CHAPTER 18

The Economic Impact of
Periodontal Inflammation

Michael C. Alfano, bmb, PhD

This chapter appears at the end of this sec-
ond edition of The Oral-Systemic Health
Connection because it is logical to consider
the economic effects of a biologic process, a
disease or set of diseases, or their various treat-
ments after the basic aspects of the processes
involved are clearly understood. Thus, I will
not endeavor to repeat the explanations of
specific biologic processes, treatments, and out-
comes addressed earlier in this text. However,
the various biologic processes and interactions
have been studied for several decades, more
than 10,000 papers have been written on these
topics, and tens of millions of research dollars
have been expended, all in the search for great-
er clarity in our understanding of the precise
interactions of oral and systemic diseases.!
While not every paper has shown a clear
relationship between oral infection, especially
periodontal disease, and systemic health, the vast
majority of the published literature supports a
claim that is now virtually universally accepted:
Periodontal infection is associated with a num-
ber of noncommunicable systemic inflammatory
diseases. The goal of this chapter is to take that
agreement and move the discussion from the
association of periodontal disease with a num-
ber of inflammatory-based systemic diseases to
the role of periodontal disease as a contributory
cause of several inflammatory-based noncom-
municable systemic diseases.>* Once causality,
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even partial or contributory causality, is estab-
lished, the dimensions of economic impact
expand substantially.

What is a contributory cause of a disease?
Bale et al? define it as follows: “A contributory
cause does not require that all those who possess
the contributory cause experience the disease,
nor does it require that all those who are free
of the contributory cause be free of the disease.
It also means the contributory cause may not
be necessary to experience the disease.” We can
clarify this explanation by using the relation-
ship between smoking and lung cancer. A person
can smoke and never get lung cancer; another
person who has never smoked can get lung
cancer. But in the majority of the population
(80% to 90%, according to the American Lung
Association®), smoking becomes the cause—the
contributory cause—of their lung cancer.

I deliberately selected lung cancer as an
example because while there is no doubt that
smoking is a contributory cause of lung can-
cer, no randomized, double-blind, controlled
trial of smoking and lung cancer has ever
been performed. This is important because
most researchers today insist it is impossible
to say that periodontal disease is a contrib-
utory cause of noncommunicable systemic
inflammatory diseases such as cardiovascular
disease (CVD) or diabetes until a large, ran-
domized, well-controlled clinical trial confirms



it. I submit that such a large, expensive, and
difficult-to-control study will never be done.
Indeed, based on what we have learned from
the private insurance sector on this topic, which
is described later in this chapter, I further submit
that such a large prospective study might be
unethical. Thus, by insisting on a study that will
likely never be performed, the research com-
munity is potentially denying society a huge
benefit from improved periodontal care driven
not only by an interest in oral health but also by
a desire to mitigate the effects of life-threatening
diseases such as diabetes and heart disease.
This benefit, as shown by the insurance stud-
ies described in the next section, consists of a
significantly lower chance of hospitalization
and complications from inflammatory-based
systemic diseases and a potential annual savings
of billions of dollars in the United States alone.
It is time to consider whether it continues to be
ethical to deny direct causal inference between
periodontal disease and systemic disease.

The Insurance Studies:
A Framework for Action

Several large, retrospective analyses of insurance
data have consistently shown that individuals
who receive periodontal therapy have signifi-
cantly lowered costs of health care, driven
primarily by fewer hospitalizations and emer-
gency department visits.® For example, Mosen
et al® reported significantly better hemoglobin
A, (HbA, ) control, a 44% reduction in hospital
admissions, and a 38% reduction in emergen-
cy department visits in a population of diabetic
patients who received regular dental care com-
pared with a matched set of diabetic patients
who did not receive regular dental care. Using
data from United Concordia, Jeffcoat et al’
reported a strikingly similar reduction in hos-
pitalizations of 39.4% in a study of patients
with diabetes who received periodontal care
versus those who did not. The annual reduc-
tion in treatment costs for those who received
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periodontal treatment versus those who did not
was also measured; the following systemic con-
ditions and associated savings were reported:
$2,840 annual savings with type 2 diabetes,
$5,681 annual savings with cerebrovascular
disease, and $1,090 annual savings with coro-
nary artery disease.

