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Background and Assumptions

The Colorado Department of Health Care Policy andricing (HCPF) has engaged the
Children’s Dental Health Project (CDHP) to devetoaterials in support of a pediatric
dental benefit package for a proposed Health Imagr&lexibility and Accountability
(HIFA) waiver which will streamline Medicaid and (hHealth Plan + (CO SCHIP).

The main body of this report provides the ratiorfatehe proposed benefit design.
Appendix A details the proposed benefit desigmeé levels as requested by the HCPF:
“Core”, “Core Plus,” and “enhancements.”

CDHP understands that HCPF has adopted the tleeseltbenefit approach in order to
prioritize basic preventive and therapeutic hesdttvices (“Core”) for all enrollees in its
Medicaid and SCHIP plans while providing increadengls of oversight for
successively more intense and less common “wramdicservices (“Core Plus”). Core
services are described by HCRE “feature a single benefit package that is sigfitly
comprehensive for all children and ensures acceappropriate care.” Core services
reflect the current CHP+ benefits which are desctiés “sufficiently comprehensive so
as to meet the needs of the majority of childremolégd who currently receive either
CHP+ or Medicaid benefits.” Preventive and resteeatiental services included in Core
benefits are described as including “periodic diegs, exams, x-rays, fillings, root
canals, and orthodontia; $500 maximum per year.”

Core Plus is described as a “wrap-around structwer-and-above a set of common
Core benefits [that] further enhances the Departimiability to ensure the delivery of
appropriate, cost-effective care...to consumers spiecial needs who are likely to
require additional care management and coordindtiwhile CHP+ does not feature any
“Core Plus” wrap around dental services, thosedobil who require more than $500 in
dental services in a year are currently providesthsiare through payments by the Delta
Dental of Colorado Foundation. “Enhancements”udel those services that may further
increase efficiency, range of services, coordimatibcare, disease management or other
services and/or approaches that make care mowiedfdor patients, families, and the
program. HCPF also seeks to realize efficienciesamsociated cost savings from
administration, contracting and oversight by creaf single program for both Medicaid
and SCHIP beneficiaries.

! MDF Associates, Design of a Streamlined ProgranCiéP+ and Medicaid, Commissioned by HCPF,
February 2004, Executive Summary.
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Rationale for Proposed Benefit Design

Backdrop The inherent natures of dental disease and deateldefine both
opportunities and limitations in applying the thites benefit design to oral health
services for children. This is particularly sol@sttime when a sea change is occurring
within dentistry. New technologies and materiaks iacreasingly attracting the public’'s
and profession’s attention to adult cosmetic déytend dental implants — expensive,
elective services that distract the limited dedtivery system from providing more
basic dental care. Simultaneously, dentistry igiggia greater understanding and facility
at applying principles of evidence-based and riakell care. Meanwhile, the distribution
of dental disease within the US population (patéidy dental caries in children) is
becoming increasingly skewed with more diseaseaunated in fewer high-cost,
treatment-intensive patients. The impact of thesgal “mega-trends” is modified by
concurrent changes in the dental delivery systeseifein the dentist-to-population ratio
is poised to decline) and changes in populationadgaphy (wherein increasing
proportions of children are being born into pood amnority families).

Distinctions from medical care for childrem addition to trends in dental care, a pivotal
factor in designing a dental benefit for childretates to sharp distinctions between
medical and dental care systems for children. Anwitgal differences are that the
medical system provides robust access to pedsigcialists (pediatricians) while the
dental system depends primarily upon generaligsdgl dentists) who have relatively
modest training, orientation, and time dedicatedai@ of children — particularly very
young children who have significant dental dised$e nation’s 4000 pediatric dentists
(compared to 60,000 pediatricians) represent ol9630f dentists nationally. This is
reflected in CO where there are about 200-250 pecldentists out of more than 3000
dentists representing approximately 6-8% of theestalentists. Dentistry, compared to
medicine, is much more commonly provided in satdependent, small-business model
practices wherein each individual dentist decidegpendently about which patients to
serve, what services to provide, what chargeswyg End which insurance plans, if any,
to participate in. Additionally, dentistry, compdr® medicine, involves little inter-
professional care coordination, little use of tlsital, and more emphasis on preventive
procedures. Dentistry lacks a mid-level providke lihe nurse practitioner or physician
assistant who provides the same services as acmnysiut within a lesser scope of
practice. Instead, dentistry has a unique thet,apis dental hygienist, who provides the
same range of preventive services as a dentisis Inatt trained to provide restorative
services. Combined with the relative paucity oftd#s, this environment creates a
situation in which benefits implementation requiHESPF’s concomitant consideration of
plan and vendor selection, network capacity, prewgtucation and incentives, and care
coordination between medical and dental systentis#rae children.

The proposed benefit design is predicated on aerstahding of the nature of pediatric

dental disease and dental care as well as requiteragboth the Medicaid and SCHIP
programs:
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1. Pediatric dental care as primary care that involfew procedures Dental care for
children is overwhelmingly primary carevhich includes basic “first contact” diagnostic,
preventive, reparative, and development-relatedeeEs (e.g. space maintenance, oral
habit management, and interceptive orthodonties,intervention in the incipient stages
of a developing orthodontic problem). Care is tgflicprovided by general dentists and
pediatric dentists with dental hygienists and desdaistants offering preventive services
and/or supportive services. In the US, only COrgss dental hygienists as independent
practitioners.

Unlike adult dental care, pediatric dental caredsily entails a very limited range of
services. For example, our analysis of Coloradoegaged Medicaid claims data reveals
that only 10 of 181 dental procedutéslled in 6 months of 2004 account for 50% of all
Medicaid expenditures and only 26 procedures addoui80% of these expenditures.
Similarly only 7 distinct procedurésccount for 50% of all Medicaid services and 24
procedures account for 80% of services.

Dental care for children tends to be more routgnedictable, and uniform than care for
adults. Each individual child’s clinical presentetti(disease state) determines the
amountsout not thetypesof services that need to be provided to managestore oral
health.

In terms of the Medicaid program requirements taaé must be sufficient in “amount,
duration, and scope” to meet each child’s needs’aimount” varies significantly by
child. The duration needed for dental care ovésdtroughout the period from birth to
age 21 while the duration of each particular deptatedure reflects the interaction

2 The concept of primary dental care is a derivabf/primary medical care which “focuses on the pain
which a patient ideally first seeks assistance coimmprehensive....[and in which] the primary provider
takes responsibility for the overall coordinatidrttee patient’s health problems” (Alpha Center Gy of
Terms Commonly Used in Health Care).
® The 10 procedures that account for half of all Maidl pediatric dental spending are:
D2930 | PREFABRICATED STAINLESS STEEL CROWN-PRIM
D1201 | TOPICAL APPL FLUORIDE (INCL PROPHYLAXIS)
D2140 | AMALGAM ONE SURFACE PERMANENT
D2391 | RESIN RESTORATION ONE SURFACE POSTERIOR
D3220 | THERAPEUTIC PULPOTOMY
D7140 | EXTRACTION, ERUPTED TOOTH OR EXPOSED ROOT
D0272 | RADIOGRAPHS-BITEWINGS-TWO FILMS
D2150 | AMALGAM TWO SURFACE PERMANENT
D0120 | PERIODIC ORAL EXAM
D0150 | COMP ORAL EVALUATION

* The seven procedures that account for 50% ofeaital “units” are:
D1330 ORAL HYGIENE INSTRUCTION
D0272 RADIOGRAPHS-BITEWINGS-TWO FILMS
D0220 RADIOGRAPHS-ITRAORAL PERIAPICAL-FIRST F
D0120 PERIODIC ORAL EXAM
D0230 RADIOGRAPHS-INTRAORAL PERIAPICAL-EA ADDL
D1201 TOPICAL APPL FLUORIDE (INCL PROPHYLAXIS)
D2140 AMALGAM ONE SURFACE PERMANENT
D1351 SEALANT - 1ST PERM MOLAR
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between a child’s stage of development and the@atithe procedure. (For example,
dental sealants become appropriate only afterriygien of certain teeth and have a
significant duration of their own before requirirgplacement.) The scope of dental
procedures, as described, is wide in possibility. (®81 procedures were billed to CO
Medicaid in 6 months of 2004) but narrow in praet{e.g. the two dozen procedures that
constituted over 80% of services). Each particptacedure, however, has associated
with it a set of characteristics that impact iteefiveness in each particular case and a
new benefit design should consider greater fleiybib meet each child’s needs cost
effectively. For example, CO Medicaid provides tiwp preventive visits annually
regardless of the child’s risk for ongoing cavitiBepending upon individual risk, this
may be adequate (or even more than adequate)rfog, sghile others would realize less
ongoing disease by having access to more inteasigdrequent preventive Vvisits.

Often overlooked is the occurrence of early penddbdisease in adolescents. Core
services extend to provision of periodontal careliese beneficiaries, including
maintenance prophylaxis twice per year.

Recommendation
Implications for benefit desig:here is little opportunity to distinguish basic
(“Core”) from more intense (“Core Plus”) serviceschuse few pediatric dental
procedures, in contrast to adult dental serviaesekective, optional, or a matter
of choice based on provider or patient prefereHosvever, while the overall set
of services required by children is relatively mstdsompared with the range of
services in medical care, thamberof services required by different children
varies markedly. Thus, thetensityrather than the content of care required by
children provides an appropriate alternative ratierior distinguishing “Core”
from “Core Plus” benefits. Based on this, we reowand that the first two tiers
be distinguished by dollar amounts rather thangxtaces lists.

2. Age and caries pathogenesis an infectious disease that is acquired by oéild
before age two and expressed throughout life, ld’'slexperience with tooth decay
during toddler and preschool years is highly priagecof future disease and associated
expense to the State. Thus, true primary prevewraononly be accomplished early in a
child’s life and the longer the delay in providiogmprehensive dental services, the
higher the cost of providing care to the child otrer subsequent years. If untreated,
caries is a chronic and progressive disease thabt#e “healed” once a tooth’s integrity
is damaged. For this reason, past caries expertends to be a powerful predictor of
future caries experience, affected teeth contindeetome more damaged over time, and
cavities in primary (“baby”) teeth lead to cavitiaspermanent teeth. The decay process
(caries), being essentially steady state withirhednld but variable in intensity between
children, plays out in an orderly and thereforedptable way as each child first
develops and then replaces the first set of teé@thtive second. This predictability
increaseopportunities for effective anticipatory guidarazed prevention. Taken
together, these characteristics of dental caripkagxthe American Academy of
Pediatrics and American Academy of Pediatric Démtisrofessional recommendations
that dental care be initiated during a child’stfysar of life in a “dental home” that
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provides ongoing supervision. A number of stataselenhanced dental Medicaid with
programs that build on this knowledge including ¥dashington State Access to Baby
and Child Dental Care (ABCD) program and its regiks and the North Carolina “Into
the Mouths of Babes” program.

Evidence of cost savings that can be generateddhrearly and sufficient preventive
interventions have been studied and are summanzibe attached brief from the
Children’s Dental Health Project entitlgdpst Effectiveness of Preventive Dental
ServicegAppendix F).

Recommendation
Implication for benefit desigrGreatest programmatic savings, and improved
health outcomes for covered children, can be gésetarough aggressive
primary prevention that begins early and continugl intensity for highest-risk
children. We therefore recommend replication of AlBECD program or similar
efforts as a component of the third tier, “enhaneets,” portion of the CO
Medicaid/CHP+ Streamlining HIFA Waiver.

3. Importance of dental disease distribution on MeitaCHIP dental programming:
Tooth decay remains the single most common chmis&ase of children with 1-in-4
(23%°) US preschoolers and half (52%) of second grauvig experienced cavities.
But the disease is not evenly distributed in intgrescross all children. Eighty percent of
all decayed teeth are found in the mouths of oBB6f childrefi. This caries
epidemiology is particularly important to Medicaidd SCHIP planners as low income is
the primary population-level predictor of diseasewrence; low income children suffer
considerably higher levels of cavities than higheome children. For example, poor
children under age five are five times more likilyjhave cavities than children from
families with incomes three times the poverty leWelithe National Health and Nutrition
Examination Survey Ill (NHANES lll), caries was ualy evident in 30 percent of 2- to
5-year-old children in poverty, 24 percent of npaor young children, 12 percent of
middle income young children and only 6 percengafng children from families with
incomes at least three times the poverty level.

Children of poverty not only experience higher sadédecay but also more extensive
disease experience. For example, children livingaanseholds below 200% of the
Federal Poverty Level (FPL) have 3.5 times moreaged teeth than young children

from more affluent families. Surprisingly, the pentages of young children of various
income levels who have experienced dental repdarisiore consistent across income
groups. However, since low-income children expex@emore disease, their unmet need
remains higher than that of more affluent childi®@aventy-nine percent of the decayed
teeth in poor 2- to 5-year-old children are undlliehile 45 percent of decayed teeth in
the highest income group are unfilled. These figdimalidate the claim that low-income
children suffer from significant disparities in balental disease and dental care. Similar

® Healthy People 2010 March 2004 Update as reptigatie Centers for Disease Control and Prevention,
Division of Oral Health.
® National Health Information Survey data secondarglysis by Vargas, Crall, and Schneider
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statistics are reported across various ages afrelnland across a variety of state-level
surveys’

Race, ethnicity, and special needs also impacatibehefits programs. Latino, and
particularly Mexican American children demonstraitgher caries levels than White or
Black children. For this reason, demographic trgmdth higher population composition
by Latinos) presages increases in caries expermmtelemand for dental treatment.
Income, separately from race, is an independenligice of caries prevalence. With the
proportion of children who are from poor familidsaincreasing in proportion of
newborns, caries prevalence among Medicaid and B®Eheficiaries can be expected
to rise.

Despite cavities being more common among low-incohlkelren such as those that
qualify for Medicaid and SCHIP, even within thidpopulation the majority of children
require few dental services while only a small subequire extensive cafdor

example, an actuarial projection based on Medidatd in California suggests that 5% of
children account for 30% of expenditures; 15% olfdcbn account for 45% of
expenditures; and 80% of children account for @196 of expendituresdentifying

those children who are most susceptible to the exds¢me dental disease may hold
strong promise for cost effective early intervensio

Recommendation
Implications for benefit desig®verall, demographic and epidemiologic trends
predict increasing disease rates among CO’s Metaraid SCHIP beneficiaries.
Early intervention by dentand medicaproviders, risk-based therapies and
protocols, anticipatory guidance, and applicatibpronciples of “disease
management” to dental care for children all holohpise to reduce both disease
and costs and should be explored within the cortegtogram enhancements.

4. Pediatric oral health conditions that are unrelateddental cariesWhile caries
overwhelmingly is the most common pediatric oradltireproblem, children require
dental treatment for additional conditions incluglim estimated order of prevalence,
problems associated with dental eruption and dentéxchange, oral habits, trauma, and
soft tissue pathologies.

Recommendation
Implications for benefit desigrExcept in cases of abuse by practitioners, non-
caries related services comprise a small portiateatal services for children and
do not need to be considered independently in iedesfign. Using a dollar
amount to distinguish between Core and Core Plwsces will suffice to
accommodate these procedures as well as procaelat=l to caries.

" Edelstein, Special Care Dentistry
8 Reforming States Groupediatric Dental Care in CHIP and Medicaid: Payifay What Kids
Need, Getting Value for State PaymeMgbank Memorial Fund, 1999.
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5. CO baseline utilization in Medicaid and SCHIRs the state considers the dental
benefit and its implications on anticipated progm@sts and management, a historical
perspective of dental utilization provides usefaht information. The following chart
details Medicaid Form-416 Report findings of demtaie utilization for fiscal years 1998
to 2003.

1008 1999 2000 2001 2002 2003
#of beneficiaries with at | - y5 gog 55521 41501 60891 74512 89,350
least one dental visit

#enrolled | 201,910 198,897 221,796 229,944 257,877 262{321
% with visit 21.7% 26.4% 18.8% 26.5% 28.9% 34.1%
% change in visits 4.7% -71.7% 7.7% 2.4% 5.2%

Historical increases in the absolute numbers dficdm who obtain dental care each year
(1999-2003) suggest that the program has beerasiogly effective for beneficiaries.
Similarly, utilizationrateshave increased since 2000 after adjusting forrtbeease in
enrollees. However, given that all children requieatal services and dental disease is
concentrated in low income children, the proportiro obtained at least one dental visit
remains very low.

Recommendation
Implications for benefit desigfProposed enhancements that reduce disease
experience can only be effective if they reachntiagority of beneficiaries.
Fortunately, cost modeling suggests that earlgnisite, risk-based preventive
care and disease management are cost-savingaggnegat® Because the
effectiveness of benefits, particularly preventpemefits, depends upon access to
dental services, issues of benefit design and aa@@sot be substantially
disaggregated. The extended appendix providesaeiénformation about state
experiences in effectively expanding access toreavservices.

Well known to HCPF, the dental benefit in CO SCHIIM{P+, was late in coming but
effectively administered as a commercial “look-alikdiffering only from commercial

and Medicaid plans by establishing a $500 cap oricgepayments. Experience
revealed’ that only a modest number of 62,142 individualoBed in the first year of

the dental benefit required treatment during tleatrthat met or exceeded this cap (2027
children representing 3.3% of enrollees). Thesb-higeds children received the balance
of treatment through funding provided by the noafippvendor’s foundation. Overall,
more than a third (34.3%) of enrolled children reed one or more dental services in the
first 12 months of the dental program — 10% moemttihe percentage of Medicaid
enrollees who received care during the prior fisear. The report, developed by the
University of Colorado School of Dentistry, fourttht the CHP+ dental program “should
be considered a successful first step toward impgothe oral health of uninsured
families” and recommended attention to three domdih) improving the provider

9 Zavras T, Edelstein B, Vamvakidis T. Health careirsgs from microbiologic caries risk screening of
toddlers: a cost estimation model. Journal of Rukalth Dentistry 60:182-188, 2000.
10 State of CO, CHP+ Dental Plan Analysis 2/1/02-0031October 28, 2003.
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network to eliminate “pockets” with limited or nogviders; (2) revisiting the $500 cap
as a projected “7-10% [were] rapidly reaching tBO®&Ilimit and still [had] additional
treatment needs”; and (3) further consideratiooavered services “to maximize the
financial investment in the program.” With the pospd combination of Medicaid and
SCHIP, items (2) and (3) become moot since MediEM&DT requires comprehensive
care and CMS has allowed, to date, waivers of nadlginecessary dental benefits only
in special and very limited circumstances.

Another study of treatment completfdisought to review treatment completion status
over a six month period in early 2002, finding tbaér two-thirds (68.6%) had
completed treatment and only ~6% reached the $8p0The authors reported that they
“cannot presume that approaching or having reattee8500 cap causes the incomplete
treatment listed by the practitioner” and conjeettirat most children can have
incomplete treatment provided within the cappedefietevel. Given, however, that

both studies reviewed data for the implementatear pf the CHP+ dental component, it
is possible that slow initial enrollment of childrento a dental home might have
produced artificially high completion status leyelse percentage of children who might
reach the $500 cap may be expected to rise soméwkabsequent years

Recommendation
Implications for a dental benefiCHP+ dental program successes validate that
contracting directly with a single highly qualifielental vendor can realize a
robust network of providers, rapid increase in asder previously underserved
children, and Core benefits that meet the vast ntgjof children’s dental care
needs within a $500 cap. (Note: Experience in ipl@tstates substantiates that
failure to index dental fees and the annual capftation results in rapid erosion
of provider participation as the value of thesdat@mounts diminishes over
time.)

6. Medicaid pediatric dental service requiremenBMS’ websité® describes the EPSDT

dental benefit as:
“At a minimum, includes relief of pain and infeat® restoration of
teeth and maintenance of dental health. Dentalicesrvmay not be
limited to emergency services. Although an orakening may be part
of a physical examination, it does not substitoteeixamination through
direct referral to a dentist. A direct dental redéris required for every
child in accordance with the periodicity schedudeeloped by the state
and at other intervals as medically necessary. lalwveas amended by
OBRA 1989 requires that dental services (includmtgl direct referral
to a dentist) conform to the state periodicity sthe which must be
established after consultation with recognized aemrganizations
involved in child health care.”

" Draft report prepared by the Colorado Preventient€r, Data Coordinating Center dated 9/8/03.
12CcMS EPSDT information available dtitp://www.cms.hhs.gov/medicaid/epsdt/default.asp
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The Medicaid EPSDT benefit requires that statesigeoEarly and eriodic_Sreening,
Diagnostic, and fleatment services for enrolled children from birttiil age 21

consistent with periodicity schedules establisimedansultation with “recognized
[medical and dental state] organizations involvedhild health care” (Section
1905(r)(1)). The statute defines EPSDT servicdeun sections: screening, vision,
dental, and hearing. Each is a separate and indiviréquirement. Dental is not specified
as part of the minimum requirement for “screenisgtvices but is specified as a set of
services in its own right. OBRA 89 (Section 190&))and following) states that dental
services “shall at a minimum include relief of pamd infections, restoration of teeth,
and maintenance of dental health.” Further, “theesgices are to be provided at intervals
which meet reasonable standards of dental praetscdetermined by the state after
consultation with recognized dental organizationlved in child health care and at
other such intervals indicated as medically neggdsadetermine the existence of a
suspected illness or condition.”

EPSDT may exclude services as being non medicaltgssary services based on such
standards as state-of-the-science, efficacy, mwieal recommendations, and relative
cost effectiveness. As such, it routinely excludasicular services (e.g. purely cosmetic
services), may limit the frequency of services .(erge dental prophylaxis per six
months), can exclude coverage for particular mate(e.g. silicates), and establish other
limitations. These present the only set of oppatiesmfor constraining the range of
dental services within current requirements.

Waivers to Medicaid requirements allow the Secyetiaigrant exceptions to non-
statutorily defined EPSDT services. However, ted&MS has established a consistent
history of not waiving EPSDT dental requirementse Dnly known approved waivers
affecting dental services in EPSDT are the 1993)@rel 115 Health Plan Demonstration
and a Utah waiver that excluded dental coveragelétar teenagers who are not
otherwise included in a mandatory population.

To date, CMS has not waived the OBRA 89 EPSDT requent or allowed any
administrative procedure that effectively redudesdomprehensiveness of this benefit.
For example, CMS has not allowed premium assistpraigrams to exchange the
EPSDT package of benefits for an employers’ comrakbenefit package. CMS has
required states to provide “wrap around coverageémever proposed benefits would be
lesser than those provided by EPSDT, e.g. in dobg@ped benefit structures. Since
employer-based plans (including many state emplpiges) often do not provide a
benefit for dependent dental coverage, a “wrapieisessary even under terms of the
HIFA waiver program.

