STATE OF DELAWARE

STATE COUNCIL FOR PERSONS WITH DISABILITIES
MARGARET M. O’NEILL BUILDING
410 FEDERAL STREET, SUITE 1 Voice: (302) 739-3620
DOVER, DE 19901 TTY/TDD: (302) 739-3699
FAx: (302) 739-6704

January 25, 2016

The Honorable Jack Markell
Governor

Tatnall Building - 2id Floor
William Penn Street

Dover, DE 19901

Dear Governor Markell:

The State Council for Persons with Disabilities (SCPD) has reviewed S.B. 142 which
would expand Delaware’s Public Assistance Code to provide preventative and urgent
dental care to all eligible Medicaid recipients. Payments for preventative or urgent dental
care treatments shall be subject to a $10.00 recipient copay and the total amount of dental
care assistance provided to an eligible recipient shall not exceed $1,000.00 per year,
except that an additional $1,500.00 may be authorized on an emergency basis for urgent
dental care treatments through a review process established by the State Dental Director.
In its November 19, 2015 FY17 budget presentation, the Department of Health and
Social Services (DHSS) recommended the inclusion of 6-month funding [approximately
2.4 million (12/21/15 DMMA email)] to implement the adult dental benefit initiative.
SCPD strongly endorses the proposed legislation and funding to implement the adult
dental care program.

Research on dental health suggests that poor oral health is linked to increased risks for
chronic health conditions such as heart disease and diabetes. Dental disease is not
benign; it can be life-threatening. See attached article, “Dental problems - sometimes
deadly - drive more people to ERs” (July 11, 2015). This problem is even more
pronounced among individuals with disabilities because of their notoriously limited
access to dental care. A survey conducted on the health status of individuals with
disabilities in Delaware showed that almost a quarter (24.3%) of adults surveyed did not
receive regular dental care. Adults who depend on state health insurance do not have
dental care coverage through Medicaid.

While many of us have some anxiety, financial difficulty, or other challenge associated
with our access to dental care, individuals with disabilities often face multiple difficulties.
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Recent studies have shown that one's knowledge of dental care is a major predictor of
dental health. Patients with cognitive disabilities are often dependent on others for
assistance, whether for transportation, home care activities, decision-making about
treatment, and/or payment. Physical disabilities can limit a patient's ability to practice
effective dental hygiene and access adequate care in a dental office. While Delaware
offers a good Medicaid program to meet the needs of children who qualify, virtually no
financial assistance is available for adults with unmet dental needs.

In summary, the lack of state funding for adults with disabilities is a major impediment to
dental care, and poor dental health is known to be a factor in a wide range of non-dental
medical conditions.

S.B. 142 is designed as “enabling legislation”. It would only be effective upon an
appropriation. As noted previously, in its November 19, 2015 FY17 budget
presentation, DHSS recommended the inclusion of 6-month funding (approximately 2.4
million) to implement the adult dental benefit initiative. SCPD strongly endorses such
funding. It is consistent with a trend among the states to incrementally add an adult
dental benefit to Medicaid state plans. See attached excerpt from National Academy for
State Health Policy, “Adult Dental Benefits in Medicaid: Recent Experiences from Seven
States” (July, 2015).

Thank you for your consideration and please contact SCPD if you have any questions or
comments regarding our position or observations on the proposed legislation and
associated funding.

Sincerely,

Daniese McMulIin-Powell,Céirperson
State Council for Persons with Disabilities

cc: Delaware General Assembly
Ms. Drewry Fennell, Office of the Governor
Ms. Meredith Tweedie, Office of the Governor
Ms. Rita Landgraf, DHSS Cabinet Secretary
Mr. Brian Hartman, Esq., Disabilities Law Program
Developmental Disabilities Council

Governor’s Advisory Council for Exceptional Citizens
P&L/SB 142 dental 1-25-16
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Dental problems — sometimes
deadly — drive more people to ERs

.Lack of insurance,
access largely to blame

Laura Ungar
USA TODAY

h;“mmm s & toothache
a Alilng becama g n

infeotion thit Janded Chmm
Smith in the emergency ronm,
than {n intemsive cara ot o vant-

; tube.