One criticism of this type of retrospective
study is that the subjects in the dental treatment
groups are simply more compliant with their
health care regimens. However, one of the cited
studies, conducted by United Healthcare, spe-
cifically controlled for this compliance effect,
and it showed the opposite effect of what might
be expected.® Those individuals who received
periodontal care and were not compliant with
their medical treatment regimens had much
higher annual savings. Specifically, those who
received periodontal care and were not com-
pliant with medical recommendations saved
$1,849 per year compared to savings of $264
per year by those who received periodontal
care and were compliant with medical recom-
mendations. In short, both groups who had
the benefit of periodontal care showed medical
savings, with the noncompliant group show-
ing much greater savings. While this study is
not dispositive in proving periodontal care
reduces total health care cost, it is very sup-
portive of this relationship and mitigates the
most obvious objection to such retrospective
study designs. More definitive proof of the ben-
efits of periodontal care in reducing total health
care costs will be described in the next section.

All three studies cited earlier’” were sup-
ported by the dental insurance industry and
conducted on proprietary databases. Some
would devalue the importance of two of them,
though published in peer-reviewed journals,
because of the sponsorship of the research. This
makes the work of the team at the American
Dental Association (ADA) Health Policy Insti-
tute led by Marko Vujicic more meaningful.
In this study, Nasseh et al’ used a commer-
cially available database from Truven Health
MarketScan Research to explore the effect of
periodontal treatment on the health care costs
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associated with newly diagnosed type 2 diabe-
tes. One might suspect that in cases of newly
diagnosed diabetes, some of the effects of the
diabetic process may not yet have taken hold,
potentially minimizing any salutary effect of
periodontal treatment. However, the authors
reported total health care savings in the peri-
odontal treatment group of $1,799, a figure
that is remarkably similar to what others have
reported, even though the study was conducted
on a different group of individuals at a differ-
ent time using different methodologies.

In an analysis of the earlier studies plus an
additional Cigna study,!® Chavez et al'! esti-
mated the potential savings nationwide for the
pool of Medicare patients. Their results were
remarkable: When they assessed the total sav-
ings available if all Medicare patients with a
history of stroke, congestive heart failure, or
diabetes received periodontal care each year, the
annual savings would be $19.0 billion based
on the Cigna study, $18.8 billion based on the
United Concordia data, and $20.4 billion based
on the United Healthcare dataset. Given the dif-
ferent approaches, timelines, investigators, and
populations used to generate these calculations,
the similarities in the numbers are amazing.

While the analysis by Chavez et al'! is
impressive, it assumes that everyone who is
eligible for periodontal care will receive it, and
this is not at all likely. Therefore, we should
look to another analysis, completed by the
respected consulting firm Avalere.!? The Avalere
study took data from three of the studies dis-
cussed earlier (Cigna,!® United Concordia,” and
United Healthcare®) and added data generated
by Aetna to develop a model to determine the
impact of periodontal care on the cost of the
Medicare program if periodontal care was
made available through Medicare to anyone
with type 2 diabetes, CVD, or stroke. They esti-
mated the cost of periodontal care at $825 for
initial treatment (scaling and root planing) and
$250 for maintenance visits every 6 months
thereafter. In addition, they assumed that only
5% of eligible individuals would seek the care
in year 1 and that this number would only

360

grow to 20% of eligible individuals seeking
care by year 10. Thus, over a 10-year period,
periodontal care would cost $7.2 billion. How-
ever, the projected savings, driven primarily by
fewer hospitalizations for the systemic condi-
tions during this same 10-year period, would
be $70.7 billion, for a net savings of $63.5
billion over 10 years. A year-by-year analysis
showed that the program generated net savings
of $500 million in year 1, growing to a net sav-
ings of $12.2 billion dollars by year 10. If more
people accessed the program, the savings would
go up, and Avalere estimated that these positive
effects would continue over the long term.

The remarkable similarity of the reports from
six different insurance studies, completed at six
different times by six different investigators on
six different populations using somewhat differ-
ent methods and definitions, makes a compelling
case that the minimization of oral inflammation
through periodontal care improves certain sys-
temic diseases so that total health care costs
are dramatically lowered. However, before we
can complete the case that periodontal care is
a contributory cause of systemic disease, some
prospective data is needed. The next section
reports on such prospective data. However, the
proprietary nature of the next level of support
requires the reader to accept the actions of the
insurance sector based on verbal reports. The
prospective data have not been published, most
likely in an effort to retain competitive advan-
tage in the marketplace.

The Economic Savvy of
Dental Insurers

Unencumbered by traditional academ-
ic norms, which would have required
large, well-controlled clinical trials of the im-
pact of periodontal care on systemic disease,
the insurance industry acted on its retrospec-
tive assessments of periodontal therapy on
the costs of treating systemic disease. To be
clear, the industry did not act in a vacuum



based on its own studies alone; it consult-
ed the decades-long research enterprise that
showed numerous epidemiologic associations,
highly plausible biologic mechanisms, smaller
clinical trials, and surrogate endpoint analyses,
each of which, on balance, supported the con-
cept that oral inflammation is a contributory
cause of systemic diseases that are also driven
by inflammatory processes. So how exactly did
the insurance industry respond?

