Study on the Cost of Untreated Dental
Disease on the Commonwealth
(SJR 50 – Senator Barker)

October 22, 2013

`

`
`

Directs the Joint Commission on Health Care (JCHC) to study the
fiscal impact to the Commonwealth of Virginia that results from
untreated dental disease. The JCHC shall:
◦ “(i) estimate the payments made by Virginia’s Medicaid program to
hospital emergency departments for dental-related diagnoses,
◦ (ii) the amount of uncompensated care provided by hospital
emergency departments for dental-related diagnoses, and
◦ (iii) the number of dental patients treated and the overall value of the
dental-related services provided by Virginia’s safety net providers.
JCHC shall submit its report to the 2014 Session of the General
Assembly.”
SJR 50 was tabled in the House Rules Committee, but JCHC
members voted to include it in the 2012 work plan.
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Background
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Dental Care Payment Sources and Safety Net Providers
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Initiatives to Improve Oral Health and Reduce the
Fiscal Impact of Untreated Dental Disease

`

Policy Options
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The Surgeon General has called oral and dental disease a
persistent, but silent epidemic.
Dental disease is not reversible, but it is preventable.
Regular preventive care helps people avoid the pain and
cost associated with more invasive acute dental care.
According to the Centers for Disease Control and
Prevention, “Check-ups can detect early signs of oral health
problems and can lead to treatments that will prevent
further damage, and in some cases, reverse the problem.
Professional tooth cleaning (prophylaxis) also is important
for preventing oral problems, especially when self-care is
difficult.”
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`

Virginia Department of Health data from the
Behavioral Risk Factor Surveillance System, 2010.
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`

Insurance coverage figures illustrate the fact that oral health is seen as
separate from overall health.
◦ Fewer adults have dental coverage than medical (2.5 times more medical)

`

Although individuals are more likely to seek dental services if they
have dental insurance, the number of individuals with dental coverage
is declining.
◦ More than 1/3 of adults have no dental insurance.
◦ Dental insurance is not consistently provided through employers.

x Employer-sponsored dental insurance has been decreasing, from 77% of full-time
private U.S. workers in recent years to 57% in 2011.

◦ Private health insurance plans often exclude dental coverage.

x Approximately 98% of Americans with dental coverage have a policy separate from
their medical insurance policy.

◦ Dental insurance typically costs less per month than health insurance but may
have high levels of cost-sharing and maximum benefit caps.
x The limited nature of dental benefits and the potential for significant out-of-pocket
expenditures may influence the decision to obtain dental insurance.
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`

Often, individuals who do not have dental insurance
cannot afford care, and therefore go without.
◦ They defer treatment due to cost and do not regularly access
routine preventive care and may suffer chronic pain, struggle
to swallow or speak, and risk systemic infections and tooth
loss.

`

Studies show that lower-income adults are more likely
to seek dental care on an emergency or as-needed basis.
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`

Although some Medicare Advantage plans
may include a dental benefit, traditional
Medicare does not provide a dental benefit.
◦ Many seniors face a “cliff” upon retirement when they no
longer receive employer-based coverage and cannot afford
to purchase an individual dental policy.
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`
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States can choose whether to include dental care in their
Medicaid coverage.
Virginia Medicaid only provides coverage to adults for
emergencies.

◦ Coverage is limited to medically necessary oral surgery and associated
diagnostic services.

`

Virginia Medicaid does provide full dental coverage for children.
◦ The Smiles for Children program provides coverage for diagnostic,
preventive, restorative/surgical, as well as orthodontia for FAMIS and
FAMIS plus for children.
◦ However, access to care may be limited as there is a shortage of
pediatric dentists.
◦ Additionally, studies show that children are less likely to access
available dental services if their parents do not go to the dentist.

11

`

The Affordable Care Act treats adult oral health as separate from
overall health.
◦ Individuals are not required to purchase dental insurance; only dental
care for children is mandated.

`

In Virginia, consumers who do not already have dental coverage
through an employer, can purchase a separate dental benefit
through the Health Benefit Exchange. (Enrollment began
October 1, 2013.)

◦ The mandated pediatric dental benefit, an adult benefit, or a family
benefit may be purchased as a stand-alone dental plan, a qualified health
plan partnered with a dental plan, or a dental benefit embedded within a
qualified health plan.

