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Preface

In the early 1980's, the Centers for Medicare & Medicaid Services (CMS) (formally the Health

Care Financing Administration, published “4 Guide to Dental Care: EPSDT/Medicaid.” That  __ --| Deleted: (HCFA), hereafter referred to

Guide was intended to complement, supplement and expand upon policy information contained
in CMS’ State Medicaid Manual (SMM), which is available on the Internet at changes implemented in 2001,

as the Centers for Medicare and Medicaid
Services (CMS) to reflect administrative

www.hcta.gov/publorms/pub45/pub_45.htm. The Guide was developed for the use of State
Medicaid agencies, dental and other health care providers, and national, state and local policy
makers involved in organizing and managing oral health care for children under Medicaid’s Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) service. Now long out-of -print,
photocopies of the original Guide continue to be requested frequently by individuals and
organizations seeking information on children's oral health services and referred to the Guide by
the SMM.

Over the past two decades, however, dramatic changes have occurred in dental science and

technology, in public policy approaches to dental care delivery, and in the Medicaid program, .- { Deleted: EPSDT service

itself. These changes have been of a magnitude such that much of the information in the original
Guide no longer reflects the state-of-the-art of dental service delivery. In addition, CMS, in
collaboration with state Medicaid agencies, had been developing initiatives aimed at addressing

concerns about children's access to dental services in the Medicaid, program. These concerns had _ . - { Deleted: /EpsDT

been highlighted recently in two reports by the U. S. General Accounting Office and in the U. S.
Surgeon General’s report on oral health in the Nation. Substantial revision of the original Guide
clearly was needed if it was to be of continued value to those seeking modern information about
children’s dental care in Medicaid.

Consequently, CMS issued a contract to the American Academy of Pediatric Dentistry (AAPD) ___ - { peleted: 1n May 2000,
for the purpose of reviewing the original Guide and i isi "~ { peteted: he
concerned about children's oral health in Medicaid, - - - { Deleted:

T { Deleted: the context of the EPSDT

‘| service.
AN
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In fulfillment of its contract, the AAPD developed a draft of the revised Guide,
submitted the draft to wide review and comment by major national organizations concerned and
knowledgeable about pediatric oral health, and produced the document provided here: “4 Guide

________________________________________________ - { Deleted: :

possible on scientific evidence with appropriate citations provided, and on expert opinion where <~ { Deleted: /EPSDT; Revised 2001
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scientific evidence is inconclusive or not available. A { Deleted: Revised 2001
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current information on clinical practice, evolving technologies and recommendations in dental
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l. Children’s Oral Health and Dental Care

A. Common Conditions Affecting Children’s Oral Health

1. Overview

children — _ a — despite the fact that it is highly DLey911t91319_

through early and sustamed home care and regular professional preventive services.

The prevalence, severity and distribution of tooth decay in U.S. children have changed considerably
over the past several decades. Once a disease of nearly universal prevalence and substantial severity
for nearly all children, tooth decay is now generally bi-modally distributed in the pediatric population
to the point that roughly 80 percent of caries experience in permanent teeth is concentrated in 25
percent of U. S. children.> Minority and low-income children also disproportionately experience
decay in their primary teeth. The high-risk, high-prevalence, high-severity group, which currently
represents nearly 20 million children, is largely comprised of low-income children (nearly all of
whom are eligible for Medicaid or SCHIP), with higher levels of caries found in African-American
and Hispanic groups at all ages.’

' U.S. Department of Health and Human Services. Oral Health in America: A Report of the Surgeon General. Rockville,
MD: U. S. Department of Health and Human Services, National Institute of Dental and Craniofacial Research, National
Institutes of Health, 2000.

" Office of the Inspeotor General (OIG), U S, Department of Health and Human Services. Children’s Dental Services
Under Medicaid: Access and Utilization. San Francisco, CA: U. S. Department of Health and Human Services, OEI 09-
93-00240, 1996.

 Kaste LM, Selwitz RH, Oldakowski RJ, Brunelle JA, Winn DM, Brown L. Coronal caries in the primary and
permanent dentition of children and adolescents 1-17 years of age: United States, 1988-1991. JDent Res. 1996 Feb:75
Spec No:631-41.

Vargas C, Crall I, Schneider D. Sociodemographic distribution of pediatric dental caries: NHANES 111, 1988-1994. J
Am Dent Assoc. 1998;129:1229-1238.
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Among the many dentd conditions

1| affecting children, dental caries is the
/) | preeminent concern in the context of
''| Medicaid and Early and Perodic

1

I Screening, Diagnostic and Treatn 121
Ui
Dental caries generally is considered to be reversible or capable of being arrested in its earliest stages ! ,[ Deleted: % )
through a variety of proven interventions. However, beyond its earliest stages, the decay process ! /,Gdeted: percent of aries experil__ 737
generally tends to advance and become more difficult and costly to repair the longer it remains '’ ,’,’!@eleted: % }
untreated. Hence, treatment initiated early in the course of dental caries development will almost ;! I:i',’lﬁeleted: percent of U. 5. childr{ 47
always be easier for both child and dentist, less expensive, and more successful than treatment begun | ,’l»',',", '/ﬁaleted: )
gt_am I:l,'l;'/:;’/"/{ Deleted: beyond its earliest stag@
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2. Dental Caries (Tooth Decay) in U. S. Children *L,é,,:,’; *{ Deleted: in the course of dental(— o7}
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Prevalence and Risk — Data from recent national surveys reaffirm the persistence of dental caries as {z::::::: :t":mams"'mdmo mﬂ
the single most prevalent chronic disease of childhood. Roughly half of U. S. children experience //~ AL = (8]
dental caries by age nine; and the proportion rises to about 80 percent by age 17. Overall, national /- { Deleted: sss )
epidemiologic surveys show that nearly one-in-five (18.7%) U.S. children, twq, to four years of age -~ " peleted: 2. 4 o)
have visually evident tooth decay. Since these surveys are conducted without the aid of dental ,{ Deleted: §
radiographs (x-rays) typically used as part of dental diagnostic examinations to help detect decay in //, { Deteted: poor
hard-to-visualize areas (e.g., between adjacent teeth), the actual prevalence is undoubtedly higher. ///.«;/, { Deleted:
Decay experience is closely tied to socioeconomic levels, with children from low-income families 2*°_A Deleted: Poor.c 107
more likely to develop caries.  Preschoolers jn households with incomes less than 100% of the 7~ { Deleted: Children
federal poverty level (FPL) are three to five times more likely to have cavities than children from :';;{Ddeted: (those ...)
families with incomes equal to or above 300 percent, of the FPL. The Third National Health and ™~ { Deleted: under age five years
Nutrition Examination Survey (NHANES )’ found, visible decay in 30 percent of two to five year- 3 T~ (Deleted: ».%

old children in poverty and 24 percent,of near-poor children (100%-200% of the FP )—____E_lj_aﬁ_@_\;é_s:\\\(al eted
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children experience more severe levels of the disease, often with associated pain, infection and

? %...versus 12

disruption of normal activities. These children generally acquire the disease early in childhood and

%
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often present as infants with multiple teeth in advanced stages of decay (a condition now referredto '\ \ | Peleted:

percent of m....only s{_ flSi ’

as “early childhood caries” or “ECC,” and known previously as "baby bottle caries"). Children [ Deteted: 6% )
) \ [ Deleted: percent of ... lvels g
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1994. J Am Dent Assoc. 1998;129:1229-1238. (Deleted: 4-5 ]




72
73
74
75
76
77
78
79
80
81
82
33
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
111

living in households below 200, percent of the poverty level - roughly half of U, S. children —have _ - - { Deleted: %

three and one, half fimes more decayed teeth than do children j

n more affluent families, ______ _--{ peeted: a

)

e J
AN N ‘Geleted: 3.5 . j ’

)

)

)

I Unmet Treatment Needs — Dental care is the most common unmet treatment need in children.$ W ﬁemed: compared to
Lower-income children have more untreated dental disease than more affluent children who obtain { Deleted: "
.4 . . s .. . . \ ¢ young children
care on a regular, periodic basis. Reasons for this disparity include the fact that low-income children ﬁelete "
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the decayed permanent and primary teeth in 6-14 year olds were unfilled (untreated). by > { Deleted: %
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Consequences ~ The consequences of severe, untreated dental disease and poor oral health in '\ +* ‘[Gelete "
o
AY

millions of American children are evident in many dimensions. Biologically, untreated dental \ (Deteted
AY
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associated with systemic health conditions. Socially, affected children have problems with school { Deleted: ,
attendance and performance, and are often stigmatized because of their appearance. Health system ™ 7} Deleted: including cardiovascular
disease and poor pregnancy outcomes.

consequences include frequent visits to emergency departments (often without definitive resolution
of the presenting problem), hospital admissions, and treatment provided in operating rooms for
' conditions that are either largely preventable or amenable to less costly care had they been treated _ - - { Deleted: it
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1. Emphasis on Early Initiation of Oral Health Care

Science has provided a clear understanding that tooth decay is an infectious, transmissible,
destructive disease caused by acid-forming bacteria acquired by toddlers shortly after their first teeth
erupt (generally around six_months of age) from their mothers. Jn its early stages, the effects of _. - | Deleted: shorily after their first teeth J

____________________ S erupt (generally around six

dental caries are largely reversible through existing interventions (e.g., fluorides) that promote X~
replacement of lost minerals from the outer layer of the tooth (enamel). These findings, combined \\{ Deleted; 6 J
with epidemiologic data on the occurrence of tooth decay in infants and young children, suggest that { Deteted: months of age). J
true primary prevention must begin in the first to second year of life. This evidence also suggests

that particular attention should be paid to the oral health of expectant and new mothers.

common oral conditions of childhood (in addition to tooth decay) include gingivitis and mucosal
(soft tissue) infections, accidental and intentional trauma, developmental disturbances associated

¢ Newachek PW. Hughes DC, Hung YY. Wong 8, Stoddard JJ. The unmet health needs of America’s children.
Pediatrics 2000;105:989-997.
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with teething or tooth formation, poor alignment of teeth or jaws, and craniofacial abnormalities
including clefts of the lip and/or palate. Additionally, parents frequently request information on a
diverse array of concerns including sucking habits, fluoride usage, tooth alignment, timing and order
of tooth eruption, and discolored teeth.