“It came on 30 qulcidy and vio-
lently, 1 was terrified.” sayn Seaith,
#, of Jofersonville, Ind, who
Jicketl dental  lusurance and
hudn't been to n dontst for years
bufure the srn o wross Just
moth, *T had no idea ik could gat
this sariots this quickly”

Smilth bs ane
ber of patients
An snals o

Is of

foderal data b‘imﬂil

Dental Association shows dental
A visits doubled from 11 million
In 2000 to 23 milllon In 2012, ot
onn visit every 15 seconda ADA
officind, as well as dantists scrom
the nation, say the problem per-
aists despite haalth reform.

'.l'l:il Is mm-ﬂﬁnﬁl deal with
;?tblan::f. mudlrl'ngll:

!umu program at the
Unluulty af Lllul.ﬂlllh “And
thore Is not i woek that [jues by
that wa don't have somesna hos-
plialized . Panple still die from
thelr teeth fn the US>

Oftan, what drives people (o
the ER {e paln, “like nmdty l!m
hurts them so much th

It o, ouys
Hacloman, ER elinfeal u‘atlmn
director at Truman Con-
ter-Hospital Hill fn Kansss City,
who's noticed & significant risa in
thl number of dental visits over

ﬂvnm

inuurange covomge in

: rmlpm.nllbunusnr
ER visits m by tha nnln;
mndnrpm ] governmen|
insurance. Tha Affordsble Cure
Act regulres hoalth plans to cover
dental servicas for chiliren but
nnt adults;
ntal*

Cupen
‘on pervices included in employer-
sponwored medieal pluny, Medi-
cadt] plany Tor pdults vary by alate
and often cover only a short Jist of
basle services, Medicar ganerally

dogen't cover dontal cane ot all,
By law, ERs huve to sne pu-
tiants sven if they can’t pay. But
dlhu lil 9 I.‘igll

i and an
uﬁu to dental patients, thoy cost
more then thros times us much ay
n routine dental vialt, averaging
Um a visit 1f the patlent lan't
1alized ~ nnd costing the
113 hnlth care system 814 bil-

lion y

"Il'mm to the dentist
more often, we sould avold a lot
of this" says Ruchl Snhota, o Cali-
fornin dentist and consumer n(:;

federnl official
bnnrﬂumbn:ﬁ tats

Un.lmdnrofnﬁuu Behool of Deatistyy Urgent Cara Clinie werves low-ineomo pationts re-
Inaldnyg dental lasurance, x with umarguncy neads,

forred from th

tha past yuar, and one big resion
15 cobt J:’Etui;wr atlutdmgf works

pocket.

Moanwhile, the 10% of adults

with Medieatd dantul plans stoug-
gl to find dentists to toke thiun;
stutdles lave shown that luss than
20% of dentists accept Medicaid
1n somw ntutes, largely bocaine re-
imbursoments dip as low as 14%
of private Insuranca relmburse-
ment last yeur. Add to thst o
shortage of more then 7,000 dan-
Hsts n the Unitsd States.

Americans who without
care puy o price, Moce than.'s
quarter of working-nge eduits,
and one in five senlors, havein-
troated cavitiea, und 196 of sen-

fors luave Jost wil.thelr !u!h.r? =
Whan poor oy gt Skr;
mg:uw ¥ qlgall.v oot only

ts way peopln tand to m&ﬁ)
dantal probhm el things get
renlly bisd, which cun happen out-

o B,
Smilh jeamed the hard way
Just how cruclal oral health is.
Tha reggee and part-
time sscurlty system installer
#aye he'd been without dental in-
surance for o couple of years and
hadn't been te a dentint for longer
than that, whan a filling fell out of
a bottom laft molar on June 6, He
triod to fix it with ndn»lb-yau.mlf
ldt, but the temporary Allin
urn. aut during » concart nm
t. He tried to numb it with
All ol the next day, hutthaplin
gnl Worse ns hlsjnw swalled, and
o drove to the emergency room
at4wm the l'u1.'|nw|.m; maming

b farred him tos

viser for the ADA. “P
priceless”

ACCESE A CHALLENGE
But federal figures show four In
10 adults had no dental visit in

thore
nearhy dentlst, who smaw Gt
warsnning infection and sent him
back to the ER, where his tooth
was ramaved. At horue, the infec-
tion dreined into his neck, mak-

R R AT Y

““l‘ﬁ.

