
 

MEDICAL POLICY – 9.02.501 
Orthognathic Surgery 
Effective Date: Sep. 4, 2026* 
Last Revised: May 12, 2026 
Replaces: N/A 
 
*This policy has been revised. 
Click here to view the current 
policy. 

RELATED MEDICAL/DENTAL POLICIES:  
2.01.535      Temporomandibular Joint Disorder 
7.01.554     Surgical Treatment of Snoring and Obstructive Sleep Apnea Syndrome 
9.02.500     Orthodontic Services for Treatment of Congenital Craniofacial Anomalies 
9.02.503     Computerized Diagnostic Imaging for Complex Maxillofacial Procedures 
10.01.514   Cosmetic and Reconstructive Services 

 

Select a hyperlink below to be directed to that section. 

POLICY CRITERIA  |  DOCUMENTATION REQUIREMENTS  |  CODING 
RELATED INFORMATION  |  EVIDENCE REVIEW  |  REFERENCES  |  HISTORY 

∞ Clicking this icon returns you to the hyperlinks menu above. 
 

Introduction 

Orthognathic surgery is surgery to correct conditions of the jaw. Severe problems with the 
jawbone can interfere with being able to speak or chew. Orthognathic surgery treats and 
corrects problems with the facial bones, specifically the upper jaw (maxilla) and lower jaw 
(mandible). Some of these corrective surgeries involve lengthening or shortening the lower 
jawbone. This policy identifies when corrective jaw surgery is considered medically necessary. 

 

Note:   The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
 

Policy Coverage Criteria  
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Condition Medical Necessity 
Contract limitations Some health plan contracts may not have benefits to cover 

orthognathic surgery. Refer to member contract language for 
benefit determination. 

Congenital anomalies Orthognathic surgery for correction of congenital (apparent at 
birth) deformities may be considered medically necessary for 
the following diagnoses (list may not be all inclusive): 

• Apert syndrome 
• Cleft deformity 
• Crouzon syndrome 
• Hemifacial microsomia (HFM) 
• Noonan syndrome 
• Pfeiffer syndrome 
• Pierre Robin sequence 
• Treacher Collins syndrome 

Note: Abnormal growth of the jaws (resulting in maxillary and/or mandibular 
hypo- or hyperplasia) is NOT considered a congenital anomaly 

Traumatic injury or tumor Orthognathic surgery may be considered medically necessary 
for restoration of function related to an acute traumatic injury 
or surgical removal of a tumor 

Maxillary and/or 
mandibular facial skeletal 
deformities associated with 
masticatory malocclusion 

Orthognathic surgery for correction of skeletal deformities of 
the maxilla or mandible may be considered medically 
necessary when ALL of the following criteria (1, 2 and 3) are 
met: 

1. ONE of the following significant functional impairments is 
present and persists for at least 4 months: 

o Impaired masticatory or incisive function (difficulty 
chewing) 

o Chewing-induced trauma to the soft tissues of the mouth 
o Impaired swallowing or choking on incompletely chewed 

solid foods 
o Abnormal tongue thrust is present 
o Speech abnormality impairs the individual’s ability to 

communicate and is determined by a speech pathologist or 
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Condition Medical Necessity 
therapist to be due to skeletal malocclusion, and the speech 
deficit cannot be resolved by speech therapy 

AND 

2. ONE of the following facial skeletal deformities is present: 

o Mandibular excess or maxillary deficiency with a reverse 
overjet (ROJ) of at least 3 mm 

o Maxillary excess or mandibular deficiency with an overjet 
(OJ) of at least 6 mm 

o Open bite (OB) of at least 2 mm 
o Deep bite (DB) of at least 7mm 
o Significant transverse maxillary arch deficiency presenting 

with ONE of the following: 
 Crowded maxillary teeth with first or second bicuspid 

extracted and no other orthognathic procedures 
 Unilateral maxillary arch expansion (asymmetries 

greater than 3 mm with concomitant occlusal 
asymmetry) 

 Transverse maxillary arch (bilateral) of more than 7 mm 
AND 
3. An orthodontic specialist has documented that orthodontia 

(conservative therapy) is not recommended for the condition. 
or orthodontia has already been tried and was not adequate 

Treatment of severe 
malocclusion that 
contributes to TMJ 
syndrome symptoms 

Treatment of severe malocclusion that contributes to 
temporomandibular joint (TMJ) syndrome symptoms may be 
considered medically necessary when ONE of each of the 
following elements (1, 2 and 3) are met: 

1. ONE of the following symptoms is present and has persisted 
for at least 4 months: 

o Painful chewing clearly related to the TMJ 
o Frequent and significant headaches clearly related to TMJ 
o Significant temporomandibular joint and/or muscle 

tenderness 
AND 
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Condition Medical Necessity 
2. Symptoms persist after 4 months of treatment with ONE of the 

following conservative measures: 

o Elimination of aggravating factors such as: gum chewing, 
chewing hard or tough foods 

o Use of anti-inflammatory medications, unless 
contraindicated 

o Treatment with splint therapy, unless not tolerated 
AND 
3. Malocclusion or dental misalignment is present and supported 

by ONE of the following measurements: 

o Mandibular excess or maxillary deficiency with a reverse 
overjet (ROJ) of at least 3 mm;  

o Maxillary excess or mandibular deficiency with an overjet 
(OJ) of at least 6 mm;  

o Open bite (OB) of at least 4 mm 
o Deep bite (DB) of at least 7mm 
o Significant transverse maxillary arch deficiency presenting 

with ONE of the following: 
 Crowded maxillary teeth with first or second bicuspid 

extracted and no other orthognathic procedures 
 Unilateral maxillary arch expansion (asymmetries 

greater than 3 mm with concomitant occlusal 
asymmetry) 

 Transverse maxillary arch (bilateral) of more than 7 mm 
Mandibular and maxillary 
deformities contributing to 
airway dysfunction and 
associated obstructive 
sleep apnea (OSA) 

Maxillofacial surgery for treatment of mandibular and 
maxillary deformities contributing to airway dysfunction and 
associated obstructive sleep apnea (OSA) may be considered 
medically necessary when ALL of the following are present and 
documented: 

• Moderate to severe OSA (AHI* ≥ 15, confirmed by a sleep 
study) 

• Individual has trialed and failed a minimum 90-day use of 
positive airway pressure (PAP) 

• Individual participated in a PAP compliance program 
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Condition Medical Necessity 
• A qualified sleep specialist has documented that other surgical 

options are not recommended for OSA or another surgical 
option has already been tried and was not adequate. 

 

*AHI: apnea/hypopnea index 

Orthognathic surgical 
splints 

The use of two orthognathic surgical splints may be 
considered medically necessary. Any use of greater than two 
orthognathic surgical splints is considered not medically 
necessary. 

 

Condition Investigational 
Endoscopically-assisted 
nasomaxillary expansion 

Endoscopically assisted nasomaxillary expansion as a 
treatment for OSA is considered investigational 

Virtual surgery planning 
(VSP) (D0393)  

Three-dimensional virtual treatment planning or computer-
aided three-dimensional simulation and navigation in 
orthognathic surgery (CASNOS) is considered investigational. 

Other indications The use of condylar positioning devices in orthognathic 
surgery is considered investigational. 

Orthognathic surgery is considered investigational for all other 
indications. 

 

Condition Cosmetic 
Unaesthetic facial features 
and psychological 
impairments 

Orthognathic surgery is considered cosmetic for correction of 
unaesthetic facial features, regardless of whether these are 
associated with psychological disorders. 

Orthognathic surgery performed to reshape or enhance the 
size of the chin to restore facial harmony and chin projection 
(e.g., mentoplasty, chin augmentation, chin implants, 
genioplasty, or mandibular osteotomies/ostectomies); to 
address genial hypoplasia, hypertrophy, or asymmetry; or 
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Condition Cosmetic 
when performed as an isolated procedure or with other 
procedures, is considered cosmetic in nature. 

No benefits are available for orthognathic surgery when 
performed primarily for cosmetic purposes. 

Note: Cosmetic services are addressed in a separate policy. See Related 
Policies. 