Infant Oral Health Care - Infant oral health care begins ideally with prenatal oral health counseling for
parents, a service that should be provided by knowledgeable health care providers such as
obstetricians, family physicians, pediatricians and nurse practitioners, as well as dental providers.

structures, risk assessment, counseling, anticipatory guidance and necessary follow-up interventions

should begin early, ideally before dental diseases are established. This early involvement is viewed, _ . - - Deleted: and be seen

first dental visit. American Academy of Pediatric Dentistry (AAPD) policy, as reflected in its
“Periodicity of Examination, Preventive Dental Services, and Oral Treatment for Children,” (see
Appendix A) recommends that children be seen by a dentist following the eruption of the first tooth,
but not later than 12 months of age. The AAPD recommendation is embraced by the Bright Futures
consortium of 28 child health organizations and is consistent with policies of dental and public
health groups including the American Dental Association, American Dental Hygienists Association
and American Public Health Association. In contrast, the American Academy of Pediatrics (AAP)
maintains a standard of referral to a dentist at age 3 years in its periodici i
pediatricians can provide appropriate oral health guidance until that age
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I 2. Successful Models for Achieving Oral Health «- -~ Formatted: Bullets and Numbering )
| “Dental Primary Care” - Professional guidelines (and Medicaid statutory requirements) for addressing__ - - - Deleted: /EPsDT )
pediatric oral health needs are predicated on early and periodic clinical examinations to assess for
evidence of pathologic changes or developmental abnormalities, diagnoses fo determine treatment _ . - { Deleted: and B
needs, and follow-up care for any conditions requiring treatment. These recurring periodic oral__ - - { Deleted: provide )

assessments (“dental check-ups™) generally are coupled with the delivery of routine preventive
services (self-care instructions, fluoride applications, dental sealants, etc.) and increasingly seek to
incorporate assessments of risk factors that elevate the likelihood of destructive changes if allowed to

I 7 Lewis CW, Grossman DC, Domoto PK, Deyo RA. The role of the pediatrician in the oral health of children: a
national survey. Pediatrics 2000;106:E84.
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persist. This pattern of periodic assessments, preventive services, and necessary follow-up care also
generally applies for adults, who collectively are more susceptible to the development of periodontal
disease, oro-pharangeal cancers, and other soft tissue abnormalities. A large and growing proportion
of the U.S. population has adopted this pattern of care, faces relatively few barriers to accessing
services because of household income levels and/or private dental insurance, and enjoys
unprecedented levels of oral health status. However, access for those
remains a chromnic problem.8
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competent oral health care practitioners, chosen by each child’s parents or guardians, provide ~~{ peleted: ]
. "~ { peleted: continuous and comprehensive
(i.e.. by 12 months of age in most high-risk populations) while caries and other disease processes can . ;:;‘;i;’f;fpg‘;‘t'g;:e‘g competent oral ]
be effectively managed with minimal or no restorative or surgical treatment. ,An adequate dental "Q\\ { Deleted: )
home, should be expected to provide children and their parents with: . ______ N :
- s S { Deleted: » J
1. An accurate examination and risk assessment for dental diseases, o {gﬁ:?ﬁ?;é‘;p:ﬁ:ﬁ‘::sm ofagein }
2. An individualized preventive dental health program based upon the examination and risk ‘Q:\“.( etoted: o : )
asse'ssment’— —————————————————————————————————————————————————————— .‘\"{ Deleted: H ]
3. Anticipatory guidance about growth and developmental issues (e.g., teething, thumb or "~ -
pacifier habits), AN fDe'etEd: . ]
4. Advice for injury prevention and a plan for dealing with dental emergencies, { Defeted: and flworidestatus )
5. Information about proper care of the child’s teeth and supporting structures, o {De'ete,d‘ ¥ dental trauma and injury J
6. Information about proper diet and nutrition practices, prevention advice
7. Pit and fissure sealants,
8. A continuing care provider that accomplishes restorative and surgical dental care when

necessary in a manner consistent with the parents’ and child’s psychological needs,
9. Interceptive orthodontic care for children with developing malocclusions,
10. A place for the child and parent to establish a positive attitude about dental health, ~
11. Referrals to dental specialists such as endodontists, oral surgeons, orthodontists, pediatric

- (Deleted: and
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- { Deleted: « . )
)

U {Deleted: .

United States General Accounting Office. Oral health: dental disease is a chronic problem among low-income ‘ﬁ)eleted: ’ J
populations. GAO/HEHS-00-72, Apr. 12, 2000.

° Pediatric dentists often function as primary dental care providers for children, but also may serve as referral outlets
for difficult-to-treat children initially seen by general dentists.
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3. Periodicity of Services «- -~ { Formatted: Bullets and Numbering )

Detailed recommendations regarding the periodicity of professional dental services for children can
be found in the AAPD's Reference Manual section on “Periodicity of Examination Preventive

Reference Manual is available on the Internet at www.aapd.org. The AAPD penodlcny schedule
outlines the recommended content and periodicity of developmental assessments, clinical
examinations, diagnostic tests including radiographic assessments, counseling and prevention
activities, and periodic reevaluations. These recommendations generally call for procedures to be
repeated at six-month intervals or as indicated by individual patient’s needs or risk for disease.

Recommended policies and practices for general health superv1310n of children, including oral
health, also have been promulgated in a series of Bright Fut d with
of the U. S. Department of Health and Human Services. -

hﬁght Futures oral health guide also__can _be found on the Internet at __ - - Deleted: is located ]
www.brightfutures.org/oralhealth/index.hitml.

4. Behavior Management : «- -~ Formatted: Bullets and Numbering |

It has been estimated that 85 percent of children generally are cooperative in dental treatment
settings, while the remaining 15 percent require more advanced behavior management approaches in

order to provide dental care. Behavior management has been defined 2_18_pqrpgs_e_ﬁgl_appl_lgqtl_o_n_qf_ Deleted: It has been estimated that 85
accepted techniques — both pharmacologic and non-pharmacologic — to reduce fear and anxiety, g:{;;;‘f:f °hﬂdfe§;$ cooperate for

enhance cooperation, and effect treatment. Descriptions of common behavior management \\\\ percent will require more advanced
techniques used in pediatric dentistry can be found in Appendix A: Clinical Issues. A more complete Dehavior management of some type in
description of techniques, rationale and indications for various approaches can be found in the

current Reference Manual of the American Academy of Pediatric Dentistry, available on the Internet

\ AY
\\( Deleted: While definitions may vary, b J

at www.aapd.org. { Deleted: can be J
Behavioral management of anxious children who are unable to readily accept even routine dental _ - - Deleted: Behavior management
treatment often requires additional time on the part of practitioners and support personnel to provide zﬁm Zﬁ,";’;ﬁ‘f”ﬁlgf;ﬁiﬁ fﬁfm .
dental procedures. Reluctance on the part of many dentists to treat very young children and those and enhanced with experience.
w1th disabling conditions can contrlbute to limited access to care for these groups. Therefore it 1s
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anxious children who are unable to readily
accept dental treatment often necessitates
additional time on the part of practitioners
to provide dental procedures that most
children accept routinely, Additional
details on specific common behavior
anagement techniques used in pediatric
dentistry can be found in Appendix A:
Clinical Issues. A full description of
techniques, rationale and indications can
be found in the current Reference Manual
of the American Academy of Pediatric
Dentistry, available on the Internet at
www.aapd.org. 1

