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Abstract. Persons with Parkinson’s disease (PD) and society at large can profit from a strategic investment into a forward
leaning, practical, preventative, and proactive multidisciplinary care policy. The American healthcare system is not easily
bent to accommodate this type of care, and thus a tax benefit is an attractive option. An individual federal income tax benefit
of $6200 each year for every person residing in the US with a diagnosis of PD, could among other offerings provide monthly
access to a licensed clinical social worker and access to mental health services. The implementation of more coordinated care
has the potential reduce the burden of depression, anxiety, and demoralization. Personal training would also be covered and
directed by physical and occupational therapists. The combination of home-based and telemedicine services would have the
added benefit of improving access. The tax benefit would also provide access to a dietician. This type of care strategy could
be designed to proactively identify early signs of aspiration and urinary tract infections to ‘head off’ significant morbidity.
A $6200/year individual tax benefit for those diagnosed with PD will thus translate into more fall prevention, more care
in the home setting, less hospitalizations, less depression, less anxiety, less demoralization, better diets, and less persons
placed in nursing facilities. Additionally, this tax benefit will provide the potential for billions of dollars in savings to the
healthcare system. A tax benefit for PD is a practical preventative and proactive strategy which can serve to advantage both
this generation and the next.
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There is amassing evidence strongly supporting a
multidisciplinary approach for the implementation of
proactive preventative care for persons with Parkin-
son’s disease [1–5]. There is, however, no mechanism
in the health care system to facilitate this approach.
Failure to implement such a tactic will lead to count-
less unrealized benefits including reduction in falls,
hip fractures, and nursing home placements.
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Implementation of multidisciplinary care will pro-
vide billions of dollars in economic and societal
savings. A tax benefit is an attractive solution because
the American healthcare system is not easily bent to
accommodate practical proactive preventative care
for Parkinson’s disease. We must think ‘out of the
box’ and implement a more immediate and feasi-
ble solution. I propose providing a federal income
tax benefit each year for every person residing in the
United States with a diagnosis of Parkinson’s disease
(Fig. 1).
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Fig. 1. Cost of Parkinson’s disease and benefits of a tax credit.

What are the economic consequences of Parkin-
son’s disease? The total accrued expenses have the
potential to cripple Medicare and to devastate the pri-
vate payor system. Parkinson’s is the fastest growing
neurological disease and one of the most expensive
[6–11]. A recent economic burden study of Parkin-
son’s disease was conducted in 2017. The results
revealed an estimated one million individuals in the
United States are currently diagnosed and represent a
total combined economic burden of $51.9 billion dol-
lars. This calculation represented a combination of
direct medical expenses ($25.4 billion) and indirect
non-medical costs ($26.5 billion) [12]. The impact
of indirect costs is meaningful and worthy of con-
sideration. These costs include future earnings losses
due to premature death, reduced employment, disease
related absenteeism, disease related lack of produc-
tivity at work (presenteeism) and losses in volunteer
productivity. The author’s calculation was inclusive
of paid daily non-medical care, home modifications,
motor vehicle modifications and other expenses and
it also included $4.8 billion dollars paid in disabil-
ity income. In sum, the growing Parkinson’s related
economic expenses will be massive and future costs
will likely continue to mushroom when weighing the
increasing number of cases of early onset Parkinson’s
disease and their years of required care.

There are many critical services not covered under
Medicare, Medicaid, or commercial insurance. Not

surprisingly, these critical services are inadequately
accessed. Additionally, many services are not feasi-
ble for persons with Parkinson’s disease living with
mobility challenges and those without adequate trans-
portation. These services include licensed clinical
social workers, mental health professionals (includ-
ing counselors), personal trainers and dieticians. A
tax benefit will make these critical services and their
integrated benefits affordable and accessible both for
Parkinson’s disease and for early onset Parkinson’s
disease.