 

Documentation Requirements 
The individual’s medical records submitted for review for all conditions should document 
that medical necessity criteria are met. The record should include the following: 
• A written explanation of the member's clinical course, including dates and nature of any 

previous treatment, and specialist clinical documentation (e.g., Orthodontic and Sleep 
Specialist). 

AND 
• A detailed description of the functional impairment considered to be the direct result of the 

skeletal abnormality 
AND 
• Physical evidence of a skeletal, facial, or craniofacial deformity defined by study models and 

pre-orthodontic imaging such as cephalometric radiographs and cephalometric diagrams with 
standard computer-generated measurements 

AND 
• Clear frontal/full face and lateral view photographs (digital or film) 
 

Coding  

 

Code Description 
CPT 
21085 Impression and custom preparation; oral surgical splint 

21088 Impression and custom preparation; facial prosthesis 

21141 Reconstruction midface, LeFort I; single piece, segment movement in any direction 
(e.g., for Long Face Syndrome), without bone graft 
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Code Description 
21142 Reconstruction midface, LeFort I; 2 pieces, segment movement in any direction, 

without bone graft 

21143 Reconstruction midface, LeFort I; 3 or more pieces, segment movement in any 
direction, without bone graft 

21145 Reconstruction midface, LeFort I; single piece, segment movement in any direction, 
requiring bone grafts (includes obtaining autografts) 

21146 Reconstruction midface, LeFort I; 2 pieces, segment movement in any direction, 
requiring bone grafts (includes obtaining autografts) (e.g., ungrafted unilateral alveolar 
cleft) 

21147 Reconstruction midface, LeFort I; 3 or more pieces, segment movement in any 
direction, requiring bone grafts (includes obtaining autografts) (e.g., ungrafted bilateral 
alveolar cleft or multiple osteotomies) 

21150 Reconstruction midface, LeFort II; anterior intrusion (e.g., Treacher-Collins Syndrome) 

21151 Reconstruction midface, LeFort II; any direction, requiring bone grafts (includes 
obtaining autografts) 

21154 Reconstruction midface, LeFort III (extracranial), any type, requiring bone grafts 
(includes obtaining autografts); without LeFort I 

21155 Reconstruction midface, LeFort III (extracranial), any type, requiring bone grafts 
(includes obtaining autografts); with LeFort I 

21159 Reconstruction midface, LeFort III (extra and intracranial) with forehead advancement 
(e.g., mono bloc), requiring bone grafts (includes obtaining autografts); without LeFort 
I 

21160 Reconstruction midface, LeFort III (extra and intracranial) with forehead advancement 
(e.g., mono bloc), requiring bone grafts (includes obtaining autografts); with LeFort I 

21188 Reconstruction midface, osteotomies (other than LeFort type) and bone grafts 
(includes obtaining autografts) 

21193 Reconstruction of mandibular rami, horizontal, vertical, C, or L osteotomy; without 
bone graft 

21194 Reconstruction of mandibular rami, horizontal, vertical, C, or L osteotomy; with bone 
graft (includes obtaining graft) 

21195 Reconstruction of mandibular rami and/or body, sagittal split; without internal rigid 
fixation 

21196 Reconstruction of mandibular rami and/or body, sagittal split; with internal rigid 
fixation 

21198 Osteotomy, mandible, segmental; 

21206 Osteotomy, maxilla, segmental (e.g., Wassmund or Schuchard) 
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Code Description 
21208 Osteoplasty, facial bones; augmentation (autograft, allograft, or prosthetic implant) 

21209 Osteoplasty, facial bones; reduction 

21240 Arthroplasty, temporomandibular joint, with or without autograft (includes obtaining 
graft) 

21242 Arthroplasty, temporomandibular joint, with allograft 

21243 Arthroplasty, temporomandibular joint, with prosthetic joint replacement 

21247 Reconstruction of mandibular condyle with bone and cartilage autografts (includes 
obtaining grafts) (e.g., for hemifacial microsomia) 

21270 Malar augmentation, prosthetic material 

21295 Reduction of masseter muscle and bone (e.g., for treatment of benign masseteric 
hypertrophy); extraoral approach 

21296 Reduction of masseter muscle and bone (e.g., for treatment of benign masseteric 
hypertrophy); intraoral approach 

40702 Plastic repair of cleft lip/nasal deformity; primary bilateral, 1 of 2 stages 

40720 
Plastic repair of cleft lip/nasal deformity; secondary, by recreation of defect and 
reclosure 

40799 Unlisted procedure, lips 

76376 3D rendering with interpretation and reporting of computed tomography, magnetic 
resonance image, ultrasound, or other tomographic modality with image 
postprocessing under concurrent supervision; not requiring image postprocessing on 
the independent workstation 

76377 3D rendering with interpretation and reporting of computed tomography, magnetic 
resonance image, ultrasound, or other tomographic modality with image 
postprocessing under concurrent supervision; requiring image postprocessing on the 
independent workstation 

CDT 
D0330 Panoramic film 

D0340 Cephalometric film 

D0350 Oral/facial photographic images 

D0393 

Virtual treatment simulation using 3D image volume or surface scan Virtual simulation 
of treatment including, but not limited to, dental implant placement, prosthetic 
reconstruction, orthognathic surgery, and orthodontic tooth movement. 

D0470 Diagnostic Casts 
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Code Description 
D7940 Osteoplasty – for orthognathic deformities 

D7941 Osteotomy – mandibular rami 

D7943 Osteotomy – mandibular rami with bone graft; includes obtaining the graft 

D7944 Osteotomy – segmented or subapical 

D7945 Osteotomy – body of mandible 

D7946 LeFort I (maxilla – total) 

D7947 LeFort I (maxilla – segmented) 

D7948 LeFort II or LeFort III (osteoplasty of facial bones for midface hypoplasia or retrusion) – 
without bone graft 

D7949 LeFort II or LeFort III with bone graft 

D7950 
Osseous, osteopaperiosteal, or cartilage graft of the mandible or maxilla - autogenous 
or nonautogenous, by report 

D7951 Sinus augmentation with bone or bone substitutes via a lateral open approach 

D7952 Sinus augmentation via a vertical approach 

D7953 Bone replacement graft for ridge preservation – per site 

D7955 Repair of maxillofacial soft and/or hard tissue defect 

Note:  CPT codes, descriptions, and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). CDT codes, 
descriptions and materials are copyrighted by the American Dental Association (ADA). 

 

Related Information  

 

Background 

Orthognathic surgery is the revision by ostectomy, osteotomy or osteoplasty of the upper jaw 
(maxilla) and/or the lower jaw (mandible) intended to alter the relationship of the jaws and 
teeth. These surgical procedures are intended:  

(i) to correct skeletal jaw and cranio-facial deformities that may be associated with significant 
functional impairment, and  
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(ii) to reposition the jaws when conventional orthodontic therapy alone is unable to provide a 
satisfactory, functional dental occlusion within the limits of the available alveolar bone. 

Congenital or developmental defects can interfere with the normal development of the face and 
jaws. These birth defects may interfere with the ability to chew properly and may also affect 
speech and swallowing. In addition, trauma to the face and jaws may create skeletal deformities 
that cause significant functional impairment. Functional deficits addressed by this type of 
surgery are those that affect the skeletal masticatory apparatus such that chewing, speaking 
and/or swallowing are impaired. 

Certain jaw and cranio-facial deformities may cause significant functional impairment. These 
deformities include apertognathia (either lateral or anterior not correctable by orthodontics 
alone), significant asymmetry of the lower jaw, significant class 2 and class 3 occlusal 
discrepancies, and cleft palate. Orthognathic surgery may help to reduce the flattening of the 
face that is characteristic of severe cleft deformity. Treatment approaches include maxillary 
advancement, a type of orthognathic surgery which surgically moves the maxilla and fixes it 
securely into place using sophisticated bone mobilizing techniques. This method of surgery is 
used when there is a need to improve the facial contour and normalize dental occlusion due to 
relative deficiency of the mid-face region. The approach utilized is case dependent and may 
include surgery on the mandible, depending on the soft tissue profile of the face and/or severity 
of an occlusal discrepancy, and problems present in the lower face. By using osteotomy 
techniques along with bone and cartilage grafts, the upper and lower jaws and facial skeletal 
framework are moved and appropriately reconstructed. 