To answer this question requires indulgence
on the part of the reader, because the infor-
mation on which I base this discussion comes
from personal conversations with insurance
industry executives and direct observation of
presentations made by industry representatives
to the Centers for Medicare and Medicaid
Services (CMS) and the Congressional Budget
Office (CBO). In addition, due to the com-
petitive nature of the insurance business and
because the data presented can represent a
proprietary advantage to one company over
another, I feel obliged to protect the identities
of the various presenters. Indeed, they came
to the table in generous common cause with
several not-for-profit organizations, including
the Santa Fe Group, Oral Health America,
Pacific Dental Services Foundation, and the
Center for Medicare Advocacy, in an effort to
shed light on their actions vis-a-vis oral and
systemic health, so that the huge federal pro-
grams of Medicaid and Medicare might benefit
from their real-world experiences. In sum, these
individuals acted for the public good, and they
and the insurance industry per se should be
commended for this action.

Disclaimers aside, we can now answer the
question: How exactly did the insurance indus-
try respond? The industry responded by acting
on its retrospective studies and marketing its
periodontal insurance services not only for
their inherent benefits to oral health, which
include tooth retention, fresh breath, improved
mastication, and social confidence, but also
for the benefits to systemic health that include
markedly lower costs for the management of
diseases such as diabetes and heart disease.

The Economic Savvy of Dental Insurers

As T am best able to determine, these mar-
keting actions took several shapes. First, the
dental insurers began to share their data with
large corporations to convince them of the out-
size value of dental insurance in terms of its
ability to save money in other areas of health
care. This argument resonates with corpora-
tions because most of them are self-insured,
and any savings derived from the addition of
periodontal services to the benefits mix delivers
savings directly to the bottom line by reducing
health care payments for employees who suffer
from one of the inflammatory-based systemic
diseases. Second, those dental insurers that
were a subsidiary of a larger health insurance
company began to work out reimbursement
arrangements from the general health side of
the parent company for cost benefits delivered
by the dental company to the general health
of the insured population, to be shared back
with the dental company in some appropriate
ratio. I am told that such funds only changed
hands after those insured individuals who suf-
fer from one of the noncommunicable diseases
actually received the requisite periodontal care.
Indeed, it is reported that the dental insurers
would actually recruit the affected insured indi-
viduals for periodontal care and would add
enticements such as waiving copayments and
deductibles to enhance the chances that the
affected people would seek periodontal care.

Finally, some dental insurers are reported to
have taken these various processes to the next
level by offering their dental/periodontal insur-
ance services to general health insurers that did
not have a dental insurer in their portfolios of
companies. These arrangements presumably
worked through contracts in which the gen-
eral health care savings were shared via some
appropriate formula between the two different
insurers.

This chapter could have been written
without the disclosures on insurance indus-
try practices included in this section. Indeed,
while everything to my knowledge about these
practices is legal, and although nothing was
told to me or observed by me in confidence,
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I take some risk in dispensing with the norms
of referencing for this section of the chapter
even through such means as named personal
communications. However, this information
was included because it is important that
individuals from the private insurance sector
continue to be forthcoming with their data and
practices so that the public insurance sector can
derive the same benefits. Even more important
is that the research, practice, and educational
communities know of these private insurance
practices because they constitute real-world,
prospective confirmation that the effects of
periodontal care to mitigate certain systemic
diseases are, in fact, valid.

Some of the dental insurers involved have
been acting in the way described earlier for
more than a decade. If the effect of periodon-
tal care to reduce total health care costs is
not real, their reimbursement practices would
have collapsed under their own weight because
they would have failed economically a long
time ago. In sum, I consider the six insurance
studies summarized in the prior section and
the prospective actions of the private insur-
ance industry described in this section to be
equal to or better than the proof that may
have been provided by a well-controlled, large
clinical trial. In a very significant way, these
real-world insurance studies and the current
insurance company actions are the equivalent
of a phase IV trial or an N of 1 clinical trial, as
eloquently defined by Curro et al.'® Finally, this
information provides the basis for the challenge
to the dental research, education, and practice
communities as described in the next section.

