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of Texas is concerned with the disproportionate levels of access that low-income children

F I Yhe purpose of this report is to examine oral health care for children in Texas. United Ways
face. This research team was charged by United Ways to:

e Develop appropriate measures of access to preventive dental care for children
e Analyze the geographic and socioeconomic patterns of such access measures in Texas
e Calculate the expected benefits and costs of expanding access

There are significant disparities in access to oral health care for children in Texas. These
disparities are frequently based on income levels, ethnic status, and if a child lives in an urban or
rural area. Because disparity continues to exist among Texans, this report offers the following
recommendations to improve access to dental care.

Report Recommendations

. Explore State Subsidies for Fluoridated Water
. Increase Medicaid Reimbursement Rates and Annual Limit

. Decrease Dental Hygienist Regulations

. Expand the Use of School-Based Clinics

. Foster Diversity among Dental Professionals
. Improve Oral Health Awareness

To support these recommendations, this report will:

Describe the importance of children’s oral health.

Show disparities that exist among children.

Describe the types of preventive care that can improve children’s oral health
Demonstrate that preventive care can be cost-effective.

Identify barriers to access in Texas through literature and research

R

CHILDREN’S ORAL HEALTH

making the two inseparable.' For the first time in American history, oral health became equal

to general health, in terms of importance.” The Surgeon General stated, “Oral health is a
critical component of health and must be included in the provision of health care and the design
of community programs.” The Surgeon General admonished health practitioners not to ignore
the importance of oral health and the effects poor oral health has in the general health of their

patients.

In 2000, the U.S. Surgeon General redefined oral health by linking it to general health and

Twelve years later, many Americans still do not receive sufficient oral health care. In 2011, over
30 million Americans lived in dental Health Professional Shortage Areas,’ limiting access to care
and causing dental caries (tooth decay and cavities) to remain a “silent epidemic.” This
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epidemic affects everyone’s health, adults and .
children, but is particularly problematic for children. Federal Poverty Line

Poor oral health in children is detrimental to a .
child’s overall development and growth, negatively The minimum amount a

affecting speech, nutrition, class attendance, and household needs for food,

quality of life. Tooth decay is the most common clothing, transportation, housing,
chronic childhood disease and is five times more and other essentials. The line
common than asthma.® The National Center for varies depending upon the
Chronic Disease Prevention and Health Promotion number of members residing in
estimates that tooth decay affects 25% of children each household, but does not
aged 6 to 11 years and 59% of adolescents 12 to 19 vary geographically. The poverty
years old.” Many children with poor oral health line is the same in rural Texas as
suffer daily pain from dental caries and miss it is in New York City.

instructional time to receive restorative treatment.® In
2000, the Department of Health and Human Services [MNsTSRd0) B {06 [S%:1 BsTod = ga'd (7|
estimated that children lost 51 million school hours for a family of four is $23,050.
per year throughout the nation because of the lack of
oral health.”

LOW-INCOME CHILDREN LACK DENTAL CARE ACCESS

Children in low-income families, like those enrolled in Medicaid and Children’s Health
Insurance Program (CHIP), are twice as likely to experience tooth decay and are less likely to
receive preventive dental care than children from middle to upper-class homes.'® The Kaiser
Commission on Medicaid and the Uninsured
conducted a study on dental access among
children by their income level, using the
federal poverty level as the measure of
Children currently enrolled in the free income. According to their report, 32% of
and reduced lunch program, and/or children living in a home with an income

Medicaid. They are also commonly less than the federal poverty level have
referred to as economically untreated dental caries and have not seen a

. ey . 11
disadvantaged (ED). dentist within the last year.

Low-income Children

Individuals with higher-socioeconomic status are generally able to receive dental care, whereas
individuals with lower-socioeconomic status are not.'> As Figure 1 demonstrates, low-income
children are twice as likely to have untreated caries compared to children living at 200% or
higher than the federal poverty level. The figure indicates that not only do low-income children
suffer from a higher percentage of untreated dental caries, but they also have a higher likelihood
of not seeing a dentist. As a result, dental caries are significantly more common among low-
income children.
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FIGURE 1: LACK OF DENTAL CARE AMONG CHILDREN, BY INCOME
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Source: Julia Paradise, “Dental Coverage and Care for Low-Income Children: The Role of Medicaid and SCHIP,” The Kaiser
Commission on Medicaid and the Uninsured, (2008): 1-5.