Studies demonstrate that persons with vertical hyperplasia of the maxilla have an associated 
increase in nasal resistance, as do persons with maxillary hypoplasia with or without clefts. 
Following orthognathic surgery, such individuals routinely demonstrate decreases in nasal 
airway resistance and improved respiration. 

 

Benefit Application 

Refer to member contract language for benefit determination on orthognathic surgery. 

 

Evidence Review  
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Rationale 

Evidence presented in the literature supports the relationship between facial skeletal 
abnormalities and malocclusions, which includes Class II and Class III asymmetry and open bite 
deformities. Studies indicate a strong correlation between the degree of occlusion present in an 
individual and the efficiency of chewing, bite force and restriction of mandibular excursions. 
Findings indicate the presence of a variety of functional impairments associated with facial 
skeletal abnormalities and malocclusions, including diminished bite forces, restricted excursions, 
and abnormal chewing patterns. The result of orthognathic surgery has led to significant 
improvement in the types of skeletal deformities that contribute to chewing, breathing, and 
swallowing dysfunctions in cases where dental therapeutics or orthodontics have failed. 

For individuals with OSA who receive endoscopically assisted maxillary expansion, the evidence 
includes a retrospective study with no control group and a sample size of 100 and no 
comparator. Cone beam computed tomography was conducted preoperatively and four weeks 
post completion of the maxillary expansion process. The results showed that 96% had successful 
expansion defined as separation of the midpalatal suture at least 1mm from anterior nasal spine 
to posterior nasal spine and showed improved air flow dynamics demonstrated by 
computational fluid dynamics54. However, there was no pre and post measurement of OSA 
findings or correlations with this study and no long-term durability measurements beyond that 
of four weeks. There is insufficient evidence in the peer-reviewed published scientific literature 
to support the safety and efficacy of endoscopically assisted maxillary expansion as a treatment 
for obstructive sleep apnea. 

For individuals requiring orthognathic surgery where virtual surgery planning (VSP) is 
considered, the evidence includes a systematic review, and two expert recommendations. The 
systematic review by Dr. Kobravi  (2025) concludes that clinical recommendations for 
orthognathic surgery should be tailored to the preferences, institutional capabilities, and the 
needs of each patient but suggests that complex cases would gain precision with VSP. Kobarvi 
(2025) states that Conventional Model Surgery with Traditional Surgical Planning (TSP) provides 
a higher degree of tactile feedback . Finally, it is concluded that each approach has its strengths; 
each also encounters challenges that need to be tackled to improve their effectiveness in 
shaping the future of orthognathic surgery.57, 58, 59, 60, 61, 62 

 

Practice Guidelines and Position Statements 

The purpose of the following information is to provide reference material. Inclusion does not 
imply endorsement or alignment with the policy conclusions.  
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Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a US professional society, an international society with US representation, or National 
Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that are 
informed by a systematic review, include strength of evidence ratings, and include a description 
of management of conflict of interest.  

 

American Association of Oral and Maxillofacial Surgeons (AAOMS) 

The 2025 update of the American Association of Oral and Maxillofacial Surgeons AAOMS 
Indications for Orthognathic Surgery,36 has replaced theAAOMS Criteria for Orthognathic 
Surgery (2008, last updated in 2023) and has become widely adopted as a tool to assist in 
determining whether orthognathic surgery is clinically indicated. As listed below, these maxillary 
and/or mandibular facial skeletal deformities associated with masticatory malocclusion relate 
verifiable clinical measurements to significant facial skeletal deformities: 

Antero-posterior discrepancies: 

• Maxillary/mandibular incisor relationship: overjet of 5 millimeter (mm) or more, or a 0 to a 
negative value (norm = 2 mm) 

• Maxillary/mandibular antero-posterior molar relationship discrepancy of 4 mm or more 
(norm 0 = to 1 mm) 

Note: These values represent 2 or more standard deviations (SDs) from published norms 

Vertical discrepancies: 

• Presence of a vertical facial skeletal deformity which is 2 or more SDs from published norms 
for accepted skeletal landmarks 

• Open Bite 
o No vertical overlap of anterior teeth greater than 2 mm 
o Unilateral or bilateral posterior open bite greater than 2 mm 

• Deep overbite with impingement or irritation of buccal or lingual soft tissues of the 
opposing arch 

• Supraeruption of a dento-alveolar segment due to lack of occlusion  
 

Transverse discrepancies: 

• Presence of a transverse skeletal discrepancy which is 2 or more SDs from published norms. 
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• Total bilateral maxillary palatal cusp to mandibular fossa discrepancy of 4 mm or greater, or 
a unilateral discrepancy of 3 mm or greater, given normal axial inclination of the posterior 
teeth 

 

Asymmetries: 

• Antero-posterior, transverse or lateral asymmetries greater than 3 mm with concomitant 
occlusal asymmetry 

 
In addition to the above conditions, the AAOMS (2025) states that orthognathic surgery may be 
indicated in cases where there are specific signs of dysfunction. These may include: 

  
• Facial skeletal discrepancies associated with documented sleep apnea, airway defects and 

soft-tissue discrepancies 
o Before surgery, such individuals should be properly evaluated to determine the cause 

and site of their disorder with appropriate non-surgical treatment attempted when 
indicated. 
 

• Facial skeletal discrepancies associated with documented temporomandibular joint 
pathology 
o Prior to performing an orthognathic procedure on such individuals, non-surgical 

therapies should be attempted, including those procedures and treatments that mimic 
the effects of occlusal alteration. 
 

• Facial skeletal discrepancies associated with congenital and extrinsic anomalies 
o It is essential to address the many conditions resulting from deformities of the facial 

skeleton via a collaborative approach, wherein the craniofacial surgeon is a  key 
participant. 

o Addressing such craniofacial deformities requires an individual to undergo multiple 
surgical procedures from shortly after birth into adulthood. 
 

• Facial skeletal discrepancies associated with documented psychological disorders 
o Prior to surgical treatment designed primarily to improve psychological conditions, 

appropriate consultation should be obtained and non-surgical therapy attempted when 
reasonable. 

• Facial skeletal discrepancies associated with documented speech impairments 
o Prior to surgery, speech evaluation should be obtained to demonstrate the nature of the 

problem and to determine if improvement can be expected. 



Page | 14 of 19 ∞ 

 

References  

 

1. McCarthy JG, Stelnicki EJ, Grayson BH. Distraction osteogenesis of the mandible: A ten-year experience. Semin Orthod. 
1999;5(1):3-8. 

2. Baker NJ, David S, Barnard DW, et al. Occlusal outcome in patients undergoing orthognathic surgery with internal fixation. Br J 
Oral Maxillofac Surg. 1999 37(2):90-93. 

3. Bennett ME, Phillips CL. Assessment of health-related quality of life for patients with severe skeletal disharmony: A review of the 
issues. Int J Adult Orthodon Orthognath Surg. 1999;14(1):65-75. 

4. Cope JB, Samchukov ML, Cherkashin AM. Mandibular distraction osteogenesis: A historic perspective and future directions. Am 
J Orthod Dentofacial Orthop. 1999;115(4):448-460. 

5. Drew SJ, Schwartz MH, Sachs SA. Distraction osteogenesis. N Y State Dent J. 1999;65(1):26-29. 

6. Buttke TM, Proffit WR. Referring adult patients for orthodontic treatment. J Am Dent Assoc. 1999;130(1):73-79. 

7. Davies J, Turner S, Sandy JR. Distraction osteogenesis--a review. Br Dent J. 1998;185(9):462-467. 

8. Barkate HE. Orthognathic surgery by distraction osteogenesis: A literature review. Dentistry. 1997;17(3):14, 16-18. 

9. Lupori JP, Van Sickels JE, Holmgreen WC. Outpatient orthognathic surgery: Review of 205 cases. J Oral Maxillofac Surg. 
1997;55(6):558-563. 

10. Tompach PC, Wheeler JJ, Fridrich KL. Orthodontic considerations in orthognathic surgery. Int J Adult Orthodon Orthognath 
Surg. 1995;10(2):97-107. 