2014 A fleas Dirtal
wAvbetlstlin anadyste el 20041013
.l:h of business hous nd.lml ;

datanwtde
+ 1Sk .'uu.m
v liire Pansl
o8- 2000 US. Conkua st

Muithal
dntx,

ANl POMPA, USA 1ODAY

lnl it diffieult to breatha —
lgnﬂrlrtltﬂptnllutll
ashu-t n the walting room, the

wwalling doubled. 1 could feel my

-dndp*pc closs,” hio recalls.
tora admitted him, cut into
his nor.l: to insert 3 drain for the

infaation and gave him strong
antibloties — and kept him in the

hospital for o week, A day after

returning home, all he fall up to

doing was restin wﬂhhiidlﬂﬂn
hund, Sinwtra

neck was vialbl e, lmi hh ut.lll
swollen jww made it impossibla to
opan ila mouth all the way.

TOWARD BOLUTIONS

Dentists «ay patents can be
much better served by getting

AAZ) LI, | PO

unl.umlhu ng:r“munitr
I i

problems  prevented.
Culmnnlq hnalth eanters with
duntal clinles offer one long-
stunding altesnative for, low-cost
ears, andl anothar newly touted
option Involves university dental
school clinies,

The Uniwraity of dand
Bd)ool of DlnLInE]I fmmll-llﬁﬁ&

nie, vdiarn

|‘|L'1' the r.'l.nv'ﬂspnﬂ.iim offlcui-
b’- wnllt»in clinie for prople

ar* st yuar found
ﬂmt dmml TR vislts had fallen
between 2012 wnd 2004 in Mary-
land amid state meforme such as

mant for deotists and o lm
r network — inaplred in

part by the 2007 death of o 12-
nr-old boy from s bruin Infec-
nHMbuamunnol,lmJn. ¥
The ADA alse pelnts to BR re-
frerol pro

s meross the natlon
] uﬂ Wlfn:l Into dental-school

Olluhh gay there currently ar
128 such pragrams, up from ofght
n year bgo, In Konsto Clby, pl
Honts ot Truman have only to
walk acrons the strast whaen
they're relorced to the University
of Missour] clinic.

Smith asys ER ataff holped him
dsnag:as Indiuns Muodicald, and

t he's bean refarred to o
fie e el 2

o plans to re
chackups and take maticulous
care of his tweth sl home.

Michael MeCunniff, chalrman
of the Univarsity of Missowrl-
Kansas Clty Department of Pub-
lle Health nnd Behaviorl Sci-
ence, siya thats a much better
plan = for all Americans = than

olnx care _and
holp in the ER

"A!.l that dose is put s Band-Ald
on the problem,” he says "It
doesn't cure ft.”




A PUBLICATION OF THE NATIONAL ACADEMY FOR STATE HEALTH POLICY July 2015

Adult Dental Benefits in
Medicaid: Recent Experiences

from Seven States

NATIONAL ACADEMY
FOR STATE HEALTH POLICY

Andrew Snyder and Keerti Kanchinadam

The National Academy for State Health Pollcy (NASHP)
conducted interviews with state administrative and
legislative branch officials as well as dental stakeholders
in California, Colorado, lllinois, lowa, Massachuseétts,
Virginia, and Washington, all of which have recently taken
action to add, reinstate, or enhance thelr Medicaid adult

dental benefit.

This brief summarlzes policy lessons and themes about
why states decided to take up this coverage option and
how they are implementing it. Accompanying casé

studies provide a more in-depth look &t each state's adult

dental benefit,

« There is growing recognition of

the importance of oral health ag it
relates to overall health—induding
pregnancy, avoidable emergency room
utilization, and chronic conditions
such as diabetes and heart disease—
as well as employability. These data
points, as well as personal experiences
with individuals who cannot access
routine dental care, resonated with key
state decision-makers.

» Policymakers generally support
providing adult dental benefits to
Medicaid entollees, but prioritizing
spending on the benefit can be
challenging, given the need of states to
balance limited resources with many
competing priorities.