Minority groups experience disparities similar to those experienced by those of low-
socioeconomic status.”® For example, 24 % of African Americans have experienced tooth decay,
compared to only 15 % of Caucasians.'* In addition, Hispanics are four times more likely to have
severe caries than Caucasians."” Figure 2 compares the oral health of eight-year-old children in
Texas based on their ethnicity. Minority children have a much higher percentage of reported
caries and untreated decay. For example, Hispanic children experience 11 percentage points
more caries than White children.'

FIGURE 2: DENTAL CARIES EXPERIENCED AND UNTREATED DECAY AMONG EIGHT-
YEAR-OLD CHIDLREN IN TEXAS.

Source: Texas Department of State Health Services, “Basic Screening Survey,” Oral Health Program 2004-2006.
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CHILDREN IN TEXAS

Texas ranks below the national average with respect to children’s oral health. During the 2007-
2008 school year 73% of third graders in Texas had had some experience with tooth decay,'” but
of those who had experienced caries, only 42% had received treatment.'® Compared to other
states, Texas had the highest percentage of third graders with untreated caries and the second
highest percentage of children with tooth decay."”

FIGURE 3: CARIES EXPERIENCED BY TEXAS THIRD GRADERS, 2007-2008

Caries Experienced Caries Treated

Untreated
58%

Treated
42%
Source: Centers for Disease Control, National Oral Health Suveillance System,.2011

TEXAS® ORAL HEALTH OBLIGATIONS

state and federal funding. Founded in 1965 as part of Title XIX of the Social Security

Medicaid is an entitlement program that provides health care through a combination of
20

Act, the program is designed to provide medical coverage to low-income individuals.
The Texas Medicaid program was established in 1967 and is administered through Health and
Human Services Commission (HHSC).*! Also in 1967, the federal government created the Early
and Periodic Screening, Diagnosis, and Treatment (EPSDT) program, requiring state Medicaid
programs to provide certain services to children enrolled in the program.

In 1989, Texas developed Texas Health Steps (THSteps) as a mechanism to implement EPSDT
standards. THSteps is designed to ensure that Texas Medicaid beneficiaries receive the federally
recommended services.”> EPSDT or THSteps preventive dental services include:

e Dental examinations (initial or periodic)
e C(leaning (prophylaxis)
e Oral health education
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e Topical fluoride
e Sealants to certain teeth

In 1993, the class action lawsuit Frew v. Hawkins was filed on behalf of all children under 21 in
Texas on Medicaid. The plaintiffs alleged the state of Texas was not fulfilling federal Medicaid
EPSDT requirements. Specifically, the case argued that Texas children on Medicaid lacked
access to check-ups and follow-up medical and dental care. The plaintiffs originally filed the
case in the federal courts in the eastern district of Texas.

In 1996, a consent decree was filed, in which the state and plaintiffs agreed on actions the state
should take to comply with federal EPSDT mandates. The consent decree required Texas
Medicaid to increase the number and proportion of children receiving check-ups, increase
training, outline provider roles, increase accountability and management, and improve managed
care.”® Following the verdict, the plaintiffs and state agreed on a set of corrective action orders to
ensure compliance with the consent decree and increase children’s access to EPSDT. In 2007,
the 80™ Texas Legislature appropriated a total of $1.8 billion dollars to comply with the consent
decree, raise Medicaid reimbursement rates, fulfill the corrective action plans, and establish and
fulfill strategic initiatives.”> HSSC then submitted to the courts House Bill 15, Frew
Expenditures, which outlined how they would use the appropriations. (For more information on
Frew and the Texas legal environment, please see Appendix 5.) There are four overarching
objectives that HSSC identified in HB 15 that would fulfill the state’s requirements in the
consent decree:

e Increase the number of children who receive THSteps medical and dental checkups

e Increase participation of medical and dental providers who service children in the Texas
Medicaid program

e Improve appropriate utilization of medically necessary services

e Improve coordination of care

The case remains open as the courts, HHSC, and THSteps continue to work toward the fulfilling
the 1996 consent decree. Meanwhile, the number of children enrolled in Medicaid continues to
rise each year (see Figure 4).