Licensed clinical social workers are crucial for
both persons with neurodegenerative diseases and
for their families. Regular consultations with social
workers will connect persons with Parkinson’s dis-
ease and their families to current and emerging local,
state, and federal programs. Social workers facilitate
wellness and success in navigating both the health-
care system and the disease. Additionally, many
licensed clinical social workers provide counseling
services, similar to what would be provided by coun-
seling psychologists. Why then use a social worker?
First, psychiatrists are not counselors. Psychiatrists
provide medications and guidance on mental health
strategies. Second, accessing a psychiatrist or a psy-
chologist in most U.S. geographies is difficult, and
many payors will not cover services; citing mental
health ‘carve outs.’ Finally, when you are living with
a neurodegenerative disease, its progressive nature
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translates to a rapidly changing landscape and a social
worker possesses the ideal skillset to navigate all of
the emerging challenges. A tax credit opens access
to social workers and to those certified to provide
individual and group counseling services. Providing
a benefit to cover the expense of a licensed clini-
cal social worker once a month, has the potential
to improve non-motor Parkinson’s symptoms, which
have been shown in studies to be more disabling than
many of the visible motor symptoms [13, 14]. Regular
access to a social worker will facilitate early and more
timely referrals to neurologists and psychiatrists.
Earlier referrals will translate into proactive identifi-
cation and treatment of severe depression, anxiety and
demoralization, all of which commonly contribute to
Parkinson’s hospitalizations, morbidity and in some
cases, even death. Additionally, research strongly
supports that caregiver strain occurs in the majority
of Parkinson’s cases and largely goes unaddressed
[15]. More frequent hospitalizations and emergency
room visits are highly dependent on the skillset and
disposition of the caregiver, so it is appropriate that
we focus attention on their empowerment and well-
being. This tax benefit will close the neglected gap in
addressing caregiver strain.

Proactive prevention of the hospitalization of per-
sons with Parkinson’s disease represents one of the
greatest opportunities for reducing morbidity and
mortality and for facilitating care within the home
and outpatient clinic settings. Prevention of falling,
early intervention for infections and prevention of
aspiration pneumonia are all achievable goals. We
must, however, offer a proactive preventative strat-
egy which places appropriate emphasis on continuous
monitoring, which when coupled to available physi-
cian and rehabilitation services will lead to care
remaining in an outpatient and home setting, and
thus improve outcomes and reduce costs. Collective
research strongly supports the idea that consistent
exercise with appropriate supplementation by phys-
ical, occupational and speech/swallow therapy may
lead to better outcomes [16–19]. Providing a tax
benefit will incentivize persons with Parkinson’s to
integrate an ‘alternating week personal trainer strat-
egy’ into a proactive Parkinson’s disease plan. Many
personal trainers will meet persons with Parkinson’s
disease in their homes, thus this strategy has an added
benefit of improving access. Additionally, regular vis-
its with certified personal trainers will reinforce the
crucial importance and benefits of continuous exer-
cise for Parkinson’s disease. Finally, personal trainers
can provide a link to physicians and rehabilitation

services and can be utilized to facilitate more timely
referrals to address emerging issues, which if unad-
dressed, may lead to falls, fractures, hospitalizations,
morbidity and in some cases mortality.

The current health care system does not provide
access and reimbursement for dieticians. Emerging
evidence has revealed that diet impacts medication
absorption, the microbiome and various symptoms
in the Parkinson’s disease complex [20–23]. Reduc-
tion or timing of protein intake has a potential to
improve absorption of Parkinson’s medications. Tim-
ing and coordination of nutrition with medication
is important and underappreciated. There is emerg-
ing evidence that Mediterranean and other diets may
impact both health and wellness as well as Parkin-
son’s symptoms [24–30]. Additionally, there is a slow
continuous weight loss in Parkinson’s disease, and
this leads to frailty and to downstream consequences
such as a higher risk for bone fractures [31–36]. Dieti-
cians can address this issue proactively, neutralize
weight loss and facilitate appropriate referrals for
bone health [37, 38]. Finally, constipation is one of the
most common, disabling, and undertreated symptoms
of Parkinson’s disease [39, 40]. Access to a dietician
just twice a year has the potential to improve quality
of life and to promote healthier living.