11. Ruhl CM, Bellian KT, Van Meter BH, et al. Diagnosis, complications, and treatment of dentoskeletal malocclusion. Am J Emerg 
Med. 1994;12(1):98-104. 

12. Sinn DP, Ghali GE. Advances in orthognathic surgery. Curr Opin Dent. 1992;2:38-41. 

13. Hunt OT, Johnston CD, Hepper PG, et al. The psychosocial impact of orthognathic surgery: A systematic review. Am J Orthod 
Dentofacial Orthop. 2001;120(5):490-497. 

14. Tulloch JF, Proffit WR, Phillips C. Outcomes in a 2-phase randomized clinical trial of early Class II treatment. Am J Orthod 
Dentofacial Orthop. 2004;125(6):657-667. 

15. Fedorowicz Z, Nasser M, Newton T, Oliver R. Resorbable versus titanium plates for orthognathic surgery. Cochrane Database 
Syst Rev. 2007;(2):CD006204. 

16. Costa F, Robiony M, Toro C, et al. Condylar positioning devices for orthognathic surgery: A literature review. Oral Surg Oral Med 
Oral Pathol Oral Radiol Endod. 2008;106(2):179-190. 

17. Kang SH, Yoo JH, Yi CK. The efficacy of postoperative prophylactic antibiotics in orthognathic surgery: A prospective study in Le 
Fort I osteotomy and bilateral intraoral vertical ramus osteotomy. Yonsei Med J. 2009;50(1):55-59. 

18. Danda AK, Wahab A, Narayanan V, Siddareddi A. Single-dose versus single-day antibiotic prophylaxis for orthognathic surgery: 
A prospective, randomized, double-blind clinical study. J Oral Maxillofac Surg. 2010;68(2):344-346. 

19. Dan AE, Thygesen TH, Pinholt EM. Corticosteroid administration in oral and orthognathic surgery: A systematic review of the 
literature and meta-analysis. J Oral Maxillofac Surg. 2010;68(9):2207-2220. 

20. Garg M, Cascarini L, Coombes DM, et al. Multicentre study of operating time and inpatient stay for orthognathic surgery. Br J 
Oral Maxillofac Surg. 2010;48(5):360-363. 



Page | 15 of 19 ∞ 

21. Pineiro-Aguilar A, Somoza-Martín M, Gandara-Rey JM, Garcia-Garcia A. Blood loss in orthognathic surgery: A systematic review. 
J Oral Maxillofac Surg. 2011;69(3):885-892. 

22. Danda AK, Ravi P. Effectiveness of postoperative antibiotics in orthognathic surgery: A meta-analysis. J Oral Maxillofac Surg. 
2011;69(10):2650-2656. 

23. Sher AE, Schechtman KB, Piccirillo JF. The efficacy of surgical modifications of the upper airway in adults with obstructive sleep 
apnea syndrome. Sleep. 1996 Feb;19(2):156-77. 

24. Thorpy M, Chesson A, Derderian S, Kader G, Millman R, Potolicchio S, et al. Practice parameters for the treatment of obstructive 
sleep apnea in adults: the efficacy of surgical modifications of the upper airway. Sleep. 1996;19(2):152-155. 

25. Mattos CT, Vilani GN, Sant'Anna EF, et al. Effects of orthognathic surgery on oropharyngeal airway: A meta-analysis. Int J Oral 
Maxillofac Surg. 2011;40(12):1347-1356. 

26. Lye KW. Effect of orthognathic surgery on the posterior airway space (PAS). Ann Acad Med Singapore. 2008;37(8):677-682. 

27. Won CH, Li KK, Guilleminault C. Surgical treatment of obstructive sleep apnea: Upper airway and maxillomandibular surgery. 
Proc Am Thorac Soc. 2008;5(2):193-199. 

28. Aurora RN, Casey KR, Kristo D, Auerbach S, Bista SR, Chowdhuri S, Karippot A, Lamm C, Ramar K, Zak R, Morgenthaler TI; 
American Academy of Sleep Medicine. Practice parameters for the surgical modifications of the upper airway for obstructive 
sleep apnea in adults. Sleep. 2010 Oct;33(10):1408-13. 

29. Hassan T, Naini FB, Gill DS. The effects of orthognathic surgery on speech: A review. J Oral Maxillofac Surg. 2007;65(12):2536-
2543. 

30. Van Lierde KM, Schepers S, Timmermans L, et al. The impact of mandibular advancement on articulation, resonance and voice 
characteristics in Flemish speaking adults: A pilot study. Int J Oral Maxillofac Surg. 2006;35(2):137-144. 

31. Chanchareonsook N, Samman N, Whitehill TL. The effect of cranio-maxillofacial osteotomies and distraction osteogenesis on 
speech and velopharyngeal status: A critical review. Cleft Palate Craniofac J. 2006;43(4):477-487. 

32. American Society of Plastic and Reconstructive Surgeons (ASPRS). Orthognathic Surgery: Recommended Criteria for Third-Party 
Payer Coverage. Arlington Heights, IL: ASPRS; September 1997. 

33. Koh H, Robinson PG. Occlusal adjustment for treating and preventing temporomandibular joint disorders. Cochrane Database 
Syst Rev. 2003;(1):CD003812. 

34. Lindenmeyer A, Sutcliffe P, Eghtessad M, et al. Oral and maxillofacial surgery and chronic painful temporomandibular disorders 
-- a systematic review. J Oral Maxillofac Surg. 2010;68(11):2755-2764 

35. American Association of Oral and Maxillofacial Surgeons. Parameters of Care: Clinical Practice Guidelines for Oral and 
Maxillofacial Surgery. 2017. Available at:https://aaoms.org/wp-content/uploads/2024/08/parcare_patient_assesment.pdf. 
Accessed on April 6, 2026. 

36. American Association of Oral and Maxillofacial Surgeons (AAOMS). Indications for Orthognathic Surgery. 2025 Accessed March 
30, 2026 at: https://aaoms.org/publications/position-papers/clinical-papers/.  

37. Panula K, Somppi M, Finne K, et al. Effects of orthognathic surgery on temporomandibular joint dysfunction. A controlled 
prospective 4-year follow-up study. Int J Oral Masillofac Surg. 2000; 29 (3); 183-187. PMID: 10970079. 

38. Dervis E, Tuncer E. Long-term evaluations of temporomandibular disorders in patients undergoing orthognathic surgery 
compared with a control group. Oral Surg Oral Med Oral Pathol Oral Radio Endod. 2002; 94(5);554-560. PMID: 12424447. 

39. Abrahamsson C, Ekberg E, Henrikson T, Bondemark L. Alterations of temporomandibular disorders before and after 
orthognathic surgery: A systematic review. Angle Orthod. 2007;77(4):729-734. 

40. Dolwick MF, Widmer CG. Orthognathic surgery as a treatment for temporomandibular disorders. Oral Maxillofac Surg Clin 
North Am. 2018;30(3):303-323. 

41. Zaghi S, Holty JE, Certal V, et al. Maxillomandibular advancement for treatment of obstructive sleep apnea: A meta-analysis. 
JAMA Otolaryngol Head Neck Surg. 2016; 142(1):58-66. PMID: 26606321. 

https://aaoms.org/wp-content/uploads/2024/08/parcare_patient_assesment.pdf


Page | 16 of 19 ∞ 

42. John CR, Gandhi S, Sakharia AR, et al. Maxillomandibular advancement is a successful treatment for obstructive sleep apnoea: a 
systematic review and meta-analysis. Int J Oral Maxillofac Surg. 2018;47(12):1561-1571. PMID: 29871788. 

43. Giralt-Hernando M, Valls-Ontañόn A, Guijarro-Martínez R. et al. Impact of surgical maxillomandibular advancement upon 
pharyngeal airway volume and apnoea-hypopnoea index in the treatment of obstructive sleep apnoea; systematic review and 
meta-analysis. BMJ Open Respir Res 2019: 6(1): e000402. PMID: 31673361. 

