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Preface 

In the early 1980ts, the Centers for Medicare & Medicaid Services (CMS) (formally the Health 
Care Financing Administration~ublish_ed~AAGu&deto D ~ ~ _ C a y ~ : ~ E P S D T ~ M g d ~ ~ a i ~ . ~ - T h a t t  _ --. - - - 
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 
~~~v.~~cb.go~~/~~ul~f0n~~s/pu1~4~5/ub 43.lltm. 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. 

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

Over the past two decades, however, dramatic changes have occurred in dental science and 
I technology, in public policy approaches to dental care delivery, and in the Medicaid vront-am, - - - _ _ - { Deleted: EPSDT service I 

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 

I concerns about children's access to dental services in the Medicai~prqpm, These-em~ had - _ -- { Deleted: IEPSDT 1 
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 modem information about 
children's dental care in Medicaid. 

Conse uentl CMS issued a contract to the American Academy of Pediatric Dentisty (AAPD) - - *. , - -( Deleted: IU May 2000, I - - - -q - - -?!+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 1 
for the purpose of reviewing the original Guide and developing a revision for use by stakeholders " - -( Deleted: The 
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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: "A Guide 

I to Children's Dental Care i~~Me+c_a_i~~Th_e-info-~_a~gn_ @.-@_eyiged-Gu@_ejs_bg_ed yh_ere_v_er - , , - 
possible on scientific evidence with appropriate citations provided, and on expert opinion where ':,- 
scientific evidence is inconclusive or not available. 
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and many others involved in developing and implementing programs designed to improve the 
I 

oral health o f  children enrolled in Medicaid.-The Guide is intended to serve as a resource o f  I - 
current information on clinical practice, evolving technologies and recommendations in dental 
care, and as a source for obtaining information on Medicaid program policies. The guide is not 
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15 Among the many dental conditions affecting children. dental caries is the preeminent concern in the 
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through early and sustained 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 conceiltrated in 25 
percent of U. S. childl-ell.3 Minority and low-income children also disproportionately experience 
decav in their primaty teeth. The high-l-isk, his&-prevalence. hi&-severity noup, 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." 
Z - - - - - - - - - - - - - - - - - - - - - - - - - - - A - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
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Institutes of Health, 2000. prunarily those in low-incorne and 
n imor i~  households. I ' office of&-$spe~o: l j ~ ~ ~ a ! ( ~ ! ~ ) ~ ~ ~ ~ ~ e p - a r t m e ~ ~ o _ f p _ e a _ 1 ~ - a n d _ ~ ~ a n _ ~ ~ _ ~ ~ ~  ~@dr_e"> _~_en_ta_l_~eTvi_ce~-- - - 

Under Medicaid: Access and Utilization. San Francisco, CA: U. S. Department of Health and Human Services, OEI 09- Deleted: the 3 
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97 I. Emphasis on Early Initiation of Oral Health Care 
98 
99 Science has provided a clear understanding that tooth decay is an infectious, transmissible, 

100 destructive disease caused by acid-forming bacteria acquired by toddlers shortly after their first teeth 
101 erupt (generally around six months of age) from their mothers: &-its cg-b-s_tgge_s, t_h_e-e-ffe<:t_s-o_f- _ , - I Deleted: shortly after their f h t  teeth 
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102 dental caries are largely reversible through existing interventions (e.g., fluorides) that promote ';; , (genemUy 

103 replacement of lost minerals from the outer layer of the tooth (enamel). These findings, combined ',', J 

104 with epidemiologic data on the occurrence of tooth decay in infants and young children, suggest that 
105 true primary prevention must begin in the first to second year of life. This evidence also suggests 
106 that particular attention should be paid to the oral health of expectant and new mothers. 