Recommendation
Implications for benefit desigrin combining Medicaid and CHP+, HCPF may
establish a dollar limit that defines dental sezgit tier one (Core) and
distinguishes these services from additional volafngervices provided in tier
two (Core Plus) but may not cap the dental beaéfit preset dollar amount as is
currently done in CHP+. Therefore, the dollar lithiat separates Core from Core
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Plus benefits provides an administrative opporjufat intensive oversight and
creates a provider incentive to spread treatmesrt ovo years (thereby avoiding
the need for providers to obtain permission to g ore Plus services);
however the dollar “limit'"does noprovide the state with the opportunity to cap
costs.

Within EPSDT are a number of nuances that distsigdental from medical care for
children.

1. ScreeningThe portion of the federal statute referencingiaerare requires that
servicesbe provided by dental professionals while rema@rsitent on
screening—which presumably occurs either simultasgowvith dental treatment
or as part of the child’s medical evaluation. Tleatdl service requirement is
further defined in CMS Form 416 tri-partite repogirequirements on the
numbers of children by age who receive (1) anyalesgrvices (CMS 416 report
item 12a), (2) any preventive services (12b) andi(¥ treatment services
(12c)*® Because of the high prevalence of dental diseabtetlicaid-eligible
children and the recommendation by pediatric mé@icd dental associations
that all children obtain dental care, it is assunedall children should obtain
routine and ongoing dental services.

2. Diagnosis:Diagnostic services include oral physical andagdiphic
examination and, increasingly, “risk assessmenditgg to identifying those
children who are more likely to develop cavitiegptime. This assessment may
include salivary microbiologic evaluation as notedhe AAPD “Caries risk
Assessment Tool.” While AAPD recommends that ailldcbn undergo a risk
assessment, few Medicaid or SCHIP plans currenflysaservice periodicity to
diagnosed risk. The American Academy of Pediatiia$ the American Academy
of Pediatric Dentistry both endorse dental carerbmegg at age 1, with
pediatricians specifying that care should be pried for children noted to be at
risk for early childhood caries. Implementing &#ssed benefit structure holds
strong potential for cost savings through intengikevention but requires that
medical and dental providers be offered the trgi@nd incentives to conduct
caries risk assessments. Early findings of Nortrol#a’s study of physicians’
involvement with oral health risk assessment atevegal regarding cost savings
but stronger regarding integration of medical aedtdl systems of care.

3. Prevention:Preventive dental services are professionallymeaended for all
children and include counseling, appropriate exposutopical and systemic
fluorides, placement of sealants (at least on peemigteeth), and dental
prophylaxis (although this traditional biannualttocleaning has been challenged
for efficacy and effectiveness). Because dentaésas a behavioral disease that
is dependent upon parental and child control owetrahd hygiene, many dentists
believe that oral health education which typicadliges place simultaneous with

13 Centers for Medicare and Medicaid Services, Eamty Periodic Screening, Diagnostic and Treatment
(EPSDT) Report (Form CMS-416). Available at hitpww.cms.hhs.gov/medicaid/epsdt/416inst.asp.
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provision of these services is the most powerfahgonent of preventive care.
Health educators, however, recognize the neecetprlar reinforcement and
culturally-appropriate messages. Washington Stalersal Medicaid program has
strongly promoted early oral health education tieagrte prevention effectiveness
through its ABCD program which trains dentistshe tare of young children and
provides these trainees with a supplemental Medlies to incentivize their
provision of early care. However, past Medicaidexignce suggests caution in
incentivizing payments for prevention while keeppayments for reparative
services low as this creates a disincentive forgretmensive care.

4. Repair:Dental repair is comprised of a series of surgieaVices that include
extractions, restorations, endodontics treatmeftsqus types of pulp and root
canal services), and periodontic services. Destbrations replace tooth
surfaces that are carious (decayed), developmetisiupted, or traumatically
damaged. Because dentistry does not use diagrostss in billing for
procedures, it is not possible for payers to detgrthe underlying reason for
repair, although most is due to caries. Typicdlaredive materials for children
include amalgam, composite, glass ionomer, andletas steel (particularly in the
case of primary molar crowns). Materials are tylhyjoehosen based on extent of
damage, strength needs, and esthetics rather tharowider or parental
preference. Studies conducted by Dr. Carole Haghtdee Medical University of
South Carolina reveal few differences in dentisksdice of materials or
procedures once a need for intervention has beemdeed. The appropriateness
of stainless steel crowns (SSCs) in pediatric daythas been raised by Medicaid
authorities, particularly in Texas. The Americarademy of Pediatric Dentistry
has responded with formal guidelines on the inthoatfor SSCs (guideline
available atvww.aapd.oryy SSCs are used uniquely in pediatric dentistry to
repair primary teeth that have either multiple sces of decay or extensive decay
on one surface, leaving the remaining tooth strecsusceptible to fracture. SSCs
are efficient in sustaining the primary tooth untrmal exfoliation without the
need for re-repair. Although teeth that have beeste¢d by pulpotomy (a partial
root canal treatment for primary teeth) requiresagjuent repair by SSC, not all
crowned teeth require pulpotomy. Arguably, SSCsaése indicated as a more
aggressive form of repair in the mouths of childndro demonstrate very high
caries risk and associated disease progression

9. Lessons learned from State SCHIP dental programsontrast to Medicaid, SCHIP
dental benefits are optional at the state’s dismmeDespite this, all states except
Delaware have elected pediatric dental benefi®GHRIP. Texas has dropped its benefit
(with restatement likely to occur late in 260&nder advocacy pressure on legislators)
and policymakers in other states, including Gedsgavernor, have sought to end this
benefit as a cost-saving measure. Dental benef8CHIP parallel states’ decisions
about the overall SCHIP program. In those statasithplemented SCHIP as a Medicaid
expansion, all EPSDT benefits, including dentavises, were incorporated in the

4 Request for proposals. Children’s Health InsuraPaggram, Dental Insurance Services. May 16, 2005.
Available at:http://www.hhsc.state.tx.us/Contract/52905138/rfymk.html
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program as required. States that opted for sepérateMedicaid) programs, have
developed a variety of dental programs. Althougdséhprograms differ in details
regarding level of cost sharing and language deisgricovered services, the uniformity
of children’s needs is reflected in all providingsic dental services that meet the
majority of children’s oral health needs. While sostates have also developed SCHIP
premium assistance programs, these rarely haveded!dental benefits.

Although relatively few studies of dental care caments of SCHIP have been
published, most observe that access to dentahearénproved. In Pennsylvania, after
12 months of SCHIP, the proportion of children wathegular source of dental care
increased 41%, while the proportion that had agméve dental visit increased 50%.
Unmet need and delayed dental care fell from 43%08 > After one year of SCHIP
enrollment in lowa, parents of beneficiaries repaithat access to and utilization of
dental services improved for all ages studied,1bnt6 adolescents still had unmet need
or delayed dental caré. However, an assessment of SCHIP’s affect on adoesare for
teens in five states (California, Connecticut, Mamng, Missouri and Utah) found that
dental services for adolescents were seriouslyifieby limited provider participatior.

In a survey of parents of New York State enrolleesducted pre- and one year post-
enrollment in SCHIP, a 13% reduction in unmet nfeedlental care was reportétA
study of Colorado’s SCHIP produced a surprisingifig: after one year of enrollment,
families reported a decrease in unmet dental néesisite Colorado then offering no
SCHIP dental benefit. The report speculates tisad, i@sult of coverage of other health
needs by the SCHIP program, families had more dedple income available for
purchasing dental car@ An ancillary explanation is that expanded accesaedical
services raised awareness of the need for dental ca

While each of these reports provides reason famagmn regarding the effectiveness of
SCHIP on dental care (if not health outcomes), FTptbvides few lessons for Medicaid
or for understanding the mechanisms behind suademsicomes. Three reports,
however, provide useful information. A 2001 refwytthe Urban Instituf@ suggests that
improvements in dental utilization and providertjggoation may be occurring in
separate SCHIP programs that pay dental providemnagket rates, as compared to
Medicaid that typically pays at deeply discountatds. A second study looked at the
separate SCHIP program in North Carolina that miatstered by a single commercial

5 Lave JR, Keane CR, Lin CJ, Ricci EM. The impdadental benefits on the utilization of dental sees
by low income children in western Pennsylvaniadi&e Dent. 2002 May-Jun;(24(3):234-40.

® McBroome K, Damiano PC, Willard JC. Impact of lo®SCHIP program on access to dental care for
adolescents. Pediatr Dent. 2005 Jan-Feb;27(1847-5

" Fox HB McManus MA, Limb SJ. J. Adolesc Health. 3Qin;32(6 Suppl);40-52.

18 5zilagyi PG, et al. Improved access and qualityaoé after enrollment in the New York State Clilds
Health Insurance Program (SCHIP). Pediatrics. 208%;113(5)e365-404.

¥ Kempe A, etal. Changes in access, utilization, quality of care after enrollment into a statidcch
health insurance plan. Pediatrics 2005;115;364-71.

2 Almeida R, Hill I, Kenney G. Does SCHIP spell leettlental care access for children? An early ldok a
new initiative. Occasional paper number 50. Thiedd Institute. Jul 2001. Available at:
http://www.urban.org/urlprint.cfm?ID=7375
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contractor and found that the percentage of chldvigh a visit to the dentist increased
from 48% to 65% one year after enrollment in thegpam, with many parents reporting
that private dentists were serving as their chiltssal source of care. In contrast, only
20% of state dentists see 40 or more Medicaid-Ed@hildren. The report concludes
that SCHIP dental models that resemble privateramae and reimburse dentists at
market rates hold the potential to address probksssciated with dental care for low-
income childrerf* Thirdly, investigators studying a Medicaid anddmid-expansion
SCHIP dental program in Indiana, conclude thatraaldee increase in 1998 to 100% of
the 75" percentile of commercial fees (along with admnaiste changes that included
contracting the program to a single dental benpfitsider) resulted in an increase in the
number of dentists seeing a Medicaid child andharease in the percentage of children
receiving any dental visit from 18% to 32%. Thadstalso notes that there was
relatively little difference in utilization ratesreong children in the traditional Medicaid
program and more affluent children enrolled in Medicaid SCHIP expansion. Dentists
did not appear to be preferentially allowing chéidrenrolled in the Medicaid expansion
SCHIP into their practices at the expense of laweome Medicaid patientS.A recent
report on physicians’ provision of well child cared immunizations also substantiates
the posri%t:ive impact of market-based reimbursemardawe for publicly funded

childrert™.

At this time, the American Dental Association iveleping a compilation and analysis
of State SCHIP dental plans’ eligibility levels naithistration, cost sharing, and dental
benefit — but not performance or outcomes. Thismigsve information will allow

further comparisons among states but will not ptevnformation about the relationship
between program structure and care utilizationrak leealth outcomes.

Recommendation
Implication for benefit desigrSCHIP programs that mimic commercial insurance
(in payment rates, administration, dental beneditsl/or provider availability --
either in contractual networks or through widesgraeceptance by provider
community), utilize a single robust vendor, andvte the full range of dental
services typically needed by children have beegcéffe in improving dental
utilization and parental reports of improved oralth.

8. American Dental Association Service tieffie American Dental Associatior™ental
Terminology Code on Dental Procedures and Nomemaatefines 12 categories of
dental services. Those that encompass the vastityabpediatric services for children
fall within 8 categories:

1. Diagnostic, typically clinical and radiographic exiaation (ADA )

21 Mofidi M, Slifkin R, Freeman V, Silberman P. Thepact of a state children’s health insurance @ogr

on access to dental care. JADA 2002 Jun;133;707-14.

22 Hughes RJ et al. Ibid.

23 Mclnerny TK, Cull WL, Yudkowsky BK. Physician reimibsement levels and adherence to American
Academy of Pediatrics well-visit and immunizati@ommendations. Pediatrics 2005, 115(4): 833-838.
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2. Preventive, typically cleaning, fluoride treatmesgace maintenance,
counseling, and sealants (ADA II)

3. Restorative, typically all types of fillings anddiatric crowns (ADA III)

4, Endodontics, typically pulpotomy for primary teethd pulpectomy for
permanent teeth (ADA V)

5. Periodontics, typically only for older adolescefA®DA V)

6. Oral surgery, typically extractions (ADA X)

7. Orthodontics, as determined by each state’s stdrfdamalocclusion severity
(ADA XI)

8. Adjunctive services, e.g. hospital care as need&ah\(XII)

Recommendation
Implications for benefits desigRracticing dentists are familiar with the ADA’s
procedure code rubric and best understand derstas phat reflect these categories of
services. Our proposed benefit structure integisgamlessly with this rubric.

9. Cost sharingFederal requirements prohibit cost sharing (premsiudeductibles, or
co-pays) in EPSDT and define limits in SCHIP seesit Medicaid does allow cost
sharing, however, for adult populations. The CeateBudget and Policy Priorities
reports that “a substantial and rigorous body séaech has demonstrated that low-
income individuals are more vulnerable to the aslw@ffects of cost-sharing than other
groups are” — causing reductions in appropriateofiservices and adverse health
outcome®. A number of SCHIP programs include modest coatisg provisions for
dental reparative services, including CO’s repofigdisit copayment for some CHP+
beneficiaries. Commercial dental coverage typicalyplves no copay for diagnostic and
preventive services, 20% copayments for basic edparservices, and 50% for more
involved covered services such as prosthetics. Aggus for cost sharing in Medicaid
focus on increasing parental responsibility whilguanents against focus on eliminating
financial barriers to access.

Recommendation
Implications for benefits desigis now in place for CHP+, we recommend that
there be no cost sharing for preventive or repagaervices for lowest income
beneficiaries and only modest co-payments for atlidiagnostic and preventive
services for higher income families.

10. Professional guidelines and the “evidence-basepadiatric dentistry: Guidelines

for the oral health care of children are more esitenthan for oral health care of other
populations and include authoritative professi@mal governmental recommendations.
In the US, the primary authority within the dengabfession is the American Academy of
Pediatric Dentistry whose regularly-updated pof@ed guidelines are increasingly

%4 Sec.42 CFR 457.520 Cost sharing for well-babywaelitchild care. Code of Federal Regulations. Oct
1, 2001. Available &tttp://frivebgate.access.gpo.gov/cgi-bin/get-

cfr.cgi?TITLE=42& PART=457&SECTION=520&YEAR=2001&TYP=TEXT

% Ku L. Charging the poor more for health care: e¥siring in Medicaid. Center on Budget and Policy
Priorities, Washington DC, May 7, 2003.
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evidence-based or, alternatively, supported by gxjpmsensué® These guidelines are
developed and regularly reviewed by AAPD throughdbuncil on Clinical Affairs.
Similarly, the American Academy of Pediatrics hasently promulgated an oral health
guideline that promotes establishment of a derdaid) emphasizes the importance of
“infant oral health care,” and details the rolgtoé primary care medical provider in
advancing children’s oral health through screencoginseling, referral, and provision of
some preventive servicgs The Agency for Healthcare Research and QualiyRQ)
National Guidelines ClearinghouSeites both of these guidelines together with ather
focused on specific subpopulations of children sagkhose with cleft-lip or palate. A
federally-sponsored consortium of pediatric heedtte practitioner organizations has
developed a consumer-friendly set of oral healidejines through the Bright Futures
progrant’ that combines professional recommendations fraariety of groups. In
association with release of its report, “Oral Heaft America,” the Office of the US
Surgeon General sponsored an invitational “Workatroghildren and Oral Healtff"
and a public conference entitled “Face of the Chiddth of which provided further
guidance regarding children’s oral health needspatities in oral health status, and
access to appropriate care.

Additional guidelines, policies, and clinical recamandations that reflect current thinking

in pediatric dental practice include:

0 The Centers for Disease Control and Prevention 2@8llhealth care
recommendations for professionals, consumers, rahgsiry that focused on use of
fluorides and promoted medical-dental collaboration

o The National Institutes of Health’s 2001 recommeiatis based on itSonsensus
Development Conference on Diagnosis and Manageafiéntal Caries
Throughout Lif&' which advanced the concept of risk-based individed fluoride
therapies for children.

o The Children’s Dental Health Project, an indepengediatric oral health policy
agency in Washington DC, provides principles amdm@mendations that support its
public policy agenda. These include targeting pnéwe and treatment to children at
highest risk of disease; implementing programs dieselop and refinbona fide
approaches to non-surgical caries management; mmg@amultifaceted workforce to
promote and integrate oral health as a componey¢rdral health; conducting social
marketing on behalf of children’s oral health ardgntal empowerment to manage
caries risk; and developing systems of care tleatampetent to meet each child’'s
unique needs.

% AAPD policies and guidelines are available tophelic at:http://www.aapd.org/media/policies.asp

2" AAP oral health policy is available at:
http://aappolicy.aappublications.org/cgi/contentifiediatrics;111/5/1113

8 Seehttp://www.quideline.gov/search/detailedsearch.aspx

29 Bright Futures Oral Health homepage is locateutat//www.brightfutures.org/oralhealth/about.html

30 Edelstein BL. Forward to the Background papers ftoenUS Surgeon General’'s Workshop on Children
and Oral Health. Amb Pediatr, 2(2 Supplement) 2002.

31 National Institutes of Health. Consensus Developgr@amference on Diagnosis and

Management of Dental Caries Throughout Life. Aceds&/2/05 at
http://www.lib.umich.edu/dentlib/nihcdc/
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A recent review of international recommendationsctuldren’s dental care advance very
similar guidelines. The World Dental Federationtparore than 50 guidelines (including
those promulgated in the US) on its website. Majganizational recommendations have
been recently reportéd.

Most germane to HCPF’s current effort, the Cenfierd/ledicare and Medicaid Services
released in October 2004 ®&iide to Children’s Dental Care in Medic&tdvhich

contains information on clinical practice, evolvitgghnologies, and recommendations in
dental care for children and families receiving Madl. The new document replaces a
1970’s version and includes chapter headings apdrajices on dental caries in US
children, contemporary dental care for childrerigycand program considerations,
clinical issues, and an AAPD model dental benstiiéement and list of procedures. The
evidence base for this document includes sourtes above plus additional professional
and governmental sources for particular servicgs,use of fluorides, sealants, and
dental radiographs. Full text of the model berstitement is provided in Appendix C.

In shortened form, the CMS statement calls forfeflewing dental benefits in Medicaid:
a. Basic obligation For enrollees under age 21, the dental anchedth
services described in this section in accordante pvbfessionally accepted
standards of dental and oral health practice apticable standards set forth in
the AmericanAcademy of Pediatric Dentistry Reference Manualid@to
Clinical PreventiveServices; Workshop on Guidelines for Sealant Use:
Recommendationsnd Bright Futures in Practice: Oral Health.

b. Preventive services:
(1) Preventive dental education
(2) Oral screening by primary care practitionersciuldren under age 3
years
(3) Initial and periodic examinations
(4) Fluoride therapies
(5) Dental sealants
(6) Dental prophylaxis
(7) Space maintainers
c. Diagnostic, treatment and restorative services
(1) Radiographs
(2) Other diagnostic procedures
(3) Restorative services (fillings and pre-formeovms)
(4) Orthodontic services
(5) Endodontic services
(6) Dental and oral surgery
(7) Periodontic services
(8) Prosthodontic services
(9) Drugs

32 Edelstein B. Pediatric Caries Worldwide, Implicas for Oral Hygiene Products. Compendium, in
ress.

% CMS Guide to Children’s Dental Care in Medicaidvsilable at

http://www.cms.hhs.gov/medicaid/epsdt/dentalguide.p
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(10) Medically necessary adjunctive services

Recommendation
Implications for dental benefitgin accelerating and ever expanding literature
provides extensive evidence base, professionakeapmion, and federal
guidance regarding essential dental services fitiren. These policy documents
also establish a standard of care that reflectpitbkessions’ conceptualization of
medical necessity as applied to oral health sesviceshort, these various
statements further support the finding that comgnstve care for children may
entail a wide range of services but typically inved only a modest set of
services.

11.Past efforts at tiered care for Medicaid dentahgees:The Milbank Memorial

Fund’s publicationPediatric Dental Care in CHIP and Medicaid: Payifa what kids
need, getting value for state paymesuggests that care can be tiered programmatically
into four “levels”. This model was developed byrauyp of state health policy and
program experts in consultation with pediatric dsnt experts. It calls for:

a. Level 1: “diagnostic, preventive, and disease mamamt services.” These
services are extended to all enrolled children euttprior authorization and are
to be paid at a single “fixed case management fee.”

b. Level 2: “basic restorative care.” This level is@kxtended to all enrolled
children without prior authorization up to $400cimarges (in 1999 dollars)

c. Level three: “advanced restorative care,” All seed in this tier require prior
authorization for non-emergency services that coaggregate between $400 in
charges and $1000 in charges.

d. Level 4: “catastrophic care.” This level is for kchen with exceptional treatment
needs and applies to those whose estimated refasativice costs exceed $1000.
This tier engages an even higher level of priorew\that includes consultation
with a specialist in pediatric dentistry. (Mostiglly, this applies to young
children requiring extensive care for Early ChildddCaries under general
anesthesia.)

Because orthodontic services by their nature aiguety different from dental repair, the
model segregates orthodontic services by requptiay authorization, requiring that care
be provided by a “suitably qualified dentist,” andluding orthodontics within level

four.

In keeping with children’s needs and EPSDT requéets, the model does not anticipate
that states would cover less than all four levEle primary intention of developing the
tiers was to provide increasing levels of statersight and control to ensure
appropriateness of services and avoidance of faaddabuse.

A companion cost estimation tool developed in ctiaian with healthcare actuaries
provides the opportunity to cost out this benedisign.
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Recommendation

Implications for benefit desigi:he Milbank model, although not implemented by any
state to date, strongly parallels HCPF’s intentiand provides the benefit of a
thoroughly vetted approach. The cost estimatiohritay be of use in predicting dental
costs under a tiered program.

Note on assessing program performamdeasures that have been used to evaluate the
effectiveness of dental Medicaid and SCHIP programast commonly include age-
stratified utilization rates for “any,” “preventiyeand “restorative” dental procedures (as
required by CMS); dentist participation rates; agate billings and/or payments;
parental reports of unmet need or delay for desated (i.e., client satisfaction surveys);
and percentage of children reported by their parenhave a regular source of dental
care.