44. Peck CJ, Pourtaheri N, Shultz BN, Parsaei Y, Yang J, Park KE, Allam O, Steinbacher DM. Racial Disparities in Complications, 
Length of Stay, and Costs Among Patients Receiving Orthognathic Surgery in the United States. J Oral Maxillofac Surg. 2021 
Feb;79(2):441-449. PMID: 33058772. 

45. Toh AQJ, Leung YY. The effect of orthognathic surgery on temporomandibular disorder. J Craniomaxillofac Surg. 2022;50(3): 
218-224. PMID: 34887170. 

46. Quah B, Sng TJH, Yong CW, Wen Wong RC. Orthognathic surgery for obstructive sleep apnea. Oral Maxillofac Surg Clin North 
Am. 2023; 35(1).:49-59. PMID: 36336592. 

47. Brandtner C, Hachleitner J, Rippel C, et al. Long-term skeletal and dental stability after orthognathic surgery of the maxilla-
mandibular complex in Class II patients with transverse discrepancies. J Craniomaxillofac Surg. 2015; 43(8): 1516-1521. PMID: 
26293193. 

48. Abdelwahab M, Yoon A, Okland T. et.al, Impact of distraction osteogenesis maxillary expansion on the internal nasal valve in 
obstructive sleep apnea. Otolaryngol Head Neck Surg. 2019; 161(2):362-367. PMID: 31084256. 

49. Vinha PP, Thuler ER, de Mello-Filho, FV. Effects of surgically assisted rapid maxillary expansion on the modification of the 
pharynx and hard palate and on obstructive sleep apnea, and their correlations. J Craniomaxillofac Surg. 2020; 48(4):339-348. 
PMID: 32169348. 

50. Yoon A, Guilleminault C, Zaghi S, et.al., Distraction osteogenesis maxillary expansion (DOME) for adult obstructive sleep apnea 
patients with narrow maxilla and nasal floor. Sleep Med. 2020; 65:172-176. PMID: 31606311. 

51. Iwasaki T, Yoon A, Guilleminault C, et.al., How does distraction osteogenesis maxillary expansion (DOME) reduce severity of 
obstructive sleep apnea. Sleep Breath. 2020; 24(1): 287-296. PMID: 31823220. 

52. Oliveira LT, Abreu LG, Silveira GS, et.al., Does surgically assisted maxillary expansion improve obstructive sleep apnoea in 
adults? A systematic review and meta-analysis. Evid Based Dent. 2022. Dec 8. Doi:10.1038/s41432-022-0829-7. Online ahead of 
print. PMID: 36482194. 

53. Li K, Iwasaki T, Quo S, et.al. Nasomaxillary expansion by endoscopically-assisted surgical expansion (EASE): An airway centric 
approach. Orthod Fr 2022;93 (Supp 1):47-60. PMID: 36704947 

54. Yoon A, Kim TK, Abdelwahab M, et.al. What changes in maxillary morphology from distraction osteogenesis maxillary expansion 
(DOME) correlate with subjective and objective OSA measures. Sleep Breath. 2023: 27(5):1967-1975. PMID: 36806968. 

55. Ali SK, Marrapodi MM, Shivakumar GC, et al. Efficacy of orthognathic surgery in OSAS patients: A systematic review and meta-
analysis. J Oral Rehabil. 2025;52(4): 554-565. PMID: 39861956. 

56. Walker A, Kassir MF, Sama V, et al. Maxillomandibular advancement safety and effectiveness in obstructive sleep apnea: 
systematic review and meta-analysis. Otolaryngol Head Neck Surg. 2025; 172(4):1142-1154. PMID: 39764681. 

57. Kobravi S, Jafari A, Lotfalizadeh M, Azimi A. Digital Innovations in Orthognathic Surgery: A Systematic Review of Virtual Surgical 
Planning, Digital Transfer, and Conventional Model Surgery. Orthod Craniofac Res. 2025;28(5):783-798. doi:10.1111/ocr.12934. 
PMID: 40278501. 

58. Aghaloo TL, Hadaya D. Basic Principles of Bioengineering and Regeneration. Oral Maxillofac Surg Clin North Am. 2017 
Feb;29(1):1-7. doi: 10.1016/j.coms.2016.08.008. PMID: 27890223. 

59.  Fagin, A. and Farrell, B.B. (2022). Virtual Surgical Planning (VSP) in Orthognathic Surgery. In Atlas of Operative Oral and 
Maxillofacial Surgery (eds C.J. Haggerty and R.M. Laughlin). https://doi.org/10.1002/9781119683957. Accessed May 21, 
2026. 

https://doi.org/10.1002/9781119683957.


Page | 17 of 19 ∞ 

60. Gupta S. Effectiveness of Traditional and Virtual Surgical Planning in Orthognathic Surgery: A Systematic Review and Meta-
Analysis. Cureus. 2025;17(2):e79033. Published 2025 Feb 15. doi:10.7759/cureus.79033. PMID: 40099059.  

61. Olejnik A, Verstraete L, Croonenborghs TM, Politis C, Swennen GRJ. The Accuracy of Three-Dimensional Soft Tissue Simulation 
in Orthognathic Surgery-A Systematic Review. J Imaging. 2024;10(5):119. Published 2024 May 14. 
doi:10.3390/jimaging10050119. PMID: 38786573. 

62. Strujak G, Marlière DAA, Medeiros YL, Guariza Filho O, Carlini JL, Westphalen VPD. Virtual Versus Conventional Planning in 
Orthognathic Surgery: A Systematic Review and Meta-analysis. J Maxillofac Oral Surg. 2024;23(2):219-228. doi:10.1007/s12663-
023-02091-3. PMID: 38601248. 

 

History  

 

Date Comments 
04/14/14 New policy. Add to Dental section. Orthognathic surgery may be considered medically 

necessary for correction of the certain skeletal deformities of the maxilla or mandible 
when it is documented that these skeletal deformities are contributing to significant 
dysfunction, and where the severity of the deformities precludes adequate treatment 
through dental therapeutics and orthodontics alone when criteria are met. 

01/22/15 Update Related Policies. Change title to 2.01.503. 

04/24/15 Annual Review. Literature review performed; no change in policy statements. 

09/25/15 Coding update. ICD-10-CM codes added. 

02/18/16 Coding update. Added D7881 

04/12/16 Annual Review. Literature review performed; no change in policy statements. 

10/11/16 Policy moved into new format; no change to policy statements. 

02/14/17 Annual review. No changes to policy statements. 

04/14/17 Coding update; codes that were previously listed as a range are now listed individually. 
Minor formatting update. 

01/01/18 Minor update; removed 2.01.503 from Related Policies as it was archived. 

07/01/18 Annual Review, approved June 29, 2018. Changes effective October 5, 2018. Literature 
review performed. References 31, 32 added. Orthognathic surgery for correction of 
articulation disorders and other impairments in the production of speech statement 
removed as a policy statement, medical necessity criteria added for treatment of 
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Introduction

Orthognathic surgery is surgery to correct conditions of the jaw. Severe problems with the jawbone can interfere with being able to speak or chew. Orthognathic surgery treats and corrects problems with the facial bones, specifically the upper jaw (maxilla) and lower jaw (mandible). Some of these corrective surgeries involve lengthening or shortening the lower jawbone. This policy identifies when corrective jaw surgery is considered medically necessary.



Note:  	The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a service may be covered.
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		Condition

		Medical Necessity



		Contract limitations

		Some health plan contracts may not have benefits to cover orthognathic surgery. Refer to member contract language for benefit determination.