Challenge to the Dental
Profession: Moving from
Association to Causation

I cut my teeth in clinical research, both as an ac-
ademic researcher and as an industry executive,
on the value of the well-controlled clinical trial
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as the gold standard of evidence required prior
to approving a new drug or device, accepting
a surgical technique, or changing a therapeutic
paradigm. Indeed, the well-executed clinical tri-
al creates a sort of safe space for researchers and
thought leaders, and in general it has served so-
ciety very well to protect against sham products
or outright scams through the years. However,
there are many scenarios of clinical trials not
serving society well. The best examples come
from drug development, where side effects often
go unnoticed until a given drug is delivered not
hundreds or even thousands of times but tens of
thousands of times; or perhaps the drug is not
given for weeks or months,but for years. This
does not mean that clinical trials are of no use
but that they must be accompanied by continu-
ing surveillance as in the phase IV approach or
in real-world scenarios in people with comorbid
disease as in the N of 1 approach.

Further assault on the value of the clinical
trial can come in the form of the evidence-based
review system, which can devalue scores if not
hundreds of studies in a single analysis. Indeed,
while the evidence-based approach has done
wonders to enhance critical albeit retrospective
thinking on clinical design, we are regularly
confronted with the need to rethink norms of
clinical care because the evidence is weak. I
reiterate that the discipline of evidence-based
reviews has been a good thing, but I fear that
we are abusing the process and are in danger
of approaching a situation in which no study
is good enough to retrospectively pass muster.
Indeed, when was the last time you read an
evidence-based review that concluded that the
evidence is strong and consistent? Continuing
along the current path will have the insidious
effect of further debasing science in the minds
of the public, resulting in a situation in which
political opinion, folklore, religion, and such
are placed on an equal plane with science
(eg, creationism versus evolution). While not
directly related to the purpose of this chapter,
I urge all who are engaged in evidence-based
reviews to set their parameters and choose their
words carefully lest the very purpose for which
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the evidence-based process was created is mar-
ginalized, with the unintended consequence of
demeaning all scientific data on all subjects.

Finally, as noted previously, although there
never was a well-controlled human trial on
the effects of smoking on lung cancer, it is
virtually universally accepted that smoking is
a contributory cause of lung cancer and that
smoking affects 80% to 90% of all lung can-
cers. How did it become acceptable to blame
smoking for lung cancer? When did the data
become compelling enough to move the dia-
logue from association to causation? Was it
the report of the Surgeon General in 1964, as
referenced in chapter 1? Was it the work of
Hammond and Auerbach on smoking beagles
in early 19702 Or was it merely the constant
repetition of all of the observational data? I do
not know when the relationship tipped from
associative to causal, but it did tip, and it never
went back, despite the efforts of the Tobacco
Institute and the cigarette industry to malign
the causal relationship.

I submit that it is past time for the oral
health research community to tip the dialogue
on the relationship between oral and systemic
health from associative to causal. By clinging
to a messianic belief that we cannot speak of
causation until the large clinical trial is deliv-
ered, we are denying society the opportunity
to benefit fully from the decrease in hospital-
izations and emergency department visits that
results from periodontal therapy. In particular,
we are denying the large number of individuals
who are on public health insurance to benefit
in the way those insured by private entities are
benefitting. As noted previously, when society
loses the indirect systemic benefits of periodon-
tal care, it also loses the direct benefits of oral
care, including tooth retention, fresh breath,
improved mastication, and the enhanced social
acceptance derived therefrom.

Arguably no entity has done more to tip the
discussion from association to causation than
the Santa Fe Group. This group has published
a statement on the relationships of oral and
systemic health,>* which reads as follows:

Santa Fe Group Position Statement
on Oral-Systemic Interactions

After decades of research and thousands of
scientific papers, the relationships between
oral health, especially periodontal health,
and systemic health are well known. More-
over, during the past ten years, data analysis
by health economists, and public statements
and actions by several large, private dental
insurers have identified additional benefits of
oral health by revealing that insured individ-
uals who receive treatment for periodontal
disease show fewer hospitalizations and re-
duced cost of care for a number of systemic
diseases including diabetes, cardiovascular
disease, and stroke. Therefore, the Santa
Fe Group has concluded that sufficient ev-
idence now exists that periodontal disease
is a contributory cause to certain systemic
diseases, and the public should benefit from
this knowledge. Specifically, Medicare, Med-
icaid, and other public and private health
insurance programs should incorporate
oral health benefits as a component of com-
prehensive health insurance. These health
benefits will not only improve oral health
for its own sake, including speech, masti-
cation and social acceptance, but will also
produce substantial economic benefits and
total health improvement for the public.

