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Foreword


Following World War II, an era of specialization among health care professionals ensued. In dentistry, medicine, and surgery, specialists were trained to keep pace with the rapidly growing body of knowledge that evolved from new developments in diagnosis, treatment methods, instrumentation, materials, and technology. As a subspecialty area of the recognized dental specialty prosthodontics, maxillofacial prosthetics has become an essential patient-care link between dentistry and surgery.


Because patient populations and life expectancy have increased, the need for maxillofacial prosthetic services has also grown. While much of this treatment must necessarily be provided in hospital settings, the technology and economic aspects of patient care have altered previous traditional approaches to its provision. Having undergone some evolutionary change, the principles, concepts, and practices applicable to prosthodontic treatment still constitute the fundamental basis for sound maxillofacial prosthetic therapy. The underlying intent of this book, as succinctly expressed by the author in his preface, reflects cognizance of those factors and endeavors to facilitate their application by whomever and wherever the services are being provided.


To enunciate the scope of prosthodontic procedures and techniques involved in maxillofacial treatment, an impressive roster of contributors has been assembled. All have acknowledged expertise and broad experience in clinical practice. Detail and depth of information related to the clinical application of specific topics addressed in the book chapters should enable the interested reader to appropriately treat or refer the potential patient for needed services.


This work provides a logical collection and elucidation of pertinent intra- and extraoral subject matter as an excellent current reference resource and addition to the maxillofacial prosthetic literature.


William R. Laney, DMD, MS


Professor Emeritus
Department of Dentistry
Mayo Clinic–Mayo Medical School
Rochester, Minnesota




Preface


The subspecialty of maxillofacial prosthetics currently finds itself experiencing more change than at any other time over the past 50 years of its recognized existence. Advances in surgical and therapeutic modalities for the treatment of patients with head and neck malignancy, post–tumor therapy surgical reconstruction, and congenital and developmental defects have challenged traditional prosthodontic principles for the management of the many patients needing our services. The ranks of those providing traditional maxillofacial prosthetic services have expanded to include prosthodontists, general and hospital dentists, and others not formally trained in the subspecialty. The practice of maxillofacial prosthetics has also been dramatically impacted by third parties not directly involved with the provision of patient care but whose activities dramatically affect our ability to treat. These concerns, changing treatment philosophies and methods, and the challenge of practicing maxillofacial prosthetics in private practice as well as in institutional environs were the impetus for creating this book. A conscious decision was made to focus on the “how to” rather than the historical basis for treatment or the medical background of involved disease processes.


A number of excellent texts have been written on the subject of maxillofacial prosthetics. By review of my own library, at least nine full texts have been dedicated to the subject in the past 50 years. They have addressed the subspecialty and have to a greater or lesser degree also dealt with the medical management of patients whose circumstances require maxillofacial prosthetic care. The drawback of this approach has been a tendency to oversimplify medical/surgical treatment or to narrowly focus on the therapeutic philosophy and protocol of specific medical centers without addressing the full extent of accepted treatment modalities and philosophies. Medical/surgical modalities for the treatment of congenital, developmental, and acquired maxillofacial defects frequently change so rapidly that the therapies described in texts on maxillofacial prosthetics are often outdated by the time the book is published. To address these problems, this book has been written with a focus on the prosthodontic aspects of care for our patient population. For a review of the etiology, pathology, or therapeutic management for a specific type of tumor or congenital defect, the reader is directed to books or journals that deal primarily with such procedures.


This book is an in-depth review of prosthodontic procedures as they are applied in the maxillofacial situation. The subspecialty of maxillofacial prosthetics is frequently practiced by prosthodontists and occasionally by general dentists in a hospital environment who have not had the benefit of formal training in the subspecialty. It is hoped that this book will be of use to those individuals by serving as a “how-to” reference emphasizing prosthodontic procedures while minimizing surgical/medical considerations that can more appropriately be found elsewhere. To that end, Clinical Maxillofacial Prosthetics is written as a user’s guide to commonly occurring maxillofacial prosthetic challenges. This approach is based upon careful discussion of both general and specific prosthodontic principles and techniques rather than on numerous case reports of limited value to the general reader.


I would like to acknowledge the various chapter authors, some 25 of them, whose efforts have made this text an outstanding contribution to the subspecialty. Each author was recruited because of recognized expertise in a particular topic area. I am indebted to their dedication, their interest, and their energy in making this text a reality and in making it such a substantial addition to the prosthodontic literature. Heartfelt thanks to each and every one.
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In the process of recording a patient’s chief complaint, present and past illness, medical and dental history, diagnostic records and tests, examination, and adjunctive consultations, the health care provider mentally assesses the patient’s demeanor. Such assessment is necessary to ascertain whether the proposed prosthodontic treatment may be performed efficaciously or understood and appreciated by the patient once it is completed. The prognosis for a successful treatment outcome is dependent upon the prosthodontist making a correct diagnosis and anticipating issues beyond the realm of dentistry alone.


The health care provider in the process of patient evaluation assesses the attitude, demeanor, and/or behavior of the patient and attempts to classify his or her mental status. Patient classifications in and of themselves may offer the clinician a rubric that is critical to patient management and treatment planning. However, it is more important to understand the etiology of behaviors and its potential impact upon the treatment process in order to implement the appropriate care.


Psychological Classification and Interpretation


Prosthodontists often use House’s (1978) classifications of philosophical, exacting, indifferent, and hysterical to categorize the mental status of patients. This approach may be meaningful for the typical prosthodontic patient, but it may fall short in classifying those patients with life-threatening diseases or who have suffered recent traumatic events. Additionally, those patients in whom the face is disfigured and/or those who have lost an important biological function such as speech or swallowing will experience changes in social acceptance that impact the psyche and sense of well-being. The “philosophical” patient, the one who cognitively understands and is rational or who appreciates the prosthodontic treatment being attempted, may abruptly change demeanor upon the challenge of ablation of an extensive facial cancer or a surgical/prosthetic reconstructive outcome that is less than desirable.


As the maxillofacial patient’s quality of life is altered and social integration becomes difficult, the patient’s expectations to return to “normalcy” often collapse. Underlying emotional issues that were subconsciously buried may come to the surface, or unachievable expectations and unreasonable demands may arise that hinder the prosthodontist’s ability to provide adequate treatment. Further, in such a case it is critical for the prosthodontist to assess whether treatment should be performed at all, delayed until the patient’s demeanor is more conducive to treatment, and/or coordinated with services of supportive professionals such as social workers or psychologists (Gillis, 1979).


The prosthodontist’s goal is a successful treatment outcome, but not at the expense of one’s emotional and mental well-being or that of staff. A health care provider is not required to “heal” every patient who walks through the front door. This principle applies to all patients, whether a traditional prosthodontic patient, a temporomandibular disorder patient, or a maxillofacial prosthetic patient. In practice, this principle means that if at the examination level one recognizes a patient with underlying psychological conditions or confounding emotional factors, it may be best to not treat until these are addressed. If treatment commences without the fundamental controls or sufficient rapport in place, the clinician is likely to wonder in the middle of treatment how things ever went awry and regret that treatment ever began. There must be an unconditional commitment to the same treatment goals by both doctor and patient. Therefore, it becomes paramount that the prosthodontist understand the various psychological diagnoses, ranging from subtle emotional nuances to overt psychological disorders, that potentially undermine successful prosthodontic treatment.


The types of psychological impairments that may be anticipated are outlined below. While these summaries are not exhaustive, they can add to any prosthodontist’s knowledge base. The ability of the practitioner to recognize these impairments will facilitate total patient care. Psychological changes that can occur in maxillofacial patients follow with directives presented on the various methods of referral to improve the patient’s mental status prior to treatment.


General Psychological Impairments


The purpose of this section is to provide the prosthodontist with a general understanding of the range of psychological disorders that may be experienced by patients. This section is not intended to be a detailed explanation of all of the disorders described by the American Psychiatric Association. Psychological impairments are characterized by disturbances in a person’s thoughts, emotions, or behavior. These impairments can range from those that cause mild distress to those that severely impair a person’s ability to function individually, in a family, or in a community. Some individuals with acute impairments require hospitalization because they become unable to care for themselves or because they are at risk of harming others or themselves. Most people, however, can recover from mental illness and return to normal lives with appropriate referral and treatment.


Distribution


Mental illness affects people of all ages, races, cultures, and socioeconomic classes. In the United States, researchers estimate that about 24% of people 18 or older, or about 44 million adults, experience a mental illness or substance-related disorder during the course of any given year. The most common of these disorders are depression, alcohol dependence, and various phobias (irrational fears of things or situations). In any given year an estimated 2.6% of adults in the United States, or about 4.8 million people, suffer from a severe and persistent mental illness such as schizophrenia, bipolar disorder, or a severe form of depression or panic disorder. An additional 2.8% of adults, or about 5.2 million people, experience a mental illness that seriously interferes with one or more aspects of daily life, such as the ability to work or to relate to other people. Please note that all of these figures exclude people who are homeless and those living in prisons, nursing homes, or other institutions—populations that have high rates of mental illness. International surveys have demonstrated that from 30% to 40% of people in a given population experience a mental illness during their lives. These surveys have also revealed that anxiety disorders are usually more common than depression.