		Congenital anomalies

		Orthognathic surgery for correction of congenital (apparent at birth) deformities may be considered medically necessary for the following diagnoses (list may not be all inclusive):

Apert syndrome

Cleft deformity

Crouzon syndrome

Hemifacial microsomia (HFM)

Noonan syndrome

Pfeiffer syndrome

Pierre Robin sequence

Treacher Collins syndrome

Note:	Abnormal growth of the jaws (resulting in maxillary and/or mandibular hypo- or hyperplasia) is NOT considered a congenital anomaly



		Traumatic injury or tumor

		Orthognathic surgery may be considered medically necessary for restoration of function related to an acute traumatic injury or surgical removal of a tumor



		Maxillary and/or mandibular facial skeletal deformities associated with masticatory malocclusion

		Orthognathic surgery for correction of skeletal deformities of the maxilla or mandible may be considered medically necessary when ALL of the following criteria (1, 2 and 3) are met:

ONE of the following significant functional impairments is present and persists for at least 4 months:

Impaired masticatory or incisive function (difficulty chewing)

Chewing-induced trauma to the soft tissues of the mouth

Impaired swallowing or choking on incompletely chewed solid foods

Abnormal tongue thrust is present

Speech abnormality impairs the individual’s ability to communicate and is determined by a speech pathologist or therapist to be due to skeletal malocclusion, and the speech deficit cannot be resolved by speech therapy

AND

ONE of the following facial skeletal deformities is present:

Mandibular excess or maxillary deficiency with a reverse overjet (ROJ) of at least 3 mm

Maxillary excess or mandibular deficiency with an overjet (OJ) of at least 6 mm

Open bite (OB) of at least 2 mm

Deep bite (DB) of at least 7mm

Significant transverse maxillary arch deficiency presenting with ONE of the following:

Crowded maxillary teeth with first or second bicuspid extracted and no other orthognathic procedures

Unilateral maxillary arch expansion (asymmetries greater than 3 mm with concomitant occlusal asymmetry)

Transverse maxillary arch (bilateral) of more than 7 mm

AND

An orthodontic specialist has documented that orthodontia (conservative therapy) is not recommended for the condition. or orthodontia has already been tried and was not adequate



		Treatment of severe malocclusion that contributes to TMJ syndrome symptoms

		Treatment of severe malocclusion that contributes to temporomandibular joint (TMJ) syndrome symptoms may be considered medically necessary when ONE of each of the following elements (1, 2 and 3) are met:

1. ONE of the following symptoms is present and has persisted for at least 4 months:

Painful chewing clearly related to the TMJ

Frequent and significant headaches clearly related to TMJ

Significant temporomandibular joint and/or muscle tenderness

AND

1. Symptoms persist after 4 months of treatment with ONE of the following conservative measures:

Elimination of aggravating factors such as: gum chewing, chewing hard or tough foods

Use of anti-inflammatory medications, unless contraindicated

Treatment with splint therapy, unless not tolerated

AND

1. Malocclusion or dental misalignment is present and supported by ONE of the following measurements:

Mandibular excess or maxillary deficiency with a reverse overjet (ROJ) of at least 3 mm; 

Maxillary excess or mandibular deficiency with an overjet (OJ) of at least 6 mm; 

Open bite (OB) of at least 4 mm

Deep bite (DB) of at least 7mm

Significant transverse maxillary arch deficiency presenting with ONE of the following:

Crowded maxillary teeth with first or second bicuspid extracted and no other orthognathic procedures

Unilateral maxillary arch expansion (asymmetries greater than 3 mm with concomitant occlusal asymmetry)

Transverse maxillary arch (bilateral) of more than 7 mm



		Mandibular and maxillary deformities contributing to airway dysfunction and associated obstructive sleep apnea (OSA)

		Maxillofacial surgery for treatment of mandibular and maxillary deformities contributing to airway dysfunction and associated obstructive sleep apnea (OSA) may be considered medically necessary when ALL of the following are present and documented:

Moderate to severe OSA (AHI* ≥ 15, confirmed by a sleep study)

Individual has trialed and failed a minimum 90-day use of positive airway pressure (PAP)

Individual participated in a PAP compliance program

A qualified sleep specialist has documented that other surgical options are not recommended for OSA or another surgical option has already been tried and was not adequate.



*AHI: apnea/hypopnea index



		Orthognathic surgical splints

		The use of two orthognathic surgical splints may be considered medically necessary. Any use of greater than two orthognathic surgical splints is considered not medically necessary.







		Condition

		Investigational



		Endoscopically-assisted nasomaxillary expansion

		Endoscopically assisted nasomaxillary expansion as a treatment for OSA is considered investigational



		Virtual surgery planning (VSP) (D0393) 

		Three-dimensional virtual treatment planning or computer-aided three-dimensional simulation and navigation in orthognathic surgery (CASNOS) is considered investigational.



		Other indications

		The use of condylar positioning devices in orthognathic surgery is considered investigational.

Orthognathic surgery is considered investigational for all other indications.







		Condition

		Cosmetic



		Unaesthetic facial features and psychological impairments

		Orthognathic surgery is considered cosmetic for correction of unaesthetic facial features, regardless of whether these are associated with psychological disorders.

Orthognathic surgery performed to reshape or enhance the size of the chin to restore facial harmony and chin projection (e.g., mentoplasty, chin augmentation, chin implants, genioplasty, or mandibular osteotomies/ostectomies); to address genial hypoplasia, hypertrophy, or asymmetry; or when performed as an isolated procedure or with other procedures, is considered cosmetic in nature.

No benefits are available for orthognathic surgery when performed primarily for cosmetic purposes.

Note:	Cosmetic services are addressed in a separate policy. See Related Policies.
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		The individual’s medical records submitted for review for all conditions should document that medical necessity criteria are met. The record should include the following:

A written explanation of the member's clinical course, including dates and nature of any previous treatment, and specialist clinical documentation (e.g., Orthodontic and Sleep Specialist).

AND

A detailed description of the functional impairment considered to be the direct result of the skeletal abnormality

AND

· Physical evidence of a skeletal, facial, or craniofacial deformity defined by study models and pre-orthodontic imaging such as cephalometric radiographs and cephalometric diagrams with standard computer-generated measurements

AND

· Clear frontal/full face and lateral view photographs (digital or film)
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		Code

		Description



		CPT



		21085

		Impression and custom preparation; oral surgical splint



		21088

		Impression and custom preparation; facial prosthesis



		21141

		Reconstruction midface, LeFort I; single piece, segment movement in any direction (e.g., for Long Face Syndrome), without bone graft



		21142

		Reconstruction midface, LeFort I; 2 pieces, segment movement in any direction, without bone graft



		21143

		Reconstruction midface, LeFort I; 3 or more pieces, segment movement in any direction, without bone graft



		21145

		Reconstruction midface, LeFort I; single piece, segment movement in any direction, requiring bone grafts (includes obtaining autografts)



		21146

		Reconstruction midface, LeFort I; 2 pieces, segment movement in any direction, requiring bone grafts (includes obtaining autografts) (e.g., ungrafted unilateral alveolar cleft)



		21147

		Reconstruction midface, LeFort I; 3 or more pieces, segment movement in any direction, requiring bone grafts (includes obtaining autografts) (e.g., ungrafted bilateral alveolar cleft or multiple osteotomies)



		21150

		Reconstruction midface, LeFort II; anterior intrusion (e.g., Treacher-Collins Syndrome)



		21151

		Reconstruction midface, LeFort II; any direction, requiring bone grafts (includes obtaining autografts)



		21154

		Reconstruction midface, LeFort III (extracranial), any type, requiring bone grafts (includes obtaining autografts); without LeFort I



		21155

		Reconstruction midface, LeFort III (extracranial), any type, requiring bone grafts (includes obtaining autografts); with LeFort I



		21159

		Reconstruction midface, LeFort III (extra and intracranial) with forehead advancement (e.g., mono bloc), requiring bone grafts (includes obtaining autografts); without LeFort I



		21160

		Reconstruction midface, LeFort III (extra and intracranial) with forehead advancement (e.g., mono bloc), requiring bone grafts (includes obtaining autografts); with LeFort I



		21188

		Reconstruction midface, osteotomies (other than LeFort type) and bone grafts (includes obtaining autografts)



		21193

		Reconstruction of mandibular rami, horizontal, vertical, C, or L osteotomy; without bone graft



		21194

		Reconstruction of mandibular rami, horizontal, vertical, C, or L osteotomy; with bone graft (includes obtaining graft)



		21195

		Reconstruction of mandibular rami and/or body, sagittal split; without internal rigid fixation



		21196

		Reconstruction of mandibular rami and/or body, sagittal split; with internal rigid fixation



		21198

		Osteotomy, mandible, segmental;



		21206

		Osteotomy, maxilla, segmental (e.g., Wassmund or Schuchard)