107 
108 Early childhood also is marked by tremendous growth and development of the face, mouth and 
109 1 dentitioqwia ~~_o_ciateddjs_@j~~c_~_tha_t~may~regu@e_@g~~~n_tiop~o_fd_egfa! pr-o_fe_ssiog_aI_sl Ot&r- - . .- -( Deleted: , 1 
110 common oral conditions of childhood (in addition to tooth decay) include gingivitis and mucosal 
11 1 (soft tissue) infections, accidental and intentional trauma, developmental disturbances associated 

72 living in households below 20Qercent of the poveq  level roughly half of U. S. chldren - have _ - - {Deleted: % '1 
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75 1 Unmet Treatment Needs - Dental care is the most common unmet treatment need in children.' Deleted: compared to 

76 Lower-income children have more untreated dental disease than more affluent children who obtain 
\\' Deleted: children 

77 care on a regular, periodic basis. Reasons for this disparity include the fact that low-come children '1 78 1 are more likely to enpe~ence~ -~s_eas~~d_f~e_qu_e~~ t !y~~ ly_ac_ces s_~_a~g  0~ _an episo_dic_ or_u_rgenttt - - -( Deleted: more 
1 

79 basis when decayed teeth cause pain or swelling. NHANES IU, the most recent national survey, ,.. 
80 found that nearly 80 percent o f t k  d e _ ~ a y ~ d ~ ~ ~ - o ~ p ~ ~ ~ ~ w o ~ t ~ _ f i ~ ~ y _ e ~ ~ ~ l d ~  gd4&2i,,pgr~ce~t-~f 
81 the decayed permanent and primary teeth in 6-14 year olds wereunfilled (st~eat_ed).- _ - - - - - - - _. 
82 
83 Consequences - The consequences of severe, untreated dental disease and poor oral health in 
84 millions of American children are evident in many dimensions. Biologically, untreated dental 
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disease can lead to .p_alll, infgction-~_dd_es@-cfio_"_"o_f_te_e-th_ g@ s_u_~~und~ngt~s_sue_~wi_th 
dysfunction. Untreated tooth decay also may lead to delayed overall development 
children affected with severe forms of the disease. Dental diseases also have been shown to be Deleted: delayed development, 
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89 attendance and performance, and are often stigmatized because of their appearance. Health system Deleted: mcludlng card~ovascnlar 

90 consequences include frequent visits to emergency departments (often without definitive resolution 
91 of the presenting problem), hospital admissions, and treatment provided in operating rooms for 
92 conditions that are either largely preventable or amenable to less costly careJyadJhev-be?p_treat_e_d- _ _ - { Deleted: ~f 3 
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First Dental Visit - Despite growing recognition of the above,? . . . . . . . . . . . . . . . . . . . . . . . . . . .  discrepancysxists between dental and _ . - 
public health organizations' versus the American Academy of Pediatrics'~ecommended - - - - - - - - - - -  age - - - - -  for a " - 
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first dental visit. American Academy of Pediatric Dentistry (AAPD) policy, as reflected in its . ' 4 Deleted: on the 1 

112 with teething or tooth formation, poor alignment of teeth or jaws, and craniofacial abnormalities 
113 including clefts of the lip and/or palate. Additionally, parents frequently request information on a 
114 diverse array of concerns including sucking habits, fluoride usage, tooth alignment, timing and order 
115 of tooth eruption, and discolored teeth. 
116 
1 17 Infant Oral Health Care - Infant oral health care begins ideally with prenatal oral health counseling for 
118 parents, a service that should be provided by knowledgeable health care providers such as 
119 obstetricians, family physicians, pediatricians and nurse practitioners, as well as dental providers. 

. -  - 
129 "Periodicity of Examination, preventive ~ e n t a l  services, and Oral Treatment for Children, " (see 

< J 

130 1 Appendix A) recommends that children be seenbv a dentist following the eruption of the first tooth, 
131 but not later than 12 months of age. The AAPD recommendation is embraced by the Bright Futures 
132 consortium of 28 child health organizations and is consistent with policies of dental and public 
133 health groups including the American Dental Association, American Dental Hygienists Association 
134, and American Public Health Association. In contrast, the American Academy of Pediatrics ( A M )  
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maintains a standard of referral to a dentist at age 3-years in its periodicity-schedule, noting that 

&?&a! jnfagt-o-qlh_eaEh _cge_visjt> f o ~ u ~ ~ n - g ; ~ o ~ _ r e ~ \ ~ a ~ t h ~ ~ _ t ~ ~ ~ _ t ~ ~ ~ g , _ c ~ ~ ~ ~ ~ ~ ~ a ~ ~ i ~ a t ~ o ~ ~ o f p ~ l ~  - - {Deleted: 1 
structures, risk assessment, counseling, anticipatory ~uidance and necessary follow-up interventions 
should begin early,ideally before dental diseases are established. This early involvement is viewe4 _ - - 
as the foundation on which a lifetime ofpositive oral health and,dental care experiences can be built, - - _ . - - - - - - - - - - - - - - - - - - - - - - - - - - .. - - - - - -. . - - - - 

-( Formatted: Highlight 1 

124 while minimizing costs associated with treatment of dental diseases. 