« Engagement by high-level state
policymakers, including legislative
leaders, governors' staff, and Medicaid
agency leadership, along with

active legislative outreach by dental
associations and oral health coalitions
is important to raise the profile of the
Issue,

« In many states, enhancements are
progressing incrementally, In some
states the benefit is being extended
only to certain groups of enrollees
such as pregnant women or the
Medicaid expansion population. In
other states the benefit is capped with
a dollar limit.

» Many states expanding their adult
dental benefit have done so by
building on improvements made
to their children’s dental coverage
programs over the last decade.
This includes leveraging existing
contractual relationships, provider
networks, and care coordination
efforts.

. States' decisions on adult dental
coverage were affected by their
broader work on implementing health
reform. Enhanced federal funding
through the Affordable Care Act’s
(ACA) Medicaid expansion motivated
action in several states. Some states are
also beginning to consider how dental
services may fit into payment and
delivery system reform efforts such as
the State Innovation Models Initiative,
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Poor and near-poor adults
ages 35-44 are more than
twice as likely to experience
gum disease and untreated
tooth decay than non-poor
adults, and almost twice as
likely to have lost a tooth due
to those conditlons.

Adult Dental Benents i Medicard: Recent Ciperiences from Seven States

Introduction

Oral health s an important but often neglected part of overall
health, particularly for adults, For children, states are required
to cover dental services in Medicaid and the Children’s Health
Insurance Program (CHIP), also the ACA extended dental
benefits to more children through health Insurance exchanges
and Medicald expansion. While implementation issues remain,
Medicaid-enrolled children have seen significant gains In
access to dental coverage and care over the last 10 years.'

In contrast, adult dental coverage is an optional benefit in
Medicald and the ACA does not address dental benefits for
adults. As a result, Medicaid adult dental benefits vary
significantly across states. In 2015, only 15 offered extenslve
adult dental benefits, 17 states offered a more limited package,
15 states offered emergency-only dental benefits, and 4 states
offered no adult dental benefit.?

A 2012 survey found that 91 percent of adults aged 20-64 had
dental carles and 27 parcent had untreated tooth decay. ® Poor
and near-poor adults ages 35-44 are more than twice as

likely to experlence gum dlsease and untreated tooth decay
than non-poor adults, and almost twice as likely to have lost a
tooth due to those conditions. Poor senlors are more than twice
as likely to have lost all of thelr natural teeth than non-poor

senlors. 4

Historlcally, states have cut back Medicaid adult dental
beneflts due to state fiscal challenges, including in the wake of
the 2007-2009 recesslon. In the past two years, however, a
number of states have declded to enhance the dental benefits
provided to adult Medlcaid enrollees.

NASHP examined recent experlences in seven states that
acted to add, reinstate, or Introduce adult dental beneflts In the
last two years: Callfornia, Colorado, llinois, fowa,
Massachusetts, Virginia, and Washington. These states took &
range of approaches to adult dental benefits in regard to
beneflts, program administration, and the legislative or
administrative vehicles for advancing the policy change.
Actoss these states, however, some common themes emerged

around:

Key pollcymakers and advocates who were engaged in the
declslon, and the key data points that were Important in

making the cass,
States' adoption of Incremental improvements In order to

baiance dental benefits with other competing budgetary
priorities;
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Adult Dental Benefits in Medicaid: Recent Experiences from Seven States

+  Application of lessons learmned from improvements to states’
pediatric dental benefits to adult populations; and

+  Desire among states to explore how dental benefits might fit
within their broader work on payment and delivery system
reform in future.

These findings were informed by interviews with a range of
experts in each state including state officials—Medicaid
leaders, legislators, and governors' health policy advisors—
and state dental associations, oral health coalitions, and other
key stakeholders conducted between February and May 2015.
This brief summarizes the high-level themes that emerged from
our interviews. More detailed descriptions of the approaches
taken in each of the seven states are provided in case studlesin
Appendix |1, Below Is & chart that summ arizes the actions taken
in each of the seven states, the legislative of administrative
vehicle used, date of implementation, and the benefits offered,

Table 1.
Actions Taken on Adult Dental Benefits in Seven States

Legislative or Date Benehts and Populations Covered
Implemented
May 2014 Reinstated most benefits for all Medicaid-enrolled
adults, with $1,800 annual “soft cap” that can be
exceeded when medical necessity is proven. Ad-
ditional services covered for pregnant women,

State tpioabs )
Administrative Vehicle

State budget, AB 82 (2013)

California

Colorado SB 242 (2013) Aprll 2014 Introduced benefits for all Medicaid-enrolled
adults, with $1,000 annual cap. Dentures are
exempt from the cap.