While these are all descriptive of program impacohe objectively assesses
improvements in oral health status that may béated to coverage. Established
measures of oral health status are used in epidegricstudies of caries and in Healthy
People 2010 (HP2010) to track oral health objesti#?2010 objectives include the
percentage of children with past caries experi@mtethe percentage who have unfilled
cavities. Few states conduct representative stadiesal health status in children and
national studies generally cannot be used to daterahildren’s oral health status within
any particular state. As of 2004 the federal Natidthealth and Nutrition Examination
Survey (NHANES), from which most oral health burdeformation is gleaned, will no
longer include an oral examination, thereby elirtingastates’ access to national
reference data. In sum, unless the CO health depatts oral health program conducts a
representative “open-mouth” dental surveillancelgttHCPF will be unable to utilize

oral health outcomes measures in analyzing thedtgdats dental coverage program but
will be able to use process measures.
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Appendix A. Recommendation for a Tiered Pediatric Benefit Structure

Based on the above considerations, an approppaleation of the proposed Core, Core

Plus, and Enhancements structure to dental seng&®wn in the table below:

Content |

Comments

Core Dental Services for Children

All primary care dental services for
children consistent with medical
necessity (as currently provided in
CO EPSDT) up to a dollar value of
at least $500 to be determined
based on an actuarial analysis.

Note: Based on current standards
of care as promulgated by AAP and
AAPD, Core benefits should
include specific coverage of Infant
Oral Health Care and
enhancements should support
institutionalization of early dental
care among CO providers.

Services and oversight: Medically necessary dental
services for children are typically provided through about
20 specific procedures. Efficient program management
approaches include no prior authorization, at least for
these common procedures, and adoption of commercial
approaches to post-treatment reviews for fraud and abuse
control.

Cap: We recommend a cap in the range of $750 - $1000
based on the typical range of charges for primary medically
necessary dental care while retaining enhanced oversight
for the minority of care intensive cases.

Actuarial Analysis: Determination of the capped amount
will involve analysis of past claims experience (particularly
of those children who exceeded the current $500 cap to
determine whether that cutoff was most efficient);
anticipated utilization; allowable provider charges; and the
impact of a cap on provider behavior (extending treatment
over more than one fiscal year.)

Core Plus

Dental Services for Children

Additional primary care dental
services provided to children whose
medically necessary dental
services, including orthodontics,
exceed the dollar amount limit in
Core dental services.

Services: As in Core benefits. As orthodontic services
typically exceed the level of the anticipated cap, all
comprehensive orthodontic care will be subject to prior
authorization.

Oversight: Assuming an appropriately set cap, enhanced
prior-treatment review and authorization should be applied
to Core Plus services, in addition to post-utilization review
processes.

Enhancements Impacting Children

Program enhancements that hold
strong promise to reduce dental
disease burden in children and
thereby decrease program costs
while improving oral health.

Detailed below are suggested enhancements including
extending coverage to very low income adults; extending
coverage for pregnant women and new mothers;
authorizing fluoride varnish application and oral health
counseling by physicians; replicating the WA state ABCD
Program; Extending administrative case management and
disease management programs to pediatric oral
healthcare; and extending “pay for performance”
methodologies from commercial dental coverage to CO
Medicaid and SCHIP.

Enhancements

Various state and commercial approaches to beaemsl by HCPF in enhancing the
dental program to reduce burden and increaseaeafifigiinclude:
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1. Dental care for very low-income adultthe State’s waiver extends healthcare
services to very low-income adults, these additibeaeficiaries should be provided
with a dental benefit thaitt least provides for dental services that relieve pain and
infection. Additional services that will minimizeajm and infection include
stabilization of the existing dentition throughrpary restorative and periodontal
care.

2. Dental coverage for income-qualified pregnant woraed new mothers (i.e.,
“pregnancy-related dental services.”)
About half of the states provide coverage for peagnvomen thereby affording the
opportunity to provide instruction regarding thé {fansmissibility of dental caries-
causing bacteria from parent to child; (2) est&phient of the dental home; and (3)
appropriateness of infant oral health care as revemded by AAP, AAPD, and
Bright Futures. As guidelines are increasingly lmeicg available for dental care of
pregnant women (e.g. New York State Departmentesltd guidelines to be released
in late 2005 and information to be generated frome\a HRSA-supported grant to
AAPD on perinatal oral health), CO can implemegbramended approaches
including maternal risk assessment for caries tregson. For these approaches to be
successful in reducing the incidence of Early Giolad Caries and associated high
treatment costs, care needs to be extended far @sien until their child’s first
birthday. A unique parental incentive may be stagment for a limited set of dental
procedures for these women conditional upon tlegiusng a dental appointment for
their child. Additional potential benefit to thea® may be reduced incidence of
premature and low-birth weight babies if the relaship between dental intervention
during pregnancy and unfavorable birth outcomesistantiated in current clinical
trials.

3. Fluoride varnish application by physiciadsNC project,Into the Mouths of Babes,
is currently evaluating the impact of physicianrtiag in oral health counseling
coupled with application of fluoride varnish to tteeth of young low-income
children. Early findings are positive. This prograhould be monitored for impact
and replicated if found to be successful in redgiclisease burden and increasing
early preventive dental care.

4. Washington ABCD ProgranT.he Washington State Medicaid authority in
cooperation with the WA Dental Service FoundatiDel{a Dental of WA) has
conducted a multi-county effort to increase preivenand primary dental care for
low-income toddlers and preschoolers and demoesttiatreased access to care. The
program involves financial incentives to provide#dso participate in formal training
and provides enhanced administrative case suppitss for parents.

5. Administrative case managemeAs missed appointments are a significant deterrent
to provider participation in dentistry, extensidradministrative case management
that facilitates appointment making and complianté appointment keeping would
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enhance the efficiency of the program, increaseigeo willingness, and improve
children’s health outcomes.

6. Disease managemerniVhile low-income children tend to have higher td¢disease
rates, only 5% of children in Medicaid (based om@a€al information) account for
extremely high expenses. Enhancing the progranugffr@rovider incentives to
become trained in risk-assessment and to deliwsepitive services with an intensity
matched to each child’s risk holds strong promiseriprove oral health at lower
cost. The commercial dental industry, like denthlaation, is currently
experimenting with these variable-benefit approadhat match care intensity to risk
rather than to disease manifestation. As notedarhIPeconomic modeling suggests
strong cost savings from early risk assessmentaasaociated disease management.
Dental hygienists, specially trained for this agmio, may provide a valuable human
resource in implementing such an enhancement.

7. Pay for performancefhe Colorado Delta Dental Plan has begun a mqus} for
performance” program which provides financial basito dentists whose practice
patterns suggest efficiency, comprehensivenesaref and compliance with
professional standards. Providers whose claimgpatsuggest provision of
continuing, comprehensive, prevention-oriented daaedoes not reflect over-
treatment are financially rewarded while otherseareouraged to modify their
practices to qualify for the incentive. Practitioch@hose claims suggest
inappropriate care can be identified and removewh fihe network should they not
modify their practice to better meet professionanhdards. As this approach is further
refined, it can be applied to the Medicaid and SEpllograms as readily as to
commercial plans.

8. Access enhancementdon-benefit enhancements that may increase atcesse
and thereby improve the effectiveness of the progreclude public-private
contracting between community health centers aivagr dentists (Appendix C);
loan repayment incentives for practitioners whoate\at least 30% of their practice
volume to care of Medicaid and SCHIP enrollees; @thér approaches detailed in
Appendix B.

Note on contractingStates have multiple options in administering Madi and SCHIP
programs. The benefits and risks of each optiorearensively described in the attached
monographSate Optionsin Contracting Dental Care in Medicaid, and reviewed in
Appendix B, Medicaid and SCHIP Dental Program Backgd As described in that
publication, particular success has been notethtesthat have contracted with a single
commercial vendor that has an extensive providevor&.
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APPENDIX B. Medicaid and SCHIP Dental Program Background

l. L essons lear ned

There have been numerous analyses of barrierstaldecess for children in the
Medicaid progrant.? ® Generally, the three most commonly cited barrees(1)
inadequate reimbursement of providers, (2) burdaesadministrative processes, and (3)
insufficient recognition of the importance of ohedalth and care coordination resulting in
high rates of patient appointments, decreased ¢anga with oral health care

instruction, and failure to follow-up for neededdtment. To a great extent, the effect of
of these barriers has been to drive many dentaigeos away from participating in
Medicaid. Since 1998—when the Centers for Medieae Medicaid Services (formally
the Health Care Financing Administration) brougigether key policy-makers at a first-
ever national conference on improving oral healtMedicaid—the focus of state
Medicaid agencies, health departments, the derégsional community, and other
pubic and private stakeholders has been on wagkninate access barriets.

States’ activities subsequent to this conferenee baen extensive and directed towards
a multitude of objectives; many of these activitiase been implemented
simultaneously, with numerous variables interacéing creating difficulties in assessing
the influence of a specific intervention. Nevehss, much of what we know today
about enhancing dental access in the Medicaid anogtems from reports and analyses
of thos% innovative activities undertaken in bdié Medicaid program and, since 1997,
SCHIP.

Observation of states’ efforts reveals, ultimatétat only a few factors relate to a state’s
capacity to obtain dental care for child benefieisiand engage sufficient numbers of
providers®

1 U.S. Office of the Inspector General. Childretiésital services under Medicaid: access and utiiza
Washington: U.S. Department of Health and Humani&es, Office of the Inspector General. 1996.
DHHS publication OEI-09-93-00240. Available kttp://oig.hhs.gov/oei/reports/oei-09-93-00240.pdf

2 U.S Congress, Office of Technology Assessmentid@hi’s dental services under the Medicaid program:
background paper. Washington: U.S. Congress; 1R6port OTA-BP-H-78

% Oral health: factors contributing to low use ofté services by low-income populations. April 2200.
GAO/HEHS-00-72. United States General Accountinfic®f Available at:
http://www.gao.gov/new.items/he00072.pdf

* Building partnerships to improve children’s accts Medicaid oral health services. National cosriee
proceedings. June 2-4, 1998. National Center farcktion in Maternal and Child Health. Available at:
http://www.mchoralhealth.org/PDFs/OHproceedings.pdf

®> American Dental Association. State innovationsriprove access to oral health care for low income
children: A Compendium Update. Chicago: Ameri€mmntal Association: 2005. Available at:
http://www.ada.org/prof/resources/topics/medicaggparts.asp

® Connecticut Health Foundation: Understanding@banecticut dental Medicaid reform proposal: State
options in contracting dental care in Medicaid. r&fe2003. Available at:
http://www.cthealth.org/matriarch/documents/medicaarveout.pdf
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Market-based payment rates to dental providers,

2. Use of “dentist friendly” administrative proceduigsd policies that mirror those
used in the private sector,

3. Coordination of care for beneficiaries, and

4. Effective program oversight.

This section of this paper seeks to:

» Describe and comment on lessons learned fromistabgative efforts to
improve dental access.

» Describe various program options and related dewsiacing states as they
consider issues of reimbursement, administratiegniam management, care
coordination and program oversight, and,

» As appropriate, present arguments (pro and conj)dioous decisions.

A. Market-based Purchasing Reformsin State Dental Medicaid Programs

Analyses of dental access barriers routinely h#teel the lack of adequate Medicaid
reimbursement for services as the primary reasopdor dentist participation and
dismal utilization of oral health services in thedicaid program. While recognition of
the problem is almost universal, only in the past fears has a better understanding of
the relationship between dental reimbursement aoess emerged. Earlier investigators
worked in an environment where state Medicaid @ogy traditionally provided small
fee enhancments to reimbursement rates that waneadiically lower than contemporary
fees in the private dental sector. Not surprisintiigse studies found fee increases to be
ineffective in increasing dentist participationhtedicaid’ Recently, however, a number
of states have increased Medicaid dental reimbugseto prevailing private sector
market levels, providing an opportunity to view howre extensive reimbursement
changes affect access to children’s dental services
* In four states (Georgia, Indiana, South Carolimal &ennessee) dentists fees
were increased to a level that reflected (at tine f the fee increase) fees
equal to or greater than those charged by 75%rudfsle in the private sector
—that is, the reimbursement level was set to thle #&rcentil@ of prevailing
private sector fees.
* In Alabama and in 37 rural counties in Michiganmigursement rates were
tied to rates paid by major commercial insurerthastates (Delta Dental,
Inc. and Blue Cross Blue Shield respectively).

" Mayer ML, Stearns SC, Norton EC, Rozier RG. THeat$ of Medicaid expansions and reimbursement
increases on dentists' participation. Inquiry. 200Q1): 33-44.

8 Fee percentiles represent the distribution of &esged by dentists in a particular area and eamskd

for estimating the proportion of dentists who mightticipate in a Medicaid program at selected paym
levels. From:Medicaid reimbursement—using marketplace principdeisicrease access to dental service
American Dental Association. 2004. Issue Brief. ialale at:
http://www.ada.org/prof/resources/topics/medicaggparts.asp

° In 2004, Wyoming increased Medicaid rates to t2 percentile of marketplace reimbursement. No
results of that change are available at this time.
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* In Delaware, each Medicaid dentist receives 85%agh billed charge. This
payment mechanism is similar to the “reasonablecaistomary” payment
mechanism used in commercial dental insurdfice.

The following table shows the percent change itigpation of dentists in these states’
Medicaid programs in the months following implenaidn of the major fee increase (as
of March 2005) .

State Months After Major Changein Medicaid Participating Dentists
Feelncrease In Percent (%)
AL 44 +117%
DE 48 From one private dentist to 34% (130/378) of state
dentists.
GA 48 + 825% (60% of state dentists participating)
IN 54 + 58% (L evel participation since 7/02)
MI Healthy 48 + 300%
Kids Dental
SC 42 + 88%
TN 20 + 81% (Urban recruiting suspended dueto
adeguate network)

These participation rates may fluctuate from mdothaonth and year-to-year. In some
cases, participation appears to be continuingdade.g. Delaware and Tennessee),
while in other states the initial rapid expansiéthe Medicaid dental provider
participant base is continuing to increase, aliegt slower rate than experienced
immediately after the fee increase. In Indianaiciiexperienced increased provider
participation (and children’s use of dental sers)cater the major fee increase,
contraction of participation towards levels exigtprior to the fee increase is occurring.
This phenomon may be related to whether or notdimbursement rate continues to
reflect fees in the private sectdr A single major rate increase that fails to béofwed

by additional rate enhancements that take intowatdbe annual increase in the dental
consumer price index (CPI), will result, over tintereimbursement levels that no longer
reflect fees dentists charge in the private semt@ommercial marketplace. For example,

2 The term “reasonable and customary,” when usédeidicaid programs, does not have the same
meaning when used in commercial dental insuramcthd commercial dental benefits sector, the “usual
customary and reasonable” concept (UCR) usuallynsidizat dentists submit claims reflecting theiraisu
charges (fees) and are reimbursed up to a maxiratexdetermined by the carrier to be customarily
charged by dentists in the area (customary feép “Medicaid UCR” rate usually refers to the
establishment of reimbursement schedules basecean (average) fees submitted by dentists for sesvic
provided to Medicaid enrollees in a prior fiscabyéas derived from the Medicaid claims data ba3ée
rate, therefore, actually is less than the feesgetbby roughly 50% of all dentists who submit Ml
claims. If additional discounts are applied,ssften the case, the resulting Medicaid reimbuesgmates
will be substantially less than the"5percentile of fees prevailing in the private secksom: Medicaid
reimbursement—using marketplace principles to iasecaccess to dental servickssue Brief. American
Dental Association. 2004. Available dittp://www.ada.org/prof/resources/topics/medicagparts.asp

" Hughes RJ et al. Dentists’ participation anddeih’s use of services in the Indiana dental Medica
program and SCHIP: assessing the impact of incdedses and administrative changes. JADA
2005(136)517-23. Available atttp://www.ada.org/prof/resources/pubs/jada/indgx.a

25



a single major fee increase that occurred in 1984 worth 44% less in 2001, simply
because of failure to account for changes in thie G@PIndiana, no additional fee
increases have been provided since its major f¥ease in 1998.

The impact of a substantial fee increase and dfleglicaid program changes on dental
utilization in 37 Michigan counties has been repdrtin 2000, the Michigan Medicaid
program contracted with Delta Dental Plan of Mi@mg—a nonprofit service corporation
that administers group dental benefits for mora Bianillion people in the state—to
provide the Medicaid dental benefit for childrerdanage 21 who reside in those
counties. Delta Dental manages the benefit, ciliealthy Kids Dentalin accordance
with their standard procedures, claim form, anchperyt rates and mechanisfg\n
assessment of the first 12 months ofldealthy Kids Dentaproject found*?

* More dentists are participating Healthy Kids Dentaand providing care (up
300%), compared to the traditional fee-for-serWedicaid program.

» Substantially more Medicaid beneficiaries were iseng dental care under the
project, with dental visits increasing from 18%# in comparison to the
traditional fee-for-service Medicaid program (asasw@ed using the CMS 416
methodology).

0 More children were receiving needed dental resi@and reparative care and
were more likely to begin a pattern of regular hefoa routine preventive care,
compared with Medicaid-enrolled children the presigear.

o Higher costs per user and per enrolleeHealthy Kids Dentatesulted from the
increased reimbursement rates and, to a lessartegtdanore children receiving
care. The study predicted that the cost per useygae was likely to decline as
the backlog in treatment need was eliminated.

o0 More children were receiving care in their countyesidence, rather than
traveling long distances to receive care.

After four years of operatioof the Healthy Kids Dentaproject, increases in dental
utilization continue to be demonstrated, as shawthé following chart?

12 Michigan state summary. American Dental Assooiati State innovations to improve access to oral
health care for low income children: A compendidpdate. Chicago: American Dental Association:
2005. Available athttp://www.ada.org/prof/resources/topics/medicaggharts.asgClick Michigan on

U.S. map).

13 Eklund SA, Pittman JL, Clark SJ. Michigan Medicailealthy Kids Dental program: an assessment of
the first 12 months. JADA. 2003(134):1509-1515.

!4 Data provided by C Farrell, Michigan DepartmenCofmmunity Health. Data analysis provided by S
Eklund, University of Michigan School of Dentistfyersonal Communication, 2005.
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Using the HEDIS© method of calculating utilizatipmhich differs from the CMS 416
method) Healthy Kid Dentakhildren enrolled in the fourth year of the prograchieved
an average utilization rate of 58.6%, compared38.8% rate for traditional Medicaid
prior to the beginning of the program, and in congmm to an average rate of 54.3% for
children in the program after only one year. Therage rate for children enrolled in the
private sector Delta Dental program was 79.4%.

The results from these studies (as well as resbKisrved in SCHIP dental programs in
which reimbursement attained levels prevailingi@ private sector—see below), suggest
that market-based purchasing—paying dentists aidd&trates that respect the
economic realities of the dental market—is sivee qua norof effective improvement in
access to Medicaid dental servi¢sThis purchasing concept recognizes that the tenta
care system is overwhelmingly comprised of autongsrrivate offices in which

dentists independently determine charges, paymamdsparticipation in public and
private insurance. Since dental offices typicallg also small, there are few
opportunities for cost shifting or accommodationavfie numbers of fee-discounted
patients. As demand for dental care begins toezksapply, dentists’ participation in
low-fee programs is dampened further. These faatsshelp explain why managed care
has been unable to expand into the dental envirohinéhe same way as medicine.

While market-based rates will induce a significargportion of available providers to
participate, these rates do not necessarily halse &s high as the typical market rates
incurred by self-paying or commercial insured pae Dentists appear willing to accept
modestly discounted fees when caring for Medicaiadbiciaries The level of discount
that is acceptable in a market is contingent upgantist supply, overall demand for care,

15 Edelstein B. Getting value for state dollars tiylomarket-based purchasing: analysis of state denta
Medicaid payment reforms. Unpublished manuscript.
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and social norms regarding commitment to vulnergblgple. Demand is predicated
upon the overall state of the economy and consgordidence, as many consumers
consider uninsured dental procedures to be elec®eeial norms and commitment to the
underserved vary across the states. For exampNgrith Dakota, which has a culture of
inter-dependence, payments approximate tﬁbp'é@centile, and a substantial percentage
of dentists are engaged in Medicaid; in other stdtewever, similar rates may not be
expected to stimulate provider participation. Dsstresponses to discounted-fee
program are also explained by two thresholds:

* Overhead Threshold: Dentists report overhead @d<€i6-70% and regard
programs that pay at lesser rates to be charitaiokein which they contribute
their expenses toward the beneficiaries’ care.

» Discount Threshold: The experience of commerciatalgreferred provider
networks in heavily competitive markets indicatedttsome providers may
accept fee discounts in the range of 15-20 pexfétheir usual fees. This
method is being used by the Delaware Medicaid jarogr

B. Administrative Options and Reformsin State Medicaid Programs

Historically, Medicaid dental programs have usechiaistrative processes that are much
more complex than those found in private dentate$f or private sector commercial
dental benefit plans. Dentists often perceivedhm@scesses as onerous, burdensome,
time consuming, or at wide variance from procesgdswhich they are familiar. As a
result, many states have sought to eradicate éngeption through improvements in their
handling of key administrative processes, with mstayes attempting to mirror private
sector procedures. Some of these reforms—Ilabelederal administrative” reforms in
the section that follows—may be implemented regaslbf the way in which the state
organizes and administers the overall dental progrBroader reform options for
arranging dental services—such as whether or eodéimtal program is managed directly
or contracted out, or, if contracted out, whethenat a single contractor or multiple
vendors are used—are limited only by the creatieftiledicaid officials, the receptivity
of the marketplace, and, in some cases, the appsbfederal authorities® Each of

these organizational options may be viewed as lgatia potential for creating positive
or negative consequences with respect to dentasachence, a discussion of arguments
for and against each option is offered in the “argational” reform section below.

1. General Administrative Reforms.

Almost all states are addressing administrativeidrarto dentist participation through

one or more of the following effortg:

* Many states are reducing@rminating prior authorization requirements to which
dentists must adhere before beginning childrenrdaleservices. Where states retain
prior authorization—often for higher cost servicehiey are simplifying procedures,

16 Connecticut Health Foundation. Ibid.
" Medicaid program administration: Issue Brief. éinan Dental Association. 2004. Available at:
http://www.ada.org/prof/resources/topics/medicaggarts.asp
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such as reducing documentation providers mustrivéinsr adding staff to review
requests, in order to speed response time.