In children and the elderly, rates and forms of mental illness change with age and gender. For example, depression and anxiety disorders occur at the same rate among girls and boys until midadolescence, when girls account for more of the case histories. Among prosthodontic patients, children most often present with congenital defects or alterations in growth and development, whereas adolescents and young adults often present with developmental defects or trauma. Mental illness among the elderly has grown significantly as a greater percentage of people live beyond the age of 65, both in the industrialized nations of the West and in the developing countries of Asia, Africa, and Latin America. Dementia, characterized by impaired intellectual functioning and memory loss, occurs mostly among the elderly and may overlap with the ablative cancer patient groups.


Like physical diseases, the highest rates of mental illness occur among people in the lower socioeconomic classes, especially those living in severe poverty. Rates of almost all mental illnesses decline as levels of income and education increase. The hardships associated with poverty seem to contribute to the development of some mental illnesses, particularly anxiety disorders and depression. In addition, debilitating mental illnesses, such as schizophrenia, may cause individuals to shift to lower socioeconomic classes. The ability of maxillofacial patients to integrate into society and to be employable will be critical to their mental status. The overall prevalence rates of mental illnesses among men and women are similar. However, men have much higher rates of antisocial personality disorder and substance abuse. The acquired maxillofacial cancer/defect population may correlate with substance abuse. In the United States, women suffer from depression and anxiety disorders at about twice the rate of men. The gender gap is even wider in some countries. For example, women in China suffer from depression at nine times the rate of men.


Anxiety Disorders


Anxiety disorders involve excessive apprehension, worry, and fear. More than 16 million adults ages 18 to 54 in the United States suffer from anxiety disorders, which include panic disorder, obsessive-compulsive disorder (OCD), posttraumatic stress disorder (PTSD), social phobia, and generalized anxiety disorder. People with generalized anxiety disorder experience constant anxiety about routine events in their lives. Phobias are fears of specific objects, situations, or activities. Panic disorder is an anxiety disorder in which people experience sudden, intense terror and physical symptoms such as rapid heartbeat and shortness of breath.


Panic disorder affects about 1.7% of the US adult population ages 18 to 54, or 2.4 million people, in a given year. Panic disorder typically strikes in young adulthood. Roughly half of all people who have panic disorder develop the condition before age 24. Women are twice as likely as men to develop panic disorder. People with panic disorder may also suffer from depression and substance abuse. About 30% of people with panic disorder abuse alcohol and 17% abuse drugs such as cocaine and marijuana. About one third of all people with panic disorder develop agoraphobia, an illness in which they become afraid of being in any place or situation where escape might be difficult or help is unavailable in the event of a panic attack.


Patients with obsessive-compulsive disorder experience intrusive thoughts or images (obsessions) or feel compelled to perform certain behaviors (compulsions). About 2.3% of the US adult population ages 18 to 54, approximately 3.3 million Americans, have OCD in any given year. OCD affects men and women with equal frequency.


Patients with posttraumatic stress disorder relive traumatic events from their past and feel extreme anxiety and distress about the event. In the United States, about 3.6% of adults ages 18 to 54, or 5.2 million people, have PTSD during the course of a given year. PTSD can develop at any age, including childhood. PTSD is more likely to occur in women than in men. About 30% of men and women who have spent time in war zones experience PTSD. The disorder also frequently occurs after violent personal assaults, such as rape, mugging, or domestic violence; terrorism; natural or human-caused disasters; and accidents. Depression, alcohol or other substance abuse, or another anxiety disorder often accompanies PTSD.


About 3.7% of American adults ages 18 to 54, or 5.3 million people, have social phobia in any given year. Social phobia occurs in women twice as often as men, although a higher proportion of men seek help for this disorder. The disorder typically begins in childhood or early adolescence and rarely develops after age 25. Social phobia is often accompanied by depression and may lead to alcohol or other drug abuse.


Mood Disorders: Depression and Mania


Mood disorders, also called affective disorders, create disturbances in a person’s emotional life. Depression, mania, and bipolar disorder are examples of mood disorders. More than 19 million adult Americans will suffer from a depressive illness—major depression, bipolar disorder, or dysthymia—each year. Many of them will be incapacitated for weeks or months because their illness is left untreated.


Nearly twice as many women (12%) as men (7%) are affected by a depressive illness each year. Depression is a frequent and serious complication that follows heart attack, stroke, diabetes, and cancer, but it is very treatable. Further, depression increases the risk of having a heart attack. According to one recent study that covered a 13-year period, individuals with a history of major depression were four times as likely to suffer a heart attack compared with people without such a history. Symptoms of depression may include feelings of sadness, hopelessness, and worthlessness, as well as complaints of physical pain and changes in appetite, sleep patterns, and energy level. In mania, on the other hand, an individual experiences an abnormally elevated mood, often marked by exaggerated self-importance, irritability, agitation, and a decreased need for sleep. In bipolar disorder, also called manic-depressive illness, a person’s mood alternates between extremes of mania and depression. More than 2.3 million Americans ages 18 and over, about 1% of the population, suffer from manic-depressive illness. As many as 20% of people with manic-depressive illness die by suicide. Men and women are equally likely to develop manic-depressive illness.


Schizophrenia and Other Psychotic Disorders


People with schizophrenia and other psychotic disorders lose contact with reality. Symptoms may include delusions and hallucinations, disorganized thinking and speech, bizarre behavior, a diminished range of emotional responsiveness, and social withdrawal. In addition, people who suffer from these illnesses experience an inability to function in one or more important areas of life, such as social relations, work, or school. More than 2 million adult Americans are affected by schizophrenia. In men, schizophrenia usually appears in the late teens or early twenties. Onset of the disorder in women is usually in their twenties to early thirties. Schizophrenia affects men and women with equal frequency. Most people with schizophrenia suffer chronically throughout their lives. One of every 10 people with schizophrenia eventually commits suicide.


Personality Disorders


Personality disorders are mental illnesses in which one’s personality results in personal distress or a significant impairment in social or work functioning. In general, people with personality disorders have poor perceptions of themselves or others. They may have low self-esteem or overwhelming narcissism, poor impulse control, troubled social relationships, and inappropriate emotional responses. Considerable controversy exists over where to draw the distinction between a normal personality and a personality disorder. In addition, treatment for this disorder is typically long term, though success is not extremely difficult to achieve.


Cognitive and Dissociative Disorders


Cognitive disorders, such as delirium and dementia, involve a significant loss of mental functioning. Dementia, for example, is characterized by impaired memory and difficulties in such functions as speaking, abstract thinking, and the ability to identify familiar objects. The conditions in this category usually result from a medical condition, substance abuse, or adverse reactions to medication or poisonous substances.


Dissociative disorders involve disturbances in a person’s consciousness, memories, identity, and perception of the environment. Dissociative disorders include amnesia that has no physical cause; dissociative identity disorder, in which a person has two or more distinct personalities that alternate in their control of the person’s behavior; depersonalization disorder, characterized by a chronic feeling of being detached from one’s body or mental processes; and dissociative fugue, an episode of sudden departure from home or work with an accompanying loss of memory. In some parts of the world, people experience dissociative states as possession by a god or ghost. In many societies, trance and possession states are normal parts of cultural and religious practices and are not considered dissociative disorders.


Somatoform and Factitious Disorders


Somatoform disorders are characterized by the presence of physical symptoms that cannot be explained by a medical condition or other mental illness. Physicians often conclude that such symptoms result from psychological conflicts or distress. In conversion disorder, also called hysteria, a person may experience blindness, deafness, or seizures, yet a physician can find nothing wrong with the person. People with another somatoform disorder, hypochondriasis, constantly fear that they will develop a serious disease and misinterpret minor physical symptoms as evidence of illness.


In contrast to people with somatoform disorders, people with factitious disorders intentionally produce or fake physical or psychological symptoms in order to receive medical attention and care. For example, an individual might falsely report shortness of breath to gain admittance to a hospital, report thoughts of suicide to solicit attention, or fabricate blood in the urine or the symptoms of rash so as to appear ill.


Substance-Related Disorders


Substance-related disorders result from the abuse of drugs, side effects of medications, or exposure to toxic substances. These disorders are regarded as behavioral or addictive disorders rather than as mental illnesses, although substance-related disorders commonly occur in people with mental illnesses. Common substance-related disorders include alcoholism and other forms of drug dependence. Drug use can contribute to symptoms of other mental disorders, such as depression, anxiety, and psychosis. Drugs associated with substance-related disorders include alcohol, caffeine, nicotine, cocaine, heroin, amphetamines, hallucinogens, and sedatives.