FIGURE 4: NUMBER OF CHILDREN ENROLLED IN TEXAS MEDICAID
2,500,000

2,000,000

1,500,000

1,000,000

500,000

0 ] ] 1 1 1 1 1 1 1 1
2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

Source: Texas Medicaid Enrollment Statistics, 2011
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PREVENTIVE DENTAL CARE

improving children’s oral health. Usually, these techniques or best dental practices vary

slightly by state, dental school, and oral health organization. This section will define the
common treatments required by EPSDT—dental examinations, radiograph exams, topical
fluoride treatment, sealants—in addition to one of the key preventive treatments from the
literature—fluoridated water.

Preventive dental care encompasses multiple practices and techniques, all aimed at

DENTAL EXAMINATIONS

Dental examinations include teeth cleaning, as well as observation of gums and teeth to identify
any potential problems, such as inflammation or dental caries.”® During the dental examination,
the care provider may also provide brief oral health education and dental care recommendations,
evaluate the risk of potential tooth decay, or perform diagnostic procedures such as a radiograph
examination.””**

Medicaid recommends that children visit the dentist every six months, that their teeth be
examined and cleaned, and that appropriate preventive care be provided.”” The ADA also
recommends that individuals visit the dentist twice a year. For children, this practice should start
no later than the child’s first birthday.*® More specifically, the American Academy of Pediatric
Dentistry (AAPD) suggests children should visit a pediatric dentist between 6 and 12 months.”!
The early examination and preventive dental care protects children from tooth decay in the future
and help children stay cavity-free.”> Without a professional cleaning, children often face severe
dental problems later in their life.

RADIOGRAPH EXAMS

Radiograph exams commonly identify caries during early stages of development. According to
the ADA, new patients should receive a comprehensive radiograph exam, regardless of age.”> By
decreasing the amount of time between radiograph exams in higher risk patients, dentists can
identify caries much earlier. For all patients that dentists identify to have a high risk for
developing caries, the ADA states that radiograph exams are necessary every 6-12 months.**
However if patients have a low risk of caries, dentists do not need to use radiographs in exams as
often. In fact, if patients have seen a dentist and have no increased risk factors for caries, the
ADA recommends radiograph exams every 12-24 months.”

TOPICAL FLUORIDE TREATMENTS

Topical fluoride treatments applied by dentists include fluoride gels and varnishes, which vary
by the strength of the sodium fluoride and the length of time the treatment remains on the tooth
surface.’® The AAPD recommends that children with a high risk of developing caries should
receive a professional fluoride treatment every three to six months.’” For those children with
moderate risk, the AAPD recommends a less frequent treatment schedule, but at least every six
months. The AAPD acknowledges that many children with high risk may not have regular access
to a dentist, and thus, trained non-dental healthcare professionals could effectively apply fluoride
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varnish to decrease the frequency of early childhood caries.”® Other fluoride treatments include
fluoride toothpaste, mouth rinses, and supplements.

SEALANTS

Dental sealants are clear protective coatings placed on molars to prevent caries and to protect
deep cracks and grooves on chewing surfaces. Sealants act as a shield for vulnerable areas where
normal brushing and flossing cannot reach. To apply sealants, the dental professional places the
sealant gel on a cleaned tooth and then shines an ultraviolet light that dries the coating.”” After
application, the patient can immediately begin eating food.

Health care organizations recommend sealants because of their effectiveness. One study found
that sealants reduced caries by 87 % after 12 months in children.* Sealants continue to reduce
caries in children and will generally protect teeth while they remain intact. After two years, 75 %
of sealants were still intact and protecting children’s teeth, according to a survey of dentists
completed by the ADA.*' Sealants are generally effective for five years, but some can last much
longer. Due to their long lifetime and effectiveness in preventing future caries, sealants are a
very popular treatment for children.

