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Charge

Describe typical organization

Clarify the financing streams

Detall the population served

Consider the impact of state practice acts




Financing streams
— Medicaid, “CHIP

Typical organization
— Types:
* Private practices
* Exclusively Medicaid management companies
* Public and private safety net programs other than FQHCs

— But what is common or typical about them?

Population served
— “Targeted Children”: Poor and Working-Poor
— “Eligible Adults”: Low income adults depending on state plans,
special needs, ‘duals’

Impact of state practice acts
— Ownership
— Staffing
» Dentists, dental specialists, students
» Dental Hygienists: Roles, supervision, and Medicaid billing
» Assistants: Roles and expanded functions




Financing Stream: Dental Medicaid/=CHIP fundamentals

What Medicaid and © CHIP are:
Publicly financed health insurance

Who they cover: ¢ver 20% of the U population (before the recession)
Medicaid: poor aduitsand children but states can vary eligibility

CHIP:  children of the working-poor

Populations with higher oral disease and higher unmet dental treatment
needs

What they offer in dental benefits:
Children: guaranteed comprehensive dental services (CHIP as of 2/4/09)
Adults: state-option, from nothing to reasonably comprehensive

Contribution to US dental spemws dental financing




Financing Stream: Primarily paid as discounted fee-for-
service

Medicaid Pays Less Than Modal Charges
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Medicaid practices make the low fee structures work by...

1. Lowering operating costs

2. Increasing productivity (possible through higher efficiency, more
hours, &/or poorer quality)

3. Being externally subsidized, including hybrid practices with cross-
subsidy from other payment sources

4.  Negotiating fees that are higher than proffered
5.  Locating in states with favorable payment levels
6. Cheating - fraud and abuse

or some combination of these



Regarding workforce, Medicaid practices make the low fee
structures work by...

1. Engaging dentists and staff committed to care of vulnerable
populations

2.  Maximizing the roles for hygienists, assistants, EFDAs, and non-
professional staff within legal constraints by delegation

3.  Staffing substantially to promote efficiency
4.  Training professional staff for dental treatment efficiency

or some combination of these
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|. Private Practice

Key findings
1. The majority of private dentists do not participate
actively in Medicaid.

2. Among private dentists who do participate, the majority
participate only modestly.

3. A small subset of private dentists provide the
overwhelming majority of care



Finding 1. The majority of dentists do not participate actively in
Medicaid.
‘A Medicaid card is a state license to hunt for a dentist’

Dr. Bill Kassler, former New Hampshire State Medical Director

Percent of Dentists billing >10K in Medicaid, 2000

(National Conference of State Legislature Survey)
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Finding 2: Among private dentists who do participate, the majority
participate only modestly.

% Dentists providing each fifth of all services to

children in Medicaid
(1 state data, Columbia study)
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Similar values and same pattern hold for pediatric dentists

% dentists

Percent of Pediatric Dentists providing each fifth

to children in Medicaid
(1 state data, Columbia study)
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As a result fewer publicly insured than privately insured children obtain
care.

Percent Children with Dental Visit in Medicaid
(2003 CMS 416 data)
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Patients

Dentists’ Contribution to Care of Children Under
Distribution of Medicaid Patients by Dentists
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Explaining dentists’ low participation in Medicaid

“Most people agree that there is a shortage of those who are willing to treat
low-income clients, : by Medicaid.”

s for Low-Income People:

Policy d Opportunities for
Interventio orum for State Health
Policy Le National
Confere

Lack of willingness resulting from lack of training
and cultural clash

tal students
and ma Xposed to
Isinformed
unknowingly being

about the ...
culturally insens

“There is a definite fear among some dentists that their private practices will
be overrun by Medicaid patients.”

Report on the June 23, 2008 Medicaid
Provider Symposium
American Dental Association



New Dental Graduates self-reported preparedness for vulnerable
populations
ADEA, J Dent Educ 2007

Many new graduates confirm lack of

preparation to treat children, “diverse
society”, low income, and rural populations.

Portion
Unprepare
14n-9
SATRHE IRl T L Q& T LD IR MUt it QAT . T | 05 | . DL

Oral Health Care for Patiems with HIV/AIDS 4.3 14.0 482 228 10.6

1-in-1 Oral Healh Care for a Diverse Society 1.9 7.4 48.7 26.4 15.7
. Adaptive Treatment Planning for Low-Incoma

1'!”‘6 Populations/individuals 3.7 12.3 46.9 24.1 13.0

1-in-5 SN Cane ToT Rural Aleas 53 X 471 22.8 11.3

*Owver 25% of seniors reported less than prepared (1 or 2).