125 

2. Successful Models for Achieving Oral Health +- - - - Formatted: Bullets and Numbering 

"Dental Primary Care" -Professional guidelines (and Medicaidstatutory - - - - -  requirements) - -  - - - - - - - - - - - - - - -  for addressing - _ . - { Deleted: ~ S D T  3 
pediatric oral health needs are predicated on early and periodic clinical examinations to assess for 
evidence of pathologic changes or developmental abnormalities, diagn~se~&_d_ete-~~qe-ge_a~@en_t- _ _ - { Deleted: and 3 
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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 

1 ' 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. 



152 persist. This pattern of periodic assessments, preventive services, and necessary follow-up care also 
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183 7. Pit and fissure sealants, 
184 8. A continuing care provider that accomplishes restorative and surgical dental care when 
185 necessary in a manner consistent with the parents' and child's psychological needs, 
186 9. Interceptive orthodontic care for children with developing malocclusions, 
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188 11. Referrals to dental specialists such as endodontists, oral surgeons, orthodontists, pediatric 
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"Dental Home" - Primary pediatric oral health care is best delivered in a "&-n_t~_l_h+c-m~wher_e- 
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195 Detailed recommendations regarding the periodicity of professional dental services for children can 
196 be found in the AAPD's Reference Manual section on "Periodicity of Examination, Preventive 
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198 Reference Manual is available on the Internet at ~'~w~v.a~r>d.o~'g. The AAPD periodicity schedule 
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200 examinations, diagnostic tests including radiographic assessments, counseling and prevention 
201 activities, and periodic reevaluations. These recommendations generally call for procedures to be 
202 repeated at six-month intervals or as indicated by individual patient's needs or risk for disease. 
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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. ..Bpha@_oi_or m-'inagemen_t hasbe_e4d_efined_ ~pu_rp~s_e_fu_l-app!ica_t~~_n~oJ- 

percent of children can cooperate for accepted techniques - both pharmacologic and non-pharmacologic - to reduce fear and anxiety, 
enhance cooperation, and effect treatment. Descriptions of common behavior management 
techniques used in pediatric dentistry can be found in Appendix A: Clinical Isstles. A more complete 

at www.aapd.org. 

descriotion 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 
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lo In 2001, CMS introduced a new program, The Health Insurance Flexibility and Accountability (HIFA) Initiative 
[Section 1 1 15 Model Waiver). to reduce the number of uninsured individuals. varticularlv those with incomes at or 
below 200 percent of the federal voverty level (FPL). This section 1 11 5 demonstration initiative will enable states to 
use Medicaid and SCHlP funds in concert withvrivate insurance options to expand coverage to low-incomeuninsured 
individuals. As part of an overall approach to increase the number of individuals with health insurance, states will have 
increased latitude in designing benefit oackages and cost sharing. Additional information onHIFA 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 
- .- - -( Formatted: Highlight 3 

those described by the periodicitv schedule when deemed medically necessarv. 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 fi-om 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 pe~jodicity schedule. 

direct dental refem1 is reauired for evey child in accordailcewith each-?tate's_peri_odicjty- _ - - {formatted: Hlghllght 1 -.-.- -- - 
schedule md at other intekak as medicallv&c~ssa&. 