FLUORIDATED WATER

Fluoride is one of the most widely used mechanisms to prevent tooth decay. The Center for
Disease Control (CDC) classifies fluoridation of drinking water as one of the top ten great public
health achievements.*

The U.S. Department of Health and Human Services recommends a fluoride level of 0.7 parts
per million (ppm).* The Environmental Protection Agreement (EPA) sets the Maximum
Contaminant Level for fluoride at 4 ppm. In addition, the EPA has set a non-enforceable
secondary maximum standard for fluoride at 2.0 ppm.** This secondary standard seeks to
regulate the contaminants in drinking water that may cause aesthetic or cosmetic effects such as
skin or tooth discoloration.

Currently, 82 % of Texas water is fluoridated,” making Texas one of two states (North Dakota),
west of the Mississippi River that has achieved the Healthy People 2010 target.*® However,
20.4% of Texas public water systems have not reached the ideal level of fluoride based on the
recommended level of HHP.*” This leaves nearly 5 million of the 24 million Texans served by
public water systems without access to fluoridated water.*
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COST-BENEFIT ANALYSIS

treatments, and fluoridated water. There are costs and benefits associated with each

treatment. The capstone team performed a cost-benefit analysis on fluoride varnish and
sealants, and summarized research by the CDC on fluoridated water. The team calculated the
cost of restorative and preventive treatment using
two different numbers: the ADA 75" percentile Market Rate
from the West South Central Region 2011 Survey
of‘DentaI Fees, and the 2012 Medicaid We used the 75" percentile of
reimbursement rates in Texas. The ADA survey
shows the market rate according to dentists, and is
a measure of the cost to society.**°

F I Yhe three most commonly studied forms of preventive care are sealants, fluoride

fees for the market rate, as is
common in the literature

MEASURE OF COSTS

Total cost equals the treatment fee and the explicit and implicit costs to the patient and their
parent, i.e. the cost to the parent for leaving his/her job to take a child to the dentist and the cost
of the child for leaving school. The time spent to conduct the dental procedure plus the patient
and parent travel costs are included in this calculation. Table 1 summarizes the parameters of this
analysis.

TABLE 1: COST ASSUMPTIONS OF PREVENTIVE CARE AT MARKET REIMBURSERMENT
RATES

Parameter Sealant Fluoride Varnish |
Cost of one time application of treatment®’ $400.00 $35.00
Opportunity Cost:
Miles to Dentist (roundtrip)>? 20.4 miles 20.4 miles
Mileage Rate $0.55 $0.55
Mileage Cost (Distance*Rate) $11.22 $11.22
Travel Time (minutes)> 44 44
Visit Time™ 40 2
Total Time (minutes) 84 46
Student Time Rate (per hour)® $6.72 $6.72
Parent Time Rate (per hour)®’ $10.00 $10.00
Total Rate $16.72 $16.72
Cost of Time (w X Total Time) $23.41 $12.82
Total Cost of Preventive Care 5434.63 $59.04
Total Cost of Preventive Care per Tooth 5$54.33 57.38
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As illustrated in Table 1, the market fee for placing sealants on eight teeth is $400.00. The
capstone team calculated that the average patient would travel twenty miles round-trip to find a
dentist, which we then multiplied by the federal mileage reimbursement rate to calculate our
mileage cost. The capstone team determined that patients would travel for forty-four minutes, to
arrive at the dental office and based on the ADHA estimation that time to place a sealant is five
minutes. We only looked at the time for a sealant, and chose not to include the time for the entire
visit. The team then calculated the average school district expenditures per pupil-hour, assuming
a seven hour school day, and added it to the average hourly wage calculation to get our student
and parent time rate (total rate). The team then multiplied that by the visit time (forty-nine
minutes) to get our cost of time. We added our cost for the treatment, the mileage cost, and the
cost of time together to get our total cost of preventive care.

Based on our calculation, it would cost $54.33 to seal one tooth and $7.38 to provide fluoride
varnish at the market rate. However, this estimate is far from complete. Children in rural areas
must travel much further than the national average to receive dental care. Therefore, it is likely
that our calculation underestimates the total cost.