To speed processing of dental transactions, ddsstaave converted, or are in the
process of converting from state-only proceduressdd theuse of standard
reimbursement codes (i.e., the ADA’s Code on Dental Procedures and
Nomenclature). This process has been acceleratdet the Health Insurance
Portability and Accountability Act (HIPAA) which geiires that electronic claims
transactions use a standardized format, i.e., ADA&S. Most states also are moving
towards use of the ADA’s standard paper claim forms

States aremplementing electronic claims processing and web-based claims
transmission to reduce payment times. Some systegerface with electronic
clearinghouses to speed payment, while otherstéeg@accept electronic
attachments (such as radiographic and intraorabghaphic images). Some states
can electronically scan paper claim forms into tetetc versions, expediting
processing and adjudication of claims. Othersmatlorect transfer of claims
reimbursement to providers’ financial accounts (d@ect electronic deposit).
Providers almost always retain the option of subingtclaims in paper format.
States have beetr eamlining provider enrollment by reducing the complexity and
length of Medicaid provider enroliment processes fmnms that, in the past, may
have deterred practitioners from even considermgleng in Medicaid. States also
are publishing their enrollment forms in state déassociation journals or on the
Internet, where providers may enroll online or dirgupdate their enroliment
information.

States araimplifying beneficiary enrollment verification, enabling providers to
obtain prompt, continuous access to accurate irdobam, through:

0 Automated Voice Response Systems, which provide toll-free telephone
connectivity without a “live” operator and are daaile at any time of day or
night, every day of the year.

0 Beneficiary membership cards modeled after private insurance
identification, includingusing “swipe card readers” (also known as “point-of
service devices” or “terminals”) that are installegroviders’ offices to read
eligibility information imbedded in the magneticipe on the membership
card. Although these devices may be availabledat’ to the provider—the
expense may still be deemed to be substantialirarsda potential deterrent to
provider enrollment, especially for dentists withadl numbers of Medicaid
clients.

o Computer softwareinstalled at the provider’s offidiat links providers
through a modem to enroliment databases and,ew &tates, Internet sites
through which program information that may be aseds

2. Organizational Reforms

This section discusses four decisions that statgsfate as they consider broad options
for organizing and delivering dental services indidaid programs for childreff.

18 This section is derived substantially from the Gerticut Health Foundation. Ibid
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o Decision 1. Whether or not to retain the dentagmam in-house or contract out.

Proponents of contracting-out suggest that thearatp culture of dental insurers is
better suited to successful program managementiigaculture of state bureaucracies.
Outsourcing, they believe, dispels dentists’ antipand frustration with state-
administered Medicaid. Proponents also cite sdefa@tages to beneficiaries as:
improved customer service, integration of healtth amabling services, and recourse to
assistance in obtaining care. Providers percalvargages that include streamlined
claims processing, the potential to negotiate éwkshave steadier cash flow. If the
contactor is a managed care plan, some proponelieydthat it holds promise to utilize
protocols and guidelines that may enhance caretgudiile controlling costs (See
section on Effective Program Oversight below).

Critics of Medicaid contracting, however, view tloigtion as inherently flawed. They
perceive contracting as containing a perverse ineerelated to inadequate financing;
that is, it includes an incentive to minimize seevdelivery in order to maximize profits.
Opponents also point out that states lose contrbleoprogram, but retain responsibility
for Medicaid requirements that are not explicithntracted. If dental services are
subcontracted by medicalmanaged care vendor that is otherwise performiglgy poor
performance by dental vendors may be difficulteddress, especially if enforceable
sanctions araotincluded in the contracts—or if a state’s capaaity political will is

not sufficient to enforce those sanctions. Eveeneleffective sanctions exist, the costs
of redressing poor performance may be greatertti@eavings generated through
sanction enforcement, particularly if legal actismecessary. Furthermore, dental
Medicaid programs frequently are regarded as taaldmwarrant intensive oversight.
The greatest criticism expressed about outsourbiogever, is this: Outsourcing shifts
some Medicaid funds to vendor profits rather thisant services—profits that may be in
excess of savings generated by privatization.

= Decision 2: Whether or Not to Carve-out Dentalvses

While almost every state has contracted some pég Medicaid program to managed
care, as of May 2005, 33 states have carved-otiadldemograms and retained them under
state managemeht.The remaining 17 states and the District of Coliantontract for
dental services. Only a few of these 18 governmemtrently exclude dental services
from medical vendors’ responsibility and contraatlasively with dental vendors.

When states carve-out programs either at the statee medical vendor levels, they are
able to select the dental contractors, establistietms and conditions of program

91n 2003, the Connecticut Health Foundatiddisderstanding the Connecticut dental Medicaid refor
proposal: State options in contracting dental cardviedicaid noted that 27 states had carved dental care
out of managed care. In 2004, the ADMgdicaid program administration: Issue Briéfidicated tha81
states plus the District of Columbia had carveddauttal services. Since 2004, Oklahoma has
discontinued its managed care dental program aniijly 2005, Virginia also is scheduled to endiéstal
managed care component. At least two states veuigkently operate in-house programs may be
considering contracting-out dental services to rgadacare plans in 2006.
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delivery, establish clear and enforceable incestargd sanctions, and directly access
information on program performance. As a reshls bption holds promise for
enhanced program accountability. This approachraféects differences between
medical and dental care, including different previtypes, delivery systems, and
financing norms.

When identifying a suitable contractor, a state canefully assess whether or not the
vendor’s existing provider network is of sufficiesize and breadth. It can also explore
how the providers are distributed, how activelylers participate, and if there is a
network in the state. If the dental vendor has&iwvork for a Medicaid contract, the
state and other interested parties can closely iexeatine vendor’'s commercial
experience or performance in other states. Silyjldre state can exercise due diligence
when examining a vendor’s past claims-administrapierformance as well as dentists’
and beneficiaries' satisfaction.

Proponents of dental carve-outs point out sevéeahents that may enhance access:

= accessing ready-made provider networks;

= encouraging participation of community health cesjte

= contracting for case management strategies (enicall protocols, risk assessment,
and disease management guidelines);

= contracting for care integration between primarg apecialty dentists;

= empowering vendors to implement their own accesigtives (e.g. case managers,
school-linked services, and private dentist cotitngdo health centers); and allowing
dentists to negotiate terms of participation.

Critics of carving-out dental care argue that stawdl shoulder the additional cost and
responsibility of managing separate contracts fegrg small component of the larger
Medicaid program, typically less than 5%. Thishie primary disadvantage of the carve-
out option.

=  Decision 3: Whether or Not to Assign FinancialkRis the Vendor

As care utilization increases, so, too, do progcasts. States may attempt to guard
against this by contracting with managed care vendbaspecifiedpayment for each
covered beneficiary. In so doing, states prospelstiestablish their dental program cost
and put their vendors at financial risk, should ualibn exceed anticipated levels.
Among the states that contract for dental servigksut two assign some level of
financial risk to their vendors.

Fixed rate contracting puts the vendor at finants because it caps the total dollars
available for claims, program administration, anadfih. Because Medicaid is an
individual entitlement, neither states nor vendm@s deny care when funds are depleted.

Dental managed care vendors have addressed theistipbtinancial liability in a number

of ways. Some will not accept full-risk contractS8ome have attempted, with notably
little success, to pass risk onto dentists thrazaghtation arrangements. One multi-state
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dental Medicaid vendor utilizes a “global” approaitpays itself first, and then prorates
any remaining funds across providers to reflecwviblame of claims. All utilize re-
insurance to protect against “adverse utilization.”

According to opponents, assigning full financiakreliminates any incentive for
increased utilization, an inherent problem. Pramas, on the other hand, claim that
improved provider networks and greater efficien@rnant vendor profitability.
Proponents also maintain that the onus is on #ie 8 ensure performance through
strong and enforceable contract sanctions. Fditud® so is evident in a Maryland
program where legislated increases in dental fupeportedly increased payments to
vendors, not providers, thereby increasing vendaiitp without increasing service to
beneficiaries.

= Decision 4: A Single-Vendor or Multiple-VendomoBram

Proponents of multiple-vendor programs believe ipléitvendors stimulate competition
and, therefore, better customer and provider sefecause both groups will seek out the
best plans. Proponents also maintain that venalopetition generates true market rates,
if there is sufficient state funding in the progrdmthose states where multiple vendors
failed to develop sufficient networks to meet tleeds of beneficiaries, the states did not
provide sufficient funding to reflect market conadlits. Advantages of inter-plan
competition include opportunities for performanoenparison across plans, emergence
and identification of “best practices,” and stinaufor plans to provide the best possible
service.

On the other hand, opponents of multiple-vendaragements assert that beneficiaries
are confused by multiple options. They suggestdbatal providers are not sufficiently
interested in Medicaid to negotiate multiple coctsatolerate multiple credentialing
procedures, or institute multiple claims-managenpentedures in their offices.
Opponents cite the increased difficulty and cosstates to oversee multiple vendors.

According to proponents of single-vendor arranges)ehese problems are eliminated
when states contract with only one vendor and emgady the “best” vendor by carefully
assessing solicited proposals. Single-vendor ates@lso note that commercial dental
plans with large provider networks are more likiglyid on Medicaid contracts only if
the population to be covered is large enough tiwedbr efficiency. The primary
disadvantage of single-vendor contracting is depeoe on one source.

C. Coordination of Carefor Beneficiaries

Failure to effectively link children and their fdmes to Medicaid oral health services has
been cited as being largely responsible for higlsraf missed dental appointments by
beneficiaries, lack of adherence to oral healttrilesion, and failure of clients to follow-
up for needed preventive and treatment senfitlmproving coordination of care

20 Enhancing dental Medicaid outreach and care cpatidin: Issue Brief. American Dental Association.
2004. Available athttp://www.ada.org/prof/resources/topics/medicaggarts.asp
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recognizes that making care available is ofterenough to link high-risk and high-

needs children to the care they nékdn array of strategies and related activities are

being tested by states seeking to better coordozats engage client families in oral
health awareness and encourage families to useasgthat meet their children’s unique
needs” The strategies include:

» Enhancing consumer outreach during client application and enrollment periods t
provide information that explain dental benefitsl @vailable resources that may aid
people with language or cultural barriers to battrigate a complex health
bureaucracy.

* Providing beneficiaries with assistancdonating participating dentists that are
accepting new patients.

* Encouraging physicians, primary care and other trained health professgtwal
conduct oral assessments and routinely refer @mlty dental providers.

* Focusing specifically on ways teduce missed appointments through, for example,
patient counseling about dental office etiquette mrocedures, and by making
available toll-free numbers and staff to assignth in completing appointments.

» Using administrative case management programs in which trained care
coordinators help beneficiaries to find a denpsbyvide client outreach and
education, and arrange assistance such as transkatinsportation and other
community support services that better the chamaethe child will receive services,
and

» Emphasizing ways tonprove accessto carefor preschool children by, for
example, creating programs specific to young caiidand establishing better links
between programs for pregnant women and the osadthhef their children.

D. Effective Program Oversight

Development of effective, data-driven systems asohtely essential in defining
priorities, enhancing accountability and contindgusiproving performance in
Medicaid dental progranfs.The ability to track key processes (e.g., theafstental
services following periodic assessments and rdelbyaprimary care providers) are
indispensable for evaluating performance of pubtegrams and private contractors, and
also can help in assuring better health outcoriesceptually, development of effective
oversight systems is straightforward—policy makessd to know:
* The magnitude and scope of oral health problemshgrheneficiaries
* Where progress is being made and where persisteloiepns require innovative
approaches
* Whether public expenditures are being use effelgtieand
* What needs to be done to improve program performana, ultimately, the oral
health of program beneficiaries.

% Crall JJ,,Edelstein BL. Elements of effective astio improve oral health and access to dentalfcare
Connecticut’s children and families. Connecticualie Foundation and Children’s Fund of Connecticut.
2001. Available at:
http://www.cthealth.org/matriarch/MultiPiecePage2B8agelD=150&PageName=2001reports

2 Enhancing dental Medicaid outreach and care cpatidin: Issue Brief. Ibid

2 Crall JJ,,Edelstein BL. 2001. Ibid.
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Unfortunately, collection of some of the data thkdicaid agencies need for this
system—such as information about client healttustathas traditionally been within the
primary purview of the state health departmentciwhat least in part, often is
administered and operated independently of the d&édliagency. Since resources for
mounting periodic surveys of oral health statusrmfire very limited and general surveys
conducted by health agencies may not focus spaltyfion Medicaid beneficiaries, it is
usually necessary, if oral health outcome measuneoféVedicaid beneficiaries is to
occur, for Medicaid agencies and state health deysts to collaborate in resource
allocation and program planning.

Obtaining other data necessary for program ovetrssghell within the Medicaid

agency’s core set of responsibilities. In someestaneasurement of performance of the
dental program historically has been based onglesmdimentary measure—the number
of enrolled children receiving a dental servicaifiscal year. This measure—captured
in the federally mandated Form-416 Repbsis a crude indicator of whether enrolled
children had any contact with the dental care @gjiwystem. In 1998, the measure was
enhanced somewhat to include data on the numbesrofiled children who not only
received any annual dental services, but also @setlwvho received a preventive service
and any treatment for disease or dental abnormalitizile an improvement over the

prior measure, the enhanced indicators fall fartsbigproviding information as to
whether children’s needs are being adequately metigh existing programs. Itis
perhaps surprising, then, that an Expert PandleoNational Committee on Quality
Assurance (NCQA) recommended, in 2001, an expawnelesion of the Form-416
measures for immediate incorporation into the HEDtbiality reporting system (that
inclusion ultimately did not occuff. Although several new measures also were
proposed—and may be useful in Colorado’s Medicaidjam, the Panel’s work
highlights the reality that existing performanceaswres for pediatric oral health care are
extremely limitec’®

Despite shortcomings of Form-416 measures, stadgsuse them in tracking dental
utilization rates over time and observing variatiomates by preventive and treatment
service categories. These variability observatmarsbecome a starting point for
continuous quality improvement programs and othegiam oversight activities.
Additionally, increasing submission of electroniaims by providers and other
enhancements in administrative data sets have suathesets more reliable and powerful
for use in measuring variation. States can now diolvn into their data sets to observe
variability over a wide range of individual datarlents (e.g., by individual provider,
specific service, expenditures, geography, efthis ability suggests that post-utilization
review may become a more valuable tool in performeanonitoring, substantially
replacing prior authorization in many instances.

% Medicaid and EPSDT. Centers for Medicare and kidiServices. Available at:
http://www.cms.hhs.gov/medicaid/epsdt/defaultasp

% Currently, only one dental performance measuke:ahnual dental visit,” is included in the Medigai
(only) version of HEDIS© 2005. Available at:
http://www.ncga.org/Programs/HEDIS/HEDIS%202005%20htm

%6 Crall JJ, Szlyk ClI, Schneider DA. Pediatric orealh performance measures: current capabilitids an
future directions. J Pub Health Dentistry. 1999(53¢-41.

34



Despite challenges, to facilitate meaningful progessessment and quality
improvement, a concerted effort must be made teldpweliable data and reporting
systems.

[, Medicaid and SCHIP Dental Benefit Design

1. Medicaid/EPSDT Dental Benefits

As noted earlier, under the provisions of the EP®Biiefit, children must receive a
comprehensive array of dental services. Thesecgsrwnust be provided, as stated in
Section 1905(r)(3)(A) of the Social Security Adfi) ‘at intervals which meet reasonable
standards of dental practice, as determined b$the after consultation with recognized
dental organizations involved in child health camd (ii) at such other intervals,
indicated as medically necessary, to determinexistence of a suspected illness or
condition.” By and large, states attempt to abigéhe broad service requirements
inherent in the Medicaid standard of “medical nsitgsand offer a wide array of dental
services in the EPSDT benefit package. Under “oatdiecessity”’ requirements, states
may conclude that some dental conditions are ndicaky necessary since, for example,
they are cosmetic and may not be reimbursed uneeliddid (e.g., minor occlusal
discrepancies in the adult dentition), experimermainvestigational, or they are not
efficacious in relation to the “state-of-the-scieti¢e.g., use of silicate restorations).

In reality, however, most states also place “terapolimits” on dental conditions and
services that may serve to restrict utilizatiorspécific services, thereby avoiding state
expenditures for these services. As is quicklyaappt from any review of state
Medicaid dental provider manuals, most states rasaporated into their benefit
package many categories of limitations, includiiog.example, limits based on the
child’s age; type of tooth (permanent or deciduptm)th surface; frequency that a
service may be provided (daily, monthly, yearlyjlifatime); and dental materials and
devices that may or may not be used. Often,nbisclear if these limits were developed
after consultation with recognized dental orgamnizes, meet reasonable standards of
dental practice, or encroach on other Medicaid ibibbns, such being arbitrary applied
and failing to provide for individualized assessin&iservice need. The degree to which
states are in non-compliance with Medicaid’s mddiegessity provisions is unclear, but
a substantial number of disputes about statesir@atio provide required dental services
occurred and have been litigated.

Additional barriers to the delivery of medicallyaessary service may arise from over
use of prior authorization requirements—especiéliiye state’s response time to
provider requests is slow and burdensome for peygid An additional technique that
may curtail services (and perhaps the most insgjioacurs when states simply omit
from their dental fee schedules the reimbursableusinfor a coded dental service, while

%" Docket of Medicaid cases filed to improve dentaless. National Health Law Project. October 19,1200
Available at:
http://www.healthlaw.org/library.cfm?fa=download&aurcelD=63861&appView=folder&folderID=4316

6&print
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failing to advise providers that the service indeey be reimbursed if specifically
requested by the dentist.

Colorado’s Medical Assistance dental program redigsstantially on the use of prior
authorization for confirmation on medical neceséitypre than 150 pediatric dental
codes require prior authorization). To a lessg@reke Colorado Medical Assistance uses
other limit categories such as frequency limitg.(enly five crowns permitted in a single
dental office visit) or tooth limits (e.g., sealamnly for permanent molar®).

Under current Medicaid regulations, it should b&edppatient cost-sharing for children
under age 21 is not permitted.

2. SCHIP Dental Benefitsand L essons L ear ned

(a) SCHIP Dental Benefits

In contrast, under the Title XXI program, dentahégts are optional at the state’s
discretion (but, if the state elects to providetdehenefits, preventive services may not
incur patient cost-sharing}.Despite this purely optional status, only twoesafTexas

and Delaware, do not currently include an SCHIRaldyenefit (although it is likely that
Texas will reinstate its SCHIP dental benefit i988). As is the case with their overall
programs, states have SCHIP dental programs tipaneikMedicaid eligibility, have
elected to create separate, non-Medicaid prograh$riave combined an expansion of
Medicaid with a separate SCHIP program for eligidiédren of higher income families.
While some states have also developed SCHIP premssistance programs, these rarely
have included dental benefits.

Except if the case where the state elects to as®GHIP funding to expand Medicaid
eligibility, the Medicaid definition of medical nessity does not apply to SCHIP. As a
result, the dental benefits that states have aactetl vary widely.

(b) Lessons Learned from SCHIP

Near-poor children are 2.6 times more likely taubpésured for dental care than for
medical caré® The broad range of SCHIP dental programs now ératjpn across the
nation offer multiple opportunities to assess hafifecent program constructs might
address dental coverage issues and shed light omamiems that enhance access for this

%8 Colorado Title XIX Medical Assistance Bulletin. Bral Program Updates and Revisions. December
2004.

29 Sec.42 CFR 457.520 Cost sharing for well-babywaelitchild care. Code of Federal Regulations. Oct
1, 2001. Available &tttp://frivebgate.access.gpo.gov/cgi-bin/get-
cfr.cqi?TITLE=42&PART=457&SECTION=520& YEAR=2001&TYP=TEXT

39 Request for proposals. Children’s Health Insuraagram, Dental Insurance Services. May 16, 2005.
Available at:http://www.hhsc.state.tx.us/Contract/52905138/rfpmk.html

1 vargas, CM, Isman RE, Crall JJ. Comparison officei’s medical and dental insurance coverage by
sociodemographic characteristics, United State3519. Pub Health Dent. 2002 Winter;62(1):38-44
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population. Although relatively few studies of tidrcare components of SCHIP have
been published, most conclude that access to dear@ahas improved. In Pennsylvania,
after 12 months of SCHIP enrollment, the proportdchildren with a regular source of
dental care increased 41%, while the proportionlibd a preventive dental visit
increased 50%. Unmet need and delayed dentafelafieom 43% to 1092 After one
year of SCHIP enrollment in lowa, parents of beciafies reported that access to and
utilization of dental services improved for all ag#udied, but 1 in 6 adolescents still had
unmet need or delayed dental c&8imilarly, an assessment of SCHIP’s affect on
access to care in five states (California, ConnattiMaryland, Missouri and Utah)
found that access to dental (and mental health)cesr for adolescents were seriously
affected by limited provider participatidf.

In a survey of parents of New York State enrolleesducted pre- and one year post-
enrollment in SCHIP, a 13% reduction in unmet nfeedlental care was reportétA
study of Colorado’s SCHIP produced surprising fimydi: after one year enrollment,
families reported a decrease in unmet dental neledpjte the fact that Colorado had no
SCHIP dental benefit during the period studiede Tdport speculates that, as a result of
coverage of other health needs by the SCHIP progdiamnilies had more of their own
financial assets available for purchasing dentes a

While each of these reports provides reason famign, few lessons have been
provided for Medicaid dental program operationfasrunderstanding the mechanisms
behind the successful outcome. Three reports, henvbave begun to address this need.
A 2001 report by the Urban Institdfesuggests, for example, that improvements in dental
utilization and provider participation may be oagouy in separate SCHIP programs that
pay dental providers at market rates, as compardtetlicaid. Although states tend to
use general managed care in their SCHIP programgteater degree than is typical in
Medicaid, subcontracting results most children irecg care from a dental benefits
provider. Whether services were offered througie@eral managed care or a dental
plan, it was reported that individual dentists weaél on a fee for-service basis. Plans
were also taking steps to avoid the administraiseiers that undermine support for
Medicaid from the provider community. Lastly, tleport concludes that widespread
improvement in oral health of low-income childrerlwccur only if the improvements
seen in some separate SCHIP programs also ocMedicaid.

¥ Lave JR, Keane CR, Lin CJ, Ricci EM. The impdaiental benefits on the utilization of dental sees
by low income children in western Pennsylvaniadi&eDent. 2002 May-Jun;(24(3):234-40.

%3 McBroome K, Damiano PC, Willard JC. Impact of lo®&SCHIP program on access to dental care for
adolescents.

3 Fox HB McManus MA, Limb SJ. J. Adolesc Health. 3Q1in;32(6 Suppl);40-52.

% szilagyi PG, et al. Improved access and qualityasé after enrollment in the New York State Cleitds
Health Insurance Program (SCHIP). Pediatrics. 208%;113(5)e365-404.