The discrepancy noted earlier between the AAP and other organizations regarding the recommended 
age for a child's fiwt dental visit has left Medicaid program officials in somewhat of a quandarv 
when developing their periodicity schedules. Faced with this discordance, state-derived dental 
periodicity schedules generally specify that an initial refesral to a dentist be made somewhere within 
the range between the AAPD/ADAIADHA/APHA/Bri&t 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 refen-al for evaluations by dental personnel beginning at an early age 
includes: 

The relatively high prevalence of dental caries (tooth decay) in Medicaid-eligible infants and 
preschool-age children; 
Limited sensitivity of oral screening procedures conducted bv non-dental personnel to detect 
decav at the level of individual teeth; 
Greater potential to arrest or reverse the decay process and minimize damage to teeth and 
supportine: structures when caries is diagnosed and managed beginning in its early stages; 
The difficulty of detecting interproximal decay (decay on the surfaces between adiacent teeth)*- - - -( Formatted: Tabs: 0.25", Left 1 
without the aid of dental radiographs once teeth erupt and are in contact (generally by age 2); and 



Dental professional guidelines that call for initiation of dental care beginning by age 1, with+- - - -[Formatted: Tabs: 0.25", Left 1 
periodic re-evaluation and preventive services at intervals based on the child's risk for oral 
diseases (penerally 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 comuliance 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 andlor oral screening provides the initial context 
for providing health education. Health education and counseling to both parents (or mardians) and 
children is required and is designed to assist in understanding what to expect in terms of the chld'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 aeneraliv includes counseling 
about minimizing dietary sugar exposures, reco~ntnended daily oral hygiene practices (ex., brushing 
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 pear 
and about the harm of using tobacco uroducts and other drugs. 

2. Diagnostic and Treatment Services Formatted: Bullets and Numbering 

a) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

that dental services for children shall, at a minimum, include relief 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 necessaw, to determine the existence 
of a suspected illness or iniury. Althou~h not specified in the SMM, it is suggested that 
consultations with dental organizations, at a minimum. include the state unit of the professional 
organization rwresenting dentists at large (i.e., state dental association) and pediatric dentists within 
the state. Each state's dental periodicity schedule also should include recommended intervals for 

" 42 CFR 440.100. 
'* P.L. 101-239. Sec. 6403. 
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routine dental services (e.g., periodic examinations and preventive services). States also mav simply 
adopt a nationallv recognized dental periodicity standard without substantial formal consultation. 
The periodicitv schedule for other EPSDT services (ex., ~eneral health screening services) may not 
govern the schedule for dental seilrices. It is expected that older childrenmavrequire dental services 
more frequentlv than phvsical examinations.'" 

l3  The source of this statement is Section 5 140 - Periodicitv Schedule- of the State Medicaid Manual. "Older" in this 
context apoears to connote older than the age at which each state's ~eriodicitv schedule soecifies that children must be 
seen by a dentist (typically ape 2-3). 
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Hearmg and v~sion services &dl include diagnosis and ~eatmentaf defects in hearing and vision, 
including hearing aids and eyeglasses and, as with denfalservices, are subject to tfreir own separate 
periodicay schedufes. Whele hea ing and vision petiodicityschedu1es coincide wit11 f peneral hkalth) 
screemng schedules, states may include hearrng and vision screenins as part of the required 
mrnimum (general health) screenlnn services. 

c) ,Other Necessary Health Care Services _ _ _ - _ _ - _ _ _ _ _ - - -  - 1 
In addition to specified services, Medicaid progfams are to provide other necessary health care, 
dia,gnostic services, tteatment, a d  other measules described in 81905Ta) of the Act to correct or 
ameliorate defects, and~h~s i ca l  and mental iU11esses and conditions discove~ed by the screening 

,', /;i-rr+2n:dcapping 1 
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This section provides an overview of several critical clinical issues reaardinq children's '[ Formatted: Bullets and Numbering 

dental services, as well as further elaboration of topics introduced in prior sections. A Formatted: ~ o d y  Text 2, Left 

more in-depth discussion of clinical pediatric dental services is found at Appendix A. 