`

Consumer costs will vary significantly depending on how plans
manage the deductibles and cost-sharing requirements.
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`

If the uninsured take advantage of the dental plans on
the Health Benefit Exchanges, it is possible some of the
burden on the safety net providers will be alleviated.
◦ If dental plans catch on, clinics may begin to accept them, in
addition to the Medicaid patients they already accept.
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`

`

While pediatric dental coverage is included as an
essential benefit under the Affordable Care Act, adult
dental coverage is not.
Because Virginia does not already include adult dental
coverage (except in limited circumstances), Medicaid
expansion will not positively affect the provision of
adult dental care beyond allowing for emergency
extractions.
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`The
¾
¾

Virginia Health Care Foundation reports:

3.8 million Virginians have no dental insurance.
72 Virginia localities have no dental safety net provider
o In 28 localities there is no access to care nearby.

In many of the 63 localities with a community dental provider,
care is offered on a part-time basis.
¾ Some rural areas have as a few as one dentist for every 5,000
residents.
`Additionally, residents report transportation issues and dental
providers who fail to provide dental access for special needs as
limiting access to dental care.
¾
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`

`

Virginia’s dental safety net providers are not staffed or
equipped to accommodate the dental needs of so many
uninsured and underinsured patients.
Because safety net providers are limited in capacity,
with long waiting lists, many patients go to emergency
departments (EDs).
◦ For example, Augusta Health indicated an average of 4.3
people were seen daily in the ED from January 1, 2013September 30, 2013 with a dental diagnosis.
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Recent research found numerous links between oral health and overall health and
well-being: including nutrition, digestion, speech, social mobility, self-image, and
esteem and quality of life.
Bacteria and inflammation from oral disease have negative effects on other chronic
diseases such as cardiovascular, stroke, adverse pregnancy outcomes, respiratory
infection, diabetes and osteoporosis.
Approximately 80% of American adults have some form of periodontal disease
which is linked to diabetes and an increased risk of heart disease and stroke.
Pregnant women with gum disease are 7 times more likely to have a preterm or low
birth weight baby.
◦ Tooth decay in the mother puts the child at a higher risk of also developing
cavities, leading to weakened oral health.
Tooth decay and infection often cause pain which can result in missed school and
work and in some extreme cases death may occur.
Studies also indicate a correlation between poor oral health and academic
performance, including lower grades and more school absences.
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`

Preventive oral health care and needed treatment
improve overall health and reduce medical costs, as
demonstrated in several studies.
◦ Annual medical costs were lower by $3,964 for individuals
with rheumatoid arthritis, by $2,430 for pregnant women, by
$2,956 for individuals with heart disease, and by $1,029 for
individuals with cerebrovascular disease when treated for gum
disease.
x For individuals with diabetes who received treatment and ongoing
maintenance for gum disease, had annual reductions in medical
costs ($1,814), hospitalizations (33%) and physician visits (13%)
were seen.
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`

In the United States, lack of access to dental care often means
people with dental problems seek care in costly emergency
departments (EDs).
◦ Approximately 1.7% of visits to an ED are for oral health problems.
A Pew Research Center study of ED utilization found that in 2009,
preventable dental problems were the primary diagnosis in 830,590
ED visits, an increase of 16% from 2006.
◦ The average cost for a visit to a physician for preventive care is $50$100/per visit; however, ED visits in which only antibiotics or pain
medicine is given cost $1,000 on average.
◦ For Medicaid enrollees, on average, the cost of inpatient hospital
treatment for dental problems was nearly 10 times the cost of
preventive care provided in a dentist’s office.
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`

EDs are the most expensive treatment provider and typically
provide only temporary relief for dental problems.
◦ ED patients are often only treated for pain or given antibiotics for infection;
the underlying problem is not treated and the patients will return.

`

`

Recent studies indicate peak times for dental ED visits are during
business hours, an indication of a lack of access to routine dental
care providers.
A recent national study estimated that for the 10-year period (ending
in 2008), the number of dental-related ED visits increased from 4.2
to 7.5 per 1000 in population.
◦ The increase was highest for young adults (20 to 34 years old) increasing
from 8.5 to 17.6; followed by an increase from 4.2 to 8.5 for adults aged 35
to 49.
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`