% Kempe A, et al. Changes in access, utilization, uality of care after enrollment into a statécch
health insurance plan. Pediatrics 2005;115;364-71.

37 Almeida R, Hill I, Kenney G. Does SCHIP spell leettlental care access for children? An early ldok a
new initiative. Occasional paper number 50. Thiedd Institute. Jul 2001. Available at:
http://www.urban.org/urlprint.cfm?ID=7375
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A second study looked at the separate SCHIP prograddorth Carolina (that is
administered by a single commercial contractor)fandd that the percentage of
children with a visit to the dentist increased frdB8% to 65% one year after enrollment
in the program, with many parents reporting thatgte dentists were serving as the
children’s usual source of care. In contrast, @Yo of state dentists see more than 40
or more Medicaid children. The report concludes 8@HIP dental models that resemble
private insurance and reimburse dentists at maaies$ hold the potential to address
problems associated with dental access for lowrmeeohildrert® Lastly, investigators
studied a Medicaid and Medicaid-expansion SCHIRalgmogram in Indiana. They
conclude that a dental fee increase in 1998 to 16D8te 75" percentile of commercial
fees (along with administrative changes that inetlidontracting the program to a single
dental benefits provider) resulted in an increastaé number of dentists seeing a
Medicaid child and an increase in the percentagdhitdren receiving any dental visit
from 18% to 32%. The study also notes that thexe melatively little difference in
utilization rates among children in the traditiodMedicaid program and more affluent
children enrolled in the Medicaid SCHIP expansi@entists did not appear to be
preferentially allowing children enrolled in the Meaid expansion SCHIP into their
practices at the expense of lower income Medicatipts®”

3 Mofidi M, Slifkin R, Freeman V, Silberman P. Thepact of a state children’s health insurance progr
on access to dental care. JADA 2002 Jun:133;707-14.
%9 Hughes RJ et al. Ibid.
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Appendix C. AAPD Model Dental Benefits Statement

American Academy of Pediatric Dentistry
Dental Care Committee

Scope of Dental and Oral Health Care Benefits for Infants, Children, Adolescents,
and Young Adults Through Age 21 Years

ABSTRACT: The optimal oral health of children can best be achieved by providing
access to comprehensive dental and oral health care benefits. These services should
be delivered by appropriately trained pediatric care providers, including primary
dental care providers and specialists. This policy statement by the American
Academy of Pediatric Dentistry is intended to complement similar policy statements
concerning general pediatric health which have been issued by the American
Academy of Pediatrics and provide supplementary information for dental and oral
health care.

All infants, children, adolescents, and young adult patients through age 21 must have
access to comprehensive dental and oral health care benefits that will contribute to their
optimal health and well-being. The following services should be included in the health
benefit plans offered by all private and public insurers. These services should be
delivered by appropriately trained pediatric care providers, including primary dental care
providers and specialists. These services should be delivered in a variety of appropriate
settings, and coordinated through the child’s primary dental care provider. The care also
should be delivered and the benefits administered in an efficient manner that does not
compromise the quality of care. Services and benefits should include but are not
limited to all of the following:

Benefits and Coverage

a. Basic obligation — For enrollees under age 21, the dental and oral health
services described in this section in accordance with professionally accepted standards of
dental and oral health practice and applicable standards set forth in the American
Academy of Pediatric Dentistry Reference Manual'; Guide to Clinical Preventive
Services?; Workshop on Guidelines for Sealant Use: Recommendations®; and Bright
Futures in Practice: Oral Health.”

b. Preventive services:
(1) Education for the enrollee and, for younger children, the enrollee's family or

caregiver on measures to promote the enrollee’s dental and oral health and prevent
dental and oral disease which shall be furnished by primary care practitioners as

! American Academy of Pediatric Dentistry Reference Manual, Chicago, IL: American Academy of
Pediatric Dentistry.
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part of initial and periodic well-child assessments and by dentists and other
dental professionals as part of dental and oral health examinations;

(2) In the case of enrollees from birth until age three, oral screening by primary
care practitioners which shall be furnished as part of initial and periodic well-
child assessments, and dentists as part of initial and periodic examinations of the
teeth and oral cavity and other dental and oral health services;

(3) Initial and periodic examinations of the teeth and oral cavity by dentists which
shall include a medical and dental history to determine the presence of oral and
dental health risk factors; and which shall be furnished in accordance with the
dental periodicity schedule in the American Academy of Pediatric Dentistry
Reference Manual® or when an oral screening indicates a risk of caries or other
dental or oral disease;

(4) Fluoride therapies which shall include the following:

(A) Application of topical fluoride which shall be furnished at least
annually and more frequently when medically indicated in the opinion of
the enrollee's treating dental professional; and

(B) In the case of enrollees ages six months to sixteen years residing in
an area with an inadequately fluoridated water supply, dietary fluoride
supplements prescribed by a primary care practitioner or dentist in
accordance with current policy recommendations of the American Dental
Association, 2 and the American Academy of Pediatrics (AAP).;?

(5) In the case of children at risk for caries in pits and fissures of the teeth because
of tooth morphology or other risk factors identified by an assessment, application
of dental sealants;

(6) Dental prophylactic services which shall be furnished at least annually and
more frequently when medically indicated in the opinion of the enrollee's treating
dental professional;

(7) Space maintainers.

c. Diagnostic, treatment and restorative services to relieve pain, resolve infection,
restore teeth and maintain dental function and oral health, which shall be furnished in
accordance with accepted standards of practice by dentists and other dental professionals
acting within the scope of state law:

2 U.S. Preventive Services Task Force Guide to Clinical Preventive Services, 2nd ed., International
Medical Publishing, 1996. New Fluoride Guidelines Proposed. J Am Dent Assoc 1994: 125:366.
® Workshop on Guidelines for Sealant Use: Recommendations. J Pub Health Dent 1995; 55:263-273..
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(1) Radiographs in accordance with recommendations of the U.S. Food and Drug
Administration* and the American Dental Association;”

(2) Other diagnostic procedures as are medically indicated in the opinion of the
treating dental professional;

(3) Restorative services (fillings and pre-formed crowns) including restoration for
permanent teeth and for primary teeth not nearing exfoliation;

(4) Orthodontic services which shall include services for enrollees diagnosed with
severe malocclusion, and for enrollees following repair of cleft palate; and for
enrollees with other congenital or developmental defects or injury resulting in
mal-alignment or severe malocclusion of teeth;

(5) Endodontic services including root canal therapy and/or apicoectomy and
apexification;

(6) Dental and oral surgery which shall include anesthesia and adjunctive services
and which shall be furnished on an inpatient basis when medically necessary;

(7) Periodontic services;
(8) Prosthodontic services;

(9) Drugs prescribed (A) for relief of pain associated with dental or oral disease,
condition or injury and (B) in conjunction with services described in this
subsection;

(10) Medically necessary adjunctive services that directly support the delivery of
dental procedures which, in the judgment of the dentist, are necessary for the
provision of optimal quality therapeutic and preventive oral care to patients
with medical, physical or behavioral conditions. These services include but
are not limited to sedation, general anesthesia, and utilization of outpatient or
inpatient surgical facilities.

% Casamassimo P. 1996. Bright Futures in Practice: Oral Health. Arlington, VA: National Center for
Education in Maternal and Child Health.

The Selection of Patients for X-Ray Examination: Dental Radiographic Examinations. Rockville, Md.:
Food and Drug Administration, 1998; HHS Publication Number 88-8273.

> Council on Dental Materials, Instruments and Equipment. Recommendations in Radiographic Practices:
An Update, 1988. J Amer Dent Assoc 1989 118:115-117.
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i ADA

Association

Washington Office
Suite 1200

1111 14th Street, NW
Washington, D.C. 20005
(202) 898-2400

Fax (202) 898-2437

9/10/03

Leo Canty, Chair Board of Directors
Patricia Baker, President
Connecticut Health Foundation
270 Farmington Avenue, Suite 357
Farmington, Connecticut 06032

Dear Mr. Canty and Ms. Baker:

On behalf of the American Dental Association, | congratulate the Connecticut Health Foundation for recognizing
the important role that private contracting between private sector dentists and Community Health Centers can
play in ensuring that CHC patients are provided with cost-effective, high quality oral health care services. ADA
policy supports increased private contracting and the Handbook developed by the Children’s Dental Health
Project for the Connecticut Health Foundation is an important step in furthering this policy.

The ADA welcomes the introduction of the Handbook. It will be a valuable tool for both dentists and Community
Health Centers to understand how to encourage contracts between private dentists and health centers.

The ADA is mindful of the numerous, state-specific issues which must be addressed in these contracts and that
dentists and health centers need to carefully review with their attorneys both their individual needs and state law
requirements. Nevertheless, the Handbook highlights some key issues, which will need to be addressed in order to
improve access to dental care through increased private contracting between Community Health Centers and
private sector dentists.

Again, congratulations and thanks for your efforts.

Sincerely,
J. dbwrl %M )

T. Howard Jones, DMD
President

cc: Dr. Burton Edelstein, founding director, Children’s Dental Health Project



National Association of
Community Health Centers, Inc.

Mr. Leo Canty, Chair, Board of Directors
Ms. Patricia Baker, President
Connecticut Health Foundation

270 Farmington Avenue, Suite 357

Farmington, CT 06032

September 2003

Dear Leo and Patricia,

On behalf of health centers all across the country and the 12 million Americans who rely on them for health
care, | am pleased to offer our strong support for “Increasing Access to Dental Care Through Public/Private
Partnerships: Contracting Between Private Dentists and Federally Qualified Health Centers,” a handbook
developed for the Connecticut Health Foundation by the Children’s Dental Project. We very much appreciate
the efforts of the Children’s Dental Health Project to involve NACHC and our legal counsel in the development
of the Handbook. We hope that the use of this publication will contribute to expanded access to dental health
care services for poor, uninsured and underserved individuals across the country.

This publication, including the model contract, reflects the extensive review and input by our staff and legal
counsel; in our view, it thoroughly and accurately conforms to current statutory and regulatory requirements
for federally-supported health centers. NACHC believes that the establishment of contractual arrangements for
oral health care services represents a viable option for many health centers that wish to establish or expand
their oral health service capacity. As such, we believe the Handbook is and will be an indispensable aid to
health centers interested in that option and we strongly support its being made available to every health center
across the country.

Once again, thank you for the opportunity to work with your foundation and the Children’s Dental Health
Project on this important project.

Sincerely,

Daniel R. Hawkins, Jr.

Vice-President for Federal, State, and Public Affairs

cc: Burton L. Edelstein, D.D.S., M.P.H.. Anne De Biasi, MHA, Children’s Dental Health Project



PARTNERSHIPS

The Connecticut Health Foundation (CHF) vigorously

supports the goal of improving equity in access to dental
care. As part of a multi-stage strategy to improve access,
the Foundation commissioned the Children’s Dental Health

Project (CDHP) to investigate strategies to

Intro dUCthH improve access to dental services for underserved

populations. One such strategy of wide interest
and potential application involves establishing contractual
arrangements between Federally Qualified Health Centers
(FQHCs) and “FQHC Look Alikes” (both herein referenced
as “FQHCs” or “health centers”)' and private-practice dentists
(“dentists”)* for the purpose of providing dental services to
health center patients, either in the dentists” private offices or

in designated areas within health center facilities.



PARTNERSHIPS

...answer the
needs of those in
their community
who have the
most need and
least access

to care.

There are many advantages to both the dentist and health center
when they contract to provide care to FQHC patients. Dentists
can provide services to Medicaid patients without necessarily
registering as Medicaid providers’; are relieved of most responsi-
bility to bill FQHC patients or their insurers*; can predetermine
blocks of time, numbers of patients, or numbers of visits they
wish to provide for care of the underserved; and can answer the
needs of those in their community who have the most need and
least access to care. For health centers, contracting allows them
to meet their requirement that they provide dental services to
their patients, reduce their need for expensive capitalization of
dental facilities and equipment, reduce their direct staff costs,
expand the number of available dental providers, reduce the
length of waiting times for patients to receive services and may

help make dental service costs more predictable.

Most FQHCs have experience entering contractual agreements
with private providers to increase their capacity to provide specif-
ic medical services to health center patients. For example, some
contract with obstetricians to increase their capacity for prenatal
care. To date, however, this approach has not been widely

explored in the area of dental services.

Contracting for dental services in a comparable way is an
approach that is not only permitted by federal regulators, but
also endorsed and promoted in concept by national organizations
such as the American Dental Association (ADA) and the National
Association of Community Health Centers (NACHC) that repre-

sent the interests of dentists and health centers.

As FQHCs are subject to a myriad of federal laws, regulations,
and policies, the primary sources of information in this
Handbook are the rules, regulations, and policies of the U.S.
Department of Health and Human Services (DHIS) and, in
particular, the Bureau of Primary Health Care (BPHC), located
within the Health Resources and Services Administration
(HRSA)”. BPHC is the agency responsible for administering the



FQHC program and the “Section 3307 grant funds that support
them. Officials from HRSA and from the Centers for Medicare
and Medicaid Services (CMS)° provided invaluable assistance to
this project regarding federal requirements on health centers.
Every effort was made to create a Handbook that balances the

interests of both dentists and health centers.

Currently, there exists little, and sometimes seemingly
contradictory, regulation and guidance on how FQHCs can
contract with private providers. As a result, there is controversy
and inconsistency among regional federal offices about this
practice. In the absence of comprehensive official policy, this
document reflects the best available information and answers
many essential implementation questions. This Handbook
explains the contracting opportunities available and the process
to engage in these opportunities. It also provides dentists and
health center administrators with a step-by-step decision chart
for establishing and implementing contractual arrangements that
meet current federal rules and policy. A companion document, a
model “Dental Services Agreement” between private dentists and

health centers, is intended to facilitate this process further.

This Handbook and the model contract reflect information
gained from federal authorities, the ADA’s Council on
Governmental Affairs staff, and dentists and health centers

that support this practice. We acknowledge legal contributions,
guidance, and review from the Connecticut Appleseed Center for
Law and Justice, Inc., and NACHC’s attorneys, the firm of
Feldesman Tucker Leifer Fidell LLP in Washington, D.C.

These documents are intended as guidance, based on federal
law and policy, for those dentists and centers desiring to pursue
the opportunities described herein. Prior to entering into any
contractual arrangements, both parties should consult with legal
counsel to determine the nature of the relationship best suited to
them and review all legal documents for compliance with all

current federal, state, and local laws and regulations.

PARTNERSHIPS

...a Handbook
that balances the
interests of both
dentists and

health centers.
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Geltting Started

EACH HEALTH CENTER IS

REQUIRED TO ESTABLISH

A FEE SCHEDULE FOR

ITS SERVICES THAT IS

CONSISTENT WITH LOCALLY

PREVAILING RATES.

1. REQUIREMENTS TO PROVIDE DENTAL SERVICES
AND AUTHORITY TO CONTRACT

All FQHCs are required by the Section 330 grant program to provide “primary health
services,” which are defined in the statute to include “preventive dental services” [42 U.S.C.
§254b(a)(1) and §254 (b)(1)(A)(i)(I11)(hh)]. “Preventive dental services” are further defined
by regulation [42 C.F.R. §51¢.102(h)(6)] to include “services provided by a licensed dentist
or other qualified personnel, including:

e oral hygiene instruction;

e oral prophylaxis, as necessary;

« topical application of fluorides, and the prescription of fluorides for systemic use when not
available in the community water supply.”

Further, FQHCs can obtain federal approval to provide “supplemental health services” which
can include “dental services other than those provided as primary health services” [42
C.F.R. §51¢.102(j)(6)]. Centers may be required to provide additional oral health services
pursuant to their participation in a federal oral health initiative or receipt of supplemental
grant funding to expand the range and type of dental services available (see Section 3
below).

Once a health center includes certain services as part of its Scope of Project (see Section 2
below), it is obligated to offer such care to all residents of its service area, including those
persons who are publicly or privately insured and those who are uninsured, regardless of
ability to pay or payor source.

Each health center is required to establish a fee schedule for its services that is consistent
with locally prevailing rates and reflects the health center’s reasonable costs of providing
services. Centers also must establish a schedule of discounts, based on patient income,
which are utilized for underinsured and uninsured patients when these patients incur
out-of-pocket costs.

An FQHC that does not have sufficient internal capacity to provide directly the required and,
as necessary, additional health care services included within its Scope of Project (including
preventive dental services) to all patients served by the health center, is expected to con-
tract with community providers to ensure sufficient service availability for its patients.
Under such circumstances,

» the FQHC operates as the licensed billing provider of services;
* all patients served by the contracted provider are the FQHC’s patients; and
» the FQHC assumes full financial risk for the services provided.

Further, the FQHC must ensure that all of its patients have access to the contracted
services, regardless of individuals’ ability to pay or their payor source. Each of these
elements is addressed below.



2. OBTAINING AUTHORITY TO PROVIDE DENTAL SERVICES:
SCOPE OF PROJECT

FQHCs define their Scope of Project in two ways. First, the FQHC defines its scope as part of
its original Section 330 grant application (or its initial application for supplemental expansion
funds), by designating whether it intends to provide certain services directly, through contract,
or by referral (for which the health center may or may not pay the referral provider). Second,
once a health center’s scope has been approved by BPHC, it can request a change in its scope
to either add or delete specified sites or services in accordance with BPHC Policy Information
Notice #2002-07, provided that the health center does not request any additional federal funds
to implement the change. This request can be submitted at any time, but must be submitted
separate from the health center’s continuation grant. If, however, additional federal funds are
needed to implement the change, a request for additional grant funds should be submitted as
part of a grant application to expand services (see Section 3 below).

The Scope of Project defines, among other things, the services for which the health center
can utilize its Section 330 grant funds and for which additional program benefits are available.
It also defines the services that must be offered to all health center patients, regardless of
whether such services are provided directly or by contract. Accordingly, if dental services are
not included in a health center’s existing Scope of Project, the center should request and
obtain a “change in scope” from BPHG prior to contracting for dental services if the health
center intends to use grant funds and access additional benefits in connection with the
provision of these services.

3. OBTAINING NEW FUNDING FROM HRSA FOR DENTAL SERVICES

PARTNERSHIPS

Geltting Started

SCOPE OF PROJECT

1. INITIAL APPLICATION FOR
SUPPLEMENTAL EXPANSION FUNDS

2. REQUEST CHANGE IN SCOPE

New FQHCs and those that are expanding their services or establishing new health center
sites can seek federal funding to support services through competitive applications to HRSA.
Receipt of such an award automatically defines or, in the case of expansion grants, revises,
that center’s Scope of Project to reflect the new funding. For example, a competitive grant
opportunity may provide supplemental funding to expand various services, including dental
care.
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FOUR WALLS TEST

1. MEDICAL RECORD

2. CENTER AS MEDICAL HOME

3. OBTAINS PRIMARY CARE SERVICES
4. MEET PATIENT’S NEEDS

4. DEFINING THE “PATIENT”

In the past, CMS utilized a stringent set of criteria to define a patient. It specified that the
FQHC patient have a “medical record” at the center, uses the center as a “medical home,” and
“obtains primary care services at the center that meet the patient’s needs” (the so-called “four
walls test”). In general, the central office of CMS has now adopted a less stringent HRSA def-
inition. It now defines a health center patient as someone who uses the services of the health
center as his or her principal source of primary health care. A patient typically resides in the
center’s service area and is able to “reasonably” access primary and preventive care services
at the center.

In addition to being regulated by federal authorities, health centers are regulated by various
state agencies. For example, health centers must negotiate with state Medicaid agencies to
determine payment rates for Medicaid-enrolled patients. As regulators, states also have
authority to define the term “patient” for purposes of determining whether contracted services
qualify as “FQHC services.” It is therefore advisable that health centers check with their
respective state Medicaid agencies prior to entering into contracting arrangements for services.

5. SOURCES OF FUNDING FOR DENTAL CARE

Health centers may receive direct payment for dental services from public and private

dental insurance, as well as full and sliding-fee scale payments directly from patients.
HRSA-supported FQHCs also may use a portion of their Section 330 funds to subsidize the
otherwise uncompensated costs of providing services to underinsured or uninsured patients.
In addition, centers may receive supplementary funding, for example from state government,
local government, foundations, and other philanthropies.

In particular, many health center patients are beneficiaries of the Medicaid program, which
covers certain dental services. Dental coverage in Medicaid is currently comprehensive for
children through age 21 years under the Early and Periodic Screening Diagnostic and
Treatment (EPSDT) benefit. State Medicaid programs vary widely, however, in the range of
dental services they cover, if any, for adults. As of mid-2003, only 12 states were providing
reasonably comprehensive dental services to adults in Medicaid, and further cutbacks were
under consideration in many states. As a result, many low-income adults who seek care in
FQHCs have neither public insurance nor personal resources to pay for dental care.

States also insure children and, in some cases, some adults, through the State Children’s
Health Insurance Program (SCHIP). As of mid-2003, all states except Delaware and Texas
offer some dental coverage through SCHIP but additional states are considering dropping
dental benefits in this program.
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6. RATE SETTING FOR THE PURCHASE OF CONTRACTED SERVICES

Rate setting for the purchase of services provided by contracted providers is perhaps the most
complex and indeterminate component of the contracting process. In general, HRSA permits
health centers to contract for services based on any payment rate or payment mechanism that
is reasonable, in accordance with the federal cost principles contained in Office of Management
and Budget Notice A-122. For example, health centers can contract with dentists to provide
services either in the dentists’ private offices or in the health center facility. For such care,
payments to the dentist may be on a dollar amount per-service, per-patient, per-visit, per-
block of time, or any other basis agreeable to the parties.

For purposes of federal anti-kickback law, the payment amount should reflect an “arm’s
length,” negotiated fair market dollar value for services provided under the contract.

The payment provided by the health center to the contracted dentist should not be equivalent
to the “enhanced reimbursement rate” that the FQHC receives from the state’s Medicaid
program. Similarly, it should not be the same as the payment rate that the FQHC receives

from other payors, or equivalent to a specified portion of its Section 330 grant funds. That is,
the health center is not permitted to “pass-through” its Medicaid or Medicare reimbursement
or a specified portion of its Section 330 grant funds to another provider. Therefore, the health
center’s Medicaid reimbursement rate cannot directly determine the rate payable to contracting
dentists.