Eating Disorders


Eating disorders are conditions in which an individual experiences severe disturbances in eating behaviors. People with anorexia nervosa have an intense fear of gaining weight and refuse to eat adequately or to maintain a normal body weight. People with bulimia nervosa repeatedly engage in episodes of binge eating, usually followed by self-induced vomiting or the use of laxatives, diuretics, or other medications to prevent weight gain. Eating disorders occur mostly among young women in Western societies and certain parts of Asia.


Impulse Control Disorders


People with impulse control disorders cannot control an impulse to engage in harmful behaviors such as explosive anger, stealing (kleptomania), setting fires (pyromania), gambling, or pulling out their own hair (trichotillomania). Some mental illnesses such as mania, schizophrenia, and antisocial personality disorder may include symptoms of impulsive behavior.


Psychological Changes in the Maxillofacial Patient


Maxillofacial patients are often classified by the etiology of their diagnosis, which is usually divided into three categories: acquired, congenital, and developmental defects. A certain percentage of maxillofacial patients, in addition to having a maxillofacial defect, may have had pre-existing psychological impairments that may further confound their treatment. Others may have been psychologically stable before the event that created the “loss” but afterward experience some measure of psychological instability.


Acquired Defects


Patients with acquired maxillofacial defects have had ablative cancer surgery or severe trauma. These two groups are similar in that in both situations a person who had relatively normal anatomy and physiologic function subsequently lost them overnight. Cancer patients differ from trauma patients, however, in some important ways. The cancer patient may express “why me?” and is often faced with the possibility of recurrence, more surgery, chemotherapy or radiotherapy, and the futility of the process. Patients with smaller defects frequently will be more demanding and have higher expectations than patients with larger, more debilitating defects. The trauma patient is usually younger than the cancer patient, particularly if the trauma is self-inflicted. It is remarkable when treating near-suicides to note that their demeanor often appears relatively, but superficially, upbeat. Additionally, with the self-inflicted trauma patient, there is a la belle indifférence demeanor when confronted with the upward struggle of multiple, difficult surgical procedures to restore the patient’s face.


Congenital Defects


Those patients with maxillofacial birth defects intuitively understand that they are different from the norm and may believe that they are genetically damaged or subhuman. They may not fit in with their peer or age groups. They face the knowledge that there may be a genetic predisposition to recurring incidence in their own progeny. Parents may have difficulty in accepting their child or may blame themselves for the birth defect, resulting in family dysfunction and loss of family unity. Congenital maxillofacial patients usually face multiple and sequential surgeries, orthodontics, and prosthetic procedures over several years in an attempt to correct their defects. In cleft lip and palate patients one would expect some variation, as the defect may range from a simple cleft lip with minor loss of function to bilateral cleft lip and palate with severe impairment in swallowing, speech, and facial esthetics. Craniofacial anomaly patients are at risk for learning disorders and for internalizing and externalizing behavior problems.


Developmental Defects


Anomalies in growth and development may not be readily apparent at first in the developmental defect patient but will ultimately become so. The developmental defect patient may display emotional responses similar to the patient with congenital defects. Because the developmental defect patient is one in whom the defect becomes apparent over time, the patient may or may not learn to deal with the evolving process.


Loss and Grief in Maxillofacial Defects


Once patients realize they have cancer, or have experienced some other debilitating crisis creating a loss, they will perceive it as both an immediate and future loss. This loss may manifest itself in the form of anxiety, depression, or a posttraumatic stress disorder. In any event, a cycle of loss, grief, and reintegration must be completed by the patient and understood by the prosthodontist.


Loss


Loss has been defined as “a state of being deprived of or being without something one has had and valued” (Peretz, 1970). The loss of a facial feature or other body part due to cancer can be one of the most painful experiences in life. This loss includes not only the deprivation of the feature, but also subsequent deprivation of some life experiences. Patients will be subject to possible rejection by their spouses, friends, business associates, and their community. In addition, the loss of a maxillofacial feature may mean a loss of status in social groups or in one’s career. If patients cannot develop successful psychological and physical coping skills, they may experience severe psychological trauma, even if the loss appears minimal.


Peretz (1970) divides loss into four categories: loss of a significant person, loss of a part of the self, loss of material objects, and developmental loss. The meaning of the loss depends on the one who feels the effect. Loss can threaten the integrity of one’s self-esteem, which will remain easily damaged for some time after the fact. Even the threat of loss can be emotionally devastating. It can trigger the fear of death at the deepest level.


Grief


Stages of the grief process include:


•     Shock and denial. Changes occur in sleeping and eating, often symptomatic of depression. The past is idealized. Patients are at risk for suicide if their depression is severe.


•     Guilt, anger, and a search to find ways to discharge the emotional pain. The feeling of anger at this stage is really secondary to the driving feeling of fear of the unknown and unfamiliar. The patient may be subject to possible substance abuse.


•     Adjustment, acceptance, and growth. The patient comes to realize that the past had its faults and the future may not be so bad. This stage signals acceptance of the loss, healthy adjustment, and new life patterns. Integration of the prosthesis is possible.


The reaction of grief is an adaptive function “to assure group cohesiveness in species where a social form of existence is necessary for survival” (Averill, 1975). Unfortunately, because our society emphasizes competency, adequacy, and strength, this often prevents patients from sharing their feelings.


Prosthodontists will do well to recognize their own past losses and grief and refer patients who need validation to trained helping professionals. In most cases, the prosthodontist will not have had to experience the same level of loss as the patient, but remembering losses of loved ones, friends, and property will help the practitioner to be empathetic with the patient and to be in a better position from which to gauge the patient’s psychological progress. Consequently, this empathy will assist the prosthodontist in making a decision regarding a referral to a psychotherapist. At the same time the prosthodontist will need to be wary of any unresolved grief that may be triggered in response to the patient’s grief experience.


Regardless of how effectively grieving is done, it cannot be rushed. Grieving requires time out from routine living and often makes the one grieving appear disturbed. Improper recognition of this can cause prosthodontists to misinterpret behavior and add confusion to the suffering. This can create a lack of self-confidence in patients, weaken their sense of self, bring despair, or trigger self-destructive behavior. Grief is the opposite of what is considered to be mental health—the ability to cope, to love, and to work. Grief can cause physical illness, poor judgment, weakened inhibition, clouded intellect, and blurred perception. Patients who experience traumatic losses will experience great ambivalence between wanting to be alone and wanting companionship. They will also struggle with wanting to be active and passive, dependent and independent, exploitive and helpless. Grief is so overwhelming that it has often been viewed as an illness that may end in only partial recovery. This partial recovery, or unresolved grief, can be triggered, even after a significant amount of time following the initial loss, by other losses or become the impetus for a range of physical or mental disorders. Therapy for children in such cases is strongly indicated. Children often grieve their losses openly, and a dominant emotion for children toward a loss is anger. Due to their egocentricity, children can often blame themselves for losses and feel guilty. Improperly discharged, guilt and anger can set the stage for later emotional difficulties as adolescents and adults.


Impact of Psychological Impairments


The maxillofacial patient’s quality of life is obviously impacted, which predisposes him or her to a variety of psychological impairments. Recent studies into the quality of life (QOL) of patients afflicted with a variety of disease processes have been performed (Guyatt et al, 1993; Chandra et al, 1998). QOL surveys may be used to measure cross-sectional differences in the quality of life between patients at a point in time or longitudinal changes within patients over a period of time. The American Academy of Maxillofacial Prosthetics is currently investigating the quality of life of the maxillofacial patient. Interestingly, preliminary results reveal that patients’ perspectives on their quality of life may be significantly different from what the prosthodontist believes is important. While the health care provider may focus on the precision of the treatment, the patient may be more interested in acceptance and re-integration into society. Further research in this emerging area is forthcoming.


Psychometric testing may be considered, including the Minnesota Multiphasic Personality Inventory, Cornell Medical Index, Eysenck Personality Inventory, and Social Adjustment Rating Scale, but the administration may best be left to those who use psychometric instruments on a daily basis (Laney and Gibilisco, 1983). Patients will inquire as to the interpretation of the inventory instruments and demand an explanation of the results. The prosthodontist may sense by the patient’s presentation (attitude, demeanor, appearance, emotional state, mood, manner of speech, and cognitive processes) the nature of the psychological impairment and then make the appropriate referral for definitive evaluation using the methods described later in this chapter.


The disorders mentioned earlier will have varying effects on the patient’s ability to withstand surgical procedures or to accept prostheses. It should also be noted that the degree of severity of the disorder may also be a factor in the patient’s successful treatment. The practitioner would be well advised to consult with a social worker, psychologist, or psychiatrist as a part of the treatment team to aid in preparing a plan that will achieve the desired goal of the patient.


Without a complete assessment of the patient it is difficult to project the reaction that a patient might have to the surgical procedure or the placement of a prosthesis. However, understanding the disorders and their symptoms will aid the practitioner in anticipating various kinds of behaviors. It should be strongly noted that the quality and content of the communication between the prosthodontist and the patient significantly affects the patient’s ability to accept the prosthesis and the successful outcome of the treatment plan.