Anecdotal evidence indicates that the cost of
uncompensated care in Virginia’s emergency
departments mirrors those found in other states.
◦ Reliable Virginia-specific dental emergency data is not
uniformly collected or required to be reported.
◦ Procedures are coded differently and inconsistently between
and within EDs.
x Most often coded as pain management or infection, rather than a
dental occurrence.
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◦ Between 2007-2009:173,648 ED visits and 4.3% were dentalrelated.
◦ 39.7% had Medicaid or Medicare
◦ 52.7% were uninsured, and
◦ 7.6% had private insurance.
◦ 67% had tooth related ailments.
◦ Treatment in most cases was limited to a prescription for pain
medicine and an antibiotic.
`

In response, VCU instituted a pilot program to reduce
ED visits for dental problems.
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The year before initiation of the pilot program, 2,618 patients with
dental-related problems were managed in the VCU ED.
Patients who presented at the ED were given the option to visit the
Urgent Dental Care Clinic and be evaluated by an oral and
maxillofacial surgery resident to determine appropriate treatment.

◦ If no medical problems or oral surgery was required, the resident either treated
the patient or gave palliative care and an appointment for a later date.
◦ Patients who needed other types of nonsurgical dental care were provided with a
prescription and given a list of dental clinics or offices that either offered free or
reduced fee care.

`

During the first year of the pilot program, the number of patients seen
in the ED decreased to 1,249 and the number of dental patients with 2
or more visits to the ED also declined 66.3%.
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`

The Virginia Health Care Foundation (VHCF) actively
supports dental care for uninsured Virginians.

◦ “VHCF dental grants totaling nearly $8 million have helped establish
or expand 35 dental safety net sites…from providing funding for
dental equipment to helping underwrite the salaries of dentists or
hygienists.”
◦ VHCF has worked with Patterson Dental-Richmond to provide
discounts on equipment, maintenance, and practice software and
through another agreement to make relatively-inexpensive Larell
one-step dentures available.

`

VHCF resources also include Tooth Talk, which allows
providers to share best practices and ideas; and a directory
which “is the only comprehensive resource available to help
Virginians find local dental safety net providers.”
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`

The Coalition is working to integrate oral health and overall health by
increasing “the amount of oral health education provided to students in
at least 20% of Virginia’s schools of medicine, nursing, pharmacy and
physician assistant training.”
The Coalition received one of 20 grants nationwide from DentaQuest
Foundation’s Oral Health 2014 Initiative.
◦ The Initiative seeks to “forge alliance among a broad group of partners
committed to improving oral health outcomes and chronic disease
management” and ultimately overall health.

`

`

The Coalition has worked with over 100 stakeholders to create a
roadmap that leads to more oral health education and training for future
and existing health care professionals and a practice environment that
makes referrals and information sharing simpler.
Source: http://www.vaoralhealth.org/wp-content/uploads/2013/02/Med-Dental-Webinar-StateSlides_Combined_Final.pdf

38

39

`

Option 1: Take no action.

Insurance Options
` Option 2: Introduce a budget amendment for $30,255,000 GFs and
$30,255,000 NGFs in FY 2015 and $63,535,499 GFs and $63,535,499
NGFs in FY 2016 to expand Medicaid to include full dental coverage for
adults.
`

Option 3: Introduce a budget amendment for $7,563,750 GFs and
$7,563,750 NGFs in FY 2015 and $9,530,325 GFs and $9,530,325 NGFs
in FY 2016 to expand Medicaid to include preventive dental services for
adults.
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Access Options
` Option 4: Include in the JCHC Work Plan for 2014, a targeted study of the dental
capacity of Virginia’s safety net providers. The Virginia Department of Health,
Virginia Association of Free Clinics, Virginia Community Healthcare Association,
Virginia Dental Association, Virginia Health Care Foundation, Virginia Oral Health
Coalition, and Virginia Rural Health Association will be asked to work with JCHC
staff in determining the need for any additional funding and resources and in
reviewing potential teledentistry and workforce initiatives.
`

Option 5: By letter of the JCHC chair, request that the Virginia Department of
Health develop and distribute a public service announcement that promotes the
benefits and need for dental care and oral health.
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`

Written public comments on the proposed options may
be submitted to JCHC by close of business on
November 12, 2013.
Comments may be submitted via:
◦ E-mail:
◦ Fax:
◦ Mail:

jhoyle@jchc.virginia.gov
804-786-5538
Joint Commission on Health Care
P.O. Box 1322
Richmond, Virginia 23218

`

Comments will be summarized and included in the
Decision Matrix which will be considered during the
JCHC meeting on November 18th.
`

Website – http://jchc.virginia.gov
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