To establish their own internal Medicaid enhanced reimbursement rates, health centers provide
estimated cost data to their state Medicaid authorities. Medicaid agencies use these estimates
to calculate an adjusted visit rate by employing formulas that vary somewhat by state and
within states over time. State Medicaid agencies have considerable discretion to determine
reasonable costs and are granted much flexibility in their negotiations with FQHCs by federal
oversight agencies. It is therefore advisable for the health center to partner early with its state
Medicaid agency to ensure that the agency accepts the service being added and the payment
structure that is sought.

The rate setting process between the dentist and the health center may be scrutinized by a
Medicaid agency for the reasonableness of the proposed costs, and the agency may limit
its payment to the health center accordingly. While the Medicaid agency will not disallow a
properly structured contractual arrangement between the health center and a dentist, it may
disallow certain costs associated with the arrangement, thereby reducing the amount of
reimbursement made available to the health center.
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7. SATELLITES VERSUS “OFF-SITE” SERVICE LOCATIONS AND
APPLICABLE POLICIES AND PROCEDURES

When private dentists contract with FQHCs to provide services to health center patients within
their own dental offices, their offices may be considered by HRSA to be either satellites of the
center or off-site locations for contracted services.

It may be preferable to characterize the dental office as an off-site location for services,
rather than a satellite location, under terms of the contract. If a dental office is established as
a satellite of the health center, rather than simply as an off-site service location, it would need
to comply with a range of facility requirements that may be incumbent on health centers, for
example, by the Joint Commission on the Accreditation of Healthcare Organizations and
others. While most dental offices already offer handicapped access and prohibit smoking on
premises, additional facility requirements that may pertain to health centers (e.g., width of
hallways) may be onerous or inappropriate for private offices.

Both dentists and health centers are required to provide all services in accordance with
applicable federal, state, and local laws, regulations, and policies and generally accepted
principles of professional conduct.

Patient protections that are typically afforded by dentists to all patients served in their offices
extend to health center patients. Similarly protections afforded by health centers to patients
seen in their sites extend to health center patients served at the private dental offices as well.
These protections include, by example, non-discrimination policies and practices, proper
sterilization techniques, appropriate radiation safety procedures, and other quality-assurance
standards. Since the contracting private dentist acts as “agent” for the health center, the
dentist is required to provide services to health center patients in a manner that is consistent
with applicable health center policies and procedures. Both parties should carefully review
their established policies and procedures including, but not limited to clinical protocols and
guidelines, quality assurance standards and practices, standards of conduct, and productivity
standards to ensure or establish common expectations.

Patient grievance procedures vary somewhat between private dentistry and FQHC practice.
Private dentists typically address patient grievances directly and seek to satisfy patients’ con-
cerns within their offices. A patient who remains unsatisfied may seek additional satisfaction,
adjudication, or remedy from the state’s dental licensing board, local dental society’s grievance
committee, or through the courts. In contrast, FQHCs are required to establish formal patient
grievance procedures. FQHC patients served by private dentists may access these procedures
to address any grievance they may have. Dentists should become familiar with pertinent
health center policies and procedures before contracting with health centers.

Health centers are required to ensure that their in-house and contracted health care providers
meet professional requirements including appropriate state licensure, certifications and regis-
trations (e.g., a particular states’ requirement for radiation training, child abuse identification,
specialty licensure, etc.), are appropriately credentialed, and maintain appropriate insurance
coverage. Contracting dentists will need to provide health centers with required credentialing
information, including evidence of professional insurance coverage, so that the health center
can, in turn, meet its regulatory obligations.

12



8. PAYMENT MECHANISMS AND SCOPE OF CONTRACTED SERVICES

PARTNERSHIPS

When contracting to provide services to health center patients, dentists and health centers

may elect to contract based on the: Policies and

Procedures

« specific services provided to the FQHC patient using a negotiated fee schedule;
e number of patients to be seen;

e number of visits available to FQHC patients;

e number of sessions (hours or days) to be committed to FQHC patients; or

e any other mutually agreeable basis.

In all cases, the dentist and the health center negotiate payment rates for an agreed-upon
range of services. Services are provided to individual health center patients without regard to
the patient’s ability to pay or payor source. Therefore, a dentist who is not registered or
enrolled as a Medicaid provider with the applicable state Medicaid agency or its managed care
contractor can see the health center’s Medicaid patients without becoming obligated to see all
patients enrolled in Medicaid (see Section 8 below).

When contracting by service, patient, visit, or session, the dentist and the health center
negotiate a fixed payment for each such contracting unit. For example, contracting “by CONTRACTING OPTIONS
patient” obligates the dentist to provide a specified range of services for a specific number of
patients over a designated period of time for a fixed charge per patient. Contracting “by visit”
establishes a fixed payment rate for a visit regardless of the services provided or length of
visit. Contracting “by session” obligates the parties to a specified number of clinical PATIENTS SERVICES
sessions which may be defined, for example, as a specified half-day each week or each
month with “half-day” defined by agreed-upon hours.

Regardless of approach, both the dentist and health center should seek to determine antici-
pated costs and income when deciding on a payment methodology in order to limit financial SESSIONS VISITS
risk to both parties. Ideally, the FQHC will limit its financial risk while still assuring the dentist
a predictable income for care of FQHC patients.

Specific services to be provided by the contracted dentist also are negotiable by the parties.
As the FQHC “agent,” the dentist is not obligated to provide dental services that are not
included in the agreement. Centers vary widely in the range of dental services they provide.
This variation reflects differences in their Scopes of Project, population needs, participation in
a supplemental expansion grant or oral health initiative to expand oral health services, and
whether they elect to use discretionary and fungible resources for dental care (e.g., founda-
tion or local government support).

Regardless of the range of services negotiated between the dentist and the health center,
FQHCs are required to ensure all services defined by their scope to all patients of the health
center, regardless of individual patients’ ability to pay and, therefore, the health center’s ability
to recoup costs of contracted care. Health centers may elect to provide services beyond those
required by law or included in their scope. For example, centers that have not expanded their
scope to include restorative dental services, may nonetheless elect to provide these services.

It is important to note again that dentists who contract with FQHCs do not do so under the
Medicaid program, even though they may provide services to individuals who are enrolled in
Medicaid. Rather, dentists are contracting to provide services on behalf of the FQHC under the
terms and conditions of their joint contract. Therefore, Medicaid program dental benefits do
not govern the range of services that a dentist and FQHC may agree to provide for an FQHC
patient, nor do they determine the payment arrangement between the dentist and health center.
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9. BILLING PATIENTS, MEDICAID, AND OTHER THIRD PARTIES

When dentists contract to health centers to care for FQHC patients, they are freed of any
obligation to bill insurers, Medicaid, or patients (beyond collection of payments or co-
payments routinely due at the time of service); and they need only provide information on

all of their FQHC patient services to the health center. Under this arrangement, health centers
are responsible for all billing, collection, and payment functions.

For purposes of billing Medicaid, FQHCs typically obtain and maintain Medicaid provider
numbers for each of their service departments or for the health center entity as a whole,
rather than for each of their in-house and privately contracted providers. In this way, turnovers
or expansions in professional personnel do not require FQHCs to re-credential each new
provider for purposes of Medicaid, although each new provider will need to be initially
credentialed under the health center’s professional credentialing policies.

Dentists may elect to become or remain Medicaid providers independent of their contracting
arrangement with a health center. Dentists who are Medicaid providers outside of their
contracts with FQHCs should not provide their individual or corporate Medicaid identifier
number(s) to the FQHC as this number should not be used by the FQHC for billing Medicaid.
When providing services to FQHC-contracted patients, the dentist will simply bill the health
center based on the agreed-upon payment methodology. When caring for Medicaid-enrolled
patients who access their offices directly (i.e., not through the health center), the dentist will
bill Medicaid, or its billing agent, directly.

10. RISKS

For dentists, contracting with an FQHC does not entail financial risk beyond the possibilities
of FQHC insolvency or of incurring higher than anticipated costs in providing services.
However, depending on the payment methodology chosen by the parties, health centers may
bear significant financial risk if they are unable to recoup adequate funding from their various
payors to cover the contracted costs. It is therefore essential that dentists and centers carefully
project the numbers of services, patients, visits, or sessions to be provided and monitor
experience carefully. For example, the dentist and the health center may elect to institute a
utilization and cost review during the initial contracting term to evaluate the accuracy of their
initial projections.

Non-financial risks may arise in relation to failure of either party to meet requirements of the
contract or function effectively together, or due to patient dissatisfaction with the services
provided. Therefore contracts should include suitable “hold harmless” and termination clauses
that can be triggered by either party. Again, it is essential that contract documents well protect
the interests and needs of both dentists and FQHCs.
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11. ACCOUNTABILITY

Good practice requires that both parties remain accountable to each other and address each
other’s needs in an ongoing way. Accordingly, good communication between the parties is
essential to ensure satisfaction and program accountability. Additionally, federal regulation and
policy mandate that FQHCs be accountable for oversight of all contracted services provided
to health center patients. For example, it is important that dentists provide centers with
information regarding progress in meeting the contracted goal — whether that be a specified
number of patients, availability of care for specified sessions or visits, or numbers and types
of services provided. Further, because payments made by health centers to contracted
providers must be reasonable as they relate to services provided, it is important that dentists
provide a sufficient dollar-value of services to substantiate the contracted payment amount.
To ensure this, the dentist and the health center can negotiate a fee-for-service equivalent
charge when contracting on a per-patient, per-visit, or per-session basis or the dentist can
report the value of services provided in terms of customary charges.

Monitoring and oversight duties required of health centers extend to assurances regarding the
dentist’s professional qualifications. At the outset of contracting, the dentist needs to provide
the health center with information validating that he or she has the professional qualifications
and authority to provide care. While these requirements will vary somewhat, they typically
include evidence needed to support credentialing, assurance that the dentist has not been
disqualified as a provider under federal health care programs, such as the Medicaid program
or SCHIP, and evidence of sufficient liability insurance.

Both the dentist and health center should reserve the right to determine whether the other
party continues to meet all contractual requirements and is performing satisfactorily and, if
not, to terminate the contractual arrangement, subject to obligations to complete patient care.

Under typical contracting arrangements, the health center guarantees the dentist timely
payment and the dentist agrees to provide health centers with necessary service delivery

and financial reports reflecting his or her care of health center patients. Health centers may
need to access records maintained by the dentist that pertain to services provided to health
center patients in order to meet their performance, quality assurance, and general monitoring
and oversight requirements. Since the contract is expected to be typically paid with federal
funds, the dentist also may be asked by appropriate governmental funding agencies to provide
access to pertinent records.
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PARTNERSHIPS

Roles, Responsibilities
and Resources

12. ROLES FOR FEDERAL AND STATE AGENCIES

HRSA (www.hrsa.gov): HRSA is the federal public health and “access agency” that, through
its Bureau of Primary Health Care, has primary responsibility for awarding and administering
Section 330 grant funds, and the health center program. HRSA maintains ten Field Offices
that support its various programs in the states including providing assistance to health
centers and monitoring their compliance with federal requirements.

CMS (www.cms.gov): CMS administers publicly financed health insurance programs
including the federal Medicaid and Medicare programs and the State Children’s Health
Insurance Program (SCHIP). It, too, currently maintains ten regional offices around the
country. These Regional Offices are co-located with the HRSA Field Offices and are
responsible for designating entities as FQHC "Look Alikes" upon recommendation of HRSA.

State Medicaid authorities: Because both Medicaid and SCHIP are federal/state partnership

programs, each state’s Medicaid authority interacts directly with FQHCs on Medicaid rate
setting and other programmatic compliance issues.

13. ALTERNATIVE DENTAL ARRANGEMENTS

Beyond contracting with independent dentists to provide care for health center patients either
in their private offices or in designated areas within the health center facility, FQHCs can hire
dentists as full- or part-time staff, or dentists can provide volunteer services within or outside
the health center facilities. As paid staff, dentists can be remunerated based on salary,
patients seen, sessions (time), and/or productivity. Although these arrangements are more
common than contracting with private dentists for patient care, these arrangements are
beyond the scope of this Handbook.

14. TECHNICAL ASSISTANCE

HRSA, CMS, ADA, NACHC, and CDHP are all familiar with issues typically involved in
contracting between dentists and health centers and all can provide technical assistance.
CDHP, which developed this Handbook, can be contacted at 202-833-8288, by email at
cdhp@cdhp.org, or on the web at www.cdhp.org.
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15. MODEL CONTRACT

A companion document, a model “Dental Services Agreement” between private dentists and
health centers, is appended for informational purposes. It also is available from the
Connecticut Health Foundation at www.cthealth.org and from the Children’s Dental Health
Project at www.cdhp.org. This contract, which was developed by the law firm of Jones Day
for the Connecticut Appleseed Center for Law and Justice, Inc., was commented on exten-
sively and revised based on input from the Washington, D.C., firm of Feldesman Tucker Leifer
Fidell LLP, general counsel for NACHC. This contract also was provided to the ADA for review
and comment.

The attached model contract is intended for dentists and FQHCs to use as a starting point in
drafting and negotiating a final agreement. It should not be used as the definitive document

without first consulting legal counsel because state-specific regulations and other considera-
tions may impact the proper structuring of an agreement. Where appropriate, the document
provides options for parties to select how they wish to work together.

16. DECISION CHART

As health centers and dentists develop relationships to better serve the oral health needs of
underserved individuals in their communities, many key decision need to be made. The
appended Decision Chart for Contracting between Private Dentists and Federally Qualified
Health Centers reviews these decisions step-by-step. The Chart is designed to help both
parties understand options as well as determine what steps need to be taken to develop an
effective, sustainable, and productive relationship.
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END NOTES

"FQHCs are health centers that have met federal requirements for
services, programs, and structure and, as a result, have been awarded
funding through Section 330 of the Public Health Service Act. These
grants support the provision of health care and related enabling
services to medically underserved and vulnerable populations residing
in their communities, regardless of the individual’s or family’s ability to
pay. FQHCs are also eligible for additional benefits, such as, enhanced
reimbursement under Medicaid and Medicare, professional malprac-
tice coverage under the Federal Tort Claims Act (FTCA), and discount
drug pricing under Section 340B of the Public Health Service Act.
FQHC “Look Alikes” are entities that do not receive federal grant funds
under Section 330, but comply with the same functional characteris-
tics, operate under the same regulatory requirements, and are eligible
for some, but not all, of the additional benefits available to grantee
health centers. Throughout this Handbook, the terms “FQHC” and
“health centers” denote both FQHC "Look Alike" entities and grantee
organizations.

2 The terms “dentist” and “contracted dentists” refer exclusively to
private dentists who provide dental services, on behalf of the health
center, to health center patients, either in the dentists' private offices
or in a dedicated space located within the health center facility.

* To contract with health centers, dentists must be eligible to participate
in federal health care programs, including Medicare and Medicaid and
cannot be debarred or suspended.

“ If the FQHC patient is seen in the dentist’s private office, the health
center and the dentist may negotiate terms under which the dentist
will collect at the time of service applicable co-pays, including sliding
fee payments, and remit those payments to the health center.

® The Health Resources and Services Administration (HRSA) is an
operating division of the U.S. Department of Health and Human
Services responsible for issues of access, particularly for underserved
populations.

® The Centers for Medicare and Medicaid Services (CMS) is the federal
agency responsible for administering the federal Medicaid, Medicare,
and State Child Health Insurance Programs and for designating, upon
recommendation of HRSA, certain health centers as FQHC “Look
Alike” entities.
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Model Contract

The following model dental services agreement between a private
practice dentist and a community health center was developed for the
Connecticut Health Foundation

M O del D ent al through the Connecticut

. Appleseed Center for Law and
S GI'VIC e S A g I'e ement Justice, Inc., a nonprofit public
interest law center, by Jones

Day Attorneys at Law of Washington, D.C. It was provided to the

American Dental Association and the National Association of

Community Health Centers (NACH). It was extensively reviewed

and modified by Attorney Marcie Zakheim of Feldesman Tucker

Leifer Fidell LLP, general counsel to the NACH.

The language provides guidance to dentists and health center executives
as they explore a contractual arrangement. In addition to model
language, a number of notations are provided to address specific

circumstances and/or options available to the contracting parties.

The model contract is intended for dentists and FQHCs to use as a
starting point in drafting and negotiating a final agreement. It should
not be used as the definitive document without first consulting legal
counsel because state-specific regulations and other considerations

may impact the proper structuring of a particular agreement.
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PARTNERSHIPS Model Contract

THIS DENTAL SERVICES AGREEMENT (this "Agreement") is entered into this day of , 200_, between
(the Community Health Center, or "CHC"), a nonstock corporation, and
a licensed Doctor of Dental Surgery, or Doctor of Medical Dentistry, or dental professional corporation ("Dentist").

I. PARTIES

“CHC” is an entity described in Section 501(c)(3) of the Internal Revenue Code (IRC) of 1986, as amended, and that (i) meets the definition of a
Community Health Center under [insert applicable State statute]; and (ii) meets the definition of a Federally-Qualified Health Center (‘FQHC") under
Section 1905(1)(2)(B) of the Social Security Act (42 U.S.C. §1396d(1)(2)(B)), and whose scope of services, as approved by the Bureau of Primary
Health Care (“BPHC”) within the United States Department of Health and Human Services (“DHHS”), includes the performance of primary preventive
dental services. (NOTE: If the health center is a public entity model, the reference to the IRC should be deleted.)

“Dentist” is an individual licensed to perform dentistry under [insert applicable State statute], meets the applicable provisions thereunder, and is not

the subject of any Medicaid/Medicare related actions, suspensions, exclusions or debarments that would disqualify him or her from providing servic-
es under this Agreement.

Il. PURPOSE

The purpose of this Agreement is to assist GHC in providing access to dental services to all patients of the CHC by entering into agreements with
various Dentists to provide dental services for the CHC at an arm’s length negotiated rate reflective of the fair market value for such services.
(NOTE: As these services could be provided either off-site or on-site, depending on the specific arrangement negotiated between the individual
CHC and the Dentist, insert either: at the Dentists’ practice location [specify] or at the following CHC site [specify].)

lll. PROVISION OF COVERED SERVICES

A. Participating Patients. A "Participating Patient" who is eligible to receive dental services under this Agreement is defined as any individual whose
primary health care needs are served by the CHC. (NOTE: To be included in the scope of project, the health center needs to offer these services to
all residents of the service area or members of the special population served under grant, e.g., homeless persons, as applicable.)

B Covered Services. Dentist agrees to provide the dental services described in Exhibit B (Covered Services), as required, to Participating Patients,
in accordance with the attached Payment Schedule (Exhibit A). CHC is responsible for contacting Dentist to make initial appointments for
Participating Patients. Notwithstanding, CHC is under no obligation to utilize Dentist to provide dental services to any or all Participating Patients
who require such services, in accordance with Section V of this Agreement.

C. Description of Services. Consistent with Section XI.C of this Agreement, Dentist agrees to establish and maintain dental records that will contain
descriptions of any dental services provided to Participating Patients, as well as proposed follow-up treatment plans for subsequent visits (if any).
The descriptions of the services will be made using American Dental Association CDT-3 Standard Claims Codes, and will include the Dentist’s
customary charge for each service provided. In the event that such records are housed in a location other than the health center facility, CHC
shall have reasonable access to such records.

D. Special Services. For dental services needing individual consideration or prior approval from the [insert applicable Federal/State agency], Dentist
must provide CHC with documentation necessary to seek such approval, and may not render such services until CHC notifies Dentist that
approval has been obtained. A list of services requiring prior approval is attached (Exhibit C).

E. Agreement Not to Charge Patients. The parties agree that all Participating Patients receiving services from Dentist pursuant to this Agreement
shall be considered patients of CHC. Accordingly, CHC shall be responsible for the billing of such patients, as applicable, as well as the billing of
Federal, State and private payors, and the collection of any and all payments. Dentist agrees not to bill, charge or collect from Participating
Patients or payors any amount for any dental services provided under this Agreement. If Dentist should receive any payment from Participating
Patients or payors for services provided hereunder, Dentist agrees to remit such payment to CHC within ten (10) days of receipt.

(NOTE: If the services are provided at an off-site location, e.g., dental office, insert the following provision: Notwithstanding the aforementioned,

Dentist recognizes that certain Participating Patients may be charged at the time of service, in accordance with a fee schedule and, as applicable,
schedule of sliding fee discounts established by CHC pursuant to 42 C.FR. §51¢.303(f). Dentist shall, on behalf of CHC and consistent with CHC’s

21



PARTNERSHIPS Model Contract

guidelines, schedules and procedures, make every reasonable effort to collect fees from eligible Participating Patients at the time services are
provided to such patients and to remit such payments to CHC within ten (10) days of receipt. CHC shall perform the follow-up activities
necessary to collect patient fees not collected by Dentist at the time of service.)

F. Non-discrimination. Dentist agrees to provide dental services to Participating Patients in the same professional manner and pursuant to the same
professional standards as generally provided by Dentist to his or her patients. This section shall not be read to prevent Dentist from limiting the
number of hours and/or days during which Dentist agrees to see Participating Patients (see Section IX.A below). Dentist also agrees not to
differentiate or discriminate in the provision of services provided to Participating Patients on the basis of race, color, religious creed, age, marital
status, national origin, alienage, sex, blindness, mental or physical disability or sexual orientation pursuant to Title 45 of the Code of Federal
Regulations, §§ 80.3-80.4, and [insert applicable State statute].

IV. OVERSIGHT AND EVALUATION OF SERVICES BY CHC

A. CHC, through its governing Board of Directors and its Executive Director, shall, consistent with the Board's authorities and CHC’s scope of project
(as approved by BPHC), establish and implement clinical and personnel policies and procedures relevant to the provision of services by Dentist
pursuant to this Agreement (e.g., qualifications and credentials, clinical guidelines, standards of conduct, quality assurance standards, productivi-
ty standards, patient and provider grievance and complaint procedures). Notwithstanding, nothing herein is intended to interfere with Dentist’s
professional judgment in connection with the provision of such services.

B. CHC, through its Executive Director and/or Medical Director, shall retain and exercise ultimate authority and responsibility for the services provid-
ed to Participating Patients pursuant to this Agreement, consistent with the policies, procedures and standards set forth above. In particular, CHC
shall retain ultimate authority over the following:

1. Determination as to whether Dentist meets CHC’s qualifications and credentials;

2. Interpretation of CHC’s health care, personnel and other policies and procedures, clinical guidelines, quality assurance standards,
productivity standards, standards of conduct and provider and patient grievance and complaint resolution procedures, and their applicability
to Dentist; and

3. Determination with respect to whether Dentist is performing satisfactorily and consistent with CHC’s policies, procedures and standards,
in accordance with this Section and Section X below.