Clinician Referral


Family Support


Family support and patient-centered treatment involve knowing how to enlist the support of the patient’s family and significant others in the treatment and aftercare process. Support from family and friends can be a great help in coping with trauma. Patients may feel isolated and lonely. Connections with other people who care and try to understand can help the patient overcome this isolation. Treatment professionals can support this process by encouraging families to learn about the trauma, the prosthesis, and how to help their family member. Family support usually has a positive impact on an individual recovering from such experiences.


This connection between individuals with cancer, or other trauma, and their families is often overlooked in treatment. Medical treatments focus on helping the individual to battle the disease, while psychological treatments focus on helping the individual handle emotional distress. Family therapists understand that families are groups just like other groups in society in that they operate according to certain rules, have certain values and beliefs, and have certain ways of communicating with each other. Families need to achieve a state of homeostatic balance to succeed and progress.


After a diagnosis of cancer or the realization of the degree of the maxillofacial trauma, the structure of the family can be greatly changed. Communication patterns can be disrupted. People may be afraid to say things to each other in the same way they did before. The balance of power in the family can be affected. Family therapy by a trained professional can help the patient and family regain their homeostasis in the wake of maxillofacial surgery or trauma. A practitioner should be supportive of the family that surrounds the patient and should provide them with as much education as possible. Referral to a trained family therapist is appropriate if one suspects that their homeostatic balance is being jeopardized. Above all, listen to the patient.


Patient-Centered Treatment Planning


Patient-centered planning is not a new concept in the social sciences; however, it is antithetical to treatment plans that are composed without the expressed wishes and input of the patient and family. It is widely accepted that patients’ problems can be impacted positively by their family, their community, and other clinics/agencies with which they are involved. A priori concepts in patient-centered planning dictate that the individual will direct the planning process with a focus on what he or she wants and needs. Professional staff will play a role in the planning and delivery of treatment and may play a role in the planning and delivery of supports. Care strategies play an important role in planning for and delivery of supports, services, and treatment. Patient-centered planning fits well with these strategies. Both strategies attempt to ensure that individuals are provided with the most appropriate services necessary to achieve the desired outcomes. Patient-centered planning is a highly individualized process designed to respond to the expressed needs and desires of the individual. Each individual has strengths and the ability to express preferences and to make choices. The individual’s choices and preferences should always be considered, if not always granted. Treatment and supports identified through the process should be provided in environments that promote maximum independence, community connections, and quality of life. A person’s cultural background must be recognized and valued in the decision-making process.


Mental Health Services


Before consulting or referring a patient to mental health professionals, practitioners must know if their patient is at a stage of acceptance of their maxillofacial deficiencies to accept referrals. If this is not the case, any referral will be met with immediate rejection and a positive outcome of the prosthetic procedure will be doubtful.


There are different disciplines that play a role in mental health services. Social workers are trained to provide psychotherapeutic or case management services to the patient. They may differ in their views from psychologists in that their view of the client involves the client’s family and environment and will typically involve these areas in treatment planning. Psychologists may be more psychodynamic or individually focused than social workers. Psychiatrists are specialized physicians and are the only mental health practitioners who can prescribe medication.


There are different levels of care in mental health to which to refer patients. Each level increases the level of restriction to the patient. While the field of mental health is continually changing, Table 1-1 may provide the practitioner with a basic understanding of interventions that are available to the patient.


Table 1-1 Levels of Care






	Support groups


	Groups for patients or their families typically facilitated by other patients who are familiar with the trauma or problem. The goal of this intervention is to provide support to the group member experiencing the trauma.







	Educational groups


	Groups for patients or their families used to educate on the trauma or problem area, facilitated by a trained professional. The goal of this intervention is to educate; it is not intended for treatment.







	Outpatient therapy


	Psychotherapy for individuals and their families with a goal of decreasing symptoms and coping with life changes. This intervention is provided by trained professionals in their offices over a regular schedule of appointments.







	Home-based treatment


	Psychotherapy for chronic individuals and their families with a goal of decreasing symptoms and coping with life changes. This intervention is provided by trained professionals in the homes and community of the client at any time, including 24-hour emergency care. In this approach, other professionals and disciplines work together to provide the treatment.







	Day treatment


	Daily psychotherapeutic treatment in an educational setting with all disciplines involved. This level of care is designed for those chronic individuals who need continual availability to therapists and doctors but may also benefit from skill development.







	Partial hospitalization


	Daily psychotherapy within a hospital setting for those chronic individuals who need daily supervision by therapists and doctors but can be successful in returning home in the evening.







	Inpatient hospitalization


	Psychiatric hospitalization for those individuals who are in danger of hurting themselves or others.








Patient Support Groups


Practitioners may, as part of the course of treatment, include a referral to a support group for the patient and/or the family. These groups can aid in patients’ acceptance of their afflictions and treatments. Consequently, this acceptance will aid in a positive prognosis and outcome of the treatment intervention. Some support groups include:


•     About Face, an international organization that provides emotional support and information to individuals who have facial differences and their families. About Face is recognized by the Cleft Palate Foundation of the American Cleft Palate–Craniofacial Association as the leading support organization for individuals and families whose lives are affected by facial difference. About Face can be reached at 99 Crowns Lane, 4th Floor, Toronto, Ontario, M6H 3M8, Canada, or phoned at 800-665-FACE.


•     Support for People with Oral and Head and Neck Cancer, Inc., a patient-directed self-help organization dedicated to meeting the needs of oral and head and neck surgery and cancer patients. They can be reached at PO Box 53, Locust Valley, NY 11560–0053, or phoned at 516-759-5333.


•     Let’s Face It, an information and support network for people with facial difference, their families, friends, and professionals. They publish an annual 50-page booklet with more than 150 resources for people with facial disfigurement. They can be reached at Box 29972, Bellingham, WA 98228–1972, or phoned at 360-676-7325.


Illustrative Patient Histories


Three patients were interviewed to illustrate several key points and concepts.


Patient 1: AB


AB is a female Caucasian, age 13, who was diagnosed with a right pterygopalatine parameningeal embryonic rhabdomyosarcoma at age 3 ½. Initially, pediatricians diagnosed her as having the mumps. However, the increase in swelling motivated her mother to obtain additional assessments at a local children’s hospital. The patient received 6,300 CGy of radiation therapy and 2 ½ years of chemo-therapy. She is now cancer free. As a result of her treatment, the maxillary and mandibular growth centers were interrupted. Additional findings were partial anodontia, unerupted teeth, and morphogenic changes in the dentition as well as velopharyngeal incompetency. Growth hormone treatment was carried out from 1994 to1999. Currently she is edentulous in the maxillary arch and has three remaining teeth in the mandibular arch. There is an obvious disproportionate facial relationship.


The patient does not remember anything other than having a growth problem. She was very alert during the interview and polite, answering questions when asked and sometimes spontaneously adding to her mother’s answers. The patient was smiling and appeared positive during the interview. She is in the eighth grade and enjoys playing basketball for her church, dancing, and watching television. When asked about the number of friends she has, she reported “about 20.” Upon further probing, she said that she has four or five close friends to whom she can tell confidential things. When asked to describe her current quality of life on a scale of 1 to 10, she answered 9. Discussing her rating further, she explained that “10 is perfect and nobody’s perfect.” This assertion did not appear to be a defensive mechanism. The patient was rather positive and forthright with the answer and perhaps revealed a way for her to cope with her illness. The patient is anticipating looking different, talking differently, and eating faster with her new prosthesis. She recommends that physicians use listening and empathy with their patients to really understand what they are experiencing.


She denied any depression recently or in the past. Her mother reported how the family had to reorganize around her daughter’s illness and treatments, but they did not react negatively to the reorganization. The patient felt that she got through the illness and the treatments because of the support of her family. Her mother felt that she personally got through this event with the support of her family and the support of the other parents with children in similar trauma. There were some tears in her eyes when she talked about this support. It was quite evident that family and peer support was a critical factor in the positive way the patient was getting through the ordeal. The patient’s mother was instrumental in establishing annual supportive events for the families and children receiving the treatment within the same clinic as her daughter. In addition, the mother noted the importance of taking time for short vacations with her husband to re-energize. She reports taking each day as it comes.


Patient 2: JP


JP is a female Caucasian, age 25, born with an arteriovenous malformation (AVM) of the midface. The malformation developed over time resulting in the vessels and capillaries enlarging in her brain and face and creating a life-threatening situation. Her series of coagulotherapy and surgeries began as a late teen. As a result of ablative surgeries, the patient lost her cheek, nose, maxilla, right orbital floor, and malar process. The inoperable intracranial AVM remains and poses an impending fatal outcome. Besides the obvious loss of facial esthetics there was an inability to masticate, swallow, or articulate speech. Lack of saliva and mucous control created further difficulties for her socially. The patient entered into a deep depression following surgery. After this time she attempted to carry on as normal a routine as possible despite the medical appointments. Maxillofacial prosthetic treatment included the construction of a maxillary obturator and an implant-retained facial prosthesis.


