Providing Oral Healthcare
Coverage in Cancer Care

A Health Policy Solution

Mountains.
of

M\




Mountams
——Hope|

West Virginia Cancer Coalition

Collaborating to Conquer Cancer

Author: Mountains of Hope, West Virginia Comprehensive Cancer Coalition

Quality of Life Subcommittee, Cancer-Related Oral Health Workgroup

Contributors:

Callaway M. Anderson
B.S. in Biology
3rd Year Dental Student WVU School of Dentistry

Reid Boden, MPA

Program Coordinator

Cancer Prevention and Control
WVU Cancer Institute

Juan M Bugueno, DDS, MS, ABOM
Assistant Professor Oral Medicine
Diagnostic Sciences Department
WVU School of Dentistry

Megan A. Burkart, PT, DPT, CLT

Board Certified Clinical Specialist in Oncologic
Physical Therapy Assistant Professor

WVU Division of Physical Therapy

Jeffson Chung MD, FRCSC
Assistant Professor
Department of Otolaryngology
Head & Neck Surgery

Shelly Dusic, MA

Director National Roundtable on Cervical Cancer
American Cancer Society

Chair Emeritus, Mountains of Hope

Matthew Harper, DDS, MS
Assistant Professor, Prosthodontics
WVU School of Dentistry

Stephenie Kennedy-Rea, EdD
Director of Cancer Prevention and Control
WVU Cancer Institute

Renee Riffle McGinnis, PT, DPT, OCS, COMT
Board-Certified Clinical Specialist in Orthopedic
Physical Therapy Assistant Professor -

WVU Division of Physical Therapy Director
Orthopedic Physical Therapy Residency Program

Summer Miller, MPH
Coalition Facilitator, Epidemiologist
Mountains of Hope Cancer Coalition

Nidhi B Patel, BS
Junior level/D3 WVU School of Dentistry
Dental Student



Contributors

Elizabeth Southern Puette, MSDH, RDH, CTTS
Assistant Professor, WVU, School of Dentistry,
Department of Dental Hygiene

Nicole L Stout DPT, CLT-LANA, FAPTA

Research Assistant Professor, Assistant Director
Survivorship Program WVU Cancer Institute,
School of Medicine, Department of Hematology
Oncology, Cancer Prevention and Control, School
of Public Health, Health Policy, Management, and
Leadership

Kelcie Sturgeon, MPA
Program Coordinator
Cancer Prevention and Control
WVU Cancer Institute

Janna Thornsbury, BS, RDH, NCTTP

Joan C. Edwards School of Medicine at Marshall
University, Department of Family and Community
Health Oral Health Programs Development
Coordinator




Executive Summary

The Oral Health and Cancer Rights Act is a policy to ensure West Virginians have adequate insurance
coverage for necessary cancer-related oral health services. To achieve this, the Oral Health and Cancer Rights
Act follows the precedent of the federal Women’s Health and Cancer Rights Act of 1998", which created a
national health policy to provide medical coverage for breast reconstruction after mastectomy, thereby

allowing thousands of breast cancer survivors to live a life with dignity after cancer treatment.

Similarly, the Oral Health and Cancer Rights Act would require public and private insurers to cover oral
health and rehabilitative services when they are part of a patient's cancer care or survivorship plan. This
policy does more than just restore patient dignity. Proactive coverage for medically necessary oral health
services can:

e Improve cancer survival rates.

Reduce post-treatment disability caused by cancer or cancer treatment side-effects.

o Improve cancer survivors' lifetime earnings by increasing their ability to afford treatments that allow
them to return to work without diminished productivity.

¢ Reduce debilitating out of pocket expenses related to cancer treatment for cancer survivors, their
families, and the everyday taxpayer.

e Reduce private payer and state-funded insurance costs for health care services associated with cancer

treatment complications and the long-term costs of
People with cancer of the larynx chronic disease management.
and hypopharynx pay seven times
more in out of pocket costs than Policies that address payment for these services and

those with Othertypes of cancers. access to adequately trained oral health and

rehabilitative professionals are needed in the state of

w
B West Virginia. By passing the Oral Health and Cancer
q Rights Act, West Virginia can reduce the human and
I economic impact of cancer in our state, while leading
the nation in providing access and coverage for truly

comprehensive cancer care.