If CHC’s Executive Director is dissatisfied with the performance of Dentist, the Executive Director may terminate this Agreement, in accordance
with Section VIII below. If Dentist believes CHC’s termination has not been made reasonably and in good faith, Dentist may avail him or herself of
the dispute resolution provisions set forth in Section XIV of this Agreement.

C. Dentist shall, as soon as reasonably practicable, notify CHC of any action, event, claim, proceeding, or investigation (including, but not limited to,
any report made to the National Practitioner Data Bank) that could result in the revocation, termination, suspension, limitation or restriction of
Dentist’s licensure, certification, or qualification to provide such services. CHC may suspend this Agreement, until such time as a final determina-
tion has been made with respect to the applicable action, event, claim, proceeding, or investigation.

V. NO OBLIGATION TO REFER AND NON-SOLICITATION OF PATIENTS

A. It is specifically agreed and understood between the parties that nothing in this Agreement is intended to require, nor requires, nor provides pay-
ment or benefit of any kind (directly or indirectly), for the referral of individuals or business to either party by the other party.

B. Dentist agrees that during the term of this Agreement, he or she shall not, directly or indirectly, solicit or attempt to solicit or treat, for his or
her own account or for the account of any other person or entity, any patient of CHC. Dentist further agrees that for a period of two (2) years
following termination of this Agreement (however such termination is effected, whether by Dentist or CHC, with or without cause, or the expira-
tion of this Agreement), Dentist shall not, and Dentist shall not cause any entity or individual he or she is employed by or with whom he or she is
professionally associated to, directly or indirectly, solicit or attempt to solicit for his or her own account or for the account of any other person or
entity, any patient of CHC for whom Dentist provided care during the term of the Agreement. For purposes of this paragraph, a “patient of CHC”
shall mean any patient seen or treated by CHC (whether by its employees or independent contractors) during the one (1) year period immediately
preceding the termination or expiration of this Agreement, including, but not limited to, those patients treated by Dentist hereunder.
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VI. CONTRACTS WITH OTHERS

CHC retains the authority to contract with other dentists or dental practices, if, and to the extent that, CHC’s Executive Director reasonably deter-
mines that such contracts are necessary in order to implement the Board's policies and procedures, or as otherwise may be necessary to assure
appropriate collaboration with other local providers (as required by Section 330 (j)(3)(B)), to enhance patient freedom of choice, and/or to enhance
accessibility, availability, quality and comprehensiveness of care.

VIl. COMPENSATION

A. Fee Schedule. Dentist will be compensated for providing dental services under this Agreement in accordance with the attached Payment
Schedule (Exhibit A). (NOTE: Payment methodology/rate will be based on whether the CHC purchases blocks of the Dentist’s time (i.e., # hours
during certain days/times) or a certain number of appointments. In either circumstance, the actual payment should reflect fair market value for
services and should not differentiate based on ultimate payor source.)

B. Timing of Payment. No later than the tenth day of each month, Dentist will submit to CHC a Request for Payment, which details the specific serv-
ices provided to Participating Patients during the previous month and other information reasonably required by CHC to verify the provision of
services and, as applicable, to submit claims for such services to appropriate Federal, State and/or private payors. CHC agrees to reimburse
Dentist (in accordance with rates set forth in Exhibit A) for all Requests for Payment properly submitted by Dentist to CHC within [ |
days of CHC's receipt of such requests.

Vill. TERM AND TERMINATION

A. Term. This Agreement begins on [ ] and shall remain in effect until [ ], unless terminated earlier in
accordance with the terms contained herein. This Agreement may be renewed for additional terms, subject to CHC’s determination that Dentist
performed satisfactorily and successful re-negotiation by the parties of key terms, as applicable.

B. Termination Without Cause. Either Dentist or CHC may terminate this agreement, for any reason, at any time upon thirty (30) days written notice.
C. Termination for Convenience. This Agreement may be terminated at any time upon the mutual agreement of the parties.

D. Termination For Breach. This Agreement may be terminated by either party upon written notice to the other party of such other party’s material
breach of any term of this Agreement, subject to a thirty (30) day opportunity to cure and failure to cure by the end of the thirty (30) day period.

E. Immediate Termination. In addition, CHC may terminate this Agreement immediately upon written notice to Dentist of: (1) Dentist’s violation of,
or inability to comply with, his or her obligations set forth in Sections X, XI, or XII(A) herein; or (2) the good faith determination of CHC that the
health, welfare and/or safety of Participating Patients receiving care from Dentist is or will be jeopardized by the continuation of this Agreement.

F. Survival. Upon termination, the rights of Dentist and CHC under this Agreement will terminate, except as otherwise noted in this Agreement.
That termination, however, will not release Dentist from his or her obligation to complete any multi-step dental treatment which Dentist began
prior to the effective date of the termination, provided that such termination did not result from a determination by CHC that the health, welfare
and/or safety of Participating Patients would be jeopardized by continuing this Agreement. Dentist is not obligated to provide any other services.
Termination of this Agreement does not release CHC from its obligation to reimburse Dentist for any dental services provided on or before the
effective date of the termination.

IX. CASE MANAGEMENT

A. Agreement to Provide Designated Number of Services. Dentist agrees to provide services to the CHC in one or both of the following manners
(check one or both as applicable):
# of Participating Patients per [TIME PERIOD]; and/or
hours per week during the following specified times:
The above parameters may be modified by mutual agreement of Dentist and CHC.
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. Verification of Patient Status. CHC agrees to verify each Participating Patient's status as a CHC patient on the day on which an appointment is

made for such patient with Dentist. Dentist agrees to verify information regarding the patient's status as a CHC patient on the date of service, or
shall establish an alternative mutually-acceptable method of verifying with CHC the status of patients presenting to Dentist. If it is determined
that the Participating Patient is not a CHC patient on the date of service, CHC, in consultation with Dentist, will decide whether or not to authorize
Dentist to proceed with treatment. If CHC authorizes Dentist to proceed with treatment, CHC will be responsible for payment for the services
provided by Dentist according to the compensation provisions in this Agreement.

. Enabling Services. To assist Dentist in treating Participating Patients, CHC agrees to provide appropriate interpreter services as reasonably need-

ed, unless CHC and Dentist otherwise agree.

. Refusal to Provide Services. Dentist has the right to refuse services to any Participating Patient who has a history of breaking appointments with

Dentist, or who has behaved in a disruptive or grossly discourteous manner towards Dentist, Dentist's employees or other patients. Dentist must
promptly report all such instances to CHC, who will notify the Participating Patient that, unless the Participating Patient corrects such behavior
immediately, he or she will no longer be eligible to receive dental services from the Dentist. In such a case, Dentist has no obligation to provide
further services for that Participating Patient.

X.LICENSURE, QUALITY, POLICIES AND PROCEDURES

A.

Licensure, Certification and Other Qualification. Dentist will provide CHC with evidence of current licensure within the State of [insert applicable
State] (as well as any other certification or qualification necessary to provide the services hereunder) prior to entering into this Agreement, and
annually upon request of CHC, and will maintain unrestricted licensure and/or certification and qualification as a Medicaid and, as applicable,
Medicare participating provider during the term of this Agreement. Dentist agrees to have such additional qualifications and credentials as CHC
may reasonably require to provide services pursuant to this Agreement and shall maintain such qualifications and credentials during the term of
this Agreement.

. Referral for Specialty Services. Dentist agrees to provide to Participating Patients all reasonable and necessary dental services, as listed in

Exhibit A (Covered Services), that are within the Dentist’s knowledge, skill and training. To the extent that Dentist is not able or qualified to pro-
vide a necessary dental service to a Participating Patient, Dentist has no obligation to provide such specialized treatment, but must contact the
CHC as soon as practical so that alternative arrangements can be made.

. Compliance with Law. Dentist will practice in accordance with the all Federal, State and local laws, regulations, and generally accepted principles

applicable to the practice of dentistry. Failure to comply with this provision is grounds for immediate termination under Section VIII.E of this
Agreement.

. GHC Policies and Procedures. Dentist will provide services pursuant to this Agreement in accordance with CHC’s Section 330 grant and applica-

ble grant-related expectations and requirements, as well as policies and procedures established by CHC’s governing Board of Directors with
respect to health care services, clinical guidelines, standards of conduct, productivity standards and provider grievance and complaint resolution,
as may be amended from time to time, to the extent that such policies, procedures and standards apply to the services provided. GHC will pro-
vide Dentist with such requirements, policies, procedures and standards, upon request. Notwithstanding, nothing herein is intended to interfere
with Dentist’s professional judgment in connection with the provision of such services.

. Quality Assurance and Patient Grievance Procedures. Dentist agrees to participate in CHC's quality assurance programs, as described in Exhibit D,

to the extent required of all providers providing services to CHC. Dentist also agrees to be bound by CHC's patient grievance procedures, as
outlined in Exhibit E. CHC may amend these procedures from time to time and will provide Dentist with notice of such amendment. Dentist shall
have an opportunity to discuss any proposed amendments to CHC’s quality assurance and grievance procedures prior to proposed amendments
becoming effective. If Dentist does not agree to CHG's proposed amendments, Dentist may terminate this Agreement pursuant to Section VIII.B above.

XI. RECORD-KEEPING AND REPORTING, AND COMPLIANCE WITH APPLICABLE LAWS AND REGULATIONS

A. Programmatic Records. Dentist agrees to prepare and maintain programmatic, administrative and other records and information that pertain to the

services provided hereunder and that CHC and/or DHHS may reasonably deem appropriate and necessary for the monitoring and auditing of this
Agreement, and to provide them to CHC as reasonably requested. In addition, Dentist will maintain such records and provide such information to
GHC or to regulatory agencies as may be necessary for CHC to comply with State or Federal laws, regulations or accreditation requirements.
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B. Financial Records. Dentist shall prepare and maintain financial records and reports, supporting documents, statistical records, and all other
books, documents, papers or other records related and pertinent to this Agreement for a period of four (4) years from the date this Agreement
expires or is terminated. If an audit, litigation, or other action involving the records is started before the end of the four (4) year period, Dentist
agrees to maintain the records until the end of the four (4) year period or until the audit, litigation, or other action is completed, whichever is
later. Dentist shall make available to CHC, DHHS and the Comptroller General of the United States, or any of their duly authorized representatives,
upon appropriate notice, such financial systems, records, reports, books, documents, and papers as may be necessary for audit, examination,
excerpt, transcription, and copy purposes, for as long as such systems, records, reports, books, documents, and papers are retained. This right
also includes timely and reasonable access to Dentist personnel for the purpose of interview and discussion related to such documents. Dentist
shall, upon request, transfer identified records to the custody of CHC or DHHS when either CHC or DHHS determine that such records possess
long term retention value.

(. Participating Patient Records. Dentist agrees to establish and maintain dental records relating to the diagnosis and treatment of Participating
Patients served pursuant to this Agreement. All such records shall be prepared in a mutually agreed upon format that is consistent with the clin-
ical guidelines and standards established by CHC. Dentist and CHC agree to maintain the privacy and confidentiality of such records, in compli-
ance with all applicable Federal, State and local law (including, but not limited to, the Health Insurance Portability and Accountability Act) and
consistent with CHC’s policies and procedures regarding the privacy and confidentiality of patient records.

D. Retention of Patient Records. Dentist will retain dental records for seven (7) years beyond the last date of delivery of the services, or, upon the
death of the patient, for three (3) years. X-Ray films must be kept for three (3) years. In the event that Dentist retires or discontinues his or her
practice, Dentist must comply with the public and private notice provisions set forth in Conn. Agencies Regs. § 19a-14-44, and must retain med-
ical records for at least sixty (60) days following both the public and private notice to patients. Record retention obligations survive the termina-
tion of this Agreement.

E. Ownership of Patient Records. Dentist and CHC agree that CHC shall retain ownership of all dental records established in accordance with
Section XI.C of this Agreement, regardless of the physical location in which such records are housed. Dentist and CHC agree that Dentist, upon
reasonable notice to CHC and consistent with applicable Federal and State laws and regulations and CHC’s policies and procedures regarding the
privacy and confidentiality of patient records, shall have timely and reasonable access to patient records to inspect and/or duplicate at Dentist’s
expense, any individual chart or record produced and/or maintained by Dentist to the extent necessary to: (i) meet responsibilities to patients for
whom Dentist provides services pursuant to this Agreement; (ii) respond to any government or payor audits; (iii) assist in the defense of any mal-
practice or other claims to which such chart or record may be pertinent; and (iv) for any other legitimate business purpose, consistent with
patient confidentiality and to the extent permitted by law.

F. Misrepresentation. Dentist acknowledges and agrees that willful misrepresentation of the type, frequency, reasonableness and/or necessity of
dental services provided to Participating Patients may constitute a fraudulent act and may be referred by CHC to the applicable Federal or State
regulatory agency, and will be cause for immediate termination under Section VIII.E of this Agreement.

G. Compliance With Other Laws. In connection with the provision of services pursuant to this Agreement, Dentist agrees to the following require-
ments, to the extent that such requirements are applicable:

1. To comply with the Civil Rights Act of 1964 and all other Federal, State or local laws, rules and orders prohibiting discrimination, as well as
Executive Order 11246, entitled "Equal Employment Opportunity," as amended by Executive Order 11375, and as supplemented by U.S.
Department of Labor regulations at 41 C.F.R. Part 60;

2. To make positive efforts to utilize small businesses, minority-owned firms and women’s business enterprises in connection with the work
performed hereunder, whenever possible;

3. To comply with all applicable standards, orders, and regulations issued pursuant to the Clean Air Act of 1970 (42 U.S.C. § 7401 et. seq.) and
the Federal Water Pollution Control Act (33 U.S.C. § 1251 et seq.), as amended;

4. To comply with the certification and disclosure requirements of the Byrd Anti-Lobbying Amendment (31 U.S.C. § 1352), and any applicable
implementing regulations, as may be applicable; and

5. To certify that neither it, nor any of its principal employees, has been debarred or suspended from participation in federally-funded contracts,
in accordance with Executive Order 12549 and Executive Order 12689, entitled “Debarment and Suspension,” and any applicable implement-
ing regulations.
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Xil. INSURANCE

A. Proof of Coverage. Dentist will provide CHC with sufficient evidence of professional liability coverage in the amount of at least
[$ ] per claim and [$ ] in the aggregate, and general liability coverage of at least [$ l.
If requested by CHC, Dentist will submit proof of such insurance to CHC on an annual basis, and in all cases will notify CHC immediately of any
termination, suspension or material change in coverage.

B. Indemnity. Dentist will indemnify and hold harmless CHC against any and all liabilities, claims, causes of action and losses, including attorney
fees, arising out of any act or omission of Dentist or his or her employees or agents, including any professional negligent action or professionally
negligent failure to act of Dentist or his or her employees or agents. CHC similarly agrees to indemnify and hold harmless Dentist against any
and all liabilities, claims, causes of action and losses, including attorney fees, arising out of any action or failure to act of CHC or its employees or
agents. (NOTE: This Section assumes that CHC has appropriate insurance to cover indemnification (FTCA does not cover indemnification of third
parties). If that is not the case, the second sentence of Section B should be deleted. If the Dentist will not agree to indemnify CHC without a
reciprocal indemnification, it is best to delete the entire Section B.)

XIill. CONFIDENTIALITY

A. Except as is necessary in the performance of this Agreement, or as authorized in writing by a party or by law, neither party (nor its directors,
officers, employees, agents, and contractors) shall disclose to any person, institution, entity, company, or any other party, any information which
is directly or indirectly related to the other party that it (or its directors, officers, employees, agents, and contractors) receives in any form
(including, but not limited to, written, oral, or contained on video tapes, audio tapes or computer diskettes) as a result of performing obligations
under this Agreement, or of which it is otherwise aware. The parties (and their directors, officers, employees, agents, and contractors) also agree
not to disclose, except to each other, any proprietary information, professional secrets or other information obtained in any form (including, but
not limited to, written, oral, or contained on video tapes, audio tapes or computer diskettes) during the course of carrying out the responsibilities
under this Agreement, unless the disclosing party receives prior written authorization to do so from the other party or as authorized by law.

B. The parties agree that their obligations and representations regarding confidential and proprietary information (including the continued confiden-

tiality of information transmitted orally), shall be in effect during the term of this Agreement and shall survive the expiration or termination
(regardless of the cause of termination) of this Agreement.

XIV. GENERAL PROVISIONS

A. Amendment/Modification. This Agreement may be amended or modified from time to time upon the mutual written agreement of the parties.
Any amendment or modification shall not affect the remaining provisions of the Agreement and, except for the specific provision amended or
modified, this Agreement shall remain in full force and effect as originally executed.

B. Assignment. This Agreement may not be assigned, delegated, or transferred by either party without the express written consent and authoriza-
tion of the other party, provided prior to such action.

C. Effect of Waiver. A party to this Agreement may waive the other party’s breach of a provision of this Agreement, but such a waiver does not con-
stitute a waiver of any future breaches.

D. Effect of Invalidity. The invalidity or unenforceability of any provision of this Agreement in no way affects the validly or enforceability of any other
provision, unless otherwise agreed.

E. Notice. Any notice required to be provided under this Agreement must be in writing and delivered in person or sent by registered or certified mail
or by next business day delivery service to each party at the address set forth on the signature page.

F. Independent Contractor Status. The relationship of Dentist to CHC at all times will be of an independent contractor. None of the provisions of
this Agreement will be interpreted to create a relationship between the parties other than that of independent entities contracting with each other
solely for the purpose of effecting the provisions of this Agreement. Neither Dentist nor CHC, nor their employees or agents, will be construed to
be the agent, employer or representative of the other.
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G. Dispute Resolution. Any dispute arising under this Agreement shall first be resolved by informal discussions between the parties, subject to good
cause exceptions, including, but not limited to, disputes determined by either party to require immediate relief (i.e., circumstances under which an
extended resolution procedure may endanger the health and safety of the Participating Patients). Any dispute that has failed to be resolved by
informal discussions between the parties within a reasonable period of time of the commencement of such discussions (not to exceed thirty (30)
days), may be resolved through any and all means available.

H. Choice of Law. This Agreement shall be governed in accordance with the laws of the State of [insert applicable State]. Any disputes arising
under this Agreement will be settled in accordance with the law of the State of [insert applicable State].

|. Entire Agreement. This Agreement represents the complete understanding of the parties with regard to the subject matter herein and, as such,
supersedes any and all other agreements or understandings between the parties, whether oral or written, relating to such subject matter. No such
other agreements or understandings may be enforced by either party nor may they be employed for interpretation purposes in any dispute involv-
ing this Agreement.

ACCEPTED AND AGREED TO THIS DAY of ,20__
Signatures:
Date: Date:
Name of Dentist: Name of CHC:
Practice Name: Exec. Dir.
Address: Address:
Phone: Phone:
Facsimile: Facsimile:
Contact: Contact:
EXHIBITS

Exhibit A: Payment Schedule (to be inserted)
Exhibit B: Covered Services:
A. Preventive Dental Services Required Under Section 330 of the Public Health Service Act
1.0ral hygiene instruction
2. Oral Prophylaxis
3. Topical application of fluorides
4. Prescription of fluorides
5. Children’s dental screening

6. Other

B. Supplemental Dental Services [add additional dental services (1) required by earmarked, expansion grants; (2) required due to participation in a
BPHC-funded oral health initiative; or (3) not required, but negotiated between the health center and the dentist, e.qg., certain restorative services]

Exhibit C: Services requiring prior approval (to be inserted)
Exhibit D: Description of CHC quality assurance programs (to be inserted)

Exhibit E: Description of CHC grievance procedures (to be inserted)
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In today’s ever-evolving health care marketplace,

states have multiple options for arranging dental services

in their Medicaid programs.

For example, states may:

¢ Administer dental Medicaid programs directly or contract them through medical or dental
managed care organizations:

¢ Retain administrative responsibility or not and opt to pass financial risk onto outside vendors;

¢ Include dental services in medical managed care contracting or carve-out dental services for
separate management; or

¢ Contract with a single vendor or with multiple vendors for all or part of their enrolled

populations or geographic areas.

In fact, options are limited only by the creativity of Medicaid officials, the receptivity of the
marketplace, and, in some cases, the approval of federal authorities. Indeed, in their efforts to
secure dental care for beneficiaries, states have experimented with various combinations of

these options.

Regardless of the options selected, states must currently meet — or obtain federal waivers not to

meet — requirements that include a guarantee of access to needed dental services for covered children.

As an observation of states’ efforts reveals, ultimately, only three factors relate to a state’s

capacity to obtain dental care for beneficiaries:

1. Market-based payment rates to dental providers,
2. Engagement of sufficient numbers of providers, and

3. Effective program oversight.

The Connecticut Health Foundation (CHE), the state’s largest private, independent foundation
dedicated to improving the health status of all Connecticut residents, has prepared this policy
brief to:

® Describe the various program options and related decisions facing states as they determine how
to obtain dental care for their beneficiaries,
® Present arguments (pro and con) for each decision, and

e Comment on the lessons to be derived from various states’ efforts.



States interest in contracting-out Medicaid
services stems from a desire to increase access,
contain costs, and improve program performance.

Proponents of contracting suggest that the
corporate culture of dental insurers is better
suited to successful program management than the
culture of state bureaucracies. They believe that
outsourcing dispels dentists” antipathy and frus-
tration with state-administered Medicaid.
Proponents also cite such advantages to
beneficiaries as: improved customer service,
integration of health and enabling services,

and recourse to assistance in obtaining care.

For providers, advantages appear to be the
potential to negotiate fees, streamlined claims
processing, and a steadier cash flow. In addition,
managed care plans may utilize protocols and
guidelines that can enhance care quality

while controlling costs.

Critics of Medicaid contracting, however, assert
that this option is inherently flawed. They charac-
terize this flaw as a perverse incentive related to
inadequate financing, that is, an incentive to
minimize service delivery in order to maximize
profits. Opponents also point out that states lose
control of the program but retain responsibility for

PROGRAM OPTIONS AVAILABLE TO STATES

Decision 1: Whether or Not to Retain
Medicaid In<House or Contract Out

Medicaid requirements that are not explicitly
contracted. If dental services are subcontracted by
a medical managed care vendor that is otherwise
performing well, poor performance by dental
vendors may be difficult to redress, especially if
enforceable sanctions are not included in the
contracts — or if a state’s capacity and political
will is not sufficient to enforce those sanctions.
Even where effective sanctions exist, the costs

of redressing poor performance may be greater
than the savings generated through sanction
enforcement, particularly if legal action is
necessary. Furthermore, dental Medicaid
programs are frequently regarded as too small
to warrant intensive oversight. The greatest
criticism expressed about outsourcing, however,
is this: outsourcing shifts some Medicaid funds
to vendor profits rather than client services —
profits that may be in excess of savings generated
by privatization.

