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The art and science of medicine has a long and rich history. A new concept highlighted and 
championed can alter the practice of medicine. For over 1,000 years, such ideas have fre-
quently led to practice changes. What is new and modern is the rigor with which we view these 

innovative concepts. Evidence-based medicine is now the standard. However, rounds or teaching ses-
sions are too often stifled by cries of “There are no clinical trials”, or “Where is the evidence”? In the 
absence of clinical data, these excuses should not temper “judgment-based practice”.

“Judgment-based practice” relies on established basic and clinical scientific principles, on experience 
(personal and collective), and on using procedures or therapies that have been shown to be effective, pose 
no untoward risk (do no harm), and may prove beneficial (a positive risk-benefit ratio).

The Scottsdale Project brought together a group of professionals from all branches of healthcare to high-
light an important and neglected area: the constellation of periodontitis, diabetes, and adverse outcomes. 
The link between dental health, oral flora, and systemic illness is well known, e.g., in subacute bacterial en-
docarditis. Enlightened cardiothoracic surgeons now ask their patients before undergoing elective cardiac 
surgery to receive clearance from their dentists (as this improves patient morbidity and mortality), above 
and beyond valvular procedures. Purulence anywhere in the body needs to be treated and the mouth is no 
different. Judgment-based practice would dictate that treating purulence in the mouths of diabetic patients 
is something good. 

Periodontitis can be readily screened, treated and controlled, but we are not doing it. Good management 
of any patient with a chronic disease demands a holistic approach; treating not just the organ, but the body, 
the mind and even the soul. There are many reasons why we as clinicians fail to be holistic. Finding the time 
to take a good clinical history, perform a thorough physical exam, adequately answer our patients’ questions 
and then meet extensive practice guidelines is challenging. 

For diabetic patients, annual eye, foot, lipid, and urine protein exams are documented routinely. How-
ever, we do not examine the diabetic patient’s mouth systematically or document if they have had their 
annual dental exam. This highlights the difference between evidence-based medicine and judgment-based 
practice. 

In the systematic review of the literature considered for The Scottsdale Project, a wealth of evidence shows 
that periodontitis is a significant comorbidity in patients with diabetes. Yes, we still need more studies for 
evidence-based medicine. However, the lack of these trials should not derail judgment-based practice. I 
would urge the American Diabetes Association and the American College of Clinical Endocrinologists to 
consider, at a minimum, a “judgment-based” statement that an annual dental exam for gum and periodontal 
health in all diabetic patients is required. 

However, another aspect of this problem may be more difficult to solve. In clinical medicine, whether 
a patient has insurance or not, chronic illnesses can usually be managed, as there are both state and federal 
resources to help provide care, despite struggles.

Unfortunately, there are few resources for dental coverage in the state and federal systems (even the Vet-
erans Administration does not provide for dental coverage). With already burdensome medical costs, to pay 
out-of-pocket to receive a dental exam is unaffordable for those that are at the greatest risk. Despite sound 
judgment, the oral-systemic connection between health and disease remains lost to our healthcare insurers 
and our politicians. Periodontitis, the inflammation of the gums, is part of medicine and as such should be 
part of medical healthcare.

Periodontal Disease 
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When I learned about the opportunity to become involved in The Scottsdale Project, a cross-
disciplinary conference examining the potential connection between periodontal disease 
and systemic health, I was very intrigued. Often, as medical professionals, we are accused 

of being myopic, focusing on our own particular area of expertise to the exclusion of others. Clearly, 
diseases impact all aspects of a person. Hence, the theme of uniting specialists across disciplines was 
exciting, as we all share the same goals of preventing and treating disease. And it made intuitive sense 
that teamwork would lead to better science and better outcomes for our patients.

From the beginning it was clear that everyone shared that excitement; however, we found that we did not 
necessarily share the same language. Phrases such as “ROMI”, rule out myocardial infarction, or “DOE”, 
dyspnea on exertion, are common knowledge to physicians (or at least cardiologists), but not with dentists. 
The same holds true for terms specific to dentistry. We found that we needed to bridge this semantic di-
vide.

With the vernacular hurdles behind us, we set out to rigorously examine the data. There were many 
fantastic perspectives. There was an endocrinologist, numerous epidemiologists, periodontists, dentists, 
primary care providers, a cardiologist and an obstetrician. With each person sharing their expertise and 
analysis of the literature, it was evident that the end product would be very well thought out and guided by 
data, not preconception.