		21208

		Osteoplasty, facial bones; augmentation (autograft, allograft, or prosthetic implant)



		21209

		Osteoplasty, facial bones; reduction



		21240

		Arthroplasty, temporomandibular joint, with or without autograft (includes obtaining graft)



		21242

		Arthroplasty, temporomandibular joint, with allograft



		21243

		Arthroplasty, temporomandibular joint, with prosthetic joint replacement



		21247

		Reconstruction of mandibular condyle with bone and cartilage autografts (includes obtaining grafts) (e.g., for hemifacial microsomia)



		21270

		Malar augmentation, prosthetic material



		21295

		Reduction of masseter muscle and bone (e.g., for treatment of benign masseteric hypertrophy); extraoral approach



		21296

		Reduction of masseter muscle and bone (e.g., for treatment of benign masseteric hypertrophy); intraoral approach



		40702

		Plastic repair of cleft lip/nasal deformity; primary bilateral, 1 of 2 stages



		40720

		Plastic repair of cleft lip/nasal deformity; secondary, by recreation of defect and reclosure



		40799

		Unlisted procedure, lips



		76376

		3D rendering with interpretation and reporting of computed tomography, magnetic resonance image, ultrasound, or other tomographic modality with image postprocessing under concurrent supervision; not requiring image postprocessing on the independent workstation



		76377

		3D rendering with interpretation and reporting of computed tomography, magnetic resonance image, ultrasound, or other tomographic modality with image postprocessing under concurrent supervision; requiring image postprocessing on the independent workstation



		CDT



		D0330

		Panoramic film



		D0340

		Cephalometric film



		D0350

		Oral/facial photographic images



		D0393

		Virtual treatment simulation using 3D image volume or surface scan Virtual simulation of treatment including, but not limited to, dental implant placement, prosthetic reconstruction, orthognathic surgery, and orthodontic tooth movement.



		D0470

		Diagnostic Casts



		D7940

		Osteoplasty – for orthognathic deformities



		D7941

		Osteotomy – mandibular rami



		D7943

		Osteotomy – mandibular rami with bone graft; includes obtaining the graft



		D7944

		Osteotomy – segmented or subapical



		D7945

		Osteotomy – body of mandible



		D7946

		LeFort I (maxilla – total)



		D7947

		LeFort I (maxilla – segmented)



		D7948

		LeFort II or LeFort III (osteoplasty of facial bones for midface hypoplasia or retrusion) – without bone graft



		D7949

		LeFort II or LeFort III with bone graft



		D7950

		Osseous, osteopaperiosteal, or cartilage graft of the mandible or maxilla - autogenous or nonautogenous, by report



		D7951

		Sinus augmentation with bone or bone substitutes via a lateral open approach



		D7952

		Sinus augmentation via a vertical approach



		D7953

		Bone replacement graft for ridge preservation – per site



		D7955

		Repair of maxillofacial soft and/or hard tissue defect





Note: 	CPT codes, descriptions, and materials are copyrighted by the American Medical Association (AMA). HCPCS codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). CDT codes, descriptions and materials are copyrighted by the American Dental Association (ADA).



		[bookmark: Related][bookmark: RelatedInfo]Related Information

		







Background

Orthognathic surgery is the revision by ostectomy, osteotomy or osteoplasty of the upper jaw (maxilla) and/or the lower jaw (mandible) intended to alter the relationship of the jaws and teeth. These surgical procedures are intended: 

(i) to correct skeletal jaw and cranio-facial deformities that may be associated with significant functional impairment, and 

(ii) to reposition the jaws when conventional orthodontic therapy alone is unable to provide a satisfactory, functional dental occlusion within the limits of the available alveolar bone.

Congenital or developmental defects can interfere with the normal development of the face and jaws. These birth defects may interfere with the ability to chew properly and may also affect speech and swallowing. In addition, trauma to the face and jaws may create skeletal deformities that cause significant functional impairment. Functional deficits addressed by this type of surgery are those that affect the skeletal masticatory apparatus such that chewing, speaking and/or swallowing are impaired.

Certain jaw and cranio-facial deformities may cause significant functional impairment. These deformities include apertognathia (either lateral or anterior not correctable by orthodontics alone), significant asymmetry of the lower jaw, significant class 2 and class 3 occlusal discrepancies, and cleft palate. Orthognathic surgery may help to reduce the flattening of the face that is characteristic of severe cleft deformity. Treatment approaches include maxillary advancement, a type of orthognathic surgery which surgically moves the maxilla and fixes it securely into place using sophisticated bone mobilizing techniques. This method of surgery is used when there is a need to improve the facial contour and normalize dental occlusion due to relative deficiency of the mid-face region. The approach utilized is case dependent and may include surgery on the mandible, depending on the soft tissue profile of the face and/or severity of an occlusal discrepancy, and problems present in the lower face. By using osteotomy techniques along with bone and cartilage grafts, the upper and lower jaws and facial skeletal framework are moved and appropriately reconstructed.

Studies demonstrate that persons with vertical hyperplasia of the maxilla have an associated increase in nasal resistance, as do persons with maxillary hypoplasia with or without clefts. Following orthognathic surgery, such individuals routinely demonstrate decreases in nasal airway resistance and improved respiration.



Benefit Application

Refer to member contract language for benefit determination on orthognathic surgery.
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Rationale

Evidence presented in the literature supports the relationship between facial skeletal abnormalities and malocclusions, which includes Class II and Class III asymmetry and open bite deformities. Studies indicate a strong correlation between the degree of occlusion present in an individual and the efficiency of chewing, bite force and restriction of mandibular excursions. Findings indicate the presence of a variety of functional impairments associated with facial skeletal abnormalities and malocclusions, including diminished bite forces, restricted excursions, and abnormal chewing patterns. The result of orthognathic surgery has led to significant improvement in the types of skeletal deformities that contribute to chewing, breathing, and swallowing dysfunctions in cases where dental therapeutics or orthodontics have failed.

[bookmark: _Hlk153445936]For individuals with OSA who receive endoscopically assisted maxillary expansion, the evidence includes a retrospective study with no control group and a sample size of 100 and no comparator. Cone beam computed tomography was conducted preoperatively and four weeks post completion of the maxillary expansion process. The results showed that 96% had successful expansion defined as separation of the midpalatal suture at least 1mm from anterior nasal spine to posterior nasal spine and showed improved air flow dynamics demonstrated by computational fluid dynamics54. However, there was no pre and post measurement of OSA findings or correlations with this study and no long-term durability measurements beyond that of four weeks. There is insufficient evidence in the peer-reviewed published scientific literature to support the safety and efficacy of endoscopically assisted maxillary expansion as a treatment for obstructive sleep apnea.

For individuals requiring orthognathic surgery where virtual surgery planning (VSP) is considered, the evidence includes a systematic review, and two expert recommendations. The systematic review by Dr. Kobravi  (2025) concludes that clinical recommendations for orthognathic surgery should be tailored to the preferences, institutional capabilities, and the needs of each patient but suggests that complex cases would gain precision with VSP. Kobarvi (2025) states that Conventional Model Surgery with Traditional Surgical Planning (TSP) provides a higher degree of tactile feedback . Finally, it is concluded that each approach has its strengths; each also encounters challenges that need to be tackled to improve their effectiveness in shaping the future of orthognathic surgery.57, 58, 59, 60, 61, 62



Practice Guidelines and Position Statements

The purpose of the following information is to provide reference material. Inclusion does not imply endorsement or alignment with the policy conclusions. 

Guidelines or position statements will be considered for inclusion if they were issued by, or jointly by, a US professional society, an international society with US representation, or National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that are informed by a systematic review, include strength of evidence ratings, and include a description of management of conflict of interest. 