Reluctance on the part of many dentists to
treat very young children and those with
disabling conditions can contribute to
limited access to care for these groups.
Therefore, it is imporiant that dentists
receive adequate training to be able to deal
with these children and that they be
adequately reimbursed for dealing with
children who require extra time and
resources to treat.
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Early and periodic screening, diagnostic and treatment (EPSDT) services are required services under
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0 1n 2001, CMS introduced a new program, The Health Insurance Flexibility and Accountability (HIFA) Initiative
(Section 1115 Model Waiver), to reduce the number of uninsured individuals, particularly those with incomes at or
below 200 percent of the federal poverty level (FPL). This section 1115 demonstration initiative will enable states to
use Medicaid and SCHIP funds in concert with private insurance options to expand coverage to low-income uninsured
individuals. As part of an overall approach to increase the number of individuals with health insurance, states will have

increased latitude in designing benefit packages and cost sharing. Additional information on HIFA waivers is available
from the Centers for Medicare and Medicaid Services.
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Direct Dental Referral - Once each child reaches an age specified by the state in its dental periodicity
schedule (typically between age one and three years), a direct dental referral is required. |

- { Formatted: Highlight j

: et es Referrals to a dentist also may occur at times other than
those descrlbed by the penodlclty schedule when deemed medically necessary. The dental referral
must be for an encounter with a licensed dentist for diagnosis and, if necessary, treatment. Services
permitted by the state’s practice act also may be obtained from a dental hygienist. Direct referral to a
dentist may be met in settings other than a dentist’s office. The necessary element is that referred
children be evaluated by a dentist. In an area where dentists are scarce or not easily accessible,

dental examinations in a clinic or group setting may make the service more appealing to recipients
while meeting the state’s dental periodicity schedule.
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The discrepancy noted earlier between the AAP and other organizations regarding the recommended
age for a child’s first dental visit has left Medicaid program officials in somewhat of a quandary

when developing their periodicity schedules. Faced with this discordance, state-derived dental
periodicity schedules generally specify that an initial referral to a dentist be made somewhere within
the range between the AAPD/ADA/ADHA/APHA /Bright Futures recommendation of age 1 and the
AAP recommendation of age 3 unless clinical conditions indicate the need for an earlier referral.
The rationale for direct referral for evaluations by dental personnel beginning at an_early age
includes:
o The relatively high prevalence of dental caries (tooth decay) in Medicaid-eligible infants and
preschool-age children;
e Limited sensitivity of oral screening procedures conducted by non-dental personnel to detect
decay at the level of individual teeth;
« Greater potential to arrest or reverse the decay process and minimize damage to teeth and
supporting structures when caries is diagnosed and managed beginning in its early stages;

o The difficulty of detecting interproximal decay {decay on the surfaces between adjacent teethy«~ -~ ‘( Formatted: Tabs: 0.25", Left |
without the aid of dental radiographs once teeth erupt and are in contact (generally by age 2); and
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e Dental professional guidelines that call for initiation of dental care beginning by age 1, with*- -~ -( Formatted: Tabs: 0.25", Left B
periodic re-evaluation and preventive services at intervals based on the child’s risk for oral

diseases (generally every six months unless risk factors suggest alternative schedules).

Dental assistants, dental hygienists and expanded function dental assistants may perform substantial
routine preventive, and certain other radiographic and treatment services when in compliance with
state practice acts. However, since dental hygienists currently are not permitted by any state practice

act to establish diagnoses, the diagnostic component of the EPSDT referral requirement cannot be
achieved solely by a dental hygienist.

Health Education - Health education is a required component of screening services and includes
anticipatory guidance. At the outset, the physical and/or oral screening provides the initial context
for providing health education. Health education and counseling to both parents (or guardians) and
children is required and is designed to assist in understanding what to expect in terms of the child's
development and to provide information about the benefits of healthy lifestyles and practices, as well
as accident and disease prevention. Oral health education for children generallv includes counseling

about minimizing dieta .
with an appropriate amount of fluoride toothpaste). fluoride supplements if indicated, and regular

dental care visits for periodic assessments and preventive services. Oral health education, particularly
for adolescents, may also include education on how to prevent injuries by wearing protective gear
and about the harm of using tobacco products and other drugs.
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that dental services fo1 chﬂdren shall, at a minimum, include rehef of pain and infection, restoration
of teeth, and maintenance of dental health.

Dental services are to be provided at intervals which meet reasonable standards of dental practice, as

determined by the state after consultation with recognized dental organizations involved in child
health care, and at such other intervals, indicated as medically necessary, to determine the existence
of a suspected illness or injury. Although not specified in the SMM, it is suggested that
consultations with dental organizations, at a minimum, include the state unit of the professional
organization representing dentists at large (i.¢., state dental association) and pediatric dentists within
the state. Each state’s dental periodicity schedule also should include recommended intervals for

1 42 CFR 440.100.
2py, 101-239, Sec. 6403.
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adopt a nationally recognized dental periodicity standard without substantial formal consultation,

The periodicity schedule for other EPSDT services (e.2., general health screening services) may not

govern the schedule for dental services. It is expected that older children may require dental services

more frequently than physical examinations.”

13 The source of this statcment is Section 5140 — Periodicity Schedule — of the State Medicaid Manual. “Older” in this

context appears to connote older than the age at which each state’s periodicity schedule specifies that children must be

seen by a dentist (typically age 2-3).
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This section provides an overview of several critical clinical issues regarding children's
dental services, as well as further elaboration of topics introduced in prior sections. A
more in-depth discussion of clinical pediatric dental services is found at Appendix A. :

D. Critical Clinical Elements of Dental Services I
{
(

Dental care includes diagnostic services, preventive services, therapeutic services and emergency :.
1

services for dental disease which, if left untreated, may become acute dental problems or may cause i ;,,

irreversible damage to the teeth or supporting structures. As noted in Section I, dental diseases and o 0
conditions of primary concern during childhood include dental caries (tooth decay) and problemsor :,’,'

anomalies related to disturbances of growth and development. Periodontal diseases and other | o
conditions affecting so-called soft tissues within the mouth and underlying bone, often related to

svstemic health problems, also affect oral health in a smaller percentage of children.

]
I
'

[
[

Because children remain at varying levels of risk for dental diseases and developmental disturbances," a,'

and because the best outcomes are achieved when these conditions are detected and treated early, '
periodic examinations at intervals commensurate with levels of risk are recommended for all c','
children starting at an early age and continuing throughout childhood and adolescence. The often ‘l'.'
insidious onset of dental diseases requires that practitioners responsible for children’s oral health ':,’
understand underlying disease processes and have the training, experience, and equipment necessary ,h‘
to accurately diagnose and manage common dental diseases and, when necessary, provide a range of |,
therapeutic services to restore damaged structures, ,h

1. Diagnostic Services,

Accurate and earlv diagnosis is an es‘sential prerequisite for successful control and treatment of

exammatlon 1ndlcates the need for further evaluation of an 1nd1v1dual $ health, a referral for b
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diagnostic studies is to be provided without delay, However, the relatively high prevalence of dental
diseases and abnormalities in Medicaid-eligible infants and children and the limited sensitivity of

current screening procedures provide strong clinical | d g diag i
examninations by a dentist beginning at an early ag

Sound preventive strategies have been the key to improvements in oral health for a substantial
roportion of American children over the past several decades. H r.onl allpercentage of
childien enial cdicaid o = e ? '
lists common preventive dental services for children and a brief summary of the findings of the 2001
National Institutes of Health (NIH) consensus development conference on dental caries or other
evidence-based assessments, as noted,'*'®
o Dietary and oral hygiene counseling — The NIH conference indicates that current data provide
some support for the efficacy of office-based interventions to modify behaviors, but did not
comment specifically on the effectiveness of dietary or oral hygiene counseling. However, a
Canadian Task Force on Preventive Health Care noted that although evidence of the

effectiveness of dental counseling for inducing positive dietary changes is poor, counseling is
recommended for patients at high risk for dental caries. Similarly, although the evidence for

effectiveness in preventing togth decay of daily plaque removal by toothbrushing alone is poor,
toothbrushing is essential for self-application of fluoride toothpaste — which is highl
recommended for preventing dental caries — and also helps to control gingival (gum) disease.

© Dietary fluoride supplements — The Canadian Task Force found good evidence of reductions in
the incidence of dental caries (tooth decay) if the proper dosage schedule is carefully followed.

o Professional topical fluoride applications — Acidulated phosphate fluoride (APF) gels have
‘consistent evidence of effectiveness when applied 1-2 times per year in a manner consistent with
protocols under which they have been studied. Evidence for the benefit of fluoride varnish
application to permanent teeth (which begin to erupt around 6 years of age) also is generally
positive. The NIH consensus conference concluded that the evidence for effectiveness of
fluoride varnish applied to primary teeth was incomplete and inconsistent at the time of the
conference, generally reflecting a lack of well-controlled studies in younger — e.g., preschool —
children. The problem of early childhood caries merits ongoing review of this preventive
modality as additional evidence becomes available.

o Pit and fissure sealants — Dental sealants (plastic coatings that are applied to the grooves and

fissures of primary and permanent teeth) have been demonstrated to be effective in the primary

"* National Institutes of Health Consensus Development Statement “Diagnosis and Management of Dental Caries
Throughout Life,” National Institutes of Health/National Institute of Dental and Craniofacial Research, March 26-28,
2001.