1llinols State budget, SB 741 (2014) | July 2014 Reinstated benefits for all Medicaid-enrolled

adults. Additional preventive services covered
for pregnant women. (Gov. Rauner’s proposed
FY2015 budget would cut the rates paid for adult
dental services.)

Towa Section 1115 Medlcaid May 2014 Introduced “earned benefit” to Medicaid ex-
walver panslon papulation; indtviduals who establish a
regular source of care quallfy for more expansive
benefits,
Massachusetts Annual state budgets January 2013 Relnstated services for all adults incrementally -
March 2014 first fillings for front teeth, then all fillings, then
May 2015 dentures. Additionel services covered for persons

determined eligible through the Department of
Developmental Services.

Virginia Governor's Healthy Virglnia | March 2015 Introduced dental benefit for adult pregnant
plan (2014) women over age 21,

‘Washington FY 2013-2015 bienniel oper- | January 2014 Reinstated extensive benefits for all Medicaid-en-
ating budget rolled adults.
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Adutt Dental Benefits in Medicaid: Recent Expericnces from Seven States

Key Themes Among States

Partnerships and Gathering Support
Leadershlp

Involvement by legislative and administrative branch
champlons was critical in each state that NASHP interviewed.
The champions In several states were people with

particularly high authority—including Frank Chopp, Washington
State Speaker of the House, Darrell Steinberg, California
Senate President pro tempore, and Virginia Gov. Terry
McAullffe. Interviewees noted that the addition of adult dental
benefits did not usually face organized opposition, but the
involvement of high-level champions was important to make
and keep adult dental benefits a priotity in the midst of many
other state concermns.

Oral health coaliton members, staksholders, and provider
groups across states focused primarlly on the message that
oral health is part of overall health—and that there are linkages
between oral health and health conditions such as dlabetes,
heart disease, and potentially, adverse birth outcomes.®

Data on use of hospital emergency departments (EDs) for
preventable dental conditions, and increases In such vislts in
states following elimination of adult dental benefits was also
noted as important. However, interviewees Identified that it was
particularly compelling for policymakers to personally meet
Individuals experiencing pain and tooth loss from untreated
dental conditions. Attendance at dental assoclation sponsored
events in California and Virginia, where free dental care was
provided to undsrserved communities, was noted as a key facs
tor in pollcymakers' engagement in the Issue.

Relatlonship bullding

in all states, efforts to advocate for, Implement, and operation-
alize a new benefit program required the collaboration of many
different partners. The most frequently cited partners were oral
health stakeholder groups such as state dental assoclations,
dental hygiene associations, oral health coalltions, and oral
health-focused phllanthroples. The abllity of these groups to
lobby leglslators was noted as &n Important factor In several
states. Oral health stakeholders noted thé Importance of
engaglng a broader group of voices from outside of the dental
community, like community health centers, anti-poverty groups,
and advocates for seniors and Individuals with disabilitles.

In most states, strong partnership with the state’s dental asso-
clation was an Important factor, Several state dental assocla-
tions Indicated that they declded to advocate for the addition of
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benefits, even if the pollcy didn't fully address the
concerns of thelr membership with program ad-
ministration and provider reimbursement rates, as
a way to demonstrate thelr support for improving
oral health and access to care for Medicaid-en-
rolled individuals,

Good relations between dental associations, oral
health coalitions, and Medicaid agencles within a
state helped keep dental benefits in front of key
declslon-makers, so that action could be taken
on adult benefits when a window of opportunity
opened. All states NASHP spoke with said that
the new beneflt came about as a result of years of
offort and taking advantage of a ripe opportunity,
for example opportunities presented by enhanced
federal funding for Medicald expansion under the
ACA.

Approach and Implementation
Financing strategies '

Most states financed their adult dental benefit
through state general funds, and the benefit was
often introduced [n the context of a state’s
blennlal budget process. One exception was
Colorado, which redirected a portion of a trust
fund that funded the state’s high-risk pool, made
obsolete through the ACA, to serve as the state
share of fundling for its new adult dental benefit.