Mady, Lyu, Marcenes, et al., 2017"



Background

The Core Objectives of this White Paper

1. Summarize the nature and magnitude of the problem.
2. Describe the scope of oral health issues faced by people with cancer.

3. Highlight policy directions to make an impact on oral function.

West Virginia is ranked first in the nation for new cases of oral cavity and pharynx cancers, second for lung
and bronchus cancers, and third for laryngeal and esophageal cancers.® Treatment of these cancers directly
impacts a patient’s ability to breathe, eat, swallow, speak, dress, groom themselves, lift and carry, and return
to work. Treatment may also create a psychological burden resulting from facial disfigurement, fear of
choking, and depression. In addition, many patients experience persistent symptoms that interfere with daily

living such as dry mouth, fatigue, and weakness.”*°

Currently, cancer-related oral health services are not a covered benefit across most public or private payers
in the United States, despite oral health playing such a critical role in high-quality cancer care. Including oral
health services as part of a cancer patient’s care or survivorship plan can provide significant benefits for
patient outcomes while also decreasing the costs of post-treatment complications. For the purpose of this
paper, “oral health services” refers to the evaluations, examinations, patient education, laboratory
assessments, medications, treatments, restoration, rehabilitation, medical devices, and prosthesis needed to
obtain cancer treatment, or to restore whole or partial function
associated with eating, breathing, voice, speech, and swallowing
when related to a cancer diagnosis. Any patient with a cancer
diagnosis in which the disease, or its treatment, impacts oral
health-related functions may benefit from this bill. However,
patients who would benefit the most are those receiving
treatment for lung, esophageal,®and head and neck cancers.!
Head and neck cancers include cancer of the ear, nose, mouth,

throat, voice box, and salivary glands.’
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Further, a recent study from Sweden Consumption and direct costs of dental care for

has identified that oral health needs patients with head and neck cancer: A 16-year
cohort study°

significantly escalate during the first A) B)

year of a cancer diagnosis, with Figure
1:1 showing an increased number of

dental procedures coupled with a

substantial increase in total yearly - -
costs.’! Most patients will pay for
these procedures 100% out of pocket,
leading to financial toxicity. Financial
toxicity is the harmful, long-term

Figure 1:1

side-effect of expensive cancer-related

12,13,15

treatments and is associated with worse overall survival for individuals with cancer. Among insured
individuals, financial toxicity is related to out of pocket expenses, which may include costs for specialty visit
co-pays and supportive equipment such as oral prosthetics and voice modulation devices. All too often,
survivors will deplete their savings or take out loans to pay for these out of pocket expenses.” The costs for
services not covered by insurance create even greater hardships for people who live in rural areas, those

with low income, people living with disabilities, and people of racial, sexual, or gender minorities.** Those

who cannot afford these costs, often forgo these services altogether.

Factors Associated with
Financial Toxicity

@m Younger age
@)

Lower earnings
at diagnosis

Loss in earnings
after diagnosis

Mady, Lyu, Marcenes, et al. 2017*
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Reducing the Economic Impact of Cancer

Dental disease, such as plaque and caries,
pre-exists in approximately 40% of individuals
with head and neck cancer, with nearly
one-third of these patients requiring dental
extractions.’® Oral health clearance prior to
cancer treatment is required for these

16-17 . oy
6 creating an additional cost

individuals,
burden for patients and their families before

cancer treatment even begins."® Oral health

clearance includes the prevention and

management of common treatment-related side effects such as xerostomia, mucositis, pain, neck fibrosis,
dysphagia, and lymphedema. Lack of coverage for oral health clearance results in cancer treatment delays,
which decreases survival and can lead to complications that decrease a patient’s ability to chew, eat,
swallow, and speak.19 In fact, it is estimated that one in three head and neck cancer patients will die of a

complication caused by their cancer, rather than of the cancer itself.!