As a myopic cardiologist, one particular area I found myself drawn to was the potential link between 
periodontal disease and atherosclerosis. The first question that came to mind was about causality. Does 
periodontal disease cause atherosclerosis? The answer is that we do not know. We do know, however, that 
many studies demonstrate that periodontal disease is associated with an increased risk of atherosclerosis. 
But there is the chicken and egg question. Which one came first? Perhaps persons with atherosclerosis 
simply care for their teeth less and have more periodontal disease. Or perhaps periodontal disease promotes 
atherosclerosis. We cannot be sure at this time, but the picture does become somewhat clearer. We know 
that periodontal disease is associated with elevated markers of systemic inflammation, a known promoter 
of atherosclerosis. Furthermore, data suggests that treating periodontal disease may reduce markers of sys-
temic inflammation and improve vascular function. So intriguing hints are there. 

Although there is no conclusive evidence that periodontal disease is directly implicated in atherosclero-
sis, no one is suggesting that this lack of evidence should preempt prevention and progressive intervention 
of periodontal disease. Wouldn’t it be both fascinating and motivating to know that in addition to keeping 
your gums healthy, your smile attractive and perhaps even diabetes at bay, treating periodontal disease may 
actually be healthy for your heart as well? Time and further research will tell. Based on the data to date I 
believe this is something very important to explore. 

Equally important is the theme of coming together. Given the large burden of atherosclerosis, diabetes 
and periodontal disease, increasing awareness across disciplines may help to facilitate both research and pa-
tient care. Clearly no one expects the cardiologist to know the nuances of periodontal disease or the dentist 
to be up to date on the latest study about atherosclerosis. But if the cardiologist and/or dentist can help to 
identify diseases that previously were considered out of their spheres of reference and can enable patients 
to obtain appropriate care, then something great will have evolved from this body of science, regardless of 
whether evidence supports a causal relationship.
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Adisconnect between scientific knowledge and primary healthcare practice is not a new phenomenon; it has been well de-
scribed for many chronic diseases throughout the history of medicine. It was 264 years after the discovery that citrus fruits 
prevent scurvy that Britain finally adopted universal preventive policy to help scorbutic sailors.* Fast forward to today and 

consider the length of time it took for the National Cholesterol Education Program to promote understanding of the dangers of 
high blood cholesterol as a major cause of coronary heart disease and the relatively long adoption curve associated with the accep-
tance of cholesterol-lowering drugs we know today as “statins”.† The first adult treatment panel report, the Report on the Expert Panel 
on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults, was published in 1988.‡ In the clinical advisory statement§ 
published in 2002, members of the writing committee concluded, “Statin therapy holds great promise for reducing the incidence of 
major coronary events, coronary procedures, and stroke in high-risk patients. At present this potential has not been fully realized...” 
Unfortunately, the application of emerging research related to periodontal-systemic links appears to follow this slow pace of knowl-
edge diffusion and like the delayed acceptance of statin drugs, the potential for intervention of periodontal disease to decrease the 
risk for systemic injury has not been fully recognized. The Report of the Independent Panel of Experts of The Scottsdale Project addresses 
this disconnect.

In this landmark report, the significance of oral health in promoting whole body health and the importance of medical-dental 
collaboration in ensuring this outcome is redefined. As a result, The Scottsdale Project has special significance for medical and dental 
communities in that it represents an initial attempt to begin diffusing this information into both medical and dental practice by pro-
posing development of a transdisciplinary model of care with the hope of improving health outcomes. Simultaneously, it is important 
to recognize areas of uncertainty where other research is needed.

In many respects The Scottsdale Project was unprecedented. This was the first time a panel composed of medical and dental experts 
from research, academia, and clinical practice examined the scientific evidence to determine whether it was strong enough to support 
the development of guidelines for the clinical practice of dentistry and medicine to assist practitioners in identifying, cross-referring, 
and coordinating care of patients who are either undiagnosed or at risk for periodontal disease, diabetes, and cardiovascular disease 
(CVD). To ensure that The Scottsdale Project would yield meaningful outcomes and forward thinking opinions on the state of this 
research, health professionals with expertise in periodontology, endocrinology/diabetology, cardiology, cerebrovascular medicine, 
and epidemiology were represented. This 18-member panel was charged with weighing the evidence to determine whether it was 
appropriate to develop guidelines. Experts were selected based on expertise in areas of relevant research, clinical capability, willing-
ness to consider the data objectively, and in an unbiased and balanced manner. The outcome of the proceedings was made infinitely 
more valuable by the collective strength of the combined intellectual capital and unique 
perspectives of the individuals involved in this initiative. The Scottsdale Project was an in-
dependent initiative, and as such, the individual participants were not financially compen-
sated nor did they represent any professional organizations. Rather, the opinions derived 
from the conference represent a collaborative effort to offer direction to better serve the 
health needs of the U.S. population.