2. Prevention of dental caries. Can Med Assn J 1995;152:836-846.
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prevention of caries, and their effectiveness remains strong as long as they are maintained (i.e.,

through periodic evaluation and reapplication, if necessary).

o Topical antimicrobial agents — Evidence for the use of chlorhexidine gel is moderately strong
(although many studies demonstrating its effectiveness used concomitant preventive measures).
Concentrated (professional-strength) fluorides also have antibacterial properties.

o Combination interventions for primary caries prevention or for reversing or_arresting the
progression of carious lesions — Evidence concerning combinations of chlorhexidine and
fluoride and/or sealants suggests they are effective.

o Space maintenance and habit discontinuation appliances — Space maintainers are removable or
fixed passive appliances designed to prevent tooth movement and generally are placed following
the extraction of teeth or in cases of congenitally missing teeth. Habit discontinuation appliances
are used to eliminate habits that can adversely affect the development of anatomical structures or
functions such as speech (&.g.. thumb sucking or oral finger habits). Because they do not directly
relate to dental caries, neither review process commented on these devices.

e Protective mouth _and face guards for children engaged in sports activities — Many such
devices have been tested and found to be effective in reducing the incidence and severity of

sports injuries.

Additional details on preventive dental services can be found in Appendix A: Clinical Issues of this
Guide.

3. Therapeutic (Treatment) Services

Oral diseases are progressive and cumulative and, if left untreated, become more complex and

difficult to manage over time. Medicaid statutes and the SMM state that dental therapeutic services
must include dental care, at as early an age as necessary, needed for relief of pain and infections,

A partial list of dental treatment services specified in the SMM

includes:
» Pulp therapy for permanent and primary teeth —e.g., root canal treatments;

«--= ’( Formatted: Bullets and Numbering J

- { Formatted: Highiight )

 Restoration of carjous (decayed) permanent and primary teeth with materials and techniques that

meet current accepted practices — e.g., plastic and metal fillings and stainless steel crowns;
o Scaling to control gingival and periodontal diseases:

« Maintenance of space for missing posterior primary and permanent teeth to prevent or minimize

problems in eruption of permanent teeth — e.g.. fixed and removable space maintainers;
e Provision of removable prosthesis (partial and complete dentures) when masticatory (chewing)

function is impaired, when an existing prosthesis is unserviceable or when the condition
interferes with employment training or social development; and

o Orthodontic treatment when medically necessary to correct handicapping and other

malocclusions.
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when treatment is finally sought, and poorer outcomes.
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Informing all eligible children and their familie
achieving optimal oral health and long-term cost savings for Medicaid-eligible children. All eligible
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2. Supportive Services (Scheduling and Transportation Assistance) “

H
Medicaid program beneficiaries often require additional support services in order to access needed+
health services. If requested, programs must provide assistance with transportation and scheduling

appointments for examinations as well as follow-up diagnostic and treatment services, and arrange ' | yimout follow-up roferral to dental care

for translation services for families that have difficulty communicating in English. Failure to make v . | providers. Thus, there arc two critical sets
. . . o " #!" "] of linkages that must be developed and
such arrangements often results in missed appointments that waste clinical care opportunities,

discourage provider participation, and delay or interrupt courses of treatment. Such delays and 7),'
interruptions in treatment generally result in more advanced, difficult and costly subsequent f,'
treatment due to the progressive nature of dental diseases, and often lead to poorerhealth outcomes,, i/
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The majority of U.S. children receive dental care from general dentists who comprise roughly 80 ‘\:1.

but provide both basic and advanced-level care for a disproportionately large percentage of children ‘-l\\‘

relative to their numbers. Fortunately, of those children who do experience dental decay, most 'v‘
(roughly 80%) have fairly routine restorative treatment needs and are cooperative for dental

treatment. However, the remainder —nearly four to five, million American children —have advanced_ + |\( needing such services get to dent{ 7517 |
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or “catastrophic” levels of disease and frequently present additional challenges due to medical co- ',
morbidities, developmental problems or early onset of severe dental disease. These children often |
require advanced patient management skills on the part of the treating dentist, and frequently require |
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<#>Effective referral linkages among
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t Referrals to Dental Care Providers —
Vi State Medicaid programs are nltimately
iy | responsible for assuring that direct

“'-.\\ referrals for necessary post-screening

1 $ 31| are made, and that children identified as
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\\‘-. \“‘ be met in settings other than a de(”_ 1621 |

treatment using conscious sedation, deep sedation or general anesthesia. Children with special health
care needs, particularly those with developmental disabilities, also often require adaptive
environments, modifications to the delivery of routine care, and/or specialized services. Dental care
for these children generally is available through pediatric dentists or general dentists with advanced
(residency-based) training or skills acquired through intensive professional continuing education.
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792 | Some aspects of dental care, even for cooperative children, also may necessitate reforrals to dental__ - - { Deleted: g )
793  specialists (e.g., for endodontic/root canal, periodontal, surgical, prosthetic or orthodontic services).

794  Failure to establish adequate provider networks or effective linkages among dental providers for

795  these types of care frequently results in high levels of unmet treatment needs, and an ineffective and

796 | inefficient system that delivers a preponderance of diagnostic and preventive services at relatively _ .. - { Deleted: treatment )
797  high cost, while failing to meet the comprehensive needs of eligible children. State Medicaid
798  programs or intermediaries with whom they may contract (i.e., dental plans) should ensure that
799  adequate numbers of advanced-level dental care providers are available to Medicaid beneficiaries.
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Medicaid programs are encouraged to maintain regular communications with dental professionals
through formal dental advisory groups comprised of representatives of the pediatric dentistry state
unit_(society, association), state dental association and other organizations deemed to have an

important role in, children's dental services. Although notrequired, establishment of a formal dental
Medicaid advisory group can help program officials to stay apprised of contemporary practice
techniques and policies. Periodic meetings with dental professionals who actively participate in the
Medicaid program also help Medicaid program administrators identify administrative issues of
concern to dentists. Recent experience in several states has shown that ongoing communications
with dental advisory groups has been critical to building improved relationships between Medicaid
programs and practicing dentists, and to increasing dentist participation in Medicaid. Dental
advisory groups can offer guidance to the state regarding issues such as appropriateness of certain
services in specific situations, help in resolution of conflicts among providers, patients and the state

Medicaid agency, and provide other practical assistance.

7. Elements of Systems Capacity and Integration

State Medicaid agencies increasingly are becoming involved in managing and organizing, rather than
merely paying for, the services for which they are responsible for providing to program beneficiaries.

As a result, many state Medicaid agencies are exploring approaches to broaden and integrate the

contributions of dental and other health care providers to improve oral health status and enhance the

delivery of dental care to Medicaid enrollees in their states. Medicaid agencies have substantial

opportunity to influence the development of at least the following integrated system components:
o Universal, periodic assessments 1o determine risk, disease status. or need for treatment;

e Professionally grounded guidelines or protocols for reducing disease burden and appropriate
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875 use of treatment services based on levels of risk, disease status, or indications for treatment:

876 | e Effective health promotion, primary prevention, and disease management programs;

877 o Effective referral mechanisms linking “non-dentist” assessors who do not provide additional

878 services to prevention and disease management programs for those at risk, but without disease,

879 and to dentists for those in need of disease management and/or reparative services;

880 o Effective dental referral mechanisms among general dentists and pediatric dentists or other

881 specialists for children with advanced levels of disease or special management considerations;

882 o Case management and care coordination to facilitate completion of follow-up activities and

883 episodes of care;

884, e Proorams to develop service capacity in_dental provider shortage areas, including both

885 workforce and facilities;

886 o Organized systems of care with defined and enforced performance standards for entities that are

887 delegated responsibilities for specified populations or geographic areas; and

888 o Effective_ management information systems to monitor performance and support guality+- -'{Formatted= Builets and Numberingj
889 improvement.
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* This section draws largely on material prepared by James J. Crall, DDS, ScD, for a paper commissioned for the U.S.
Surgeon General’s Workshop on Children and Oral Health, currently in press in the Journal of Ambulatory Pediatrics,
and work supported by the Children’s Fund of Connecticut, Inc. and the Connecticut Health Foundation.

