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February 9, 2011 

Marsha Lillie-Blanton, Dr. P.H. 

Director, Division of Quality, Evaluation and Health Outcomes 

Center for Medicaid, CHIP and Survey and Certification 

Centers for Medicare and Medicaid Services 

7500 Security Boulevard 

Baltimore, MD  21244 

 

Dear Dr. Lillie-Blanton: 

On behalf of the 157,000 members of the American Dental Association (ADA) and the nearly 
8,000 members of the American Academy of Pediatric Dentistry (AAPD), we are pleased to 
offer the following comments on the Centers for Medicare and Medicaid Services (CMS) draft 
Strategy for Improving Access to and Utilization of Oral Health Services for Children in Medicaid 
and CHIP. 

Principal Barriers Identified for Dental Care for Children 

We agree with CMS’s identification of the major barriers, though it is important to note that low 
reimbursement rates impact provider participation more than the other factors listed. While low 
reimbursement is certainly not the only issue, it is a significant barrier and the strategy should 
recognize this. 

Two additional factors that are important to recognize are administrative burdens for providers 
and missed dental appointments. Any additional requirements placed upon providers to treat 
Medicaid patients, or any patient for that matter, adds to the cost of delivering care. A few states 
have been successful in addressing administrative issues through implementation of electronic 
systems where eligibility can be verified and benefits clearly viewed, resulting in improved 
communication. Missed appointments are a frequent complaint from many dentists. While there 
are ways to address this, ensuring beneficiaries maintain scheduled appointments is important 
so that a dentist’s schedule can stay on track. We suggest that CMS survey state programs to 
determine what has been successful in easing administrative burdens and addressing missed 
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appointments.  For example, we are aware some benefits administrators follow up with 
beneficiaries after a missed appointment has been logged to determine the reason and assists 
in rescheduling the appointment. 

Establishment of Oral Health Goals for Medicaid and CHIP 

The ADA and the AAPD believe it is critical for Medicaid and CHIP programs to focus on 
prevention. As stated in the strategy, tooth decay is the most common, chronic infectious 
childhood disease and is preventable. While increasing the utilization of preventive services and 
sealants is important, CMS should also set a goal to increase the percentage of children who 
have a dental home, which we believe is comprehensive primary care delivered by a dentist. 
This should begin ideally by age one. Providing preventive services and establishing a dental 
home will help ensure that children enrolled in Medicaid and CHIP have access to necessary 
treatment and comprehensive care. Further, any comparison of utilization rates should use 
private dental plans within the state as a benchmark, in order to set realistic goals for Medicaid 
and CHIP.   

The ADA and the AAPD remain concerned that state programs will struggle to achieve these 
goals without additional federal funds dedicated to make improvements to Medicaid and CHIP 
dental programs. A number of states have already proposed across the board provider 
reimbursement cuts as a result of the current economic environment. While we certainly will 
work to ensure this does not happen, states are strapped and seeking ways to reduce their 
overall budgets. 

Strategy Components: 

Work with States to Develop a Pediatric Oral Health Action Plan 

We applaud CMS for its plans to release a guidance letter to State Medicaid Directors and State 
Health Officials that will request an action plan within six months. In terms of the specifics of the 
action plan, we would again note that reimbursement is integral to provider recruitment. 
However, as was done in both Connecticut and Texas as a result of litigation settlements, 
increases can be targeted to those diagnostic, preventive and restorative services most 
common and most needed for children. We would suggest that states be required to include 
state dental associations in the development of these action plans and that they also be 
required to conduct either a survey or focus group of private practicing general and pediatric 
dentists, with both Medicaid and non-Medicaid providers, to better develop their action plan. 
This should be an essential component of their “partnering with state dental organizations to 
recruit more dentists into Medicaid and CHIP programs.” 

We disagree with CMS lumping mid-level providers and non-dentist preventive services 
together as a strategy, as we believe those are two distinct options. As noted, many states 
currently allow pediatricians to bill Medicaid directly for preventive services such as fluoride 
varnish. This required no change in state medical practice acts. However, many of the proposed 
services for mid-level/non-dentist/non-physician providers would require a significant 
modification in the state dental practice act. Further, given historically low Medicaid 
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reimbursement levels in many states, it is unclear how new providers with presumably the same 
equipment costs would be able to participate in Medicaid or CHIP programs in higher numbers 
than dentists. We are also concerned that these new providers may simply focus on preventive 
services and hinder the establishment of a true dental home. The assertion that ‘these new 
providers may help improve access to dental services by increasing the points of entry into a 
dental office” is simply an assertion without any empirical verifying data.  We urge CMS to 
address this issue in a separate paragraph pointing out, in fairness, that there is a difference of 
opinion regarding the potential impact on access of such providers and that state Medicaid and 
CHIP programs should work closely with all stakeholders in assessing the best strategy for their 
state. We believe CMS should adopt a more neutral position and base program design 
decisions on proof of cost effectiveness and improved health outcomes.  