How impactful could a $6200 a year tax bene-
fit be for Parkinson’s disease? Let’s walk through
both the cost and the impact. Access to a licensed
clinical social worker once a month at an approxi-
mate cost of ∼$100 per visit would cost ∼$1200 a
year. The person with Parkinson’s would benefit with
access to local, state, and federal services and benefit
from counseling, including combined visits with the
caregiver. The social worker will proactively monitor
and facilitate referrals to assure more timely access
to physicians and rehabilitation services. Addition-
ally, a tax credit of ∼$100 per visit applied every
other week to access psychological counseling ser-
vices through telemedicine would cost ∼$2400 a year
and reduce the burden of depression, anxiety, and
demoralization. Frequent visits to counseling ther-
apists will serve as a monitoring tool for triggering
earlier referrals to psychiatrists and neurologists. Ear-
lier treatment translates into an opportunity to reduce
hospitalizations, attempted suicides, and deaths. The
use of a tax credit for personal trainers twice a month
at an approximate cost of ∼$2400 a year will have
a strong potential to reduce falls, fractures, hospital-
izations, morbidity, and mortality. Regular meetings
with personal trainers will provide the reinforcement
and monitoring of exercise; a powerful and under-
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utilized evidence-based treatment. Finally, adding
a benefit for twice a year dietician services at an
approximate cost of ∼$200 ($100 per visit) will
address the delicate balance of nutrition with med-
ication absorption, as well as address constipation,
tackle the perils of frailty and facilitate faster referrals
and coordination in cases of rapid weight loss. Social
workers, counselors, personal trainers, and dieticians
can all become proficient in inquiring about cough-
ing when eating and in identifying early signs of
aspiration and urinary tract infections.

If 75% of the 1 million persons in the United States
diagnosed with Parkinson’s disease cashed in the full
tax credit of $6,200 a year this would add up to ∼4–5
billion dollars. The current cost of Parkinson’s dis-
ease each year in the United States is 51.9 billion
dollars [41], and thus this tax benefit would likely pay
for itself by applying a conservative minimum 10%
savings in direct and indirect healthcare expenditures.
One powerful example of potential savings will be in
prevention of hip fractures, which cost the American
Healthcare system ∼$50,000 per person. About 1/3
of persons with Parkinson’s will experience at least
one hip fracture within 10 years of diagnosis [42].
The opportunity for improvement each year will be
billions of dollars for the system.

Hospitalization is another enormous expense for
the healthcare system at over 7 billion dollars a
year [12], yet we have failed to provide adequate
preventative care. One-third of persons with Parkin-
son’s disease will experience a hospital encounter
each year, and one-half of those will experience
a repeat encounter [43–45]. Preventing hospitaliza-
tions in Parkinson’s disease will translate into billions
of dollars in healthcare savings. The cost will climb,
especially in individuals who cannot return to a home
setting and will inevitably ‘run up’ staggering and in
many cases unaffordable bills. We know in Parkin-
son’s disease, that among those hospitalized, 44%
will never return to their pre-hospitalization func-
tional status [44].

In summary, a $6200 tax benefit for those diag-
nosed with Parkinson’s disease will translate into
more fall prevention, more care provided in the home
setting, less hospitalizations, less depression, less
anxiety, less demoralization, better diets, and less per-
sons placed in nursing facilities. If those benefits are
not enough to convince you of the merits of a tax
credit, then consider the billions of dollars in savings
to the healthcare system. An additional considera-
tion is the untapped opportunity for policymakers and
politicians to press pesticide and chemical companies

for remunerative support of the tax credit. For gener-
ations, taxpayers have paid for the likely sequelae of
the toxicants that chemical companies have produced.
It is time to end those subsidies. Instead, companies
should pay for the tax credits needed to cover the
health care consequences that are increasingly tied to
their products. Such action will at a minimum reduce
the financial burden on patients and their families. In
addition, these payments could change the calculus of
manufacturers and incent them to produce products
that improve rather than harm health. These compa-
nies should ideally contribute, given their generation
of billions of dollars in benefit through the manufac-
turing and distribution of products associated with the
later occurrence of Parkinson’s disease. The time has
come for a carefully crafted tax credit for Parkinson’s
disease. We need to promote a practical preventative
and proactive strategy that will advantage both this
generation and the next.
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