Dental care includes diagnostic services, preventive services, therapeutic services and emergency 
services for dental disease which, if left untreated, may become acute dental problems ormay cause ;I1 

; 1;: irreversible damape to the teeth or supporting structures. As noted in Section I, dental diseases and ; :,, 
conditions ofprimary concern during childhood include dental caries (tooth decay) and problems or ; I:,' 
anomalies related to disturbances of growth and development. Periodontal diseases and other $ conditions affecting so-called soft tissues within the mouth and underlying bone, often related to r ,  
systemic health problems. also affect oral health in a smaller percentage of children. I h i  

j :: 
; 

Because children remain at varying levels ofrisk for dental diseases and developmental disturbances j , '  
1, and because the best outcomes are achieved when these conditions are detected and treated early, r ,  

eriodic examinations at intervals commensurate with levels of risk are recommended for all :: 
:hildren starting at an early age and continuing throu&out childhood and adolescence. The often j: 
insidious onset of dental diseases requires that practitioners responsible for children's oral health :I 
understand underlying disease vrocesses and have the trainiIX. extJeI-ience, and equipment necessary 
to accurately diamose and manage common dental diseases and, when necessary, provide a range of 

I 
'I tllerapeutic Emvices to restore damaged structures, ....................... - .:. ......................................... - - .. -1 : 

Dental care must be provided as 
needed, and at as early an age as 
necessav, for relief of pain, 
infections, restoration of teeth, and 

~ ~ ~ ~ ~ ~ ~ ~ r ~ ~ ~ ~ ~ ~ ~ $ ~ ~ t ~ s  
defects, illnesses and conditions 
discovered during screenings: The 
SMM specifies that dental care 
shall include, but not be limited to, 
the following categories Of 

services:l 
<#>Emergency services,n 

~ ~ ~ ~ ~ ~ ~ i ~ ~ ~ ~ ; ~ i ~ ~ ~ u d i n g  
PUIP (root canal) therapy for 

~ ~ ~ ~ ; ~ ~ ~ ; ~ ~ ; ~ ~ ~ ~ ~ ~ ; n s )  
for decayed teeth, pedodontal 
services. space maintenance and 
prostheses to replace missing 
teeth, and orthodontic services 
deemed to be medically necessary 



diagnostic studies is to be p1-ovided without delay. However, the relatively high prevalence of dental 
512 511 1 diseases and abnormalities in Medicaid-eligible infants and children and the limited sensitivitv of 
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Sound preventive strategies have been the key to improvements in oral health for a substantial 
proportion of Amellcan childlen over the past seve~al decades. ;However, - - -  onlv , asmdl percentage of 
children enrolled in Medicaid receive safe arrd effective preventive measures. The section below 
lists common preventive dental services for children and a brief summary of the fmdings of the 2001 
National Institutes of Health (NM3 consensus development conference on dental caries or other 
evidence-based assessments, as 

Dietaiv a~ td  oral hvniene counseliizg - 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 dietaty 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 tooth decav of daily plaque renloval by toothbrushina alone is poor, 
toothbrushing is essential for self-application of fluoride toothpaste - which is highly 
recommended for preventing dental caries - and also helps to control gingival (gum) disease. 
Dietaryfluoride su~~lernents - 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. 
Professional topical fluoride auulications - 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 NM 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. 
Pit and f~sure  sealants -Dental sealants (plastic coatings that are applied to the wooves and 
fissures of primary and permanent teeth) have been demonstrated to be effective in the primary 

Medicaid-eligible infants and children, 
and the insensitivity of current screening 
procedures provide strong clinical 

\ justification for children receiving 
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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). 
Topical antimicrobial a ~ e n t s  - Evidence for the use of chlorhexidine gel is moderately strong 
(although many studies demonstrating its effectiveness used concomitant preventive measures). 
Concentrated (professional-strenth fluorides also have antibacterial properties. 
Combination iizterventions for prinzarv caries orevention or for reversing or an.estin.g tlze 
pro,oressioiz o f  carious lesions - Evidence concerning. con~binations of chlorhexidine and 
fluoride andlor sealants supeests they are effective. 
Space inaintenance and habit discotztiizuation appliances - Space maintainers are removable or 
fixed ~assive appliances designed to prevent tooth movement and generally are ulaced following 
the extraction of teeth or in cases of congenitallv missing teeth. Habit discontinuation appliances 
are used to eliminate habits that can adversely affect the development of anatomical structures or 
functions such as speech (ex., thumb sucking or oral finger habits). Because they do not directly 
relate to dental caries, neither review process commented on these devices. 