This Santa Fe Group statement has been
published in two of the most widely read den-
tal journals in the United States, The Journal
of the American Dental Association’ and the
Compendium of Continuing Education in
Dentistry*; moreover, it has been presented to
senior leadership of the CMS and CBO. The
Santa Fe Group statement has been used to
solidify the importance of oral health to total
health, to galvanize support for oral health
from numerous not-for-profit organizations in
the health care segment, to motivate the global
periodontal research community to be more
forthcoming, and to endeavor to convince the
federal and state governments that it is foolish
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to try to save money by cutting dental care
benefits.

To date, the Santa Fe Group statement has
generated great interest and surprisingly lit-
tle open criticism. While there is much work
to do, the dental, medical, and public health
communities—hopefully soon joined by crit-
ical governmental agencies—are poised to
promote the concept that periodontal disease
is a contributory cause to many systemic health
problems. Will you join this effort? Will you
accept the substantial real-world experience
described in the prior section? Or will you stay
in the safe place of waiting for the large clinical
trial that will probably never come?

What are the risks of stating that the rela-
tionship between oral and systemic health is
causal as opposed to merely associative? Are
we asking people to take new drugs? No. Are
we suggesting a different form of periodontal
therapy? No. Are there unintended conse-
quences of periodontal care? Very few (eg,
root sensitivity, rare anesthetic reactions) are
reported. Even if the thesis presented herein
should be disproved—and I submit that it will
not—the outcome of periodontal care will still
be positive. People will have better masticatory
function, less chance of painful inflammatory
flare-ups, fresher breath, less tooth loss, better
speech, and enhanced confidence in social set-
tings. Stated another way, there is no significant
downside to delivering periodontal care, and
the potential benefits, direct and indirect, in
terms of total health and in terms of finance
are enormous.

Reordering Priorities in
Medicare and Medicaid
Policy

One of the many idiosyncrasies of the historic
separation of the medical and dental profes-
sions is the belief that dental care is not really
health care. It is an elective service—a luxury, if
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you will, or even a cosmetic service that comes
in near last in any priority-setting exercise for
allocation of research dollars. We see this atti-
tude play out almost every day, as many states
choose not to exercise their right to provide
dental care under federal Medicaid rules. We
see it when states with public dental insurance,
even progressive states like California, decide
to eliminate dental care first as soon as there is
a financial crisis. We even see it in the fact that
dental infection is the only bodily infection that
Medicare does not routinely cover.

This historic separation has been made
worse by the dental profession’s aversion to
participating in public insurance programs.
Practicing dentists seem to perceive the rules
and guidelines that accompany programs like
Medicaid and Medicare as an unwieldy intru-
sion on their independence. This attitude was in
play even before the rise of Medicaid services,
with its flawed dental reimbursement model,
gave dentists good reason to resist the expan-
sion of such programs. Indeed, dentists were
opposed to Medicare when it was founded in
1965, well before they began to have difficult
experiences with Medicaid reimbursement.
Moreover, the ADA has had a resolution on
its dockets since 1993 to expand Medicare to
cover all medically necessary dental care, but
it has been unwilling or unable to advance this
cause for the past 25 years.

The resistance to these federal health pro-
grams is actually more principled than practical
or self-serving. Nevertheless, any principles
that oppose federal involvement in health care
delivery must be measured against the socie-
tal failure that occurs when low-income indiv
iduals are unable to afford health care. To be
sure, one-off events such as Missions of Mercy
and even Give Kids a Smile are worthy gestures
of the charitable nature of many in the dental
profession, but they do little to assist a person
with an off-cycle, painful dental health prob-
lem. The dental profession cannot simply resist
efforts to improve health care access; it needs
to bring viable plans to the table to sustain the
dignity of the profession.



One potentially viable plan for a routine den-
tal benefit within Medicare has arisen as a joint
effort of the Santa Fe Group, the DentaQuest
Foundation, and Oral Health America. A key
element of this plan is to parallel reimburse-
ment practices of the private insurance sector
in the belief that it makes no sense to proffer a
poorly financed plan for dental coverage that
no clinical provider is interested in accepting.
Great credit is due to Judy Jones and her coau-
thors and colleagues for identifying the scope
of the need for oral health care in America’s
aged population and for framing out a realistic
approach to a dental benefit in Medicare.!"5-1?