Interviewees across all seven states shared that
an adult dental benefit, particularly one limited to
certaln services or populations, is a relatively mi-
nor budget Item in the context of state Medicaid
budgets. In 2013, the National Health Expendi-
ture Accounts estimated that total state and lo-
cal spending on dental services for children and
adults In Medicaid was about $3.2 billion, equal-
ing less than two percent of total state and local
spending on Medicald.® Washington's restoration
of a dental beneflt for 874,000 Medicald-enrolled
adults required $23 million in state funding; Vir-
ginla’s beneflt for 45,000 pregnant women is pro-
jected to cost approximately $3 million In the first
two years,

Offlclals in several states reported that the ACA
presented a unique opportunity to expand den-

tal coverage to many new enrallees at a reduced
cost to the state. In particular, states that opted to
expand Medicaid eligibility to individuals up to 133
percent were able to leverage the 100 percent
fedaral match made available through the ACA to
help mitigate the cost of a new aduit dental bene-
fit. The availabllity of new federal funding through
Medicald expansion was particularly Important in
Washington's consideration of an adult benefit.
Although the state could have opted to only cov-
er dental services for the expansion population,
state officlals felt it was important to offer cover-
age to all adults to ensure continulty and equity of
coverage for all enrollees.”

Research on links between improvements in oral
health and potential reductions in overall health
care spending, while compelling to state offi-
clals, generally didn't factor into states' budgeting
for adult dental benefits. Interviewses in sever-
al states noted that demonstrating and booking
short-term cost savings is challenging for states
that are tled to short annual or blennial budgets
and often lack proper systems to coordinate sav-
ings that cross medical and dental spheres—for
example, reductions in ED usage from improved
access to routine dental care. However there was
general support for the Idea that dental coverage
could save money in the long-term, particularly
as states move towards efforts to integrate dental
and medical services within larger payment and
delivery system reforms.

All seven states voiced concern about the perpet-
ual vulnerability of the benefit; because It is cate-
gorized as “optional,” it can be cut or scaled back
durlng times of fiscal stress. Most states felt confi-
dent that the benefits they Introduced are going to
be fiscally sustainable for the foresesabie future,
though llinols s already considering & potential
cutback in adult benefits as part of its 2015
budgst negotiations.

Incremental Approaches _

Most Interviewees expressed a desire to extend
full dental benefits to all adults in Medicaid, allow-
ing enrollees to obtain medically necessary care
for tooth decay and gum disease. Howaver, many

NATIONAL ACADEMY FOR STATE HEALTH POLICY | Download this publication at www.nashp.org



Adult Dental Benefits in Medicaid: Recent Experiences from Scven States

states pursued an incremental expansion of bene-
fits—by limiting the benefit to certain populations,
specliic covered services, or placing a dollar lim-
It on the benefit package. For example, Virginia
extended comprehensive dental benefits only to
women enrolled in Medlcald during pregnancy
and 60 days postpartum; non-pregnant adults in
Medicaid are covered only for emergency dental
services. Over the last three years Massachusetts
has gradually added services including fillings,
initially for front teeth only, later for all teeth, and
dehtures back Into its adult beneflt package. In
Colorado, the new dental benefit Is comprehen-
sive and available to all adults enrolled in Medic-
aid, however the benefit is capped at $1,000 per
enrollee per year. Dentures are exempt from the
benefit cap.

In most cases, the state chose an incremental
expanslon because of fiscal concerns, There was
wlde acknowledgement among Interviewees that
an incremental benefit is better than no benefit,
and there was also a desire among states to limit
bensfits within what thelr budget would bear, to
reduce the possibiilty of future cutbacks. Multl-
ple interviewees noted that a “pendulum swing”
of repeated expansions and contractions had
created challenges and confusion for enrollees,
providers, and Medicaid agencles allke. During
perlods of reduced benefits, enrolldes fraquantly
forego care due to inability to pay. Providers—
both dentists and safety net providets like com-
munlty health centers—reported feeling strain
from multiple changes to states' benefit packag-
es, in regard to their ability to develop treatment
plans for Medicald-enrolled patients who may no
longer have coverage for necessary services,
State officlals must manage the administrative
challenge of stopping and restarting benefits,
and face pent-up demand when benefits are
restored —particularly for expensive services like
dentures, which might have been avoided with
routine dental care,