When she was told of the terminal nature of her illness at age 16, JP did not believe it and did not want to accept the illness. She experienced major depression and subsequent depressive neurosis, which lasted for 6 years with many of the classic features described earlier. She had suicidal ideation but did not consider suicide an option, largely due to her religious convictions and the support from her friends. She finally accepted her illness and her subsequent treatment.


JP is the oldest of three siblings in her family. She reported that her father was an alcoholic, perhaps as a way to cope with JP’s illness, and that her family was very dysfunctional. Her parents divorced in 1982 when she was 8 years old. Both of her parents blamed themselves for JP’s illness and expressed anger about this guilt, often toward their daughter in both psychological and physical ways. Her mother “lost her grip on reality” and began to physically abuse her, ultimately kicking JP out of the home at 18 years of age. JP eventually moved in with a friend of her mother’s and was planning a move to her own apartment at the time of this interview. Her relationship with her mother has since improved.


Despite these difficulties, JP is currently attending a local community college studying drama, literature, and computers. She professed a desire to be a spokesperson for her illness. She walks 30 to 60 minutes a day and reports that she has many friends and is active in her church. She rates her quality of life as very high at this time, anticipating improvements that are being made to her prosthesis. She reported that her religious faith has helped her and she relies on this faith to carry her through each step in the process of her treatment. It should be noted that JP credited the empathy and understanding of the practitioners who treated her as a significant factor in her treatment. She is very positive about her immediate prognosis, despite the terminal nature of her illness. In fact, she has more drive and zeal for life than many other people without maxillofacial defects.


Patient 3: JF


JF is a male Caucasian in his early 60s with a diagnosis of a squamous cell carcinoma of the right sinus and maxilla. The ablative surgery resulted in the removal of the eye, orbital contents, and right maxilla. Additionally, a full course of external-beam radiation was administered. Xerostomia and trismus were confounding problems in the treatment. Facial esthetics were compromised and there was an inability to masticate, swallow, or articulate speech. Hyperbaric oxygen therapy was scheduled in an attempt to improve the outcome of his bone grafting and implant placement in the remaining maxilla, the mandible, and the orbital regions. Maxillofacial prosthetic treatment included a fixed implant prosthesis for the mandibular arch, an implant-retained and supported maxillary obturator, and an orbital prosthesis affixed to craniofacial implants.


It was clear in this interview that JF was thoroughly educated about his illness. JF credits his religious faith and the support of friends and family with helping him cope with his illness and recovery. He related information about his grandmother who had contracted polio at age 3. She got married, had two children, and was able to complete housekeeping responsibilities. Her positive state of mind had helped her cope and she had not felt that she was handicapped.


JF was very upbeat during the interview and told several humorous stories about life with his prosthesis, indicating a high level of acceptance. He reports going through all of the stages of loss and grief when he learned of his illness and subsequent surgery. In fact, when he arrived at the acceptance stage, after a short depression of about a week, he decided to “beat this thing” and reports being the one who motivated his family to this stage as well.


JF reports that during the surgery to remove the cancer, it did not appear to him that his doctors understood the value of educating the patient as to what to expect. When his hard palate was removed, the patient could not communicate or eat and could only open his mouth 10 mm. He had difficulty finding things to eat, lost weight, and rated his quality of life at that time as a 2 out of 10. He credits his will to live, learned from his parents, and his faith in God as motivational forces that helped him through that difficult time.


His maxillofacial treatment allows JF to drive his car, cut his grass, and travel often. He reports that he can eat a wide variety of items and has a satisfying social life. JF advises practitioners to educate and listen to their patients. In addition, he recommends support groups for all similar patients and their families.


Review and Conclusions


Some of the factors leading to the positive outlook of the patients described include their available positive role models and their spirituality. It must be stated that psychological health and spiritual well-being are integrated and related states. In addition, the traumatic event itself could aid in improving a patient’s outlook on life. Many mental health practitioners are learning that loss will often build strength of character. There are numerous studies that demonstrate how people believe they benefit from extremely difficult life experiences (McMillen et al, 1997, 1999). High rates of benefit after adversity were found among cancer survivors (Curbow et al, 1993) despite the negative effects of treatment. Benefits of adversity to trauma patients include changed life priorities, increased sense of self-efficacy, enhanced sensitivity to others, improved personal relationships, and increased spirituality.


However, maxillofacial patients will not see the benefits of adversity until they are able to attach a meaning to the adverse event. Once a patient is able to apply a meaning to the life-threatening traumatic event, the introduction of benefit-related concepts can be attempted and discussed. This is a technique used in psychotherapy called reframing, where an event is relabeled to search for the positive aspects in relation to the patient’s strengths and abilities to face serious problems. If this can be achieved, the patient can begin to be urged to think about ways that they have benefited, making the traumatic event seem more palatable and easier to think about and cognitively process. Positive outcomes of prosthetic treatment would be anticipated at this point because patients have stopped seeing themselves as victims and, instead, as capable human beings. The patients interviewed were able to find meaning in their traumatic losses, either through their developmental history or through their own spirituality.


Patients do not want an insulated attitude of caregiving developed from treatment outcomes that may fall short of the intended result or an indifferent attitude created by the frequent loss of patients to death. These attitudes will result in stunted improvement by the patient. Rather, patients want health care providers who exhibit empathy and who can present genuine emotions. In addition, prosthodontists who can learn to actively listen to patients, communicating to them an understanding of their feelings and desires for their treatment plans, will aid in positive results in the management of their patients.
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Maxillofacial prosthetic services should be a covered benefit under medical policies if the patient has medical insurance. The moxst common types of patients requiring maxillofacial prosthetic services are patients with congenital defects (eg, cleft palates), acquired defects, compromised function (eg, caused by cancer or stroke), and severe trauma (eg, the result of automobile accidents or gun shot wounds). It is imperative that patients’ medical providers and insurance companies understand the medical necessity of prosthetic treatment so that patients can receive their rightful medical insurance benefits. A patient can then be rehabilitated to the optimal level and become a productive member of society. However, insurance coverage is often incorrectly denied due to the lack of education and understanding by all parties.


This chapter provides information on the basic types of insurance coverages and explains methods to obtain insurance reimbursement so that cost-effective treatment can be optimally provided. In most practices a small percentage of patients require maxillofacial prosthetic services. Moreover, if providers are not paid fairly or in a timely manner, they will likely redirect their practices to more traditional prosthetic services such as fixed, removable, and implant prosthetics. This results in decreased access or unavailability of maxillofacial prosthetic rehabilitation services. It also results in increased patient suffering and increased insurance costs to third-party carriers and government agencies that provide medical benefits under programs such as Medicare and Medicaid. The loss of access to maxillofacial prosthetic services will reduce the patient’s ability to return to society in a functional and acceptable condition.


Resource-Based Relative Value System


In recent years there has been a shift in methods used to determine levels of reimbursement away from a fee-based system to the resource-based relative value scales (RBRVS) system. The RBRVS system attempts to compare and quantify different services in different specialties in an attempt to better equalize reimbursement levels across all specialties. There are three components used to determine these values. The first is the physician work component. To arrive at the work relative value unit (RVU), time spent with the patient, intensity of the work, and risk and difficulty of the procedure are factors that are considered. The other two components are practice expense (PE) and malpractice expense (ME). The reimbursement level is determined by adding these three value units together and applying a conversion factor (CF):


Reimbursements = total RVU × CF


The conversion factor may vary from medical insurance company to medical insurance company by region or state depending upon premiums paid and level of reimbursement determined by that insurance carrier. Unfortunately, the PE values for maxillofacial prosthetics are very high (approximately 65% to 70% in a number of studies) in comparison to other medical specialties. This high PE is still not fully appreciated or reflected in values used by the Health Care Financing Administration (HCFA), the oversight agency for Medicare, and other insurance carriers. The American Academy of Maxillofacial Prosthetics (AAMP), in collaboration with HCFA and the American Medical Association (AMA), was instrumental in developing the work RVUs for maxillofacial prosthetic services; these values have been published in the Federal Register. HCFA and the AMA lead the country in developing policy in this area and other insurance companies frequently follow their general guidelines as to payable benefits for maxillofacial services.


When submitting claims for medical insurance reimbursement for maxillofacial prosthetic services it is critical that the correct diagnosis codes and procedure codes be used. Errors or missing codes will result in rejection of claims. Maxillofacial prosthetic services codes are listed in the Physician’s Current Procedural Terminology (CPT)* manual, codes 21076 to 21089, published by the AMA and updated yearly (Fig 2-1). Codes 21076 through 21087 have RVU values; codes 21088 and 21089 do not have RVU values but are evaluated on an individual basis. It is important to keep current copies of the CPT manual in the prosthodontic office for reference.
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Fig 2-1 Maxillofacial prosthetic service codes, Physicians’ Current Procedural Terminology (CPT) manual, 1999. (Reprinted with permission from the American Medical Association, Chicago, IL.)