The 1995 Medicaid reform in Connecticut
contracted Medicaid services, including dental
services, to managed care. The new proposal
segregates the dental program for separate
contracting.



While almost every state has contracted some part
of its Medicaid program to managed care, 27 have
retained them under state management. The
remaining 23 states and the District of Columbia
contract for dental services. Only six of these
governments carve-out dental services from
medical vendors’ responsibility to contract
exclusively with dental vendors.

When the states carve-out dental programs from
medical vendors, they are able to select the dental
contractors, establish the terms and conditions of
program delivery, establish clear and enforceable
incentives and sanctions, and directly access
information on program performance. As a result,
this option holds promise for enhanced program
accountability. This approach also reflects differ-
ences between medical and dental care including
different provider types, delivery systems, and
financing norms.

When identifying a suitable contractor, a state
can carefully assess whether or not the vendor’s
existing provider network contains a sufficient
number of providers. It also can explore how the
providers are distributed and how actively
providers participate, if there is a network in the
state. If the dental vendor has no network for a
Medicaid contract, the state and other interested
parties can closely examine the vendor’s commer-
cial experience or performance in other states.
Similarly, the state can exercise due diligence when

Dental Services

Decision 2: Whether or Not to Carve-Out

examining a vendor’s past claims-administration
performance as well as dentists” and beneficiaries’
satisfaction.

When carving-out dental care, states will shoulder
the additional cost and responsibility of managing
separate contracts for a very small component of
the larger Medicaid program, typically less than 5
percent. This is the primary disadvantage of the
carve-out option.

There are several ideas that hold potential for
success in dental carve-outs:

® Accessing ready-made provider networks;

* Encouraging participation of safety-net
providers;

e Contracting for case management strategies
(e.g. clinical protocols, risk assessment, and
disease management guidelines);

¢ Contracting for care integration between primary
and specialty dentists;

* Empowering vendors to implement their own
access initiatives (e.g. case managers, school-
linked services, and private dentist contracting
to health centers); and

¢ Allowing dentists to negotiate terms of
participation.

The 1995 Medicaid reform in Connecticut did not
carve-out the dental program and assigned respon-
sibility to the medical managed care vendors. The
new proposal carves-out the dental program for
separate management.



As care utilization increases, so, too, do program
costs. States may guard against this by contracting
with managed care vendors at a specified payment
for each covered beneficiary. In so doing, states
establish their dental program cost and put their
vendors at financial risk, should utilization exceed
anticipated levels. Among the 23 states and the
District of Columbia that contract for dental
services, all but two assign some level of financial
risk to their vendors.

Fixed rate contracting puts the vendor at financial
risk because it caps the total dollars available for
claims, program administration, and profit.
Because Medicaid is currently an individual
entitlement, neither states nor vendors can deny
care when funds are depleted.

Decision 3: Whether or Not to Assign
Financial Risk to the Vendor

Dental managed care vendors have addressed this
potential financial liability in a number of ways.
Some will not accept full-risk contracts. Some
have attempted, with notably little success, to pass
risk onto dentists through capitation arrange-
ments. One multi-state dental Medicaid vendor
utilizes a “global” approach — it pays itself first,
and then prorates any remaining funds across
providers to reflect the volume of claims.
Re-insurance is used to protect against “adverse
utilization.”

According to opponents, assigning full financial
risk eliminates any incentive for increased
utilization, an inherent problem. Proponents, on
the other hand. claim that improved provider
networks and greater efficiency warrant vendor
profitability. Proponents also maintain that the
onus is on the state to ensure performance through
strong and enforceable contract sanctions.

The 1995 Medicaid reform in Connecticut assigned
some financial risk to vendors. The new proposal
curtails that risk.



Proponents claim that multiple vendors stimulate
competition and, therefore, better customer and
provider service because both groups will seek out
the best plans. Proponents also maintain that
vendor competition generates true market rates if
there is sufficient state funding in the program.

In those states where multiple vendors failed to
develop sufficient networks to meet the needs of
beneficiaries, the states did not provide sufficient
funding to reflect market conditions. Advantages
of inter-plan competition include opportunities for
performance comparison across plans, emergence
and identification of “best practices,” and stimulus
for plans to provide the best possible service.

On the other hand, opponents of multiple-vendor
arrangements assert that beneficiaries are confused
by multiple options. They suggest that providers
are not sufficiently interested in Medicaid to
negotiate multiple contracts, tolerate multiple
credentialing procedures, or institute multiple
claims-management procedures in their offices.
Opponents cite the increased difficulty and cost
for states to oversee multiple vendors.

Decision 4: A"Single-Vendor or Multiple-

Vendor Program

According to proponents of single-vendor arrange-
ments, these problems are eliminated when states
contract with only one vendor and engage only
the “best” vendor by carefully assessing solicited
proposals. Single-vendor advocates also note that
commercial dental plans with large provider
networks are more likely to bid on Medicaid
contracts only if the population to be covered is
large enough to allow for efficiency. The primary
disadvantage of single-vendor contracting is
dependence on one source.

The 1995 Medicaid reform in Connecticut
engaged multiple medical managed care vendors
and multiple dental managed care subcontractors.
The new proposal calls for contracting with a
single Administrative Services Organization (ASO).



States solicit vendors through “Requests for
Proposals™ (RFPs), ranging from highly detailed
and specific requests to broad and conceptual
ones. Specific RFPs focus on process requirements
and delineate terms and conditions to be met by
the bidder. Conceptual RFPs, in contrast, focus
on program goals and provide bidders with some
flexibility in how to attain those goals. Because
the form, content, and specificity of proposals are
critical to program management, it is useful for
communities of interest — and particularly for
stakeholders directly impacted by programs — to
be engaged in RFP development and evaluation.

Typical terms of responsibility for contracting include:

¢ Provider network development including
safety-net providers;

¢ Delineation of procedures for addressing the
needs of special populations, for example,
young children, the medically or psychologically
compromised, and non-English speaking patients:

® Case management and provision of enabling services;

e Care coordination;

¢ I'raud and abuse management;

® Performance measurement and accountability;

¢ Client and professional support services includ-
ing redress of complaints; and

¢ Compliance with federal requirements.

Decision 5: Selecting a Plan

Each of these terms can have significant impact on
access and utilization. States also are obliged to
carefully assess the business practices, program
incentives, and overall reputation and reliability of
the applicants’ plans. Applicants may be either
for-profit or tax exempt organizations. There is no
recognized difference in performance between
these two types of organizations.

Connecticut’s current plan is to identify the single
ASO through a conceptual RFP and to negotiate
specific terms thereafter.



Observers of Medicaid dental programs generally
agree that private sector commercial insurers do
not respond to Medicaid RFPs often enough;
primarily, this is due to the fact that Medicaid pays
too far below market rates. While little pricing
information is available, the majority of state
dental programs — as well as rates paid to dental
vendors in Connecticut — are thought to be
supported with monthly per member payments
(pmpm) of $5 to $10. These rates fall well below
a 1999 actuarial estimate of a reasonable market
rate of $17 pmpm. Dental insurance executives
interviewed for this project suggest that minimally
acceptable rates would fall in the range of $12 to
$15, assuming that vendors are willing to accept
initial losses from “pent-up” demand for care. In
Michigan, a partial-state Medicaid demonstration
has generated remarkable success in increasing
access and utilization at a pmpm of $12.60.

Low rates are believed to correlate with higher
levels of provider fraud and abuse, higher levels
of “skimming” (defined as inappropriately high
levels of preventive services and inadequate levels
of less profitable reparative care), and program
dependency on a small numbers of dentists.

Decision 0: Setting a Payment Rate

In addition to low payment rates, commercial
plans with well-established provider networks cite
the following reasons for staying out of the
Medicaid market:

® A concern about states” cash flow reliability,

e Public relations risk with existing clients,

® A belief that Medicaid is a riskier book of
business than employment-based plans
because of significant “pent-up” treatment needs,

® Less predictable utilization, and

® A lack of data on how dentist availability is
affected by fee levels.

Dental insurers also are adamant that Medicaid
programs should not be supported by cost shifting
from more profitable commercial plans.

Increasing access in Medicaid may, in large
measure, depend upon offering excellent service

to both dentists (so that they are available) and
beneficiaries (so that they can utilize the system).
Such service is expensive to provide, especially to
dentists who are generally negative about Medicaid
programs and beneficiaries who require extensive
support services.

Connecticut’s current plan is “cost neutral.” It
does not increase dental program funding.



State contracts define performance requirements
and typically provide incentives for strong
performance and sanctions for failures. These may
pertain to network development, provider and
beneficiary satisfaction, timeliness and accuracy
of claims management, levels of utilization

by beneficiaries, timeliness and accuracy of
performance reports to the state, and other
contract terms. To be enforceable, a program’s
contract requirements should be clear, and the
state should be willing to prosecute infractions
of those requirements. When a state knowingly
under funds its program, it has little recourse
when plans do not deliver as promised.

Effective oversight requires regular and timely
data, provider and beneficiary input, and
proactive engagement of administrators and
legislators responsible for these programs.
Commercial dental programs typically provide
employers with a specific list of program perform-
ance measures as well as actions it will take if
these measures are not met. States may benefit
from emulating these contract provisions or
referencing the Centers for Disease Control and
Prevention’s “Sample Purchasing Specifications
for Medicaid Pediatric Dental and Oral Health

Services.”
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Decision 7: Managing Program Oversight

Connecticut’s plan to engage a single ASO vendor
for both the State Employee Health Program and
public insurance programs may improve oversight
for two reasons:

1) The total number of covered lives will be great
enough to warrant close management by the
state and

2) It is expected that state employees will be more
critical of inadequacies than low-income benefi-
ciaries of public insurance programs.

Active and effective program oversight, like
sufficient payment rates to adequate numbers of
providers, is essential to ensuring accessible dental
services in Medicaid.



As noted above, states can configure their Medicaid
programs in a number of ways. Their ability to
increase access, however, correlates with three
interrelated approaches: market-based payment
rates, sufficiency of providers, and effective
program oversight.

Since the mid 1990s, fewer than ten states have
made programmatic investments that have
increased dental access or that are poised to
increase access. All have sufficient financing to
effectively engage the dental marketplace. Yet
each “fix” is different, and each reform involves
more than simply raising fees. Taken together,
these reforms suggest that it is possible to improve
access through program reform and that a combi-
nation of sufficient funding and administrative
reform appears necessary to do so — whether
program improvements are instituted by the

state or through managed care contracting.

In contrast, the majority of states have instituted
one or more dental program reforms that have
yielded little access improvement. One characteris-
tic that these reforms have in common is an
insufficient increase in payment rates to dentists,
despite other reforms in contracting arrangements
or program management. Non-financial reforms
appear to have little impact on access if not linked
to sufficient increases in payment rates to dentists.
As a result, adequate provider payment is regarded
as a necessary, but not sufficient, condition for
improving Medicaid.

Lessons l.earned from Other States

Sufficient payment rates to dentists can be
characterized as those rates that cover, at least,

the providers’ cost of delivering care. Market-based
rates to dentists are those rates that will induce a
significant portion of available providers to partici-
pate. Market-based rates do not necessarily have
to be as high as the typical market rates incurred
by self-paying or commercially insured patients,
because dentists appear to be willing to accept
modestly discounted fees when caring for Medicaid
beneficiaries. The level of discount that is accept-
able in a market is contingent upon dentist supply,
overall demand for care, and social norms regard-
ing commitment to vulnerable people. Demand is
predicated upon the overall state of the economy
and consumer confidence, as many dental proce-
dures are considered elective. Social norms and
commitment to the underserved vary nationwide.
For example, in North Dakota, which has a culture
of interdependence, payments approximate the
50th percentile, and a substantial percentage of
dentists are engaged in Medicaid; in other states,
however, similar rates do not stimulate provider
participation.

Increases in program funding that do not “trickle
down” to providers will have little impact on
access. If increases in program funding, even
substantial increases. do not offer payments that
cover dentists’ overhead costs, the increases will
have minimal impact on access.



Connecticut’s current proposal does not include

any new monies to raise provider payments. Since
vendors’ current payment rates in Connecticut
reflect the fees of less than 10 percent of the state’s
dentists (i.e. less than the 10th percentile), payment
levels are considered inadequate. As such, adminis-
trative reforms and single-vendor ASO contracting
may not, based on other states” experiences,
significantly improve access.

In contrast, Michigan was able to demonstrate
substantial increases in access in demonstration
counties. They achieved these increases through a
federally approved waiver demonstration: they
markedly increased payments to dentists (paying
at the 80th percentile) and engaged a well-
established commercial vendor, Delta Dental of
Michigan. Delta brought its pre-existing, large, and
active network of providers to the Medicaid pro-
gram and offered dentists the same administrative
terms and experiences as offered to commercially
insured patients. As a result, the state’s dental
Medicaid program manager reports that utilization
in demonstration counties is approximating
commercial rates, thereby meeting Medicaid
requirements of equal access. Participating dentists
are required to accept new patients, see them with-
in three weeks of initial office contact, and provide
emergency services within 24 hours of contact. The
lesson learned from this Michigan demonstration is
that paying market rates and utilizing an existing,
robust provider network (under the same terms and
conditions as commercial participation) combined
to markedly increase access.

South Carolina’s legislature committed to market-
based purchasing by setting fees to approximate
the 75th percentile. The unique lesson learned in
South Carolina was that its success in developing a
sufficient provider network was directly linked to
the fee increases as a quid pro quo. Fee increases
were specifically predicated on the state dental
society’s success in recruiting dentists for the
program. This approach engaged a key stakeholder
— private dentists — in designing and implementing
successful reform.
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Alabama has elected to retain dental program
management in-house at the state Medicaid agency
rather than contracting to managed care. This state
has demonstrated successful provider recruitment
in its “Smile Alabama” program utilizing a com-
bined strategy of market-based fees (approximately
the 75th percentile), a direct appeal to dentists by
former Governor Don Siegalman, simplified claims
administration, enhanced provider and beneficiary
services, and a marketing campaign. The lesson
learned from Alabama is that provider and benefi-
ciary relations — whether instituted by the state or
a vendor — are critically important to program success.

In Delaware, payment of sufficient, yet discounted
rates, with little other programmatic change,
vielded an increase in access. Delaware adjusted its
payment rate to 85 percent of dentist-submitted
customary charges while retaining administrative
responsibility within the state’s Medicaid agency.
The state’s Medicaid director, however, has
suggested that further access improvements will
require non-financial administrative reforms that
make the program easier for a provider’s business
staff to manage. For example, the state is consider-
ing replacing its current proprietary claim form
with a universal commercial form.

Although Georgia has less information available
than other states about the impact of its fee
enhancements, reports from practitioners in that
state suggest that market-based fee increases have
had less impact than anticipated. In order to make
the program more workable for office staff, dentists
would like Georgia to streamline its administrative
and claims-management procedures. The lesson
here is that administrative streamlining may be,
like sufficient fees, a necessary, but not sufficient,
condition for improving access.

Although Indiana’s 1998 reform first succeeded

in increasing access, it lost momentum and slipped
backwards because it failed to maintain market-
based fees through regular adjustments for
inflation. The lesson here is that meaningful fee
improvements, once made, need to be sustained

or the provider network will degrade.



Tennessee is the most recent state to implement
major reforms that include, but are not limited to,
market-based payment rates. Like Connecticut,
Tennessee turned to mandatory managed care
contracting in the mid 1990s. When TennCare was
established in 1994, the state contracted with
multiple vendors who assumed financial risk and
subcontracted dental care to dental plans. Having
failed to generate sufficient access for beneficiaries,
in 2000, the state reversed most of its 1990 deci-
sions. It elected to carve-out dental from medical
managed care and issued an RIP for direct non-
risk contracting with a single dental ASO, Doral
Dental. Tennessee raised fees to approximate the
75th percentile, developed a substantive alliance
with the state’s dental association to recruit
providers, and implemented a social marketing
campaign. The new program also features
improved accountability by requiring the ASO to
provide information on numbers of members
served, numbers and types of procedures delivered,
referrals, and information on quality improvement
activities. The state’s new program, which began
October 2002, is believed to hold strong promise
for success because it addresses payment, partner-
ships, beneficiary support, dentist support, and
accountability issues.
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The Connecticut experience and current proposal
appear to be very similar to that of Tennessee
except that Connecticut does not plan to increase
fees to market levels, does not engage stakeholders
in program reform, and does plan to assign its ASO
vendor with some level of financial risk. As suffi-
cient fees are considered a necessary condition for
program success, risk contracting may introduce a
perverse incentive against access enhancement; and
since multiple states have demonstrated the utility
of engaging the dental community, Connecticut’s
reform appears to hold less promise than
Tennessee’s dental carve-out program. A number of
administrative “best practices” have evolved from
efforts to improve access, including:

¢ Ongoing and meaningful collaboration of all
stakeholders, including dentists and hygienists,
safety-net providers, hospitals, advocates for the
poor, and beneficiaries;

Streamlined of administration including
electronic eligibility verification and claims
management, elimination of most prior
authorization requirements, rapid claims
payment, use of professionally accepted coding
systems and claim forms, and facile mechanisms
for rapid conflict resolution;

¢ Improved performance reporting;

* Strong vendors incentives that are regularly
awarded and sanctions that are routinely enforced;

¢ Engagement of community health centers,
school-based clinics, and other safety-net
providers;

® [ntegration of medical and dental care through
tracking forms and facilitated referrals; and

* Strong provider and beneficiary support.



Summary

Experience across the nation suggests that options
in program administration, in and of themselves,
hold little promise of improving access. For states,
each decision — whether or not to contract to man-
aged care, carve dental in or out, put contractors at
risk, or engage single or multiple vendors — has its
benefits and advantages.

Evidence suggests, however, that these decisions
are not the primary determinants of success in
increasing access to dental care for low-income
beneficiaries. Rather, success depends primarily
upon:

e Sufficiency of payments,
¢ Sufficiency of provider availability, and

® Strong program oversight.
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A handful of states that have significantly increased
access have done so by utilizing a variety of pro-
gram arrangements. Yet, these diverse programs
share several common elements that lead to their
success, namely:

¢ ['unding at market rates,

¢ Simplified program administration,

® Active engagement of stakeholders in designing
and implementing reform, and

® Rewarding access improvements.
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Cost Effectiveness of Preventive Dental Services
I ——————.

Preventive Dental Interventions Reduce Disease Burden and Save Money

Preventive dental interventions, including early and routine preventive care, fluoridation, and sealants are
cost-effective in reducing disease burden and associated expenditures."""" While millions of children in the
United States benefit from routine preventive dental care, there are still millions of additional children who
needlessly suffer from avoidable dental disease. As a result, tooth decay continues to remain the single most
common chronic disease of childhood, causing untold misery for children and their families.

Preventive Care: Low-income children who have their first preventive dental visit by age one are not only
less likely to have subsequent restorative or emergency room visits, but their average dentally related
costs are almost 40% lower ($263 compared to $447) over a five year period than children who receive
their first preventive visit after age one.'

Fluoridation: The Centers for Disease Control and Prevention reports that for every $1 invested in
fluoridation, $38 in dental treatment costs is saved." In addition, Medicaid dental programs costs as much
as 50% less in fluoridated communities compared to non-fluoridated communities."

Sealants: Sealants prevent cavities and reduce associated dental treatment costs, especially among
high-risk children, where sealants applied to permanent molars have been shown to avert tooth decay
over an average of 5-7 years."""'

Lack of Dental Care Leads to Costly Emergency Department Visits and Temporary Solutions

Without access to regular preventive dental services, dental care for many children is postponed until
symptoms, such as toothache and facial abscess, become so acute that care is sought in hospital
emergency departments.” This frequent consequence of failed prevention is not only wasteful and costly to
the health care system, but it rarely addresses the problem, as few emergency departments deliver definitive
dental services. As a result, patients typically receive only temporary relief of pain through medication and in
some acute cases, highly costly, but inefficient surgical care. A three-year aggregate comparison of Medicaid
reimbursement for inpatient emergency department treatment ($6,498) versus preventive treatment ($660)
revealed that on average, the cost to manage symptoms related to dental caries on an inpatient basis is
approximately 10 times more than to provide dental care for these same patients in a dental office.”

The Connection Between Access and Preventive Care

Multiple interrelated social and demographic factors, including income, race, and education can limit
children’s access to preventive dental care.""” Low-income children are only half as likely to access
preventive dental services as middle or high-income children, despite their higher occurrence of dental
problems. They are also two to three times more likely to suffer from untreated dental disease.”" ™ Minority
children are less likely to have access to dental services than their white counterparts, as are children whose
primary caregivers have limited education.™" ™~

Dental insurance coverage plays an integral role in accessing preventive care. Children with private or public
dental coverage are 30 percentage points more likely than low-income uninsured children to have a
preventive dental visit in the previous year.* Children with Medicaid coverage are significantly more likely to
have a usual source of care.”



For many low-income children, Medicaid’'s EPSDT program provides public coverage and access to dental
care, including routine preventive services, such as sealants and fluoride treatments. Parents of children
covered by Medicaid are 3.5 times less likely to report that their child has an unmet dental need than
uninsured children.™ In addition, cost-estimation modeling of preventive interventions predict cost savings of
$66-$73 per tooth surface prevented from needing repair among young Medicaid-enrolled children.™ Further
estimates reveal a savings of 7.3 percent from regular screening and early intervention."

The Consequence: Untreated Dental Disease Affects General Health

The progressive nature of dental diseases coupled with lack of access to preventive care can significantly
diminish the general health and quality of life for affected children. Failure to prevent dental problems has
long-term adverse effects that are consequential and costly. In particular, unchecked dental disease
compromises children’s growth and function (including their ability to attend to learning, to develop positive
self-esteem, to eat and to speak), thereby making the cost of preventive dental care low compared to
alternatives of suffering, dysfunction, and expensive repair.""”"

Despite historic achievements in oral health, such as community water fluoridation and other preventive
measures, millions of children are still without basic dental care. Oral health promotion and prevention is
critical to reducing disease burden and increasing quality of life. Failure to provide access to preventive
dental care almost always results in quick fixes that are short-lived and high-priced, especially among low-
income children and their families who are without the resources necessary to access dental services.
Recognizing that dental insurance, including Medicaid coverage, is an essential part of accessing care may
be the first step to reducing barriers to care and eliminating oral health disparities by ensuring that low-
income children gain access to the preventive dental services they need.
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