MEASURE OF BENEFITS

Calculating the benefits is more complex than calculating the costs. First, the team estimated the
averted future costs of restorative treatment, including time. Then we multiplied the total cost by
the probability that a child would get a cavity, if they received the preventive treatment. These
benefits are then discounted to the present value using a conservative interest rate of 1% in a
time frame of five and ten years. The research team used 1% because of the low real interest
rates in the U.S. today. After computing the present value of benefits, we compared the
difference to the cost of preventive care.

TABLE 2: COST CALCUATIONS

‘ Parameter Cost
Cost of one filling®® $133.00
Opportunity Cost:

Miles to Dentist> 22.4 miles
Mileage Rate® S0.55
Mileage Cost (Distance*Rate) $11.22
Travel Time (minutes)®* 44
Visit Time® 20
Total Time (minutes) 64
Student Time Rate (per hour)® $6.72
Parent Time Rate (per hour)®* $10.00
Total Rate $16.72
Cost of Time $17.83
Total Cost of Restorative Care $162.05
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One caveat of this calculation is the impossibility to estimate certain intangible benefits. For
example, discomfort and pain resulting from tooth decay is major issue that can be avoided but
cannot be easily estimated. Therefore, our estimate of benefits is a lower bound on the full
benefits from sealants.

Table 3 describes the relative effectiveness of sealants and fluoride varnishes at five and ten
years. As the table illustrates sealants are more effective than fluoride varnishes at preventing
caries. After five years, 15% of sealed teeth, 36% of teeth treated with fluoride varnish, and 66%
of untreated teeth will develop caries. ®

TABLE 3: EFFECTIVENESS OF PREVENTIVE TREATMENTS

Probability Treatment Type

Sealants Fluoride Varnish

S5years 10years 5years 10years
Probability of a cavity with preventive care 15.0%  26.6% 357%  55.8%

Probability of a cavity without preventive care  63.6% 76.7% 65.6%  76.7%
Source: Bravo, M., et. al. 2005. “Sealant and Fluoride Varnish in Caries: A Randomized Trial.” Journal of Dental Research (84).

To calculate the net benefit of preventive care, we will take the probability that a child will
develop a cavity in the future without preventive care and subtract from that the probability of a
cavity developing with preventive care. We will then multiple the probabilities by the cost of the
treatment and then subtract from the difference the cost of preventive treatment. This will
provide us a net benefit or cost. The calculations will be performed over different time periods
and discount rates to measure the sensitivity of our calculations. We discount the future costs to
show how much money a person would need to have in the bank today to pay for the treatment
costs in the future. The calculations are shown for sealants and fluoride varnish. The Center for
Disease Control and Prevention completed a cost-benefit analysis for community fluoridation,
and the findings are described below.

SEALANTS

Table 4 illustrates the net benefit to society of sealants. The calculations performed in Table 4
and 5 are found using the reimbursement rate from ADA, the cost of time and travel to the parent
and child, and discounting the cost to the present. The net benefit for sealants is positive with any
plausible discount rate. For example, if that interest rate were 1%, which is plausible given
current low interest rates, the net benefit to society for sealing a single tooth is $20.61 at five
years and $30.94 at ten years. As the interest rate rises, the net benefit to society decreases but
does not turn negative.
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TABLE 4: NET BENEFIT TO SOCIETY OF SEALANT USING MARKET RATE

Discount Rate R=3%

5 years 10 5years 10years 5years 10years
Cost without Sealant $98.06 $124.30 $93.35 S$101.97 $88.91  $92.49
Cost with Sealant $23.13 $39.02 $22.02 $35.36 $20.97 S$32.08
Difference $74.94 $85.27 $71.33 $66.60 $67.94 $60.41
Sealant Application $54.33 $54.33 $54.33  $54.33  $54.33  $54.33
Net Benefit $20.61 $30.94 $17.01 $12.28 $13.61 $6.08

Furthermore, given our assumptions, these estimates are a lower bound. We assumed that the
filling used would be an amalgam filling on one side of the tooth. We purposely used the lowest
restorative cost we could find. The amalgam filling on one side only effectively fills a tooth only
when the cavity is very small and caught early. If the cavity is more severe the cost to repair the
cavity increases, and the net benefit of sealants increases. This is why preventive care is so
valuable for low-socioeconomic children. These children are less likely to regularly visit a
dentist. This means that their cavities are also less likely to be caught early, which, in turn,
increases the likelihood that they will need an expensive procedure. If the cavity can be
prevented in the first place (using preventive care like fluoride or sealants), it will be less
expensive in long run. Again, we are not able to quantify the pain and suffering a child feels
while waiting for a tooth to be filled or during the filling itself. The pain felt is real, but we are
unable to quantify it.