The other section of codes that is often used by the maxillofacial prosthodontist are evaluation and management codes (E M), also listed in the CPT manual. E M codes are based not only on time but also risk of treatment (Fig 2-2). For example, management of an osteoradionecrosis (ORN) area in the mandible versus a routine follow-up visit would allow a higher level of coverage due to the risk of complications involved, even for the same time spent with the patient.
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Fig 2-2 Evaluation and management codes, Physicians’ Current Procedural Terminology (CPT) manual, 1999. (Reprinted with permission from the American Medical Association, Chicago, IL.)


To submit a claim using CPT codes requires a corresponding and supportive diagnostic code from the International Classification of Disease, 9th revision (ICD 9), which lists different diseases, injuries, and defects. It is imperative that one keeps accurate medical records with individual medical histories, evaluations, procedures completed, diagnoses, risks, and time spent when using E M codes. As a rule of thumb, if it is not documented you did not do it. There are various types of medical conditions that medical insurance will provide insurance coverage for utilizing CPT codes or E M codes. It is important to realize the range of medical problems and treatments that can be submitted for coverage. For example, medical insurance coverage may be obtained not only for replacing missing body parts such as in a maxillectomy patient, but also for altered anatomy such as a cleft palate or severe traumatic injuries. Altered function such as velopharyngeal incompetence due to soft palate dysfunction secondary to a stroke should also be a covered service. Treatment of other types of dysfunction and complications such as xerostomia, osteoradionecrosis, and infections secondary to chemotherapy are covered procedures under E M codes. It is important to be very familiar with both the CPT manual and ICD 9 diagnostic codes so that claims are properly submitted and not rejected due to improper completion of the claim form.


Types of Insurance Coverage


Every medical insurance policy has slightly different types of coverage and it is impossible to address all of the possibilities. Because Medicare is probably the most complex and also the most influential type of general medical policy in the US, it will be addressed first.


Medicare


Medicare is a federal government program directed by HCFA providing medical coverage for people 65 years and older and for some persons with disabilities, through the Supplementary Security Income (SSI) program. HCFA oversees Medicare and sets national guidelines of coverage but subcontracts (usually to the lowest bidder) to individual insurance carriers by region and state for the actual day-to-day administration. These carriers may change from time to time as contracts come up for bid and renewal. Due to political realities and pressures, Congress has promised to provide medical coverage for senior citizens but has not adequately funded the program. Rather than cutting services and benefits, which would be politically unpopular, they have directed HCFA to reduce reimbursement levels and created budget neutrality from year to year so that increased costs are not encountered. The result is progressively lower reimbursement levels from Medicare each year. The new rates are published yearly in late November or early December.


Providers must make a choice when considering treating patients with Medicare coverage: treat Medicare patients and abide by the limiting charge guidelines or not treat these patients at all. It is against federal law to treat a Medicare patient and have him or her pay the difference up to your usual and customary fees. If one wants to be paid by Medicare or obtain reimbursement for Medicare patients, one has to enroll in Medicare as a provider. There are two types of Medicare providers. A participating provider with Medicare agrees to accept all Medicare payments at the participating provider fee level. Medicare will issue the check directly to the provider for reimbursement. The patient is responsible for a yearly deductible and copayment (usually 20%). After the patient pays a yearly deductible, Medicare (HCFA) reimburses at 80% of the covered allowable charge. The patient is responsible for the remaining 20%. One cannot request a pretreatment estimate (PTE) of payment from Medicare. The payment received is based upon published limiting charges in Medicare publications. A nonparticipating provider charges the patient 115% over what the participating provider will charge but must collect payment directly from the patient. The payments will go to the patient and not the provider of care. It is best to collect the total fee from the patient, then the patient will be reimbursed by Medicare for the treatment costs. The patient will be reimbursed at a 5% lower level because the provider does not participate. A nonparticipating provider can decide on a case-by-case basis whether to accept assignment on a particular claim. Nonparticipating providers are paid at a slightly lower level, 5% “on an assigned claim,” than participating providers in the Medicare program. In this situation the check will come to the provider. Providers may change status with Medicare yearly. Providers are committed to that status until the next year’s renewal date.


Limiting charge levels, both participating and nonparticipating, are published by Medicare carriers under HCFA guidelines in November or December, which then go into effect January 1. The reimbursement levels are determined by the RVUs and Medicare conversion factors, which are determined by Medicare taking into account Medicare’s budget, budget neutrality issues, and political pressure to reduce costs. Reimbursement levels vary somewhat from region to region due to geographical practice cost indexes (GPCS), which to a degree account for different practice expense costs that vary by region and from cities to rural areas. Providers in private practice have the choice of how to enroll; those in hospitals or other institutional settings, such as dental schools or medical schools, may be forced to comply with institutional policy.


Prosthodontists are not allowed to file under durable medical equipment (DME) HCPCS codes, as these are prosthetic codes for nonphysicians. Dentists are considered physicians and are not allowed to bill in this area. If your local insurance company tries to place your claims in this area, it is clearly an error and they will need to be contacted to have it corrected.


CPT codes 21076 to 21088 contain limiting charges and global periods. The global period means that all appointments and procedures during that period are included in the one fee that relates to that specific procedure. The global period for an immediate obturator (21076) is 10 days. The rest of the maxillofacial prosthetic CPT codes have global periods of 90 days. One can submit additional charges for unrelated procedures, but the provider will need to use a modifier on the claim form (discussed later in this chapter) for that patient during the global period if it is unrelated to original CPT codes. An example would be treating osteoradionecrosis for a patient with an obturator. This treatment could be billed under E M codes since it would be unrelated to the original CPT prosthetic code. If two distinct and separate maxillofacial prosthetic procedures are performed during a global period, a modifier (code 79) must be used to avoid a 50% reduction of reimbursement for the second prosthesis.


Code 21089 is a miscellaneous code for maxillofacial prosthetic procedure services not described by the other 11 codes. There is no limiting charge on this code, and one can charge the usual and customary fee. Local medical carriers have shown a wide range of payments and interpretation of coverage for this code. One will need to send additional documentation and explanations to obtain coverage for this CPT code. This code cannot be denied as a noncovered service, but the amount paid by local carriers can vary. You may need to negotiate levels of coverage and procedures covered.


HCFA Claim Form 1500


It is critical that the correct form be used and that the form be accurately completed to HCFA guidelines. These forms are computer scanned, and if they are not correctly completed they will be rejected. These guidelines are also in a constant state of flux and may vary somewhat with local carriers. The standard form is the HCFA 1500 (Fig 2-3). These forms can be purchased from the American Medical Association. The forms are prepared with a special red ink so a photocopy will be rejected. The claim form must not be bent or folded and it must be typed in black ink.
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Fig 2-3a Health Care Financing Administration (HCFA) Form 1500.
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Fig 2-3b Instructions for completing the Health Care Financing Administration (HCFA) Form 1500.


When one enrolls in Medicare as either a participating provider or nonparticipating provider, one will receive two or three identifying numbers, a UPIN, a provider number, and a group practice number. The UPIN is placed in Box 17a and is used primarily for a “referring” physician or dentist. The UPIN is necessary when you are referring a patient for consultation or when you are not sure that you are going to be able to treat the patient. Additionally, when you order, take, and read radiographs in your own office you are essentially referring diagnostic radiographs to yourself. The radiographs are not purchased outside the office, and the limiting charge fee is inclusive for taking and reading radiographs which you properly identify using the UPIN, simultaneously with the XA modifier, to be discussed later in this chapter. Second, you are given a provider number to be used in Block K for each line of service placed on the HCFA 1500. This is to identify that you performed each service. Finally, you are given a group practice number, also known as a provider number, to be placed in Block 33 if you have more than one doctor in your practice. If you are a sole practitioner you will still have to place your provider number in Block K as well as Block 33. They are both necessary, and they may be different from each other. You must link the ICD 9 codes and the CPT codes so that reimbursement can be determined. The claim will be returned if these codes are not related and you will have to recode the claim in a correct manner and resubmit it. Remember, dentists have the same privileges as physicians when billing Medicare.


When doing appropriate coding on the HCFA Form 1500 it is not always possible to write an exact description of the procedure provided to the patient without the use of modifiers. Modifiers are used to more precisely explain what service or procedure was provided. The following is a list of some common modifiers that could be used on a claim. Radiology codes require the use of the modifier XA, which means the radiograph was taken and read in the office by the provider and was not a “purchased test,” in which the patient was sent out for the radiograph.


•     Modifier 22—Use when the procedure is of greater difficulty than usually required for the CPT code chosen.


•     Modifier 52—Use when the procedure is a reduced form of the usual procedure of the CPT code chosen.


•     Modifier 24—Use when performing an unrelated evaluation and management (E M) procedure then another procedure on the same day. The E M procedure cannot be linked to the maxillofacial prosthesis at all. This includes the day before and the day after the procedure.


•     Modifier 25—Use when performing a totally separate identifiable E M procedure then another procedure on the same day. It, too, cannot be linked to the maxillofacial prosthesis at all. This includes the day before and the day after the procedure.