As cancer survivorship improves, addressing treatment-related side effects in patients with head and neck
cancer becomes paramount to improving survivors’ quality of life. The World Health Organization defines
quality of life as the “complete physical, mental, and social welfare state and not only the absence of

. 20
disease.”

People with cancer types that affect basic functions, such as eating and breathing, also experience
high rates of post-treatment disability. This is concerning because head and neck cancers are the 6™ most
common cancer type among males in the US. %' Additionally, oral, pharynx, and larynx cancers are the
second-fastest rising cancer types in West Virginia, with rates well above the national average at 28.2 per

100,000 males affected.®

Impairment-driven cancer rehabilitation can both improve outcomes and reduce direct and indirect

2 . . . . . .
healthcare costs.”® For example, supportive care services including physical, occupational, and speech
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therapy often improve symptoms, which effectively

reduces disease and treatment-related disability.>**2°

More than

o

prosthesis may be necessary for regaining the ability to of head and neck patients reported
using their life savings and taking on
debt to cover out of pocket costs.

Mady, Lyu, Marcenes, et al., 2017 "

Additionally, support services such as nutrition
counseling are critical for head and neck cancer patients
because an estimated one-third of individuals will lose
the ability to eat solid food during treatment, and may

lose more than 10% of their body weight.”’ For patients

requiring mouth or neck surgery, dental or voice

eat and speak, which contributes significantly to

improved  patient-reported  quality of life.”®*

Unfortunately, these cancer-related oral health services
are rarely covered by insurance, leaving patients the only option of paying for these services out of pocket, or

forgoing them completely.™

Reducing the Economic Impact of Cancer

A cancer diagnosis poses serious implications for employment and labor-market earnings for survivors.*® One
study showed the probability of being employed among adults 25 to 64 years of age fell by almost ten
percent in the five years after a cancer diagnosis. Correspondingly, annual labor-market earnings dropped by
nearly 40% within the first two years of a diagnosis, and total family income dropped by about 20% in years
two and three. Reasons for income loss in families with a cancer patient include changing attitudes towards

38'39ongoing cancer treatments, and residual physical

work by the patient, increased caregiver burden,
problems from successful treatments such as radiation damage. Even those survivors who return to work
may need a less demanding job because of increased disability caused by disease, or the side effects of

39
cancer treatment.

Across cancer types, those who need more complex treatments,*and who experience worse symptom
severity or greater symptom interference, also experience a greater reduction in work.* In one study,

greater than 50% of survivors reported being unable to resume their work schedule.”” Those patients
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exhibiting trouble with swallowing, salivary function, communication, breathing, and disfigurement, related
to their cancer treatments, report the greatest work reduction.*’ Caregivers who assist survivors with
functions of daily living related to post-treatment disability also report work-related difficulties, including
needing more time off, loss of productivity, and stress.**“>**

Income loss is even more likely in cancers with high post-treatment side effects.* For instance, cancer
treatment interrupts employment for 89% of oral cancer patients. Although many eventually returned to
work, one study found that 17% of participants were unsatisfied with their ability to work, especially for

- . 41,43-4
those with unmet supportive care needs.™™ 346

When these complications go unresolved, studies found that
up to 55% of lung cancer survivors*’ and 32% of oral cancer

. . 4
survivors leave the workforce entirely. 8

Health plays a significant role in West Virginia’s economic
forecast.’® As households lose income, they provide less tax
revenue for the state and may become more dependent on

tax-funded social services. This is especially true for survivors who

are unable to return to work and, in turn, become reliant on either

temporary unemployment or state-funded permanent disability support, passing the costs of incomplete

cancer treatment on to taxpayers.