Literature review (Krol, Wolf, Edelstein unpublished)

Medicaid program:
about Medicaid-~
regarding “
denied,” “p
authorizg

' negative attitudes
ed complaints

Literature documents healthcare providers’

Medicaid o negativism toward Medicaid \tive
attitudes and Medicaid benficiaries. ing them as
unreliable g non-
compliant

One physician and groviders’ belief that
private patients feel uncomfortaore m the presence of Medicaid
patients.



Finding 3. A small subset of private dentists provide the
overwhelming majority of care

Distribution of Medicaid Patients by Dentists




Modeling dentists willingness to be an active Medicaid provider

Reflecting “theory of reasoned action” and small
literature



Modeling dentists willingness to be an active Medicaid provider

Self assessed
clinical skill

Income
opportunity

avorable attitude
about Medicaid

Strong sense of
responsibility

Willingness to
buck social norm

Reflecting “theory of reasoned action” and small
literature



Characteristics of Medicaid active private dentists
(anecdotal)

 Committed to the population
— Because of personal experience/identification
— Because of professional mission
— Because of business opportunity

« Willing to stretch “social norms”
— Reject normative notion of “successful” practice
— Election to locate in areas accessible to the population
— Atypically large offices (size, staff, volume)

— Atypical flexibility regarding scheduling and management to
support volume and deal with “no-shows”

— May have lower income expectations



Dr. Robert Grunstein, New Jersey

With his “Dental Rescue Fire Truck” and little
people



ll. Medicaid Management

Companies
Key findings
1. These “for-profit” practices are growing rapidly in
number and size.
2. These practices dramatically increase utilization in
locales.
3. These practices explain a substantial portion of

variance in Medicaid utilization at state-level.



General Dentistry for Kids




Finding 1: These practices are growing rapidly in number
and size.

Number of Dentists in Sites: 1999-2006
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Finding 3: These practices explain a substantial portion of
variance in Medicaid utilization at state-level.

Percent Change in vists

-2.0%

-3.0%

-5.0%

(hange in Medicaid Vigtsasa Function of Number o f Stes1999-
2006

4.0%

3.0%

2.0%

1.0%

0.0%

-1.0%

y 7070045x +0:0096

4.0%®

Average number of gtes




Specialized business practices

Control over expenses

— Low rent offices in areas of poverty

— Economies of scale in purchasing equipment and supplies
— Staff salaries commensurate with community

Efficient management

— Large facilities that allow appointment flexibility

— High staffing ratios

— Engagement of expanded function assistants where allowed
— Systematized business operations



Ill. Safety Net Providers

(Other than Community Health Centers)

Key findings
1. Many disparate forms and missions.
2. Range widely in stability and productivity

3. Tend to meet critical needs but reach few
beneficiaries.



Finding 1. Many disparate forms and missions

School based
Health centers
Sealant programs
Prevention programs
Screening and surveillance programs

Mobile dental programs
Dental school based
Ronald McDonald
Apple Tree
Proprietary

Professional education programs: on site and off
Dental schools
Dental hygiene programs
Dental residencies & fellowships (community, hospital, school-based)

Special programs for foreign trained dentists (exemplary program at
UMD)




Voluntary programs
DDS Donated Dental Services: Special needs referral service
GKAS Give Kids a Smile: Awareness event
MOMS Missions of Mercy & Remote Area Medical: MASH-style events
Plethora of local volunteer-staffed clinics
Adopt-a-child, Adopt-a-school, Adopt-a-Head Start Center programs

Note on Give Kids a Smile

ADA GKAS Website — sends parents to state dental associations and HRSA
directory

http://givekidsasmile.ada.org




External recognition of major Medicaid providers

“Policy makers also might examine whether targeted incentives to
large dental practi articular needs of low-

Income pati Smiles site] —
could he XCommunity Efforts
to Expa Services

Policy suggestions included targeted incentives  \i, systems
to substantial Medicaid providers and
promote best business practices. 08

“lCommunit apacity and

' ctices ... to boost
efficiency and pro eneficiaries of such
efforts are patients, who gain better access to the services they
need for optimum oral health”

The Good Practice: Treating
Underserved Dental
Patients While Staying Afloat.
California Healthcare Foundation
August 2008



Dental Workforce Issues to expand care to Medicaid
populations

Dentists

1. Increase existing and new dentists’ experience with target
populations.

2. Address dentists’ willingness to care for people with greatest needs
by selection, training, incentives, or requirements.

3. Prioritize pediatric dentists’ engagement and pediatric training of
general dentists.

4. Incentivize dental care for target populations, particularly for
substantial providers.

5. Further enhance efficiency by liberalizing EFDAs and DA authorities
and creating new midlevel providers.

Hygienists
6. Expand outstationing hygienists
7. Expand direct Medicaid payment
Other providers
8. Engage primary care medical providers
9. Develop bona fide disease management providers
10. Involve effective case management providers
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