•     Modifier 79—Use when performing an unrelated procedure during the global period of a maxillofacial prosthesis or to explain a second prosthesis. Medicare now publishes a Medicare B Office Guide through the National Heritage Insurance Company, Provider Services.


Denial of Medicare claims


If a Medicare claim is denied, first look over the claim very carefully to make sure all of the information is in correct format, the appropriate boxes are filled in, and the claims are submitted on the correct red form. Even minor errors can result in denials. If the denial states that treatment was not a covered service in codes 21076 through 21087, or if they reduce the reimbursement levels from those published in the November/December HCFA guidelines, the carrier is in error. HCFA determines reimbursement levels on a national basis and local carriers cannot legally reduce these levels. Unfortunately, this error still happens quite often from lack of knowledge or understanding on the part of an individual carrier. This error is partly due to the very low volume of maxillofacial HCFA claims received by each carrier. Be sure to not submit under the HCPCS codes and DME codes as this is incorrect for maxillofacial prosthetic professional services. If the carrier insists that maxillofacial prosthetic procedures need to be submitted under HCPCS and DME codes, the carrier is not following national guidelines since maxillofacial prosthodontists are not allowed to submit under these areas of codes. If a 21089 and other procedures are denied, you have to follow HCFA guidelines to correct these mistakes.


If everything is correct and was completed as described above but the claim is still denied, specific procedures need to be followed. The first step to correct a denial is to file an appeal in writing. Unfortunately, this rarely results in correction of the problem and will usually end with a form letter stating, “We made a new and independent review of your claim. The person doing the review did not take part in making the first decision.” Or, “This is in regards to a review request for service(s) on (date). Our medical staff has reviewed the submitted documentation and have determined that no payment can be allowed for the Prepare Face/Oral Prosthesis, code 21076 through code 21089, because this service is not covered by Medicare Part B.” It is rare for any Medicare carrier to have adequately trained personnel in maxillofacial prosthetics. You must first appeal in writing, however, before you proceed to the next level of appeal, a Fair Hearing.


At a Fair Hearing, the claim is reviewed in “independent reviews” by a person paid by Medicare. You can request that Fair Hearings be done by telephone or in person at a location convenient to you. In most cases, Medicare personnel people performing these reviews are well trained, reasonable, and will consider your position and argument seriously, often reversing earlier decisions. On denied cases it can also be advantageous to have the patient present at an in-person hearing to demonstrate the need for the maxillofacial prosthesis. For example, if an obturator has been denied, ask the patient to remove the obturator and try to speak. This has been done on a number of occasions and the claim is usually approved. If the Fair Hearing does not result in coverage on a clearly covered procedure, the next step is to obtain legal help and go before an administrative law judge in court. Incorrect denials, though, are usually reversed in Fair Hearings. In either case, it is important to have very accurate documentation and records to support your claim. Citing past cases where the same procedures were covered is a very strong argument in your favor.


It is important to thoroughly understand these appeal procedures and have your office set up to pursue and correct these errors. Since specific codes and RVU values have been developed by the AAMP, in conjunction with the AMA and HCFA, these problems have been reduced but unfortunately still do occur. The 21089 codes can be particularly difficult and coverage can vary widely from carrier to carrier. It can be helpful to get the patient involved in these denials, especially if this person has political contacts. Medicare and HCFA respond very quickly to congressional inquiries from Washington, DC, and a slow bureaucracy can be made to move much more quickly.


If you treat a Medicare patient and you suspect or know a procedure is not covered by Medicare, you can still treat that patient but you must inform the patient that it is probably not a covered procedure. The patient signs a waiver of liability form for services that you know are not covered and agrees to be financially responsible for the treatment rendered (Fig 2-4). The waiver is not necessary if the procedures are clearly not covered under Medicare guidelines, only for services you feel are ambiguous as to coverage. For example, dental restorations are clearly not covered, so no waiver of liability for this treatment is needed. The patient should also sign a consent form to obtain medical information from other physicians, hospitals, or private practices to substantiate medical necessity (Fig 2-5). If you do not accept assignment on a claim so that you are a nonparticipating provider and you still wish to help a patient with denial of claims appeals and Fair Hearings, you will need signed consent to allow you to intervene (Fig 2-6).


[image: image]


Fig 2-4 Waiver of liability form, National Heritage Insurance Company—Medicare Carrier, State of Maine.
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Fig 2-5 Records release authorization form letter.


[image: image]


Fig 2-6 Consent for payment to a nonparticipating provider, National Heritage Insurance Company—State of Maine.


Medicare and managed care


Congress and HCFA promote Medicare managed care plans. HCFA has contracted with individual medical carriers in different areas of the country to offer this managed care coverage. They pay carriers a set amount of reimbursement for each member to provide all the treatment that the patient needs. Carriers must follow HCFA guidelines as to medically necessary treatments. Maxillofacial prosthetic services are determined to be medically necessary services by HCFA and this care must be provided. The managed care insurance companies try to reduce costs and increase profits by negotiating contracts with providers at a reduced rate. The managed care carrier is not restricted by Medicare fee guidelines and can negotiate either higher or lower reimbursement levels. Coverage is restricted by treatment guidelines. If the Medicare managed care carrier has a provider in the network with whom they have negotiated a contract, they can require the patient to go to that provider. If they do not have a provider in the network, such as a maxillofacial prosthodontist, they still must provide this medically necessary treatment per HCFA guidelines. A provider can then negotiate with that company at either a higher or lower reimbursement level than Medicare allows. If an acceptable payment level cannot be agreed to and they do not have a provider in their network, you may agree to treat the patient and the carrier must pay what Medicare reimbursement (limiting charges) would be in your area for that care. If they deny care that is clearly covered, HCFA is very interested in hearing about these infractions. The patient must follow an appeal process outlined by HCFA with any managed care carrier. These managed care contracts are still relatively new and are in a state of flux. Some carriers after contracting with Medicare for a year or two withdraw from the program due to inadequate reimbursement levels by Medicare.


Unisys (Champus)


Unisys is a federal medical insurance program for the military, usually active-duty personnel and dependents, although some other people may be included in this grouping as well. Unisys is required to follow HCFA guidelines as to coverage and reimbursement levels. Unfortunately, it seems that administrators in this program frequently have minimal knowledge of patients’ rightful benefits, which results in many more denials requiring more appeals and Fair Hearings so that patients can obtain their rightful coverage. If you are a nonparticipating provider, it may be helpful to not accept assignment on Unisys patients. Have patients pay for their treatment following the HCFA guidelines and encourage the patient to obtain rightful benefits individually. The patient can often go to the military personnel manager at the nearest military base for assistance. You can also have the patient enlist the aid of military attorneys to receive rightful Unisys benefits.
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. Type *X”in the Medicare box.
Type all 9 digits consecutively with no breaks or
dashes, including the letter at the end of or preced-
ing the number.

Last name, first, middle initial, all caps, no fitles or
punctuation; use of a space or a comma between
names is permitted.

Must use eight-digit format for this date. (Everywhere
else use six-digit format for dates.) Be sure the “X"is in
the box, not up over it or off to the side.

L N/A

. All caps, address with no punctuation necessary.
N/A

If MSP (Medicare Secondary Payer), Insured’s name
here
Secondary insurance ID number here.

Insurance plan here.

. Type "X" in the appropriate box.

. Type "X In the appropriate box.

. Type "X In the appropriate box.

. Type "ATTACHMENT” when sending information with a
claim.
Type “NONE” if the patient does not have other pri-
mary insurance. If this is not done, the claim form will
be automatically rejected. If Medicare is secondary,
you must bill the primary insurance first and then bill
Medicare for copay, and 11a, 11b, 11c, and 11d will
have to be completed.
N/A

. N/A

. N/A

. Type "X"in the NO box, as no other insurance refers fo
other primary insurance. You must make a good faith
effort o determine whether Medicare is the primary
insurance carrier or not.
Have the patient sign and date this field.
Leave blank, unless you are “accepting assignment”
on this particular claim, as you would if state welfare
was the secondary payer.
Six-dligit date if this was an accident only.
N/A
N/A

. Referring provider’s name here.

. UPIN number of referring physician here. If you are
doing your own x-rays you need to put your UPIN
number here and name on 17.

8.

Follow instructions exactly; any errors or missing information will result in rejection of the claim.

. Place an “X" in the NO box.

Primary diagnosis in 1, with subsequent helpful diag-
noses in the other fields; use ICD 9 code fo indicate
primary diagnosis. Each code must be as specific as
possible. Also add diagnosis and condition codes
that may help to clarify and support this claim sub-
mission but never enter more than four codes on any
one claim. Make sure to check the number of digits
necessary for a code.
/A

. N/A—Medicare will not preauthorize any freatment.
. Six-digit date of service (always).
. Place of service: Office = 11, Inpatient Hospital = 21

Nursing Facility = 32.

N/A in Maine. If applicable in your state, then 1=med-
ical, 2=surgical or maxillofacial prosthesis, 4=radi-
ographs, 9=other medical. Check with your local
provider service representative.

. CPT code and modifier if applicable.

