor JC, Terrell JE, Ronis DL, Fowler KE, Bishop C, Lambert MT, et al. Disability in patients with head and neck
cancer. Arch Otolaryngol Head Neck Surg. 2004;130(6):764-9.

7.

Fingeret MC, Teo I, Goettsch K. Body image: a critical psychosocial issue for patients with head and neck cancer. Curr
Oncol Rep. 2015;17(1):422.

8.

Chua KS, Reddy SK, Lee MC, Patt RB. Pain and loss of function in head and neck cancer survivors. J Pain Symptom
Manage. 1999;18(3):193-202.

9.

Callahan C. Facial disfigurement and sense of self in head and neck cancer. Soc Work Health Care. 2004;40(2):73-87.

10. Haisfield-Wolfe ME, McGuire DB, Soeken K, Geiger-Brown J, De Forge BR. Prevalence and correlates of depression
among patients with head and neck cancer: a systematic review of implications for research. Oncol Nurs Forum.
2009;36(3):E107-25.
11. Haman KL. Psychologic distress and head and neck cancer: part 1--review of the literature. J Support Oncol.
2008;6(4):155-63.
12. Allebeck P, Bolund C, Ringback G. Increased suicide rate in cancer patients. A cohort study based on the Swedish
Cancer-Environment Register. J Clin Epidemiol. 1989;42(7):611-6.
13. Chen ML, Chang HK. Physical symptom profiles of depressed and nondepressed patients with cancer. Palliat Med.
2004;18(8):712-8.
14. Lebel S, Castonguay M, Mackness G, Irish J, Bezjak A, Devins GM. The psychosocial impact of stigma in people with
head and neck or lung cancer. Psychooncology. 2013;22(1):140-52.
15. Levi F, Bulliard JL, La Vecchia C. Suicide risk among incident cases of cancer in the Swiss Canton of Vaud. Oncology.
1991;48(1):44-7.
16. Louhivuori KA, Hakama M. Risk of suicide among cancer patients. Am J Epidemiol. 1979;109(1):59-65.
17. Sharma SP. High suicide rate among cancer patients fuels prevention discussions. J Natl Cancer Inst. 2008;100(24):17502.

ACP members may download ACP position statements and may distribute copies to patients and referring dentists.
© Copyright 2020 American College of Prosthodontists. All rights reserved.
211 E. Chicago Ave., Suite 1000, Chicago, IL 60611| TEL: 312-573-1260 | FAX: 312-573-1257 | acp@prosthodontics.org

5

18. Commission on Dental Accreditation. 2019, April 29 [Available from: Commission on Dental Accreditation:
https://www.ada.org/en/coda.
19. Jacobson JJ, Epstein JB, Eichmiller FC, Gibson TB, Carls GS, Vogtmann E, et al. The cost burden of oral, oral
pharyngeal, and salivary gland cancers in three groups: commercial insurance, Medicare, and Medicaid. Head Neck
Oncol. 2012;4:15.
20. Lang K, Menzin J, Earle CC, Jacobson J, Hsu MA. The economic cost of squamous cell cancer of the head and neck:
findings from linked SEER-Medicare data. Arch Otolaryngol Head Neck Surg. 2004;130(11):1269-75.
21. Terrell JE, Nanavati K, Esclamado RM, Bradford CR, Wolf GT. Health impact of head and neck cancer. Otolaryngol
Head Neck Surg. 1999;120(6):852-9.
22. American Cancer Society. Economic Impact of Cancer Atlanta, Georgia2014 [Available from:
http://www.cancer.org/cancer/cancerbasics/economic-impact-of-cancer.
Authors
Akanksha Srivastava, BDS, MSc, MDSc, FACP, FRCD(C)
Michael R. Andersen, DDS, MS, FACP

Date
Approved by ACP Board of Directors: August 2020

Acknowledgements
The authors would like to acknowledge the review and support by:
Dr. Laleh Abdolazadeh, Program Director, Maxillofacial Prosthetics Department, Naval Postgraduate Dental School,
Bethesda, Maryland
Dr. John R. Agar, Professor, Department of Reconstructive Sciences, UConn Health, Farmington, Connecticut
Dr. Susan E. Brackett, Prosthodontist, Implant and Prosthodontic Associates, Oklahoma City, Oklahoma
Dr. Alan B. Carr, Department of Dental Specialties, Mayo Clinic, Rochester, Minnesota
Dr. Mark S. Chambers, Chief, Section of Oncologic Dentistry and Prosthodontics, Department of Head and Neck Surgery,
The University of Texas M.D. Anderson Cancer Center, Houston, Texas
Maj. Hannah E. Colburn, Program Director, Maxillofacial Prosthetics Department, Wilford Hall Medical Center/Lackland
AFB, Lackland AFB, Texas
Dr. Betsy K. Davis, Professor, Department of Otolaryngology, Head and Neck Surgery, College of Medicine, Medical
University of South Carolina, Charleston, South Carolina
Dr. Gerald T. Grant, Chair, Department of Oral Health and Rehabilitation, School of Dentistry, University of Louisville,
Louisville, Kentucky
Dr. Theresa M. Hofstede, Program Director, Section of Oncologic Dentistry and Prosthodontics, Department of Head and
Neck Surgery, The University of Texas M.D. Anderson Cancer Center, Houston, Texas
Dr. Mark C. Hutten, President Elect, American College of Prosthodontists, and Director, Northwestern Memorial Hospital
GPR Program, Chicago, Illinois.
Dr. Jay Jayanetti, Assistant Program Director, Maxillofacial Prosthetics Residency Program, UCLA School of Dentistry,
University of California at Los Angeles, Los Angeles, California
ACP members may download ACP position statements and may distribute copies to patients and referring dentists.
© Copyright 2020 American College of Prosthodontists. All rights reserved.
211 E. Chicago Ave., Suite 1000, Chicago, IL 60611| TEL: 312-573-1260 | FAX: 312-573-1257 | acp@prosthodontics.org

6

Dr. Keith E. Kinderknecht, Director, Advanced Education in Prosthodontics and Interim Director, Maxillofacial Prosthetics,
University of Alabama at Birmingham School of Dentistry, Birmingham, Alabama
Dr. Olivia M. Muller, Program Director, Maxillofacial Prosthetics and Dental Oncology Fellowship, Department of Dental
Specialties, Mayo Clinic, Rochester, Minnesota
Dr. Joseph D. Randazzo, Program Director, Maxillofacial Prosthetics, Dental Service, Department of Surgery, Memorial
Sloan Kettering Cancer Center, New York, New York
Mr. Adam Reshan, Director, Membership Services and Academic Relations, American College of Prosthodontists, Chicago,
Illinois
Dr. Thomas J. Salinas, President Elect, American Academy of Maxillofacial Prosthetics, and Prosthodontist, Department of
Dental Specialties, Mayo Clinic, Rochester, Minnesota
Dr. Arun B. Sharma, President, American Academy of Maxillofacial Prosthetics, and Program Director, Graduate
Prosthodontics, UCSF School of Dentistry, San Francisco, California
Dr. Robert M. Taft, Professor and Department Chair, Department of Comprehensive Dentistry, University of Texas Health
Science Center at San Antonio, San Antonio, Texas

ACP members may download ACP position statements and may distribute copies to patients and referring dentists.
© Copyright 2020 American College of Prosthodontists. All rights reserved.
211 E. Chicago Ave., Suite 1000, Chicago, IL 60611| TEL: 312-573-1260 | FAX: 312-573-1257 | acp@prosthodontics.org

7