American Association of Oral and Maxillofacial Surgeons (AAOMS)

The 2025 update of the American Association of Oral and Maxillofacial Surgeons AAOMS Indications for Orthognathic Surgery,36 has replaced theAAOMS Criteria for Orthognathic Surgery (2008, last updated in 2023) and has become widely adopted as a tool to assist in determining whether orthognathic surgery is clinically indicated. As listed below, these maxillary and/or mandibular facial skeletal deformities associated with masticatory malocclusion relate verifiable clinical measurements to significant facial skeletal deformities:

Antero-posterior discrepancies:

Maxillary/mandibular incisor relationship: overjet of 5 millimeter (mm) or more, or a 0 to a negative value (norm = 2 mm)

Maxillary/mandibular antero-posterior molar relationship discrepancy of 4 mm or more (norm 0 = to 1 mm)

Note:	These values represent 2 or more standard deviations (SDs) from published norms

Vertical discrepancies:

Presence of a vertical facial skeletal deformity which is 2 or more SDs from published norms for accepted skeletal landmarks

Open Bite

No vertical overlap of anterior teeth greater than 2 mm

Unilateral or bilateral posterior open bite greater than 2 mm

Deep overbite with impingement or irritation of buccal or lingual soft tissues of the opposing arch

Supraeruption of a dento-alveolar segment due to lack of occlusion 



Transverse discrepancies:

Presence of a transverse skeletal discrepancy which is 2 or more SDs from published norms.

Total bilateral maxillary palatal cusp to mandibular fossa discrepancy of 4 mm or greater, or a unilateral discrepancy of 3 mm or greater, given normal axial inclination of the posterior teeth



Asymmetries:

Antero-posterior, transverse or lateral asymmetries greater than 3 mm with concomitant occlusal asymmetry



In addition to the above conditions, the AAOMS (2025) states that orthognathic surgery may be indicated in cases where there are specific signs of dysfunction. These may include:

 

Facial skeletal discrepancies associated with documented sleep apnea, airway defects and soft-tissue discrepancies

Before surgery, such individuals should be properly evaluated to determine the cause and site of their disorder with appropriate non-surgical treatment attempted when indicated.



Facial skeletal discrepancies associated with documented temporomandibular joint pathology

Prior to performing an orthognathic procedure on such individuals, non-surgical therapies should be attempted, including those procedures and treatments that mimic the effects of occlusal alteration.



Facial skeletal discrepancies associated with congenital and extrinsic anomalies

It is essential to address the many conditions resulting from deformities of the facial skeleton via a collaborative approach, wherein the craniofacial surgeon is a  key participant.

Addressing such craniofacial deformities requires an individual to undergo multiple surgical procedures from shortly after birth into adulthood.



Facial skeletal discrepancies associated with documented psychological disorders

Prior to surgical treatment designed primarily to improve psychological conditions, appropriate consultation should be obtained and non-surgical therapy attempted when reasonable.

Facial skeletal discrepancies associated with documented speech impairments

Prior to surgery, speech evaluation should be obtained to demonstrate the nature of the problem and to determine if improvement can be expected.
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		Date

		Comments



		04/14/14

		New policy. Add to Dental section. Orthognathic surgery may be considered medically necessary for correction of the certain skeletal deformities of the maxilla or mandible when it is documented that these skeletal deformities are contributing to significant dysfunction, and where the severity of the deformities precludes adequate treatment through dental therapeutics and orthodontics alone when criteria are met.



		01/22/15

		Update Related Policies. Change title to 2.01.503.



		04/24/15

		Annual Review. Literature review performed; no change in policy statements.



		09/25/15

		Coding update. ICD-10-CM codes added.



		02/18/16

		Coding update. Added D7881



		04/12/16

		Annual Review. Literature review performed; no change in policy statements.



		10/11/16

		Policy moved into new format; no change to policy statements.



		02/14/17

		Annual review. No changes to policy statements.



		04/14/17

		Coding update; codes that were previously listed as a range are now listed individually. Minor formatting update.



		01/01/18

		Minor update; removed 2.01.503 from Related Policies as it was archived.



		07/01/18

		Annual Review, approved June 29, 2018. Changes effective October 5, 2018. Literature review performed. References 31, 32 added. Orthognathic surgery for correction of articulation disorders and other impairments in the production of speech statement removed as a policy statement, medical necessity criteria added for treatment of severe malocclusion that contributes to TMJ syndrome symptoms, and criteria for treatment of mandibular and maxillary deformities contributing to airway dysfunction and associated OSA specified to include report of AHI of ≥ 30, 90 day trial of PAP, along with participation in PAP compliance program.



		05/01/19

		Annual Review, approved April 18, 2019. References 33, 34 added. Added hemofacial microsomia and Treacher Collins syndrome to medically necessary congenital deformities that may require correction. Added medically necessary statement for restoration of function related to acute traumatic injury and removal of tumor. Added medical necessity statement for orthognathic surgical splints.



		07/01/20

		Annual Review, approved June 4, 2020. Policy reviewed. Policy statements unchanged. References added.



		12/01/20

		Interim Review, approved November 19, 2020. Minor edits made to functional impairment policy statement for greater clarity.



		07/01/21

		Interim Review, approved June 8, 2021. Reference added. Added the following edits to maxillary and/or mandibular facial skeletal deformities associated with masticatory malocclusion criteria: impaired masticatory or incisive function, chewing-induced trauma to the soft tissues of the mouth, impaired swallowing or choking on incompletely chewed solid foods, or abnormal tongue thrust is present. Facial skeletal deformities criteria for open bite changed from 4 mm to 2 mm. Added criteria that an orthodontic specialist has documented that orthodontia is not recommended for the condition or has been tried and not found adequate. Criteria changed from severe OSA to moderate to severe OSA for mandibular and maxillary deformities contributing to airway dysfunction and associated obstructive sleep apnea (OSA) and added that a qualified sleep specialist documents that that other surgical options are not recommended for OSA or another surgical option has already been tried and was not adequate.



		09/01/21

		Annual Review, approved August 3, 2021. Policy updated with literature review. References added. Policy statement unchanged.



		03/01/22

		Coding update. Removed duplicate CDT code range D8020-D8999.



		09/01/22

		Annual Review, approved August 22, 2022. Policy reviewed. References added. Policy statements unchanged.



		11/01/22

		Coding update. Added 1/1/2022 termination date to CDT codes D8050, D8060, D8690, D8691, D8692, D8693, D8694. Revised descriptions on CDT codes D0330, D0340, D7948, & D7950. Removed CPT codes 21083, 21084, 21172, 21175, 21179, 21180, 21181, 21182, 21183, 21184, 21210, 21215, 21230, 21235, 21255, 21275, 40650, 40652, 40654, 40700, 40701, 40720, 40761, 42200, 42225, 42226, 42227, 42235, 42260, 44280, and 44281.



		09/01/23

		Annual Review, approved August 8, 2023. Policy reviewed. References added. Changed the wording from "patient" to "individual" throughout the policy for standardization. Added medical necessity criteria for significant transverse maxillary arch deficiency.



		01/01/24

		Interim Review, approved December 12, 2023. References added. Policy statement added that endoscopically assisted nasomaxillary expansion as a treatment for OSA is considered investigational.



		11/01/24

		Annual Review, approved October 21, 2024. Policy reviewed. References updated; no references added. Policy statements unchanged.



		09/01/25

		Annual Review, approved August 25, 2025. Policy reviewed. References added and updated. Policy statements unchanged.



		06/01/26

		Annual Review, approved May 12, 2026, effective for dates of service on or after September 4, 2026, following 90-day provider notification. Literature review through April 14, 2026. Reference added and references deleted. Added Noonan syndrome and revised Pierre Robin syndrome to Pierre Robin sequence to list of congenital anomalies per Oral and Maxillofacial Surgeons (AAOMS) 2025 that are medically necessary for orthognathic surgery. Added policy statement that Virtual Surgery Planning (VSP) is investigational. No additional policy statement updates. Added virtual surgical planning (VSP) codes CDT D0393, and CPT 76376, 76377. Removed CDT codes D5954, D5955, D5958, D5959, D7283, D7881, D8010, D8020, D8030, D8040, D8070, D8080, D8090, D8210, D8220, D8660, D8670, D8680, D8681, D8999.







Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit booklet or contact a member service representative to determine coverage for a specific medical service or supply. CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2026 Premera All Rights Reserved.

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to the limits and conditions of the member benefit plan. Members and their providers should consult the member benefit booklet or contact a customer service representative to determine whether there are any benefit limitations applicable to this service or supply. This medical policy does not apply to Medicare Advantage.
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