. ICD 9 diagnosis codes.

- No dollar signs, no decimals or spaces before cents,
. Maine requires you use "010" in this field pertaining to

one unit of service.

. N/A
. N/A
. N/A
. “Servicing Provider” ID number here (if multiple doc-

tors in a private practics).

. Your TIN (tax identification number) number here for

secondary insurance company’s use.

. N/A
. Place "X" in the appropriate box. If you participate

you must check YES; if nonpartficipant, you can
choose on any claim whether you want money to
come 1o you or go to insured by accepting or not ac-
cepting assignment.

. No dollar signs, no decimal or spaces before the

cents.

. Samne as 28,
. Sarne as 27 and 28.
. Doctor signs here; type the six-digit date of submis-

sion.

. Type “SAME" if done in the office: if place of service is
a hospital or a nursing facility, you will need to type
that name and address.

. Your name and address typed or stamped. This is
where you type your provider identification number
in the lower right corner of this field.
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JOHN J. JONES, DMD
SAMUEL S. SMITH, DDS

BORING POND PROSTHODONTICS
1 APPLE ROAD MAXILLOFACIAL PROSTHETICS
PORTLAND, MAINE 00000 IMPLANT PROSTHETICS
TELEPHONE: (207) 000-0000 FAX: (207) 000-0000

Dear Patient:

‘We are now required by Medicare rules to advise you that we feel that the procedure and/or
treatment you receive in our office as follows:

may not be paid

by Medicare for this/these reasons:

You are responsible for the payment for the services that this office has provided you. Your
signature below indicates that you have discussed this with our staff or doctor and that you are
aware and responsible for payment.

Furthermore, the level of coverage may not be at the level of our fee for our services and you
are financially responsible for the entire fee as this office does not participate with the
Medicare program. We do not accept assignment.

PATIENT SIGNATURE: DATE:
WITNESS: DATE:
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RECORDS RELEASE AUTHORIZATION

Doctor or Hospital

Address
I HEREBY AUTHORIZE AND REQUEST YOU TO RELEASE TO:

John J. Jones, DMD
Samuel S. Smith, DDS
1 Apple Road
Portland, Maine 00000
Tele: 207-000-0000 Fax: 207-000-0000

THE COMPLETE HISTORY RECORDS IN YOUR POSSESSION CONCERNING

MY ILLNESS AND/OR TREATMENT DURING THE PERIOD FROM
TO s

NAME

ADDRESS

SIGNATURE WITNESS
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JOHN J. JONES, DMD
SAMUEL S. SMITH, DDS

BORING POND PROSTHODONTICS
1 APPLE ROAD MAXILLOFACIAL PROSTHETICS
PORTLAND, MAINE 00000 IMPLANT PROSTHETICS
TELEPHONE: (207) 000-0000 FAX: (207) 000-0000

ONE TIME PATIENT AUTHORIZATION FORM FOR USE BY PROVIDER

BENEFICIARY NAME MEDICARE ID #

I REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS MAY BE
MADE ON MY BEHALF TO DR. JOHN J. JONES OR DR. SAMUEL S. SMITH FOR ANY
SERVICES FURNISHED TO ME BY THAT PROVIDER. I ALSO AUTHORIZE ANY
HOLDER OF MEDICAL INFORMATION ABOUT ME NEEDED TO DETERMINE BENE-
FITS OR BENEFITS FOR RELATED SERVICES, BE RELEASED TO THE HEALTH
CARE FINANCING ADMINISTRATION AND ITS AGENTS.

AND/OR

PHYSICIAN/SUPPLIER INQUIRY AUTHORIZATION (PRIVACY ACT FORM)

DUE TO MY NON-ASSIGNED CLAIM, ACCORDING TO MEDICARE RULES, I
AUTHORIZE DR. JOHN J. JONES OR DR. SAMUEL S. SMITH TO ACT ON MY BEHALF
TO DO ONE OR MORE OF THE FOLLOWING:

INQUIRE ON: —REQUEST REVIEW OF PAYMENT
— STATUS OF CLAIM — OR DENIAL
- COPY OF EOMB - REQUEST FAIR HEARING
— COPY OF CHECK - TELEPHONE
— OTHER, EXPLAIN — ON-THE-RECORD
—IN PERSON

A PHOTOCOPY OF THIS SIGNATURE ON FILE AND PRIVACY ACT FORM WILL BE
VALID IN THE EVENT THE PROVIDER NEEDS TO SHOW PROOF FOR ANY OF THE
ABOVE INFORMATION.

PATIENT SIGNATURE
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Head

Skull, facial bones and temporomandibular joint.

Incision

(For drainage of superficial abscess and
hematoma, see 20000)

(For removal of embedded foreign body
from dentoalveolar structure, see 41805,
41806)

21010 Arthrotomy, temporomandibular joint

(21011 has been deleted. To report, use
21010 with modifier 50 or 09950)

Excision

(For biopsy, see 20220, 20240)

21015 Radical resection of fumor (eg, malignant
neoplasm), soft tissue of face or scalp

(21020 has been deleted. To report, use
61501)

21025 Excision of bone (eg, for osteomyelitis or
bone abscess); mandible

21026

21029 Removal by contouring of benign tumor
of facial bone (eg. fibrous dysplasia)

facial bone(s)

21030 Excision of benign tumor or cyst of facial
bone other than mandible

21031 Excision of forus mandibularis
21032 Excision of maxillary torus palatinus

21034 Excision of malignant tumor of facial
bone other than mandible

21040 Excision of benign cyst or tumor of
mandible; simple

21041 complex

21044 Excision of malignant tumor of mandible;

21045 radical resection

(For bone graft, see 21215)

21050 Condylectomy, femporomandibular joint
(separate procedure)

(21051 has been deleted. To report, use
21050 with modifier 50 or 09950)

21060 Meniscectomy, partial or complete, tem-
poromandibular joint (separate proce-
dure)

(21061 has been deleted. To report, use
21060 with modifier -50 or 09950)

21070 Coronoidectomy (separate procedure)

(21071 has been deleted. To report, use
21070 with modifier 50 or 09950)

Introduction or Removal

(For application or removal of caliper or tongs,
see 20660, 20665.) Codes 21076-21089 describe
professional services for the rehabilitation of pa-
fients with oral, facial or other anatomical defi-
ciencies by means of prostheses such as an
artificial eye, ear, or nose or intraoral obturator
to close a cleft. Codes 21076-21089 should only
be used when the physician actually designs
and prepares the prosthesis (ie, not prepared
by an outside laboratory).

21076 Impression and custom preparation;
surgical obturator prosthesis

21077 orbital prosthesis
21079 interim obturator prosthesis
21080 definitive obturator prosthesis

21081 mandibular resection prosthesis

21082 palatal augmentation prosthesis

21083 palatal lift prosthesis
21084 speech aid prosthesis
21085 oral surgical splint
21086 auricular prosthesis
21087 nasal prosthesis
21088 facial prosthesis

21089 miscellaneous
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Evaluation and Management

Office or Other
Outpatient Services

The following codes are used to report evaluation
and management services provided in the
physician’s office or in an outpatient or other
ambulatory facility. A patient is considered an
outpatient until inpatient admission to a health
care facility occurs.

To report services provided to a patient who is
admitted to a hospital or nursing facility in the
course of an encounter in the office or other
ambulatory facility, see the notes for initial
hospital inpatient care (page 12) or
comprehensive nursing facility assessments
(page 23).

For services provided by physicians in the
Emergency Department, see 99281-99285.

For observation care, see 99217-99220.

For observation or inpatient care services
(including admission and discharge services),
see 99234-99236.

New Patient

99201 Office or other outpatient visit for the
evaluation and management of a new patient,
which requires these three key components:

« a problem focused history;
- a problem focused examination; and

« straightforward medical decision
making.

Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)
and the patient’s and/or family’s needs.

Usually, the presenting problems are self
limited or minor. Physicians typically spend 10
minutes face-to-face with the patient and/or
family.

Office or other outpatient visit for the
evaluation and management of a new patient,
which requires these three key components:

+ an expanded problem focused history;

« an expanded problem focused
examination; and

- straightforward medical decision making.

Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)
and the patient’s and/or family’s needs.

Usually, the presenting problem(s) are of low
to moderate severity. Physicians typically
spend 20 minutes face-to-face with the
patient and/or family.

Office or other outpatient visit for the
evaluation and management of a new patient,
which requires these three key components:

« a detailed history;
+ a detailed examination; and

- medical decision making of low
complexity.

Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)
and the patient’s and/or family’s needs.

Usually, the presenting problem(s) are of
moderate severity. Physicians typically spend
30 minutes face-to-face with the patient
and/or family.

Office or other outpatient visit for the
evaluation and management of a new patient,
which requires these three key components:

- a comprehensive history;
+ a comprehensive examination; and

- medical decision making of moderate
complexity.

Counseling and/or coordination of care with
other providers or agencies are provided
consistent with the nature of the problem(s)
and the patient’s and/or family’s needs.
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