The opinions derived by the expert panel were the product of careful deliberation over 
3 days of proceedings that included expert testimony, intense discussion of the evidence 
gathered from a systematic review of over 118 articles, and debate over the strength of the 
evidence to support the experts’ answers to 8 focused questions. These findings, subsequent 
recommendations, and discussion of their scientific rationale are detailed in the following 
report. This methodology was adopted to enable the panel of experts to address the broader 
goal of The Scottsdale Project, which was to determine whether there was sufficient evidence 
to support the development of guidelines. Accordingly, the independent panel of experts of 
The Scottsdale Project sought to resolve 2 key issues, addressed in the following questions: 

Report of the Independent Panel
of Experts of The Scottsdale Project

Foreword
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Beyond Research: Building a Solid Foundation for Implementation of Period0ntal-Systemic Science
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Key Issue I – Is it appropriate to develop guidelines that assist dental providers in identifying patients who have or who are at risk 
for diabetes and/or CVD, or screening patients for undiagnosed diabetes and/or CVD who need to be referred to physicians?

Key Issue II – Is it appropriate to develop guidelines that assist medical providers in identifying patients who have or who are 
at risk for periodontal disease, or screening patients who may have undiagnosed periodontal disease who need to be referred to 
dentists?

The panel of experts was concordant in their recommendation that indeed it is appropriate to develop guidelines to assist dental 
and medical providers in identifying patients at risk for periodontal disease, diabetes, and CVD. Furthermore, members of the expert 
panel felt that it is an obligation of the professions to be as thorough as possible in searching for information that may lead to a diag-
nosis of periodontal disease, diabetes, and CVD. The following report provides greater detail of the recommendations offered by the 
expert panel in addition to scientifically supported rationale to support those recommendations.

Ultimately, broad change in clinical practice will depend on reform in healthcare policy and professional education, both of which 
are influenced by the various organizations that represent physicians, dentists, nurses, dental hygienists, diabetes educators, physi-
cian assistants, dieticians, and other allied healthcare disciplines, in addition to the insurance industry. As such, the recommendations 
derived from The Scottsdale Project should be viewed as a foundation for building a broader consensus by concerned organizations. It 
must be recognized that there are medical and dental providers who not only provide state-of-the-art care to their patients, but also 
communicate to their peers the importance of doing the same. Accordingly, the purpose of this report is to disseminate what a group 
of highly respected researchers, academicians, and practitioners believe is an initial appropriate course of action regarding develop-
ment of clinical practice guidelines that may assist both medical and dental practitioners in identifying and managing patients at risk 
for serious disease states with oral-systemic implications.

I want to thank the many scientists, clinicians, and advocates from professional groups who gave generously of their time and exper-
tise without expectation of remuneration. Without their support, commitment to serve, and dedication to seeking unbiased opinion, 
The Scottsdale Project would not have been possible, and the important recommendations derived from the conference would have been 
forfeited. In addition, I appreciate the representatives and their respective organizations for participating and observing during the 
opening day of the proceedings.

Most importantly, I want to acknowledge Colgate’s commitment to oral-systemic science, and thank the company for its timely and 
generous educational grant in funding the 18 months of planning, scientific review, and conference proceedings necessary to bring 
about the level of credible and unbiased expert opinions provided in the Report of the Independent Panel of Experts of The Scottsdale Project. 
In fact, this report may have already had far reaching implications for the healthcare community at large. The report was prereleased 
to several organizations and at the time the report went to press, these organizations were considering the findings of the report as 
the basis for developing guidelines, or revising existing guidelines, to promote medical-dental collaboration in diabetes, CVD, and 
periodontal disease intervention. Accordingly, I believe this report has fulfilled one of its predefined purposes, i.e., to provide a frame-
work for change and to challenge professional organizations within medicine and dentistry to engage in meaningful dialogue relative 
to implementation of this body of science, which up until this time had eluded discussions on healthcare reform. Other organizations 
have awaited the outcome of The Scottsdale Project to carry forward the messages and promote recommendations detailed by the panel 
of experts in the report. Clearly there is a need for shared responsibility in medicine and dentistry in the comanagement of chronic dis-
ease states associated with the oral-systemic link. To that end, it is my hope, along with the others who served on The Scottsdale Project, 
that discussions stimulated by this report will lead to the creation of innovative models for medical-dental collaboration that may be 
embraced by healthcare providers, educational institutions, government agencies, and public-private partnerships.

“Health care is among the best endowed of all industries in the richness of its science base...yet, an enormous amount of that sci-
entific knowledge remains unused.”** So true, yet this results in a delay of evidence-based practice. Consequently, the public we are 
privileged to serve fails to reap the benefit of the research that they have funded through tax supported grants for scientific investiga-
tion. In seeking to reverse this trend, The Scottsdale Project may provide an historical marker that pinpointed the time when real change 
in prevention and treatment of chronic diseases associated with oral diseases began to take shape. Time will tell.

To universal health,

Casey Hein, BSDH, MBA
Chief Editor of Grand Rounds in Oral-Systemic Medicine™
caseyheinrdh@comcast.net
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