Building on ExIsting Programs

States across the country have made great prog-
ress In Improving Medicaid-enrolied chlldren's
access to dental care over the last decade.®

. o | 1.4 r,f ! .& 2
Several states built on these successes in the
policies they adopted for their adult dental
Medicaid benefit. In particular, states focused on
administrative simplification, including the use of
specialized dental administrative vendors, and
development of supports to help connect
enrollees to dental care.

lowa’s unique Dental Weliness Plan In-
corporates a tiered ‘“eamed” benefit
approach for the newly eligible Medicaid
expansion population that conditions cer-
tain benefits on patients establishing a
relationship with a dentist whom they see regu-
Jarly. To help ensure that adults can build those
relationships, lowa is building on the network
of Title V-funded county-based dental care
coordinatorsthatithasbuiltoverthelast10years
through Its 1-Smile children's dental program.
lowa also used the tlered structure to increase
the capitation rate for the Dental Weliness
Plan, enabling it to address some long standing
concerns about provider reimbursement rates.

Virginia used Its successful Smiles for Chil-
dren program as the basis for its beneflt for
pregnant women. Smiles for Children has bullt
up strong dentist participation since its Intro-
duction in 2005 due to simpler administration
and higher reimbursement rates.

Colorado used its CHIP benefit—which uses
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Officlals in several states
reported that the ACA pre-
sented a unique opportuni-
ty to expand dental cover-
age to many new enrollees
at a reduced cost to the
state.

a speclalized dental vendor—as a model for its transition to a
new Administrative Services Organization (ASO).

Other states NASHP interviewed reinstated the same benefits,
administrative processes, and reimbursement rates that had
been cut in previous years. Many of these states saw that as a
first step, and expressed & desire to continue improving program
administration and provider participation in future years.

Outreach and Education
States Indicated that outreach and education to both newly eligi-

ble enrollees and providers will be crucial to the ongoing sUccess
of the new beneflt including ensuring that enrollees connect to
regular and ongolng care. In addition to initiatives like lowa’s use
of dental care coordinators, states are also working in partner-
ship with stakeholders in the dental and medical communities to
ensure that outreach and education efforts are successful. In Vir-
ginia, the state has partnered with OBGYNs and pediatricians to
help communicate the avallability of dental benefits for pregnant
women, and to spread information to patients and providers that
receiving dental care during pregnancy is safe and appropriate.
Colorado Is working closely with Its state dental association to
recrult dentists to serve Medicaid-enrolled clients. Despite prog-
ress, provider recruitment and network adequacy remain a
goncern in many states. '

Evaluating Success

NASHP spoke with state officials and stakeholders about how
they would gauge whether they had achieved their policy goals
from introduction or reinstatement of adult dental benefits. States
are primarily looking to traditional measures to gauge their suc-
cess, including utilization rates among enrollees, provider partic-
Ipation rates, and calls to customer gervice hotlines from
enrollees seeking care.

NASHP spoke to many of these states very saon after their adult
dental benefits were implemented, so few were able to provide
detalled findings. Some states, however, are reporting early suc-
cesses In Improving access to care and provider engagement.

. In lowa, Deita Dental (the administrator of the. Dental Well-
ness Program) reported that, as of February 2015, 36,500 of
the program's 115,000 enrollees had recelved a dental ser-

vice since the program began in May 2014.°

- In Washington State, more than 204,000 Medicaid-enrolled
adults recelved a dental service in CY 2014, an increase
from the roughly 136,000 adults who received services In
CY 2010—the year before services were cut back. Howev-
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er, this happened in the context of a doubling
of the number of enrollees (from 410,000 to
874,000) due to Medicaid expansion, so the
rate at which enrollees used services fell from
33 percent to 23 percent.'®

+ Colorado reported some success.from their
provider recruitment efforts, conducted in
collaboration with the Colorado Dental As-
soclation (CDA). The CDA reported that the
number of Medicaid-participating dentists had
grown 17 percent between 2012 and 2014."