SEALANT ANALYSIS

We will now calculate the net benefit only looking at the cost the state would incur to
reimburse dental care providers, and ignoring the cost of time and travel. Table Sshows
the net benefits from the perspective of the state.

TABLE 5: NET BENEFIT OF SEALANTS — COST TO STATE USING MARKET COST

Discount Rate

Years 5 10 5 10 5 10
Cost without Sealants $80.48 $92.35 $76.61  $83.68 $72.97 $75.91
Cost with Sealants $18.98 $32.03 $18.07  $29.02  S$17.21  $26.32
Difference $61.50 $60.32 $58.54 $54.66 $55.76  $49.58
Preventive Treatment $50.00 $50.00 $50.00 $50.00 $50.00  $50.00
Net Benefit $11.50 $10.32 $8.54 $4.66 $5.76 -$0.42
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As shown above, with a 1% discount rate, and over a 10 year period of time the net benefit of
sealants is $10.32 per tooth. If the state used the market rate as a basis for reimbursements, the
net benefit of sealants for all children on Medicaid would be $192.4 million.®® Even assuming a
2% discount rate, the net benefit would be at least $4.66 per tooth, per child, for a total of $86.9
million.

The state can save money using sealants because of the cost-effectiveness of sealants using these
conservative estimates. We assumed that all children who needed restorative care would use a 1-
side amalgam filling. As more expensive restorative care is used, the net benefit will only
increase.

FLUORIDE VARNISH

Table 6 shows the net benefit to society of fluoride varnishes, assuming that the varnish is
reapplied every six months as recommended by the ADA. We measured fluoride varnish to have
a negative net benefit. Children need to receive fluoride varnish every 6 months for fluoride to be
effective, increasing the opportunity costs that they and their parents face. If parents and students
have to travel to the dentist office every six months to receive preventive care, it is more cost-
effective to fill cavities instead of prevent them.

TABLE 6: NET BENEFIT TO SOCIETY OF FLUORIDE VARNISH USING MARKET RATE

Discount Rate R=1%

5 years 10 years

Cost without Fluoride $98.06 $112.52
Cost with Fluoride $55.05 $81.86
Difference $43.02 $30.66
Fluoride Application $86.40 $154.60

Net Benefit -$43.38 -$123.94

FLUORIDE VARNISH ANALYSIS

The initial net benefits for the application of fluoride varnish are negative. When we analyzed the
results for sealants without considering the opportunity cost of parent’s time, we found that the
state could save money by providing sealants to children to prevent cavities from forming. Here
we conduct the same analysis for fluoride varnish using the market rate.
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TABLE 7: NET BENEFIT OF FLUORIDE - COST TO STATE USING MARKET RATE

Discount Rate 1%

Years 5 10
Cost without Fluoride $80.48 $92.35
Cost with Fluoride $45.18 $67.18
Difference $35.31 $25.16
Preventive Treatment $51.22 $91.62
Net Benefit -$15.91 -$66.46

Only looking at the cost to the state using the market rate, we find that over 10 years and with a
1% discount rate, the net benefit is negative. It is more cost-effective to restore cavities after
forming than to provide fluoride varnish. There is a large difference between 5 and 10 years
across all discount rates. This is because of the large rise in cavities observed after 5 years. Table
3 showed the effective rates of fluoride treatment. After 5 years, 35.7% of children who used
fluoride varnish had cavities, but after 10 years, the percentage increased to 55.8%

NET BENEFITS OF PREVENTIVE CARE

It is cost-effective to provide preventive dental care at the dentist office—but only for sealants,
not for fluoride varnish. When the opportunity costs are included, the net benefit is even larger.
However, preventive care is not foolproof. The ADA recommends reapplying fluoride varnish
every 6 months and having sealants checked frequently to verify no cracks develop.®’” As long as
the sealant remains intact, it will prevent cavities from
forming. The state legislature can save money now and in Preventive Care
the future by implementing preventive care. Sealants are
more cost-effective than fluoride varnish as our study has [SEEIETERI R RO TLGNYS

shown. They are also more effective at preventing and by placing sealants, the
cavities. Sealants require a one-time visit to the dentist, state can save money on
while fluoride varnish requires semiannual visits for future dental treatments
reapplication.