Protective rnoutiz and face guards for children enpsrred in sports activities - Manv 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 + - - -  Formatted: Bullets and Numbering 

Oral diseases are progressive and cumulative and, if left untreated, become more complex and 
difficult to manape over time. Medicaid statutes and the SMM state that dental therapeutic services 

includes: 
Pulp therapy for pelmanent and primarv teeth - e.g., root canal treatments; 
Restoration of carious (decayed) permanent and primary teeth with materials and techniques that 
meet current accepted practices - e.g., plastic and metal fillings and stainless steel crowns; 
Scaling to control ginviva1 and periodontal diseases; 
Maintenance of space for missing posterior primaw and pemanent teeth to prevent or minimize 
problems in eruption of pemanent teeth - ex., fixed and removable space maintainers; 
Provision of removable prosthesis (partial and comvlete dentures) when masticatow (chewin4 
fbnction is impaired, when an existing prosthesis is unserviceable or when the condition 
interferes with emplowlent training or social develovment; and 
Orthodontic treatment when medicallv necessarv to correct handicapping and other 
malocclusions. 
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Additional descriptions of various types of dental treatment services including, in many instances, 
indications for and obiectives of various procedures and expected outcomes can be found in 
Appendix A: Clinical Issues of this Guide and in the AAPD Reference Manual, available at 
vv'~'i"w.aapd.org. The AAPD's "Scope ofDental and Oral Health Care Benefits for Infants, Children, 
Adolescents, and Yo~inn Adults Thro~lzh Aze 21 Year" contains an extensive outline of dental and 
oral health services for children that are in accordance with professionally accepted standards of 
contemporary dental and oral health practice. The policy statement and acconlpanying list of 
procedures can be found in Appendix B of this Guide. 
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4. Emeraencv Services 

Emergency dental services include: 
procedures necessary to control bleeding, relieve pain, or eliminate acute infection- e.g.. starting 
root canal treatment on infected teeth, dlaininn abscesses and infected areas, treating soft tissue 
swellings associated with erupting teeth, palliative care for oral soft tissue infections such as 
herpes; 
procedures that are required to prevent"pulpa1 death" (infection of the nerves and blood vessels 
inside the tooth) and the imminent loss of teeth - ex., decay removal, application ofmedications, 
temporary fillings; and 

e treatment of injuries to the teeth or supvorting structures (bone or soft tissues that surround 
teeth) - ex.. temvorarv fillings for fractured teeth, stabilizing loose teeth and supporting b 
cleaning and suturing traumatic wounds; and palliative therapy for pericoronitis (swo 
inflamed tissues associated with impacted or erupt in^ teeth) - ex., irrigation of swell 
removingc debris from infected areas, relieving trauma caused by opposin~ teeth. 
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1. Performance Measurement I 
I 
I 
I 

Health care practices and arrangements increasingly are being driven by an emphasis on performance 'a 
11 with respect to cost and quality, growing demands for accountability, and consumer and purchaser II 
1I  choice in a market-driven health care system. In each of these areas, performance measurement - the I I  
I! quantitative assessment of health careprocesses and outcomes for which an individualpractitioner, II 
11 

provider organization, health plan orpublic benefitprogram (e.g., Medicaid) may be accountable- 
plays a critical role. 

I f  
I I 
I I 
I Y 
1 * 

Performance measurement should be a high priority for public benefit programs regardless of :I, 
whether individual states choose to delegate a portion of their program administrative responsibility ; 
to managed care organizations (MCOs) or filly administer their own programs. Unfortunately, ; I;! 
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 I I' 

25 Personal communication with Michigan Medicaid program administrators - Robert Smedes and Christine Farrell. 
26 ~ a v e  JR, Keane CR, Lin CJ, et al. Impact of a children's health insurance program on newly enrolled children. 

JAMA. 1998;279:1820-1825. 

1154 1 services provided to Medicaid children with those reflecting services provided to commercially 
1155 insured populations. As these populations have substantially different treatment needs, such 

I 1156 comparisons may result in inappropriate benchmarks, erroneous conclusions (e.g., that matching 

<#>Nan-financial program 
administration elements also are 
critical. Dental practices operate 
on a small-business model with 
limited staff and support services. 
Therefore, dental Medicaid 
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2. rProgram Goals

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

. assuring the availability and accessibility ofrequired health care resources; and

. helping Medicaid recipients and their parents or guardians effectively use the resources.