U United States General Accounting Office. Oral health: factors contributing to low use of dental services by low-
income populations. GAO/HEHS-00-149. September, 2000.
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Procedure Medicaid | 1999 Natl | 1999 Natl | 1999 Natl | 1999 Nati | 1999 Nati
Code Description Mean Mean 10th %ile | 25th %-ile | 50th %lie | 78%h %-fle
Diagnostic
00120 Periodic oral exam b 16 25 16§ ¢ 2019 23 29
00110/00150} Inifid/comp oral exam | $ 22 39 22 2719% 35 46
00210 Introral complw/ bwings 43 73 53 61 71 82
00272 Bitewings - 2films b 13 24 16 19 22 27
00330 Panoramic film 35 63 48 53 60 71
Preventive
01120 Prophylaxis - child 5 23 3913 27 31 37 44
01203 Topical F excl prophy ] $ 13 22 11 16 20 26
01351 Sealant- per tooth 1713 29 20 22 27 33
Restorative
02150 Amalgam-2surf-perm 47 831% 59 68 78] & a3
02331 Resin-2surf 55 100 65 78 93 113
02751 Crown - PFM Base 316 579 439 § ¢ 507 573 654
02930 Prefab SSC-primary 3 80 140 83 105 136 164
Endodontics
03220 Ther pulp exc final restor ] $ 47 91]1% 52 $ 65 861 % 106
03310 Anterior RCT 193 366 263 1% 311 356 | 420
Surgery
07110 | Extraction - singe tooth | $ 4113$ 79 1S 521 % 64 % 761 % 93
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2 Fee percentiles demonstrate the distribution of fees charged by dentists in a particular area. For example, the fees shown in the
column labeled “10® percentile” indicate that 10% of dentists charge that amount or less for the respective services. Conversely,
90% of dentists charge more than the amounts shown. The fees listed in the “25%percentile” column indicate that 25% of dentists
charge that amount or less; and, conversely, 75% charge more than that amount, etc..
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* The E»,o.:swmos in this section is drawn from work of J. Crall and B. Edelstein for the Children’s Fund of
Connecticut, Inc. and the Connecticut Health Foundation.
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1. Performance Measurement

Health care practices and arrangements increasingly are being driven by an emphasis on performance
with respect to cost and quality, growing demands for accountability, and consumer and purchaser
choice in a market-driven health care system. In each of these areas, performance measurement — the
quantitative assessment of health care processes and outcomes for which an individual practitioner,

provider organization, health plan or public benefit program (e.g., Medicaid) may be accountable—
plays a critical role.

Performance measurement should be a high priority for public benefit programs regardless of
whether individual states choose to delegate a portion of their program administrative responsibility
to managed care organizations (MCOs) or fully administer their own programs. Unfortunately,
performance measurement has not been widely developed or applied in the area of pediatric oral
health. Instead, program administrators have often focused on superficial comparisons of profiles of
services provided to Medicaid children with those reflecting services provided to commercially
insured populations. As these populations have substantially different treatment needs, such
comparisons may result in inappropriate benchmarks, erroneous conclusions (e.g., that matching
commercially insured population service profiles indicates delivery of services that are appropriate

for Medicaid populations) and undue utilization review activities that discourage dentists’
participation in Medicaid.

% Personal communication with Michigan Medicaid program administrators — Robert Smedes and Christine Farrell.

% 1ave JR, Keane CR, Lin CJ, et al. Impact of a children's healtth insurance program on newly enrolled children,
JAMA. 1998;279:1820-1825.
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2. Program Goals <~ - - { Formatted: Bullets and Numbering

The goals of performance measurement and assuring program accountability are linked to the overall
Medicaid goals of:

® assuring the availability and accessibility of required health care resources; and

* helping Medicaid recipients and their parents or guardians effectively use the resources.

The CMS Form #416,dental reporting requirements, as revised effective January 1999, were designed _

to reflect a maturation of program goals, enabling states to transition from emphasizing annual dental
visits towards assessments of the types of services provided (e.g., the percentage of Medicaid-
eligible beneficiaries receiving preventive and treatment services). Additional development and
implementation of systems that track and link process measures (e.g., the percentage of children who
are screened and subsequently referred for treatment) and outcomes (e.g., the percentage of children
who complete recommended treatment plans or become caries-free, and assessments of consumer
satisfaction) is a shared concern that needs to be promoted by both Medicaid programs and the dental
profession.
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3. CMS/NCQA Pediatric Oral Health Performance Measures Project «~ - - { Formatted: Bullets and Numbering )

especially as they relate to managed care dental programs in Medicaid. The Panel’s final report
remains relevant today and provides findings and conclusions concerning the:
o current state of pediatric oral health in the United States and the way dental care is delivered,
* current state of performance measurement in pediatric oral health,
¢ Panel’s recommendations for immediate and future measure development, and
» current limitations facing measure development efforts in this area.

The report and recommendations (summarized below) were published in summary form in an issue
of the Journal of Public Health Dentistry*’ and represent a resource for agencies, organizations and
individuals interested in monitoring the performance of pediatric oral health care provided through
public programs and commercial third-party arrangements.

a) Review of Current Measures

In the expert panel’s view, the single HEDIS (Health Plan Employer Data and Information Set)

access measure currently applicable to Medicaid pediatric managed care dental programs — dnnual
Dental Visit—should be strengthened by adding age stratification, and should ultimately be replaced
with a new measure — Use of Dental Services by Children. This proposed new measure profiles the

2 Crall 13, Szlyk CI, Schneider DA, ot al. Pediatric oral health performance measurement; current capabilities and
future directions. J Public Health Dent 1999;59:136-141.
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1200  wuse of different types of services — percentage of children receiving any service, any preventive
1901  service, and any “treatment” service (i.e., any service beyond diagnostic and preventive services) —
1202  and is similar to the revised Form 416 dental measure implemented for states reporting on their
1203  children's dental services, beginning in January 1999. NCQA currently is considering the panel’s
1204  recommendation for inclusion in HEDIS.

1205

1206 | b) Recommendations for Future Measures «~ - - { Formatted: Bullets and Numbering
1207

1208  Measures of access and utilization provide only a limited basis for assessment of the degree to which
1209  health plans or programs address other important domains of performance measurement. The NCQA
1210 Panel’s recommendations for future measures provide direction for the development of additional
1211  measures that begin to address the domains of effectiveness of care, satisfaction with the experience
1212  of care, involvement in decision making, and the cost and value of care. Although the Panel
1218  categorized these as future measures, a considerable amount of preliminary development is already
1214 underway.

1215

1916  Effectiveness of Gare - Recommended measures include:

1217 ¢ Assessment of Disease Status — Percentage of all child enrollees who have had their periodontal
1218 and caries status assessed within the past year.

1219 e New Caries Among Caries-active Children — Proportion of all caries-active child enroliees
1220 who receive treatment for caries-related reasons within the reporting year.

1221 ¢ New Caries Among Caries-inactive Children — Proportion of all previously caries-inactive
1222 child enrollees who receive treatment for caries-related reasons within the reporting year.
1223 e Preventive Treatment for Caries-active Children — Percentage of all caries-active child
1224 enrollees who receive a dental sealant or a fluoride treatment within the reporting year.

1225

1926  Further development of these measures is tied to use of diagnostic codes in dentistry. Diagnostic
1227  codes have been issued recently by the American Dental Association, and a limited number are
1298  currently available in a set of newly released codes (Current Dental Terminology 2000, CDT-3).
1229

1230  Satisfaction with Services - Recommended measures include a pediatric oral health survey module
1231  that inquires about:

1232 e Access to care,

1233 e Awvailability of a regular source of care,

1234 e Timeliness of care,

1235 e Adequacy of information and extent of involvement in decision-making,
1236 e Overall satisfaction with care, and

1237 e The extent to which treatment needs have been met.

1238  Initial development work on a pediatric dental module that parallels the Consumer Assessment of
1239  Health Plans Survey (CAHPS) that has been developed with support from the Agency for Healthcare
1240  Research and Quality has been conducted. Field testing of an initial set of measures is planned for
1241  the fall of 2001.
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1242

1243  Value of Services — This measure is designed to provide information on the monetary value of
1244  services being delivered to Medicaid and SCHIP beneficiaries in order to facilitate assessments of
1245  how plans manage the resources allocated for providing oral health care for their enrollees. Data for
1246 the Value of Services measure are readily available from administrative data files for the majority of
1247  existing plans and programs.
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1251  The development of this Guide was undertaken with the following premises in mind:

1252 | o that the Centers for Medicare & Medicaid Services, state Medicaid programs, and professional__ . - { Deleted: ana )
1253 communities have a joint interest in developing and sustaining effective and efficient programs

1254 | to meet the oral health needs of children covered by, Medicaid,and . { peleted: Mediciad )
1255 e that collaborative efforts among these stakeholders, both at the national and state levels, will help

1256 to produce and improve programs that meet those needs.

1257

1258 | We have attemptedhere to provide material concerning both key clinical aspects of oral health care __ . - { Deleted: in the space allowed

1259 for children and critical program administration issues. Additional information is availabt
1260 i i i tal organizations cited in the text
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1264
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APPENDIX D. :

POLICY ISSUES IN THE DELIVERY OF DENTAL SERVICES
TO MEDICAID CHILDREN AND THEIR FAMILIES

This document is intended to address a number of Medicaid policy issues affecting
the delivery of dental services to children and their families. It was developed on
behalf of, and with the guidance and assistance of the Medicaid Maternal and Child
Health Technical Advisory Group.

Policy Issue: Periodicity schedule

Question 1.a.

Answer:

Question 1.b.

Answer:

Who establishes the periodicity schedule for dental service delivery, as required under the
Early and Periodic Screening, Diagnostic and Treatment (EPSDT) service?