We strongly support the suggestion to consider using one of several dental home strategies. 
This could be further strengthened by adding that establishing a dental home by age one with a 
dentist, which encompasses regular examinations, has been demonstrated to reduce future 
costs for Medicaid by avoiding costly treatment in hospital emergency rooms and operating 
rooms for the treatment of oral infections and early childhood caries. 

Strengthen Technical Assistance to States and Facilitate State/Tribal Peer-to-Peer 
Learning 

We strongly urge CMS to expand the Oral Health Technical Advisory Group (OTAG) to include 
representatives from the ADA and the AAPD or, at a minimum, require OTAG to consult with 
ADA and AAPD representatives. Together, our organizations represent the overwhelming 
majority of all private practice dentists who are Medicaid or CHIP providers. 

We strongly support CMS involvement with groups such as the Medicaid/SCHIP Dental 
Association (MSDA) and the ADA’s Electronic Health Record Working Group. We believe these 
will lead to better ideas and best practices. 

Outreach to Providers 

We applaud CMS for its assistance in initiating the Dental Quality Alliance (DQA), and believe 
the quality measures developed will be essential to not only Medicaid and CHIP but all dental 
insurance programs. 

We believe CMS should provide resources to states to strengthen collaborative efforts to 
improve access. Many states have mechanisms in place or have been able to work 
collaboratively in the past. Resources to further this type of activity could go a long way to 
facilitate communication between the state agency and the necessary dental stakeholders.  
Promoting the strategy of a contract between a community health center and the community 
based private practice model in order to expand the availability of dental services through the 
Medicaid program would leverage the expertise of the community health center as the billing 
agent and the desire of dentists to participate in the Medicaid program, without the 
administrative burden associated with Medicaid prior approval, eligibility verification and claims 
submission requirements. 
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We also suggest the addition of other dental groups under paragraph b in this section to include 
such organizations as the ADA, AAPD, Hispanic Dental Association, and other dental specialty 
organizations, in addition to the groups listed.   

Outreach to Beneficiaries 

The issues noted in this section are critically important and capture the need to improve oral 
health literacy. We urge CMS to work closely with our associations in developing consistent 
messaging and materials for beneficiaries that can be widely distributed (as opposed to state-
specific materials). Both the ADA and the AAPD have extensive experience in developing 
consumer-oriented patient education materials. We also suggest collaborating with other 
agencies within the Department of Health and Human Services. DHHS released its health 
literacy strategic plan in 2010 which closely aligns with the oral health literacy strategic plan 
adopted by the ADA in 2010. Additionally, under the Affordable Care Act, the Centers for 
Disease Control and Prevention is authorized to develop an oral health campaign. While the 
funds have not been appropriated, assessing what materials may exist within DHHS and 
collaborating with outside stakeholders with experience in this area may save time and avoid 
duplication. 

Partner with Other Agencies in DHHS 

CMS leadership in this area is critical and we urge the agency to communicate the importance 
of oral health throughout DHHS. We concur that updating the dental data collection on the CMS 
416 and CHIP annual reports is essential. It is our understanding that future forms will break out 
line 12b to determine who is providing the preventive services and the type of service. This 
information will help states focus on where additional efforts need to be made to ensure every 
child receives a comprehensive dental exam as part of his or her dental care. 

Concerning several of the suggested activities: 

• Regarding oral health inclusion in the medical home initiative, we suggest phrasing that 
indicates dental homes are a part of this initiative as well as the Accountable Care 
Organization initiative. 
 

• Regarding an oral health grant program for states, we would point out that such funds 
are currently available through the Health Resources and Services Administration state 
oral health workforce grants a.k.a. the Collins-Feingold program. Further, we question 
the definition of “innovative ways to increase access.”  Would that include efforts to 
increase reimbursements? We believe the efforts should focus on methods that will 
actually increase access, regardless of whether the idea is new or old. We refer back to 
the barriers identified at the beginning of the strategy, and suggest examining those with 
little fiscal impact as states may be in a better position to adopt those than any efforts 
that require significant funding. 
 

• We applaud CMS efforts to require states to adopt a dental periodicity schedule as 
required under the EPSDT statute. CMS should move forward, as previously 
recommended, with posting such schedules on its website for ease of reference. 
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Overall, we applaud CMS’s aggressive strategy for children’s oral health. Making improvements 
in the Medicaid and CHIP programs requires a collaborative effort between federal and state 
agencies and oral health stakeholders. Both the ADA and the AAPD appreciate the opportunity 
to comment and look forward to working with CMS as this strategy moves forward. Should you 
have any questions concerning these comments, please contact Janice Kupiec at the ADA 
(kupiecj@ada.org/ 202-789-5177) or Scott Litch at the AAPD (slitch@aapd.org/312-337-2169 
ext. 29. 

Sincerely, 

 

 

 

Kathleen O’Loughlin, DMD MPH   John S. Rutkauskas, DDS MBA 

Executive Director     Chief Executive Officer  

American Dental Association    American Academy of Pediatric Dentistry 
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