Lack of sufficient coverage for cancer-related oral health services also increases private payer and
state-funded insurance costs. The long-term costs of managing cancer-related disability and chronic
disease are well documented, but payers could immediately save money by providing coverage for oral
health services to prevent complications from cancer treatment. For example, extractions are a relatively
cheap way to prevent the costly management of osteonecrosis of the jaw.'’In addition, coverage and
utilization of oral health services can reduce costly emergency room visits, especially for Medicaid patients

33-35

and those in rural areas. Further, recent studies in Japan demonstrate that inexpensive dental cleanings

prior to cancer surgery reduces oral plaque, which is associated with postoperative complications such as

infection and pneumonia in patients with lung, esophageal, and head and neck cancers.>%*

After providing
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dental cleanings as standard preoperative care in 2021, they reported a significant cost-savings of
$2,098,230 for 13,668 cancer patients.>’These findings demonstrate how providing coverage for

cancer-related oral health services is a cost-effective policy strategy for private and state-funded payers.

In 2019, the American Cancer Society identified a need for policies that require health plans to cover
supportive care services as a means for helping cancer survivors return to work.' That same year, West
Virginia had the lowest labor market participation in the US, with just over 55 percent of the population
employed. While age accounted for some attrition, there was a significant lack of labor market participation
among those aged 25-54, which is the prime working-age population. Since West Virginia has one of the
highest incidences of cancer in the nation, there is cause for concern that cancer morbidity and

cancer-related disability may contribute to the state’s workforce attrition.*® !

In West Virginia, the largest
employment growth sectors over the next five to ten years are projected to be in leisure and hospitality,
natural resources and mining, and construction. Returning to work in any of these industries could prove
particularly challenging for cancer survivors who are having trouble breathing, talking, eating, and swallowing

due to cancer-related treatment.®




Case Example: Jim

Oral Health Needs Escalate Out Of Pocket
Costs for People with Medicaid

Jim is a 43-year-old man with Stage Ill oropharyngeal
cancer. He makes $840 a month and has WV Medicaid.
Medicaid currently covers $1,000.00 of oral health needs
for adults. A swallowing evaluation is a covered service,
but Jim’s cancer treatment requires three extractions,
tobacco counseling, and nutritional supplementation and
counseling. None of these services are currently covered
by insurance. Without the Oral Health and Cancer Rights
Act, Jim can expect distressing out of pocket costs.

Jim's out of pocket expenses in the first year after
diagnosis for cancer-related oral health needs total $4,600.

$500 - $150
i /_a B

Evaluation Pre- Post Nutrition
Oral and treatment treatment supplements
Health treatment evaluation swallowing and
Screen for oral and tooth evaluation counselling
mucositis extractions

Radiotherapy

46% of Jim's annual income
will be spent in the first year
460/ just to cover the out of
0 pocket expenses for his
cancer-related oral health
needs.

*per 2021 WV estimated dental fee schedule®




Case Example: Mary

Oral Health Needs Escalate Out Of Pocket
Costs for People with Private Insurance

Mary is a 60-year-old woman diagnosed with Stage IV oral
cancer that requires part of her jaw and tongue to be
removed. She works full time making $85,000 annually.
Her employer-based dental insurance covers up to $1,200
per year for most dental services. Her medical insurance
also helps offset the costs of post-operative speech and
physical therapies. The prosthetic devices, which are
required for her to be able to eat and communicate, are
not covered by either plan. Likewise, she has no coverage
for occupational therapy services. She was working as an
HR Manager before her diagnosis and may not be able to
return to work without extensive rehabilitation and oral
prosthesis.

Mary's out of pocket expenses in the first year after
diagnosis for cancer-related oral health needs total

Oral
Health
Screen

Post
operative
appointments
for prosthesis
assessment

$2,545 -

$10,850

$18,750.

Prosthesis
fitand Speech and
Evaluation implant language
and rehabilitation,
treatment and physical
for oral therapy
mucositis
Occupational $40 copay for
b therapy first 20 visits,
$800 then $75 per visit

$200 -

$400 per
visit

22% of Mary's annual income will be
spent in the first year just to cover the out
of pocket expenses for her cancer-related
oral health needs.