The state, in conjunction with recognized medical and dental organizations, is responsible
for establishing state periodicity schedules for EPSDT services. Section 1905(r) of the

Social Security Act (the Act) requires that each state provide general health screening and
dental services. These services must be provided in accordance with a periodicity
schedule which, for dental services, must be developed at intervals which meet reasonable
standards of dental practice, as determined by the state after consultation with recognized
dental organizations involved in child health care, and, at such other intervals, indicated
as medically necessary, to determine the existence of a suspected illness or condition.

It has been recommended that CMS adopt a dental periodicity schedule and encourage
states 1o use it. However, as noted above, CMS has no authority to do this.

Does the dental periodicity schedule have to follow the schedule for medical
examinations?

No. Especially in older children, the periodicity schedule for dental services, including
dental diagnostic examinations, is not governed by the schedule for general health and
physical examinations. Dental examinations of older children should occur with greater
frequency than is the case with physical examinations. The dental diagnosis must be
provided by a dentist. However, where any screening indicates, even as early as the
neonatal examination, that oral health or dental services are needed at an earlier age, the
needed services must be provided.

- Policy Issue: Oral screening and direct referral

Question 2.a.

Answer:

Question 2.b.

If, for example, a five year old child receives an oral screening by a physician as part of a
physical examination and is no dental problems are apparent, is the state able to claim that
it has met the requirements of EPSDT with respect to oral health?

No. Although an oral screening may be part of a physical examination, it does not
substitute for examination through direct referral to a dentist according to the state’s
dental periodicity schedule.

Who is responsible for assuring that needed dental examination and treatment (which
may be discovered at an EPSDT screening or in another setting) is received?



Answer:

Question 2.c.

Answer:

Ultimately, the state is responsible for providing or arranging for a direct referral to
ensure that the child gets to the dentist in a timely manner. Prior to enactment of OBRA
1989, CMS, in consultation with the American Dental Association, the American
Academy of Pediatrics, and the American Academy of Family Practice, among other
organizations, required direct referral to a dentist at age 3 or an earlier age, if determined
medically necessary. The law, as amended by OBRA 1989, requires that dental services
(including initial direct referral to a dentist) conform to the state’s periodicity schedule,
and that the schedule must be established after consultation with recognized dental
organizations involved in child health care.

Under certain conditions, may alternative resources be used in assessing oral health status
when there is an apparent lack of dental providers available to serve Medicaid-enrolled
children? For example, if a physician has received training in oral health diagnostic
procedures and if malpractice coverage and licensure permit, is a screening by the
physician then considered sufficient for accomplishing an oral diagnosis?

No. Regulations at 42 CFR 440.100 require that diagnostic, preventive and corrective
dental procedures must be “...provided by or under the supervision of a dentist.” While
oral health screening by a physician or other provider is encouraged and may be
considered by many health professionals to be an integral component of a general
physical examination, it does not substitute for a definitive dental examination by a
dentist provided in accordance with the state's periodicity schedule. However, in some
states where licensure allows, primary care practitioners (physicians, nurse practitioners,
etc.) who have demonstrated successful completion of a special in-service training
program are receiving separate Medicaid reimbursement, for example, for conducting a
combination of oral health "risk-assessment,” fluoride varnish application, and health
educational services for young children. Children are then referred to a dentist for
definitive oral diagnosis (which usually includes radiographs, as appropriate), and
additional preventive and treatment services. Such programs should attempt to evaluate
the accuracy of primary care providers' oral assessments, the effectiveness of fluoride
varnish in reducing dental caries, the appropriateness of their referral recommendations,
and children’s success in obtaining additional dental services.

Policy Issue: Dental hygienists and EPSDT referral requirements.

Question 3.

Answer:

Some states allow dental hygienists to provide some services independent of a dentist's
supervision. Can the state establish a program whereby the dental referral requirement
for diagnostic, preventive and corrective procedures may be met solely through the
services of dental hygienists NOT under the supervision of dentist?

No. Regulations at 42 CFR 440.100 require that diagnostic, preventive and corrective
dental procedures must be “...provided by or under the supervision of a dentist.”
Additionally, dental paraprofessionals under the supervision of a dentist may perform
routine services when in compliance with state practice acts. Since dental hygienists are
not permitted by any state practice act to perform dental examinations, the diagnostic
phase of the EPSDT referral requirement could not be achieved solely by the dental
hygienist practicing without dentist supervision. Similarly, state practice acts require that
most therapeutic services be provided by dentists. On the other hand, the regulation at 42
CFR 440.60 allows for the provision of “...medical care or any other type remedial care
provided by licensed practitioners...within the scope of practice as defined by state law.”
This regulation is interpreted to permit Medicaid coverage of services defined by the state
and provided by independently practicing, licensed dental hygienists. The word
“licensed” is interpreted to mean that the state has provided legal authority (usually



through the state’s Licensing Board) which enables dental hygienists to practice
independently. The state elects to provide this coverage by submitting a state plan
amendment (SPA) to CMS for approval. Such services are often principally preventive
services, but some adjunctive diagnostic (e.g., x-ray) and therapeutic category procedures
may also be provided and covered. Thus, some portion of the overall state EPSDT
requirement may be met through unsupervised dental hygiene practice. Concerns about
the incorporation of unsupervised dental hygiene practice into the state’s Medicaid
program relate mostly to assurance of an adequate referral mechanism between dentist
and hygienist, and the prevention of duplication of services and reimbursement.

Policy Issue: Alteration of EPSDT benefits.

Question 4.

Answer:

Can EPSDT dental benefits be altered/reduced in scope?

Yes, in certain circumstances. EPSDT services must be provided in full, as required by
section 1905(r) of the Act. However, section 1115 demonstration authority allows the
Secretary to waive certain Medicaid provisions for specific eligible populations. One
mechanism for states to request such waivers is through a Health Insurance Flexibility and
Accountability (HIFA) Demonstration. Information on the HIFA Demonstration initiative
is available on the Internet at http://www.hcfa.gov/medicaid/hifademo.htm.

Policy Issue: Medically necessary services

Question 5.a.

Answer:

Question 5. b.

Answer:

If a state does not include a dental service in its Medicaid state plan, may a state refuse to
provide that service to a child?

No. The state must provide or arrange for the provision of any medically necessary
dental services, even if the service is not otherwise covered in the state plan for the rest of
the Medicaid population.

Are states required to provide or arrange for the provision of all orthodontic services that
a child’s dentist says are needed?

No, only those orthodontic services that are medically necessary, as determined by the
state, must be provided. Although health care, diagnostic and treatment services to
correct or ameliorate any defects and chronic conditions discovered are to be provided,
the state is not required to provide or arrange for services which it deems are not
“medically necessary.” The state, not the dentist, has the responsibility for defining
“medically necessity” on an individual, case-by-case basis (and not based solely on a pre-
selected set of criteria) and must be able to support its decision with documentation of the
individual case. State's often limit orthodontic services to more severe conditions, as
determined fentatively by use of various numerical scales for classifying malocclusions,
with final determinations made after individual cases are reviewed by expert consultants.
States may wish to consider using a dental advisory committee, similar to the medical
advisory committees required under the state plan and described in 42 CFR 431.12. to
assist in applying appropriate standards of dental practice. Orthodontic services that are
deemed “aesthetic,” rather than medically necessary, may not be covered.



Policy Issue: Patient cost-sharing

‘Question 6.

Answer:

May a state require patient copays for EPSDT dental services?

Yes, under certain conditions. Normally, the state may not impose any cost-sharing (i.e.,
premiums, enrollment fees, deductibles, coinsurance, copayment, or similar cost-sharing
charge) upon categorically or medically needy individuals under the age of 18, or, at state
option, under age 21. However, section 1115 demonstration authority allows the
Secretary to waive certain Medicaid provisions. One mechanism for states to request
such waivers is through a Health Insurance Flexibility and Accountability (HIFA)
Demonstration. Information on the HIFA Demonstration initiative is available on the
Internet at http://www.hcfa.gov/medicaid/hifademo.htm.

Policy Issue: Billing patients for Medicaid-covered services.

Question 7.a.

Answer:

Question 7.b.

Answer:

May a dentist place limits on the types of procedures he/she will provide for the Medicaid
patient? For example, can the dentist ot treat the patient in a hospital setting, although
private patients may be treated in the hospital by that dentist? Or, can the dentist decline
to provide a denture to a Medicaid patient, yet agree to provide that patient other
Medicaid covered services?

Yes. A dentist may refuse to provide particular services. There is no federal law or
regulation regarding this issue.

Suppose a dentist provides a Medicaid-covered service to a patient who does not tell the
dentist he/she is Medicaid-enrolled. When the dentist tries to bill the patient, the patient
then admits to being enrolled in Medicaid. Is the provider unable to bill the patient
directly for the service and not be paid by the patient the originally agreed-upon fee (i.e.,
must the provider accept the Medicaid payment)?

If a dentist agrees to provide a Medicaid covered service to a patient, then the dentist
must bill Medicaid for the service and may collect directly only such cost-sharing as
allowed under the State Medicaid plan. Certain types of services (e.g., emergency care)
and beneficiary groups (e.g., children up to age 18) are exempt from copayments under
federal law, unless the exemption has been specifically waived by the Secretetary (see
Policy Issue: Patient cost sharing). Thus, for children under 18, the dentist is not required
to accept Medicaid payment, but is limited to that payment if Medicaid is billed.