The work of Dr Jones and her colleagues
to add a dental care benefit to Medicare will
be referred to as the Jones approach. While
it is not the only approach, it is the one on
which the most information is published, and
it appears to be the broadest approach in that
34 collaborators from more than two dozen
agencies and institutions participated in some
way.!’ Other efforts worthy of mention are the
joint effort to expand the definition of medi-
cally necessary dental care, driven primarily by
the Dental Lifeline Network and the Center for
Medicare Advocacy; the economic argument
articulated by Avalere!? and used by a large
coalition of health and social service orga-
nizations to foster change; and the effort of
the ADA facilitated through the work of PwC
Consulting, about which little is yet publically
known.

The Jones approach incorporates several
important principles, many of which were
articulated in the Santa Fe Group sympo-
sium on this topic.?’ These principles include
the incorporation of the dental benefit for
all participants in Medicare; that any dental
benefit should be incorporated into Medicare
Part B (physician, outpatient hospital, home
health, and other services) and not developed
as a separate benefit; that providers should be
reimbursed at rates that are comparable to
private dental insurance; and that a primary,
global benefit should be provided to all par-
ticipants, along with an optional second-level

Reordering Priorities in Medicare and Medicaid Policy

benefit. The primary global benefit in the Jones
approach has a specific focus to “prevent pain,
inflammation, and infection,” which was
designed specifically to ensure that all partici-
pants in the Medicare oral health benefit have
optimal ability to minimize the effects of oral
inflammation on systemic health.'

The Jones approach applies to a broad den-
tal benefit for all Medicare recipients, so it is
what could be called a net coster. In contrast, a
plan like that proposed in the Avalere report,'?
whereby only selected periodontal services are
offered only to Medicare recipients who have a
diagnosis of diabetes, heart disease, or stroke,
is a net saver. Let’s explore the economic dif-
ferences in these approaches.

The Jones approach to a Medicare dental
benefit is biphasic. The first phase, Level 1, con-
sists of the core global benefit with a primary
goal of preventing pain, inflammation, and
infection. It therefore includes diagnostic, pre-
ventive, nonsurgical periodontal therapy and
nonelective oral surgery, reimbursed at 70% of
usual, customary, and reasonable fees with no
patient copayments to increase participation.
The estimated cost for this benefit is $32.01
per member per month (PMPM). Level 2 ben-
efits under the Jones approach would include
“restorative, removable, fixed, endodontic
and selected implant (ie, two implants under a
lower complete denture) as well as a spending
cap ($1,500).”" Level 2 benefits would cost
$31.58 PMPM in addition to the costs of the
Level 1 benefits. The core global benefit would
cost $16.85 billion, not including any projected
savings (eg, $12.20 billion in year 10) as esti-
mated by the Avalere analysis described later
in this section. Thus, even assuming the full
benefit of cost reductions from reduced hos-
pitalizations and emergency room visits due
to the periodontal care provided, because the
global benefit proposed by Jones is available
to all seniors, it is a net coster of $4.65 bil-
lion in year 10 ($16.85 billion minus $12.20
billion). These net costs can be mitigated (or
not) based on additional premiums paid by
Medicare recipients as in the current system.
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The initiative of the Dental Lifeline Net-
work and the Center for Medicare Advocacy
(DLN-CMA initiative) seeks expanded dental
care that is medically necessary for Medicare
recipients under the currently authorized
Medicare legislation. This initiative basically
argues that the CMS already has the authority
to expand the definition of medically necessary
dental care by simple administrative action. At
present, Medicare does pay for a very limited
amount of dental care, such as eliminating
oral infection in Medicare patients who are
undergoing organ transplants. This initiative
did not estimate the costs or the specific nature
of the expanded dental benefits that might be
provided, so the economic impact cannot be
discussed at this time. Moreover, the petition to
the CMS remains under review by the agency
many months after it was submitted.

The Avalere analysis'? is not actually an
initiative but rather a report on which other
initiatives are based, in full or in part. For
example, the Jones approach acknowledges that
the assessment by Avalere would substantially
reduce the total cost of the Medicare dental
benefits in her proposal. Like the DLN-CMA
initiative, the Avalere analysis limits benefits to
certain Medicare recipients with medical needs.
However, the Avalere analysis only provides
dental benefits to Medicare recipients with
three specific medical conditions (ie, diabetes,
heart disease, and stroke), while the DLN-CMA
initiative would presumably provide dental
benefits to any Medicare recipient with a med-
ically necessary dental treatment requirement.
By providing more limited dental benefits (eg,
diagnosis and nonsurgical periodontal care)
only to a more limited population , the Avalere
analysis easily has the best outcome from a
purely economic perspective. Simply, it is a net
cost saver, and a substantial one at that.