*per 2021 WV estimated dental fee schedule 49




Improving Cancer Care for West Virginians
with the Oral Health and Cancer Rights Act

Clinical practice guidelines from the National Cancer Survivorship Resource Center and the American Cancer
Society’s Head and Neck Cancer Survivorship Care Guidelines offer 36 recommendations for improving
survivorship care for this population. Among the most prominent of these recommendations are
rehabilitation services and oral healthcare interventions.™ Despite the continued presence of these
guidelines in medical literature for over five years, implementation has sorely lagged. A primary reason for
the lack of translation into practice is that insurance benefits for these services are either lacking or absent
across private, Medicare, and Medicaid payers. If clinical care pathways for oral health needs are to be
improved, payment coverage for these services must be addressed, and mandates to improve clinical

measures of oral health and clinical guideline implementation are needed.

These gaps in care can be filled by including oral health care providers as part of the cancer care team and
by ensuring the necessary procedures are covered by insurance. Proactive coverage for cancer-related oral
health services can increase access to and utilization of oral health professionals, which can improve
post-treatment functional outcomes and cancer survivorship.”> In addition, early dental management can
monitor and treat complications while also providing surveillance for disease recurrence of new primary
cancers.”™ As cancer rates increase, coverage for oral health services can also help survivors return to work
without diminished productivity, ultimately saving taxpayer money by reducing the number of cancer

. . . 41
survivors in need of state-funded services due to loss of employment.




Improving Cancer Care for West Virginians

with the Oral Health and Cancer Rights Act

Implementation of this policy can be kept simple and
cost-effective through the adoption of a single billing
modifier to identify procedures related to the patient’s
cancer care or survivorship plan, where services would then
be covered as defined by this legislation. Using a single billing
modifier simplifies implementation within billing systems and
decreases the burden of change for all parties affected
because it uses a mechanism that is already part of the

medical and dental billing infrastructure.

By passing the Oral Health and Cancer Rights Act, West Virginia can reduce the human and economic impact

of cancer across the Mountain State, while leading the nation in providing access and coverage for truly

comprehensive cancer care. Proactive coverage for medically necessary oral healthcare services can:

o Improve cancer survival rates.

¢ Reduce post-treatment disability caused by cancer or cancer treatment side-effects.

¢ Improve cancer survivors' lifetime earnings by increasing their ability to afford treatments that allow

them to return to work without diminished productivity.

¢ Reduce debilitating out of pocket expenses related to cancer treatment for cancer survivors, their

families, and the everyday taxpayer.

e Reduce private payer and state-funded insurance costs for health care services associated with cancer
treatment complications and the long-term costs of chronic disease management.

Improving payment for any healthcare service requires diligence in understanding the cost ramifications and

the return on investment for a new cost outlay. Strategic approaches are needed to enact incremental

improvements in payment plans combined with standards and mandates for coverage. Provision of

services is also a critical consideration,
and efforts to ensure a competent and
knowledgeable workforce are necessary

components of the strategy.




About Us

Mountains of Hope (MOH) is West Virginia’s Comprehensive Cancer

Coalition and the author of the 2021-2025 West Virginia Cancer Plan.

WEST VIRGINIA

STATE CANCER PLAN
cancer in West Virginia by facilitating both state-level and 2021 - 2025

The Coalition’s goal is to reduce the human and economic impact of

community-level collaborations to address cancer prevention, early

detection, and quality of life.

The Coalition is composed of individuals and partners who work
to represent a variety of groups and organizations including state and
local governments; private and nonprofit organizations; health,

medical, and business communities; academic institutions and

researchers; and cancer survivors, caregivers, and advocates.

The WV Cancer Plan serves as a framework for addressing cancer in the Mountain State. The Cancer Plan
enhances communication throughout the state’s cancer community, maximizes limited resources, identifies
gaps in services, decreases duplication of efforts, and identifies common challenges in the fight against

cancer.

The Cancer-Related Oral Health workgroup was formed from the MOH Quality of Life subcommittee to
address gaps in payment for cancer-related oral health services in WV. The workgroup served as a strategy to
meet Aims 12 and 13 of the WV Cancer Plan, which seeks to improve quality of life for cancer patients,

survivors, and their caregivers.

Mountazm

g, O

Hope To learn more, visit our website at:

https://wvmountainsofhope.org

State Cancer Coolntuon
Collaborating to Conquer Cancer
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