Further, dentists are not required by federal law or policy to bill Medicaid whether or not
the patient misrepresented or otherwise did not advise the dentist of their Medicaid
eligibility, unless state law stipulates a different requirement. If the provider expressly
said to the patient (or in the case of a child, the patient’s parent) that he/she would not
accept Medicaid with respect to the patient--and there is no state law requiring the dentist
to do otherwise--then the provider may bill the patient as a private pay client. Even if the
dentist accepts Medicaid for the patient, the dentist can bill the patient for non-Medicaid
covered services (see Policy Issue: Billing patients for non-Medicaid covered services).

Policy Issue: Billing patients for non-Medicaid covered services

Question 8.

If a state does not provide a specific service (e.g., adult dentures) under its Medicaid
program, can the dentist bill the patient for the non-covered service?



Answer:

Yes. A provider may bill a recipient for a service as long as the service is not covered
under the state's Medicaid program and the provider and recipient are both aware that
Medicaid will not pay for the service. In the case of services for children, the state
Medicaid agency must provide any service that it determines to be “medically necessary”
for the child. A provider should be aware of any prior authorization requirements or other
state procedures that must be followed before providing services to a child to ensure that
the state does not deny the claim at a later date.

Policy Issue: Practice limits

Question 9.a.

Answer:

Question 9.b.

Answer:

May the dentist limit the number of Medicaid patients he/she will accept into the practice?
Or, stated another way, must the dentist accept other Medicaid clients if he/she accepts
one Medicaid client (and thus is enrolled as a Medicaid provider)?

Dentists may limit the number of Medicaid patients to be accepted into the practice. The
federal concept of “choice” holds for both provider and patients.

Is it possible for dentists to limit their practice hours or schedules in a way which may be
perceived as restricting patients’ access to the dentist’s practice?

There are no federal Medicaid laws or policies that prevent providers from limiting the
number of Medicaid clients accepted into the practice. However, excluding legally
protected groups (whether or not they are Medicaid beneficiaries) from the same office
hours offered other clients may expose a dentist to litigation under Constitutional, federal
and/or state anti-discrimination laws.

Policy Issue: Denial of dental servicés based on client

Question 10.

Answer:

“misbehavior/malfeasance.”

Can a dentist deny additional services to a Medicaid eligible child, i.e., can the dentist not
complete a “treatment plan” (e.g., not complete orthodontic services), or can the patient
be removed from the practice entirely if the patient is non-compliant with the provider’s
instructions or otherwise exhibits misbehavior or malfeasance? The misbehavior might
include: failure to maintain oral hygiene, adverse behavior such as rudeness, illegal drug
seeking behavior or use, missed appointments, etc.

Nothing in the federal law obligates a dental provider to serve any particular patient.
However, the state is obligated to provide or arrange for EPSDT services, including
required dental services, regardless of client misbehavior. Thus, if a particular dental
provider refuses to accept a patient or complete a course of treatment, the state must have
a process in place to arrange for an alternate dental provider to furnish the services. The
federal obligation to arrange for continuing care does not reside with the dentist, but with
the state, although the state is free to place an obligation on the dentist. As with non-
Medicaid patients, however, a health care provider may be liable under a state's common
law for "abandoning" a patient under care. The specific definition and interpretation of
"abandonment" may vary from state to state.



Policy Issue: Direct patient billing for broken appointments

Question 11.

Answer:

May states permit providers to directly bill patients for missed appointments?

Current Medicaid policy does not allow for billing recipients for missed appointments.
Missed appointments are not a distinct, reimbursable Medicaid service, but are considered
a part of providers’ overall cost of doing business. The Medicaid reimbursement rate set
by the state is designed to cover the cost of doing business and providers may not impose
separate charges on recipients.

However, there may be two ways a state might allow payment for missed appointments.

1. In some states, managed care organizations (MCO pay providers for
missed appointments. This practice may not present a concern to CMS
as long as the payments are made out of the MCO profits, not with
federal or state dollars.

2. A state may propose payment to a provider for the submission of a
report (e.g., postcard sized) notifying the state that a patient has missed,
for example, more than one appointment. Such reports could then be
used by the state as part of its efforts to intervene, educate the patient,
identify barriers and take action to assist the patient to make the
appointments. Such an integrated and intervention based effort may be
considered part of administrative case management.

Policy Issue: Loss of Medicaid eligibility during the course of

Question 12.

Answer:

freatment

When a beneficiary loses eligibility for Medicaid during the course of treatment,
treatment terminates abruptly. There is no recognition that a course of treatment is not
complete and no way to pay for services, e.g., the removal of braces. The only recourse is
to request payment by the family. Orthodontists, or other dentists doing multi-step
procedures may be put in a position, for example, of having to take the appliances off (for
free), or, if they stop treatment, they may be at risk of abandoning the patient. Could
orthodontia be recognized as a long course of treatment and coverage (reimbursement) be
allowed to continue for this service even when the individual becomes ineligible?

‘While there is a prohibition against federal financial participation (FFP) for services
provided to an ineligible individual, CMS does have policy which allows states fo pre-pay
for orthodontia, in instances when it is a usual and customary medical practice. One
example occurs when an individual is 19 or 20~years old and is receiving orthodontic
services as part of EPSDT requirements. Because that individual will lose eligibility for
EPSDT services upon turning 21, a state may elect to prepay up front for the entire course
of treatment to avoid just the situation noted in the question. There are certain conditions
that must be met. They are:

1. 1t is the usual and customary medical practice to prepay the fee for the
service(s);

2. The services are considered as part of a single, indivisible course of treatment
accomplished over time;

3. Treatment was initiated while the individual was Medicaid eligible; and



4, The nature of the service is that an appliance or device is attached to the patient
and must be removed at a later point or else the patient will be harmed by the
failure to remove the appliance or device.

Also, in a separate scenario in which an appliance or orthodontic device is ordered, and
the patient then loses Medicaid eligibility, Medicaid may pay for the covered service so
long as the device was ordered on a date when the patient was still Medicaid enrolled.

Policy Issue: Retroactive coverage

Question 13.

Answer:

An individual is involved in a car accident, is admitted to the hospital and receives
extensive and various (medical/dental) treatment services. The individual applies for and
receives Medicaid enrollment retroactively which covers the cost of the hospitalization.
Is the hospital (and the physician or dentist) required to accept the Medicaid
reimbursement?

Retroactive coverage does not demand that the provider accept Medicaid payment. The
general rule of “choice” applies for both providers and patients--as described in policy
issues elsewhere in this document. The dentist would not be required to accept Medicaid
payment, unless there are state rules that govern this issue.

However, if the set of circumstance described above had occurred when the patient was
already enrolled in Medicaid, a somewhat different outcome would occur. If the patient,
or any other patient, was admitted by the hospital as a Medicaid client, then the hospital
has the responsibility of assuring delivery of all services provided during the admittance.
If the service is a Medicaid covered service, the dentist agreeing to treat the patient must
accept Medicaid payment in full.

Policy Issue: Time limits for submitting claims

Question 14.

Answer:

May a state accept a dentist’s “late” submission of a claim to Medicaid (submission after
the time period set by the state)? If the state rejects the claim, may the dentist bill the
patient directly as a fee-for-service patient?

Federal regulations at 42 CFR 447.45 require that providers submit all claims to the state
Medicaid agency no later than 12 months from the date of service. There is no waiver
authority in federal regulations for states to increase the time during which providers may
submit claims. However, 12 months would seem a reasonable amount of time for a
provider to submit a claim.

If a state rejects a claim for a service provided to a Medicaid recipient because it is not
covered under the state Medicaid plan, the provider may bill the recipient for the service.
However, if the state rejects the claim because it was not submitted in a timely manner by
the provider, there is no authority allowing the dentist to bill the recipient for the service
that was covered under the state’s Medicaid program.

Policy Issue: Administrative Federal Match

Question 15.a.

Can a state obtain administrative match for costs incurred in transporting dentists/mobile
dental vans to the patient (rather than for costs of transporting the patient to the dentist)?



Answer:

Question 15.b.

Answer:

Question 15.c.

Answer:

No. CMS does not consider transportation of a provider to be administration of the
program. This would be a medical assistance service cost. State agencies may pay the
cost of transportation of recipients to providers either through an administrative match, or
as service cost.

However, it is possible that a state could have a higher payment rate for “mobile dental
services” than for dental services furnished in the office setting. The state would need to
have this payment rate approved by submitting a state plan amendment to CMS.

Is it appropriate to nse administrative match for the purpose of paying off dental student
debt, in return for the dentist providing care in an area of provider shortage?

No. The applicable guideline for general administrative expenditures is found at
1903(a)(7) of the Act and in the regulations at 42 CFR 433.15(b)(7). These references
state that Medicaid can pay 50 percent for amounts expended by the states “as found
necessary by the Secretary for the proper and efficient administration of the state plan.”
The appropriate mechanism for reimbursing a provider for all allowable costs is through
the service rate. CMS typically does not view providers as administering the Medicaid
state plan and as eligible for Medicaid administrative reimbursement in addition to their
regular service rate.