Additionally, several states are setting concrete
expectations around linkages between dental
benefits and overall health spending. Colorado
has set yearly, performance standards for its ad-
ministrative setvices contractor. In year two, the
state Is focusing on decreased utllization of the
emergency room for non-emergency dental care.
In lowa, because the Dental Wellness Plan s be-
ing implemented through a section 1115 demon-
stration waiver, the state, In partnership with the
University of lowa Public Policy Center, has de-
veloped a detalled evaluation plan that will at-
tempt to track whether enroliment in the Dental
Wellness Plan results in reduced ED utilizatlon,
and also measure whether enrollees recelving
dental services experience better outcomes relat-
ed to chronic conditions llke diabetes.

Looking Forward

Officlals and advocates In many states saw the
addition or restoration of adult dental benefits as
the first step in addressing oral health for Medic-
aid-enirolled adults, with more action being neces-
sary to ensure that enroliees can effectively ac-
coss care. In Colorado, the state legislature has
followed up the Initlal introduction of a dental ben-
efit with subsequent action to provide coverage
for dentures (outside of the $1,000 annual cap)
and to provide relmbursement rate increases for
targeted sarvices. State officials in lowa are con-
sidering how the Dental Wellness Plan might fit
Into the state’s shift toward managed care for all
Medicaid-enrolled populations. In Washington,
oral health stakeholders are working to partner
with the Washington Health Care Authorlty to re-
search the possibility of developing a targeted,
snhanced benefit for pregnant women and people

with diabetes, modeled after the state’s success-
ful Access to Baby and Child Dentistry program.
Other states like lilinols, however, are already fac-
ing the possibliity of cutbacks to benéflts in the
context of a changling state budget picture.

States are also looking for ways to expand thelr
ability to provide dental services beyond the tra-
ditional dental office. California recently enacted
legislation to permit Medicaid reimbursement to
dentists who provide dental care via telehealth.!?
This supports programs such as the Virtual Den-
tal Home, a model where dental hyglenists and
assistants provide preventive and limited restor-
ative services in community settings llke nursing
homes, schools, and Head Start sites, with con-
nection via telehealth to a supervising dentlst.
Colorado will soon begin a pilot project to repll-
cate the Virtual Dental Home model, funded by
the Caring for Colorado Foundation.™

Lastly, officlals and advocates In several states
are looking closely at ways to weave oral health
into broader payment and delivery system re-
forms, to reflect oral health's connection to overall
health. Stakeholders from the Virginia Oral Health
Coalition will be leading a workgroup through
Virginia's State Innovation Model (SIM) design
planning process. They will make recommenda-
tions on strategies that Accountable Communi-
ties for Health (AGH), reglonal multi-sector col-
laboratlves that make declsions about allocation
of health care resources, can use to address the
oral health of their communities. In Washington,
although oral health was not addressed in detall
in the state’s SIM Innovation Plan, state officials
indlcated that they expected several ACHs to
identify oral health as a priority area for improve-
ment. Colorado Is considering ways to facliitate
collaboration between its dental ASO and its
Reglonal Care Coordination Organizations (the
state’s Medicald-focused accountable care entl-
ties). Colorado Is also examining ways to develop
better linkages between dental claims data and its
all-payer claims database.
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Conclusion

Adult dental coverags's status as an optional Medicald b
states have some latitude to make cutbacks, so benefits
ciroumstances—such as the 2007-2009 recession—and expand &s fiscal pressures ease. States

enefit means that it is an area where
tend to contract during difficult budget

s to adding, reinstating, or introducing adult dental
ally sustainable, and also provides
t on lessons learned from improvements

that NASHP examined took a variety of approache
benefits, but they have attempted to do so In a way that Is fisc
meaningful access for program enroliees, Many have also buil
to thelr Medicaid dental programs for children.

The idea. of providing adult dental benefits to Medlcald enrollees is generally suppotted by
policymakers—who frequently cited the importance of oral health, high levels of unmet nesd among
low-income populations, and links between oral health and overall health. However, priotitizing
spending on the beneflt can be challenging, given states’ need to balarce limited resources and many
competing priorities. Important factors In these seven states included funding opportunities through
the ACA, personal engagement by high-level state policymakers, and strong partnerships with dental
associations and oral health coalltlons to ralse the profile of the Issue and assist in implementation of

the benefit.

These seven states' experiences may be Instructive for other states considering addressing adult
dental coverage. The case studies In Appendix Il of this brief provide much more detail on the

strategies that each state pursued.
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