The CMS Estm*al Qdg¡tp[ r-e. porting ¡qguirgmg¡r19, qs ¡9yi9çd gff-qgli¡zg Jqnugry. t_9!9, yq¡g deqfgned _ _ -
to reflect a maturation ofprogram goals, enabling states to tr¿nsition from emphasizing annJal ¿êntut- 

- - '
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 treatrnent) and outcomes (e.g., the percentage ofchildren
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.

3. CMS/NCQA Pediatric Oral Health Performance Measures project +, - -

*þ-v-igry -o-f-it-s -rg!e ,as !þg pgfn?_ry_ pqÞli_c_qggqgy_ ¡e_spqnsible _for pe_diqtqig oral health services for
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establish an Exp"rtÞunêt1ó i¿-"rtifu-*ä 
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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:

¡ current state of pediatric oral health in the United States and the way dental care is delivered,
. current state of perforrnance measurement in pediatric oral health,
. Panel's recommendations for immediate and future me¿rsure 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 theJournal of Public Health DentistrllT and represent aresource for agencies, organizations and
individuals interested in monitoring the performance of pediatric oral health care provided through
public programs and commercial third-party arr-angements.

a) Review of Current Measures

In the expert panel's view, the single IIEDIS (Ilealth Plan Employer Data and Information Set)
access measure currently applicable to Medicaid pediatric managed care dental program s - Annual
Dental Z¡s¿7 - 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

" CrallJJ, Szlyk CI, Schneider DA, et al. Pediatric oral health performance measurement: cr¡rrent capabilities and
ñrture directio¡s. J Public Health Dent 1999:59.136-14l_
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1200 use of different types of services - percentage of children receiving any service, any preventive 
1201 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 1 &Recommendations for Future Measures + - - Formatted: Bullets and Number~ng 

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. TheNCQA 
12 10 Panel's recommendations for future measures provide direction for the development of additional 
121 1 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 
1213 categorized these as future measures, a considerable amount of preliminary development is already 
1214 underway. 
1215 
12 16 Effectiveness of Care - 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 New Caries Among Caries-active Children - Proportion of all caries-active child enrollees 
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 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 
1226 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 
1228 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 
123 1 that inquires about: 
1232 Access to care, 
1233 Availability of a regular source of care, 
1234 Timeliness of care, 
1235 Adequacy of information and extent of involvement in decision-making, 
1236 Overall satisfaction with care, and 
1237 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. 



Value of Services - This measure is designed to provide information on the monetary value of 
services being delivered to Medicaid and SCHIP beneficiaries in order to facilitate assessments of 
how plans manage the resources allocated for providing oral health care for their enrollees. Data for 
the Value of Services measure are readily available from administrative data files for the majority of 
existing plans and programs. 
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The development of this Guide was undertaken with the following. premises in mind: - .  
that the Centers for Medicare h - - - - - - - - - ~ - - - 7 - - - - - - - - - -  & Medicaid Services state Medicaidfigrams, andprofessional , . {~eleted:  and - - - - - -  - - - - - - - - -  1 
communities have a joint interest in developing and sustaining effective and efficient programs 
to meet the oral health needs of children covered byshledicaid, and 
that collaborative efforts among these stakeholders, both at the national and state levels, will help 
to produce and improve programs that meet those needs. 

We have attempte4here to provide material concerning both key clinical aspects of oral health care , - {Deleted: in the space allowed - - - -  - - - - - - - - - - - - - - - - - -  - - - - -  - - - - - - -  - - - - - - - - - - - - - - - - -  1 
for children and critical program administration issues. Additional information is available in the 



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

Answer: 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 to use it. However, as noted above, CMS has no authority to do this. 

Question 1.b. Does the dental periodicity schedule have to follow the schedule for medical 
examinations? 

Answer: 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 
fi-equency 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. 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? 

Answer: 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. 

Question 2.b. 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: 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. 

Question 2.c. 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? 

Answer: 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. 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? 

Answer: 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 practitioner s... 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) whch 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, someportion 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. Can EPSDT dental benefits be alteredreduced in scope? 

Answer: Yes, in certain circumstances. EPSDT services must be provided in full, as required by 
section 1905(r) of the Act. However, section 11 15 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. 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? 

Answer: 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. 

Question 5. b. Are states required to provide or arrange for the provision of all orthodontic services that 
a child's dentist says are needed? 