Can states use administrative federal match to pay for electronic card readers or other
devices that will help speed payment or confirm a patient’s eligibility in the provider’s
office?

Yes. Under certain conditions, use of administrative match to pay for electronic card
readers is appropriate. An electronic claims capture (ECC) system facilitates the
submission of claims from providers through a direct link over telephone lines to the
state’s Medicaid Management Information System. If the ECC system is for the dual
purpose of verifying eligibility and electronic claims capture, then the state may choose to
furnish equipment to providers to make these transactions possible and this equipment
may be eligible for 75 percent federal financial participation (FFP).

Policy Issue: Increase of Federal financial participation (FFP) for

Question 16.

Answer:

dental services.

Can CMS increase the rate of FFP (or "federal match™) for dental services to, for
example, 75 or 90 percent FFP?

No. The FFP rate is established by law and based on a formula in the statute. CMS does
not have the authority to change the rate either through waivers or other policy
mechanisms.

Policy Issue: Need for “waivers” for dental innovations/pilot

Question 17.

projects and for “payment incentives.”

Under what circumstances may a state test a different, innovative approach to dental care
in only some parts of the state, rather than across the entire state? Can a state use special
payment incentives to encourage dentists to practice in a specific location? When is a



Answer:

19 15(b) demonstration waiver needed and when is a state plan amendment (SPA)
necessary in these situations?

The need for a waiver or a SPA depends upon whether the proposed innovative project
may be characterized as a “payment” or a “coverage” innovation/pilot project.
“Payment” activities require only a SPA; “coverage” innovations/pilots that are not
statewide in scope require a waiver.

Most state proposals for altering the Medicaid dental program (which do not involve a
managed care/at risk-based system) are of two general types: (1) they involve changes in
provider reimbursement designed to enhance participation of dentists in the Medicaid
program, or encourage provision of certain services over others (e.g., preventive/basic vs.
rehabilitative services), either statewide or in a limited area; or (2) they expand the scope
of Medicaid coverage by providing a new or not-yet standard benefit which is intended to
demonstrate the effectiveness or improve care delivery, either statewide or in a limited
geographic area.

The Medicaid statute provides that a “state plan for medical assistance must...be in effect
in all political subdivisions of the state...” (Section 1902(a)(1) of the Act). CMS has
interpreted this requirement to mean that eligibility and benefit policies must be applied
statewide; except that service delivery and payment mechanisms are not required to be
statewide (see 41 CFR 431.5(c)) (Statewide operation does not mean...that every source
of service must furnish the service statewide...”). Given this interpretation, projects of
either type noted above--if provided statewide--would need only a SPA.

However, if the activity is conducted in only a limited area of the state, then the
distinction between a “payment” and “coverage” project becomes crucial. If the project
includes only some form of increased payment in the pilot area, and Medicaid-eligible
clients outside the area are entitled to the service (regardless of the state payment level,
the method of reporting the claim, and client’s ability to access the service), then this
innovation may be characterized as a “payment” project and only a SPA is required. For
example, using only a SPA, the state may increase dental payments in a specific region, or
in a specific county, to a level greater than the Medicaid rates paid to dentist elsewhere in
the state (see italicized passage below for additional guidance). Such a program might
be used, for example, in an area designated as having a shortage of dentists,

If, however, the project expands the scope of Medicaid coverage (e.g., a new benefit is
added, or an existing benefit is enhanced or temporary limits on the number or scope of
services are changed) in a specific area of the state, then this situation is not consistent
with the requirement for statewide coverage and a waiver would be necessary. For
example, if a project in the pilot area pays for three applications of fluoride varnish once a
year during any three month period, but payment for these services is not available in the
rest of the state, a waiver of statewideness would be required in order for the project to be
undertaken. On the other hand, if the particular dental benefit (for children) already
meets "reasonable standards of dental practice” or "medical necessity," then it may be
argued that the benefit should be available statewide.

In the situation of a payment incentive in a specific area, the state may wish to take steps
to avoid the perception that Medicaid might be paying excessively for dental services in
that area. The following guides might be helpful in this regard: (1) the payment rate
selected should be based on a prevailing rate (e.g., the private practice rate) in that area
or in another area of the state, although that rate may be the highest of such prevailing
rates; (2) the area rate should be available to any willing qualified provider who elects
to serve the area; (3) the state should consider applying the rate to any other state-
operated programs in the area; (4) the states should assure that an area-specific rate
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does not conflict with any state-determined rules which require that state to pay “the
lesser of the usual and customary rate or the Medicaid rate;” and (5) the state should
consider other implications of an area dentist receiving a higher fee for a Medicaid
patient then he/she receives from a non-Medicaid patient for the same services. Ideally,
with respect to the latter caution, the provider’s fee schedule should be the same for all
patients in the area regardless of Medicaid eligibility, with discounts offered to those
non-Medicaid beneficiaries unable to pay the established fees. (These caveats are based
on CMS interpretation of related requirements contained in 1902(a)(30)(4) and 42 CFR
447.325).

In summary, and by extension:
+ Ifthe pilot project deals with payment, then a SPA is required.

® [f the pilot project deals with a different or expanded benefit or coverage,
then a waiver is required (if it is less than statewide).

® It may also be possible to have a pilot project with the same basic benefit
and payment, but with a different way of delivering the service (i.e., service
delivery in a school). No waiver would be required, but a SPA may be
required if the service delivery system is specified in the state plan either
directly or in provider qualifications.

Policy Issue: Free care

Question 18.

Answer:

Can the state allow dental providers to obtain Medicaid reimbursement in clinic settings
(e.g., in dental schools, dental hygiene schools, public schools, etc.) if other patients
serviced by the clinic receive services free-of-charge?

No. Medicaid reimbursement is not available for services provided to Medicaid
beneficiaries if the services are provided without charge to non-Medicaid individuals.
However, as discussed below, states and providers, including dental training institutions,
schools, etc., may be able to receive payment, if certain procedures are followed.

If a dentist, school, or clinic (i.e., a provider) wants to bill the Medicaid agency for
services provided to eligible beneficiaries, then the provider must bill for services
provided to non-Medicaid individuals. The provider may do this by collecting third party
insurance information from all facility patients and billing those third parties for any
services delivered. For the uninsured patient, providers may develop a sliding scale fee
schedule, based on the patient's (or patient's families') income, and charge accordingly.
Whether the provider actually collects any monies from other (non-Medicaid) third party
insurers or uninsured individuals is irrelevant, but the attempt at obtaining payment must
be made. Alternative procedures and requirements may apply if the provider is covered
by an agreement between the state Medicaid agency and the state Health, Vocational
Rehabilitation, or Title V agency, as described in regulations at 42 CFR 431.

Policy Issue: Federally Qualified Health Centers (FQHC)

Question 19.a.

Answer:

Does the FQHC have to receive prospective payment system reimbursement?
Beginning in January 1, 2001, provisions of the Benefits Improvement and Protection Act

of 2000 provide for a prospective payment system (PPS) for FQHCs. The PPS rate will
be increased each year by the Medicare Economic Index and adjustments will be made
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Question 19.b.

Answer:

Question 19.c.

Answer:

Question 19.d.

Answer:

11

for increases/decreases in the scope of services. However, the center may be reimbursed
using an alternative payment methodology. This alternative payment methodology must
be 1) agreed to by the state and the center; and 2) results in a payment which is at least
equal to the PPS rate.

How are dentists reimbursed when they are employed by, or contracting with an FQHC?

It is the facility that receives the PPS encounter rate that encompasses services provided
in the facility. The FQHC is responsible for deciding the mechanism and level of
reimbursement to the dentist. The state Medicaid agency determines whether an "off-
facility” dentist will be eligible for inclusion in the PPS rate. If the FQHC expects dental
services to be included in the PPS encounter rate, then, at a minimum, the state must
provide for the dental service (children are automatically covered; but the service must be
included is the Medicaid state plan if an adult is receiving the care). Also, a contract must
exist between the FQHC and the off-site dentist, and the FQHC must include dental
services in its "scope of project.” In making its determination, the state should also
consider whether the off-site dentist is located geographically within the FQHC service
area, and if the patient being served off-facility is a registered user of the FQHC's primary
care services. Without such assurances, the FQHC merely becomes the billing agent,
negating the rationale for special FQHC reimbursement considerations.

If a dental service provided by the FQHC is not covered in the Medicaid state plan (e.g.
dentures for adults are not covered in some states), will the FQHC be reimbursed?

If, for adults, the services are not covered in the state plan, Medicaid will not reimburse
the FQHC. In the case of services for children, the state Medicaid agency must provide
any service that it determines to be “medically necessary” for the child, even if the service
is not otherwise covered in the state plan for the rest of the Medicaid population.

Can state Medicaid agencies deduct section 330 federal grant funds when calculating
Medicaid payments for an FQHC?

No. Deducting section 330 grant funds when calculating Medicaid payments is not
permissible.
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