We did attempt to remain conservative in our estimations. We used a one-side amalgam filling,
which can only be used in the smalleste cavities. As the restorative treatment cost increases, it
becomes even more apparent that sealing children’s teeth is cost-effective and will save the state
money.
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COMMUNITY FLUORIDE

In 2001, the Texas Department of Health completed a study on the cost of public dental care
compared to community fluoride. They measured the fluoride levels in each county, counted the
population, and asked for dentists to submit claims paid.®® They estimated that the average cost
of dental care for a child declined by 24 dollars when the child received fluoride through public
water. The optimal public water fluoride levels was found to be .7 parts per million (ppm).69

The state wanted to find how much it cost per person in each county to provide fluoridation.
They also calculated the start-up and maintenance costs for the county, and per person costs in
the county. As fluoride levels rose, the cost savings per child increased.

Texas estimated that the cost of installing a fluoride system averaged $1.20 per person, and the
maintenance costs would average to $0.35 per person. Texas’ study was very similar to a study
completed by the CDC. The CDC completed a study in 2005 and found that for every dollar
invested in community fluoride, dental bills would be reduced by $38.00."

FIGURE 5: PERCENTAGE OF FLUORIDATED WATER IN THE UNITED STATES

Fluaridation Percentage
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0-24

No data

Source: Centers for Disease Control and Prevention, Water Fluoridation 2006.

Figure 5 shows the percentage of fluoridated water by state. The CDC estimates that 82% of
Texas has community fluoride water, and it ranks as one of the top states in the nation’'.
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FIGURE 6: PERCENTAGE OF FLUORIDATED WATER IN TEXAS
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Source: Centers for Disease Control and Prevention, Water Fluoridation, 2006.

Figure 6 shows the percentage of fluoridated water in Texas by county. The darker counties have
a higher percentage of fluoridated water. Much of the water in Texas is naturally fluoridated, but
this figure only shows if there is some level of fluoride in the tap water. It does not show the
levels of fluoride in the water or if it meets the recommended .7 parts per million.

Communities must pay to fluoridate their own water; however the state receives the benefit of
reduced future restorative costs. In light of the national recession and corresponding shrinking
city budgets, many communities are choosing to stop fluoridating water based on the costs. For

example, last year, the city of College Station decided to stop
adding fluoride to drinking water. By not fluoridating water,
the city is expecting to save $41,480.”* The city estimated its
population to be 96,666, which means that it cost the city
$0.43 per person to fluoridate the water. The water naturally
contains approximately half of the recommended
fluoridation level. With the economic downturn and forced
budget cuts, and because fluoridation is not legally required,
the city cut the program. Other cities have also chosen to stop fluoridating their tap water for
budget reasons, including Marble Falls, Corsicana, and Lufkin.

Texas cities do not receive all the benefits for fluoridating water because they do not pay dental
fees or Medicaid reimbursements. Therefore, to induce cities to make the right decision from the
states perspective we recommend exploring state subsidies for fluoridated water.
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WHAT IS ACCESS TO CARE?

he definition of access to health care is the
product of years of research, practice, and Definition of Access

understanding. Research has recognized two 1. Availability & utilization
main definitions of access. First, according to the of dental care
Academy of General Dentistry (AGD), access is not
only the availability of dental care, but also the 2. Absence of barriers

utilization of care.”” Access to health care is more than
simply having health or dental insurance.”* Individuals can still have dental insurance but if they
never go to the dentist to seek care, they continue to lack access. Many factors influence
utilization of dental care:”

Race and Ethnicity

Insurance status

Language spoken at home

If a child’s mother has regular dental care
Poor oral health literacy

The second common ways t