Answer: 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 tentatively 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 43 1.12. 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. May a state require patient copays for EPSDT dental services? 

Answer: 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 2 1. However, section 11 15 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:Nwww.hcfa.gov/medicaid~hifademo.htrn. 

Policy Issue: Billing patients for Medicaid-covered services. 

Question 7.a. May a dentist place limits on the types of procedures helshe will provide for the Medicaid 
patient? For example, can the dentist not 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? 

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

Question 7.b. Suppose a dentist provides a Medicaid-covered service to a patient who does not tell the 
dentist helshe 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)? 

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

Answer: 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. 

Question 9.b. 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? 

Answer: 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 
andlor state anti-discrimination laws. 

Policy Issue: Denial of dental services based on client 
"misbehavior/malfeasance." 

Question 10. 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 fiom 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. 

Answer: 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 fi-ee 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 defmition and interpretation of 
"abandonment" may vary fiom state to state. 



Policy Issue: Direct patient billing for broken appointments 

Question 11. May states permit providers to directly bill patients for missed appointments? 

Answer: 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 
treatment 

Question 12. 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 
fi-ee), 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? 

Answer: While there is a prohibition against federal financial participation (FFP) for services 
provided to an ineligible individual, CMS does have policy which allows states topre-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 2 1, 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. It is the usual and customary medical practice to prepay the fee for the 

service@); 
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. An individual is involved in a car accident, is admitted to the hospital and receives 
extensive and various (medicalldental) 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? 

Answer: 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. 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? 

Answer: Federal regulations at 42 CFR 447.45 require that providers submit all claims to the state 
Medicaid agency no later than 12 months fiom 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 dentistslmobile 
dental vans to the patient (rather than for costs of transporting the patient to the dentist)? 



Answer: No. CMS does not consider transportation of a provider to be administration of the 
program. Ths  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 &shed in the office setting. The state would need to 
have this payment rate approved by submitting a state plan amendment to CMS. 

Question 15.b. Is it appropriate to use administrative match for the purpose of paying off dental student 
debt, in return for the dentist providing care in an area of provider shortage? 

Answer: 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. 

Question 15.c. 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? 

Answer: 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 £rom 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 
dental services. 

Question 16. Can CMS increase the rate of FFP (or "federal match") for dental services to, for 
example, 75 or 90 percent FFP? 

Answer: 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 innovationslpilot 
projects and for "payment incentives." 

Question 17. 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 



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

Answer: The need for a waiver or a SPA depends upon whether the proposed innovative project 
may be characterized as a "payment" or a "coverage" innovationlpilot 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 carelat 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., preventivehasic 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)(l) 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 43 1.5(c)) (Statewide operation does not me an... that every source 
of service must furnish the service statewide..."). Given this interpretation, projects of 
either type noted above--ifprovided 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 italicizedpassage 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 apayment 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: ( I )  the payment rate 
selected should be based on aprevailing 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 qualiJiedprovider who elects 
to serve the area; (3) the state should consider applying the rate to any other state- 
operatedprograms in the area; (4) the states should assure that an area-speciJic rate 



does not conflict with any state-detemined 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 receivesj5-om 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 ofMedicaid eligibility, with discounts offered to those 
non-Medicaid beneficiaries unable to pay the establislzed fees. (These caveats are based 
on CMS interpretation of related requirements contained in 1902(a)(30)(A) and 42 CFR 
447.325). 

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

If 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. 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? 

Answer: 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 43 1. 

Policy Issue: Federally Qualified Health Centers (FQHC) 

Question 19.a. Does the FQHC have to receive prospective payment system reimbursement? 

Answer: 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 



$or increases/decreases in the scope of services. However, the center may be reimbursed 
using an alternative payment methodology. Ths  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. 

Question 19.b. How are dentists reimbursed when they are employed by, or contracting with an FQHC? 

Answer: 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. 

Question 19.c. 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? 

Answer: If, for adults, the services are not covered in the state plan, Medicaid will not reimburse 
the FQHC. In the case of services for chldren, 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. 

Question 19.d. Can state Medicaid agencies deduct section 330 federal grant funds when calculating 
Medicaid payments for an FQHC? 

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