Using data on the effect of periodontal care
on the number of hospitalizations and emer-
gency department visits from the insurance
studies described earlier and data on Medicare
costs and the numbers of Medicare recipients
who have the three signature diseases (diabetes,
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heart disease, and stroke), Avalere estimated
the savings that could be provided if a basic
dental benefit consisting of nonsurgical peri-
odontal therapy was added to Medicare. Their
summary of the analysis was as follows:

We estimate providing a periodontal disease
treatment benefit will produce a savings of
$63.5 billion over the period of 2016-2025
and should continue long term. This savings
reflects new costs of approximately $7.2 bil-
lion from covering periodontal treatment for
Medicare beneficiaries with one of the three
target chronic conditions. This new spending
will be offset by an estimated $70.7 billion
reduction in Medicare spending, largely
related to fewer hospitalizations and emer-
gency room visits.

This analysis was actually quite conservative.
For example, it assumed only a 5% uptake of
the new periodontal benefit in the first year,
growing to a 20% utilization of the benefit in
year 10. Yet the financial outcome was a net
positive beginning in the first year with $500
million in savings and grew to a net benefit
of $12.2 billion in year 10. While some might
argue that the Avalere analysis would only ben-
efit a small portion of the senior population, the
number of people with periodontal disease and
one of the three systemic conditions is actually
quite large. Indeed, in follow-up to a meeting
with the CBOQ, it was estimated that a scenario
like the one proposed by Avalere would have
the potential to benefit 19 million people.
This is more people than have benefited from
either the Children’s Health Insurance Program
(CHIP) or the Affordable Care Act (ACA) insur-
ance pools. Therefore, efforts to characterize
the Avalere analysis as small in scope are inac-
curate. Moreover, the Avalere analysis based
the dental benefit on costs of $825 for initial
treatment and $250 for biannual maintenance
visits. Thus, the program delivers more than
two-thirds of a typical, private insurance dental
benefit in year 1 ($1,500 per year) and one-third
of a private dental benefit in subsequent years.



The preventive techniques learned by seeking
the periodontal benefit will likely improve the
patient’s other oral health problems. In addi-
tion, patients could elect to have other oral
health problems treated out-of-pocket once
they develop a level of comfort with the den-
tist who provides the basic periodontal service.

What Comes Next?

At the time of this writing, a number of col-
laborative efforts are underway to affect “the
economic impact of periodontal inflammation”
as this chapter is titled. First, more effort must
be applied to educate the CMS and Congress.
have had the privilege of participating in three
meetings with the CMS on this topic and one
meeting with the CBO. At each meeting, the
CMS participants, who sometimes represented
the highest levels in the agency, were attentive
and interested in the subject. In fact, it is not a
stretch to say that some of them were amazed
by the data set. That said, the administration
has changed, as has the leadership of the CMS,
and new efforts will be required to rekindle the
interest in the enormous savings that could ac-
crue to the Medicaid and Medicare programs
if the agency were to act to expand dental care
services, especially periodontal services.

Furthermore, as I write this, the CBO is
reported to be scoring the cost/savings of a new
dental benefit in Medicare. This benefit would
be similar to the one in the Avalere analysis
and has the potential, for example, to cover
most of the costs of the CHIP program, which
Congress is desperate to approve. By the time
you read this, we will know if this effort was
in fact successful.

To enhance the likelihood that Congress or the
CMS will act to add a dental benefit to Medicare,
the Santa Fe Group is funding a new program
to assess whether the Medicaid population in
New York State benefits from dental care in the
same way that those in the private insured pop-
ulation benefit. Confirmation that the data from

What Comes Next?

the public sector insured parallels that from the
private sector insured would provide substantial
evidence to prompt the federal government to
act on expanded oral care coverage.

Finally, and perhaps most importantly, a
large coalition of organizations guided by
Eric Berger, a principal in Liberty Partners in
Washington, DC, has developed a compelling
community statement on this issue.?! This
statement, which is supported by 70 signifi-
cant organizations from the medical, dental,
social sciences, and patient advocacy sectors,
is reprinted here:

Community Statement on Medicare
Coverage for Medically Necessary Oral
and Dental Health Therapies

The undersigned organizations are proud to
join in support of Medicare coverage for med-
ically necessary oral/dental health therapies.
It is well established that chronic dis-
eases disproportionately impact Medicare
beneficiaries and impose a substantial cost
on the federal government. It is also well
established that untreated oral microbial in-
fections are closely linked to a wide range
of costly chronic conditions, including di-
abetes, heart disease, dementia, and stroke.
In addition, oral diseases have been docu-
mented by researchers and medical specialty
societies as precluding, delaying, and even
jeopardizing medical treatments such as or-
gan and stem cell transplantation, beart valve
repair or replacement, cancer chemothera-
pies, placement of orthopedic prostheses,
and management of autoimmune diseases.
Despite these factors, most Medicare ben-
eficiaries do not currently receive oral/dental
care even when medically necessary for the
treatment of Medicare-covered diseases. In
fact, Medicare coverage extends to the treat-
ment of all microbial infections except for
those relating to the teeth and periodontium.
There is simply no medical justification for
this exclusion, especially in light of the broad
agreement among medical specialists that such
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care is integral to the medical management of
numerous diseases and medical conditions.
Moreover, the lack of medically necessary oral/
dental care heightens the risk of costly medical
complications, increasing the financial burden
on Medicare, beneficiaries, and taxpayers.

At least six major insurance carriers
offering dental plans provide enhanced peri-
odontal and preventive coverage to targeted
enrollees with conditions such as diabetes,
beart disease, stroke, head/neck cancers,
and transplants. According to some reports,
such coverage has realized important bene-
fits, including markedly lower hospitalization
and emergency department admission rates
as well as substantial cost reductions. On a
further note, veterans getting care through
the Veterans Health Administration receive
medically adjunctive oral/dental treatment
in many instances when a dental diagnosis
affects their medical prognosis. These are
all important steps forward, and medically
necessary oral/dental bealthcare including
periodontal treatment should be provided
in traditional Medicare as well.

The Medicare program and all its benefi-
ciaries should not be without the vital clinical
and fiscal benefits of coverage for medically
necessary oral/dental health therapies. Given
the significant potential to improve health
outcomes and reduce program costs, we urge
Congress and the Administration to explore
options for extending such evidence-based
coverage for all Medicare beneficiaries.

Signed by: AARP; Acuity Specialists;
American Academy of Maxillofacial Prosthet-
ics; American Academy of Periodontology;
American Association for Dental Research;
American Association of Clinical Endocri-
nologists; American Association of Hip and
Knee Surgeons; American Autoimmune Re-
lated Diseases Association; American Col-
lege of Emergency Physicians; American Col-
lege of Gastroenterology; American College
of Physicians; American College of Prostho-
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dontists; American College of Rheumatology;
American Dental Association; American Den-
tal Education Association; American Dental
Hygienists’ Association; American Diabetes
Association; American Head and Neck Soci-
ety; American Kidney Fund; American Liver
Foundation; American Nurses Association;
American Parkinson’s Disease Association;
American Psychiatric Association; American
Public Health Association; American Society
for Radiation Oncology; American Society of
Clinical Oncology; American Society of Trans-
plant Surgeons; American Thoracic Society;
Arthritis Foundation; Association of Dental
Support Organizations; Association of State
and Territorial Dental Directors; California
Dental Association; Catholic Health Associa-
tion of the United States; Center for Medicare
Advocacy; Children’s Dental Health Project;
Crohn’s and Colitis Foundation of America;
Dental Lifeline Network; Dental Trade Alli-
ance; Eating Disorders Coalition; Epilepsy
Foundation; Families USA; Head and Neck
Cancer Alliance; Justice in Aging; Leukemia
and Lymphoma Society; Lupus Foundation
of America; Medicare Rights Center; Mental
Health America; National Alliance on Mental
Illness; National Association of Area Agen-
cies on Aging; National Association of Com-
munity Health Centers; National Association
of Dental Plans; National Council for Behav-
ioral Health; National Kidney Foundation;
National Multiple Sclerosis Society; Nation-
al Network for Oral Health Access; Nation-
al Osteoporosis Foundation; National Rural
Health Association; National Stroke Asso-
ciation; Oral Health America; Pacific Den-
tal Services Foundation; Parkinson’s Founda-
tion; PEW Dental Campaign; Renal Physicians
Association; Santa Fe Group; School-Based
Health Alliance; Society for Transplant So-
cial Workers; Support for Persons with Oral,
Head, and Neck Cancer; The Gerontological
Society of America; The Michael J. Fox Foun-
dation; The Society for Thoracic Surgeons



This important statement, signed by an
almost unprecedented number of organizations
from across the health care spectrum, will be
used in the coming year in an effort to generate
an administrative solution that leverages the
power of periodontal care to reduce hospitaliza-
tions and emergency room utilization. Coupled
with many other efforts by these organizations
and other groups, there is reason for some opti-
mism even in a political environment that is
toxic, partisan, and struggling for resources. By
the time Dr Glick publishes the third edition
of this book, I hope we will be able to describe
a wonderful success story of improved health
complemented by favorable economics.
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